BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 10 JULY 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 – Dr Deborah Hallott

3.

Public Questions and Answers

4.

Declarations of interest

5.

a
b
c
d

6.

Matters arising

7.

Mental Health – Case for Change

8.

Chief Officer Briefing

9.

Progress on responding to Special Educational Needs and
Disability (SEND) inspection

10.

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

11.

South Yorkshire Hospital Services Review Stage 2

Pat Keane

12.

Draft Connecting Care+ Business Plan 2018/2021

Melanie Brown

13.

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

Lead officer

All present

Minutes of the meeting held on 8 May 2018
Action sheet from the meeting held on 8 May 2018
Minutes of the meeting held on 26 June 2019
Action sheet from the meeting held on 26 June 2018

Rob Webster (SWYFT)
Jo Webster
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Melanie Brown

Ruth Unwin

Jonathan Webb/
Clare Linley

14.

a
b

15.

Receipt of minutes and items for approval
a

b

c

d
e
f

g
h

Finance Report Month 2 - 2018/19
Finance Control, Planning and Governance SelfAssessment

Audit Committee
(i) Minutes of meeting held on 17 April 2018
(ii) Minutes of meeting held on 3 May 2018
Integrated Governance Committee
(i) Minutes of meeting held on 19 April 2018
(ii) Minutes of meeting held on 17 May 2018
Clinical Cabinet
(i) Minutes of meeting held on 26 April 2018
(ii) Minutes of meeting held on 24 May 2018
Connecting Care Executive
(i) Minutes of meeting held on 12 April 2018
Probity Committee
(i) Minutes of meeting held on 27 March 2018
West Yorkshire and Harrogate Joint Committee
of CCGs
(i) Minutes of meeting held on 6 March 2018
South Yorkshire Joint Committee of CCGs
(i) Minutes of meeting held on 28 March 2018
Decisions of the Chief Officer – verbal update

16.

Any other business

17.

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

18.

Date and time of next Public meeting:
AGM – Tuesday, 10 July 2018, from 5.00 pm at Wakefield
Town Hall
Tuesday, 18 September 2018 at 1.00 pm in the
Boardroom, White Rose House
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Jonathan Webb

Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 8 May 2018
Boardroom, White Rose House

Present:

Melanie Brown

Programme Commissioning Director
– Integrated Care
Lay Member
CCG Chair
GP, New Southgate Surgery
Nurse Member
Lay Member
GP, Chapelthorpe Medical Centre
Chief Operating Officer
Interim Chief Nurse
Secondary Care Consultant
Associate Director Finance and
Contracting
Assistant Clinical Leader
Associate Director Corporate Affairs
Acting Chief Finance Officer
Chief Officer

Sandra Cheseldine
Dr Phil Earnshaw
Dr Deborah Hallott
Diane Hampshire
Stephen Hardy
Dr Clive Harries
Pat Keane
Clare Linley
Hany Lotfallah
Karen Parkin
Dr Adam Sheppard
Ruth Unwin
Jonathan Webb
Jo Webster
In attendance:

Emily Castle

Chief Executive, Young Lives
Consortium (item 18/86)
Head of Contracting & Performance
(item 18/91)
Head of Quality & Engagement (item
18/91)
Community Navigator, Homestart
Wakefield (item 18/86)
Senior Commissioning Manager (item
18/86)
Community Navigator, Wakefield
Next Generation (item 18/86)
Minute taker
Governance & Board Secretary
Head of Safeguarding (item 18/88)
Newly appointed Lay Member,
shadowing Sandra Cheseldine, Lay
Member (starting in post in June
2018)

Lorraine Chapman
Laura Elliott
Donna Evans
Ian Holdsworth
Sajid Hussain
Angela Peatfield
Amrit Reyat
Mandy Sheffield
Richard Watkinson

18/80

Welcome and Chair’s Opening Remarks
Dr Phil Earnshaw advised that this is the last Governing Body meeting that
Sandra Cheseldine will be attending and wanted to express his thanks for the
unrivalled level of support that Sandra has given to the CCG and how much
her support has been appreciated over the last 12 years.
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Dr Phil Earnshaw expressed his thanks to the Governing Body for their
support and commitment in the completion of the Annual Accounts for
2017/18 and the development of the Financial Plan for 2018/19.
Dr Phil Earnshaw referred to the difficult winter experienced by Mid Yorkshire
Hospitals Trust and noted the improvement in their overall performance
nationally to 90+%.

Dr Phil Earnshaw welcomed Jonathan Webb to his first meeting as Acting
Chief Finance Officer and expressed his thanks to Karen Parkin for her
commitment and support when she stepped in as Interim Chief Finance
Officer for a short period.
Dr Phil Earnshaw introduced Richard Watkinson, the newly appointed Lay
Member and Audit Chair who was shadowing Sandra Cheseldine before
taking up the role in June 2018.
18/81

Apologies for Absence
Apologies were received from:
Andrew Balchin

Corporate Director, Adults, Health &
Communities
Associate Director Service Delivery
& Quality
Interim Director of Public Health
Lay Member (Deputy Chair)
GP, Trinity Medical Centre

Michele Ezro
Anna Hartley
Richard Hindley
Dr Pravin Jayakumar
18/82

Public Questions and Answers
Dr Phil Earnshaw thanked the member of the public for the written questions
and confirmed that a written response will be provided.
The member of the public wished to express thanks to the Chair and
members of the Governing Body for the responses he has received to
previous questions.

18/83

Declarations of Interest
A declaration of interest was declared on behalf of all GP members of the
Governing Body in relation to the Integrated Quality and Performance report
that refer to GP practices in the Wakefield area.
The Chair noted the declarations. As this is not a ‘decision making’ item the
Chair determined that GP members of the Governing Body could partake in
the discussion.
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18/84

a. Minutes of the meeting held on 13 March 2018
The minutes of the meeting held on 13 March 2018 were agreed as a correct
record subject to one typographical error on page 5. In the last paragraph the
word ‘care’ is missing after ‘primary’ in the third line of the paragraph.
b. Action sheet from the meeting held on 13 March 2018
All actions were noted as complete.

18/85

Matters arising
There were no matters arising.

18/86

Future in Mind – Children’s Mental Health
Ian Holdsworth introduced this item explaining that Future in Mind continues
to improve access to emotional wellbeing and mental health services for
children and young people. The Quarter 4 2017/18 Assurance Report in
respect of the ‘Future in Mind’ Local Transformation Plan details the progress
and impact of the programme.
Ian Holdsworth introduced Emily Castle, the Chief Executive Officer of Young
Lives Consortium, leading the engagement with the Third Sector, Donna
Evans, Community Navigator with Home Start Wakefield and Sajid Hussain,
Community Navigator with Wakefield Next Generation who gave a
presentation on the Early Interventions for Emotional Wellbeing.
They explained the work of the Community Navigators, how they engaged
with the community and their integration with schools and community services
and how they offered practical help and improved direct access to counsellors
for children. The aim of the Community Navigators is to fill the gaps in the
service through the Third Sector.
A discussion took place noting that following initial contact with the online
counselling service young people have been signposted to the appropriate
service including face to face counselling. Reference was made to the
reduction in the number of consultants within the service but Ian Holdsworth
confirmed this was not due to a cut in the funding.
Schools who are taking part in the programme have signed a service level
agreement to the framework and training is provided to school staff to enable
the programme to continue.
Jo Webster commented that empowering parents will help embed the concept
from an early age and parents will be aware of what support is available.
It was RESOLVED that:
(i)

members noted the Quarter 4 report and the update on progress of the
Future in Mind programme
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18/87

Chief Officer Briefing
Jo Webster presented the Chief Officer Briefing and highlighted some of the
key areas:
 The Urgent Treatment Centre at Pontefract was officially launched on 9
April 2017. The service has been well received by patients with the
number and type of attendances being similar to those who previously
attended.
 Special Educational Needs and Disability (SEND) – It was noted that the
Wakefield system had its third monitoring visit for the Autism Spectrum
Disorder (ASD) Written Statement of Action on 19 April 2018 and the
progress of this work was noted. The system provided evidence of
progress with ASD waiting times which by March 2018 had reduced to 263
from 614 in June 2017. The fourth monitoring meeting will be held on 12
July 2018 and a report on the progress of the work will be presented at the
10 July Governing Body meeting.
 A third petition relating to the branch surgery closure at Wrenthorpe was
reported to the Probity Committee on 27 March 2018, please see link
below (Paper 5):
https://www.wakefieldccg.nhs.uk/fileadmin/user_upload/Combined_Papers__Probity_Committee_27_March_2018.pdf

The petition contained 37 signatures and was submitted by the Wakefield
Liberal Democrats in support of the campaign being run by the Stop the
Closure of Wrenthorpe Surgery (SCOWL) group. This is the third petition
received by the CCG to be taken into consideration.
The petition stated:
“I, and others locally are concerned that the closure of the surgery has
resulted in patients having to make a longer and more difficult trip to see
their GP, many of who cannot drive. Furthermore, the closure of the
surgery will make it harder for patients to refill their prescription from the
nearby chemist at the same time as their appointment. This threatens the
sustainability of the local pharmacy business, which will mean in the longrun other local people will have to travel further for the hugely valuable
services it provides the community. While I recognize the limitations of the
building, and Outwood Park Medical Practice’s need to consolidate, I hope
the CCG will take seriously the concerns of local people, and resist this
move to centralize services as a cost-cutting exercise. I also hope the
CCG will work constructively with the Medical Practice to seek a solution in
what are very challenging circumstances to all.”
 The NHS Staff Council has formally signed off a framework agreement for
the reform of the NHS pay structure as part of the NHS Terms and
Conditions of Service Contract Refresh 2018. The NHS Trade Unions will
commence a consultation with their members and this will run until the end
of May 2018. The agreement would then move to the NHS Pay Review
Body.
 The 360 Stakeholder Survey closed on 23 February 2018 and 65% of
stakeholders responded which is in line with the responses of other CCGs.
Positive comments have been received regarding decision making,
effective system and clinical leadership and the continued support to
partnership working. The visibility or the organisation as a membership
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organisation was also commented upon. A formal response will be
produced as part of the Capacity and Capability response.
It was RESOLVED that:
(i)

members noted the content for information and support on-going
developments outlined in the content of the report; and
(ii) the Governing Body formally received the petition from the Wakefield
Liberal Democrats in support of the campaign being run by the SCOWL
group.

18/88

Office for Standards in Education (Ofsted) Inspection Briefing
Clare Linley and Mandy Sheffield presented this paper outlining the key
findings of the inspection and the actions that Wakefield Council has put in
place to make the required improvements to their services following the
Ofsted focussed visit to the ‘front door’ of Children’s Services in Wakefield.
The following comments were included in the letter from Ofsted to the Director
of Children’s Services following the visit; delays in allocating cases, children
being seen, conducting assessments and taking action to keep children safe;
management and supervision of staff was not consistently of a good enough
standard and there are issues in relation to performance data, record keeping
and quality assurance measures. Dr Deborah Hallott commented that there
are lots of areas to address but some improvements had already been made.
Staffing was an issue and recruitment would be included in the action plan.
It was noted there are some elements that have been recognised more
positively, in particular the awareness at all levels of seniority in the local
authority that there are problems that need addressing and that there are
plans in place to mitigate some of the findings identified.
The new Director of Children’s Service for the local authority has established
a Children’s Improvement Board through which the response to the letter will
be driven. Jo Webster will be a member of this Board and the Interim Chief
Nurse and Director of Integrated Care will be the two nominated deputies.
The Board will be time limited and will meet monthly for the next six months.
Work will then become part of normal business following the development of a
performance framework.
A discussion followed regarding the referral process and Mandy Sheffield
commented that the terminology when discussing referrals appears to differ
between the NHS and the Local Authority. The CCG will work with NHS
providers to quality assure all referrals made to the local authority Children’s
Services and assist the education of professionals to ensure that all referrals
made by the NHS are of a suitable quality. Work will also take place with the
local authority to ensure that specifications for services commissioned are fit
for purpose regarding their commitment to safeguarding.
Jo Webster advised that the Local Authority were aware of the issues and
early intervention is essential to make the required improvements to the
service. Jo Webster advised that she will ensure the information being
provided by the Children’s Improvement Board to the Governing Body
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provides the necessary assurance of the progress being made.
It was RESOLVED that:
(i)

18/89

members noted the content of the report and endorsed the CCG actions
to support Wakefield Council

Annual Committee Reports
Amrit Reyat presented this report providing a summary of the activities of the
Audit Committee, Clinical Cabinet, Connecting Care Executive, Integrated
Governance Committee, Nominations Committee, Probity Committee and
Remuneration Committee. The report provides assurance to the Governing
Body that the committees are operating effectively and supports preparation
of the governance statement.
In accordance with the terms of reference for all the above Committees the
Governing Body are invited to reappoint the members for a further twelve
month period of office.
Diane Hampshire raised a query regarding Clinical attendance at the Audit
Committee and Dr Phil Earnshaw confirmed that there was no issue with the
attendance as only one GP is required to attend the Audit Committee for
quoracy purposes although there are three GP representatives on the
Committee.
Diane Hampshire asked for the Probity Committee minutes to be amended to
reflect that she was a member of the Committee not ‘in attendance’.
It was RESOLVED that:
(i)
(ii)

18/90

members noted the committee annual reports and agreed that the
reports provide appropriate assurance to the Governing Body; and
it was agreed to reappoint the members to the Audit Committee, Clinical
Cabinet, Connecting Care Executive (CCG members only), Integrated
Governance Committee, Nominations Committee and Probity
Committee for a further twelve month term of office.

Committee Effectiveness Surveys
Amrit Reyat presented this paper confirming that an annual effectiveness
survey is carried out for all sub-committees of the Governing Body. Members
and regular attendees of the following committees were asked to complete
the survey; Audit Committee, Clinical Cabinet, Connecting Care Executive,
Integrated Governance Committee and Probity Committee.
The results of the effectiveness surveys for each of the committees indicated
that members either agreed or strongly agreed that their committee was
effective. Where comments were received against any questions an action
plan and feedback plan was developed and reported back to the committee
and where appropriate added to the committee workplan.
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It was noted that the survey was undertaken via Survey Monkey this year and
the response rate for each committee was low. A review will take place to
consider how best to undertake the survey for 2018/19 with the aim of
improving the response rate and ensuring the questions are relevant and
appropriate.
It was RESOLVED that:
(i)
18/91

members noted the outcome of the committee Effectiveness Surveys

Integrated Quality and Performance Summary Report
Clare Linley presented the Quality Section of the report commenting that
there has been good improvement in the first part of the Hip Fracture pathway
and as part of gaining assurance regarding the mobilisation of patients, the
CCG are working with Mid Yorkshire Hospitals Trust and discussions are
taking place at the Acute Commissioning Working Group.
With regard to the additional beds identified in the Care Quality Inspection
report, actions are being taken to seek assurance from the Trust that these
beds do not become ‘normalised’. As part of the patient safety focussed
visits the staffing of the additional beds is being highlighted. Clare Linley will
be meeting with the Chief Nurse at the Trust to discuss this issue.
Further to the presentation and discussion at the April private session of
Integrated Governance Committee, it was agreed to seek further assurance
on the broader impact of the reconfiguration of the maternity services and this
will be reported through the Integrated Governance Committee.
Karen Parkin introduced the Performance Section of the report and Lorraine
Chapman provided some key highlights. During February 2018 the CCG was
under performing in all of the five performance domains as detailed in the
paper. There has been a decline in performance against the cancer waiting
time standards, including the 62 days wait from an urgent GP referral. An
exception report by speciality is to be produced and presented to the
Integrated Governance Committee.
February performance of the Referral to Treatment for the CCG showed a
slight increase with performance reporting at 87.8%. At the end of February a
total of four 52 week breaches were reported against the CCG. All four
breaches were due to patients waiting longer than 52 weeks for treatment at
Leeds Teaching Hospital Trust. The CCG has requested a Root Cause
Analysis report from the Trust.
February’s Diagnostic 6 week waits performance showed signs of
improvement and reported above the 99% national standard at 99.1%.
March’s performance against the A&E 4 hour waiting time target reported at
81.6% which was a decrease from 87.1% reported at the end of February.
Lorraine referred to the category 1 ambulance response standard which is 7
minutes and advised that February’s performance for YAS reported at 8
minutes and 7 seconds.
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The latest Improving Access to Psychological Therapies (IAPT) recovery
performance for March reported at 39.8% which was an improvement from
37.5% reported at the end of February.
It was noted that the performance against the dementia diagnosis rate target
increased in the month of February to 67.7% which was above the 66.7%
national average.
A discussion followed acknowledging that the 62 day wait from GP referral to
treatment performance target was a key standard for the West Yorkshire
Cancer Alliance. Concerns have been raised regarding the deterioration of
performance against cancer waiting time standards and this provides an
opportunity to consider the improvement of the overall pathway to avoid
transfer delays. Lorraine agreed to share the Cancer exception report with Dr
Clive Harries.
Melanie Brown expressed her thanks to the Quality Team for providing
support to Eastmoor Practice who have now received a ‘requires
improvement’ following a further Care Quality Commission inspection and
achieved Good for the Caring and Responsive domains.
It was RESOLVED that:
(i)

members noted the current performance against indicators on the
strategic balanced scorecards;
(ii) noted those indicators where performance and quality are at target and
exception reports are provided; and
(iii) noted the actions being taken by providers and the CCG with regard to
these indicators.
18/92

Finance Report Month 12 – 2017/18 (Draft pre-audited accounts – still
subject to change)
Karen Parkin presented this report advising that the final out-turn position
(subject to audit) is £11.3m off plan and a deficit of £759k. This was after
taking account of the NHS England instruction to release both the Category M
drugs benefit and the 0.5% risk reserve which, in total, improved the overall
deficit by £3.1m.
It was noted that not all QIPP schemes were achieved but the majority of the
emergency measures schemes as part of the financial recovery were
achieved. This focused approach in total achieved c£7m although the
majority were non recurrent.
The Month 12 Mid Yorkshire Hospital Trust trading position will be confirmed
later this week, the month 11 trading position showed a £12.4m overtrade.
Post meeting note: The Month 12 Mid Yorkshire Hospital Trust trading
position was confirmed at £12.8m overtrade.
Jo Webster advised that a balanced plan for 2018/19 had been submitted to
NHS England on 30 April 2018 acknowledging that 2018/19 will be a
challenging year. A full narrative and the detailed numbers will be presented
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to the Governing Body at the Extraordinary Governing Body meeting
scheduled for Tuesday, 26 June 2018. Thanks were expressed to the
Finance Team for their hard work in producing a balanced plan.
It was RESOLVED that:
(i)
18/93

members received and noted the content of the report

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 meeting held on 6
February 2018

18/94

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

18/95

Members noted the minutes of the Integrated Governance Committee
meetings held on 15 February and 15 March 2018

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

18/96

Members noted the minutes of the Clinical Cabinet meetings held on
22 February and 22 March 2018

Minutes of Connecting Care Executive
The minutes from Connecting Care Executive were presented. Mel Brown
advised that Andrew Balchin will be part of the Joint Review of High Cost
Learning Disability Placements which aims to reduce this number by using a
quality as well as financial approach.
It was RESOLVED that:
(i)

18/97

Members noted the minutes of the Connecting Care Executive meeting
held on 8 February 2018

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

18/98

Members noted the minutes of the Probity Committee meeting held on
23 January 2018

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

18/99

Members noted the minutes of the Health and Well Being Board meeting
held on 25 January 2018

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

18/100 Matters to be referred to other Committees
There were no matters requiring referral to other Committees.
18/101 Any other business
There was no other business.
18/102 Date of next meeting
Tuesday, 26 June 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 8 May 2018
Minute
Topic
No
18/82
Public Questions

Action Required


18/89

Annual
Committee
Reports



18/91

Integrated
Quality and
Performance
Report





Who

Provide response to question
received from member of the
Public
Amend details to reflect that
Diane Hampshire is a
member of the Probity
Committee

Date for
Completion
Dr Phil Earnshaw/ July 2018
Tony Rider
Amrit Reyat/Pam
Vaines

July 2018

Report on broader impact of
reconfiguration of maternity
services to be presented to
future Integrated
Governance Committee

Clare Linley

Date to be
confirmed

Exception report on cancer
waiting time standards to be
presented to future
Integrated Governance
Committee. Report to be
shared with Dr Clive Harries

Lorraine
Chapman

July 2018

1

Progress
Copy of response
attached as Appendix
1
Complete
Noted Diane
Hampshire is a
member of the Probity
Committee
Date to be agreed to
present report to
Integrated
Governance
Committee
Report to be
presented to July
Integrated
Governance
Committee

Agenda item: 5c
NHS Wakefield Clinical Commissioning Group
EXTRAORDINARY
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 26 June 2018
Boardroom, White Rose House

Present:

Andrew Balchin

Corporate Director, Adults, Health &
Communities
Programme Commissioning Director
– Integrated Care
CCG Chair
Nurse Member
GP, Chapelthorpe Medical Centre
Lay Member (Deputy Chair)
GP, Trinity Medical Centre
Chief Operating Officer
Secondary Care Consultant
Assistant Clinical Leader
Associate Director Corporate Affairs
Acting Chief Finance Officer
Chief Officer

Melanie Brown
Dr Phil Earnshaw
Diane Hampshire
Dr Clive Harries
Richard Hindley
Dr Pravin Jayakumar
Pat Keane
Hany Lotfallah
Dr Adam Sheppard
Ruth Unwin
Jonathan Webb
Jo Webster
Angela Peatfield
Amrit Reyat
Judith Wild

Minute taker
Governance & Board Secretary
Head of Continuing Health Care
(deputising for Interim Chief Nurse)

18/117 Welcome and Chair’s Opening Remarks
Dr Phil Earnshaw welcomed Judith Wild who is deputising for the Interim
Chief Nurse, Clare Linley.
Dr Phil Earnshaw commented on the NHS celebrating its 70th Birthday this
year and the announcement regarding a 5 year sustained funding increase
over and above inflation awarded to the NHS. Further information is awaited
as to what the implications will be for CCGs.
Today’s meeting reflects on 2017/18 when more patients were treated and
the waiting times for planned care decreased together with the presentation of
the Financial and Delivery Plans acknowledging that 2018/19 will be another
challenging year.
18/118 Apologies for Absence
Apologies were received from:
Michele Ezro

Associate Director Service Delivery
& Quality
GP, New Southgate Surgery

Dr Deborah Hallott
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Stephen Hardy
Anna Hartley
Clare Linley
Karen Parkin

Lay Member
Interim Director of Public Health
Interim Chief Nurse
Associate Director Finance &
Contracting
Lay Member

Richard Watkinson
18/119 Public Questions and Answers

There were no public questions received.
18/120 Declarations of Interest
No declarations of interest were declared.
18/121 Draft Financial Recovery Plan
Jonathan Webb gave a presentation on the Financial Recovery Plan for
2018/19 explaining that the CCG has been set an in-year control total of a
£2m deficit in 2018/19 with corresponding access to Commissioner
Sustainability Funds of £2m.
The financial recovery plan sets out the financial context of the CCG’s
2018/19 plan and detail the opportunities for further transformation and
efficiency. There is a requirement that the CCG submit a Financial Recovery
Plan to NHS England by 30 June 2018 setting out how it will return to a 1%
cumulative surplus. A copy of the final version of the plan will be sent to
Governing Body members following submission.
A discussion followed and it was noted that the draft plans had been
discussed in detail at the Finance Committee meeting held on 21 June 2018.
Andrew Balchin acknowledged that the first quarter of 2018/19 is now
complete and suggested closer scrutiny of the projected QIPP savings in
quarter two. Jonathan Webb confirmed that there is already focus on the
QIPP targets to enable timely action to be taken by the Governing Body.
Jonathan Webb confirmed that Month 2 Finance Report had been discussed
at the Finance Committee on 21 June and would be presented to the
Governing Body on 10 July 2018 detailing the present position.
It was RESOLVED that:
(i)

Members approved the draft Financial Recovery Plan

18/122 Financial Plan – final submission 31 May 2018
Jonathan Webb presented the Financial Plan 2018/19 which was submitted
to NHS England on 31 May 2018. The final plan includes a £2m deficit
control total, QIPP target of £16.5m and an unidentified QIPP gap of £0.9m.
It was noted however that the ‘stretch’ target of £20m efficiency savings
remains and the principles from the Financial Recovery Plan will be used to
achieve this target.
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The significant scale of financial challenge will require a disciplined and
pragmatic approach to identifying and realising efficiencies and the
infrastructure required for turnaround (including turnaround programme
leadership, finance and programme management office) will need to continue
for the foreseeable future.
The national QIPP review and support process commissioned by NHS
England will be used to further strengthen and assure our organisational
approach to delivery and governance. With regard to CCG running costs, the
CCG will ensure that every opportunity for efficiency savings and
underspends is realised.
It was RESOLVED that:
(i)

members noted the contents of the final plan submission and approved
the CCG budgets for 2018/19

18/123 Operational Plan
Jo Webster presented this paper which provides oversight and assurance of
the operational planning for the CCG. The plan aligns with the approved
Wakefield Health and Wellbeing Plan approved by the Governing Body in
November 2017 and the priorities within it form the basis of all organisational
plans within the Health and Care Sector in Wakefield and the Wakefield CCG
two year operational plan for 2017/19.
Given a number of drivers since this date not least the move towards an
Integrated Care System and the new collaborative arrangements for health
and care in Wakefield it has been timely to refresh the Health and Wellbeing
Plan. Following the refresh a set of four priorities alongside system recovery
will provide the context for delivery of the CCG’s plans. The four proposed
priorities are; ensuring a healthy standard of living for all; giving every child
the best start in life; strengthening the role and impact of ill health prevention
and creating and developing sustainable places and communities.
Jo Webster explained that locally CCGs are only permitted to make individual
choices on two of the Quality indicators.
In 2017 the CCG selected the mental health indicator to improve inequitable
rates of access to Children and Young People’s mental health services. For
the period 2018/19 NHS England national team advised CCG’s that unless
there was a substantial reason for making a change to this choice, it would be
expected to maintain this option. Commissioning managers have confirmed
that this is the right choice for Wakefield.
In 2017 the CCG in conjunction with Public Health selected the RightCare
measure of smoking prevalence. This also supported the work on a West
Yorkshire and Harrogate Health and Care Partnership level ambition of
reducing smoking prevalence to 13%.
It was noted that mental health and reducing smoking prevalence will
continue to be supported throughout 2017/19.
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It was RESOLVED that:
(i)

members noted the operational plan and Quality Premium guidance and
submission for 2018/19 in the context of delivering the Health and
Wellbeing Plan and System Recovery and building capacity and
capability; and
(ii) approved the two local indicators, mental health and reducing smoking
prevalance.

18/124 2018/19 Development Plan
Ruth Unwin presented this paper which provided details of the development
plan which enables the CCG to operate as an effective partner in the health
and social care system of the district.
The development plan is set in the context of the commitments set out in
national policy including the NHS Five Year Forward View and the GP
Forward View and the priorities agreed by the Health and Wellbeing Board for
the district and the West Yorkshire Health and Care Partnership.
The mechanisms from which this information is derived include:
 The CCG Improvement and Assessment Framework (IAF) which monitors
performance against a range of indicators;
 An annual 360 degree stakeholder survey
 The national staff survey
 The CCG’s internal audit plan
 Capacity and Capability Review
This year, in response to its financial challenges NHS Wakefield CCG was
one of a number of CCGs nationally to undertake a Capacity and Capability
review which provides an independent analysis of the CCG’s governance
systems, particularly focused on financial controls and financial recovery.
The insight gained through these mechanisms has been used to inform the
Improvement Priorities and Corporate Objectives for 2018/19.
Ruth Unwin referred to the Governing Body Assurance Framework which
provides information about the key risks to delivering the organisation’s
strategic objectives, the level of actual risk and how that compares to the
CCG’s desired position. The Assurance Framework for the 2017/18 strategic
objectives recorded that the risk was higher than the CCG intended in terms
of delivering improvement in mental health, frailty, long term conditions,
cancer and primary care and that the risk was increasing in relation to
performance targets for urgent and planned care and financial sustainability.
These areas will require continued focus during 2018/19.
The Governing Body has considered feedback from various sources and its
aspirations for 2018/19 and these are reflected in the draft Corporate
Objectives detailed in appendix 3.

4

It was noted that the improvement priorities will be supported by action plans
monitored through the Integrated Governance Committee. Assurances to the
Governing Body will be reflected in the Assurance Framework which is
reported regularly to the Board.
It was RESOLVED that:
(i) members approved the development plan for 2018/19;
(ii) approved the Corporate Objectives for 2018/19;
(iii) approved the action plan in response to the PwC Capacity and
Capability Review;
(iv) noted the arrangements for responding to the staff survey and
(v) noted the arrangements for responding to the 360 degree stakeholder
feedback.
18/125 Matters to be referred to other Committees
No matters to be referred to other Committees.
18/126 Any other business
There was no other business.
18/127 Date of next meeting
The next meeting is to be held on Tuesday, 10 July 2018 at 1.00 pm in the
Boardroom, White Rose House. This will be followed by the AGM which
commences at 5.00 pm and will be held at Wakefield Town Hall.
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Agenda item : 5d
NHS Wakefield Clinical Commissioning Group
EXTRAORDINARY GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 21 June 2018
Minute
Topic
No
18/21
Draft Financial
Recovery Plan

Action Required


Who
Jonathan Webb

Send final version of plan to
Governing Bod members
following final submission

1

Date for
Completion

Progress
Complete
Final version emailed
to GB members 3 July
2018
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To note the content for information and support on-going developments outlined in
the content of the report.

Executive Summary:
The report covers








NHS England Q4 Assurance meeting
OFSTED inspection of children’s services in Wakefield
Wrenthorpe branch surgery
Public engagement; Any Qualified Provider contract
Health checks for people with a learning disability
West Yorkshire and Harrogate Health and Care Partnership workforce plan
National prescribing changes

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 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

Not applicable

CCG Leadership Team

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

Reference document(s) /
enclosures:
Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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NHS England Q4 Assurance meeting
The CCG is awaiting finalised results for its Annual Performance Assessment. The
assessment is made up of three elements Quality of Leadership (QoL), a finance
assessment; and the wider CCG Integrated Assurance Framework indicator set.
Representatives of the CCG met with NHS England regional team on 18 April and
received a follow up letter on 31 May. The letter commented on the CCG’s forward
thinking approach and in particular highlighted the organisation’s primary care
developments and its strengths in terms of partnership with the local authority and in
West Yorkshire and Harrogate and as a system leader. The letter also noted the
CCG’s developments in integrated health and social care and its impact on A&E
performance and commended the work to deliver the Pontefract Urgent Treatment
Centre.
The work being done across the system and with NHS England to address the
CCG’s financial challenge was noted.
South West Yorkshire Partnerships NHS Foundation Trust CQC report
South West Yorkshire Partnerships NHSFT has been rated as ‘requires
improvement’ following an inspection carried out in March and April. This was a new
style “well-led” review which took a comprehensive look at the organisation’s
leadership and a number of services. A copy of the ratings is attached. The full
report will be presented to the Integrated Governance Committee in July.
OFSTED inspection of Children’s Services
Following the February 2018 Ofsted focused visit Wakefield Council took part in a
two week standard Children’s Services Ofsted inspection. This took place between 4
June and 15 June 2018. The outcome of this standard Children’s Services Ofsted
inspection will be published by Ofsted week commencing 19 July 2018.
Wrenthorpe branch surgery
Representatives of the CCG have been invited to attend a further meeting with the
Wakefield Adults Services, Public Health and the NHS Overview and Scrutiny
Committee (OSC) on 19 July to provide assurances in relation to the proposed
closure of Wrenthorpe branch surgery. The CCG attended a meeting of the OSC on
28 June to discuss the decision of the Probity Committee in March to approve the
proposal by Outwood Park Medical Centre to close the branch surgery. The OSC are
seeking further assurance and evidence in relation to:
a) Access and capacity – supporting evidence in relation to the proposed
additional face-to-face GP appointments – including the number of GPs
available on any given day
b) Triage – additional information and reassurance regarding the streamlining of
telephone calls to improve access to appointments
c) Practice Boundary – written assurance that no patient will be removed from
the practice list as a result of any boundary changes
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d) Details of how the practice will advertise and implement transport for frail
elderly and vulnerable patients and a commitment to evaluate uptake
throughout the initial period of operation.
e) Details of how the Probity Committee will retain oversight of the
implementation process.

Public engagement: Any Qualified Provider contracts
The CCG is undertaking a public engagement exercise to seek views on the way in
which some outpatient and diagnostic services are provided in the community.
In addition to services provided by the Mid Yorkshire Hospitals NHS Trust, the CCG
also has contracts to pay a small number of private health companies for some tests
and simple outpatient procedures that they perform on behalf of the NHS. These
extra services are delivered from locations in some areas of the district.
The types of treatment are for:








Diagnostic tests (X-Ray; ultrasound, MRI)
Ear Nose and Throat
Urinary tract and reproductive organs (non-urgent gynaecology, ring
pessary)
Digestive system (including endoscopy)
Chest and lungs
General surgery (including minor hand, vascular and nurse led microsuction).
Eyes (non-urgent ophthalmology)

A number of the contracts come to an end in 2018 and the CCG is reviewing
whether to continue to contract with private providers for some of these services.
The way services are provided at the moment means that patients can experience
different waiting times for their appointments.
The aim is to make access to services more equal, making sure people always get
the same high standard of care.
Health Checks for people with a learning disability
A recent report on Learning Disabilities health checks has shown a 26% increase in
the number of patients receiving this enhanced level of care. People with learning
disabilities often have poorer physical and mental health than other people. The
Annual Health Check scheme is for adults and young people aged 14 or above with
learning disabilities who need more health support and may otherwise have health
conditions that go undetected.
The CCG has engaged with all practices across Wakefield to ensure a consistent
offer is available to this patient group.
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West Yorkshire and Harrogate Health and Care Partnership workforce plan
West Yorkshire and Harrogate Health and Care Partnership (WY&H HCP) have
published their workforce plan ‘A healthy place to live, a great place to work’.
The publication describes how the health and social care workforce of over 100,000
in West Yorkshire and Harrogate is changing to meet the current and future needs of
the 2.6 million people living across the area.
Reshaping healthcare requires a reshaping of the health and care workforce. New
teams are emerging with an increased role for non-medical staff to work alongside
medical staff; non-registered staff to work alongside registered professionals and
new roles alongside traditional ones.
The plan also recognises the huge contribution community organisations and
volunteers make; and the vital role of the 260,000 unpaid carers who care for family
and friends day in day out and whose numbers are more than that of the paid
workforce.
Supporting working carers is also an important partnership priority.
The publication also highlights the greater role for people working outside of
hospitals, where most health and social care support takes place.
https://www.wyhpartnership.co.uk/news-and-blog/news/west-yorkshire-andharrogate-health-and-care-partnership-launch-workforce-plan-1
National Prescribing Changes:
National prescribing changes for some 'over the counter' medicines such as
treatments for constipation and athletes foot, were published by NHS England on the
29 March and are to be introduced across the district over the coming months.
The changes, which is it is hoped will free up nationally almost £100 million for
frontline care each year, will mean the NHS will no longer be routinely funding
treatments such as paracetamol, probiotics, cough mixture, eye drops and laxatives
(please see the list below). However, the rule changes will not affect the prescribing
of over the counter items for 'longer term or more complex conditions'.
Medications covered within the changes are for routine prescriptions for minor
conditions and self-limiting conditions that do not require any medical advice or
treatment, many of which will cure themselves. The new guidance to GPs across the
country starts from 31 May.
NHS England has said that the guidance will not apply to people with long-term or
more complex conditions who will continue to get their usual prescriptions. People
who receive free prescriptions will not automatically be exempt from the guidance.
Once CCGs have adopted the new guidance locally, it will apply to everyone who is
not covered by the general or condition-specific exceptions listed in the guidance
document.
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Jo Webster
Chief Officer
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The Care Quality Commission have inspected our services.
They have given us an overall rating of requires improvement.

Safe

Effective

Good

Good

Community health services
for adults

Good

Good

Community health
inpatient services

Good

Good

Community health services
for children, young people
and families

End of life care
Good

Outstanding

Responsive

Well led

Overall

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Good

Caring
Outstanding

Community-based mental
health services for adults of
working age

Requires
improvement

Good

Good

Requires
improvement

Good

Requires
improvement

Community mental health
services for people with
learning disabilities or autism

Good

Good

Good

Good

Good

Good

Community-based mental
health services for older
people

Good

Good

Good

Good

Good

Good

Specialist community
mental health services for
children and young people

Requires
improvement

Good

Good

Requires
improvement

Good

Requires
improvement

Long stay / rehabilitation
mental health wards for
working age adults

Good

Good

Good

Good

Good

Good

Wards for older people
with mental health
problems

Good

Good

Good

Good

Good

Good

Acute wards for adults of
working age and psychiatric
intensive care units

Inadequate

Requires
improvement

Good

Mental health crisis services
and health-based places
of safety

Good

Good

Good

Good

Good

Good

Requires
improvement

Good

Good

Good

Good

Good

Good

Good

Good

Good

Requires
improvement

Good

Forensic inpatient / secure
wards
Wards for people with
learning disabilities
or autism

Requires
Requires
improvement improvement

Requires
improvement

We will continue to improve as we aim to be outstanding.
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It is a requirement of our CQC
regulation to display this poster.
Do not remove it.
Please call 01924 316391
with any queries.
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Executive Lead:
Recommendation :
It is recommended that the Governing Body note the contents of this report
Executive Summary:
Wakefield Local Area was inspected under section 20 of the Children Act 2004 and, further
the Children Act 2004 (Joint Area Reviews) regulations 2015 from 12 June 2017 to 16 June
2017.
The inspection followed the framework for the inspection of local areas' effectiveness in
identifying and meeting the needs of children and young people who have special
educational needs and/or disabilities and the guidance set out in the inspection handbook.
Nicolas Whittaker, Lead OFSTED HMI was accompanied on the inspection by Deborah
Mason – Ofsted Inspector and Elaine Croll – CQC Inspector.
As a consequence of the inspection Wakefield submitted a Written Statement of Action which
was approved by Governing Body and accepted by regulators in December 2017.
The progress that has been made is captured below in table 1:

The progress that has been made is that over a 12 month period (June 17 – June 18) there
has been a reduction of CYP waiting of 443 and a reduction of length of waits by 1 year and
10 weeks.
There will be a monitoring meeting which will be held on 12th July 2018 Wakefield will need to
develop a presentation of our story, have updated the written statement of action and share
that progress with the Inspection Advisors which will include the above up to date data and
some case studies too.
It is intended to email the Governing Body following the monitoring meeting to advise the
Board of the progress at the monitoring meeting and Connecting Care Executive in August
2018 will have an update from the leads.
Reduction in hospital admissions where appropriate

Link to overarching
principles from the
strategic plan:

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

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

Not applicable

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

Wakefield Council through the joint work with children’s services

Reference document(s) /
enclosures:

Attached presentation document

Risk Assessment:

This is on the CCG risk register.

Finance/ resource
implications:

Healthwatch are underway with a 12 month programme of
engagement for CCG

No conflicts

Connecting Care Executive in April and May 2018

Wakefield
ASD Pathway Recovery
12th July 2018

Background
• SEND Inspection – June 2017
• Locally identified concerns regarding long
waiting times for Multi‐Disciplinary Team
Assessments in ASD services
• Programme developed to deliver a recovery plan
to reduce waits
• Aim of the transformation is for waiting times for
MDT Assessments to be reduced to 6 month and
to sustain this recovery

Recovery Process
Recovery process started with:
• Waiting list validation ‐ to ensure accurate system
and admin processes, reviewing longest waiters
• ‘Blue‐Sky’ thinking events – strategic planning
meetings, multi‐agency to develop strategy for
recovery
• Engagement event – consultation event with
partners to agree the recovery plan
• Project Group – regular meetings to implement the
recovery plan

Increased Capacity
• Long waits for services a result of lack of capacity
to assess
• Added further capacity:
– Two additional SALT posts
– Additional Paediatric Consultant capacity
– Clinical Psychology posts
– Parallel assessment process in Educational
Psychology Service

Pathway Redesign
• To support the additional capacity we also
developed new ways of working:
– Streamline pathway – for more ‘obvious’
presentations
– School and home based assessments (through
Ed Psych team)
– Changes to feedback and follow‐ups to
improve capacity

Outcome
• Through the pathway redesign and additional
resources to deliver capacity was significantly
increased
• 13 assessments per month (Aug 15) at the start
of the recovery process
• to 45 assessments per month (in Nov 16)
• The capacity for 2017/18 was 51 assessments
per month

Demand
• Impact of additional capacity in clearing the
waiting list reduced as a result of significantly
increasing demand
• Referrals in to the service had increased:
• 27 per month in Aug 15
• 55 per month in Nov 16
• Significant action was required to reduce and
improve referrals. A new referral process was
developed

Referral Process
• To better manage the demand we redesigned
the referral process:
– Community‐led referrals
– Range of practitioners completing (multi‐
disciplinary)
• This has improved the content, supporting
effective triage
• Engaged practitioners in providing support while
awaiting assessment

Referral process
• New referral forms: one for ASD, one for ADHD,
one for general Paeds
• Flowchart for GPs to refer families back to the
community for referral
• GPs can either:
– Complete form and refer directly
– Signpost families following flowchart

Impact
• Children now on the right pathway
• Significantly reduced inappropriate referrals
• Triage based on full history – informed decision
making
• Providers in the community part of support,
engaged in the process through completing the
referral
• Referrals accepted are now <20 per month,
supporting the sustainable recovery

Support Services
Improved offer for CYP waiting and receiving
diagnosis:
• Recommissioning Wesail Service
• Partnership with the LA to deliver range of
support including Therapeutic interventions and
behaviour support
• Counselling services
• Third Sector / LA co‐deliver a wide range of
interventions

Feedback from Families
What practical support have you and your child received since being referred for
an assessment for ASD?
33 parents shared their experiences in June 2018 with Healthwatch:
•

•
•
•
•
•
•

Speech and Language and after referral got OT. Other than that not much has
changed. My son has now got a place at Pinderfields Early Assessment Nursery and
goes Mon‐Fri. He receives transport from home to nursery.
Occupational therapist and peadiatrician appointments.
Just tactics for behaviour.
Kids Wesale
Speech and language therapy appointments. Support plan for XXXX in the nursery.
The paediatrician appointment (Dr Ganjam)
1 to 1 teacher at school for support
Support from school (2 parents responses)

Performance
Year

No of CYP on the Waiting List

Longest wait for Assessment

June 17

614

1 yr 49 weeks

Nov 17

393

1 yr 22 weeks

Apr 18

263

49 weeks

June 18

171

39 weeks

Over 12 months (June 17 – June 18)
• Reduction of CYP waiting of 443
• Reduction of length of waits by 1 year and 10 weeks

Feedback from Families
What practical support have you and your child received since
being referred for an assessment for ASD?
Portage service
Clinical nurse specialist
Paediatrician checks, other support was short and wasted time
We have been on TCI(LD) course, referred by school and WESAIL short courses.
CAMHS are involved with providing support through school ‐ and currently also on the
waiting list for CAMHS. Due to see Jason Sharp tomorrow (SOC and comm clinic). We
have an OT for support also.
• Paediatrician checks, other support was short and wasted time
• Leaflets (2 parents responses)
• 13 out of 33 parents responded No support received since being referred to ASD
assessment
• As you can see from the open responses above by parents Wakefield remain on a
journey to ensure that all families access support once referred to a ASD
assessment.
The responses that have been shared will all be shared with all services involved

•
•
•
•

Outcomes
• Significantly reduced waiting times for assessment
• Improved referral process, improved access
• Children and Families receive a clear diagnosis, and
are not left waiting for diagnosis
• Children and families have a clearer understanding
of their child's needs and behaviours
• Families can access specialist support around play /
behaviour management when needs are identified
• Children can access tier 2 therapeutic interventions
e.g. play therapy, art therapy

Next Steps
• Co‐producing an Autism Strategy for Wakefield:
–
–
–
–

All age strategy
Transition arrangements critical
Developing wider support services / interventions
Include support post diagnosis and whilst waiting

• Ongoing parental engagement, including leading the
development of the Autism Strategy
• Develop ‘business as usual’ model which maintains
quality and capacity to keep waiting times and
numbers within agreed target

Thank you ‐ any questions?
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Recommendation :
It is recommended that the Governing Body note the West Yorkshire and Harrogate Joint
Committee of Clinical Commissioning Groups – Annual Report 2017/18
Executive Summary:
The Joint Committee is part of the West Yorkshire and Harrogate Health and Care
Partnership. The 11 CCGs established the Committee in May 2017, with delegated authority
to take commissioning decisions at West Yorkshire and Harrogate level on specific
programmes. The partnership is a new way of working for the 2.6 million people who live in
Bradford District and Craven; Calderdale, Harrogate, Kirklees, Leeds and Wakefield.
This annual report provides details of the innovate work led by the Joint Committee during
2017/18:
 Help the Cancer Alliance to improve cancer prevention and early diagnosis
 Support healthier lifestyles and reduce the perception of a ‘postcode lottery’ in health
services
 Improve access to local mental health services
 Improve stroke services in the first few hours and days after a stroke occurs
 Make sure that people get the right urgent and emergency care, in the right place at the
right time
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
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Chair’s foreword
I’m proud to introduce the
first Annual Report of the
West Yorkshire and Harrogate
Joint Committee of Clinical
Commissioning Groups (CCGs).
It’s an exciting time to be
working with CCG leaders from
our local places – Bradford
District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and
Wakefield. The Joint Committee
plays an important role within
the West Yorkshire and Harrogate
Health and Care Partnership. Its
work plan is directly connected
to the objectives of the wider
partnership, and it enables the
CCGs to come together and take
collective decisions where they
have agreed to do so. You can
read more about the partnership
here: www.wyhpartnership.co.uk
As the Lay Chair, I am independent
of the CCGs. It is my job to make
sure that the decisions that the
Joint Committee takes are fair
and transparent. I’m supported
in this by two CCG Lay Members
- Fatima Khan-Shah and Richard
Wilkinson - who ensure that we
make decisions in the right way,
putting people’s needs rather
than organisations first.

Key responsibilities

The Joint Committee held its first meeting in July
2017, and I‘ve been delighted by the progress
that we have made during the year. The Joint
Committee has led innovative work to:
Help the Cancer Alliance to improve cancer
prevention and early diagnosis
Support healthier lifestyles and reduce the
perception of a ‘postcode lottery’ in health
services
Improve access to local mental health
services
Improve stroke services in the first few
hours and days after a stroke occurs
Make sure that people get the right urgent
and emergency care, in the right place, at
the right time.
We encourage and welcome the public to
attend our meetings. If it is easier for you, you
can watch our meetings ‘live’ on the internet
at http://www.wyh-jointcommiteeccgs.co.uk,
where you can find more information about
the Joint Committee.
It is my pleasure to serve as Lay Chair of the Joint
Committee. We have achieved many things in
our first 9 months. There is more for us to do to
improve health and care for everyone living in
West Yorkshire and Harrogate and I am looking
forward to the challenge.

Marie Burnham
Independent Lay Chair, West
Yorkshire and Harrogate
Joint Committee of Clinical
Commissioning Groups

www.wyhpartnership.co.uk

The Joint Committee is part of
the West Yorkshire and Harrogate
Health and Care Partnership
(HCP). The 11 CCGs established
the Committee in May 2017,
with delegated authority to
take commissioning decisions
at WY&H level on specific
programmes including: cancer,
elective care/standardisation of
commissioning policies, mental
health, stroke and urgent care.
The Committee aims to ensure
that its decisions include public
and patient engagement, clinical
input and have authority from
the CCGs.
The Committee has a work plan,
Memorandum of Understanding
and Terms of Reference, which
were agreed by the Members of
each CCG. The Committee’s work
plan reflects the partnership
priorities for which the CCGs
believe collective decision making
is essential. During the year, the
Committee reviewed its work
plan and asked the Members of
each CCG to approve changes to
it for 2018/19.
Although it can only make
decisions on the programmes of
work that have been delegated
to it, the Committee also makes
recommendations to the CCGs on
other matters where it feels that
a WY&H-wide approach would
be beneficial.

Membership
and attendance
The Committee is made up of 2
representatives from each of the
WY&H CCGs – usually the CCG Clinical
Chair and the Accountable Officer.
To make sure that decision making is
open and transparent, the Committee
has an independent lay chair and two
lay members drawn from the CCGs.
Representatives from the HCP team and
NHS England also attend. The Committee
met for the first time in public in July
2017 and continued to meet every other
month throughout 2017/18.

Public and patient
engagement
Meetings are held in public and are also
streamed ‘live’ on the Committee’s web
pages. The Committee invites questions about
its business and, where possible, these are
answered during the meeting. Full written
answers to all questions are published after
each meeting.
There is a ‘patient story’ at most meetings,
which enables the Committee to get the
perspective of patients and service users.
For example, the Committee considered videos
presenting the experience of patients with
cancer, highlighting variation in general
practice and the need for effective early
diagnosis. Reports to the Committee identify
the patient and public engagement that has
already taken place or is planned. For example,
the Committee received a report on the major
public engagement exercise on stroke services.
In this way, the Committee ensures that the
voice of patients is at the centre of its decisions.

www.wyhpartnership.co.uk
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Highlights of the
Committee’s work
Cancer
The cancer work streams
are tobacco control, early
diagnosis, high quality
services, patient experience
and living with and
beyond cancer.
The Committee reviewed
partnership working by the WY&H
Cancer Alliance, which had bid
successfully for additional funding,
linked to delivery of the 62 day
standard for cancer waits. The
Committee noted awarenessraising campaigns to improve
early diagnosis and screening
take-up. Work was being
co-ordinated with other STP
programmes, including support
for healthier lifestyle choices.
The Committee supported the
proposal that the Cancer Alliance
develop a common set of agreed
outcomes and stronger system
leadership to support all partners
to make good, evidence-based
decisions.

The programme aims to improve stroke
outcomes, use resources efficiently and
effectively and ensure that stroke services
are sustainable and fit for the future.

Elective care/standardisation of
commissioning policies
The programme aims to improve health
by better prevention and supporting
healthier choices.
This will reduce variation, inconsistency and the
perception of a ‘postcode lottery’ and has the
potential to create financial efficiency gains.
The Committee agreed an approach in which
before surgery, patients are offered a choice of
services to address lifestyle factors. It agreed to
standardise commissioning policy across WY&H
for procedures of limited clinical value and
elective orthopaedic surgery. It also supported
the development of new approaches to
outpatient services in elective orthopaedic
surgery and eye care.
Urgent and emergency care
The programme aims to ensure that
people get the right care, in the right
place at the right time.
The Committee noted that NHS England required
all CCGs to have an Integrated Urgent Care
(IUC) programme in place by 1 April 2019 and
considered recommendations to achieve this. The
work was being overseen by the Yorkshire and
Humber Joint Strategic Commissioning Board.
The Committee recommended that a formal
procurement process be undertaken, using a
‘structured dialogue’ approach which would
enable the service model to be refined with
providers. This was particularly important given
the complexity of delivering services in 3 STP
areas across Yorkshire and the Humber.

www.wyhpartnership.co.uk

Stroke

Mental health
The programme aims to
reduce variation, develop
consistent pathways,
support all to achieve the
best standards and achieve
economies of scale.
Areas of focus include emergency
care, specialist Child and
Adolescent Mental Health
Services (CAMHs), and autism,
with supporting people in crisis
closer to home a key aim.

The Committee noted that clinical outcomes
varied across WY&H and that outcomes
were better when treatment was provided
in specialist centres. The Committee noted
progress in developing standardised care
pathways and clinical standards for hyper acute
and acute stroke services. The Committee
noted extensive engagement with key
stakeholders, including clinicians, patients
and the public and providers.
The Committee considered a proposal for
the 11 CCGs to work together to further
improve the detection and treatment of
Atrial Fibrillation (AF), a fast and erratic
heartbeat which is a major cause of stroke.
It recommended that each CCG agree an
aspiration to detect and treat 89% of
patients with Atrial Fibrillation and adopt
a targeted and phased approach to working
with their local practices.

The Committee noted work by
mental health providers to share
beds, improve access to local
services and reduce out of area
placements. It supported work
by CCGs to review commissioning
plans, reduce variation and
establish common levels of
community services across WY&H.
The Committee supported
the development of new care
models for CAMHs & Adult
Eating Disorders and agreed
to develop a joint approach to
commissioning acute mental
health services.

www.wyhpartnership.co.uk
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Our vision

Harrogate
Harrogate Borough Council
North Yorkshire
County Council

Our vision and what does
it mean for you?

In your
local area

Health and social care will
work together to support
your social, physical and
mental health

In your neighbourhood
and community

NHS services, councils, voluntary and community
organisations will work together to improve your
health and wellbeing.

Care will be delivered
locally, managed locally
and planned locally
Your carers will
be supported too

And where safe to
do so you will be
supported to
self-care

You will be seen as
equal partners
and encouraged to
support one another

You are at the centre of everything we do
Community groups
and local teams
including your GP
will work with you

You will have the best start in life so
you can live and age well.
We will work with you to deal with
the issues that affect your health and
wellbeing in your communities,
whether it’s loneliness or learning
disability; housing or mental health;
childhood obesity or air quality –
together we can make things
better with you.

We will plan care
across WY&H. E.g.
sharing good practice,
staff skills and buildings

Our partnership is not a new organisation. It is a new
way of working for the 2.6million people who live in
Bradford District and Craven; Calderdale, Harrogate,
Kirklees, Leeds and Wakefield.

Technology
We want to use the latest technology to
give you the best health recovery possible.
We also want to use equipment to help
you safely manage your health.

Airedale,

This includes using technology to let you
Wharfedale
make GP
appointments and to help you
stay safe at home.

and Craven
Craven District Council
Money
Yorkshire
We aimNorth
to spend
as much of the local health
and care
pound
possible in local places.
County as
Council
And that we talk to you and community
representatives on how best to do this.
Our partnership staff
Bradford

You know better
what you and your
community needs

Across West Yorkshire
and Harrogate (WY&H)

Our workforce is ourBradford
best asset.

Leeds
Leeds City
Council

District

We will develop and
train them to
Council
give you the best care possible.
If we don’t, we will lose them and they
are too important to us all.
Our plans

Our hospitals will work
together so you have the
best treatment possible

We will make the best use
of all the expertise and
staff skills available to us

We will work across the area
on issues like mental health,
cancer, stroke and urgent care

Our partnership is not a new organisation.
It is a new w
 ay of working for the 2.6million
people who live in Bradford District and
Craven; Calderdale, Harrogate, Kirklees,
Leeds and Wakefield.

www.wyhpartnership.co.uk

NHS services, councils,
voluntary and community
organisations will work
together to improve your
health and wellbeing.

Calderdale
We will
always ask you for your views.
Calderdale Council

You are welcome to get involved.
www.wyhpartnership.co.uk
01924 317659
westyorkshire.stp@nhs.net
@WYHpartnership

The West Yorkshire and
Harrogate Health and Care
Partnership is made up of
organisations working closely
together to plan health and care
services across the area.

Wakefield
Wakefield Council

Kirklees
Kirklees Council

www.wyhpartnership.co.uk
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This information is available in alternative
formats, for example large print, Braille,
EasyRead and community languages. For
more information contact:

01924 317659
NHS Wakefield CCG
White Rose House
West Parade
Wakefield
WF1 1LT
westyorkshire.stp@nhs.net
www.wyhpartnership.co.uk
http://www.wyh-jointcommiteeccgs.co.uk
@WYHpartnership

A partnership made up of the NHS, local councils, care
providers, Healthwatch and community organisations.
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The Governing Body are asked to note the content of the report and proposed next steps
Executive Summary:
The Governing Body will be aware that Wakefield Clinical Commissioning Group is an
associate member of the South Yorkshire and Bassetlaw (SYB) Joint Clinical Commissioning
Committee (JCCC). As part of the wider SYB Accountable Care System the JCCC
commissioned a Hospital Service Review across the SYB footprint, which included Mid
Yorkshire Hospitals Trust (MYHT) because of patient flows, particularly from the Barnsley
area. The review recognised that MYHT has already undertaken a significant strategic review
of clinical services and implemented key changes through Meeting the Challenge
The review and its recommendations have now been published. Appendix 1 is the covering
letter for the report signed by the report’s author, Christopher Welsh, Independent Review
Director.
The full report can be accessed via the following link:
https://www.healthandcaretogethersyb.co.uk/application/files/2515/2579/1881/1._HSR_Stage_2_Report.pdf

The report focuses on the ways in which the acute trusts in South Yorkshire and Bassetlaw,
North Derbyshire and Mid Yorkshire can work together to improve the sustainability of
services. It looks primarily at ways in which trusts can tackle issues around workforce, clinical
variation and innovation through joint working, building on the opportunities offered by the
Integrated Care System. For a small number of services where the clinical challenges cannot
be met by joint working alone, it recommends reconfiguration.
The HSR has focussed on five hospital based services which were identified during Stage 1A

of the Review as being significantly challenged. The five services are: urgent and emergency
care (predominantly focussed on the Emergency Department), maternity, care of the acutely ill
child, stroke, and gastroenterology and endoscopy. Besides the services addressed in this
report, significant challenges were also identified in some other services, both elective and
non-elective, which should be considered in any future work.
Whilst the HSR’s focus is on hospital-based services, it recognises that these services cannot
exist and operate in isolation. The HSR has therefore engaged other system stakeholders
across the entire continuum of care. This will ensure that its recommendations build on related
work currently under way, and recognise system-wide interdependencies. It is recognised that
acute hospital services are highly dependent on primary, community, mental health and social
care services, which have been considered throughout this report.

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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Hospital Services Review
722 Prince of Wales Road
Sheffield
S9 4EU
8 May 2018
Members of the SYB Oversight and Assurance Group
Members of the SYB Collaborative Partnership Board

Dear Colleague,
Hospital Services Review
I enclose the final report of the Hospital Services Review, with its recommendations.
The report focuses on the ways in which the acute trusts in South Yorkshire and Bassetlaw, North
Derbyshire and Mid Yorkshire can work together to improve the sustainability of services. It looks
primarily at ways in which trusts can tackle issues around workforce, clinical variation and innovation
through joint working, building on the opportunities offered by the Integrated Care System. For a
small number of services where the clinical challenges cannot be met by joint working alone, it
recommends reconfiguration.
I am submitting this report to the Oversight and Assurance Group, and to the Collaborative
Partnership Board, in their roles of overseeing the development of the report, assuring the process
that it has followed, and acting as the forum for cross-system discussion of the recommendations
going forward.
I would like to take this opportunity to extend my thanks to the many colleagues and staff across the
health economy who have given significant amounts of time and effort to the Review over the last
ten months. The Review has drawn heavily on ideas and insights from across organisations, and the
production of the report would not have been possible without the active participation of system
leaders, staff and the members of the public who have contributed their time and expertise.
The publication of the Report is the beginning of a longer journey for the acute providers that it
covers. I wish you all the best as you consider the recommendations, and in the next steps for the
system.

Christopher Welsh, OBE, MB, MChir, FRCS
Independent Review Director
Cc:

Alexandra Norrish, HSR
Will Cleary-Gray, SYB Integrated Care System
Des Breen, SYB Integrated Care System
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It is recommended that the Governing Body approve the Connecting Care+ Business
Plan
 Agree that Wakefield’s New Models of Care Board is the forum delegated to ensure
delivery and implementation of the Connecting Care+ Business Plan
Executive Summary:
The purpose of this draft Connecting Care+ Business Plan is to set out our vision, goals and
objectives for the next three years for integrated care across the Wakefield system.
The Business Plan aims to provide a level of assurance for the need to develop and deliver
integrated working to meet national policy requirements and the Connecting Care+ Business
Plan identifies our five key priority workstreams which will take place across the Wakefield
Health and Social Care System. The Connecting Care+ Business Plan outlines it is key to
optimise the existing and future workforce and provide sustainable services that deliver high
quality health and social care for the population of Wakefield.
This plan sets out the system wide strategy alongside our vision, values and priorities for 2018
to 2021 and includes specific delivery plans for implementation over the next three years. The
purpose of our planning activity is to set out our vision for local health and care services,
based on identified needs, and to allow us to see how our plans are aligned with the
requirements of both the Local Government Association ambitions and the NHS Five Year
Forward View (2014) to ensure that frontline delivery of integrated care is a reality in Wakefield
by 2020.
This plan outlines the New Models of Care Boards’ (NMoC) approach going forward for the
next three years (2018-2021) including:
 Promote health & wellbeing – Reducing inequalities and preventing ill health and illness

progression at individual and community level – focus is on narrowing health inequalities;
 Admission avoidance – Ensuring fast, responsive access to care and preventing admission
avoidance to care settings, hospital emergency admissions and A&E attendances;
 Proactive coordination of care – (or anticipatory care) particularly for people with long term
conditions and more complex health and care problems.
The NMoC Business Plan builds on the achievements of the Wakefield Connecting Care+ to
set out our priorities and strategic direction over the next 3 years. The delivery of this plan will
contribute to the delivery of the Wakefield vision of creating person centred co-ordinated care,
which lies at the core of everything we strive to achieve working with our partners in
Connecting Care Health and the Social Care Partnership.
Work has been undertaken by the NMoC Board in the form of four development sessions to
determine the focus for the Wakefield health and care system and this informed by our local
needs analysis from Wakefield’s joint strategic needs assessment has identified five priority
areas to take forward in 2018-202.
The 5 key priority areas which have been recommended for the NMoC Business Plan 2018 –
2021 are as follows:
•
•
•
•
•

Lung Cancer – Lead: Professor Sean Duffy/Dr Abdul Mustafa, Project Manager: TBA
Mental Health – Lead: Rob Webster, Project Manager: Alix Jeavons
Elderly Care – Lead: Dr Ann Carroll, Project Manager, Lesley Carver
Primary Care Home – Lead: Dr Greg Connor, Project Manager: Katie Roebuck
End of Life Care – Lead: Tina Turner, Project Manager: Michaela James

The Business Plan brings together rich needs analysis from our JSNA, informs the New
Models of Care Board re public feedback about our health and care services and proposes
key enablers and their proposed actions to support delivery of our five key workstreams.
These enablers include workforce, technology, communications and engagement, estates,
outcomes assurance framework and housing, health and social care partnerships.
The Connecting Care+ Business Plan utilises system wide financial analysis which PWC
undertook in 2016 to help inform the Board of our system wide financial gap. It is recognised
this work is being refreshed by system financial leads.
The Connecting Care+ Business Plan describes how the five NMoC priority areas are
contributing towards the NHS Five Year Forward View (2014) triple aims, which are improving
care, improving quality and safety and reducing our financial gap and also describes how
some workstreams such as the Mental Health and Elderly Care workstream will help us
reduce demand for acute secondary care.
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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
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Organising ourselves to deliver for our patients
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FOREWORD
As the Chair of the Wakefield New Models of Care Board, I am delighted to
share with you our Connecting Care + Business Plan for 2018-2021 which
describes the priorities our system will focus on over the next three years
to deliver the vision of our Health and Wellbeing Board to have achieved
full integration of care by 2021. The New Models of Care Board is intended
to facilitate the district-wide health and social care integration agenda and
to remove historical barriers that have prevented joined-up patient care
across primary, community, mental health, social care and acute services.
The purpose of this business plan is to set out the priorities that need to be achieved during 20182021 to enable us to realise our three strategic aims which are core drivers for our future
sustainability:
1. Promote health & wellbeing – Reducing inequalities and preventing ill health and illness
progression at individual and community level – focus is on narrowing health inequalities;
2. Admission avoidance – Ensuring fast, responsive access to care and preventing admission
avoidance to care settings, hospital emergency admissions and A&E attendances;
3. Proactive coordination of care – (or anticipatory care) particularly for people with long term
conditions and more complex health and care problems.
Through a review of our Joint Strategic Needs Analysis for Wakefield the New Models of Care Board
has identified the following five priority areas to take forward in 2018-2021:

The following business plan describes these priorities in more detail and outlines the actions we will
be progressing over 2018-2021. The idea of partnership and collaboration across organisational
boundaries is not a new concept across Local Government or in the NHS, but it is now a focus in
policymakers’ minds. The 2017-19 planning guidance for the NHS put it simply: partnership
behaviours are becoming “the new norm” and “What makes most sense for patients, communities
and the taxpayer should always exceed the narrower interests of individual organisations’ (NHS
Improvement 2016). Wakefield has a strong history of partnership working as a system, and we will
continue to work together as partners through the New Models of Care Board to ensure that we
deliver our shared priorities and improve health and care outcomes across the district. We ask that
colleagues share this Business Plan within your organisations so that we can move forward at pace in
implementing our work programme for the five priority areas described within our Connecting Care+
Business Plan.

Dr Ann Carroll
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Executive Summary
The purpose of this Business Plan is to set out our goals and objectives for the next three years for
integrated care across the Wakefield system. The New Models of Care (NMoC) Board have
developed ambitious plans to commission services that deliver improved outcomes, reduce health
inequalities and deliver high quality health and social care for the population of Wakefield for 2018 2021.
The Business Plan aims to provide a level of assurance for both the Health and Wellbeing Board and
the New Models of Care Board for the need to develop and deliver key priority workstreams across
the Wakefield Health and Social Care System. This is in order to optimise the existing and future
workforce and provide sustainable services that deliver high quality health and social care for the
population of Wakefield.
This plan sets out the system wide strategy alongside our vision, values and priorities for 2018 to
2021 and includes specific delivery plans for implementation over the next three years. The purpose
of our planning activity is to set out our vision for local health and care services, based on identified
needs, and to allow us to see how our plans are aligned with the requirements of the NHS Five Year
Forward View (2014) and the NHS Constitution.
The plan also incorporates strategic goals and gives a clear and credible plan for the commissioning
and delivery of health and care services in Wakefield.
This plan outlines the Boards’ approach going forward for the next three years (2018-2021)
including:
 Promote health & wellbeing – Reducing inequalities and preventing ill health and illness
progression at individual and community level – focus is on narrowing health inequalities;
 Admission avoidance – Ensuring fast, responsive access to care and preventing admission
avoidance to care settings, hospital emergency admissions and A&E attendances;
 Proactive coordination of care – (or anticipatory care) particularly for people with long term
conditions and more complex health and care problems.
The NMoC Business Plan builds on the achievements of the Wakefield Connecting Care+ to set out
our priorities and strategic direction over the next 3 years. The delivery of this plan will contribute
to the delivery of the Wakefield vision of creating person centred co-ordinated care, which lies at the
core of everything we strive to achieve working with our partners in Connecting Care Health and the
Social Care Partnership.
Work has been undertaken by the NMoC Board in the form of development sessions to determine
the focus for the Wakefield health and care system and this coupled with intelligence from the JSNA
has enabled, the development of five priority areas to take forward in 2018-2021:
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National Context
This plan sets out the system wide strategy alongside our vision, values and priorities for 2018 to
2021 and includes specific operational plans for delivery over the next three years. The purpose of
our planning activity is to set out our vision for local health and care services, based on identified
needs, and to allow us to see how our plans are aligned with the requirements outlined in legislation
that outlines our statutory responsibilities to integrate care in both the Health and Social Care Act
(2012) and the Care Act (2014).
This business plan was developed to outline our local response to the following policy guidance
requirements that are focused on integration of care such as ADASS/LGA Stepping up to the Place
(2016), the NHS Five Year Forward View (2014) and the NHS Constitution. Both the NHS and Local
Government are moving in the direction of place-based systems of care ‘in which health and social
care work together to improve the wider determinants of health of the population’ (King’s Fund,
2015). “The divide between primary care, community services, and hospitals – largely unaltered
since the birth of the NHS – is increasingly a barrier to the personalised and co-ordinated health
services patients need” (FYFV, NHS England, 2015).
Developing and mobilising new care models are key to the delivery of the ambitions set out in the
Five Year Forward View, with a focus on both NHS and care services closing the finance gap, care and
quality gap, and improving community wellbeing.
NHS England and NHS Improvement have recently refreshed planning guidance for 2018/19. The
guidance defines the expectations for Integrated Care Systems (ICS) to take an increasingly
prominent role in planning and managing system-wide efforts to improve services. We will work
with the West Yorkshire Integrated Care System to support the wider strategic vision and also enable
the delivery of the NMoC business plan 2018-2021.

Wakefield’s Local Context and what our Joint Strategic Needs Analysis
tells us
Wakeﬁeld is expected to encounter a large population structure change within the next ﬁve years,
with the older persons grouping growing by over 11 per cent by 2016 (73,000 people), and over 22
per cent by 2021 (80,900 people). By 2031, the older population is expected to have grown by over
50 per cent, representing a population close to 100,000. As a corollary to this, the working age
population is only predicted to grow by approximately 1.6 per cent by 2031 (about 3,300 additional
people in the theoretical workforce). Implications of an ageing population are wide in terms of
people living longer into older age with a higher burden of chronic disease, an increased demand for
health and well-being services, a reduction in working age people, a reduced contribution to the
economy and lower incomes, and increased human resources for care services (paid and unpaid
carers).
Wakeﬁeld ranks as the 65th most deprived local authority out of 326 putting it in the top 20 per cent
most deprived local authorities. There are stark inequalities in health in the district with men in
poorer areas living on average 9.9 years less; 7.2 years for women. There is unwarranted variation of
5

life expectancy in Wakeﬁeld and the New Model of Care Board has a key role to play in securing
better outcomes for the population and reducing unwarranted variation and health inequalities.
Poverty and inequality manifests in many ways in a health and care system, locally we see increase
demand on health and care services. Wakeﬁeld has higher rates of long term conditions than the
national average and we estimate that there are a number of people who remain undiagnosed.
Long-term conditions account for 55 per cent of GP appointments, 68 per cent of outpatient and
A&E appointments, and 77 per cent of in-patient bed days. A disproportionately large amount of its
life-years is lost in the most deprived communities to chronic heart disease (CHD), lung cancer,
stroke, chronic obstructive pulmonary disease (COPD) and – particularly in men – chronic liver
disease. Due to the increasing elderly with multiple long term conditions it is anticipated that
demand on health and care services will further increase a good example of this is as the District’s
population gets older, we can expect to see a 25 per cent increase in the number of people living
with dementia in the next 10 years with signiﬁcant implications for health and social care services.
The main population risk factors are smoking (21.9 per cent of the population), obesity (11.7 per
cent) and high blood pressure (15.3 per cent). If these risk factors could be reduced in the
population even just by a few percent, we would see a signiﬁcant reduction in the number of people
experiencing poor health. Wakefield has some of the nations highest rate of lung cancer deaths, in
the latest information available Wakefield ranks 120 out of the 150 unitary authorities. Deaths from
lung cancer alone account for over 250 of the 3300 deaths each year in the district.
Poor mental health has long been over prevalence in the district, many of the annual population
survey over the last decade have indicated this. The area has had higher than national average of
common mental health disorders such as depression and anxiety. In the young, self-harming has
been increasing in the district particular for young women. Suicide prevalence has also been on the
increase across the district particularly in middle aged men. For the older age groups social isolation
and loneliness should also be taken into account as a key factor inﬂuencing quality of life, health
outcomes and service demand. Being lonely has been estimated to have the same negative effect on
health and wellbeing as smoking 15 cigarettes a day. In a recent survey of 500 older people in
receipt of Connecting Care Services, 36 per cent described themselves as not having as much social
contact as they would like.
Elderly care for multiple reason is to become a pressure for the health and care services locally. The
fact of aging presents present the likelihood of development of more long term conditions. Multi
morbidity is not solely an issue for older age groups, but does present more commonly in those
groups. The result of having more complex patients to manage is increased demand on health and
care services. Nationally this work has been modelled to show that as the baby boom cohort age and
present with multiple long terms conditions we can expect to see significant health and service and
social service provision being required. Prevention of development and more long term conditions
and better management of the existing, will increasing be more and more important to prevent
premature mortality.
End of life care and having the choice about where you spend your final days has been a clear drive
within health and care services for many years. Wakefield has seen since 2010 a great increase in the
number of deaths within the hospital setting locally. The proportion of people in Wakefield who die
in their usual place of residence is increasing, but at a slower rate than in other comparable areas.
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Those dying from Circulatory disease or Dementia and Alzheimer’s disease in Wakefield are less
likely to die in their usual place of residence than in other comparable areas. Supporting people who
choose to die in their usual place of residence both improves quality of care and reducing demand
on acute services.
Key to helping improve Lung Cancer, Mental Health, Elderly Care and End of Life care is reaching
people sooner and managing them more affectively. Primary Care Home is an innovative approach
to strengthening and redesigning primary care. The model brings together a range of health and
social care professionals to work together to provide enhanced personalised and preventative care
for their local community. Staff come together as a complete care community – drawn from GP
surgeries, community, mental health and acute trusts, social care and the voluntary sector to focus
on local population needs and provide care closer to patients’ homes.

Wakefield’s System Financial Challenge
The Wakefield System Financial Position:
As outlined in the Strategic Case, the Wakefield District includes pockets of significant deprivation,
with both Wakefield and North Kirklees being amongst the most deprived 20 per cent of wards in
the UK. Wakefield follows a national picture where the population structure is shifting towards that
of an ageing population. The implications of this are well stated, with an increased demand placed
on health and social care services, a growing need for paid and unpaid carers, combined with a
reduction in working-age people.
Population projections demonstrate that Wakefield is expected to encounter a large population
structure change within the next five years, with the older persons grouping growing by over 22 per
cent by 2021 (80,900 persons). By 2025, the Wakefield population will see a doubling of men aged
85 and over. By 2031, the older person population is expected to have grown by over 50 per cent,
representing a population close to 100,000. These demographic dynamics present a clear challenge
to health and social care services in the District, and demand new and innovative approaches to
delivery in order to meet the needs of the Wakefield community.
In March 2016, the Wakefield Local Services Board commissioned PwC to undertake a review,
referred to as ‘The Single Version of the Truth’ (SVT). As part of their work, PwC worked across the
Council, Wakefield CCG, Mid Yorkshire Hospital NHS Trust and South West Yorkshire Partnership
Foundation Trust carrying out financial modelling and benchmarking to analyse the case for change.
This involved assessing the projected cost savings based on the different optional models to outline
the financial challenges and the gap the system needs to address over the next five years. This SVT
project aims to create a five year forward view of financial sustainability for the Wakefield Health &
Social Care System. This work was completed by June 2016 and the SVT concluded that:
 If the Wakefield system made no efficiencies between now and 2020/21, the gross system deficit
would be £182m;
 A review of organisational plans indicates that the system has identified significant savings and
efficiency plans (the PwC model risk-adjusts various input elements).
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Since the publication of the SVT, Health and Social Care systems have submitted financial plans as
part of the development of the West Yorkshire Sustainability and Transformation Plan (STP).
National guidance was issued to aid production of STPs in a more consistent way across the country.
This guidance included a refresh of previous assumptions on inflation, efficiency, growth, national
requirements for investments and business rules. There was also further development on solutions,
particularly on the WY wide programmes. These factors had an impact on the financial modelling for
the STP and as a result, changes were made which provided a more up to date financial plan than
the SVT, although many of the same principles still applied. For the Wakefield patch, the current STP
model (submitted 21st October 2016) shows the following:

Figure 1 – STP financial modelling

In summary, a ‘do nothing’ scenario would result in a system wide deficit of c£237m by 2020/21.
Solutions provided in the collective STP are £192m against this system challenge and are further
expanded in the chart below:

Figure 2- STP Solutions
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In summary the ‘Single Version of the Truth’ (SVT), a financial assessment of the Wakefield Care
economy by PwC, showed that the economy would be facing an in-year deficit of £181.7m in
2020/21 in the case of a ‘do nothing’ scenario. However, since the publication of the SVT, national
guidance towards the development and production of STPs included a refresh of previous
assumptions on inflation, efficiency, growth, national requirements for investment, and business
rules. These had an impact on the financial modelling for the STP, and as such, the STP provides a
more up to date financial plan. The current STP for Wakefield, as submitted on 21st October 2016,
shows that a ‘do nothing’ scenario would result in a system wide deficit of c£237m by 2020/21.
Solutions provided in the collective STP are £192m against this system challenge.
With prominent system pressures across the NHS and social care environment, Wakefield system
leaders recognise that we need to engage with new ways of working to help close this gap. By
expending and building on the work of the Meeting the Challenge Programme and other
transformation work underway across Health and Social Care it will be critical to understand how the
New Models of Care five priorities will contribute to supporting to close the gap described above.
The system challenge from implementing the new models of care on a whole population basis is to
realise this benefit over the next 5 years in a recurrent and sustainable way and possibly go even
further in order to close the remaining gap. It is therefore imperative that the new operating model
to deliver our out of hospital care model at scale (Connecting Care+), provides a return on
investment. This will be described further in the Triple Aim section of this business case.

Public engagement - what have our residents told us?
The Five Year Forward View describes how the health service needs to change, arguing for ‘a more
engaged relationship with patients, carers and citizens so that we can promote wellbeing and
prevent ill-health.’ It states that ‘we need to engage with communities and citizens in new ways,
involving them directly in decisions about the future of health and care services.’
In Wakefield, this has been taken seriously from the very beginning of our journey to integrate
health, social care and voluntary sector services. Since 2014 we have engaged with hundreds of
local people; testing out ideas, asking their opinions of services, gathering stories and feedback and
evaluating health and care initiatives.
Connecting Care. Our most influential engagement with local people and evaluation of service
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change was conducted from 2014 through to 2017. Healthwatch Wakefield as our local health and
care consumer champion, was commissioned to provide an element of independence to the
evaluation. Nearly 800 interviews were carried out with patients and carers who were receiving
services from our integrated Connecting Care hubs. These interviews were conducted by
Healthwatch Wakefield, working with lay interviewers to talk to people in their own homes.
This involvement with patients and service users has resulted in demonstrable change:
 Healthwatch found that people had better outcomes with a named co-ordinator, so the
Connecting Care+ structure now includes a Care Co-ordination Unit;
 Healthwatch highlighted the difficulties faced by carers and now there is a post within Public
Health responsible for carers issues and more support to Carers Wakefield;
 Healthwatch showed a statistically significant correlation between social isolation and poorer
health outcomes, leading to a focus on loneliness within Connecting Care+ and more widely.
Care Homes Vanguard: In 2015 and 2016, Healthwatch Wakefield conducted interviews with 74
residents of 3 care homes in the district, before and after Care Homes Vanguard team interventions.
As a system we gained an insight from this work into the complex nature of healthcare delivery in a
care home setting, and useful information about what residents feel gives them a good quality of
life.
We also used national visits and channels to gather feedback on the programme. Professor Don
Berwick, former health adviser to President Barack Obama, visited our care home vanguard in
January 2017 (video here) alongside NHS Confederation visiting in January 2018, which led to a
national podcast being recorded to share our work (podcast here).
Multispeciality Community Provider (MCP) Vanguard: From 2016 to 2017, Healthwatch Wakefield
conducted evaluation of various strands of activity, 870 interviews in total:
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Public Views on Integrated Care. In late 2016, we identified that it would be useful to conduct some
specific engagement with the public about the move towards integrated health and care services.
We commissioned Healthwatch Wakefield to conduct focus groups with local people. 8 focus groups
were conducted in the community with 83 people contributing their thoughts:

GP Extended Hours: Between April and July 2017 Wakefield NHS Clinical Commissioning Group
(CCG) engaged with patients about how we might provide urgent primary care services.
Engagement was based on previous feedback received in 2015 about primary care services. The
service would be accessed by phoning the normal GP number. Patients would be triaged by a nurse
or doctor and treated as appropriate. The service would be available 6.00pm-10.00pm weekdays
and 9.00am-3.00pm weekends and Bank Holidays. People generally thought this was a good idea
and would improve current services. We received many useful comments that helped to shape and
improve the service. These were around the service needing to be easily accessible, and
communicated widely to the public.
Self-care, sharing care records and telehealth: In the winter of 2017 the CCG engaged with the
public about self-care, sharing care records and telehealth. This built on engagement undertaken by
Healthwatch the previous winter. 240 survey responses were received and face to face discussions
took place with over 90 people:

11

Engagement with local people continues to take place, with current work streams evaluating:
 Experiences of discharge from hospital
 Pharmacy in General Practice
 Holistic interventions in Supported Living Settings
 Shared decision making for people with long term conditions
 Care homes evaluation with NHS England

West Yorkshire and Harrogate Health and Care Partnership
Since 1948, the NHS has adapted itself and must continue to do so as the world and our health
needs also change. There are extensive opportunities to improve care by making common sense
changes, which includes the NHS and local government coming together in 44 areas, covering all
England to develop proposals for health and care. In November 2016 draft proposals for our
Sustainability and Transformation Partnership were published. The proposals described, how we
will work together on the “triple aim” of the Forward View: to improve the health of people; provide
better care; and ensure financial sustainability.
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A vision for health and care in West Yorkshire and Harrogate

The purpose of our West Yorkshire and Harrogate Health and Care Partnership is to deliver the best
possible health and care for everyone living in the area. West Yorkshire and Harrogate is the second
largest health and care partnership in the country, covering a population of 2.6 million. There are
very diverse demographics and socioeconomics across the West Yorkshire and Harrogate footprint,
for example a 10 year variation in life expectancy across Wakefield, with pockets of high affluence
and high deprivation.
As a system, we all agree that working closely together is the only way we can tackle these
challenges and achieve our ambition and over the past fourteen months our partnership has made
major strides towards working together. There are six places that make up the partnership:
Bradford District and Craven; Calderdale; Harrogate & Rural district; Kirklees; Leeds and Wakefield,
which mirror local government boundaries and is centred on our Health and wellbeing Boards. The
partnership aims to deliver improvements in the quality and value for money of care provided, by
working through nine programmes and six enabling workstreams:
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The West Yorkshire and Harrogate Partnership firmly believes the principle that services should be
delivered as close as possible to people in their own home and communities where safe and
effective. The local plans and the nine priorities make up the West Yorkshire and Harrogate Health
Care Partnership Plan. The service delivery model outlines the place- based connected services;
West Yorkshire and Harrogate clinical networks; and Single West Yorkshire and Harrogate services.

Local plans are the foundation of what will be delivered in their area and they set out how the
improvements from the new ways of working and prevention will be made. The place plans focus on
aligning primary and community care and we are putting greatest emphasis on helping people in
their neighbourhoods and managing demand on services.
The place plans focus on improving health and well-being and the other factors that affect health,
such as employment, housing, education and access to green spaces.
Taking a common approach to these services across West Yorkshire and Harrogate will enable
different organisations and services to work together more easily. This may be achieved through
networks, partnerships between organisations or other ways of working.
Change needs to happen as close to people as possible, putting the person at the centre of what we
do. This is why local relationships are the basis for the plans. The New Models of Care Board will
work closely with the West Yorkshire and Harrogate Health and Care Partnership to understand the
work programmes and work together to deliver the ambition to improve health and care across the
system. We all agree that working more closely together is the only way we can tackle these
challenges and achieve our ambitions. It is the only way we can genuinely put people, rather than
organisations, at the centre of what we do. It is also the only way we can maximise the benefit of
sharing the expertise and resources we have, including money, buildings and staff, to achieve a
greater focus on preventing ill health and reducing health inequalities.
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Aligning with the vision of the West Yorkshire and Harrogate Health and Care partnership, the
Connecting Care+ business plan will utilise the latest technology to give the local population of
Wakefield the best health recovery possible, such as developing local or regional shared health and
care record and development of a person held care record. It is recognised that our workforce is our
best asset, and the workforce plan within the Connecting Care+ business plan aims to develop and
train staff to give the best possible care.
The Connecting Care+ business plan will also look to address the priorities of the West Yorkshire and
Harrogate partnership, by aligning to the work to support primary and community care. Some of
this will be achieved by the development and mobilisation of Primary Care Homes across the district
to support the health and wellbeing of everyone in the community, including GP’s, pharmacies,
community mental health teams and social care.
Preventing ill health and improving wellbeing is the essence of the West Yorkshire and Harrogate
Health and Care Partnership, and the Connecting Care+ business plan has aligned key priorities of
the New Models of Care Board with the vision of the strategy. This includes working with the
partnership on improving the lung cancer outcomes, particularly our ambition around reducing the
smoking prevalence from 17.4% to 13% by 2021.
There is also strong evidence that tackling mental ill health early improves lives and this is a priority
at both West Yorkshire and Harrogate partnership level and the ambition of the Wakefield New
Models of Care Board.

Wakefield Health and Wellbeing Board
The Wakefield Health and Wellbeing Board sets the strategic direction and vision for health and care
across the Wakefield District and in 2016 following the publication of ‘Delivering the Five Year
Forward View’ the Board agreed a plan which acted as both placed plan under the West Yorkshire
and Harrogate Health and Care Partnership and the Health and Wellbeing Board Strategy. The
Wakefield Health and Wellbeing Plan 2016/21 had a set of six priorities outlined below which it
sought to achieve, supported by a number of enabling strategies including workforce, estates and
digital.
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The work of the New Models of Care Board directly supports delivery of the plan, in particular the
delivery of the priority ‘New Accountable Care Systems to deliver new models of care’. Creating
person centred co-ordinated care is outlined in the plan as being the Wakefield vision, not just in
Connecting Care but in everything we do. Alongside the priorities in the plan there were a number
of ‘Must Do’ asks set by NHS England for which the plan demonstrates what in Wakefield we will do
to achieve them, all of which are areas which are highlighted in the Joint Strategic Needs Assessment
as above. These include our approach to tackling cancer and in particular early diagnosis, how we
plan to deliver the GP Forward View, and how we intend to improve outcomes in mental health, all
of which have been prioritised for focus under the New Models of Care Board.
We have already set out in this document a number of the drivers for change, not least the updated
Joint Strategic Needs Assessment, local context, public engagement and the latest update on the
West Yorkshire and Harrogate workstreams ‘Our Steps to Better Health and Care for Everyone’ and
given this context it is the right time to both refresh Health and Wellbeing Plan and as the engine
room of the Health and Wellbeing Board for the New Models of Care Board to develop this Business
Plan to deliver against it.
Using the existing plan and priorities as a starting point, representatives from the New Models of
Care Board joined members of the Health and Wellbeing Board in a development session to consider
the refresh of the priorities in the Health and Wellbeing Plan. Using the context previously
mentioned, alongside a revisit of the recommendations arising from the Marmot Report ‘Fair
Society, Healthier Lives’ which hold a focus on the wider determinants of health, the discussions held
provided an exciting direction for the Health and Wellbeing Board and ultimately provide a real
focus on developing new models of care.
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Out of the existing six priorities it has been agreed that two should be classed as enablers. Having
the right membership on the Health and Wellbeing Board enables the right conversations to be had
at the right place and with the extension to the Wakefield Board of wider determinant partners
there have been richer discussions encompassing all factors around heath. In addition in terms of
prevention it was agreed that this was an enabler and is a key element of all pathways of care.
The four priorities which the Health and Wellbeing Board have agreed to take forward are:
 New Integrated care systems to deliver new models of care. This enables us to developing
policies and models of care to reduce inequalities, reduce social isolation and integrate the
planning, transport, housing, environmental and health systems to address the social
determinants of health in each locality. This business plan provides the detail behind how this
priority will be progressed in the coming year, with primary care home being a good example of
one element of how this work will progress.
 Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention. This priority sees the Health and Wellbeing Board seek to ensure healthy standards
of living for all to reduce the impact on health and will see it explore the impact of housing,
benefits and supporting a vibrant Third Sector. Our approach to elderly care sets out a good
approach to how all sectors can work together to meet this priority.
 A strong ambitious co-owned strategy for ensuring safe and healthy futures for children. The
Wakefield health and care system wants to see every child in Wakefield having the best start in
life and working with the relevant Children’s partnerships to do this. This will include how the
Health and Wellbeing Board work with schools in the future, how we build resilience and how we
develop our early help offer to families.
 A shift towards allocation of resources based upon primary and secondary prevention and
social determinants of ill health. The Health and Wellbeing Board are seeking to strengthen the
role and impact of ill health prevention through prevention and early detection of ill health, self
care and how we work as exemplar employers across the district to support our workforce. The
lung cancer workstream is a good example of how this priority will be taken forward.
The New Models of Care Board Business Plan sets out how it will contribute to each of these
priorities and will feed into the monitoring of the refreshed Health and Wellbeing Plan through the
Health and Wellbeing Board.

Vision Statement of Wakefield’s New Models of Care Board and our
Priorities
“Creating person centred co-ordinated care” is at the heart of Wakeﬁeld’s approach for driving
forward integrated care and lies at the core of everything we strive to achieve working together as
partners of the New Models of Care Board. The challenges facing health and social care are well
stated, with numerous drivers evident in relation to health and wellbeing, care and quality, and
effectiveness. Innovative approaches are required.
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The Integration Care partnership which has developed our Connecting Care + model is about
integration and removing historical barriers that have prevented joined-up preventative patient care
across primary, community, mental health, social care and acute services. The Integration Care
partnership provides a core platform from which radical change and improvement in the ways in
which communities interact with health and social are services can be developed and sustained.
The Connecting Care + 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 ﬁnancial and business model.
This means developing and embedding innovative patterns of engagement throughout a system that
currently exists in separate parts. The promotion of public health, effective deployment of multidisciplinary teams, ease of access for the public to services, and the best use of technology are all
elements which cannot operate in isolation and must be utilised and delivered in collaboration in
order to fulﬁl the aims and opportunities available.
A successful Integration Care partnership will see care delivered closer to home, fewer trips to
hospital, improved co-ordination of support, better access to specialist care in the community, and a
promotion of public health and wellbeing and the tools for greater self-care. Through our new model
of care in Wakeﬁeld we will strive to ensure equity of provision across the district, no matter where
people live in their community, whether in their own home, a care home or an assisted living
environment.
Our Connecting Care + vision is to ensure our residents are able to:

To turn this vision into reality the New Models of Care Board has adopted three high level strategic
aims which are:
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We have ambitious plans to make Wakefield a healthier place to live and to ensure that wherever
possible we diagnose and prevent risks to health before they materialise. We will place the greatest
emphasis on quality and person centred co-ordinated care outcomes from the services we both
commission and deliver.
Our programmes of work will be underpinned by promoting integrated ways of working that support
the patient, families and carers to take more responsibility for their own health in terms of staying
healthy and in accessing the right care in the right place at the right time.
The NMoC Board have a key role to play in leading the delivery of the overall objectives and
priorities adopted and therefore have undertaken development sessions as a Board to develop
priority workstreams that will support the delivery of our strategic objectives. Each priority is led by
a board member working in collaboration with other colleagues.
The five key priority areas which have been recommended for prioritisation within the NMoC
Business Plan 2018 – 2021, are as follows:
1. Lung Cancer – Integrated sequence of interventions for lung cancer health checks
Lead: Professor Sean Duffy/Dr Abdul Mustafa Project; Programme Lead: Fiona Stephenson
2. Mental Health – System approach to provision of Mental Health services
Lead: Rob Webster; Project Manager: Alix Jeavons / Salma Yasmeen
3. Elderly Care – Ensure improved coordination and communication across primary care and
secondary care using Connecting Care plus focussing on admission avoidance for those identified
as elderly and/or Frail
Lead: Dr Ann Carroll; Project Manager: Lesley Carver
4. Primary Care Home – Vehicle for care integration for registered populations of 30,000 – 50,000 in
geographical communities
Lead: Dr Greg Connor; Project Manager: Katie Roebuck
5. End of Life Care Integration
Lead: Tina Turner & Dr Abdul Mustafa ; Project Manager: Michala James
These priority areas will be realised in partnership with the New Models of Care Board as the vehicle
for transformation and positive change.

Priority Area 1: Lung Cancer - Integrated sequence of interventions for
lung cancer health checks
Rationale
Cancer in West Yorkshire and Harrogate (WY&H) Alliance is a major contributor to premature death.
Many CCGs in WY&H have higher Age Standardised Rates (of cancer incidence and deaths) than the
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England national average in both incidence and mortality. This means that given the population size
for each CCG, a higher number of people than expected are either being diagnosed with, or dying
from cancer compared to the national average.
Lung cancer is the most common cancer in West Yorkshire; in contrast data for England shows it to
be the third most common behind breast and prostate cancer. Analysis of outcomes for lung cancer
in West Yorkshire and Harrogate has identified that Wakefield and Bradford are the health systems
where there is most to be gained if some interventions are implemented. In both localities, there
are a combination of poor outcomes and high smoking prevalence. As a result of this analysis, the
NMoC Board has identified lung cancer as a priority area to be developed.
In the lung cancer pathways delays can mean a change from treatable cancer to palliative
management – time matters. For some patients, it is a complex pathway and so can be difficult to
establish a definitive histological diagnosis but there is a price to pay if the delays are not tackled. In
terms of system performance on key CWT operational standards, if the lung cancer pathway was to
perform optimally (85% patients treated within 62 days), this would translate to an overall system
wide improvement in 62 days of 13%.
Gaps and Actions
A proposal for an integrated sequence of interventions has been developed to support a greater
synergistic impact on improving outcomes overall.
1. Optimising smoking cessation support, using the acute sector to promote smoking cessation
through Every Contact Count for example, signposting in the acute sector, carbon monoxide
monitoring for every elective admission and initiating nicotine replacement prescribing (the
Ottawa model)
Impact: Reduction in smoking prevalence, reduction on re-admission rates and hospital mortality
(Ottawa data)
2. Adopt and plan “Push and pull” symptom awareness campaigns and community engagement
events using the national cancer communications materials and smoking campaigns Stub it out,
Keep it out, Breathe 20/25). The nationally developed Be Clear on Cancer campaign material
could be used through social media (expertise already developed through the recent national
respiratory symptoms campaign). In addition, the approach used for the “Cough Campaign”
material which was successfully employed in South East Leeds could be considered.
Impact: Reduction in cancers diagnosed as an emergency presentation, more cancer diagnosed
overall and more people offered curative surgery (earlier stage diagnosis).
3. Risk identification in primary care to promote direct to Low Dose CT (LDCT) scanning, using the
Manchester Cancer Improvement Partnership community based ‘Lung Health Check’ model. This
combines identification of the risk population, invitation to a lung heath check and the
deployment of local community based LDCT scanning. There is an added benefit of detecting
significant other non-cancer diagnoses. It also allows the deployment of the mobile CT resource
as part of the CTF fund allocation.
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Impact: More lung cancers diagnosed overall and at an earlier stage offering surgical treatment.
4. Optimising the lung cancer pathway to ensure patients are speedily and optimally managed, in
tandem with the system wide approach across the whole alliance.
Impact: Improvement in 62 day pathway overall.

Priority Area 2: Mental Health – System approach to provision of Mental
Health services
Rationale
In 2014, the Mental Health Strategic Programme Board identified seven outcomes to be achieved
through a programme of transformation. Some good progress has been made towards achieving
those outcomes however to truly deliver the ambition of holistic care and support that enables
Wakefield residents to fulfil their potential and live well in their community, fundamental changes
need to be made in how partners work together as a system to put the patient first. The following
outcomes summarise the ambition:
1. People with mental health problems in Wakefield receive high quality care in the right place and
have the best possible outcomes including choice and control over their lives;
2. People with mental health problems and their families and carers, are treated with dignity and
respect, are kept informed and receive effective communications;
3. All health and social care staff in Wakefield are skilled and competent in mental health problems,
assessing and managing the risks appropriately and providing the care and advice required to
people with mental health problems;
4. Shared, robust mental health patient data is available to inform decision making;
5. There is a “whole system” collaborative approach to providing care and support to people with
mental health problems;
6. People’s mental health needs and physical health needs are addressed with equal parity and are
focused on recovery; and
7. People with mental health problems are aware of the support available to them and access the
right care in the right place.
Gaps and Actions
Re-imagining mental health care starts with a renewed focus on providing early help and supported
self-care; utilising all assets within communities including, arts, sports, faith, peer led approaches
and world class, evidence based specialist care in all settings.
Providing integrated, holistic care at the point of delivery regardless of location or primary need will
be an underpinning principle, alongside investing in the workforce so that high quality holistic care
can be provided and co- producing new approaches and pathways with service users, carers and
residents so that individuals can reach their potential.
Demand for mental health support is increasing. Investment in mental health support is also
increasing but not at the same rate as demand. Therefore, we need to make best use of collective
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resources which will require a different approach. To support this, two parallel work streams will be
developed to:
1. Accelerate the development of a new approach to Mental Health across the District by
strengthening partnership arrangements through an alliance of Mental Health providers led by a
strategic leader of the NMoC Board, making best use of our collective resources.
2. Develop a whole system approach to support individuals with chaotic lifestyles, who may be
diagnosed with a personality disorder, but who frequently access a wide range of health, social
care and emergency services. A business case for a new model of care will be developed.
To support the delivery of the workstreams, milestones have been developed for both provider
collaboration and the development of a personality disorder pathway. A project plan has been
developed and incorporated with the NMoC Board Business Plan, which highlight the key milestones
of this priority area.

Priority Area 3: Elderly Care – Ensure improved co-ordination and
communication across primary care and secondary care using connecting
care plus focussing on admission avoidance for those identified as Elderly
and/or Frail
Rationale
Wakefield is expected to encounter a large population structure change within the next five years,
with the older persons grouping growing by over 11 per cent by 2020 (73,000 people), and over 22
per cent by 2021 (80,900 people). By 2031, the older population is expected to have grown by over
50 per cent, representing a population close to 100,000.
Nationally the proportion of acute emergency medical admissions contributed to by this age group
has seen a significant rise in the last 5 years from and, with ageing trends, this is expected to
increase significantly over the next 10 years. Compared with younger patients admitted to hospital,
for older people the hospital LOS is much longer, the risk of hospital-acquired complications is much
higher, discharge planning is more complex and 28-day readmission rates are much greater.
Additionally the Implications of an ageing population are wide in terms of people living longer into
older age with a higher burden of chronic disease, an increased demand for health and well-being
services, a reduction in working age people, a reduced contribution to the economy and lower
incomes, and increased human resources for care services (paid and unpaid carers).
Within Wakefield we have 2435 active beds in our care homes (residential & nursing over 65s. These
residents in care homes are complex and more likely to be in the severe frailty category. The current
number for Wakefield on the Electronic Frailty Index (EFI) register is 3369 patients.
Better outcomes for Care Home residents
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Reduction in admissions
Reduction in attendances






Reduction in ambulance conveyances
Reduction in Beds days
Increase in End of Life patients going back to a care home
Increased number of patients in a care home with a Advanced Care Plan in place

Gaps and Actions
Overall aim - Ensure improved co-ordination and communication across primary care and secondary
care using Connecting Care + focussing on admission avoidance for those identified as Elderly and/or
Frail. This will cover the following:






Personalised Integrated Care Audit – capacity and demand of services;
Better co-ordination of End of Life and Dementia in Care Homes;
Link with EOL and Dementia work streams for Elderly Care & Frailty at a local and STP wide level;
Use data and evidence locally to shape services; and
Identify national and international best practice via a literature reviews.

Below is an example of current work happening in Wakefield to support hospital admission
avoidance whilst identifying frail individuals to ensure preventative measure are put in place:
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Priority Area 4: Primary Care Home - Vehicle for care integration for
registered populations of 30,000 – 50,000 in geographical communities
Rationale
Primary Care Home (PCH) is an innovative approach to strengthening and redesigning primary care.
Developed by the NAPC, the model brings together a range of health and social care professionals to
work together to provide enhanced personalised and preventative care for their local community.
Staff come together as a complete care community – drawn from GP surgeries, community, mental
health and acute trusts, social care and the voluntary sector – to focus on local population needs and
provide care closer to patients’ homes.
Primary care home shares some of the features of a multispecialty community provider (MCP) – but
it has four characteristics which form its distinctive identity. Its focus is on a smaller population
enabling primary care transformation to happen at a fast pace, either on its own or as a foundation
for larger models.
The four characteristics of Primary Care Home are:
 Combined focus on personalisation of care with improvements in population health outcomes;
 An integrated workforce, with a strong focus on partnerships spanning primary, secondary and
social care;
 Aligned clinical and financial drivers through a unified, capitated budget with appropriate shared
risks and rewards; and
 Provision of care to a defined, registered population of approx 30,000 to 50,000.
The benefits of Wakefield developing and implementing the Primary Care Home model are:
 Consistent with local care integration ethos;
 Turns staff and patient frustration about communication, duplication, tribalism into energy for
change;
 Examples from elsewhere show better care, improved system efficiency, staff morale increases;
and
 No new contracts or budgets needed to get going.
Gaps and Actions
The aim of the Primary Care Home (PCH) is to be the vehicle for care integration for registered
populations of approx. 30,000 – 50,000 in geographical communities. This will be achieved through
working collaboratively with partners across the system. Potential areas that may be developed
have been identified, however it is important to note that the model should be led by Primary Care
to identify gaps in the system that require improvement. Highlighted objectives are as follows:
 Develop 5 Primary Care Homes models within the Wakefield District by December 2018 affiliated
to the National Association for Primary Care, with the ambition to roll out across all 38 practices
by 2020;
 Undertake an asset and needs survey to establish the ultimate scope and priorities of the Primary
Care Home;
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 Over a three year period, we will work towards the functional integration of adult community
nursing and practice nursing teams and we will do this by small steps;
 We will provide the best care for patients regardless of their location i.e best teams to provide
the care for all patients whether housebound or not getting the best use out of the workforce
and skills;
 Wound care and dopplers will be provided by PCH in one place;
 It is recognised that a redefined offer for a long term condition pathway e.g. respiratory or
diabetes is required within the PCH model, which will make the best use of the skills of the
workforce. It has been identified that Integrated IAPT for long terms conditions has a potential to
be the redefined offer, to improve the healthcare outcomes for individuals, reduce the demand
on the wider healthcare system by taking a more transformative approach and integrating IAPT
within both primary and secondary physical healthcare pathways; and
 PCH will have developed a “dressings hub” for the district.

Priority Area 5: End of Life Care Integration

Rationale
When someone’s illness is deemed as no longer curative then quality of life becomes the focus of
care. For the patient, there is only one chance to make this a comfortable and dignified phase of
their life. For the family, a poor experience can have a long term impact on their health and
wellbeing. Getting it right requires access to different types of palliative care services as well as
timely and coordinated services to ensure people die in their preferred place when the time comes.
Despite much positive progress in recent years, there are significant challenges facing the delivery of
services to the people of the Wakefield district who are in their last year of life. 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’.
Improving end of life care will play an important role in delivering many Sustainability and
Transformation Plan (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:
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 Improve outcomes and experience for patients;
 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;
 Help to reduce unnecessary and unwanted admissions; and
 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.
Following an options appraisal of different models of an integrated End of Life Care system, all
partners have agreed, in principle to develop and enter into an End of Life Care Alliance based
around collective accountability for delivery integrated care and improving patient experience. The
‘Formal Alliance’ model was approved by the End of Life Project Board in January 2018 and the Case
for Change has been approved by Wakefield CCG Governing Body in March 2018.
The following organisations have formally notified Wakefield CCG of their intention to enter into the
End of Life Care Alliance, in principle; Wakefield Hospice, The Prince of Wales Hospice, Mid Yorkshire
Hospitals Trust, Wakefield Council, South West Yorkshire Partnership Foundation Trust and Age UK
Wakefield District.
Gaps and Actions
The vision is for an integrated End of Life Care service, providing effective health and social care for
the adult residents of the Wakefield District in the last year of life, and for those who care for them,
including those who are bereaved. The system-wide ‘Right Care, Right time, Right place’ outcome is
at the forefront of the work
By developing integrated End of Life Care, combining professional expertise, knowledge and skills
and involving those at the end of life and their families, carers, we can:
 Identify those at the end of life earlier;
 Develop and deliver a coordinated advanced care plan of support that is focused around need;
and
 Help to secure better outcomes for preferred place of care.
The two key actions for End of Life Care are;
1. To develop the End of Life Care Alliance and
2. To develop and implement integrated end of life care.
A proposed plan for the development and implementation of the End of Life Care Alliance has been
developed as part of the Case for Change. Quarters 1 and 2 will focus on scoping the alliance,
governance arrangements, the financial framework and outcomes. The alliance will work in shadow
form, to test the new ways of working, from October 2018 and will be fully implemented from 1
April 2019. Embedding the End of Life Care alliance within the New Models of Care Board, will
ensure continued alignment with Wakefield’s Integrated Care Partnership.
It is anticipated that improved End of Life Care will impact on reducing the triple aim gap of safety
and quality, health inequalities and finance as identified below:
26

 Improves patient and carer experience, leading to fewer complaints;
 Reduces demand on urgent care (Ambulance, A&E, and acute admissions), and consequently
reduces non-elective spend;
 Reduces pressure on GPs by widening the responsibility for End of Life Care;
 Supports the LTC agenda in terms of principles of care, and transition to EoL services;
 Supports the MH agenda specifically in relation to dementia, and also MH conditions exacerbated
by death and dying; and
 Supports the provision of dignified care for older people with multiple co-morbidities.

Support the triple challenge set out in the Five Year Forward View
(2014)
To deliver the changes necessary within the Five Year Forward View (2014), this policy document
describes that local areas need to focus on the delivery of the triple aim of better health, better care
and better value, in the context of overcoming a national £22 billion funding gap by 2020. (As
referenced earlier in this business plan a ‘do nothing’ scenario would result in a Wakefield system
wide deficit of c£237m by 2020/21. Solutions provided in the collective STP are £192m against this
system challenge). Wakefield therefore need to design new models of care for delivering patient
services, drive greater integration of services at district level and enable patients to have more
choice and control over the services they need. During the last year, we have evolved with the
support of the Vanguards to maximise our efficiency and effectiveness by working in an integrated
approach with our partners. This coupled with the development of our new five priority areas, will
help us to meet the triple challenge set out in the Five Year Forward View (2014) to improve the
health of people and to provide better care whilst ensuring financial sustainability.
The financial challenge that we face is the biggest within the last generation with demands on our
resources growing faster than those resources available. Therefore, it is essential that we work
together to address the increasing financial pressure on the health and care system. Over recent
years, the Wakefield system has made major strides towards working together, which is evidenced
through the structures put in place to support joint working via the New Models of Care Board, to
successfully achieve the trajectories set out in the Multispeciality Community Provider (MCP)
Vanguard. The strong foundations of this partnership will support the Wakefield system to deliver
the triple challenge, allowing us to provide a greater focus on preventing ill health and reducing
health inequalities.
We aim to deliver improvements in the quality and value for money of care we provide, by
implementing the five priority areas, which will support the achievement of the triple challenge:
Priority Area 1: Lung Cancer
Understanding demand
 Cancer in West Yorkshire and Harrogate (WY&H) Alliance is a major contributor to premature
death;
 The 1 year survival rate for lung cancer is 37% (England 38%). Only 28% are diagnosed at stage 1;
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 With smoking rates above the national average (15.55) at 18.6%, lung cancer is the most common
cancer in West Yorkshire and its incidence is directly related to smoking. Therefore, tobacco use
is the most preventable cause of lung cancer in the UK; and
 In 2014, there were 328 cases in Wakefield and of that, there were 219 deaths, giving a mortality
rate of 72.7%.
Estimating the benefits
The table below provides some initial high level assumptions of how lung cancer programme will
address the triple challenge set out in the FYFV.
The Alliance senior team will have greater understanding of the impact of locally with clearly
articulated targets and financial benefits modelling, once the Wakefield lung programme has been
fully scoped and population areas identified. This will get underway once the Programme Manager
and Project Manager are in post, expected by end of May 2018.
Improve the health of
people

There is now good evidence that earlier diagnosis can be effectively
encouraged, through a combination of screening, public awareness,
clinician education and better access to diagnostics.
Prevention – The Ottawa Model for Smoking Cessation, NICE Guidance
and Public Health England's evidence on smoking cessation
interventions suggest that supporting smoking cessation has the
greatest return on investment in terms of health gain and the
prevention of cancer.
Awareness raising – the national BCOC campaigns on lung cancer have
demonstrated that more patients are offered curative surgery. The local
campaign in South Leeds has demonstrated a reduction in lung cancers
diagnosed as an emergency presentation.
Risk identification – the city of Manchester Cancer Improvement
Partnership, a community based ‘Lung Health Check’ cancer risk
identification pilot, (which combines identification of the risk
population, an invitation to a lung heath check and the deployment of
local community based Low Dose CT scanning for those found to be at
high risk of lung cancer) has demonstrated both stage shift and more
patients being able to access curative surgery.

Provide better care

As a Health and Social care system it makes sense to concentrate on our
biggest killer in a whole pathway systematic approach to diagnose
cancers earlier and that in addition there are likely to be wider health
gains in general as well as for other cancers.
Optimising pathways – lead to more timely diagnosis and potentially
removing the risk of stage shift away from cure as a result of treatment
delays.

28

Financial
sustainability

The financial implications of achieving earlier diagnosis are less well
understood. Early stage cancer treatment is significantly less expensive
than treatment for advanced disease. However, the costs of recurrence
can be significant and should be taken into account when considering
and modelling overall cancer treatment costs. It should be
acknowledged that driving earlier stage diagnosis of lung cancer does
tend to incur costs, due to the higher level of recurrence that occurs in
lung cancer.
Although delivering earlier diagnosis for lung cancer would not be cost
saving, it could be highly cost-effective. (Saving lives Averting costs CRUK
2014)
However, as per the analysis that the Alliance undertook as part of
cancer impact on the contribution to the efficiency gap and based on
best available evidence, we believe that the overall Alliance strategy to
drive earlier stage diagnosis across all tumours to be cost effective. The
financial implications of this lung programme could be offset by savings
or reduced costs in other tumour groups where early diagnosis does
deliver greater financial efficiency gains.

Priority Area 2: Mental Health
Understanding demand
Demand for mental health support is increasing. Investment in mental health support is increasing
but not at the same rate as demand. Therefore, we need to make best use of collective resources
which will require a different approach;
• There needs to be better integration between physical health, mental health and social care
• There needs to be less duplication and waste in the system
• There is a need for greater emphasis on early help and supported self-care
• There needs to be a clear focus on supporting recovery and providing meaning and hope in
communities
• There needs to be a different dialogue between commissioners and providers
• There needs to be a single accountability structure for investment and outcomes
Areas of Focus
In the first instance, the Mental Health programme will focus on creating an infrastructure to deliver
future transformation; establishing the Alliance, ensuring there is a common understanding of local
challenges and identify the key local priorities, agreeing a three year work plan and testing the new
way of working by developing a new Personality Disorder Pathway involving all partners.

Estimating the benefits
The table below provides some initial assumptions of how Reimagining Mental Health Care will
address the triple challenge set out in the FYFV.
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By the end of Quarter 2 2018/19 we will have more detail about the precise financial position in
relation to Mental Health generally and the Personality Disorder pathway specifically.
Improve the health of  Earlier identification of mental health problems will enable support
to be provided to a wider population
people
 Pathways will promote prevention of mental illness, self-care , early
intervention and recovery
Provide better care
 Closer partnership working will reduce the gaps between services
 Better care coordination and shared records will reduce duplication
 Reduction in demand for crisis care, due to focus on early
intervention and prevention
 Evidence based care, using best practice as standard
 Building on Wakefield’s expertise- recovery, creativity, forensics,
vanguards
Financial
 Key focus will be on achieving investment in line with Mental Health
Investment Standard
sustainability
 Savings will be based on the Mental Health Five Year Forward View
assumptions.
In order to meet the growing demand for mental health support the
Alliance will need to:
 Prioritise investment into high impact areas
 Maximise the outcomes delivered per £ invested
 Identify efficiencies across the system and reduce duplication
 Identify where things can be done more efficiently at scale e.g.
across West Yorkshire
 Evaluate their impact to understand where savings are being made
across the health and social care economy
 Maximise opportunities for attracting additional investment into the
District e.g. through the WY&H Health & Care Partnership
It is expected that the implementation of a Personality Disorder Pathway
will deliver savings in the following areas:
 Reduced MH admissions
 Reduced A&E attendances
 Reduced ambulance call outs
 Reduced S136 detentions
 Reduced duplication
Scoping and design work in Q1 and Q2 will identify the precise savings to
be made during 2018/19, which will then be part year effect.
Priority Area 3: Elderly Care
Understanding demand
 Being able to know that we will receive health and care if and when we should need it matters to
all of us, at any age, but it is all the more salient as we get older. Many people in their sixties and
seventies enjoy good health and do not need any additional support with daily living, but as we
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move into our ninth decade and beyond this becomes less common and more of us will need
help;
By the time we reach our early eighties only one in seven of us will be free of any diagnosed long
term health conditions and, once we reach the age of eighty five, eighty per cent of us will be
living with at least two. The same pattern can be observed when it comes to care needs: by our
late eighties, more than one in three of us have difficulties undertaking five or more tasks of daily
living unaided;
The numbers of people aged 85+ in England increased by almost a third over the last decade and
will more than double over the next two decades;
By their late 80s, more than one in three people have difficulties undertaking five or more tasks
of daily living unaided and between a quarter and a half of the 85+ age group are frail, which
explains why it is people in this oldest cohort who are most likely to need health services and care
support;
Life expectancy continues to increase in the UK, but this increase is not necessarily extra years
spent in good health and free of disability. Estimates of life expectancy suggest that, on average,
a man aged 65 in the UK will live a further 17.8 years, but that will include 7.7 years of poor
general health and 7.4 years with a limiting chronic illness or disability towards the end of their
life;
On average, a woman of 65 will live a further 20.4 years, but that will include 8.8 years of poor
general health and 9.2 years with a limiting chronic illness or disability. For Wakefield men at 65
can expect 17.7 years of life, but this will include 6.9 years of poor general health and 10.3 years
with a limiting chronic illness or disability. For Wakefield women at 65 can expect 20.4 years of
life, but this will include 7.8 years of poor general health and 13.0 years with a limiting chronic
illness or disability;
The risk of dementia increases with age. In 2012 around 800,000 people in the UK were living
with some form of dementia. In Wakefield district we estimate that the number of people over
the age of 65 with dementia will rise from 3,700 in 2010 to 6,900 by 2030;
Over time Wakefield has seen an improvement in diagnosis rates for dementia (from an
estimated 37% of people with dementia in 2008 to 53% in 2014). We estimated that 66% of those
with dementia over 65 years have been diagnosed. However this means that a third of people
with dementia have not been diagnosed;
Frailty is now recognised as a condition which affects many, but not all, older people reducing
their ability to recover when challenged by sudden, unexpected life changes. These changes can
be physical like an infection or fall or psychological like the bereavement of someone close.
Frailty can lead to multiple hospital visits and a rapid decline in health and well-being;
Care Homes place a significant impact on primary and secondary care. In Wakefield we have 58
residential and nursing homes over 65`s with a bed capacity of approx. 2,000. Most of the
attendances and admissions (three times more commons) are linked to falls, respiratory,
pneumonitis and dementia;
Care Homes residents in their final years of life are more likely to be frailer and have more
emergency admissions that older people who live alone; and
Many people who live in care homes are close to end of life, this is when hospital activity typically
increases.

Area of Focus
In the first instance, the Elderly Care working group will focus on the areas that we recognise will
contribute more specifically at this stage to the FYFV. These may include:
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 Training in Care Homes – EOL and Dementia Increase the number care home residents with ACP
and EOLC plans in place – based on submission to the New Model of Care Vanguard calculations
in 2020/21 £2.2m saved, at a cost of £0.9m, £1.3m net saved and 101% return over 5 years;
 Focus on the Dementia Pathway - Develop a model and agree how services could change to meet
what will be an increasing demand in the future ,and how that model fits with the connecting
care plus /hub model /primary care home;
 Telemedicine roll out on an additional 6 care homes with a potential ROI of 121%, £9,447 per
home (based on Airedale Modelling) with a further £61k investment; and
 Concentrate on moderate to severe frailty without losing the momentum on mild frailty.

As the Elderly Care work evolves, these areas will be reviewed and refreshed when more work is
undertaken with the group.
The Elderly Care work steam will work collaboratively all other Priority work streams, but with a
particular focus on the EOL, Primary care Home and Mental Health priority work streams in the first
instance.
By the end of Quarter 3 2018/19 we will have a greater understanding locally of the following:
Improve the health of people

Provide better care

Financial sustainability
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 Training of staff to co-develop deliver tailored care plans with
patients will result in:
 Improved end of life care
 Higher patient satisfaction with level of care provided
 Improved patient management, including long term conditions
 Increased consistency of care provided
 Increased accessibility of care through telemedicine
embedded in more homes results in:
 Increased feeling of safety
 Increased independence
 Improved electronic communications
 An improved general life experience for residents in care
homes and tenants in supported living facilities, as well as
better health
 Increase in the proportion of deaths in place of usual
residence
 More efficient and effective partnership working to achieve
joined-up care
 One GP practice one care home model
 A reduction in the need for urgent health care and hospital
admissions for people in care homes
 A reduction in the number of ambulance call outs for falls
 Financial benefits for CCGs in year through a reduction in
ambulance call outs, therefore a reduction in A&E
attendances, admissions and bed days.
 ROI of 121% based on Airedale modelling. Reduced
unnecessary GP and ambulance call-outs, patients’ lengths of
stay in hospital whilst also supporting care outside hospital,
including early discharge.
 A further investment of £61k for the roll out of 8 additional
Airedale Telemedicine across Wakefield in 18/19

 The actual savings for care homes in 2016/17 were £1.647m

at a cost of £959k, so net savings of £688k - the 5 year
forecast at the start of March 18 suggests for 2020/21 £2.2m
saved, at a cost of £0.9m, £1.3m net saved and 101% return
over 5 years
Priority Area 4: Primary Care Home
Understanding demand
 One of the biggest challenges facing general practice is the workload placed on staff and
practices. GP workload has grown hugely, both in volume and complexity. Research samples
show a 15 per cent overall increase in contacts: a 13 per cent increase in face-to-face contacts
and a 63 per cent increase in telephone contacts. While the demand for general practice services
is increasing the workforce available to provide these services is not;
 A growing and ageing population, with complex multiple health conditions, means that personal
and population-orientated primary care is essential
 Population changes account for some of this increase, but changes in medical technology and
new ways of treating patients also play a role;
 Wider system factors have compounded the situation. For example, changes in other services
such as community nursing, mental health and care homes are putting additional pressure on
general practice. Communication issues with secondary care colleagues have exacerbated GP
workload;
 Increase in workload has not been matched by a transfer in the proportion of funding or staff;
 Integrated IAPT LTC - 70 per cent of people with medically unexplained symptoms (MUS) will also
suffer from anxiety and/or depression.
Areas of Focus
In the first instance, the PCH working group will potentially focus on areas that we recognise will
contribute more specifically at this stage to the FYFV. These may include:






Integrated working between practice and district nurses
Clinical Pharmacy in General Practice - build on this with Community Pharmacy
Physio Line
Integrated IAPT model focusing on Long Term Conditions and initially the respiratory pathway
High intensity users of services

As the PCH work evolves, these areas will be refreshed when more work has been undertaken by the
group. The starting point for PCH is for groups of practices and partner services to agree what can
be improved to make more patient centric care.

Estimating the benefits
It is anticipated that Primary Care Home will impact on reducing the triple aim gap as identified
below:
 Making more efficient use of what we have both capacity and financial resources;
 Reducing staff burnout and turnover;
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 Focus on better care for people and better health for the population the staff all care for; and
 Continuity, communication and shared objectives.
Outcomes
Developing the Primary Care Homes in Wakefield is expected to achieve the following outcomes:






Improving the health of populations;
Improving the individual experience of care;
Reducing per capita cost of care;
Improving the experience of providing care; and
Increasing joy and meaning for the workforce.

The objective of Wakefield clinical commissioning Group is to have:
High quality list-based general practice in Wakefield thrives at practice level, collaborates effectively
and efficiently through Primary Care Home, plays its full leadership role at health and care system
level and is responsible for its own resilience and development.
The table below provides some initial assumptions of Primary Care Home of the potential areas
which will address the triple challenge set out in the GPFYFV. Designing a primary Care Home will
ensure patients receive the right care in the right time at the right place.
By the end of Quarter 3 2018/19 we will refresh these assumptions when more work has been
done by the group and following engagement with the pilot site champions to identify areas of
development. The PCH model will be driven by primary care, who will determine the areas that
require improve to deliver and enable future sustainability.
Improve the health of
people




Provide better care
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CPGP model aims to improve quality outcomes for better health by
targeting medication reviews on polypharmacy, high anti cholinergic
burden and patients at risk of acute kidney injury.
Integrated IAPT LTC - integrate IAPT therapists, qualified to support
people with long term conditions, into physical health care pathways
in order to improve patient outcomes.
The CPGP model is focused on delivering quality outcomes to
patients, implement cost-effective prescribing and institute robust
policies within the sphere of medicines management in general
practice. Significantly, for robustness and longevity, there is a suite of
data capture tools that will record outcomes from pharmacists and
pharmacy technicians working in this model.
Integrated IAPT LTC - potential to improve the healthcare outcomes
for individuals, reduce the demand on the wider healthcare system
by taking a more transformative approach and integrating IAPT
within both primary and secondary physical healthcare pathways. In
addition, taking a more holistic approach to an individual’s care is in
line with both national and local priorities e.g. the Sustainability and
Transformation Plan and the Multispecialty Community Provider
Vanguard programme. NHS England state that of all the people
suffering from long term physical health conditions (LTCs): Two thirds









Financial sustainability
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will have a co-morbid mental health condition, most likely to be
anxiety and/or depression
The Integrated IAPT services in Wakefield would need to ensure that
they are specifically targeted so that the right interventions are given
at the right point of the LTC/MUS pathway – e.g. primary,
community, secondary care etc. This is to ensure that patients get
the best possible outcomes, but also so that the limited resources
available are used to best effect.
Physioline: This will improve patient access to the right clinician
more quickly to commence self care support for MSK patients if it is
further refined to allow referral by GP reception staff or self-referral.
In the small pilot in 2017-2018 data collated has illustrated 41%
reduction in first appointments to community physiotherapy & 34%
reduction in follow up appointments through access to Physioline
services.
Integrated working with district and practice nurses : potential to
improve the quality of care provided to the local population by
working together to deliver person centred care e.g. would care
pathway
High intensity users – reducing frequent user activity of GP contacts
and other areas, freeing up front line resources to focus on more
patients and reduce costs. It will use a health coaching approach,
targeting high users of services and supports the most vulnerable
patients within the community, to flourish, whilst making the best
use of available resources.
CPGP: a GPFV initiative basing pharmacists and technicians (including
some of the CCG medicines team) in practice federations to reduce
prescribing costs, improve prescribing quality and safety and extend
the capacity of the practice healthcare team. The pilot service has
generated c£450k of prescribing savings for the CCG since October
2017. The CCG contribution will reduce over three years with
practices taking over an increasing proportion of the cost.
CPGP : £1m of savings projected based on 17/18 performance in both
targeted switch work and de-prescribing.
Integrated IAPT LTC - As a headline figure, psychological
interventions could save 20% of physical healthcare costs. A more
realistic figure for Wakefield has been identified by improved patient
outcomes leading to reduced ambulance call outs, A&E attendance
and emergency admissions. Evidence from Layard and Clark (2015)
evidenced a reduction in healthcare use per COPD patient per 6
months to be worth £837 across secondary care (A&E and acute
admissions). Therefore, £220k saving to WCCG. This is based on 271
people “recovering” from September 18 to March 19.
Physioline – the CCG already commissions a community MSK service
and this is a sustainably funded model of care as the reduction in
referrals to community would offset the costs of delivery of the
extended pilot in 18/19. Costs of delivery would be £49,440 and
estimated savings would be based on a 23% reduction in spend on
physio for the 5 GP practices taking part in the pilot (which equal
approx. 15% of the Wakefield’s GP registered population) the net
saving for Physioline for this year is £52,000.

Priority Area 5: End of Life Care Integration
Understanding demand
 Each year there are around 3,200 deaths in Wakefield. The main causes of death are cancer
(28%), circulatory disease (26%) and respiratory disease (16%). By 2040 deaths per annum in
England and Wales are projected to rise by 25.4%. For Wakefield this equates to 4012 deaths per
annum;
 An estimated 2,200-2,600 people may need palliative care in Wakefield each year, however not
everyone needing palliative care will require end of life care;
 It is estimated that 1% of a GP practice population will die each year. Not all of these however
will be categorised at end of life, some will die from accident and injury;
 In 2016, 47.6% of people in the district died in hospital and it is estimated nationally that 30% of
inpatients in acute hospitals at any time will be in their last year of life;
 Hospital Costs are the largest cost elements of EoLC within the final 3 months averaging at over
£4,500. The bulk of costs are due to emergency hospital admissions in last few weeks of life; and
 Approximately 40% of people in the last year of life use some form of Local Authority funded
social care.
Estimating the financial benefits
The table below provides some initial assumptions of how integrated EoLC will address the triple
challenge set out in the FYFV. Designing an integrated EoLC system will ensure patients receive the
right care in the right time at the right place. It is anticipated that improved End of Life Care will
impact on reducing the triple aim gap of safety and quality, health inequalities and finance as
identified below:
Improve the health of
people
Provide better care
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 Earlier identification of those at the end of life and Advance Care
Planning (ACP) will improve patient and family satisfaction and
reduce stress, anxiety and depression in surviving relatives.
 Earlier identification of those at the end of life and ACP will
improve outcomes and experiences for patients and will reduce
the number of formal complaints.
 Better care coordination and shared records will help secure
better outcomes for preferred place of care and death.
 In 2016, 47.6% of people in the district died in hospital and it is
estimated nationally that 30% of inpatients in acute hospitals at
any time will be in their last year of life.
 Improves patient and carer experience, leading to fewer
complaints.
 Reduces demand on urgent care (Ambulance, A&E, and acute
admissions), and consequently reduces non-elective spend.
 Reduces pressure on GPs by widening the responsibility for EoLC.
 Supports the LTC agenda in terms of principles of care, and
transition to EoL services.
 Supports the MH agenda specifically in relation to dementia, and
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also MH conditions exacerbated by death and dying.
Supports the provision of dignified care for older people with
multiple co-morbidities.
Integrated EoLC will reduce demand on urgent care (Ambulance,
A&E, and acute admissions), and consequently reduce nonelective spend.
Improved use of EPaCCS, by all those involved in a person’s care,
will generate financial savings.
Hospital Costs are the largest cost elements of EoLC within the
final 3 months averaging at over £4,500. The bulk of costs are
due to emergency hospital admissions in last few weeks of life.
Approximately 40% of people in the last year of life use some
form of Local Authority funded social care.
National modelling indicates that if access to community-based
EoLC improved AND emergency admissions reduced by 10% AND
average LoS following admission reduced by 3 days… £104
million nationally could potentially be redistributed to meet
peoples preferences for Preferred Place of Care.
Economic evaluation of Electronic Palliative Care Coordinated
Systems (EPaCCS) indicates financial savings can be made where
these systems are in place to share EoLC records and ACPs –
recurrent savings after four years c£270k for a population of
200,000 people.
By the end of Quarter 2 2018/19 we will have a greater
understanding of the impact of integration locally with clearly
articulated targets and financial benefits modelling.

Governance of Integrated Care in Wakefield
The monitoring and progress of the Connecting Care + Business Plan will be overseen by the
Wakefield New Models of Care Board and will be embedded within the current governance structure
as outlined below. Regular quarterly updates will be provided to Wakefield’s Health and Wellbeing
Board to provide assurance to the HWB that progress is being made on this key priority for the
Health and Wellbeing Board.
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(Diagram 1)

Formal quarterly reports will come to the NMoC Board to highlight progress of our business plan,
alongside more regular updates on specific developments if required to seek the Board’s assistance
to unblock any challenging issues that have not been able to be resolved without Chief Officer
intervention.

Key Enablers for Connecting Care + Business Plan 2018-2021
Workforce Transformation Plan – Workforce working as ‘One Integrated
Team’
We value our workforce asset in Wakefield, knowing that retraining, retaining and recruiting to our
health and social care workforce is our key objective. We know that the workforce asset is at the
heart of our ability to deliver person centred and community centred approaches here in Wakefield.
How we will achieve the ‘One integrated team’ in Wakefield which will support the Connecting Care
+ priorities is detailed in our Workforce Transformation plan (and strategy), and this is a cumulative
effort of over 2 years of partnership working in Wakefield - an inclusive approach with our health,
social care and voluntary, community and social enterprise sectors. The work we have done together
has been showcased as a national exemplar and we have continued to benefit from access to
expertise from regional and national workforce leaders who support us in shaping our place based
plans.
As collaborating partners in a Connecting Care + alliance, the strategic leaders are committed to joint
workforce planning based on in depth analysis of our collective people resources and assets. To
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make this happen, staff will be empowered through a model of distributed leadership, where they
take responsibility for their performance and hold each other to account. With this as our ambition,
the Workforce Transformation steering group created 5 key priorities as part of our Workforce
Transformation aspiration – and these five priorities will support Connecting Care + to continue to
work as ‘One integrated team ‘ - creating an ICS (integrated care system) and tackling the gaps in
Wakefield’s health and social care provision.
With real time information on the skill mix and workforce demographic across all levels of care
including general practice and other independent contractors we will be best placed to plan and
then execute our strategies. Our intention through the life of this business plan is to grow the
optimum workforce, thereby supporting the strategic objectives and the five listed priorities, all of
which warrant vibrant change programmes, continued skill mix and integrated working practices and
continuous improvements in care pathways.
Our published Workforce Transformation Strategy, signed off by the partnership, supports the
business plan priorities and warrants all partners to align their own organisational strategies to
ensure targeted improvements in our population’s health outcomes whilst making optimal use of
resources.
Dynamic health needs assessment identifies potentially unwarranted variation in care and our
workforce plans address inequalities in outcomes, spend and healthcare interventions. Whether we
are seeking to deliver the best in lung health, mental wellbeing, frailty assessment and management
or a compassionate end to life our staff will be supported so that they understand the system they
are working in, adopt a shared culture of compassion, have a universal commitment to citizen
empowerment and to making every contact count and are executing their roles in teams with a
mixed suite of skills and competencies. Below is our strategy ‘plan on a page’ – highlighting the key
elements of our approach.
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Workforce Transformation Strategy - Our Five Key Priorities:
The overarching aim of the Connecting Care workforce transformation strategy is to ensure we
have a confident, motivated workforce with the right skills, values & behaviours engaged and
supported to deliver the connection Care Vision, Strategic Objectives and Plans whilst maintaining
financial stability
The initiatives detailed below are captured in full detail in our Connecting Care Workforce
Transformation Implementation plan
The Five Key Priorities:
1.
2.
3.
4.
5.
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Workforce Strategy and Planning
Enhancing and Growing Systems Leadership
Growing Talent and Securing Resilience
Redesign – New roles, new ways of working
Staff Engagement (Culture Change)

Communications and Engagement Plan
Communications, engagement and equality are a key enabler in the delivery of the Connecting Care+
Business Plan which is overseen by the New Models of Care Board (NMoC), and overall led by the
Health and Wellbeing Board. The Communications, Engagement and Equality Plan needs to reflect:
 A district-wide communication and engagement partnership that maximise best use of resources
and skills;
 Patient and public voice on relevant service changes with feedback gathered to support the
programme of work; and
 The delivery of any communication in-line within the workstreams of the Business Plan.
The Plan will support the workstreams and other enabling support elements of the overall NMoC
Business Plan, and work alongside these to ensure clarity on which elements of the five priority
areas and enablers require support. The Plan will be delivered by our district-wide Communications
and Engagement Working Group, in line with our agreed engagement and communication objectives
and principles, as below:
 Be open, honest, consistent, clear and accountable;
 Ensure communications and engagement activities are accessible to all audiences;
 Give clear, accurate and consistent messages, linked to the overall Connecting Care+
programme’s visions and values;
 Ensure planned, timely, targeted and proportionate communication and engagement;
 Provide cost-effective, high quality information – maximising our resources;
 Work in true partnership with other agencies, stakeholders, patients/service users, carers and
patient representatives to reduce health inequalities and improve health outcome;
 Lead by example and learn by what we do – both by what we do well and what we can improve;
 Provide a variety of innovative, creative opportunities to communicate with people and for
people to engage with us; and
 Use best practice methods and encourage our member practices to adopt these principles.
Note: The above objectives and principles were taken from our 2017 MCP Communications and
Engagement Plan.
The Communications, Engagement and Equality Plan will be refreshed on an annual basis by the
group to ensure we are working flexibly in-line with the Connecting Care+ programme as it develops.
Progress against the Plan will be tracked through both the workstreams outcomes and fed back to
the NMoC Board.

Technology Plan
The Connecting Care + vision is to create a ‘digital’ health and care community that shares
information and knowledge, communicates, plans and collaborates in ways that helps the citizens
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across the district to receive the highest possible quality of care, supported by the citizen having
access to the information needed to help them self-care.

It is expected that the Connecting Care + model will build upon this vision to provide digital delivery
of services that support improved health and well-being, firstly across the priorities identified in the
Connecting Care + model on a local place basis and then more widely across the STP footprint as
digital health services mature, recognising that not all citizens will choose or be able to utilise digital
services.
The Connecting Care + model should acknowledge and ensure that the benefits of the wide-scale
use of key information systems, in particular SystmOne, is maintained and integration or
interoperability across the model should incorporate and build upon that of the earlier Connecting
Care programme to ensure that, with appropriate consents and safeguards, both pseudonymised
and identifiable data can be shared and used by care professionals and citizens to better support
health and well-being.
In particular the model will build upon the personal integrated care file “PIC” developed and used in
the connecting care hub teams where information is shared appropriately across all partners and, as
an example, electronic referrals to the service by GPs can be extended on a wider scale.
It is recognised that some digital enablers perhaps including a Mid Yorkshire Hospitals Electronic
Patient Record or regional shared health and care record will be best developed at an appropriate
scale across all health and care partners; the place-based Connecting Care + model should be
developed to support this wider integration.
The delivery of the model will ideally require that we separate the underlying technology from
future organisational changes as the connecting care + model develops. To achieve the successful
delivery of connecting care + it is essential that key elements of technology are designed and
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implemented to a place-based ‘architecture’. This means that some decisions will be made for
Connecting Care + rather than at an individual organisational level.
Implemented correctly there are substantial benefits to be gained from the use of Online Services
and Unified Communications both for health and care professionals and between professionals and
citizens to support timely and effective delivery of services.
We will leverage the benefits of using national ICT services delivered by NHS Digital and its partners;
as examples; HSCN, NHSMail, Cyber Security, NHS WiFi, GP Online and Online consultation, 111
online etc.
At the most simplistic level, information and knowledge will be shared securely for the right care in
the right place at the right time through:
1. Enhanced communication and collaboration for people and systems;
2. Investment in technology linked to business and clinical objectives across the Connecting Care +
model, the CCG, its partners and service providers; and
3. Innovation that will lead to the improvement in the quality of services and better outcomes for
citizens.

Estates
Over the last 2 years a wide range of staff from Mid-Yorks Hospital Trust (MYHT), Wakefield
Metropolitan District Council (WMDC), Age UK Wakefield District (Age UKWD) and Carers Wakefield,
have been co-located in the Connecting Care Hubs at Bullenshaw (Hemsworth), Waterton (Lupset
and Civic Centre (Castleford).
During April to November 2017, significant phase 1 accommodation changes and improvements
were made to approximately 20% of the building space at both Waterton and Bullenshaw, to enable
other organisations to have a presence in order for them to join the newly re-designed multidisciplinary teams (MDT’s). These new MDT’s and care co-ordination arrangements commenced in
4th December 2017, whilst at the same time, Mid Yorkshire NHS Hospital Trust (MYHT) ‘MY Therapy’
service was co-located with Adults Integrated Care, Social Care Direct team at Wakefield One.
Currently the MDT’s and new care co-ordination arrangements in both Bullenshaw and Waterton
Connecting Care Hubs include support workers from Age UKWD, Carers Wakefield, Mental Health
Navigators, Community Matrons, OT’s, Physiotherapists, Dieticians, Therapy Support Staff, WMDC
Adults Social Workers and Care Co-ordinators, WDH and Pharmacists.
An Intermediate Care estates review is required to support winter planning for 2018, which will need
to be completed by November 2018.
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Health and Housing
Poor housing affects people’s physical and mental health. The health of older people, children,
disabled people and people with long term illness is at greater risk from poor housing conditions.
The home is a driver of health inequalities.
The right home environment will protect and improve health, enable people to manage their care
and health needs and to remain at home. This greatly impacts on delaying or reducing the need for
primary care and social care interventions, preventing hospital admission and supporting timely
discharge from hospital to home.
The Five Year Forward View and the Next Steps on the Five Year Forward View highlight the
importance of the role of housing in improving health and wellbeing and that the right home
environment is essential to health and wellbeing. It is widely evident that addressing wider
determinants affects the demand for primary and acute services. Therefore, working with Housing
clearly aligns to some of our key priorities within our Health and Wellbeing Plan and contributes to
reducing both the care and quality and health and wellbeing gaps.
Enabling the right home environment for health and wellbeing is complex and requires people,
communities and organisations to come together. The Building Research Establishment (BRE)
estimates that the cost to the NHS nationally of poor housing for those over the age of 55 is about
£624m per year. On a local level the BRE estimate that the cost of treating accidents and ill-health
caused by hazards in private sector housing is £4m per year and by mitigating these hazards it would
save the NHS £3.7m. The most common housing condition hazards for private sector housing in the
Wakefield district are trips and falls and cold homes.
With this in mind there is also a clear alignment to addressing the finance and efficiency gap for the
Wakefield health and care system and working towards a sustainable future focussed on prevention.
On the 9th March 2017 the Connecting Care Partnership agreed to create a Housing, Health and
Social Care Partnership group (HHSCP) to sit under the wider architecture of the Health and
Wellbeing Board. The Partnership includes representation from Wakefield Clinical Commissioning
Group (WCCG), Wakefield Council, WDH, fire service and the voluntary and community sector.
To take forward the work, a seconded post of Associate Director Housing and Health Transformation
was agreed between WCCG and WDH.

The HHSCP agreed to focus on the following areas:
1. Development of the reablement support service’s on a 24/7 basis through the inclusion of
WDH’s Care Link technology, home visiting and response service as part of the 6 week plan.
Telecare is now offered as a standard part of the reablement service, provided through WDH’s Care
Link service free of charge to the patient for the duration of their reablement. As a result, many
patients have continued with the service post reablement, providing them with ongoing support in
their home to maintain independence. We are now extending this offer to include the Care Link
responder service.
A challenge has been to raise awareness of the Care Link service and the associated benefits. To help
address this, all fire crews have received training on technology enabled care and this has generated
further referrals to the service via the Safe and Well Scheme. The Care Link team has also had
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frequent attendance in the foyer at Pinderfields Hospital to raise awareness with patients and NHS
staff.
As part of the Age UK Hospital to Home transport service, patients also benefit from the installation
of Care Link telecare in their home to provide ongoing 24/7 support, free of charge for up to one
month.
A Care Link home responder is also provided as part of the Hospital to Home service. From the
current Care Link service users, ambulance call outs have been mitigated in up to 42% of falls
incidents.
2. Promoting social inclusion in WDH independent living schemes to avoid tenancy terminations
for residential or nursing care and to reduce hospital admission and GP appointments through
the extension of the Vanguard work and the development of wellbeing drop-in facilities.
Following the success of the Vanguard work at WDH’s Croftlands Extra Care Scheme where tenancy
terminations to residential care were eliminated, six more housing schemes have been identified to
take forward the Vanguard work.
As part of the resource for winter planning, guest flats within WDH’s independent living and extra
care schemes will be accessible for patients who are ready for hospital discharge but are unable to
return to their own home immediately.
3. Promotion of grant funding to tackle fuel poverty and poor housing conditions in the private
sector.
Wakefield Council Strategic Housing have delivered training and raised awareness to health and
social care teams on fuel poverty and the grants available for home improvements. This has resulted
in referrals for the Council’s Fuel Poverty Fund, which provides heating grants for vulnerable and fuel
poor households.
A scheme to provide external wall insulation grants to fuel poor, hard to treat households at
Castleford commenced in October and aims to help 76 households.
The Council have been promoting their interest free home improvement loans and other externally
provided offers through an ongoing programme of social media and events.
4. Develop an innovative housing scheme that promotes Connecting Care
WDH has identified a site to build a new independent living scheme. Partners have agreed to
collectively work on the design of the scheme and to consider the service provision and community
facilities that will form part of its development.
Options for including rehabilitation and reablement services within the scheme are also being
considered. The Local GP practice and Health Champions have also been consulted and have
expressed an interest in running some of their Health Champion activities from the scheme.
5. To input into, and to oversee the delivery of, the Local Estates Strategy for the district to ensure
that it is able to facilitate the delivery of the Wakefield Health and Wellbeing Plan.
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Estates and housing are key enablers to deliver the Wakefield Health and Wellbeing Plan and it is
important that as a system we ensure that we have the health and care infrastructure in place, or
planned for the future population need. This needs to take into account addressing current issues
and preparing for potential future issues, in a manner which not only ensures health and care
provision for the needs of the population but which also takes in to account the clinical services
strategy for the district.
Whilst there is a current interim Local Estates Strategy, this now needs to be refreshed to ensure
that it encompasses the entire health and care sector and is fit for purpose to help deliver the Health
and Wellbeing Plan.
This needs to take into account the refreshed Joint Strategic Needs Assessment, existing strategic
plans such as the Health and Wellbeing Plan, the GP Forward View and organisational asset
management plans. It will also need to align to the refresh of the Local Plan (within the Local
Development Framework) in order to ensure that we are planning for a sustainable health and care
system for the Wakefield district. It is anticipated that this refresh will also fit with the timeline of a
potential refresh of the Health and Wellbeing Plan.
In addition to the priorities, set projects have emerged through the discharge to assess work. It has
come to light that housing advice and assessment is something required at the start of a patient
journey, to avoid a delayed discharge.
From April 2018, a Housing Support Coordinator (HSC) will be based within Fieldhead Hospital. The
HSC will work directly with patients and their families and hospital staff to identify and resolve
housing issues that are a potential barrier to discharge. They will signpost and arrange for low level
support to assist with the transition from hospital to home in order to prevent readmissions.
The HSC will advocate for the patient and the hospital on other housing issues, such as repairs and
adaptations and could act as an independent mediator where family disputes occur with the hospital
regarding the discharge from hospital.
The emphasis is on preventing, reducing and delaying with the intended outcomes being:







reduced delayed transfer of care;
reduce risk of readmission;
Reduce risk of premature admission to residential care;
improved wellbeing;
extended independent living at home; and
increased resilience and ability to manage future life change.

There are also plans to place a HSC within Pinderfields Hospital to work alongside the social work
discharge team.

Next Steps
The HHSCP is seen as a key enabler to delivering new models of care and has set out a work plan
which aligns to the wider priorities of the Health and Wellbeing Board. The plan’s focus is on 4
strategic outcomes and 1 operational;
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Strategic:
•

Reduced pressure on 999 calls and A&E attendance


Reduce housing related delayed discharge through the provision of warm and healthy
homes



Provide Housing related support tackling the health impacts of poverty and integrate into
new models of care



Improved aspirations for young people living in our neighbourhoods.

Operational:


Ensure housing, health and social care legislation and policy is considered and appropriately
disseminated.

The partnership have also taken an important role in being involved in the consultation on the
refresh of the Local Plan which will set out where land for housing developments will be allocated
until 2036. As a Housing Zone area Wakefield already has considerable housing development,
primarily spread across three key sites in the district and the refreshed plan will set out further
significant growth. It is critical that the Wakefield Health and Care Sector understand the impact of
this and contribute to the technical consultation in order to ensure that future provision of health
and care is planned for in the right way, in particular through new models of care, to improve
outcomes for current and future population need. The partnership will have a role in responding to
this, mobilising a partnership approach to meeting demand and influencing the design principles we
expect of developers in building lifetime homes.
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Recommendation (s):
It is recommended that the Governing Body:1. Note the current performance against indicators on the strategic balanced scorecards.
2. Note those indicators where performance and quality are reporting below target and the
exception reports provided.
3. Note the actions being taken by providers and the CCG with regard to these indicators.
Executive Summary:
The Governing Body are presented with a summary of the Integrated Quality and Performance
(IQP) reports presented at Integrated Governance Committee (IGC) in May and June 2018.
During April 2018 the CCG was under-performing in all of the 5 performance domains:
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Mental health service
transformation

System wide quality
measures

Citizen
participation &
empowerment

Detail behind the performance of each domain is available within the IQP Summary report.
The key achievements include:
CQC ratings for Care Homes
 Holyrood House was rated Good overall, achieving Requires Improvement for the Safe
domain during March 2018.
 Manor Park Care Home remains Requires Improvement overall after an inspection during
February 2018.
CQC ratings for GP Practices
 Castleford Medical Centre
This practice was previously inspected in June 2016 and was rated Good overall. After a
recent inspection during April 2018, the practice remains Good overall.



Care Quality Commission (CQC) – Age UK Wakefield District (Home Support Services)
had their first inspection during January and February 2018 and was rated overall Good,
achieving Requires Improvement for the Safe domain.




Achievement of the Dementia Diagnosis Rate by the CCG.
RTT 18 week performance for the CCG and Mid Yorkshire Hospitals NHS Trust reported
an in month improvement and the 18 week back log reduced in month.
The 95% 4 hour A&E waiting time standard was achieved by Pontefract UTC and at the
Dewsbury site at the end of May. Overall MYHT A&E performance increased to 90.2% at
the end of May.
In month increase in A&E 15 minute handover performance during April, with the 100%
target being achieved at Pontefract UTC.




The key concerns include:
CQC ratings for Care Homes
 Attlee Court was rated Inadequate overall, achieving Requires Improvement for the Caring
domain during January 2018.








A 12 hour A&E breach was at reported at the Dewsbury site during May.
Decline in performance against the 62 days cancer waiting time standards for both the
CCG and Mid Yorkshire Hospitals NHS Trust.
In month performance reduction against the 6 week diagnostic test waiting time standard
for both the CCG and Mid Yorkshire Hospitals NHS Trust.
Five 52 Week RTT Breaches reported against the CCG.
One Mixed Sex Accommodation breach.
Decline in YAS Crew Clearance time performance.
Q4 IAPT entering treatment performance reported below the quarterly target.

The IQP Report includes the Integrated Assessment Framework (CCG IAF) for Q3 2017/18.
The IAF provides an annual overall assessment and rating of performance of each CCG
(Outstanding, Good, Requires Improvement, Inadequate). Wakefield CCG is currently rated
as ‘Requires Improvement’ overall.
Link to overarching
principles from the
strategic plan:

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



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

Not applicable

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

A joint report between Performance and Quality Team.

Further details of Complaints, PALS enquiries and patient
feedback mapped at the Quality Intelligence Group are detailed
in the full Integrated Quality and Performance (IQP) report.
Not applicable

Integrated Governance Committee – 17th May and 21st June
2018.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks
are captured as appropriate in the Governing Body Assurance
Framework and Corporate Risk Register.
Mitigating actions required to improve performance or quality are
assessed on an individual basis for any finance or resource
implications.

Finance/ resource
implications:

Integrated Quality and Performance Report
Monthly Summary – April/May 2018
Acute Commissioning & Place-based Reporting
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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 (IQP). The Integrated Quality and Performance report is discussed in detail
at the Integrated Governance Committee (IGC).
The Governing Body are presented with a summary of the IQP reports presented at Integrated Governance
Committee in May and June 2018. The summary of items covered in the May and June Integrated Quality
and Performance reports included the following:


Complaints and Compliments



Constitutional Performance – April 2018 with the following 
exception reports:

A&E performance exception report


Cancer waiting time performance exception report

Diagnostic waiting time performance exception

report

Referral to treatment performance exception report

Community Quality Measures Scorecard 2017/18

exception reports







CQUINs: MYHT, SWYPFT and YAS – Quarter 4 2017/18



System wide quality measures CQUIN 2018/19



Healthcare Associated Infections exception reports



Maternity Safety Thermometer exception report

Maternity Quality Metrics
Medicines Related Incidents Annual Report 2017/18
Mental Health FFT exception report
National Cancer Audits 2017 – Quarter 3 2017/18
Patient Advice and Liaison Service Contacts
Review of GP Incidents - Quarter 3 and Quarter 4 2017/18



Quality Measures - Proportion of patient safety incidents
that are harmful (community) exception report



SWYPFT Customer Services Report – Quarter 3 2017/18

The IQP report is divided into two sections; acute commissioning (Mid Yorkshire Hospital NHS Trust) and
place based reporting (Wakefield CCG).
Acute Commissioning (Mid Yorkshire Hospitals NHS Trust)
The Trust is underperforming in all five performance domains (YTD):
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Access to the highest
quality urgent &
emergency care

System wide quality
measures

Citizen
participation &
empowerment

Access to cancer diagnosis and treatment
In terms of monthly performance against the cancer waiting time standards, the Trust achieved 6 of the 8
cancer access standards at the end of April. The measures the Trust did not to achieve were the 62 days
wait from first definitive treatment following a consultant’s decision to upgrade the priority of the patient
(73.7%) and 62 days wait from an urgent GP referral (81.2%).
A step change in the productivity of elective care
Referral to Treatment - Performance for the Trust remains below the 92% national standard and monthly
provider fund trajectory (PFT), with April’s performance reporting at 86.1% for the Trust. This was a 1%
increase from the position reported at the end of March. The total waiting list increased in the month of April
by 525 patients and the over 18 week backlog decreased by 259 patients. The over 18 week backlog now
stands at 4,384. Six specialities performed above the national standard at the end of April.
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Diagnostics 6 weeks – Performance for the Trust fell further below the 99% national standard in the month
of April with performance reporting at 98.3%. This was a decrease from the previous month of 98.9%.
Access to the highest quality urgent and emergency care
A&E waits – April’s performance against the A&E 4 hour waiting time target reported at 89.1%, which was
an increase from the previous month. Latest performance for May reported performance of 90.2%.
However, the Trust also reported, in the month of May, a 12 hour A&E breach. This was a North Kirklees
patient at the Dewsbury site waiting for a mental health bed.
Acute Trust and Ambulance turnaround – Validated performance against the 15 minute Trust handover
target reported at 98.3% in April which resulted from 9 ambulance handovers taking place over 30 minutes
from arrival at the Trust. The 100% target was achieved at Pontefract UTC.
System Wide Quality Measures
Quality Measures
There are three quality measures which are not meeting the national target, or local MYHT target:Harm free care is measured by the safety thermometer (a point prevalence audit which takes place on a
monthly basis and determines the amount of harms associated with patients in the context of “old harm” or
“new harm”). The Trust has reported slightly below the 95% national target throughout the last 6 months
(with the exception of December 2017) with 93.2% in March 2018. There have been some discrepancies
about defining and recording new and old harm, which can result in an inaccurate representation of the
data. A new method of input and reporting has now been implemented to reduce technical issues with
connectivity of iPads, particularly in the community setting. All ward managers and team leaders now have
access to the Safety thermometer’s new desktop website which has significantly increased the speed and
accuracy of data input. The focussed work on pressure ulcer and falls prevention continues and this will
impact on any new harms identified.
Nurse staffing
There has been a slight reduction in registered nurse vacancies in March 2018, with 13.53 WTE nurses
taking up post. Actions to improve the vacancy position continue and include targeted recruitment for
certain specialities; development of nurse associate roles; graduate programme for newly qualified nurses;
and the new School of Nursing at Dewsbury which took its first cohort of students in April 2018. An annual
review of workforce is being undertaken in line with National Quality Board guidance and will be discussed
with commissioners following presentation at MYHT Trust Board.
Acute Quality Dashboard – Quarter 4 2017/18
The acute quality dashboard compares a number of key quality measures for the local acute NHS providers
where the majority of Wakefield and North Kirklees access services.
Friends and Family Test (FFT) – A+E
During February 2018 MYHT achieved the highest score of our local acute providers A+E FFT, scoring 94%
which was above the national average (85%).
Friends and Family Test (FFT) – Inpatient
Mid Yorkshire, Barnsley, Calderdale and Huddersfield and Doncaster and Bassetlaw Hospitals all achieved
98% for Inpatient FFT. This was the highest score compared to the other providers during February 2018
and this was above the national average (96%).
Healthcare Associated Infections
MRSA
0 cases of MRSA were assigned to MYHT during April 2018.
Clostridium Difficile
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NHS Improvement has reduced the Clostridium Difficile targets by one case for 2018/19. NHS England and
Public Health England (PHE) will undertake a review of CDI reporting ahead of planning for 2019/20. The
PHE recommendation for 2018/19 is that Trusts should continue at this performance level and that to show
continuous improvement, each Trust and CCG should aim to have one less case than the previous year.
Therefore, the new 2018/19 CDI target for MYHT is 26 cases.
During April 2018 7 cases of Clostridium Difficile were assigned to MYHT against a target of two per month.
Updates from Joint Acute Commissioning Working Group (JACWG) – 7 June 2018
The Joint Acute Commissioning Working Group now includes the executive functions of the previous MYHT
Executive Quality Board which was disbanded in April 2018. Routine quality monitoring has been integrated
into the MYHT Contract Management Group.
1. Hip Fracture Pathway at MYHT
Committee members have previously sought further assurance about the mobilisation of patients following
surgery, access to therapy (particularly at a weekend) and the effectiveness of rehabilitation on the stepdown wards at Pontefract and Dewsbury. The group received the 150 day report on the impact of the Rapid
Process Improvement Workshop (RPIW) for Fractured Neck of Femur ‘Golden Patient’ Process. There was
a need to significantly reduce delays for patients going to theatre for fractured neck of femur operations,
reduce length of stay (this pathway is one of two outliers for extended length of stay) and improve patient
outcomes including mobility and mortality.
The Trust has made a significant improvement in achieving best practice standards for fractured neck of
femur patients (76.9% of patients in April 2018 compared to 34% in January 2017). The National Hip
Fracture Database shows the average time to theatre for patients admitted to the Trust in April 2018 was
26.8 hours, compared to an average of 42.6 hours in January 2017.
MYHT are continuing the RPIW and focussing on other parts of the pathway and national hip fracture
standards. They reported that there is now seven day therapy input to Gate 42 at Pinderfields (the acute
ward) leading to 100% compliance for next day therapy assessment (National Hip Fracture Database
reports 84.6% in April 2018), and the development of an integrated therapy service across the Trust. Most
of the ED Consultants are now able to administer nerve block for patients waiting for surgery in A&E which
will improve compliance with this standard, and the remainder are to be trained. Good practice from the
Pontefract step-down/rehab ward including exercise group and breakfast club is being replicated at the
Dewsbury site.
National Hip Fracture Database shows that acute hospital length of stay has reduced from 23.2 days in
January 2017 to 15.8 days in April 2018. The Trust confirmed that the additional actions to impact on
length of stay will be undertaken before winter to reduce the need for additional capacity beds over the
winter period.
2. Impact of additional capacity beds on quality and safety
Committee members previously discussed this, and through Executive Quality Board the Trust were asked
to consider correlation between additional beds and patient harm (such as falls or pressure ulcers). MYHT
confirmed that there have been no additional beds open since 1 April 2018. The safe staffing report
includes harms and experience measures and there has been no increase in harms reported as a result of
additional capacity beds and the outcome of FFT remained positive. However, the Trust did not see the
expected reduction in falls and pressure ulcers in line with their improvement plans which may be as a
result of having additional beds on ward bays over winter. In previous years’ the Trust has seen a seasonal
increase in vacancies, and this has not been the case this year, due to the successful retention initiatives
and additional support to staff.
The Trust have produced a report on the learning from winter plans and the more reactive processes they
established to manage over the winter period, and this will be reported through the A&E Improvement
Group and used for planning for 2018/19.
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The patient safety walkabouts in March and April to wards with additional beds at Pinderfields and
Dewsbury showed no evidence that there was an impact on safety for patients on wards with additional
beds. The Trust recognises however, that there is likely to have been an impact on patient experience and
staff morale. The Emergency Department visit also showed how effectively patients with extended waits in
the department were cared for and any risks managed.
3. MYHT CQC Inspection
The JACWG were updated that MYHT are preparing for a CQC inspection under the new inspection
regime. All Trusts will now undergo an announced Well-led inspection and unannounced inspections of
core services. In April 2018 the Trust provided a comprehensive response to the CQC’s Provider
Information Request (PIR). The CQC have held calls with relevant stakeholders as part of their preinspection engagement (including the CCG, NHS Improvement, NHS England and Healthwatch). The lead
inspectors spoke to the Head of Quality – Acute commissioning on 7 June 2018 where intelligence (positive
and areas for improvement) about the Trust was shared, including the success of the system-wide working
following the previous CQC inspection. The CQC confirmed that the date of the well-led review will be
confirmed directly with MYHT’s Chief Executive during June 2018, and there will be a two month window to
carry out the unannounced inspections of core services. The Well-led review will take place at the end of
July 2018.
Place based (NHS Wakefield CCG)
The CCG is underperforming in all five performance domains (YTD):
Access to cancer
diagnosis and
treatment

A step change in the
productivity of
elective care

Mental health service
transformation

System wide
quality measures

Citizen
participation &
empowerment

Access to cancer diagnosis and treatment
The CCG achieved 6 of the 9 cancer waiting time constitutional targets at the end of April. The targets the
CCG reported below standard were the 62 days wait from an urgent GP referral (78.7%), the 62 days wait
from first definitive treatment following a consultant’s decision to upgrade the priority of the patient (80.0%)
and the 62 days wait from referral from a NHS Screening Service to first definitive treatment (80.0%).
A step change in the productivity of elective care
Referral to Treatment 18 weeks – April’s performance for the CCG showed a slight increase with
performance reporting at 88.7%. The number of incomplete RTT pathways at the end of April reported at
24,421 (an increase of 547 patients from the position reported at the previous month) and the over 18 week
backlog now stands at 2,757 (a reduction of 102 patients from the position reported at the end of March).
Referral to Treatment 52 weeks – There were five 52 week breaches reported against the CCG in the
month of April. All five breaches were due to patients waiting longer than 52 weeks for treatment at Leeds
Teaching Hospital Trust.
Diagnostic 6 week waits – For the CCG, April’s performance showed further signs of deterioration and
reported below the 99% national standard at 97.8%.
Mental Health service transformation
Improving Access to Psychological Therapies (IAPT): Entering Treatment - The latest quarterly
performance (Q4 17/18) against the IAPT Prevalent Population Entering Treatment reported slightly below
the quarterly target 3.72%. Year-end performance for 2017/18 reported at 15.5% against the target of
16.8%

5

Dementia - Performance against the dementia diagnosis rate target reported above the 66.7% national
standard in the month of April at 66.8%.
Early intervention in psychosis (EIP) – Performance against EIP reported at 100% at the end of April.
Quality Measures
Mixed Sex Accommodation
One mixed sex accommodation breach was reported against the CCG in the month of April. This related to
a patient undergoing treatment at the Diana Princess of Wales Hospital.
Healthcare Associated Infections
MRSA
1 case of MRSA has been assigned to Wakefield CCG during April 2018.
Clostridium Difficile
During April 2018 10 cases of Clostridium Difficile were assigned to Wakefield CCG against a target of six
per month.
NHS Improvement has reduced the Clostridium Difficile targets by one case for 2018/19. The new 2018/19
CDI target for Wakefield CCG is 71 cases. Six of these were post 72 hour cases at MYHT and 1 pre 72
hour case from GP Practice.
E.coli
For 2018/19 there is a further reduction to the target for E.coli. The CCGs target of 221 cases represents a
20% reduction against the 2016/17 baseline. 29 cases of E.coli were assigned to Wakefield CCG at the end
of April 2018 against a target of 21 per month.
Care Quality Commission (CQC) - Care Homes (Nursing)
Holyrood House
During January 2017 Holyrood House was rated Requires Improvement overall, achieving Good for
Effective, Caring and Responsive. However, after a recent inspection the care home was rated Good
overall, achieving Requires Improvement for the Safe domain.
Attlee Court
Previously Attlee Court was rated Good overall during August 2016. However, after a recent inspection
during January 2018 the care home has been rated Inadequate overall, achieving Requires Improvement
for the Caring domain. There has been a voluntary embargo on admissions since the inspection; safe and
well checks have been carried out by the CHC team on all residents funded by the CCG; and a
PerfectWard® visit has been carried out. The report describes the additional actions that are being taken
by the CCG in response to the deterioration in rating for this home, and confirms that the home has been
moved to enhanced surveillance (in line with NHS England quality surveillance processes). Two quality
review meetings have been held with local Authority colleagues on 23 April and 10 May 2018 to discuss
any further action required.
Manor Park Care Home
Previously Manor Park was rated Requires Improvement overall during March 2017. After a recent
inspection during February 2018 the care home remains Requires Improvement overall.
Care Quality Commission (CQC) - GP Practices
Castleford Medical Centre
This practice was previously inspected in June 2016 and was rated Good overall. After a recent inspection
during April 2018, the practice remains Good overall.
Care Quality Commission (CQC) – Voluntary Sector
Age UK Wakefield District – Home Support Services
6

During January and February 2018 Age UK had an announced inspection and was rated overall Good,
achieving Requires Improvement for the Safe domain. This was the first inspection for this service.

Community Quality Measures Scorecard - 2017/18
The Community Quality Measures scorecard provides an annual overview and details the performance for
2017/18. The data is based on the information that is provided at MYHT’s Community Contract Group. The
community quality measures are categorised against the Care Quality Commission domains: Safe, Effective,
Caring, Responsive and Well-led. Exception reports were provided to IGC for measures that
underperformed. In future these measures will be reported more frequently in line with other providers.
Medicines Related Incidents Annual Report 2017/18
During 2017/18, a total of 821 Medicines Related Incidents (MRI) were submitted by GP practices in
Wakefield; an increase of 77% compared to the previous year, which is a significant improvement as it
provides shared learning and raises awareness of the importance of patient safety and influences safety
culture in practice. 585 incidents were reported via Datix by GP practices and 236 were reported via the
NRLS e-form. Out of the 585 Datix incidents:
 81% caused no injury or harm to the patient.
 16% were near misses.
 3% harm was sustained.
Review of GP Incidents (Measure in Wakefield Practice Premium Contract)
As part of the Wakefield Premium Practice Contract (WPPC) GP Practices are required to report:
 Interface Incidents (an interface incident is when a practice feels that patient care or experience has
been affected between providers or along care pathways).

 Significant Event Audits (SEAs): Cancer
 Significant Event Audits 1:1000 population (for every 1000 patients that are registered, the practice is
required to report one SEA).
The data enables themes and trends to be identified, provides shared learning and continues to
raise awareness of the importance of patient safety and influences safety culture.
Other
Other Providers - YAS
Response Times – The category 1 response standard is 7 minutes and April’s performance for YAS
reported at 8 minutes and 02 seconds.
Crew Clearance - Performance against the crew clear target decreased in the month of April to 47.7%.
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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NHS Wakefield CCG Improved and Assessment Framework Q3

The national Improvement and Assessment Framework (CCG IAF) for Q3 2017/18 was published on 26th April and is attached for your information. The IAF
provides focus on assisting improvement alongside the statutory assessment function of NHS England. The framework includes a set of 60 indicators 55 of
which are used to inform the overall assessment. The IAF provides an annual overall assessment and rating of performance of each CCG (Outstanding,
Good, Requires Improvement, Inadequate). Wakefield CCG is currently rated as ‘Requires Improvement’ overall. There is also an assessment across the
four domains (Better Health, Sustainability, Leadership, Better Care). The national Improvement and Assessment Framework (CCG IAF) for Q4 2017/18 is
due to be published at the end of July.
Q3 IAF Summary
Of the total number of indicators, 33 were refreshed with recently published data. Of these 33 measures, 12 reported a performance improvement, 12
reported a performance reduction and 7 reported no change when compared to Q2. Two new measures were made live in Q3; Quality of Life of Carers and
Mental Health Out of Area Placements.
In terms of the CCG’s performance position against other CCG’s, at the end of Q3, the CCG ranked in the best quartile range against 8 measures,
interquartile range in 25 measures and ranked in the worst quartile range against 8 measures. In comparison to Q2, the CCG improved quartile range
against one measure (measure 121a High Quality Care – Acute moved from worst to interquartile range) and deteriorated quartile range against three
measures (measure 131a CHC full assessments in an acute setting deteriorated to interquartile range and measures 127e DToC and 125b Experience of
Maternity Services deteriorated to worst quartile range). The Senior Lead for each of these measures has been advised of the current performance position
and they have been asked to investigate the reasons for the worsening position.
Key
Worst quartile in England
Best quartile in England
Interquartile range

↑
Direction of travel since last period
Direction of travel opposite to desired
Direction of travel as desired



Indicator value stagnant between now and last period
Direction unable to be calculated

8

Q1
(Apr‐Jun 2017/18)

Better Health

Desired
Deviation from
Direction

102a % 10‐11 classified overweight /obese

Low  England Mean

103a Diabetes patients who achieved NICE targets

Period
2013/14 to
2015/16

CCG

Q2
(Jul‐Sept 2017/18)

Peers England

33.9%



6/11 113/207

High  England Mean 2015‐16

41.9%



103b Attendance of structured education course

High  England Mean 2014

17.5%

104a Injuries from falls in people 65yrs +

Low  England Mean 16‐17 Q4

105b Personal health budgets

High 

106a Inequality Chronic ‐ ACS & UCSCs

Period
2013/14 to
2015/16

CCG

Q3
(Oct‐Dec 2017/18)

Peers England

33.9%



6/11 113/207

6/11 42/207 2016‐17

42.5%





1/11 20/207 2016‐17*

16.7%

1,806



3/11 83/207 17‐18 Q1

10



Low  England Mean 16‐17 Q4

2,322

107a AMR: appropriate prescribing

Low 

Target 1.61

2017 06

107b AMR: Broad spectrum prescribing

Low 

Target <10%

2017 06

108a Quality of life of carers

High 

‐

Trajectory

17‐18 Q1

Desired
Deviation from
Direction

6/11 41/207



1/11 27/207 2016‐17*

16.7%



1/11 27/207

1,831



2/11 81/207 17‐18 Q2

1,792



2/11 75/207

R

Improved



6

Remains ‐ Interquartile

10/11 111/207 17‐18 Q2

12



10/11 111/207 17‐18 Q3

12.72



10/11 110/207

R

Improved



1

Remains ‐ Interquartile



1/11 125/207 17‐18 Q1

2,288



1/11 118/207 17‐18 Q2

2,130



1/11 111/207

R

Improved



7

Remains ‐ Interquartile

1.170



6/11 163/207 2017 09

1.172



6/11 167/207 2017 12

1.159



7/11 171/207

R

Improved

1

4

Remains ‐ Worst Quartile

5.6%



3/11 13/207 2017 09

5.6%



3/11 12/207 2017 12

5.6%



2/11 11/207

R

No Change

1

1

Remains ‐ Best Quartile

0.65



5/11 88/207

R

*New*

Period

CCG

Q2
(Jul‐Sept 2017/18)

Peers England

Period

CCG
Red

Amber



17‐18 Q2

144a Utilisation of the NHS e‐referral service

Green

‐

2017 06

59.3%



8/11 83/207 2017 10

60.1%

Peers England

CCG

CCG

Period

Q3
(Oct‐Dec 2017/18)

Peers England

Period

CCG



17‐18 Q3

Red





7/11 94/207 2018 01

65.6%



Peers England

CCG

Period

Data
Refreshed

6/11 94/207

‐

17‐18 Q1 Fully Compliant 

163a Staff engagement index

High 

‐

2016

3.60

 11/11 207/207 2016

3.60

 11/11 207/207 2016

3.60

 11/11 206/207

163b Progress against WRES

Low 

‐

2016

0.06



2/11 17/207 2016

0.06



2/11 17/207 2016

0.06



2/11 17/207

164a Working relationship effectiveness

High 

‐

16‐17

78.15



3/11 18/207 16‐17

78.15



3/11 18/207 16‐17

78.15



3/11 18/207

‐

‐

Green (*)

‐

17‐18 Q1

Green



Amber



Amber



17‐18 Q2

17‐18 Q3 Fully Compliant 

17‐18 Q3

R

No Change

‐

‐

‐

R

Improved

1



Remains ‐ Interquartile

R

No Change

‐

‐

‐

R

No Change

‐

‐

‐

Peers England

162a Probity and corporate governance

17‐18 Q2 Fully Compliant 

Status between Q2 Status between Status between
Status between Q2 & Q3 IAF
& Q3 IAF
Q2 & Q3 IAF
Q2 & Q3 IAF
Quartile Ranking
Performance
Peer Group National Ranking

Peers England

Fully
Complaint

165a Quality of CCG leadership

Remains ‐ Interquartile



17‐18 Q1

CCG compliance with standards of public and
patient participation (not available)

1

42.5%

‐

166a



6/11 41/207 2016‐17

2017

Period

No Change

6/11 112/207

Green

Leadership

R

Peers England

Status between
Status between
Q2 & Q3 IAF
Status between Q2 & Q3 IAF
Q2 & Q3 IAF
Peer Group
Quartile Ranking
National Ranking
Ranking



141b In‐year financial performance

Desired
Deviation from
Direction

2013/14 to
2015/16

CCG

Status between Q2
& Q3 IAF
Performance
Direction

33.9%

Q1
(Apr‐Jun 2017/18)

Sustainability

Period

Data
Refreshed

9

Q1
(Apr‐Jun 2017/18)

Better Care

Desired
Deviation from
Direction

Period

CCG

Q2
(Jul‐Sept 2017/18)

Peers England

121a

High quality care ‐ acute

High 

‐

17‐18 Q1

56



121b

High quality care ‐ primary care

High 

‐

17‐18 Q1

68

121c

High quality care ‐ adult social care

High 

‐

17‐18 Q1

Period

CCG

Q3
(Oct‐Dec 2017/18)

Peers England

Period

CCG

Data
Refreshed

Status between Q2
& Q3 IAF
Performance

Status between Status between
Q2 & Q3 IAF
Q2 & Q3 IAF
Peer Group
National Ranking

Status between Q2 & Q3 IAF
Quartile Ranking

Peers England

11/11 164/207 17‐18 Q3

58



10/11 133/207

R

Improved

1

 31



3/11 61/207

17‐18 Q3

67



7/11 66/207

R

No Change

4

5

Remains ‐ Interquartile

58



7/11 174/207 17‐18 Q3

57



8/11 191/207

R

Deteriorated

1

 17

Remains ‐ Worst Quartile

11/11 162/207 17‐18 Q2

56





3/11 54/207

17‐18 Q2

67

59



7/11 165/207 17‐18 Q2

Improved to Interquartile

122a

Cancers diagnosed at early stage

High 

England Mean 2015

52.4%



5/11 96/207

2015

52.4%



5/11 96/207

51.1%



5/11 111/207

R

Deteriorated



 15

Remains ‐ Interquartile

122b

Cancer 62 days of referral to treatment

High 

Standard 85%

17‐18 Q1

85.4%



4/11 53/207

17‐18 Q2

81.0%



9/11 125/207 17‐18 Q3

83.5%



8/11 105/207

R

Improved

1

 20

Remains ‐ Interquartile

122c

One‐year survival from all cancers

High 

Trajectory 70.4%

2014

68.4%



7/11 163/207 2015

70.4%



8/11 168/207 2015

70.4%



8/11 168/207

122d

Cancer patient experience

High 

England Mean

2016

8.8



123a

IAPT recovery rate

High 

Standard 50%

2017 06

40.2%



123b

IAPT Access

High 

‐

2017 06

4.2%

123c

EIP 2 week referral

High 

‐

2017 08

76.7%

123d

MH ‐ CYP mental health (not available)

‐

‐

High 

‐

‐

‐

LD ‐ reliance on specialist IP care

Low 

TCP Specific
Target

124b

LD ‐ annual health check

High 

124c

Completeness of the GP learning disability
register

125d
125a

123f

MH ‐ OAP

123e

MH ‐ Crisis care and liaison (not available)

124a

2016

8.8



8.8



6/11 52/207

10/11 198/207 2017 09

40.0%



10/11 198/207 2017 12

35.2%



10/11 203/207

R

Deteriorated



5

Remains ‐ Worst Quartile



8/11 90/207

2017 09

4.0%



7/11 109/207 2017 12

3.6%



8/11 149/207

R

Deteriorated

1

 40

Remains ‐ Interquartile



8/11 110/207 2017 11

77.0%



8/11 102/207 2018 02

85.6%



4/11 57/207

R

Improved

4

 45

Remains ‐ Interquartile

540



R

*New*

‐

‐

‐

R

Deteriorated

3

 14

Remains ‐ Interquartile

R

Improved



8

Remains ‐ Interquartile

Deteriorated to Worst Quartile

6/11 52/207

2016

6/11 52/207

2016

17‐18 Q3

17‐18 Q1

England Mean 2015‐16

52



4/11 102/207 17‐18 Q2

50



37.6%



6/11 102/207 2016‐17

44.9%



52



4/11 88/207

10/11 137/207 2016‐17

44.9%



10/11 136/207

2016‐17

0.58%



3/11 38/207

0.58%



3/11 38/207

1/11 74/207

17‐18 Q3

2016‐17

‐

‐

Maternal smoking at delivery

Low 

‐

17‐18 Q1

18.2%



8/11 189/207 17‐18 Q2

18.6%



9/11 194/207 17‐18 Q3

17.4%



9/11 186/207

Neonatal mortality and stillbirths

Low 

‐

2015

4.5



6/11 95/207

2015

4.5



6/11 95/207

2015

4.5



6/11 95/207

125b

Experience of maternity services

High 

England Mean 2015

81.1



5/11 79/207

2015

81.1



5/11 79/207

2017

80.0



9/11 170/207

R

Deteriorated

 29

 29

125c

Choices in maternity services

High 

England Mean 2015

66.7



2/11 79/207

2015

66.7



2/11 79/207

2017

60.5



4/11 114/207

R

Deteriorated

2

 92

Remains ‐ Interquartile

126a

Dementia diagnosis rate

High 

Ambition 2/3

2017 08

65.7%



11/11 132/207 2017 11

66.1%



11/11 136/207 2018 02

67.7%



11/11 107/207

R

Improved



 29

Remains ‐ Interquartile

126b

Dementia post diagnostic support

High 

England Mean 2015‐16

78.5%



6/11 107/207 2016‐17

78.9%



5/11 99/207

78.9%



5/11 99/207

127b

Emergency admissions for UCS conditions

Low 

England Mean 16‐17 Q4

2,935



4/11 169/207 17‐18 Q1

2,800



3/11 160/207 17‐18 Q2

2,650



2/11 148/207

R

Improved

1

 29

Improved to Interquartile

A&E admission, transfer, discharge within 4
hours
Delayed transfers of care per 100,000
population

High 

Standard 95%

85.7%



9/11 156/207 2017 12

82.7%



9/11 125/207 2018 03

81.5%



8/11 115/207

R

Deteriorated

1

 10

Remains ‐ Interquartile

Low 

England Mean 2017 08

8.2



4/11 51/207

2017 11

9.4



7/11 86/207

14.1



9/11 158/207

R

Deteriorated

2

 72

Deteriorated to Worst Quartile

127f

Hospital bed use following emerg admission

Low 

England Mean 16‐17 Q4

491.9



5/11 88/207

17‐18 Q1

494.6



5/11 103/207 17‐18 Q2

513.7



6/11 142/207

R

Deteriorated

1

 39

Remains ‐ Interquartile

105c

% of deaths with 3+ emergency admissions in
last three months of life (not available)

‐

83.6%



8/11 137/207 2017

8/11 137/207 2017

8/11 137/207

1/11

127c
127e

2017 09

2016‐17

2018 02

‐

128b

Patient experience of GP services

High 

128c

Primary care access

High 

128d

Primary care workforce

High 

England Mean 2017 03

1.15



129a

18 week RTT

High 

Standard 92%

2017 08

86.0%



130a

7 DS ‐ achievement of standards (not available)

‐

‐

131a

% NHS CHC full assessments taking place in
acute hospital setting

Low 

‐

17‐18 Q1

51.4%



132a

Sepsis awareness (not available)

‐

‐

England Mean 2017

83.6%



2017 10

100.0%



2017 03

1.15



10/11 176/207 2017 11

88.0%



11/11 162/207 17‐18 Q2

2.9%



‐
2/11 29/207

83.6%



1/207

2018 01

100.0%



1/207

R

No Change





Remains ‐ Best Quartile

2/11 29/207

2017 09

1.12



2/11 36/207

R

Deteriorated



7

Remains ‐ Best Quartile

10/11 155/207 2018 02

87.8%



10/11 128/207

R

Improved



 27

Remains ‐ Interquartile

3/11 32/207

6.2%



5/11 56/207

R

Deteriorated

2

 24

Deteriorated to Interquartile

17‐18 Q3

1/11

10

Performance Trend Key:

B = Better - Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change - Performance Stabilised
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard

Target Latest Monthly trend

Key Performance Indicator

2017/18
Q3

Jan‐18
13

Citizen participation & empowerment
FFT - A&E

84%

FFT - Inpatient

96%

FFT - Outpatient

94%

FFT - Community

95%

FFT - Maternity: Antenatal

97%

FFT - Maternity: Labour Ward

97%

FFT - Maternity: Postnatal Ward

95%

FFT - Maternity: Postnatal Community

98%

0
0
0
0
1
0
1
0

Mar‐18

14

2017/18 2017/18
Q4
YTD

15

Apr‐18

16

2018/19
YTD

17

B

94.3%

94.0%

94.0%

95.0%

94.3%

94.8%

‐

‐

D

97.0%

98.0%

98.0%

97.0%

97.7%

97.4%

‐

‐

NC

96.3%

98.0%

97.0%

97.0%

97.7%

96.9%

‐

‐

B

97.3%

97.0%

97.0%

98.0%

97.3%

97.4%

‐

‐

B

96.0%

98.0%

95.0%

97.0%

96.7%

96.1%

‐

‐

B

99.0%

96.0%

98.0%

100.0%

98.0%

97.3%

‐

‐

B

91.5%

91.0%

93.0%

94.0%

92.7%

91.9%

‐

‐

B

97.0%

98.0%

97.0%

100.0%

98.3%

98.5%

‐

‐

Apr‐18

2018/19
YTD

Target Latest Monthly trend

Key Performance Indicator

Feb‐18

2017/18
Q3

Jan‐18

Feb‐18

Mar‐18

2017/18 2017/18
Q4
YTD

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

<15.2%

1

D

16.8%

16.4%

15.7%

19.1%

17.1%

16.6%

‐

‐

‐

1

‐

4.6%

4.0%

3.1%

3.6%

3.6%

3.9%

‐

‐

70%

0

B

69.6%

67.4%

69.1%

72.5%

69.7%

70.0%

‐

‐

6.2%

1

D

2.9%

2.8%

1.9%

3.5%

2.7%

2.4%

8.2%

8.2%

2.2%

0

B

1.8%

8.3%

1.9%

2.4%

4.2%

2.4%

2.0%

2.0%

1.2%

0

NC

1.4%

0.0%

0.0%

0.0%

0.0%

1.1%

0.0%

0.0%

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
Safety Thermometer: Physical harm free care

2.4%

1

B

35.8%

41.7%

49.1%

51.8%

47.5%

27.7%

8.2%

8.2%

78.7%

0

D

88.7%

88.9%

90.6%

88.2%

89.2%

88.7%

81.6%

81.6%

Quality Measures

Target Latest Monthly trend

2017/18
Q3

Jan‐18

Feb‐18

Mar‐18

Apr‐18

2018/19
YTD

% of patients risked accessed for Venous Thromboembolism

>95.0%

0

B

95.1%

96.1%

95.0%

95.1%

95.4%

95.3%

‐

‐

% of patients receiving harm free care

>95.0%

D

93.9%

94.45%

92.89%

93.2%

93.5%

93.4%

92.76%

92.76%

NC
‐
D
B

0

2017/18 2017/18
Q4
YTD

Proportion of patient safety incidents that are harmful (acute)

<29.0%

Summary Hospital Mortality Indicator

<100.0%

1
1
0
1
0

Hospital Standardised Mortality Ratio (elective & emergency admissions) <100.0%

0

B

89.84

B
B

‐

84.63

68.5

‐

‐

98.13

‐

‐

‐

231.35

*

228.37

‐

‐

‐

‐

D

‐

1.83

*

4.50

‐

‐

‐

‐

‐10.04

‐

‐

‐

‐
3.97%

Number of never events

0

Number of new serious incidents for the month

‐

0

0

0

0

0

1

0

22

2

4

6

12

101

3

3

24.6%

30.4%

28.4%

25.3%

28.0%

24.5%

26.8%

26.8%

‐

‐

‐

‐

‐

n/a

‐

‐

99.81

93.54

‐

‐

95.4

‐

‐

Hospital Standardised Mortality Ratio (weekend)

<100.0%

WTE registered Nurse vacancies (acute and community)

<137.58

WTE registered Midwife vacancies

<12.44

1
1
0

WTE Healthcare Assistant vacancies (acute and community)

<80.37

1

B

‐

30.31

*

Sickness Absence Rate

<4.6%

1
1
1

B
B
B

5.19%

5.77%

4.97%

‐

‐

5.13%

3.97%

47% *

‐

‐

‐

54.0%

52.8%

‐

‐

50% *

‐

‐

‐

63.0%

59.3%

‐

‐

Staff FFT: % of staff recommending the Trust as a place of work

63%

Staff FFT: % of staff recommending the Trust as a place of care

80%

*Data extracted from Staff Survey 2017.

Performance Trend Key:

B = Better - Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change - Performance
Stabilised
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Maternity Quality Metrics
The MYHT Quality Scorecard (above) includes a number of quality metrics for maternity services. 4 out of
12 of these quality metrics were flagged ‘red’ for latest monthly data;
 FFT Maternity: Postnatal Ward
 Maternity Dashboard: Emergency C-section rate
 Safety Thermometer: Proportion of women that had a 3rd/4th degree tear
 Safety Thermometer: Proportion of women who reported they had concerns about safety during labour
and birth that were not taken seriously
Wakefield CCG Commissioning Managers have undertaken a comprehensive review of information
available on Mid Yorkshire Hospitals Trust (MYHT) Maternity Services. This review was discussed at
Integrated Governance Committee in April 2018. The committee discussed whether the benefits
anticipated following service reconfiguration had been realised (particularly consultant presence on
wards), the number of births at the Dewsbury Midwife Led Unit, and support for women whose first
language is not English. The Committee agreed that they were assured of the quality and safety of care
provided in the majority of areas. However, it was agreed that commissioners would continue to work
closely with the Trust through the Maternity Quality Partnership to gain assurance on the areas identified
in the paper, and to further understand women’s experience of labour. The same paper was subsequently
discussed at Joint Acute Commissioning Working Group in June 2018 where the content of the paper was
noted and agreed.
Actions include;
 Discussion of medical staffing, sharing of clinical governance data, and update on service improvement
for delays / flow at the June Maternity Quality Partnership Group meeting.
 CCG to undertake an observation visit to the initial assessment area at Pinderfields to assess delays /
patient experience.
 Further discussion and agreement of common metrics to assess patient safety and experience (use of
Safety Thermometer).
 EMBED are undertaking further review of information available on women’s experience of maternity
services
 MYHT are undertaking focused work on patient experience and further work on Always Events.
Patient Experience:
The Safety Thermometer is a point prevalence study on one day a month. The extent to which results are
representative of patient experience will be dependent on how rigorously the Trust implements the Safety
Thermometer. There is currently a national review of the use of the Safety Thermometer. MYHT use Red
Flag monitoring to assess whether there is something wrong with an aspect of medical staffing (NICE
provide a list of considered red flag events). These are reported by staff in four hour blocks. The midwife
in charge assesses whether midwifery staffing is the cause and an appropriate action / escalation policy is
in place. MYHT report Maternity Red Flags to Trust Board, and these are also discussed at Maternity
Quality Partnership Group. Information is triangulated with other available data to form a broader
assessment of the quality and safety of service. Findings from the FFT Maternity: Postnatal and Safety
Thermometer patient experience feedback will be raised at the next meeting and further work is being
undertaken to assess women’s experience by the Trust. Similarly, focused review of existing patient
experience information is being undertaken by EMBED for commissioners.
Emergency C-Section rate:
Latest Yorkshire & Humber benchmarking shows that MYHT emergency C-section is higher than regional
average and outside of interquartile range. However, the total C-section rate is at interquartile
range. Commissioners are assured with the current emergency C-section rate (mainly due to mothers with
high BMI and acuity levels), however will continue to monitor at each Maternity Quality Partnership Group
meeting.
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3rd/4th degree tears:
Although this flags on the local benchmarking, latest Yorkshire & Humber benchmarking shows that
MYHT rates are below regional average and in interquartile range for normal births. For assisted births,
the Trust are slightly above regional average and within interquartile range.
It is recommended that the CCG review the appropriateness of these maternity metrics, or continue to
place them in the broader context of regional performance.
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Mid Yorkshire Hospitals NHS Trust & NHS Wakefield CCG
Performance & Quality Summary
Access to cancer diagnosis and treatment
Explanation of the performance
Wakefield CCG
The CCG achieved 6 of the 9 cancer waiting time targets at the end of April. The measures the CCG
reported below the national standard against at the end of April were:
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
Performance against this standard at the end of April reported at 78.7%, which was reduction from 84%
reported at the end of March. Of the 89 patients treated, 19 were treated after 62 days.
Maximum 62 days wait for first definitive treatment following a consultant’s decision to upgrade the priority
of the patient (all cancers)
For the CCG, performance against this standard reported at 80.0%. Whilst this is below the 90% national
standard, it was an improvement from the previous month. Of the 10 patients that were treated, 2 had
waited over 62 days for first definitive treatment.
Maximum 62 days wait from referral from a NHS Screening Service to first definitive treatment
Performance at the end of April reported at 80% which was below the 90% national standard and a
reduction from the position reported at the end of March. The number of patients referred from the NHS
screening service however was low (5 patients). Of these 5 patients, 1 patient waited longer than 62
days.
Due to the implementation of the new cancer waiting time system there has been a delay in the uploading
of the cancer exception report. As a result the CCG is unable to identify the reasons for each patient
breach. This will be reported in next month’s IQP Report.
Mid Yorkshire Hospitals NHS Trust
The Trust achieved 6 of the 8 cancer waiting time targets at the end of April. The measures the Trust
reported below national standard at the end of April were:
Maximum 62 days wait for first definitive treatment following a consultant’s decision to upgrade the priority
of the patient (all cancers)
Performance against this cancer waiting time standard reported at 73.7% at the end of April. There were
2.5 accountable pathway breaches reported at the end of April.
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
The Trust reported performance of 81.2% at the end of April, which was below the 85% national standard
and a reduction from the position reported at the end of March (85.2%). This was also below the Trusts
monthly trajectory of 84.6%.
During April there were 111.5 pathways treated and 21 of these were received treatment after 62 days.
The table below shows performance by tumour type:
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13
Mid Yorkshire Hospitals NHS Trust

14

15

16

17

18

19

20

21

22

23

24

26

Apr‐17 May‐17 Jun‐17 Jul‐17 Aug‐17 Sep‐17 Oct‐17 Nov‐17 Dec‐17 Jan‐18 Feb‐18 Mar‐18 Apr‐18

25
YTD

MYHT Total

Performance

85.7%

86.9%

84.2%

84.5%

86.7%

85.2%

86.6%

84.6%

86.4%

83.9%

76.1%

85.5%

81.0%

84.9% 

Breast
Gynaecological
Haematological (Excluding Acute Leukaemia)
Head & Neck
Lower Gastrointestinal
Lung
Other
Sarcoma
Skin
Upper Gastrointestinal
Urological (Excluding Testicular)

Performance
Performance
Performance
Performance
Performance
Performance
Performance
Performance
Performance
Performance
Performance

100.0%
66.7%
0.0%
100.0%
87.5%
71.4%
‐
66.7%
100.0%
77.8%
80.3%

100.0%
87.5%
80.0%
50.0%
80.0%
100.0%
‐
66.7%
100.0%
58.3%
75.9%

100.0%
60.0%
80.0%
54.5%
87.5%
84.6%
33.3%
66.7%
100.0%
83.3%
75.4%

85.7%
66.7%
100.0%
75.0%
84.0%
55.6%
‐
‐
100.0%
80.0%
81.5%

95.5%
83.3%
62.5%
66.7%
88.5%
57.1%
‐
100.0%
96.2%
86.4%
84.7%

100.0%
62.5%
57.1%
80.0%
73.9%
40.0%
0.0%
‐
100.0%
77.8%
93.3%

100.0%
80.0%
60.0%
77.8%
80.0%
72.7%
‐
‐
100.0%
77.8%
80.6%

100.0%
81.8%
75.0%
33.3%
72.7%
57.1%
‐
66.7%
97.0%
75.0%
80.5%

100.0%
100.0%
57.1%
41.7%
100.0%
22.2%
‐
‐
95.7%
81.8%
91.4%

100.0%
45.5%
100.0%
44.4%
95.7%
50.0%
‐
0.0%
95.5%
64.7%
76.7%

100.0%
11.1%
50.0%
100.0%
81.8%
33.3%
‐
‐
100.0%
100.0%
66.7%

100.0%
93.3%
50.0%
85.7%
85.0%
57.1%
0.0%
‐
100.0%
100.0%
79.2%

100.0%
50.0%
83.3%
100.0%
82.6%
57.1%
‐
0.0%
95.5%
83.3%
67.2%

99.0%
73.0%
69.5%
67.6%
85.2%
62.9%
‐
62.5%
98.5%
79.0%
80.4%












(Note April’s performance is un-validated in the above table. This data is sourced from the MYHT Performance Report)

The main reasons for the breach of the cancer waiting time standard are:







Late referral into the pathway
Complex patients requiring multiple diagnostic test / investigation
Patient unfit for treatment
Patient choice
Outpatient and diagnostic capacity
Surgical and theatre capacity

Recovery actions in place
Mid Yorkshire Hospitals 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 2018/19 to support the
improvement and monitoring of performance against the national standard.
The Yorkshire & Humber Clinical Cancer Network are developing an outline business case to support
early implementation of a regional FIT Service from September 2018 in conjunction with the three
constituent Cancer Alliances (bowel cancer screening FIT roll out not included in scope of this work).
West Yorkshire & Harrogate Prostate Cancer Pathway Improvement Group are looking at the
implementation of the nationally developed ‘optimal prostate cancer pathway’. This is a ‘must do’
according to the NHS Guidance for 2018/19.
There is a significant focus on Lung Cancer through the Cancer Alliance Lung Cancer Transformation
Fund Proposal. There is approximately £1m across the MYHT and Bradford footprint, plus additional
Alliance funding to strengthen the overall pathway with a focus on low dose CT in the community, smoking
cessation and campaigns. The aim is for 2018/19 implementation and the work will be carried over to
2019/20.
Performance against the cancer waiting time standards is also closely monitored by the Joint Acute
Commissioning Working Group.
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A step change in the productivity of elective care
Referral to treatment 18 weeks and 52 weeks
Explanation of the performance
Wakefield CCG
Performance this month experienced a slight increase for the CCG, with April reporting at 88.7%. Whilst
this remains below the 92% national standard, it demonstrates a significant performance improvement
from 83.5% reported at the end of April 2017.

CCG

At the end of April there were 24,421 incomplete RTT pathways and 2,757 patients had been waiting over
18 weeks from referral. This was an increase of 547 incomplete RTT pathways and a decrease of 102
patients waiting over 18 weeks against the position reported at the end of March. The following chart
shows the monthly change to the waiting list over the last 12 months:
Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Apr-18

Total waiting over 18
weeks

4,540

4,059

3,891

3,821

3,773

3,571

3,217

2,998

3,194

2,993

2,804

2,859

2,757

























Total number of
incomplete pathways
(Monthly change)

27,458

26,857

26,724

26,900

26,917

26,499

26,324

24,914

24,724

23,744

22,987

23,874

24,421

% within 18 weeks
Rank against Peers
(month)
Number of 52 week
breaches
Rank against Peers
(month)

























‐601

‐133

176

17

‐418

‐175

‐1410

‐190

‐980

‐757

887

547

83.5%

84.9%

85.4%

85.8%

86.0%

86.5%

87.8%

88.0%

87.1%

87.4%

87.8%

88.0%

88.7%

10

9

9

9

9

9

9

9

9

9

9

9

9

0

1

0

0

0

1

0

0

0

1

4

5

5

1

5

1

1

1

6

1

1

1

5

9

9

8

At the end of April a total of five 52 week breaches were reported against Wakefield patients undergoing
treatment at Leeds Teaching Hospital Trust. Of the five breaches, one was a newly reported breach and
four were previously reported breaches. Leeds Teaching Hospitals NHS Trust has reported ongoing
issues with capacity and demand, which is resulting in long patient waits.
Mid Yorkshire Hospitals NHS Trust
For the Trust, April’s performance against the 18 week referral to treatment measure reported at 86.1%,
which was an increase from 85.1% from the previous month. However it remains below the 92% national
standard and monthly STF trajectory.
Six specialities performed above target at the end of April, which was an increase from five specialities
reporting above target at the end of March. The specialities that achieved the 92% standard in the month
of April were Cardiology (94.7%), Dermatology (98.4%), Neurology (92.1%), General medicine (100%),
Ear, Nose and Throat (92.0%) and Geriatric medicine (98.9%).
For the Trust, of the 31,589 incomplete RTT pathways at the end of April, 4,384 had been waiting longer
than 18 weeks from referral. This was a decrease from 4,643 over 18 week waits reported at the end of
March.
The total waiting list increased in the month by 525 patients however the over 18 week backlog decreased
by 259 patients. The three specialities with the highest volume of patients waiting over 18 weeks at the
end of April were General Surgery, Oral Surgery and Thoracic Medicine.
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92%
Cardiology
Dermatology
ENT
Gastroenterology
General Medicine
General Surgery
Geriatric Medicine
Gynaecology
Neurology
Ophthalmology
Oral Surgery
Other
Plastic Surgery
Rheumatology
Thoracic Medicine
Trauma & Orthopaedics
Urology

Apr‐17 May‐17 Jun‐17

Jul‐17

Oct‐17 Nov‐17 Dec‐17

Jan‐18

88.0%

90.0%

90.1%

94.3%

Aug‐17 Sep‐17
92.4%

93.5%

93.6%

92.4%

95.1%

95.3%

Feb‐18 Mar‐18
95.6%

95.4%

Apr‐18
94.7%

74.6%

75.2%

80.9%

80.4%

80.4%

84.6%

93.1%

94.7%

95.1%

97.2%

97.9%

98.7%

98.4%

81.5%

85.5%

87.9%

87.7%

84.3%

82.4%

88.1%

89.2%

91.8%

92.6%

93.7%

91.2%

92.0%

81.1%

80.4%

82.3%

94.3%

86.5%

88.8%

89.2%

91.1%

91.0%

92.9%

91.1%

89.4%

86.5%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

66.2%

65.6%

64.8%

66.4%

67.6%

69.3%

70.4%

68.6%

98.7%

70.9%

71.6%

74.2%

75.5%

99.0%

95.5%

94.6%

97.9%

97.3%

98.9%

97.2%

96.1%

96.3%

96.9%

95.9%

100.0%

98.9%

81.5%

83.5%

83.0%

83.9%

83.0%

82.8%

84.3%

85.2%

84.0%

84.8%

86.2%

86.8%

87.0%

75.8%

85.6%

90.3%

92.5%

94.4%

96.5%

96.0%

96.7%

95.0%

95.2%

93.8%

92.8%

92.1%

77.9%

76.8%

73.6%

69.3%

70.3%

71.2%

72.6%

73.3%

71.8%

71.0%

74.8%

77.1%

81.2%

81.4%

81.1%

78.7%

76.1%

75.3%

73.8%

74.8%

73.4%

70.1%

80.3%

79.7%

77.6%

78.8%

86.1%

86.0%

86.6%

88.1%

87.8%

87.7%

88.6%

88.8%

88.1%

89.0%

87.9%

87.7%

87.9%

80.7%

81.9%

84.1%

84.2%

84.3%

83.1%

84.3%

84.5%

81.8%

84.0%

81.0%

80.2%

82.2%

93.1%

89.9%

89.0%

89.5%

87.6%

90.0%

90.1%

89.3%

84.8%

84.9%

82.7%

83.1%

79.4%

70.7%

72.1%

70.4%

72.1%

71.2%

66.8%

68.3%

69.3%

67.7%

73.1%

75.6%

74.6%

79.3%

77.1%

80.8%

83.3%

84.9%

88.1%

88.9%

92.0%

90.4%

78.6%

85.7%

84.5%

85.2%

88.6%

76.7%

79.3%

80.3%

79.5%

81.1%

82.8%

84.2%

83.8%

82.1%

85.6%

86.7%

87.4%

85.4%

Recovery actions in place
The Trust has agreed with NHS Improvement a Provider Fund Trajectory to support performance
improvement throughout 2018/19.
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.
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A further three specialities have moved onto e-consultation, including Gastroenterology and
Rheumatology.

These actions have collectively reduced the size of the waiting list from 35,626 in April 2017 to 31,586 in
April 2018 (11% reduction). During the last 12 months, these actions have reduced the 18 week backlog
from 7,072 to 4,384 (38% reduction). 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 achieve a performance improvement.

52 week breach recovery update from Leeds Teaching Hospitals NHS Trust
Leeds Teaching Hospitals NHS Trust has advised that they are working through the over 52 week back
log. For surgery / upper GI, progress has been made in reducing 52 week waits, which are largely for
complex in-patients who have been delayed due to theatre and critical care capacity constraints over the
winter. In most cases, these are complex patients, however the Trust are look at capacity within other
local NHS providers.
Winter pressures significantly impacted on the urology service and as a result there have been a number
of complex patients tipping over intermittently. The Trust has confirmed that the service is focused on
clearing the backlog as rapidly as it can.
The Trust has advised that good progress has been made in improving Spinal Surgery performance,
especially on the operational side. However, surgical waits continued to grow. Some Independent Sector
capacity has been identified, and the Trust is working with partners to try to use this as rapidly as possible,
but it is important to recognise that the number of over 40 week waits will take a significant time to clear to
reduce the tip into 52 weeks in the coming months.
There are also constraints in some NHS England commissioned services, particularly paediatric services
where theatre capacity is increasingly constrained due to the continuous consolidation of paediatric
demand into LTHT. Again the Trust is trying to work through recovery plans but this is extremely
challenging because of workforce constraints in theatres and associated services.
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Diagnostic 6 week waits
Explanation of the performance
Wakefield CCG
April’s performance against the 6 week diagnostic waiting time standard deteriorated to 97.8%. The
number of patients waiting for a diagnostic test at the end of April remained static at 6,271 but the number
of patients waiting over 6 weeks at the end of April increased from 84 to 142.
Mid Yorkshire Hospitals NHS Trust
Performance against the maximum 6 week diagnostic performance measure for April reported below the
99% constitutional standard at 98.3%. This was a decrease from the previous month of 98.9%.
Of the 8,224 patients waiting for a diagnostic test, 142 were waiting over 6 weeks at the end of April 2018.
The majority of these were patients waiting for a non-obstetric ultrasound or endoscopy procedure. Trends
in the waiting list position and a breakdown of performance in April 2108 to diagnostic test level are
provided in the table below.

Recovery actions in place
The Trust advised that additional pressure on their acute services was the driving factor behind the recent
decline in performance. The Trust has put in place a recovery plan for 6 week diagnostic performance.
The recent decline in performance was discussed in detail at the June meeting of the Joint Acute
Commissioning Work Group and the CCG has asked the Trust to provide reassurance that appropriate
actions are in place to address under-performance.
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Access to the Highest Quality Urgent and Emergency Care
A&E Waiting Times - A&E 4 and 12 Hour Performance
Explanation of the performance
A&E 4 hour
April’s performance demonstrates that 89.1% of patients attending the Trusts Emergency Department
were admitted, transferred or discharged within 4 hours of arrival, which is an increase compared to the
previous month and above the monthly trajectory of 88%. Latest performance for May reported a further
improvement in the A&E 4 hour waiting time standard at 90.2%. This was also above the monthly
trajectory of 90%.
Weekly performance in April consistently placed the Trust in the top 50 of the 137 acute trusts nationally.
Of the three Trust sites, the Pinderfields site has the lowest performance against the 4 hour standard at
the end of April with 81.2%. Performance at the Pontefract site reported at 98.5% and the Dewsbury site
reported performance of 95.4%. Both the Pontefract and Dewsbury sites also achieved the 95% standard
at the end of May.
Level

Trustwide

Pinderfields

Dewsbury

Pontefract

Metric

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18

Attendances

19544

20853

20001

21360

19453

19453

23380

19600

20860

19760

18110

20344

Apr-18 4 hour Performance Trend
19958

Within 4 hrs

91.5%

86.6%

87.6%

85.4%

83.8%

85.5%

86.0%

90.7%

80.8%

78.8%

87.1%

81.6%

89.1%

Admits

4375

4636

4448

4586

4476

4208

4391

4688

4791

4568

4061

4486

4297

Conversion

22.4%

22.2%

22.2%

21.5%

23.0%

21.6%

18.8%

23.9%

23.0%

23.1%

22.4%

22.1%

21.5%

Attendances

8634

9055

8966

9392

8664

9183

12132

9341

9740

9463

8522

9640

9626

Within 4 hrs

78.7%

80.8%

76.6%

73.7%

75.0%

77.7%

85.2%

67.7%

63.7%

78.3%

69.3%

81.2%

Admits

86.9%
2843

2909

2850

2883

2879

3097

3216

3396

3532

3483

3012

3357

3287

Conversion

32.9%

32.1%

31.8%

30.7%

33.2%

33.7%

26.5%

36.4%

36.3%

36.8%

35.3%

34.8%

34.1%

Attendances

7473

8032

7314

8201

7259

6840

7657

6847

7714

7048

6511

7218

6841

Within 4 hrs

94.3%

91.3%

92.3%

90.7%

90.2%

94.3%

94.7%

95.2%

91.1%

92.3%

94.9%

92.2%

95.4%

Admits

1187

1335

1266

1346

1222

796

832

903

891

731

704

789

721

Conversion

15.9%

16.6%

17.3%

16.4%

16.8%

11.6%

10.9%

13.2%

11.6%

10.4%

10.8%

10.9%

10.5%

Attendances

3437

3766

3721

3767

3530

3430

3591

3412

3406

3249

3077

3486

3491

Within 4 hrs
Admits
Conversion

96.9%
345
10.0%

95.6%
392
10.4%

94.7%
332
8.9%

95.9%
357
9.5%

95.6%
375
10.6%

96.3%
315
9.2%

95.4%
343
9.6%

96.7%
389
11.4%

94.8%
368
10.8%

93.3%
354
10.9%

94.7%
345
11.2%

93.8%
340
9.8%

98.5%
289
8.3%

Mid Yorkshire Hospitals NHS Trust admitted 4,297 patients in April 2018 which was a 4.2% decrease from
the number of patients admitted at the end of March. The conversion rate from A&E to emergency
admission was 21.5% in April, which was a decrease from 22.1% for the previous month.
The average waiting time in ED during April decreased by 37 minutes to 154 minutes from that reported at
the end of March.
‘Waiting for a bed’ continues to be one of the most common reasons for breach of the 4 hour standard. A
delay in clinical assessment of the patient is also another common reason for breach of the 4 hour
standard.

A&E 12 hour
Mid Yorkshire Hospital NHS Trust reported that on 30th May a patient waited longer than 12 hours in A&E.
The North Kirklees CCG registered patient was being treated at the Dewsbury site and the prolonged wait
was due to the patient waiting for a mental health bed. No harm came to the patient during their wait.
A full root cause analysis has been undertaken by the Trust and information is being shared with the
CCG’s Mental Health and Quality Teams.
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Recovery actions in place
The Urgent Care transformation programme is being developed to ensure that metrics are in place to
validate improvement. This will be overseen by the A&E Improvement Group and the Joint Acute
Commissioning Working Group.
The Trust has implemented a Provider Fund Trajectory to support a performance improvement throughout
2018/19.
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A&E Handovers
Explanation of the performance
A&E Handovers (MYHT):
Following validation there were 52 ambulance handovers that took place over 15 minutes from arrival at
the Trust in April against the target of zero. This equates to 1.7% of total handovers taking place over 15
minutes.
Of the total number of handovers that took place over 15 minutes, 9 ambulance handovers took place
over 30 minutes from arrival at the Trust in April against the target of zero. This equates to 0.3% of total
handovers taking place over 30 minutes, which remained the same as the previous month.
Based on this performance Mid Yorkshire Hospitals NHS Trust ranked 2 out of 14 Trusts in the Yorkshire
and Humber region for ambulance handovers at the end of April. The mean average for the Yorkshire and
Humber region was 6.0% and the median average was 2.3%.
Of the three Trust sites, performance at the Pontefract site achieved the 100% target. Performance at the
Dewsbury site reported at 98.9% and the Pinderfields site reported performance of 98.3%.
Following validation there were no ambulance handovers that took place over 60 minutes from arrival at
the Trust in April, against a target of zero. This equates to 0.0% of total handovers taking place within 60
minutes, which remains the same as the previous month. Based on this performance the Trust ranked 1
out of 14 Trusts in the Yorkshire and Humber region for the proportion of handovers taking place over 60
minutes in April 2018. The mean average for the region was 1.9%.

Recovery actions in place
YAS have identified ambulance handover performance as one of its main priorities for improvement. 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. As a result the
Trust is now one of the better performing Trusts for A&E handover in Yorkshire as a result.
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System wide quality measures
Acute Quality Dashboard – Quarter 4 2017/18
The acute quality dashboard compares a number of key quality measures for the local acute NHS
providers where the majority of Wakefield and North Kirklees use these services.
Target
Measure
Safe
MRSA assigned cases
Clostridium Difficile assigned cases
against trust target
Safety Thermometer - patients receiving
harm free care
Incident reporting - fair and effective
reporting

Period

Barnsley Hospital

Actual YTD DoT Actual
0
Q4 17/18
varies by
Q4 17/18
trust

Doncaster and
Calderdale and
Leeds Teaching
Mid Yorkshire
Sheffield Teaching
Bassetlaw
Huddersfield
Hospitals
Hospitals Trust
Hospitals
Foundation Trust Teaching Hospitals
YTD DoT Actual YTD DoT Actual YTD DoT Actual YTD DoT Actual YTD DoT Actual YTD DoT

Bradford Teaching
Hospitals

0

2

-

1

4

-

2

5

-

0

4

-

2

7

-

0

3

-

1

3

-

-

13

-

-

18

-

-

40

-

-

28

-

-

123

-

-

37

-

-

83

-

94%

Mar-18

87.7% 91.5%

-

88.0% 88.1%

-

92.4% 93.8%

-

93.2% 93.4%

-

95.0% 95.2%

-

93.2% 93.4%

-

91.9% 92.8%

-

-

May-18

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Within the
middle range

-

Data not
available

-

Feb-18

89.0%

-

-

0 response

-

-

85.0%

-

-

90.0%

-

-

83.0%

-

-

94.0%

-

-

84.0%

-

-

Feb-18

98.0%

-

-

93.0%

-

-

98.0%

-

-

98.0%

-

-

94.0%

-

-

98.0%

-

-

97.0%

-

-

-

D

12.1%

-

B

30.8%

-

D

28.6%

-

D

20.0%

-

D

18.5%

-

D

9.4%

-

D

-

D

75.0%

-

D

79.0%

-

D

76.0%

-

NC 86.0%

-

D

62.0%

-

NC 91.0%

-

NC

Caring
A+E FFT - % patients recommending the
service
Inpatient FFT - % patients recommending
the service
Well-led
Staff FFT - response rate
Staff FFT - recommend as a place of
treatment
Effective
Summary Hospital Mortality Indicator
(SHMI)
Sentinel Stroke National Audit
Programme Level (SSNAP)
Governance
CQC Rating

85% (nat
av)
96% (nat
av)

12% (nat
Q2 17/18 17.2%
av)
80.0%
Q2 17/18 77.0%
(nat av)
<1
A-C

Good

Apr 2016Mar 2017
Apr 17 Jul 17

May-18

As expected

NC

As expected

NC

As expected

NC

As expected

NC

As expected

NC

As expected

NC

As expected

NC

C

-

D

-

B

-

A

-

B

-

B

-

C

-

Good

B

Requires
Improvement

-

Requires
Improvement

-

Requires
Improvement

-

Good

-

Requires
Improvement

-

Good

-

Key messages
Healthcare Associated Infections – MRSA
Compared to other acute providers Leeds Teaching Hospitals have been assigned the most MRSA cases
with a total of 7 during 2017/18. MYHT have been assigned a total of 4 MRSA cases for the year.
Safety Thermometer - patients receiving harm free care
Compared to the other acute providers, Leeds Teaching Hospitals was the only Trust to score greater
than the national average (94%) for harm free care achieving 95% during March 2018 and 95.2% year to
date.
A+E Friends and Family Test (FFT)
During February 2018 MYHT achieved the highest score of our local acute providers A+E FFT, scoring
94% which was above the national average (85%).
Inpatient Friends and Family Test (FFT)
Mid Yorkshire, Barnsley, Calderdale and Huddersfield and Doncaster and Bassetlaw Hospitals all
achieved 98% for Inpatient FFT. This was the highest score compared to the other providers during
February 2018 and this was above the national average (96%).
Care Quality Commission (CQC)
Barnsley Hospital has been rated overall Good, achieving Requires Improvement for the Safe domain
after a recent inspection during October and November 2017. Previously, this provider was rated Requires
Improvement during January 2016.
Sentinel Stroke National Audit Programme (SSNAP)
The most latest available information and SSNAP levels is based on April – July 2017 data as previously
reported in December 2017 and March 2018.
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Learning from Deaths – Quarter 3 2017/18
Background
As previously reported, in March 2017, the National Quality Board (NQB) introduced new guidance for NHS
providers on how they should learn from the deaths of people in their care. The guidance provides a
framework for NHS Trusts on identifying, reporting, investigating and learning from deaths in care and was
published in response to the CQC’s report Learning, candour and accountability: A review of the way NHS
trusts review and investigate the deaths of patients in England
MYHT produce a quarterly Learning from Deaths report for Trust Board and have implemented the
recommendations within the guidance as follows. The latest report updates the position of the Trust against
the Learning from deaths processes for October – December 2017 (Quarter 3).
 There is a Board-level leader acting as patient safety director to take responsibility for the learning from
deaths agenda and an existing non-executive director to take oversight of progress.
 The Learning from Deaths Group meets monthly and has representation from the Divisions, analytics,
clinical coding, palliative care and commissioners. It reports into a Tier 1 Committee (Quality Committee).
 The Mortality Policy has been reviewed in line with the guidance and renamed the Learning from Deaths
policy. It was published in October 2017 following feedback from the Trust Board.
 The Trust plays a key role in the Learning Disability Review (LeDeR) process locally, notifying the LeDeR
team of deaths for people with learning disability. A number of MYHT staff are trained reviewers and are
actively undertaking reviews of deaths.
 115 staff have been trained on the new Structured Judgment Review (SJR) methodology. Each Division
reports into the Learning from Deaths Group on the outcome and learning from reviews.
 The Trust has developed a process with South West Yorkshire Partnership Foundation Trust (SWYPFT)
to identify patients who have died who were under care for “severe mental illness”.
Actions after Mortality Reviews
 There have been 2 areas subject to Rapid Process Improvement Workshop (RPIW Virginia Mason)
including Fractured neck of femur pathway and Care of the Deteriorating Patient at Dewsbury District
Hospital since identification of these areas as themes in Mortality reviews.
 The Stroke team are reviewing 3 areas of practice – incidence of Pneumonia (in part a function of access
to Speech and Language Therapy – SALT - assessment and treatment), use of Palliative Care input to the
sickest patients for symptomatic relief and Weekend access to Physiotherapy.
 The Sepsis group has actioned a number of initiatives including education, appointing a Quality
Improvement Sepsis/AKI nurse, introducing Sepsis trolleys, redesigning/ relaunching the Sepsis
Screening tool and linking with the newly-appointed Consultant Antimicrobial Pharmacist.
 Reviews continue to highlight the importance of Fluid Balance monitoring in certain groups of patients.
Plans to implement the electronic Fluid Balance module from VitalPac continue.
 Nutrition and Hydration Action Plan is developed and being actioned.
 Elective Admission data has been reviewed and there is assurance that:
 Deaths after elective admission are being reviewed appropriately.
 The apparent increase in numbers was in large part due to mis-recording in PAS of ward transfers,
repatriations and transfers between sites. This has been addressed.
Actions Required in Next Quarter:
 Further work to embed the processes around the new Policy is required. Specifically to roll out use of the
electronic SJR tool
 Embed monitoring of performance of Clinical teams by Divisional Governance Structures and onwards to
Learning from Deaths Group.
 Continue training in SJR technique.
 Explore the options for electronic completion of mortality screening tool in General Office by the certifying
doctor.
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Patient Safety Walkabouts
Walkabouts involve a small team of clinical and non-clinical staff (from the CCG and volunteers from
Healthwatch) walking onto a ward to note their first impressions and talk to patients and staff to identify
areas of good practice and areas for improvement. This summarises the findings from the Patient Safety
Walkabouts that took place at Pinderfields Hospital on the 15th March 2018 and 26th April 2018.

Gate 44 (Gastroenterology), Pinderfields Hospital (March 2018 walkabout)
Despite the ward being busy there was a calm and peaceful atmosphere. There are 36 beds plus 2 extra
capacity beds. There should have been 4 RNS to 3/4 CSWs. On shift were 3 RNS, 4 CSWs with 2
additional CSWs to support the enhanced bays acting as safety guardians. 2 extra capacity beds lacked
their own dignity/privacy curtains but screens were in place. Ward staff spoke very highly of the Ward
Manager and felt extremely supported. The patients that were spoken to, felt they were treated exceedingly
well. They felt cared for and felt comfortable.

Accident and Emergency (A+E), Pinderfields Hospital (April 2018 walkabout)
The area was clean. Information on hand hygiene and infection control (IPC display) was clearly displayed
and two toilet cubicles with hand washing facilities and soap and gel dispensers were available and tidy.
The main adult waiting area was clean and quiet. There were six attendees queuing at reception and it was
noted the 5th and 6th were queuing in the entrance doorway due to the limited space available and the
need to keep the pathway clear due to the proximity of the adjacent door to children’s A&E waiting area.
This made the front reception area seem crowded. The staff they had dealt with on all occasions had been
very caring and friendly.

Gate 31a (Cardiology), Pinderfields Hospital (April 2018 walkabout)
Gate 31a was calm, quiet and clean on arrival. The nurse in charge described to the walkabout team that
there are experienced and supportive members of staff working on the ward. Staff were approachable,
friendly and professional. On bay 6 there were extra beds and a patient said it made it less private. They
were also disturbed during the night as the extra bed was put on the ward overnight. A visitor was very
complementary of the staff, but was also aware how busy they were. Kind and caring interactions were
heard between staff and patients.

Gate 43 (Elderly Care), Pinderfields Hospital (April 2018 walkabout)
Personal Protective Equipment (PPE) was readily available throughout the ward and staff were observed
using it appropriately. Noticeboards were crowded which may have contributed to some of the information
being out of date or not completed at all or contradictory. The Sluice room was clean, neat and tidy, with no
offensive odours. The bathroom was clean. Do Not Attempt Cardiopulmonary Resuscitation (DNACPR)
documentation was legible, signed and dated.

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 Contract Management Group.
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NHS Wakefield CCG Strategic Performance & Quality Summary
(Place based)

Mental Health
Mental Health scorecard – 2017/18
Key Performance Indicator

Target Latest Monthly trend

Apr-17 May-17 Jun-17

2017/18
Q1

Jul-17 Aug-17 Sep-17 2017/18 Q2 Oct-17 Nov-17 Dec-17

2017/18
2017/18
Jan-18 Feb-18 Mar-18 2017/18 Q4
Q3
YTD

2

Mental health service transformation
Care Programme Approach

95%

0

D

-

-

-

96.6%

-

-

-

Improving Access to Psychological Therapies (Prevalent
Population Entering Treatment)

4.2%

B

Improving Access to Psychological Therapies (RTT 6 weeks)

75%

D

91.8% 96.0% 96.0%

-

97.0% 96.0% 98.8%

-

99.7% 99.3% 97.0%

-

Improving Access to Psychological Therapies (RTT 18 weeks)

95%

D

91.8% 100.0% 100.0%

-

100.0% 100.0% 100.0%

-

100.0% 99.0% 100.0%

-

Early Intervention in Psychosis

50%

0

NC

100.0% 100.0% 90.0%

93.3%

90.0% 83.3% 62.5%

79.2%

Dementia diagnosis rate

67%

0

D

66.3% 68.1%

4.2%

93.7%

-

-

-

4.0%

68.7% 70.3% 70.3%

98.8%

-

-

-

95.5%

96.2%

3.7%

15.5%

98.5% 99.0% 100.0%

-

97.4%

98.5% 100.0% 100.0%

-

99.1%

3.6%

100.0% 75.0% 100.0% 93.3% 100.0% 100.0% 100.0% 100.0%
70.3% 69.7% 69.3%

91.2%

67.8% 67.5% 67.5%

IAPT Performance - Exception Report
Performance against the Improving Access to Psychological Therapies access (entering treatment)
measure this year has reported below the national standard. 2017/18 Year-end performance reported at
15.5% which was 1.3% below the 16.8% target. In real terms, 6,505 people entered treatment against a
target of 7,019 resulting in a shortfall of 514.
The CCG has been working closely with Turning Point, the Wakefield IAPT service provider, to improve
performance throughout 2017/18, as soon as access issues became evident. A Recovery Activity Plan
had been established and agreed between Turning Point and Wakefield CCG to address this, and other
concerns regarding client recovery rates, however there was only limited improvement. Consequently, a
Contract Performance Notice (CPN) was issued on 4th June, with the Contract Performance Meeting held
Wednesday 13th June. Turning Point has provided the CCG with a Remedial Action Plan (RAP) which
includes a number of actions, owners and timescales in order to address both the targets. The RAP sets
out a trajectory to reach the nationally mandated access target during this financial year. . Central to the
RAP is a proposal to pilot a new service model that Turning Point has developed following service audits
and surveys conducted prior to the CPN being issued. The new model seeks to resolve problems
identified with the current model around client engagement, waiting times and the overall “offer” to clients,
all of which have contributed to the failure to achieve required access and recovery rates. Both the RAP
and the service re-model proposal are currently in the process of being officially agreed between the CCG
and Provider.
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Community Quality Measures Scorecard 2017/18
This scorecard provides an annual overview of the community quality measures and details the performance for 2017/18. The data is based on the information
that is provided at MYHT’s Community Contract Group. The community quality measures are categorised against the Care Quality Commission domains: Safe,
Effective, Caring, Responsive and Well-led.
Target Latest Monthly trend Apr-17 May-17 Jun-17

Key Performance Indicator

Safe
NHS Safety Thermometer: Harm Free Care for Adult Community Nursing
95%
NHS Safety Thermometer: New Harm for Adult Community Nursing
<2.24%
NHS Safety Thermometer: Harm Free Care for Intermediate Care Unit
95%
NHS Safety Thermometer: New Harm for Intermediate Care Unit
<2.8%
Patient related incidents: % of reported patient safety incidents that are harmful - community services <50.0%
Pressure ulcers: total number of newly acquired category 3 and 4 pressure ulcers (based on the
Number of serious incidents reported (STEIS)
-

93.9% 94.4% 94.3% 94.2%
3.5% 0.9% 1.6% 2.0%
89.0% 91.9% 69.6% 83.5%
2.7% 0.0% 4.3% 2.3%
73.6% 78.5% 66.9% 73.0%
4
2
4
10
0
0
0
0
Q1
Target Latest Monthly trend Apr-17 May-17 Jun-17
2017/18

Key Performance Indicator

Effective
Delayed discharge: delayed transfers of care from Intermediate Tier Beds at Wakefield Intermediate <7.5%
% of patients with a Purpose ‐T score on initial assessment (pressure ulcer assessment)
95.0%

Caring
Friends and Family Test - % of patients who recommend care - All Adult Community Services

Responsive
RTT: % incomplete pathways <18 weeks
Key Performance Indicator
Well-led
Staff vacancy rate
Staff sickness rate

B
B
B
NC
B
NC
NC

93.1% 92.8% 93.9% 93.3%
2.4% 2.4% 2.6% 2.5%
62.5% 80.8% 84.0% 75.8%
0.0% 7.7% 0.0% 2.6%
67.4% 61.4% 51.0% 59.9%
2
7
7
16
0
0
0
0
Q1
Jul-17 Aug-17 Sep-17
2017/18

90.6% 93.8% 96.8% 93.7%
3.8% 1.8% 1.3% 2.3%
91.3% 76.0% 79.2% 82.2%
0.0% 8.0% 0.0% 2.7%
71.5% 73.4% 69.2% 71.4%
4
4
1
9
0
0
1
1
Q3
Oct-17 Nov-17 Dec-17
2017/18

B
D

3.9% 7.2% 6.4% 5.8% 6.6% 2.6% 5.7% 5.0% 10.6% 6.7% 7.6% 8.3%
94.8% 94.9% 95.1% 94.9% 94.7% 90.9% 92.8% 92.8% 94.2% 96.7% 93.8% 94.9%

95.2%
1.2%
53.8%
0.0%
72.7%
0
0

94.0%
1.4%
57.1%
0.0%
76.0%
1
0

95.3%
0.0%
75.0%
0.0%
69.8%
1
0

94.8%
0.9%
62.0%
0.0%
72.8%
2
0
Q4
Jan-18 Feb-18 Mar-18
2017/18
3.9%
93.5%

6.3%
93.6%

3.3%
84.3%

94.0%
1.9%
79.3%
1.9%
71.1%
37
1
2017/18
YTD

4.5% 5.9%
90.5% 93.3%
Q1
Q2
Q3
Q4 2017/18
Target Latest Monthly trend Apr-17 May-17 Jun-17
Jul-17 Aug-17 Sep-17
Oct-17 Nov-17 Dec-17
Jan-18 Feb-18 Mar-18
2017/18
2017/18
2017/18
2017/18 YTD

Key Performance Indicator

Key Performance Indicator

Q1
Q2
Q3
Q4 2017/18
Jul-17 Aug-17 Sep-17
Oct-17 Nov-17 Dec-17
Jan-18 Feb-18 Mar-18
2017/18
2017/18
2017/18
2017/18 YTD

95%

B

97.3% 98.0% 97.6% 97.6% 98.0% 96.4% 94.9% 96.4% 96.3% 96.9% 97.2% 96.8% 96.3% 95.8% 97.3% 96.5% 96.8%
Q1
Q2
Q3
Q4 2017/18
Target Latest Monthly trend Apr-17 May-17 Jun-17
Jul-17 Aug-17 Sep-17
Oct-17 Nov-17 Dec-17
Jan-18 Feb-18 Mar-18
2017/18
2017/18
2017/18
2017/18 YTD
>92.0%

D

<12.0%
<5.04%

B
B

99.7% 100.0% 100.0% 99.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.4% 99.8% 100.0% 99.4% 98.0% 99.1% 99.7%
Q1
Q2
Q3
Q4 2017/18
Target Latest Monthly trend Apr-17 May-17 Jun-17
Jul-17 Aug-17 Sep-17
Oct-17 Nov-17 Dec-17
Jan-18 Feb-18 Mar-18
2017/18
2017/18
2017/18
2017/18 YTD
12.4% 11.6%
5.9% 5.7%

9.6%
5.9%

11.2%
5.8%

8.4%
6.6%

8.2%
6.8%

7.6%
5.9%

8.1%
6.4%

8.4%
6.4%

10.7%
6.5%

8.0%
6.3%

9.0%
6.4%

9.0%
6.8%

8.2%
5.0%

-

8.6%
5.9%

9.3%
6.3%

The data that is presented in the above scorecard is based on the figures that are provided in MYHT’s Community Scorecard papers that are delivered at the bi-monthly Community Contract
Group. MYHT’s performance team have confirmed that this data is refreshed on a monthly basis and when data is validated. The average is worked from the source data and not the numbers on
the scorecard.
Performance Trend Key:

B = Better – Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change – Performance Stabilised
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Care Quality Commission (CQC)
GP Practices

Date of Inspection
5th April 2018
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Castleford Medical Centre
Review Type
Announced Comprehensive
Previous CQC Rating
Good
Good
Good
Good
Good
Good

Link to Report
Castleford Medical Centre
Current CQC Rating
Good
Good
Good
Good
Good
Good

CQC History
Castleford Medical Centre was previously inspected on 27 June 2016 and was rated Good overall. After a
recent inspection during April 2018, the practice remains Good overall.
A summary of the report is available via the web link above.

Actions
The practice should:




Review and improve its processes in relation to receipt and actioning of medicines safety alerts to
ensure that all relevant alerts are received and necessary actions taken.
Review and improve the level and detail of information contained in staff personnel files to include
information with regard to staff immunity status.
Review and improve Portable Appliance Testing (PAT) electrical testing procedures.
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Care Quality Commission (CQC)
Care Homes

Date of Inspection
7th and 13th March 2018
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Holyrood House (Nursing)
Review Type
Unannounced
Previous CQC Rating
Requires Improvement
Good
Good
Good
Requires Improvement
Requires Improvement

Link to Report
Holyrood House
Current CQC Rating
Requires Improvement
Good
Good
Good
Good
Good

CQC History
During January 2017 Holyrood House was rated Requires Improvement overall, achieving Good for Effective,
Caring and Responsive. However, after a recent inspection the care home was rated Good overall, achieving
Requires Improvement for the Safe domain.
A summary of the report is available via the web link above.

Date of Inspection
14th and 20th February 2018
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Manor Park Care Home (Nursing)
Review Type
Unannounced
Previous CQC Rating
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement

Link to Report
Manor Park Care Home
Current CQC Rating
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement
Requires Improvement

CQC History
Previously Manor Park was rated Requires Improvement overall during March 2017. After a recent inspection
during February 2018 the care home remains Requires Improvement overall.
A summary of the report is available via the web link above.
The CQC has requested the provider submits an action plan and the CQC will monitor implementation. The
report stated regulations were not being met.

Actions



The CCG with Local Authority Safeguarding will carry out a PerfectWard® Resident Safety walkabout visit
during the next 6 months.
A copy of the CQC action Plan has been requested by the CCG. The Quality Support Manager will review
and provide support to the home to make the improvements required.
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Date of Inspection
th
18 and 23rd January 2018
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Attlee Court (Nursing)
Review Type
Unannounced on both days
Previous CQC Rating
Requires Improvement
Good
Good
Good
Good
Good

Link to Report
Attlee Court
Current CQC Rating
Inadequate
Inadequate
Requires Improvement
Inadequate
Inadequate
Inadequate

CQC History
Previously Attlee Court was rated Good overall during August 2016. However, after a recent inspection the
care home was rated Inadequate overall, achieving Requires Improvement for the Caring domain.
A summary of the report is available via the web link above.

Actions






The CCG with Local Authority Safeguarding have carried out a PerfectWard® Resident Safety Walkabout
on 25 April 2018. The report was shared with the provider and a meeting with the provider is to be
arranged.
The home has been moved into enhanced surveillance (NHSE definition). NHSE have been notified.
Continuing Healthcare (CHC) colleagues have undertaken safe and well checks on residents in receipt of
CHC and Funded Nursing Care (FNC) funding.
There has been a voluntary embargo on admissions since the inspection.
A copy of the home’s CQC action plan has been shared with the CCG.

A quality review meeting was held on 23 April 2018 with Local Authority colleagues and a number of further
actions were agreed. A further meeting was held on 10 May and 19 June 2018.
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Care Quality Commission (CQC)
Voluntary Sector – Home Support Services
Age UK Wakefield District - Home Support Services
Date of Inspection
Review Type
Link to Report
30th and 31st January and 1st
Announced
Age UK Wakefield District
February 2018
Domains
Current CQC Rating
Safe
Requires Improvement
Effective
Good
Caring
Good
Responsive
Good
Well-led
Good
Overall CQC Rating
Good
Age UK Wakefield District
Age UK Wakefield District are commissioned to provide personal care to older people living in their own
houses and flats in the community. This service is part of the Hospital to Home Transport Service.
During January and February 2018 Age UK had an announced inspection was rated overall Good, achieving
Requires Improvement for the Safe domain. This was the first inspection for this service.
A summary of the report is available via the web link above.

Actions
 Discuss CQC report and Requires Improvement rating for the Safe domain at contract meeting during
July 2018.
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Care Home Walkabouts – Perfect Ward®
April and May 2018
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.

Performance Trend Key:

B = Better - Performance Improvement

B
D
D
B
D
B
B
B
D
NC
NC
D
NC
D
NC
D

55.4%
69.1%
69.7%
55.7%
46.4%
74.2%
60.5%
79.7%
50.0%
78.5%
88.0%
75.7%

D
B
D
D
D
D
D
B
NC
D
NC
B

D = Deteriorated – Performance Worsened

47.1%
40.5%
76.9%
56.5%
50.0%
64.9%
37.7%
76.3%
38.1%
83.3%
50.0%
58.3%
85.4%
70.6%
74.5%
80.2%
89.8%

D
B
B
B
D
D
D
D
D
D
NC
NC
NC
NC
D
NC
D

85.7%
77.3%
68.1%
86.3%
62.7%
54.3%
94.0%
60.0%
87.7%
64.0%
73.9%
77.8%
95.7%
71.0%
36.4%
86.4%

Trend

84.4%
73.2%
72.8%
76.1%
39.1%
67.4%
73.3%
66.2%
87.0%
60.6%
72.1%
69.6%
75.0%
73.3%
89.1%
72.1%

Leadership (L)

3rd
3rd
3rd
3rd
4th
3rd
4th
2nd
4th
3rd
1st
1st
2nd
1st
2nd
1st
4th

Trend

April-18
April-18
April-18
April-18
April-18
April-18
May-18
May-18
May-18
May-18
May-18
May-18
May-18
May-18
May-18
May-18
May-18

Documentation
(D)

Hemsworth Park
Ivy Dene
Advent House
Carr Gate
Priory Gardens
Attlee court
Riverside Court
Haven Lodge
Carlton Lodge
Earls Lodge
Brookfield
Newbrook
Vicarage Court
Stockingate
West Ridings - Wensleydale Unit
West Ridings - Calderdale Unit
Manor Park

Trend

Visit
number

Resident
Experience (R)

Date of
Visit

Trend

Care Home

Environment
(E)

Modules

B
B
D
B
D
D
B
D
D
NC
NC
B
NC
NC
NC
B

NC = No change - Performance Stabilised

If a second or third visit to a care home is required the walkabout team inspect the audits that performed less
well compared to the other audits at the time of the visit.
This summarises the findings from each care home that have taken place recently.
Real time feedback is given to the manager at the end of the visit. Care homes use the findings to identify
improvement actions, which they can evidence for their CQC inspection preparation.
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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.
130 items of intelligence were gathered at April’s meeting.
Themes
Receptionists
Rude and unhelpful
Appointments
Issues for patients calling at
08.00am
Mental Health Crisis Team
(Suicidal thoughts)

1.
2.
3.
1.
2.

Actions taken
Customer Services Training.
Annual practice visits.
Flag at Primary Care Performance meeting.
Clarify whether practices can book GP Care Wakefield
appointments before 5pm.
Discuss with Head of Primary Care Co-commissioning.

1. Monitor this new theme.

170 items of intelligence were gathered at May’s meeting.
Themes
1.
Continence products

Waiting for discharge medication
Compliments – GPs
Delays in letters and follow-up
appointments
Compliments - MYHT

2.

3.
1.
2.
1.
1.
2.
1.

Actions taken
MYHT Rapid Process Improvement Workshop (RPIW) held in
April re: continence.
Healthwatch are conducting a survey about continence
services
(https://www.smartsurvey.co.uk/s/ContinenceServices/)
Monitor this new theme.
Check with medicines contracting subgroup.
Raise at A+E Improvement Group (summary report).
Feedback to individual practices at practice visits.
Electronic discharge letters workstream - ongoing.
Flag at Patient Experience Committee and Planned Care
Improvement Group.
Feedback to MYHT Patient Experience Committee.

Actions from every QIG meeting are summarised in the table above and documented in an action log. The
action log is reviewed and discussed at each meeting.
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South West Yorkshire Partnership NHS Foundation Performance & Quality
Reporting
Strategic Balanced Scorecard

*Data is extracted from the Staff Survey 2017.

NHS Safety Thermometer – Mental Health: Medicines Omissions
National guidance states that the Safety Thermometer should not be used as a benchmarking tool with other
organisations, but used to show change over time within an individual organisation.
SWYPFT formally report the medication omission (inpatient only) measure through their Integrated
Performance report. They do not formally report against the other measures.
SWYPFT has been focusing on reducing medication omissions on in-patient areas for the past 3.5 years.
The Mental Health Safety Thermometer’s national data has shown that the trust has been an outlier when
benchmarked to other mental health/combined trusts. The national average for medication omissions on inpatient units is currently at 16%; SWYPFT has been around the 24% mark. Analysis of the data has been
undertaken and it has been identified that the monthly figures presented on the national system are not
always that month’s figures but can include the previous month’s data if it has been input the following
month. In order to assist with this the Trust will be tightening up the data entry process. Previous analysis of
patient level data related to acuity levels on older peoples wards and the response to winter pressures. The
biggest reason for medicine omissions was refusal by the service user.
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Yorkshire Ambulance Service Performance & Quality Reporting
Am
Quality Balanced Scorecard

This scorecard provides the most up to date data available.
*Data is extracted from the Staff Survey 2017.

Changes to the national Ambulance Clinical Quality Indicators and reporting arrangements
Ambulance Clinical Quality Indicators (CQIs) have been in place since 2011 to measure and monitor the
impact of ambulance services on patient outcomes, and in particular to provide an overview of the clinical
quality achieved by ambulance services based on four CQI topic areas:
• Return of Spontaneous Circulation (ROSC) at hospital following Cardiac Arrest;
• Cardiac Arrest Survival to Hospital Discharge;
• Management of ST Elevation Myocardial Infarction (STEMI); and
• Management of Stroke.
As one component of the wider Ambulance Response Programme (ARP) the current CQIs have been
reviewed to determine if they could be improved to better reflect clinical care. A process of stakeholder
engagement was undertaken, facilitated by Sheffield University, to ask ambulance leaders, clinicians,
commissioners and patient representatives to identify the areas of clinical care to focus on.
Following the engagement exercise, and after discussion with the Secretary of State for Health and Social
Care, the following focus areas have been agreed:
• STEMI: 999 call to angiography (Mean & 90th percentile)
• Stroke: 999 call to CT scan, and 999 call to thrombolysis (Mean & 90th percentile)
• Out of Hospital Cardiac Arrest (OHCA): Survival to hospital discharge following out of hospital cardiac arrest
(Utstein group)
NHS England (Acute Care Team) will continue to work with ambulance service colleagues to develop
meaningful clinical data for sepsis, patients who have fallen and are still on the floor, and those with mental
health needs.
The first set of CQIs will be ready for publication in Summer 2018, and will report data from November 2017.
This time lag is due to the preparatory work required for the new indicators. Work to reduce the time gap
between the reporting period and publication dates is continuing.
For Commissioners the purpose of these indicators is to provide a nationally comparable picture which allows
the monitoring of clinical outcomes, with the aim of continuous improvement. Whilst it is entirely appropriate
to monitor these indicators and to discuss progress with providers, it would not be appropriate to use them, in
isolation, to formally hold providers to account.
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Ambulance Response Times
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 8 minutes 02 seconds at the end of April, which was
a reduction from 8 minutes 17 seconds reported at the end of March.

Crew Clearance Delays
Explanation of the performance
In terms of the 15 minute crew clear target, April reported performance of 47.7% which was a decrease from
the previous month and the lowest it has reported over the last 12 months. Performance at the Mid Yorkshire
Hospitals NHS Trust reports below the YAS average of 65%. Crews at MYHT often have less time to
prepare for the next call out due to the excellent ambulance handover performance at the Trust.
Performance against the percentage of crews who are able to accept new calls within 30 minutes reported at
93.1% at the end of April. This was a slight improvement compared to the position reported at the end of
March. The YAS average reported at 96.6%.
In terms of performance by Trust site, performance at the Pontefract site significantly increased to 80% at the
end of April from 60% reported at the end of March. Performance at the Dewsbury site decreased to 51.3%
and performance at the Pinderfields site reduced to 47.3% in April.
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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.

38

Clinical and Commissioning Leads
Commissioning
Lead

Clinical Lead

CCG Assurance

Risk
Register ID

Michelle Ashbridge

Dr Abdul Mustafa

Planned Care
Improvement Group

621

Referral to Treatment 18 &
52 week waits

Pat Keane

Dr Clive Harris

Planned Care
Improvement Group

879
685

Diagnostic 6 Week Waits

Pat Keane

Dr Clive Harris

Planned Care
Improvement Group

776

Jenny Beckett

Dr Adam Sheppard

A&E Improvement
Group

758

Healthcare Associated
Infections

Laura Elliott

Dr Anna Hartley

MYHT Contract Quality
Board

862

Urgent and Emergency
Care – YAS 111

Jenny Beckett

Dr Adam Sheppard

111 West Yorkshire
Quality Group

323

Urgent and Emergency
Care – YAS 999

Jenny Beckett

Dr Adam Sheppard

YAS Contract
Management Board

426

Alix Jeavons

Dr Nadim Nayyar

Turning Point Contract
Meetings SWYPFT
Quality Board

1124
1057

Indicator(s)
Constitutional Cancer
Waiting Time measures

A+E 4 hour waits

Mental Health Service
Transformation

Dr Patrick Wynn
(Acute)

Friends and Family Test

Laura Elliott

Dr Debbie Hallott
(Maternity)

Provider-specific Quality
Boards

Dr Nadim Nayyar
(Mental Health)

Practice Visits

N/A

Dr Greg Connor (GP)
NHS Wakefield Complaints

Ruth Unwin

Dr Adam Sheppard

Integrated Governance
Committee

N/A

Patient Advice Liaison
Service

Laura Elliott

tbc

Quality Intelligence
Group

N/A

Continuing Healthcare
(CHC)

Judith Wild

Judith Wild

Integrated Governance
Committee

1096
1087
757

39

Title of
meeting:

Governing Body

Agenda
Item:

Date of
Meeting:

10 July 2018

Paper Title:

Finance Report Month 2

14a

Public/Private Section:

Public
Private
N/A

2018/19
Purpose (this
paper is for):

Decision

Discussion

Assurance



Information

Report Author and Job Karen Parkin, Associate Director Finance & Contracting.
Title:
Responsible Clinical
Not applicable
Lead:
Responsible
Jonathan Webb
Governing Board
Interim Chief Finance Officer
Executive Lead:
Recommendation :
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The CCG is forecasting delivery of the Financial Plan although is reporting an overspend
against programme budgets of £0.1m year to date.
There was £908k of unidentified QIPP at the end of May. This is being progressed through the
Programme Management Office (PMO) and delivery clinics.
The CCG control total is £2m deficit. This means that the CCG is eligible to access the
Commissioner Sustainability Fund (CSF) in 2018/19 to bring the CCG back into financial
balance. This is explained in more detail on page 5 of the report titled Commissioner
Sustainability Fund.
The CCG was required to submit an interim financial recovery plan on 30th April 2018 and
31st May 2018 with a final submission on 30th June 2018. Currently this shows the CCG
recovering back to a 1% surplus by 2020/21.
Link to overarching
principles from the
strategic plan:

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

A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



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

Not applicable

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

There is formal monthly reporting requirement to NHSE England.

Reference document(s) /
enclosures:

n/a

Risk Assessment:

Relevant risks are identified on the CCG risk register

Finance/ resource
implications:

Not applicable

None identified

n/a

Finance Report
Month 2
2018/19
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date : 14th June 2018

Executive Summary – Key Indicators
Summary of Key Financial Measures
Year to Date
Actual
£m

Target
£m

Indicator
Running costs spend within plan
Programme spend within plan
Actual Surplus/(deficit) within plan in year
Actual Surplus /(deficit) within plan (cumulative)
Cash balance at month end is within 1.25% of monthly drawdown
QIPP delivery
CCG cash drawdown does not exceed maximum cash drawdown
Better Payment Practice Code (Value)
Better Payment Practice Code (£)

Variance
£m

RAG
rating

FOT
Actual
£m

Target
£m

Variance
£m

RAG
rating

1.3

1.3

0.0

G

7.6

7.6

0.0

G

96.0
(0.3)
(0.5)
1.25%

96.1
(0.4)
(0.6)
2.02%

(0.1)
(0.1)
(0.1)
0.77%

A
A
A
A

572.4
(2.0)
(2.8)
1.25%

572.4
(2.0)
(2.8)
1.25%

0.0
0.0
0.0
0.0%

G
G
G
G

1.1

1.1

0.0

G

16.5

16.5

0.0

G

43.0
95.0%
95.0%

43.0
98.5%
99.7%

0.0
3.5%
4.7%

G
G
G

576.0
95.0%
95.0%

576.0
95.0%
95.0%

0.0
0.0%
0.0%

G
G
G

Headlines
The CCG is forecasting delivery of the Financial Plan although is reporting an overspend against programme budgets of £0.1m year to date.
There was £908k of unidentified QIPP at the end of May. This is being progressed through the Programme Management Office (PMO) and delivery clinics.
The CCG control total is £2m deficit. This means that the CCG is eligible to access the Commissioner Sustainability Fund (CSF) in 2018/19 to bring the CCG back
into financial balance. This is explained in more detail on page 5.
The CCG was required to submit an interim financial recovery plan on 30th April 2018 and 31st May 2018 with a final submission on 30th June 2018. Currently
this shows the CCG recovering back to a 1% surplus by 2020/21.
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Reported Financial Position 18/19
Annual
Budget
£'000

Budget to Expenditure Variance
FOT
FOT
Date
to Date
to date Expenditure Variance
£'000

£'000

£'000

£'000

Expenditure
Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning

316,205
48,914
42,304
34,296
62,511
55,850

52,701
8,152
7,051
5,716
10,418
9,308

52,701
8,116
7,051
5,831
10,418
9,308

0
37
0
(115)
0
0

316,205
48,914
42,304
34,205
62,511
55,850

0
0
0
92
0
0

Other Services
QIPP
QIPP ‐ Internal Recovery
0.5% Contingency
Non Recurrent Investment
Total Programme Services
Running Costs
Total Running Costs Services
Total CCG Net Expenditure

17,285
(10,024)
0
2,890
2,190
572,421
7,611
7,611
580,032

2,881
(1,100)
0
482
365
95,974
1,269
1,269
97,243

2,802
(520)
0
0
365
96,073
1,268
1,268
97,341

79
(580)
0
482
0
(98)
0
0
(98)

17,377
(10,024)
0
2,890
2,190
572,421
7,611
7,611
580,032

(92)
0
0
0
0
0
0
0
0

Allocation
In year allocation
Total Deficit

Total
YTD
Expenditure Variance
FOT
FOT
Allocation Allocation
to Date
to date Expenditure Variance
£'000
£'000
£'000
£'000
£'000
578,032
96,908
97,341
(433)
580,032 (2,000)
578,032
96,908
97,341
(433)
580,032 (2,000)
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Allocations Table
18/19 Paramedic Allocations
HRG 4
IR Rules

Total
£'000
122
(1,232)
(1,208)

NR
£'000
122

R
£'000
(1,232)
(1,208)

Running Costs

7,619

7,619

HIV Transfer

(101)

(101)

GP Access Funding

2,235

2,235

Co Commissioning

56,883

56,883

1,149

1,149

508,510
4,044
(11)
(70)
89
3
578,032

508,510
4,044

Transfer One Health & Claremont
1819 Recurrent Allocation
Additional Resource 2018‐19
Market Rent ‐Running Costs
Market Rent
HSCN
HSCN ‐ Running Costs
Total Allocations Pd 1

(11)
(70)
89
3
203

577,829

Financial Position-Narrative
Acute Contracts
There is currently limited trading data available from NHS and Non NHS Providers. The Aligned Incentive Contract (AIC) with Mid Yorkshire
Hospitals NHS Trust (MYHT) will provide stability in financial forecasting as the contract is for an agreed value although there is an agreed
risk share arrangement in place with a maximum risk exposure of £1m in 2018/19.
Actual activity against the plan will continue to be monitored to ensure delivery of the key principles outlined in the contract.
Prescribing
April 2018 data is not available at the time of writing.
Continuing Healthcare
The QA system (patient data base) currently shows patients who have been assessed and continue to receive a package of care in the
current financial year 2018. At this point in the financial year the system is showing an underspend. This has been adjusted for potential
new patients in year and is currently reporting breakeven.
Liaison Services have been commissioned to conduct several data reviews on historical payments to providers. Liaison Services have been
successful in recovering overpayments identified at other CCG’s.
MySupportBroker has been commissioned to provide care planning, brokerage, payment administration and conduct financial audits for all
Personal health Budgets (PHB ) including children's services. This is a 2 year contract that will review 54 existing patients in year 1 and an
additional 50 new patients in year 2.
Capital
The CCG has made capital bids for 2018/19 for £101k involving PefectWard system and a new CHC system. The CCG has also made a bid for
STP money to build a new health centre for the City Fields development in Wakefield. This would have a capital cost of £8m over three
years commencing from 2020/21.
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Commissioner Sustainability Fund
The Commissioner Sustainability Fund (CSF) has been established to support those CCG’s that are unable to live within their means for 2018/19.Any CCG that has been set a
deficit control total will be eligible for CSF, the value of which will bring the CCG back into financial balance as long as the in year control total is delivered. This should not be
considered additional income flowing into the health economy. The CSF provides allocations funding for expenditure which would take place anyway and reduce the deficit
which would otherwise arise.
The CSF will be contingent upon financial delivery in line with plan. The CSF will be payable based solely on financial performance.
Release of the CSF will be subject to a quarterly review process in arrears based on an assessment against the CSF conditions. To ensure sensible phasing of plans and to
discourage in particular phasing of plans towards the latter part of the year, the payment will be weighted towards the latter part of the year.
The CSF will operate on a cumulative basis, so that if a CCG misses the year to date control total in any given quarter, but then recovers it’s cumulative control total in a
subsequent quarter, it can still receive its full amount of funding.
Where a CCG earns its CSF allocation in one quarter but subsequently goes off plan, the funds it has received will not be clawed back as long as the phasing of the plan has
been agreed by NHSE England. If the phasing has not been agreed by NHSE the payments will be clawed back.
Access to CSF is based on the following:

Objectives
Conditions/measurement
Demonstrate commitment to
Deliver a financial plan consistent with the financial
delivery of financial control
control total for 2018/19.
total
Agreement of a milestone‐based recovery plan with
Repayment of cumulative
NHS England by the end of quarter 1 if not already in
debt
place.
Hit the year to date financial control total for each
Delivery of the financial plan quarter across 2018/19 and provide a credible and
for the year
well‐evidenced forecast in line with the plan at the
end of quarters 1, 2 and 3.
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The quarterly profiling of the financial position has been established
to take account of the planned start dates of the CCGs efficiency
schemes and has been agreed with NHS England. The profile
(excluding Commissioner Sustainability Funds) is shown in the table
below.

Cumulative

Q1
£m

Allocation
Expenditure
Deficit
% of CSF payable

Q2
£m

Q3
£m

Q4
£m

144.5
(146.0)
(1.5)

289.0
(291.9)
(2.9)

433.5
(436.4)
(2.9)

578.0
(580.0)
(2.0)

10%

25%

30%

35%

QIPP
RECOVERY PLAN DASHBOARD 2018/19 as at 31 May 18 @ 14:59

Ref

Scheme Name

Plan

Current Forecast

Overall RAG

Management lead

Clinical lead

Executive lead

1

ARMD Pricing

£

1,100,000 £

1,100,000

G

Associate Director of Finance and Contracting

GP Governing Body Member

Chief Operating Officer

2

Children's MH Transformation

£

146,250 £

146,250

Y

Senior Commissioning Manager ( Childrens)

Network Chair

Programme Commissioning Director of Integrated Care
Programme Commissioning Director of Integrated Care

3

Clinical Pharmacy in General Practice (CPGP)

£

1,000,000 £

1,000,000

A

Clinical Pharmacist

Clinical Lead ‐ Medicines Optimisation

6

GP Extended Access

£

200,000 £

200,000

Y

Head of Primary Care Co‐Commissioning

GP Member Governing Body

Programme Commissioning Director of Integrated Care

7

Centralising Wound Care Products in Primary Care

£

75,000 £

75,000

A

Medicines Safety Officer

Clinical Lead ‐ Medicines Optimisation

Interim Chief Nurse

8

Appliance Management and Supply

£

150,000 £

150,000

A

Head of Medicines Optimisation

Clinical Lead ‐ Medicines Optimisation

Interim Chief Nurse

9

Sleep Management Pathway

£

80,000 £

80,000

A

Head of Medicines Optimisation

Clinical Lead ‐ Medicines Optimisation

Interim Chief Nurse

10

Weight Management: Orlistat

£

45,000 £

45,000

A

Head of Medicines Optimisation

Clinical Lead ‐ Medicines Optimisation

Interim Chief Nurse

12

Primary Care Prescribing Transactional QIPP

£

800,000 £

800,000

A

Head of Medicines Optimisation

Clinical Lead ‐ Medicines Optimisation

Interim Chief Nurse

14

NHS CHC Comissioning Intentions 18/19

£

550,000 £

550,000

R

Head of Continuing Healthcare

TBC

Interim Chief Nurse

15

Co‐Commissioning

£

1,275,000 £

1,275,000

G

Head of Primary Care Co‐Commissioning

GP Governing Body Member

Programme Commissioning Director of Integrated Care

16

Learning Disability Commissioning 18/19

£

195,000 £

195,000

R

LD Commissioning Manager

Network Chair

Programme Commissioning Director of Integrated Care

17

Mental Health Commissioning Intentions 18/19

£

52,000 £

52,000

A

Senior Commissioning Manager Mental Health

Network Chair

Programme Commissioning Director of Integrated Care

18

Mental Health Locked Rehabilitation 18/19

£

400,000 £

400,000

A

Senior Commissioning Manager Mental Health

Network Chair

Programme Commissioning Director of Integrated Care

19

CAMHS and Future in Mind Review

£

300,000 £

300,000

Y

Senior Commissioning Manager ( Childrens)

GP Governing Body Member

Programme Commissioning Director of Integrated Care

20

AQP Contract Expiry

£

1,000,000 £

1,000,000

A

Head of Analytics

GP Governing Body Member

Chief Operating Officer

21

Non Recurrent Funding Budget 18/19

£

700,000 £

700,000

G

Projects Accountant

Clinical Chair

Interim Chief Finance Officer

22

Aligned Incentive Contract / Contract Challenges

£

1,500,000 £

1,500,000

G

Associate Director of Finance and Contracting

Various

Chief Operating Officer

23

Connecting Care Prioritisation 18/19

£

1,410,000 £

1,410,000

Y

Programme Commissioning Director of Integrated Care

GP Governing Body Member

Chief Officer

26

King Street Void Space

£

128,000 £

128,000

R

Financial Accountant

Clinical Chair

Chief Operating Officer

32

UTC

£

1,400,000 £

1,400,000

G

Urgent Care Transformational Lead

Deputy Chair

Associate Director of Corporate Affairs

33

Review of Ambulatory Emergency Care

£

400,000 £

400,000

G

Urgent Care Transformational Lead

Deputy Chair

Chief Operating Officer

37

Full Review of Contracts

£

176,000 £

176,000

A

Head of Contracting

Various

Associate Director of Finance and Contracting

44

Planned Care Transformation and Delivery

£

60,000 £

60,000

A

Senior Commissioning Manager

GP Governing Body Member

Chief Operating Officer

46

Pathology

£

100,000 £

100,000

G

Associate Director of Finance and Contracting

Deputy Chair

Chief Operating Officer

47

MSK Triage Impact

£

650,000 £

650,000

A

Senior Commissioning Manager

GP Governing Body Member

Chief Operating Officer

48

Transformational Risk Share

£

1,000,000 £

1,000,000

R

Head of Contracting

Various

Chief Operating Officer

49

Corporate Costs

£

500,000 £

500,000

R

Associate Director of Corporate Affairs

n/a

Chief Operating Officer

52

RSS / TRISH

£

200,000 £

200,000

R

Senior Manager TRISH/RSS

GP Governing Body Member

Chief Operating Officer

Unidentified

£

907,750 £

907,750

£

16,500,000 £

16,500,000

6

QIPP cont
•
•
•
•
•

7 schemes (green) have already delivered with a full year impact of £6.5m
4 schemes (yellow) have a high likelihood of delivery, totalling £2.1m
12 schemes (amber) have a medium likelihood of delivery, totalling £4.5m
6 schemes (red) have a low likelihood of delivery totalling £2.5m.
The Delivery Clinic is focussing upon closing the gap of £0.9m to deliver the £16.5m QIPP target and
continuing to extend the scale of opportunity (£3.5m) to reflect the £20m ‘target’ set by the Finance
Committee.

•

Overall RAG of QIPP schemes is as follows:‐
QIPP
Assessment
Green

6.5

Yellow

2.1

Amber

4.5

Red

2.5

Unidentified

0.9

Total

7

Value
£m

16.5

Risks and Mitigations (as reported to NHS England)

Risk

£m

In year trading

(1.1)

Childrens & LD Complex patients

(0.4)

TCP repatriation

(0.5)

QIPP Gap

(0.9)

Total Risk

(2.9)

Mitigations

£m

Contingency held

2.9

Net Risk

8

0.0

Details
Limited trading data available. All PbR contracts
were set at out‐turn plus growth.
LD teams are micro managing each case and
other opportunities being reviewed.
The CCG is working with colleagues in other
CCGs to identified their share of the national
Pipeline schemes are being identified to close
the gap.

Scenario analysis
Whilst the CCG is reporting nil net risk to NHS
england, initial scenario analysis has been
undertaken which highlights the current volatility of
risks and opportunities.
This is captured in the table below.

Upside
£m
Key issues
In year trading
Complex Patients/TCP
QIPP Gap
Contingency

(0.5)
(0.5)
(0.5)
2.9
1.4

Forecast Downside
£m
£m
(1.1)
(0.9)
(0.9)
2.9
0.0

(2.0)
(2.0)
(6.4)
2.9
(7.5)

The downside QIPP gap in the table opposite is
derived from the following assessment.

QIPP
Assessment
Green

6.5

100%

6.5

Yellow

2.1

80%

1.7

Amber

4.5

40%

1.8

Red

2.5

5%

0.1

Unidentified

0.9

0%

‐

Total
Gap from plan

9

Delivery Risk assessed
Weighting
value
£m

Value
£m

16.5

10.1
(6.4)

Title of meeting:

Governing Body

Date of meeting:
Paper title:

10 July 2018
Finance Control, Planning and
Governance Self-Assessment

Purpose (this paper
is for):
Report author and
job title:
Responsible clinical
lead:
Responsible
governing body
executive lead:
Recommendation(s)

Decision

Discussion

Agenda
14b
item:
Public / private section:
Public:
Private:
N/A:
If private, insert here a
reason for inclusion as a
private paper

Assurance



Information

Eamonn May, Corporate Financial Accountant
Not applicable
Jonathan Webb, Chief Finance Officer

It is recommended that the Governing Body:
i) Note the NHS England requirement for all CCGs to
complete a self-assessment of their overall control
environment, covering financial control, planning and
governance.
ii) Note the process followed to complete the NHS
Wakefield CCG self‐assessment checklist and note the
outcome of which was submitted to NHS England on 22
June 2018.

Executive
summary:

iii) Delegate authority to the Accountable Officer and Audit
Committee Chair to approve future submissions, with the
completed self-assessments being reviewed at Audit
Committee on behalf of the Governing Body.
NHS England have asked all CCGs to undertake a selfassessment of finance controls, planning and governance.
The express purpose is to identify ‘early warning signs’ of
CCGs in financial distress.
The self-assessment requires review and approval from the
Accountable Officer and Audit Committee Chair, and the
results must be reported to the Governing Body.
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Link to overarching
principles from the
strategic plan:

Outcome of
Integrated Impact
Assessment (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:
Reference
Document(s) /
Enclosures
Risk assessment:

Of the eighty five criteria that have been assessed, ten were
assessed as partially or not met. A number of these related
to the financial position and financial history of the CCG. A
number relate to issues that the CCG can influence or
remedy, and outline action plans have been developed and
documented for these.
Reduction in hospital admissions where
appropriate leading to the 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.

Not applicable.

None identified.
Not applicable.

Not applicable.

The completion of this self-assessment frameworks process
assurance to the Governing Body on how the CCG is
identifying and managing financial risks.
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Finance / resource
implications

No immediate resource requirement.
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NHS Wakefield Clinical Commissioning Group
Governing Body
10 July 2018
Finance Control, Planning and Governance Self-Assessment

1

Introduction
All CCGs were asked by NHS England at the end of May 2018 to prepare a
self-assessment, based on the Financial Control Environment Assessment
framework that CCGs were asked to populate as a “one off exercise” in 2015.
The purpose is to provide ‘early warning signs’ of CCGs in financial distress
and to provide assurance that there are adequately designed and effective
financial controls and governance processes in place to manage risk.
The self-assessment is designed to consider the overall control environment
and covers financial control, planning and governance.
NHS England require the self-assessment to be approved by the Accountable
Officer and Audit Committee Chair. They also require the results and the selfassessment to be reported to the CCG’s Governing Body.

2

Assessment Framework
The framework is set out in the following way:


Eighty five criteria to be assessed:
o
o



Quarterly criteria (52).
Annual criteria (33).

Each criteria fit into one of twelve categories:
o
o
o
o
o
o
o
o
o
o
o
o

Detailed financial planning.
In-year financial performance.
Contracts.
System-wide performance.
Financial control.
Risk management.
Audit.
Finance and Investment Committee.
Governing Body.
Capability and capacity.
PMO function (QIPP).
CSU support.



Each criteria to be assessed as:
o
o
o
o

Yes (criteria fully met).
Partial (some but not all are fully or partially met).
No (none of criteria met).
N/A.

We understand that this self-assessment process will be required to be
undertaken on a quarterly basis.
3

Results
The self-assessment was originally completed in draft form by the Chief
Finance Officer, the Associate Director of Finance and the Corporate
Financial Accountant. It was then reviewed with the Accountable Officer and
the Chair of the Audit Committee.
Of the 85 criteria that were assessed:





71 were assessed as fully met.
8 were assessed as partially met.
2 were assessed as not met.
4 were assessed as not applicable (CSU finance support).

For the 10 criteria that were assessed as partially met or not met, there were
a number which related to the financial position and the financial history of the
CCG rather than the governance and controls that the CCG has in place.
Issues that fall into this category include:


The cumulative deficit position of the CCG in 2018/19.



The NHS England allocations policy which has assessed the Wakefield
co-commissioning primary care allocations as being of more than 5%
above target allocation.



The CCG requiring a ‘supplementary’ cash draw-down in the last 12
months (relating to 2017/18).



A revision to the assessed underlying position since 2018/19 plan
submission.

There are a number of other issues which are more closely related to issues
that the CCG can influence or remedy, and in each case an outline action
plan is contained within the detailed framework. These issues include:


Training for all staff on financial governance (possibility of an e-learning
package being explored with NHS England).

2



All finance and executive team roles filled by substantive appointments
(CFO post to go to advert in Autumn 2018).



Confirmation that all contract documentation has been signed
(supporting detail of the MYHT aligned incentive contract is being
finalised).



Turnover rate of the CCG running at c.15% with suggestion in the
criteria that this should be less than 5% (CCG will continue to review
team capacity and capability, turnover rates, staff survey results and
exit interview feedback).



CCG confirmation that they have a high confidence that the plan is
achievable and the CCG has the capacity and capability to deliver it
(CCG has undertaken scenario analysis on financial position and there
are downside risks which would preclude a “high” confidence
assessment at this stage of the year).

The detailed assessment is contained in Appendix A.
4

Action Required
It is recommended that the Governing Body:
i)

Note the NHS England requirement for all CCGs to complete a selfassessment of their overall control environment, covering financial
control, planning and governance.

ii)

Note the process followed to complete the NHS Wakefield CCG self‐
assessment checklist and note the outcome of which was submitted to
NHS England on 22 June 2018.

iii)

Delegate authority to the Accountable Officer and Audit Committee
Chair to approve future submissions, with the completed selfassessments being reviewed at Audit Committee on behalf of the
Governing Body.

Eamonn May
Corporate Financial Accountant
05 July 2018

3

APPENDIX A

CCG Financial Control, Planning and Governance Self‐Assessment

Detailed Financial Planning and Budget Setting

Domain

#

Assessment Criteria

Is the CCG planning to meet all business rules in 2018 ‐ 19 as set by NHS England?
1 (In‐year control total compliant, achieving 1% cumulative surplus, contingency set aside for unforseen events, Admin spending contained
within technical limits, Mental Health Investment Standard compliant)
Is the CCG planning compliance with all additional expectations in 2018 ‐ 19 as defined by NHS England?
(Meeting Mental Health Investment expectations accross all metrics (e.g. C&YP Year on Year growth), Compliant with requirement to invest
2
£3per head in primary care over 2 years (2017‐19), Meeting requirement to reinvest Non‐Elective Marginal rate benefit, reinvesting
readmissions penalties (where levied)).
Is the CCG plan meeting good practice expectations in preparation of 2018 ‐ 19 financial plans?
(underlying position maintained (balanced or in surplus ‐ e.g. by deploying some expenditure on a non‐recurrent basis), Plan is realistically
3 profiled, QIPP target is ambitious but not unrealistic (i.e. >2% and <4% of CCGs total allocation and in line with historic delivery), QIPP plan is
not unduely profiled towards the last quarter of the year (i.e. <65% of QIPP is due to be delivered in months 7‐12), plan templates analysed
and completed in required level of granularity (new requirement for 18/19 Acute PODs & MH).
Has the CCG utilised and modelled year on year assumptions as per NHS England Planning Guidance? including activity growth broadly in line
4 with National trend assumptions, tariff efficiency and inflation etc. If not, please clearly specify rationale and impact of alternative
assumptions.
5 Is the CCG unidentified QIPP less than 15%? if no, state value, % of allocation and process/timescales to close this gap
6 CCG can confirm key risks are identified and quantified with clear and credible mitigations in place?
Can the CCG confirm it has reasonable contingencies or reserves set aside to respond to unforeseen events and they are phased
7
appropriately?

Frequency

Y/N/P/NA

Annual

Partial

Annual

Yes

Annual

Yes

Annual

Yes

Annual
Annual
Annual

Yes
Yes
Yes

Quarterly

Partial

Budgets are prepared with involvement of trained budget holders with guidance on assumptions (e.g. growth, efficiencies and inflation
9 provided by CCG CFO); budgets are formally agreed / signed off and any budget adjustments/virements

Annual

Yes

All areas of expenditure are budgeted at a sufficiently detailed level to facilitate understanding of actual performance and enable robust
financial control?
11 Is the finance function actively involved in service developments, procurements and wider commissioning agenda?
Is the CCG within 5% above/below target funding?
12

Annual

Yes

Annual
Annual

Yes
Partial

13 Is the CCG reporting FOT equal to or better than plan?

Quarterly
Quarterly

Yes
Partial

Quarterly
Quarterly

Yes
Yes

Quarterly

Yes

19 Is year to date QIPP delivery in line with planned profile?

Quarterly
Quarterly

Yes
Yes

20 The CCG has robust process in place to provide timely realistic forecasts?

Annual

Yes

Quarterly

Yes

8 CCG can confirm they have a high confidence that the plan is achievable and the CCG has the capacity and capability to deliver it?

10

In year Financial Performance

14 Is the CCG's underlying position equal to or better than plan, i.e. no emerging deficit or deterioration in‐year?
15 CCG to confirm that all identified risks have been fully quantified within the reported position? If no, please specify
Is the CCG reporting nil net risks? i.e. gross risks identified and quantified with fully identified mitigating actions that are clear and developed
16
and fully off‐set identified risks, .
The CCG to positively confirm that it is not relying on any unconfirmed outstanding allocations as in‐year mitigation to deliver forecast? If
17
unable to confirm, please specify type of allocation, amount and anticipated funding source?
18 Is the CCG unidentified QIPP less than 15%? if no, state value and actions being taken

21

Can the CCG confirm that there is consistency in financial reporting and that this is signed off by the CFO? (including but not limited to;
internally and externally reported, across ledger system and related financial reporting such as agreement of balances and finance reports).

22

If the CCG is subject to a Financial Recovery Plan (FRP), the CCG can confirm that this is 'owned' by the whole CCG and not just finance?
(potential evidence ‐ as a minimum is an update provided to the Governing Body on a monthly basis, named leads)

Quarterly

Yes

23 Does the expenditure run rate triangulate with the cash run rate allowing for reasonable reconciling items? If no, state material causes

Quarterly

Yes

Please explain key reasons where not met
2018/19 plan is a £0.8m cumulative deficit.

CCG has set aside 0.5% contingency reserve to deal with future
uncertainties (although this is a finite resource).
The CCG has put plans in place to ensure it has the required
capacity and capability. The CCG has reasonable confidence
(rather than high confidence) that the plan will be achieved and
undertakes upside / downside scenario analysis to assess
confidence.
Budget reports including version to version control, budget books
signed, budget management policy continues, all virement forms
signed.
Plan completed as per template and guidance.

Actions to address issues identified
Financial recovery plan develped to return CCG to
a 1% cumulative surplus by the end of 2020/21.

Ongoing focus on financial recovery and close
management of all budget spend to provide
confidence on delivery of plan as we progress
through the financial year.

Yes for core allocation. At 20/21 still 8% above on primary care co‐ Continued review of programme budgets as part
commissioning.
of financial recovery and sustainability planning.

There has been no "real" deterioration of the underlying position Continued review of financial position and focus
in‐year although there has been a downwards 're‐statement' of
on recurrent efficiencies.
the underlying position described in the 31 May 2018 plan
submission.

At month 2 position, also expected at month 3/Q1.

Reconciled each month.

#

Contracts

24

System‐wide Performance

Domain

Assessment Criteria

Partial

25 The CCG can confirm they have no identified / outstanding contractual disputes (formal or informal)?

Quarterly

Yes

26 The CCG can confirm that there are currently no Novel or contentious contract procurements planned (1‐3 year pipeline)?

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Annual

Yes

Annual

Partial

Annual
Annual
Annual
Quarterly

Yes
Yes
Yes
Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Yes

Quarterly

Partial

Annual

Yes

Quarterly

Yes

Where applicable, the CCG can confirm that risk sharing arrangements with other CCGs and trusts or other partners are fully documented and Quarterly
collectively agreed and the associated financial risks are evaluated monthly to inform CCG Forecasts.
Quarterly
Where applicable, the CCG can confirm that financial controls are in place to ensure the CCG is not placed at undue financial risk as a result of
46
CCG hosting/lead arrangements? e.g. where the CCG receives income for the provision of services commissioned by other organisations

Yes

The CCG can confirm that it has a positive working relationship with its key stakeholders? including main NHS providers, GPs and local
authority/ies? If no, please specify

28 The CCG has strong engagement with it's main provider Trusts, including where the CCG is not the lead commissioner?
The CCG can confirm that it is operating within a system where the main providers have accepted their in‐year control totals and are
29 forecasting to deliver control total compliant plans? i.e. no providers are reported as 'off plan' or in special measures/financial recovery? If
no, please specify?
30

The CCG is reasonably confident in the delivery of the reported financial position of its providers or partners including main NHS providers,
independent sector, other partner organisations etc.? If no, please specify.

The CCG can confirm Prime Financial Policies and the underpinning detailed financial policies and procedures are regularly reviewed and
31 updated.

Financial Control & Process

32

All staff including committee staff are trained on financial governance and training record is fully documented?

33 Delegated authorities (as set out in the CCG scheme of delegation) are built into ISFE and are regularly reviewed and updated?
34 The CCG has clear guidance documents in place for key processes of financial control such as procurement and recruitment?
35 All Journals are fully documented and approved by appropriate level supervisor?
CCG undertakes and can provide evidence of a process of internal financial management? this should include (but may not be limited to)
36 detailed monthly financial reporting to budget managers / owners and review, evidence of challenge with the 'owner', and a process to seek
Recover Action actual performance is adverse to plan.
37 The CCG can evidence that the balance sheet is reviewed every month with full reconciliations and sign off of all control accounts?
38

The CCG to confirm that robust processes are in place to support the completion of Agreement of balance returns and that they are
completed on time and differences with NHS bodies are actively resolved?

39 Accounts payable and receivable are both regularly reviewed, proactively managed and regularly reported to the Governing Body?
40 The CCG can confirm that any debtor or creditor balances (Non‐NHS) over 120 days have all been fully provided for?
41 All cash forecast and drawdown requirements are agreed and signed off with appropriate governance e.g. CCG CFO
42

The CCG manages cash balances effectively and has not required any supplementary cash drawdowns in the last 12 months? If no, confirm
how many instances and actions being taken to avoid reoccurrence?

43 CCG can confirm it received a 'No material issues' opinion in the last Internal Audit report rating for "Financial Control"?

Risk Management

Y/N/P/NA

Quarterly

27

The CCG can confirm, all contracts signed for 2018‐19 including; any MOUs, secondment agreements, BCF, pool agreements etc and any
contract variations required for 2018‐19

Frequency

44 CCG can confirm there are effective risk management processes in place? Including; the identification, quantification and mitigation of risk
45

47 The CCG undertakes a Pro‐active horizon scanning process with risks assessed in terms of likelihood and financial impact?
The CCG Governing Body financially assesses all risks on risk register on a periodic and timely basis, a process which is supported by a robust
48
risk tracking and reporting system regularly reporting to the appropriate committee.

Quarterly
Quarterly

Please explain key reasons where not met

Actions to address issues identified

MYHT aligned incentive contract. Further supporting details are
being worked up.

Finalise supporting detail (intention is end June
2018).

The CCG has many associate contracts and cannot have strong
engagement with them all given the small contracting resource.

The lead commissioner roles and responsibilites
ensure this is done on behalf of the other CCGs.
Where there is no lead commissioner, a robust

Mid Yorkshire HT and North Kirklees CCG have challenging
financial positions which remain a concern. There is a system
wide gap still after all the efficiency programmes put in place.

All key/relevent personnel ie budget holders, have had the
necessary training.

The CCG is exploring with NHS England the
possibility of a mandatory e‐learning package on

Signed hard copies are kept.
Diary entries, cotemporaneous notes taken.

Hard copy file for each month. Signed monthly by CFA. Signed
quarterly by ADFC.
Signed by CFO, audited by external auditors, monitored by NHSE.
Aged debtors and creditors reported to GB and Finance
Committee.
Aged debtors and creditors reported to GB and Finance
Committee.
Signed off by CFO.
The CCG manages it's cash effectively. It did, however, require a Cash will continue to be managed in a way which
supplementary drawdown to cover 2017/18 deterioration in
is convergent with NHS England aims and
position.
objectives

Yes

MOUs with other CCGs in place eg for healthy futures.

Yes
Yes

Audit Committee minutes.

Domain

#

Assessment Criteria

Annual
Annual

Yes
Yes

Audit chair can confirm that lay members training needs are regularly reviewed and appropriately addressed?

Annual

Yes

Where applicable, Audit Committee can confirm that service auditor reports are received from outsourced service providers and assurance is
sought that the overall control environment of the CCG is not negatively impacted through the arrangement?
Audit committee ensures responsibilities for implementing recommendations are appropriately assigned with timescales agreed and major
items delivered on time.
Audit Committee obtains direct evidence in key areas of concern where appropriate to reduce reliance on representations from senior
management
CCG can confirm it has no internal audit category 1 findings and recommendations and all lower level recommendations implemented on
time and in full?
CCG can confirm it has no adverse external audit findings and recommendations in the last 12 months?

Annual

Yes

Quarterly

Yes

Audit Committee minutes.

Quarterly

Yes

Quarterly

Yes

Annual

Yes

Annual
Annual
Quarterly

Yes
Yes
Yes

61 Is there a robust process for investment decisions and monitoring of investment implementation and delivery?
Does the investment process include a Post Implementation review stage that allows lessons learnt to be factored in to future investment
proposals?
62

Annual
Annual

Yes
Yes

The CCG can evidence that; the Finance & Investment Committee has met regularly as stipulated in terms of reference with agendas and
minutes recording decisions, and robust monitoring and follow up of actions?
The Finance & Investment Committee chair/s report to the governing body following each meeting and have an annual review of the
64
committee's performance?
The Committee report clearly articulates: in year and forecast position, underlying run rate, key risks and mitigations, QIPP progress, clear
65
actions and progress, key financial and related operational performance, procurement plan, committee work plan etc

Quarterly

Yes

Annual

Yes

Quarterly

Yes

Yes in the main.

Underlying run rate is being added.

The GB Finance report clearly articulates key financial performance information including; in year and forecast position, the budget is
Quarterly
66 reconciled to the allocation, underlying run rate, key risks and mitigations, QIPP progress, clear actions and progress, and key financial and
related operational performance is evident?
Quarterly
The CCG GB fulfil a role of constructive, focussed and relevant challenges with timely and robust monitoring and follow up of actions? This
will include (but is not limited to) the reporting of the financial position of the CCG is a standing agenda item, there is sufficient time given to
67
discuss finance, there is effective challenge, the whole of the GB takes collective responsibility for the finances and receive appropriate
training
CCG to confirm there is sufficient finance skills within the GB including lay members?
Annual
68

Yes

Yes in the main.

Underlying run rate is being added.

No

CFO is interim seconded from NHSE.

Plan is to recruit permanent CFO in August 2018.

No
Yes

CFO is interim seconded from NHSE.
Plan is to recruit permanent CFO in August 2018.
100% PDR completion 2017, with all necessary training plans and
CPD in place.
15.43%. The staff turnover rate is currently c15% which the CCG Continued monitoring of team capacity. Ensuring
would consider as within an acceptable range.
that we have sufficient staff in our priority areas.
Continued review of staff survery results and exit
interview feedback to ensure we understand

Audit

53
54
55
56
57

Finance & Investment Committee

Actions to address issues identified

There are 3 lay members, 1 of which is a qualified accountant and
sits as the Audit Chair.
Audit Committee minutes.
Audit chair meets internal and external auditors at least once a
year and as required.
There are 3 lay members, 1 of which is a qualified accountant and
sits as the Audit Chair.
Audit Committee minutes.

52

Governing Body (GB)

Please explain key reasons where not met

Yes

50 Audit Committee receives and follows up all internal audit reports and approves internal audit plan?
Audit chair regularly meets with internal and external auditors without management present?
51

58 Has the CCG a separate Finance & Investment Committee in place, if no what is in place to ensure strong financial governance?
59 Is the Chair of the Finance & Investment Committee independent?
60 CCG can evidence through reporting that there is a clear audit trail of reporting activity performance and the financial implications?

63

CCG to confirm finance roles are all filled by substantive appointments? If no, state % wte vacancy and proportion covered by interim staffing Quarterly
arangements
70 Are the Executive Team all substantive appointments with no vacancies? If no, state which roles are currently vacant
Quarterly
Do all staff have clear roles and responsibilities that are supported by an process of performance development? i.e. including having had PDPs Annual
71
within the last 12 months, a clear training and development plan with CPD up to date for all applicable staff members?
Quarterly
The CCG staff turnover % based on the previous 12 months is 5% or less? If no, state the turn over % and whether the CCG considers this
72
acceptable stating the rationale
69

Capability and Capacity

Y/N/P/NA

Annual

49

The CCG Audit Committee Chair is a qualified accountant or is supported by an appropriately qualified Lay member?

Frequency

Quarterly
73

CCG can confirm where relevant, shared management team recognises the organisational boundaries and allows sufficient time to focus on
the separate issues of each constituent CCG?

Internal Audit report findings to AC.

Lay member.
Reporting to Finance Committee not yet taken place in 18/19.
SUS/SLAM data only just available.

MYHT review is done in detail and this is being
expanding across other contracts.

Investment proposals, for example mental health and learning
disability, are subject to a benefit realisation review, to ensure the
money has been spend correctly and the investment is achieving
what it set out to do.

Yes

Yes

Partial

Yes

Domain

#

Assessment Criteria

74 CCG can confirm there is a robust PMO function in place for QIPP delivery?

PMO Function (QIPP)

Y/N/P/NA

Quarterly
Quarterly

Yes
Yes

76 Where QIPP Schemes require consultation, the CCG confirms consultation guidance has been followed?
Has the CCG agreed QIPP plans with its main providers as part of its agreed contract with clearly defined risk management?
77

Annual
Annual

Yes
Yes

78 Can the CCG evidence clear clinical leadership and engagement in the development and delivery of QIPP plans?

Quarterly
Quarterly

Yes
Yes

Quarterly

Yes

CCG can confirm that QIPP performance is monitored at least monthly at individual initiative level with QIPP performance figures reconciling Quarterly
to reported I&E performance?

Yes

75 CCG can confirm there is sufficient resource in place to ensure the delivery of the QIPP schemes?

79

Can the CCG confirm and evidence that they have extensively reviewed the QIPP "Menu Of Opportunities" and "Difficult Decision" papers
taking necessary steps to fully implement identified opportunities?

80 Can the CCG confirm that all QIPP schemes have associated, risk assessed business cases with key milestones identified for delivery?
81

CSU Support

Frequency

CCG can confirm it has robust contracting arrangements in place with commissioning support service provider? This includes; a signed
Quarterly
contract detailing all services to be delivered and related standards of performance, regular meeting to review performance against the
82
contract, CCG acts as an intelligent customer with clear specifications, division of duties and responsibilities with effective escalation and
dispute procedures.
The CCG is confident that the CSU provider is resillient and provides value add? i.e. Service provider delivers economies of scale and regularly Quarterly
demonstrates value for money. Service provider able to draw on support from a wider pool of commissioning support staff across a wider
83
geography and not over‐reliant on one or two key staff. Niche expertise available as required to address specific issues, rigorous approach,
share and continuously implement best practice.
CCG can confirm it has an excellent working partnership with the service provider? i.e. roles and working arrangements clearly defined,
Quarterly
84 shared purpose, mutual trust, customer service is routinely monitored, open communications with constructive challenge and joint
organisational development
Quarterly
Commissioning support provider has the required Business Intelligence capability and capacity? i.e. capacity and expertise to handle and
85 process large volumes of data and provide accurate, clean, relevant and timely information and intelligence. All data is stored and handled in
accordance with required governance with full audit and tracking. Appropriate data and information held to support commissioning decisions

Not Applicable

Not Applicable

Not Applicable

Not Applicable

Please explain key reasons where not met

Posts are being recruited to now and full PMO team expected to
be in place by October.
Signed heads of terms for the aligned incentive contract with
MYHT and this defines the risk share.
Menu Of opportunities – yes ‐ PMO have reviewed the MoO paper
and some of these are now pipeline schemes (there is a report
available). Difficult decision paper – I will check with
commissioning team and get back to you. I have scanned it and
we use all of their recommended principles.
QIPP report to Finance Committee each month. Also monthly non‐
isfe reporting to NHSE.

Actions to address issues identified

Agenda item : 15a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 17 April 2018

Present:

In Attendance:

18/25

Sandra Cheseldine
(Chair)
Richard Hindley
Dr Adam Sheppard

Lay Member

Marie Hall
Jonathan Hodgson
Rob Jones
Eamonn May
Karen Parkin
Angela Peatfield
Amrit Reyat
Olivia Townsend

Audit Yorkshire
Audit Yorkshire
KPMG
Corporate Financial Accountant
Acting Director of Finance
Minute Taker
Governance & Board Secretary
Audit Yorkshire

Lay Member
Nominated Clinical Member

Welcome and Chair’s opening remarks
Sandra Cheseldine commented that this was the first Audit Committee
meeting held since Andrew Pepper, Chief Finance Officer left the CCG to
take up a secondment at the South Yorkshire and Bassetlaw Integrated
Care System. Sandra wished Karen Parkin well in her role as Acting
Director of Finance.
Marie Hall, Counter Fraud Specialist was welcomed to the meeting.

18/26

Apologies for absence
Apologies for absence were received from Dr Deborah Hallott and Dr Clive
Harries

18/27

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
Sandra Cheseldine declared an interest advising that she is currently an
Audit Yorkshire Board Member. Richard Hindley, as Deputy Chair noted
the declaration and it was agreed as the Audit Yorkshire items were not
“decision making” items, it was determined that Sandra could partake in the
discussion.
18/33 – Governance Exceptions Report
Dr Adam Sheppard declared an interest in this item regarding the External
Remuneration Activity declared by Dr Sheppard in this report. The
declaration was noted and the Chair determined that as this was not a
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“decision making” item Dr Sheppard could partake in the discussion.
18/28

Minutes of the meeting held on 6 February 2018
The minutes of the meeting held on 6 February 2018 were agreed as a
correct record.

18/29

Action sheet from the meeting held on 6 February 2018
The action sheet was noted.

18/30

Audit Committee Annual Report 2017/18
Amrit Reyat presented this report providing a summary of the activities of
the Audit Committee throughout 2017/18. It concluded that the Committee
has complied with its terms of reference and fulfilled its duties.
Dr Adam Sheppard suggested that the report is amended to clarify that not
all the clinical representative members are required to attend every
meeting. Only one clinical representative is required to attend the Audit
Committee for quoracy purposes.
Sandra Cheseldine confirmed that she had previously had a discussion with
Amrit Reyat regarding the results of the Audit Committee Effectiveness
Survey and the Governance Statement will be amended to reflect this
conversation.
It was RESOLVED that:
i)
ii)

18/31

the Committee noted and discussed the Audit Committee Annual
Report 2017/18; and
agreed that the report be presented to the Governing Body subject to
the agreed amendments.

Audit Committee Effectiveness Report
Amrit Reyat presented this report noting that the survey was conducted in
two parts and the paper provides a breakdown of the responses. As the
response rate was low the committee is asked to feedback on how the
online survey was received and to consider how the committee would want
to receive future surveys.
Sandra Cheseldine referred to the question regarding quality assurance and
advised that this is presented and discussed at the Integrated Governance
Committee at which Sandra attends. Quality assurance is also received
through the Internal Audit process. The minutes of both the Audit
Committee and Integrated Governance Committee are presented at
Governing Body which reflect the topics discussed at meetings.
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Following discussion it was agreed that a paper providing information on
how quality assurance is received in the CCG should be presented at the
July Audit Committee for clarification.
Sandra Cheseldine commented that there were a large number of questions
in the two part survey and there needs to be some reflection on the content
of the survey prior to the completion of an Effectiveness Survey next year.
Sandra Cheseldine advised that all feedback on how the Committee is run
is very valuable and agreed that at the end of a meeting the time to reflect
how the meeting went and whether members agreed that there had been
sufficient discussion would be useful.
Richard Hindley commented the need to balance the content of both the
Audit Committee and Integrated Governance Committee agendas is
acknowledged noting that the Audit Committee receive a half yearly report
from other Committees to provide assurance of the topics being discussed.
Karen Parkin commented that following the appointment of the Interim Chief
Nurse, senior management discussions have taken place regarding the
inclusion of a quality aspect as part of the work undertaken by Internal
Audit. The relationship between Audit Committee and Finance Committee
is also necessary to ensure appropriate consideration of controls and
assurance.
Sandra Cheseldine referred to the work of the PMO which is discussed at
the Finance Committee and suggested that an overview of the work
undertaken by the PMO would be helpful if presented to the Audit
Committee. It was suggested that this paper could be presented at the July
Audit Committee.
Discussions that have taken place at the Finance Committee regarding the
Aligned Incentive Contract were referred to and how the proposed savings
are going to be monitored. Karen Parkin advised that Internal Audit will be
requested to test and review the Aligned Incentive Contract in Q3 and this
will be reported to the Audit Committee.
Jonathan Hodgson commented that the results of the survey were positive.
Sandra Cheseldine asked for Appendices 2 and 3 of the report to be
circulated separately to Governing Body members Dr Clive Harries and Dr
Deborah Hallott who were unable to attend this meeting.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the findings of the Audit Committee Effectiveness
Survey;
approved the action plan; and
agreed to re-focus the questions to be included the survey for 2018/19.
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18/32

Audit Committee Workplan 2018/19
Amrit Reyat presented the Audit Committee Workplan for 2018/19 which
supports the agenda planning for the committee and helps to ensure that all
responsibilities delegated by the Governing Body are covered by the
committee.
It was RESOLVED that:
i)

18/33

the Committee approved the workplan for 2018/19

Governance Exceptions Report
Amrit Reyat presented this regular report providing details of the
governance control exceptions declared during the period 27 January to 31
March 2018.
Sandra Cheseldine referred to the tender waiver in respect of
Mysupportbroker and queried the costs involved which appeared high if
relating to the 54 Personal Health Budgets in place and whether this was
good value for money. It was agreed that Judith Wild would be asked to
provide further clarification to Sandra Cheseldine following the meeting.
A discussion followed and it was understood that some of the costs detailed
in the waiver will be for set up costs
Karen Parkin confirmed that the CCG have not hit the target for the number
of Personal Health Budgets in place and the Mysupportbroker contract has
not yet been signed.
It was RESOLVED that:
i)

18/34

the Committee noted the Governance Exceptions report

Governing Body Assurance Framework
Amrit Reyat presented this paper noting that the Audit Committee Terms of
Reference advise that the Committee has a role to oversee the
effectiveness of key assurance and risk management systems and
processes, including reviewing an up to date risk profile and challenging
risks on the Assurance Framework to ensure risks are managed effectively.
The Assurance Framework is therefore presented for information noting that
this document was approved by the Governing Body on 13 March 2018.
Sandra Cheseldine advised that a recent Governing Body development
session had been held to discuss and identify the 2018/19 strategic
objectives. Once the strategic objectives have been agreed this will be
followed by a further review of the Assurance Framework. Sandra referred
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to the increase of the appetite score in relation to Vision 9 and whether this
was justifiable. This will be considered as part of the next review of the
Assurance Framework.
It was RESOLVED that:
i)
ii)

18/35

the Committee noted the development of the Governing Body
Assurance Framework; and
noted the updated 2017/18 Governing Body Assurance Framework
for NHS Wakefield Clinical Commissioning Group which was
approved by the Governing Body on 13 March 2018.

Accounting Policies
Eamonn May presented this paper detailing the process for the adoption
and reporting of the CCG’s Accounting Policies. Eamonn advised that there
had been minor presentational changes to the documentation. Sandra
Cheseldine queried whether a decision had yet been made regarding
charitable donations. Eamonn May responded to say no final decision has
yet been made and discussions are being held with External Audit
colleagues.
It was noted that the CCG’s financial statements will be prepared in
accordance with the Group Accounting Manual 2016/17 issued by the
Department of Health and Social Care.
It was RESOLVED that:
i)
ii)

18/36

the Committee noted the processes for the adoption and reporting of
the CCG’s Accounting Policies; and
agreed delegation to the Acting Chief Finance Officer to make
changes as appropriate, liaising with the external auditors as
appropriate.

Annual Accounts 2017/18 Going Concern Review
Eamonn May presented this paper advising that the CCG accounting
statements will be prepared on the going concern basis as public sector
bodies are assumed to be going concerns where the continuation of the
provision of a service in the future is anticipated, as evidenced by inclusion
of financial provision for that service in published documents.
Eamonn May advised that in line with NHS guidance “Putting Patients
First”, the CCG is producing an operational financial plan for 2018/19. Five
year allocations from 2016/17 were issued by NHS England for the CCG
and subsequently updated in the recent 2018/19 Planning Guidance from
NHS England.
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It was RESOLVED that:
i)

18/37

the Committee noted the processes and guidance in place to support
the preparation of the CCG 2017/18 Financial Statements on a going
concern basis

Annual Accounts 2017/18 Estimates and Judgement
Eamonn May confirmed that there had been no changes to the Annual
Accounts 2017/18 Estimates and Judgement since that reported at the
February Audit Committee.
It was RESOLVED that:
i)

18/38

the Committee noted the verbal update

Annual Accounts 2017/18
Eamonn May presented this update and confirmed that the final cash
position was £588k or 1.14% of the March drawdown from NHS England
(NHSE). This was within the NHSE target of £646k or 1.25% of the March
drawdown. The CCG received the extra cash from NHSE in line with the
CCG’s forecast outturn position, enabling the CCG to meet its normal
creditor payments.
The paper included an update regarding IR35 regulations and the treatment
with regard to three members of staff facing redundancy as part of the
annual accounts reporting.
Eamonn May advised that the HMRC has notified NHSE of a potential
income taxation liability in respect of the legacy PUPoC payments. It was
noted that NHSE intend to dispute all assessments with support from their
tax advisers and so CCGs need not seek further expert advice.
Interim actions in place until this matter is resolved include as a
precautionary measure from 6 April 2018 the CCG must withhold 20% of
the value of indexation element of all future redress payments, not just
legacy PUPoC cases, pending final agreement of treatment with HMRC. It
was noted that the CCG has not as yet had to make a payment minus the
20%. When this type of payment arises appropriate wording will be agreed.
NHSE will account for any potential liability centrally and it will not be
passed on to CCGs. This only applies to legacy PUPoC cases and so
could have an impact on the CCG. The CCGs Head of Service for
Continuing Health Care is discussing with the shared service, Doncaster
CCG, how this will be applied.
Eamonn May confirmed that the Capita Service Auditor Report has been
received noting there are some gaps in the control environment and these
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are being worked through. If members would like to see a copy of the
report this can be obtained by contacting Eamonn May. Other Service
Auditor Reports are expected to be received in late April.
It was RESOLVED that:
i)

18/39

the Audit Committee noted the accounting issues that have arisen
since the February Audit Committee

Draft Annual Accounts 2017/18
Karen Parkin gave a verbal update advising that following the release of
£2.5m of the 0.5% risk reserve and £0.6m release of Category M benefit the
adjusted forecast was £775k deficit. The CCG’s closing position subject to
audit was £759k. It was noted that a full finance summary will be provided
at the Integrated Governance Committee on 19 April 2018.
Eamonn May advised that the CCG were on target to reach the deadline of
agreement of balances.
It is intended that a checklist will be provided at the ‘page turner’ meeting on
3 May in anticipation of the questions that may be asked by members of the
committee.
Rob Jones confirmed that work is ongoing off site regarding the audit of
accounts and External Audit colleagues will be on site in the week
commencing 30 April to continue the audit.
It was RESOLVED that:
ii)

18/39

the Audit Committee noted the verbal update

Remuneration Report
Eamonn May gave a verbal update that work is ongoing to complete the
Remuneration Report and finance colleagues are working with Payroll to
obtain the necessary information.
It was noted that there are no major changes to the format of the report or
the detail included.
It was RESOLVED that:
i)

18/40

the Audit Committee noted the verbal update

Draft Annual Governance Statement 2017/18
Amrit Reyat presented this report confirming that the draft governance
statement is compliant with the template issued by NHS England. The
governance statement identified two ‘control issues’ in relation to Finance
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and Constitutional Targets.
It was noted that the document still requires updating including the findings
from the Capacity and Capability Review.
Jonathan Hodgson suggested details of the Conflicts of Interest audit
should also be included.
Sandra Cheseldine requested that page numbers are added for ease of
reference of future drafts.
It was RESOLVED that:
i)

ii)
18/41

the Audit Committee noted the guidance issued by NHS England
regarding the preparation of the Annual Governance Statement for
2017/18; and
noted the draft Governance Statement.

Annual Report 2017/18
Tony Ryder attended the meeting to present the draft Annual Report
2017/18 noting that there is still further work to be completed including the
latest performance data, the Capacity and Capability Review and 360
degree feedback.
It was noted that the first draft of the annual report is compliant with the
template issued by NHS England for CCGs. It has been written to reflect
the successes of the CCG in delivering the 2017/18 plan as well as the
significant challenges the organisation has faced.
Sandra Cheseldine commented that the report flowed well and the content
was good. Thanks were extended to the Communication Team for the
completion of the report. Tony Rider responded to confirm that individuals
had taken ownership of their sections of the report and the themes included
were similar to last year.
A discussion took place and the following were highlighted.
Jonathan Hodgson suggested that the Conflicts of Interest policy should be
included in the policies section in Appendix 2.
Rob Jones referred to page 51 commenting that the words and graphics in
the table did not seem to match up.
Richard Hindley suggested that the inclusion of some graphics on page 35
would be helpful. Tony Rider agreed to look into this.
Jonathan Hodgson referred to page 35 and advised that there is mention of
external report with regard to the Emergency Preparedness Resilience and
Response section. This should be amended to internal audit.
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It was suggested that on page 83 the Workforce section details need to be
re-looked at. Tony Rider agreed to review who should be included in this
section.
It was RESOLVED that:
i)

18/42

the Audit Committee noted and commented on the draft Annual Report
2017/18

Draft Head of Internal Audit Opinion
Jonathan Hodgson presented the draft Head of Internal Audit Opinion
advising that it is the intention to provide the final opinion by 29 May 2018.
It is anticipated that a ‘significant assurance’ opinion will be given.
Sandra Cheseldine commented that she was pleased to see that a
‘significant assurance’ opinion is being proposed.
It was RESOLVED that:
i)

18/43

the Audit Committee noted the draft Head of Internal Audit Opinion

Internal Audit Charter
Jonathan Hodgson presented the Internal Audit Charter which sets out how
Audit Yorkshire will deliver the Internal Audit service in accordance with the
Public Sector Internal Audit Standards.
It was noted that Audit Yorkshire plan to have an external review of their
processes including the Charter.
It was RESOLVED that:
i)

18/44

the Audit Committee noted and received the Internal Audit Charter

Internal Audit Draft Plan 2018/19
Jonathan Hodgson presented the Internal Audit Draft Plan for 2018/19
which is part of a high level three year strategic audit plan that was agreed
with the Audit Committee in May 2016. This will be the final year of the
current strategic audit plan. The plan has been refreshed in light of key
plans, risks and issues affecting the CCG and the wider NHS.
It was noted that the plan will be kept under review during 2018/19 and
changes will be made as required following discussion and agreement of
the CCG senior management and the Audit Committee.
Jonathan Hodgson advised that days deferred from 2017/18 will be
included in the 2018/19 plan. Although the day rate has been increased the
number of days has been reduced so this makes the arrangement cash
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neutral.
It was RESOLVED that:
i)

18/45

the Audit Committee reviewed and approved the 2018/19 Internal
Audit Plan

Internal Audit Progress Report
Jonathan Hodgson presented the Internal Audit Progress Report. One
audit report has been agreed with Management since the last Audit
Committee and two further reports have been issued in draft.
Reference to the Complaints audit and in particular the recommendation
regarding the CCG to consider its decision to uphold all complaints
received. It was noted that this had been considered by the Complaints
Team and following a detailed discussion by the Audit Committee it was
agreed that following the recommendation from the Complaints Team the
current process will continue.
Jonathan Hodgson detailed the changes to the 2017/18 audit plan that had
been requested since the last Audit Committee noting it is anticipated that
the full programme will be delivered by year end as planned.
It was RESOLVED that:
i)
ii)
iii)

18/46

the Audit Committee noted the content of the report;
approved the amendment format of the report; and
approved the removal of the reports from the tracker as detailed in the
report.

Counter Fraud Progress Report
Olivia Townsend presented this report providing an update on progress
against the work plan and an update of on-going reactive investigation
work.
Olivia Townsend referred to the Quality Assessment Visit undertaken by the
NHS Counter Fraud Authority and the results are included as an appendix
to the report. The rating system is based on red, amber and green (RAG)
ratings and link directly to the NHS Protect standards for providers (fraud,
bribery and corruption). Prior to the visit the Self Review Tool (SRT) was
the organisation’s own review of compliance with the standards and this
was completed and submitted to NHS Protect on 31 March 2017. The SRT
contained supporting comments in relation to each self-assessed standard.
The report details the rating awarded together with appropriate and relevant
recommendations to improve the organisation’s counter fraud work.
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Reference was made to point 1.8 in relation to the NHS Standard Contract
and it was acknowledged that the correct processes were in place but there
was no written formal follow up process. Following this recommendation an
action plan has been agreed to design a formal ‘follow up’ process and
establish a timeframe for the CCG chasing any non-responses.
It was acknowledged that overall this was a positive assessment.
Olivia Townsend advised that the score for 1.8 will be changed from amber
to green acknowledging that appropriate actions have been put in place.
Confirmation of this change to the scoring will be requested.
It was noted that it is unlikely we will be re-assessed this year.
It was RESOLVED that:
i)
18/47

the Audit Committee noted the Counter Fraud Progress Report

External Audit Technical Update
Rob Jones presented this update which highlights the main technical issues
which are currently having an impact on the health sector. It was noted that
since the development of this update the agreement of balances information
was now out of date.
It was noted that the use of rag rating in the report is useful.
It was RESOLVED that:
i)

18/48

the Audit Committee noted the External Audit Technical Update

Value for Money Opinion
Rob Jones gave a verbal update advising that work is still ongoing to obtain
the value for money opinion. The PWC report will provide a large amount of
evidence and assurance with the aim of avoiding duplication.
Karen Parkin advised that following review of the draft report and submitting
the CCG’s comments to PWC, the final report is expected to be received
later this week and a copy will be forwarded to our External Auditor
colleagues.

18/49

Matters to be referred to the Governing Body or other sub committees
No matters required referral to the Governing Body or other sub
committees.
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18/50

Any other business
Sandra Cheseldine requested feedback from attendees at the meeting
including whether there had been appropriate discussion.
It was agreed that there had been a good level of debate and all items had
been discussed appropriately.

18/51

Date and time of next meeting
Thursday, 3 May 2018, 11.30 am in Boardroom, White Rose House
Thursday, 24 May 2018, 1.00 pm in Boardroom, White Rose House (Sign
off of annual accounts)
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Agenda item : 15a(ii)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 3 May 2018

Present:

In
Attendance:

18/52

Sandra Cheseldine
(Chair)
Dr Deborah Hallott
Dr Clive Harries

Lay Member

Nicola Ball

Contract Accountant

Rob Jones
Eamonn May
Jonathan Hodgson
Amrit Reyat
Tony Rider
Angela Peatfield

KPMG
Corporate Financial Accountant
Audit Yorkshire
Governance and Board Secretary
Communications Lead
Minute Taker

Nominated Clinical Member
Nominated Clinical Member

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.
Sandra advised that she will soon be retiring from her role as Audit Chair
and Governing Body member, final date yet to be agreed. Sandra
introduced Richard Watkinson, who has been appointed as the new Lay
Member and Audit Chair who will be taking up post shortly and welcomed
Richard to the meeting.
Nicola Ball, Contract Accountant and Adam Robertshaw, Project
Accountant who have been involved in the production of the Annual
Accounts for 2017/18 were welcomed to the meeting.
Sandra Cheseldine advised the Committee that Jonathan Webb has been
appointed as the Chief Finance Office and takes up the post with effect from
8 May 2018.

17/53

Apologies for absence
Apologies for absence were received from Dr Adam Sheppard and Richard
Hindley.

17/54

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
A declaration of interest was noted on behalf of the two GP members in
attendance, Dr Hallott and Dr Harries in relation to general practice

Page 1 of 6

information included in the Annual Report 2017/18. The Chair noted the
declaration and confirmed that Dr Hallott and Dr Harries could still partake
in the discussion.
17/55

Draft Annual Report and Accounts 2017/18
Sandra Cheseldine thanked everyone involved in producing the Annual
Report and Accounts 2017/18 document.

a) The Performance Report
Page 6 – Include MCP definition. Add comment referring to Conexus newly
formed.
Page 7 – add break for paragraph, bottom of page starting “A review of the
CCG’s Capacity and Capability …………”
Page 11 – Paragraph starting “To ensure we work effectively…..” amend
semi colon to a colon.
Page 14 – Add “Wakefield District” following reference to Age UK. Under
MCP Vanguard section, amend reference to page number.
Page 17 – in third paragraph remove the word “will” from the sentence
starting “Through GP Care Wakefield, patients ………….”
Page 21 – In the sentence at the bottom of the page starting “The
service………..” remove the word ‘and’.
Page 24 – as part of the Working across the area, include a cross reference
to where South West Yorkshire Partnership Foundation Trust is mentioned.
Page 27 – third paragraph references the nine priority programmes and
these are different to what is list on the previous page. Check with the West
Yorkshire and Harrogate Health and Care Partnership to confirm the priority
programmes.
Page 29 – add page number. In first paragraph change semi colon to colon
and remove the word ‘they’ on the last line of the paragraph.
Amend wording advising that the next AGM etc……….
Page 31 – check acronyms and confirm reference to PPG Network and
PRG, are they one and the same?
Page 32 – both links on this page go to the same link, check if required to
show twice
Page 35 – format of word E.coli – make reference the same in document

Page 2 of 6

Page 37 – noted final year end stats are awaited. Sentence repeated
referring to ambulance handover.
Page 39 – Reference to Mental Health Navigators – needs updating.
Page 43 – Consider reviewing the content of the first two paragraphs
Page 46 – review wording regarding quality process and that this is the
heart of what we do.
Page 47 – add further detail regarding guest flats within WDH Independent
Living and Extra Care schemes.
b) Accountability Report
Page 50 – Fourth paragraph down, insert new paragraph with the sentence
commencing ‘Understanding referral……’
In paragraph commencing ‘Our GP Practices….’ Add ‘District’ after
Wakefield.
When referring to website – add word ‘see’
Page 51 – add ‘District’ after Wakefield.
Page 52 – Amend, only one practice rated inadequate.
Consider graph, wording says improving situation, the graph does not
reflect this.
c) Governance Statement
Ensure reference to Governing Body is consistent throughout the
document.
Page 59 – Query Connecting Care Executive – there is no lay member
representation – wording regarding lay membership on committees requires
amendment to reflect this.
Page 63 – Need to add note to reflect Pat Keane attendance, e.g. not
attended Integrated Governance Committee.
** note regarding Andrew Pepper in attendance as a Governing Body
member is with regard to Audit Committee.
Page 64 – Consider rewording first paragraph re Joint Governance and
reference to Chief Officer delegated authority.
In UK Corporate Governance Code – ‘NHS Bodies are not required to
comply with the UK Code of Corporate Governance is mentioned twice.

Page 3 of 6

Page 70 – Consider re-wording first paragraph regarding Business Critical
Models.
When referring to PWC, show in full and be consistent when referring to
them.
Remove sentence at the end of the fourth paragraph which starts
‘Additionally, the CCG received…………..
Last paragraph – amend last line from unqualified audit report to qualified.
Page 72 – consider amending paragraph that commences ‘The CCG will
continue to work…………….’ Explain in line with what?
Last paragraph – amend fourth line and change ‘Joint’ to ‘joint’.
Page 73 – second line removed ‘it’
Eight paragraph amend 2018/19 to 2017/18 and 3 May to 24 May.
Page 74 – Remove italics from the Counter fraud arrangements section.
Page 80 – first bullet point, remove ‘the board of the’
In Conclusion paragraph amend planned surplus figure to £10.5m.
Last sentence amend ‘as’ to ‘are’ in large part.
Remuneration
Page 81 – consider re-wording third paragraph
Page 83 – review and update the table in respect of end dates and notice
periods.
Page 85 – consider amending notes at the bottom of the page
Query whether include Local Authority members. Following discussion it
was agreed should be included but acknowledging that they are on the
Local Authority Payroll.
Query regarding Chief Officer expenses. It was agreed this would be
clarified but it was thought to relate to lease car expenditure.
Sandra Cheseldine thanked Tony Rider for pulling the Annual Report
together.
Dr Clive Harries commented that he was no longer a GP trainer and his
biography would need to be amended.
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Consultation figures required to be updated in the Remuneration Report.
c) Financial Accounts
Note 3.2 – query re rent rebate – to confirm if this relates to Local Authority
properties re-valued.
Note 3.3 – add explanation regarding CHC Co-ordinators and confirm
Connecting Care Income regarding hubs and Better Care Fund.
Note 10 – put in full WGA – Whole of Government Accounts and add
explanation.
Query regarding accrued income – money not exchanged. Add explanation
in notes.
Note 12 – discussion regarding accruals with External Audit to ensure
coded correctly, add explanation or changing last year’s comparatives.
Rob Jones confirmed that other CCGs have not done this, consider
appropriate to re-visit comparators. This will not change NHSE template.
When agreed way forward ensure it is reconciled in the notes.
Query Independent Sector and how this has been presented in previous
years.
Note 1.27 will be amended and show what line it is in regarding charitable
donation.
Details of invoices raised in relation to the charitable donations is not
sufficient detail for Audit Committee to be assured how funds have been
spent. Eamonn May confirmed that he will provide further assurance.
Sandra Cheseldine thanked the Finance Team for completing the Annual
Accounts work on deadline alongside the additional work involved regarding
the PWC/NHSE requests.
Rob Jones confirmed that the audit of the annual accounts is progressing.
He referred to the Value for Money audit and advised that he had received
a copy of the PWC report and a meeting had been arranged with Jo
Webster regarding the official response to this report.
It was noted that documentation will reference the change in the Finance
leadership.
17/59

Any other business
Eamonn May referred to the GP members HMRC investigation and
confirmed that this matter has now been resolved. It was noted that £20k
was on account relating to this cost and it is to be noted that the CCG
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liability will be £3k, therefore there will be refund. A paper providing full
details will be presented at the 24 May 2018 Audit Committee.
17/60

Date and time of next meeting
Thursday, 24 May 2018, 1.00 to 3.00 pm, Seminar Room, White Rose
House.
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Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 April 2018
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Clare Linley
Karen Parkin
Jo Webster

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Interim Chief Nurse
Acting Chief Finance Officer
Chief Officer

In Attendance:

Susan Allan-Kirk

Headquarters Services Manager (item
18/97)
Head of Contracting & Performance
(items 18/90, 18/99, 18/100)
Lay Member
Quality Co-ordinator (item 18/90)
Head of Quality & Engagement (items
18/90, 18/91)
Minute taker
Governance & Board Secretary
Senior Information Governance
Officer (items 18/92, 18/93,18/94,
18/95)
Deputy of HR & OD (item 18/101
Associate Director of Corporate
Affairs
Governance Officer (item 18/96)
Health & Safety Manager (SWYPFT)
(item 18/97)

Lorraine Chapman
Sandra Cheseldine
Lucy Dyson
Laura Elliott
Angela Peatfield
Amrit Reyat
James Siddall

Suzie Tilburn
Ruth Unwin
Pam Vaines
Roland Webb

18/82

Apologies for Absence
Apologies were received from Pat Keane

18/83

Declarations of interest
18/90 – Integrated Quality and Performance Report
Dr Phil Earnshaw and Dr Pravin Jayakumar declared an interest in
relation to this report as GP practice information is included in the report.
The Chair noted the declarations. As this is not a “decision making” item
Dr Earnshaw and Dr Jayakumar could provide input into the debate.
18/99 – Contract, Governance and Assurance Report
Dr Phil Earnshaw and Dr Pravin Jayakumar declared an interest in
relation to this report as they both have a connection with Conexus
Healthcare Ltd. The Chair noted the declarations. As this is not a
“decision making” item Dr Earnshaw and Dr Jayakumar could provide
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input into the debate.
18/84

Minutes of the meeting held on 15 March 2018
The minutes of the meeting held on 15 March were approved as a
correct record with the following amendment:
18/62 – Integrated Quality and Performance Report
On page 4 of the minutes the paragraph starting “It was suggested that a
report….” had been repeated twice.
18/65 – Continuing Health Care Revised Policies
The third paragraph under this item should read “A discussion followed
regarding the PHB policies and Sandra Cheseldine queried the
differences in the policies. For example the Care Quality Commission
check providers in relation to Children’s PHB but this is not the
arrangement for an Adult’s PHB.”

18/85

Action Sheet from the meeting held on 15 March 2018
All actions were noted.

18/86

Matters Arising
There were no matters arising.

18/87

Matters referred to this Committee
Following a discussion at a recent Finance Committee regarding the Any
Qualified Provider contract process it was suggested that this is
presented to the Integrated Governance Committee. However, following
discussion it was agreed that this would be more appropriate to be
presented to the Probity Committee to avoid any primary care conflicts of
interest.

18/88

Integrated Governance Committee – Committee Effectiveness
Report
Amrit Reyat presented this report providing a summary of the Annual
Effectiveness survey including feedback following some of the responses
together with an action plan to improve processes.
A discussion followed regarding agenda papers and it was agreed that
each agenda item should be accompanied by a good executive summary
which highlights the key points. There is not always a requirement for all
the working documents relating to an item to be shared with the
Committee.
Ruth Unwin advised that she is developing guidance notes on preparing
papers for Committees which includes the introduction of additional
senior management oversight. This was suggested in the recent
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Capability and Capacity Review undertaken by PWC as an area which
could benefit from improvement.
It was suggested that a further review of the committee processes should
be undertaken in six months to consider what improvements had been
achieved.
It was RESOLVED that:
i)
ii)
18/89

the Committee noted the findings of the Integrated Governance
Committee Effectiveness Survey; and
approved the action plan.

Integrated Governance Committee – Annual Report 2017/18
Amrit Reyat presented the Integrated Governance Committee Annual
Report for 2017/18 noting that the Committee has complied with its terms
of reference and fulfilled its duties.
It was RESOLVED that:
i)

18/90

the Committee noted the report and recommended the annual
report to be presented to the Governing Body

Integrated Governance Committee – 2018/19 Workplan
Amrit Reyat presented the draft Workplan for 2018/19 which reflects the
Committee’s agenda structure.
Ruth Unwin referred to the frequency of receiving regular standing
reports, noting that some items will be presented less frequently. It was
agreed that the Governing Body Assurance Framework will be presented
to the Committee on a six monthly basis.
It was acknowledged that this is a draft document and some of the dates
were still be populated.
It was RESOLVED that:
i)

18/91

the Committee approved the draft 2018/19 Workplan

Integrated Quality and Performance Report
Laura Elliott, Lorraine Chapman and Lucy Dyson attended the meeting to
present this report detailing the current performance against indicators
on the strategic balanced scorecards.
Clare Linley referred to the question raised at the March meeting
regarding the impact on quality of the additional beds at Mid Yorkshire
Hospitals NHS Trust (MYHT). The matter was raised at the MYHT
Executive Quality Board meeting to gain assurance on the potential
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impact of the additional beds on quality and patient safety. It was noted
that Clare Linley has arranged to meet with the Chief Nurse at MYHT to
discuss this matter further and to understand what processes are in
place to ensure that the additional beds are not ‘normalised’.
It was reported that one of the larger care homes in the District had been
rated as ‘requires improvement’ in May 2017. Following a recent
unannounced inspection in January and February 2018 the care home
has been rated overall ‘inadequate’. Laura Elliott advised that in
response to the deterioration in the rating the home has been moved to
enhanced surveillance in line with NHS England quality surveillance
processes. A quality review meeting was held with Local Authority
colleagues on 29 March 2018 to discuss any further action required.
Following concerns raised at the March Integrated Governance
Committee meeting regarding the Hip Fracture Pathway, this issue was
raised at the MYHT Executive Quality Board and a further report has
been requested but not yet received.
Dr Phil Earnshaw commented that both he and Sandra Cheseldine have
raised concerns regarding this pathway in the past and suggested that it
may be appropriate to consider escalating this concern.
Sandra Cheseldine commented that one of the main concerns is the lack
of rehabilitation and patients are not being mobilised soon enough
following their procedure. It was agreed that Clare Linley and Laura
Elliott will agree the scope of further questions for MYHT with Dr Phil
Earnshaw and Sandra Cheseldine to gain assurance of progress being
made and will provide a further update to the Committee.
It was noted that MYHT considered including the Hip Fracture Pathway
as a Quality Account priority for 2018/19. However, this will not be
included as MYHT state they are meeting required standards. The CCG
have suggested that an alternative priority be included which focuses on
patient rehabilitation and mobilisation.
Clare Linley advised that with regard to medical staffing this report is still
awaited from MYHT.
Laura Elliott advised that a summary of the results of the Adult Critical
Care Peer Review published in December 2017 are included in the
report noting that the review concludes that the Acute Hospitals
Reconfiguration which merged critical care beds at Pinderfields has
impacted positively on a number of standards which were previously
partially met or non-compliant.
Karen Parkin and Lorraine Chapman highlighted key areas from the
performance section noting that there has been an overall decline in
performance against the cancer waiting time standards, including the 62
day wait from an urgent GP referral. At the end of February a total of
four 52 week Referral to Treatment breaches were reported against the
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CCG. All four breaches were due to patients waiting longer than 52
weeks for treatment at Leeds Teaching Hospital Trust. The CCG has
requested a Root Cause Analysis report from the Trust.
Lorraine Chapman referred to the Diagnostic 6 week waits noting that
February’s performance showed signs of improvement and reported
above the 99% national standard at 99.1%.
Stephen Hardy referred to the A&E four hour waiting time target and Jo
Webster advised that the 10% overall improvement referred to West
Yorkshire. In the last quarter MYHT are reporting in the upper quartile
which shows an improvement.
Dr Phil Earnshaw referred to the late GP referrals and queried what the
definition of a late referral is and requested that GPs require feedback to
enable practices to identify where the process went wrong. Lorraine
Chapman agreed to feedback these comments.
With reference to electronic discharge letters it was noted that following
GP colleagues raising concerns, MYHT will be including a process to
audit the discharge letters against the quality markers within the list of
quality priorities.
It was RESOLVED that:
i)
ii)
iii)

18/92

the Committee noted the current performance against indicators on
the strategic balanced scorecards;
noted those indicators where performance and quality are at target
and exception reports are provided; and
noted the actions being taken by providers and the CCG with regard
to these indicators.

Integrated Impact Assessment Policy
Clare Linley and Laura Elliott presented the Integrated Impact
Assessment Policy explaining that the purpose of the policy is to set out
the responsibilities, processes and format to be followed when
undertaking an Integrated Impact Assessment.
It was acknowledged that the completion of an Integrated Impact
Assessment is necessary to inform the decision-making process for a
project to ensure that the impact of commissioning or decommissioning
decisions deliver the intended improvement to quality, productivity or
efficiency.
A discussion followed regarding how the public are involved as part of
the engagement process. Laura Elliott responded to advise that
discussions with project groups help inform the decision making.
It was suggested that as the Integrated Impact Assessment underpins
decision making it would be useful for the policy to be shared and
Page 5 of 12

discussed by the Patient Involvement and Patient Engagement
Committee as part of the engagement process.
It was RESOLVED that:
i)
18/93

the Committee approved the Integrated Impact Assessment policy

Senior Information Risk Owner (SIRO) Annual Report 2017/18
James Siddall attended the meeting to present this annual report
providing an update on the work undertaken by the Information
Governance Team during 2017/18. The report confirms the
organisational compliance with legislative and regulatory requirements
relating to the handling of personal information, including compliance
with the current Data Protection Legislation. An outline of the work
programme for 2018/19 and how it aligns with the strategic business
goals of the CCG are also included.
The report provides assurance in relation to the effectiveness of controls
for Information Governance, Data Protection and Confidentiality.
It was noted that following Andrew Pepper, the CCG’s SIRO, leaving the
organisation to take up a secondment with South Yorkshire and
Bassetlaw Integrated Care System, Pat Keane, Chief Operating Officer
has been appointed as the CCG’s SIRO.
It was RESOLVED that:
i)
ii)
iii)

18/94

the Committee noted the content of the Senior Information Risk
Owner Annual Report 2017/18;
noted the priorities for the 2018/19 financial year; and
recommended the Annual Report to be presented to the Governing
Body for approval.

Information Governance Update
James Siddall presented this update on the current work being
undertaken by the Information Governance Team. It was noted that the
NHS Digital Data Security and Protection Toolkit (DSPT) has now
replaced the Information Governance Toolkit. A phased implementation
across the health sector is taking place during April 2018.
James referred to page 3 of the report and advised that reference to
incidents reported in quarter 4 relates to 2017/18.
It was noted that General Data Protection Regulation Work Plan activities
are progressing for each service area.
It was RESOLVED that:
i)

the Committee noted the content of the Information Governance
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ii)

18/95

update; and
progress made with the Information Governance Work Plan
including progress towards implementation of the General Data
Protection Regulation.

Confidentiality and Data Protection Policy
James Siddall presented this updated policy advising that the policy had
been revised to include requirements to support compliance with the
General Data Protection Regulation 2016/679 and Data Protection Act.
The Privacy Impact Assessment procedural document has additionally
been reviewed to enhance the process to better comply with the new
legislation.
James confirmed that service areas will be advised of the changes.
Amrit Reyat also advised that GDPR training was made available for staff
working in Continuing Health Care and staff involved in Subject Access
Requests. A Frequently Asked Questions summary is to be developed
and shared with staff along with providing drop in sessions.
Discussions are continuing regarding the Data Protection Officer role and
how this sits within the CCG.
Dr Pravin Jayakumar highlighted that an amendment is required in
section 4.4 of the policy in relation to the CCG’s SIRO. Dr Phil Earnshaw
also referred to reference in the policy to the Caldicott Guardian noting
that this also requires amending.
It was suggested that when referring to the SIRO and Caldicott Guardian
in the policy this should state that they are members of the Governing
Body. Names should not be included.
It was RESOLVED that:
i)

18/96

the Committee approved the Confidentiality and Data Protection
Policy subject to the agreed amendments

Records Management Policy
James Siddall presented the revised Records Management and
Information Lifecycle Policy which has been amended to include the
requirements to support compliance with the General Data Protection
Regulation 2016/679 and Data Protection Act.
It was noted that the Access to Records procedural document has
additionally been reviewed to bring it in line with the new legislation and
enhanced requirements.

Page 7 of 12

It was RESOLVED that:
i)
18/97

the Committee approved the Records Management and Information
Lifecycle Policy and Procedures

Incident Report Q3 and Q4 2017/18
Pam Vaines attended the meeting to present the 2017/18 Q3 and Q4
Incident Report noting that 57 incidents were reported during this period.
The key area of incident reporting continues to relate to information
governance issues.
It was RESOLVED that:
i)

18/98

the Committee noted the incidents reported during Q3 and Q4
2017/18

Health and Safety Report Q4 2017/18
Roland Webb and Susan Allan-Kirk attended the meeting to present the
Q4 2017/18 Health and Safety Report noting that 16 incidents related to
health, safety, security and building and welfare issues have been
reported.
Following an incident of an aggressive, threatening visitor to White Rose
House it was noted that the Headquarters Services Manager is exploring
delivery of Conflict Resolution Training for CCG staff.
A discussion followed acknowledging that safety of staff is paramount
and there is a ‘panic room’ sited in the Reception Area.
With reference to the building it was noted that a building condition
survey has been completed and as part of the review of the report,
consideration will be given as to what services are provided by NHS
Property Services and if costs could be reduced by using other suppliers.
It is intended a proposal will be presented to a future Integrated
Governance Committee for consideration.
It was RESOLVED that:
i)

18/99

the Committee noted the Health and Safety Q4 2017/18 report

Finance Summary
Karen Parkin tabled a summary report for Month 12, period ending 31
March 2018. It was noted that the full Finance Report will be presented
at the Finance Committee on a monthly basis.
The paper detailed the month 12 achievement of the performance targets
noting that the year-end results are draft at this stage as they are still
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subject to audit. The CCG’s closing position, subject to audit, was
£759k. The CCG’s statutory duty is to not spend more than its revenue
resource allocation. Due to the deficit position the CCG has not met the
statutory target. Under the regulations, the external auditors KPMG have
reported the failure to the Secretary of State. This will form part of the
value for money audit that KPMG complete as part of the year-end
process.
Karen Parkin advised that the Mid Yorkshire Hospitals NHS Trust total
agreed year end position was £259m including legacy/tariff premium.
This represented an overtrade position of £12.446m. The position will
continue to be monitored to assess any risk.
A discussion took place noting that risks for 2018/19 will be considered
when developing the 2018/19 Financial Plan. Following the agreement
of the Aligned Incentive contract any significant changes will require
discussion with all partners to agree a solution to ensure that the CCG is
not in a similar position next year.
It was noted that Lorraine Chapman, Head of Contracting will be
attending the Network Chairs meeting to provide an explanation of the
Aligned Incentive Contract.
Karen Parkin gave an update on QIPP advising that the final figure
achieved was £13.7m including the transacted MYHT contract QIPP.
Financial recovery savings over and above this were c£7m which were a
mixture of transacted recovery schemes and other savings achieved and
reported as underspends.
The Executive Team will be discussing QIPP and a presentation of the
2018/19 Financial Plan will be presented to the Finance Committee.
Richard Hindley commented that it would be useful to include any impact
to the organisation of any issues highlighted in future Finance Report
Summaries. Jo Webster advised that discussions are taking place to
ensure that papers are being reported to the correct Committee to avoid
duplication.
It was RESOLVED that:
i)
18/100

the Committee noted the Month 12 Summary Finance Report

Contract, Governance and Assurance Report
Lorraine Chapman attended the meeting to present this paper providing
an update on the governance processes that have been established for
production of contracts for 2018/19.
Lorraine Chapman confirmed that a full update detailing the number of
contracts in each prioritisation category and the plans/timescales and
progress made for Wakefield CCG contracts to be issued for 2018/19 is
Page 9 of 12

being compiled. It will be considered whether this report should be
received by the Finance Committee, a newly appointed sub-committee of
the Governing Body.
On 9 March 2018 the CCG published a Voluntary Ex-Ante Transparency
(VEAT) notice. This notice is published in OJEU and advised the market
that the CCG intends to offer 12 month contracts to existing providers
with Continuing Healthcare Contracts. The VEAT notice must be
published in advance of contracts being issued and provided there is no
challenge from the market the CCG can award contracts accordingly.
The CCG will need to ensure that the range of contracting options for
Continuing Healthcare are reviewed and evaluated in detail to enable the
CCG to comment and undertake a formal procurement process in the
second half of 2018/19. This is essential in order to enable contracts to
be awarded by the CCG to providers on a legitimate basis from April
2019.
Jo Webster commented that it had been necessary for the CCG to
publish a VEAT notice as it would not be possible to go through a tender
process for all services as this could put the delivery of services at risk.
Lorraine Chapman explained that there will be a framework of all
providers and work is ongoing to develop this.
It was RESOLVED that:
i)
18/101

the Committee noted the content of the report

Procurement Policy
Lorraine Chapman presented the revised Procurement Policy which has
been updated to include the revised EU procurement thresholds which
were applicable from January 2018. The CCG procurement process has
also been appended to the policy.
A discussion followed and it was noted that on page 7 of the report, point
7.4 refers to Euro value not pounds sterling.
On page 12 points 11.3.1 and 11.3.2 will be amended to refer to the
CCG’s ‘Standing Financial Instructions’ not ‘Scheme of Delegation.
It was RESOLVED that:
i)

18/102

the Committee approved the Procurement Policy subject to the
agreed amendments

Staff Survey and Action Plan
Suzie Tilburn attended the meeting to present the Staff Survey summary
confirming that the organisation received an overall 81.5% response rate.
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The summary provided details of areas of improvement and it was noted
that an action plan will be developed with director level support and will
inform the Workforce Services Workplan for 2018/19.
A discussion followed regarding the results of the bullying and
harassment section of the survey, noting that there had been a decrease
in the positive score. It was acknowledged that training in the prevention
of bullying and harassment was delivered throughout 2017/18 and
attended by 82 staff. Following a discussion by the Executive Team it
has been suggested that a range of approaches are going to be taken to
understand what improvement the CCG can make, this will include
discussions at Team meetings and Staff Forum.
It was noted that a review of the questions in future surveys will be
considered and how these can be improved.
Richard Hindley queried whether this result may be a reflection of the
pressure of work in the current financial environment of the NHS.
Jo Webster commented that as identified in the recent Capacity and
Capability review there is a strong focus on delivery and staff need to be
supported through these pressures.
It was RESOLVED that:
i)

18/103

the Committee noted the content of the Staff Survey Summary
Report 2017

Minutes of meetings
The minutes of the following meetings were shared for information
i)
ii)
iii)

18/104

Joint Acute Commissioning Working Group – minutes of meetings
held on 25 January and 1 March 2018
MYHT Executive Quality Board – minutes of meeting held on
15 February 2018
Mid Yorkshire A&E Improvement Group – minutes of meetings
held on 6 February and 6 March 2018

Consider future topics for Deep Dive
Ruth Unwin commented that the review of the Governing Body
Assurance Framework will inform the future topics for Deep Dive.

18/105

Matters to be referred to other committees or Governing Body
It was noted that the following matters will be referred to the Governing
Body for approval:
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18/106

Integrated Governance Committee Annual Report 2017/18
Senior Information Risk Owner Annual Report 2017/18

Any other business
None

18/107

Date and time of next meeting:
Thursday, 17 May 2018, 9.00 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item: 15b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 May 2018
Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Clare Linley
Ruth Unwin

Present:

Jonathan Webb
Jo Webster
In Attendance:

Sandra Cheseldine
Lucy Dyson
Laura Elliott
Dr Clive Harries
Stella Johnson
Sara Mackenzie-Cooper
Tracy Morton
Angela Peatfield
Amrit Reyat
Donna Roberts
James Siddall
Suzie Tilburn
Pam Vaines

18/116

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Interim Chief Nurse
Associate Director of Corporate
Affairs
Acting Chief Finance Officer
Chief Officer
Lay Member
Quality Co-ordinator (item 18/122)
Head of Quality & Engagement (items
18/122, 18/124)
Planned Care Clinical Lead (18/126)
Research Manager (18/130)
Equality Manager (18/125)
Service Delivery and Transformation
Manager (18/126)
Minute taker
Governance & Board Secretary
Lead Infection Prevention & Control
Nurse (item 18/123)
Senior Information Governance
Officer (item 18/128)
Deputy of HR & OD (item 18/131)
Governance Officer (item 18/127)

Apologies for Absence
Apologies were received from Pat Keane

18/117

Declarations of interest
18/ – Integrated Quality and Performance Report
Dr Phil Earnshaw and Dr Pravin Jayakumar declared an interest in
relation to this report as GP practice information is included in the report.
The Chair noted the declarations. As this is not a “decision making” item
Dr Earnshaw and Dr Jayakumar could provide input into the debate.
18/130 – Research and Development Annual Plan 2017/18
Dr Pravin Jayakumar declared an interest in relation to this report as his
practice, Trinity Medical Centre, is taking part in a research project. The
Chair noted the declaration. As this is not a “decision making” item Dr
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Jayakumar could provide input into the debate.
18/118

Minutes of the meeting held on 17 April 2018
The minutes of the meeting held on 17 April were approved as a correct
record.

18/119

Action Sheet from the meeting held on 17 April 2018
All actions were noted.

18/120

Matters Arising
There were no matters arising.

18/121

Matters referred to this Committee
No matters referred to this Committee.

18/122

Integrated Quality and Performance Report
Clare Linley and Laura Elliott provided highlights from the Quality Section
of the report including exception reports for Healthcare Associated
Infections for MRSA, Clostridium Difficile and E.coli. The Care Quality
Commission ratings for Manor Park Care Home remains ‘Requires
Improvement’ overall after an inspection during February 2018. Attlee
Court was rated inadequate overall, achieving ‘Requires Improvement’
for the Caring domain during January 2018.
There are three Quality Measures which are not meeting the national
target or the target set by MYHT. These include Harm Free Care which is
measured by the safety thermometer. There are discrepancies about
defining and recording new and old harm, which can result in an
inaccurate representation of the data. A new method of input and
reporting has now been implemented to reduce technical issues. The
focussed work on pressure ulcer and falls prevention continues and this
will impact on any new harm identified.
With regard to Quality Measure around staffing, it was noted that a new
School of Nursing at Dewsbury will take its first cohort of students in April
2018. An annual review of workforce is being undertaken in line with
National Quality Board guidance. Laura Elliott confirmed that these
quality issues including nurse staffing is discussed at the Contract
Management Board and the Joint Acute Commissioning Working Group.
During February 2018 MYHT achieved the highest score of our local
acute providers in the A&E Friends and Family Test, scoring 94% which
was above the national average of 85%.
Following the change in performance indicators for Yorkshire Ambulance
Service, a summary of the changes will be included in the report next
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month.
A discussion took place regarding the need to improve rehabilitation
therapy services across the district and how this should be consistent
across West Yorkshire linked to Adult Social Care ensuring an end to
end pathway. Laura Elliott advised that there is a MYHT Stroke Summit
next week which will look at this issue alongside the wider impact of the
re-configuration of services.
Stephen Hardy commented on the future maternity service report to be
presented and requested that this includes reference to women who had
reported safety concerns. Clare Linley acknowledged this request and
confirmed that she has a meeting arranged with David Melia, Chief
Nurse at MYHT to discuss this matter.
Natalie Tolson gave an update on the Performance Section of the report
advising that whilst the CCG remains below target against a number of
constitutional performance measures at the end of 2017/18 a
performance improvement from the position reported at the end of
2016/17 was evident across a number of measures.
Year-end performance against the Referral to Treatment (RTT) 18 week
standard reported at 86.5% which was an improvement from 83.5%
reported at the end of April 2017. Over the last 12 months the number of
incomplete RTT pathways for the CCG reduced from just over £26k to
£23.8k. Across the same period, the over 18 week back log reduced
from £4k to £2.8k. At the end of 2017/18 the CCG reported a total of 12
52 week breaches, none were reported at MYHT. During the last 12
months MYHT has reduced the 18 week backlog from £6.8k to just over
£4.6k. The Trust achieved the 92% standard against five specialities at
the end of March.
Regarding the six week diagnostic waiting time standard, both the CCG
and MYHT reported below the 99% standard in March and the year-end
performance. However, performance at the end of 2017/18 was 1%
higher than that reported at the end of 2016/17. The Trust has
experienced demand and capacity issues, especially within endoscopy
and non-obstetric ultrasound and actions have been put in place to try
and sustain performance.
With reference to cancer waiting time standards, the CCG achieved
seven of the nine standards at the end of 2017/18 and the Trust
achieved six of the eight standards. Both organisations failed to achieve
the 62 days wait from an urgent GP referral and the 62 days wait
following a consultant’s decision to upgrade the priority of a patient. The
number of patients referred is small, which means there is no room for
error. The majority of breaches have been against the lung speciality
and in most cases, these are complex cases. The CCG aims to improve
overall cancer performance this year noting that the Cancer Alliance
Group is looking at cancer pathways and the Primary Care Improvement
Group have agreed cancer as a priority speciality.
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A&E performance against the four hour standard reported at 85.7% at
year end and a total of two 12 hour breaches were reported in 2017/18.
The Trust has put in place a performance trajectory for 2018/19 and aim
to securely achieve 90% at the end of 2018/19.
Ambulance handover performance at the Trust continues to report at
98.0% which is a significant increase from 63% reported at the end of
2016/17.
Dr Pravin Jayakumar referred to the 62 day wait target noting that there
appears to be no improvement. A discussion followed and the concerns
were acknowledged noting that the delays usually occur when it is a
complex case. The Joint Acute Commissioning Working Group and the
Cancer Alliance will be looking into this issue and it was acknowledged
that works needs to take place on a wider geographical scale. Jo
Webster agreed to raise the issue with Martin Barkley, Chief Executive at
MYHT.
It was noted that the Quarter 4 report of the Improvement and
Assessment Framework is awaited, which will provide an annual overall
assessment and rating of performance of each CCG. As at Quarter 3
Wakefield CCG is currently rated as ‘Requires Improvement’ overall with
an assessment across the four domains, Better Health, Sustainability,
Leadership and Better Care.
It was RESOLVED that:
i)
ii)
iii)

18/123

the Committee noted the current performance against indicators on
the strategic balanced scorecards;
noted those indicators where performance and quality are at target
and exception reports are provided; and
noted the actions being taken by providers and the CCG with
regard to these indicators.

Infection and Prevention Report Q3 and Q4
Donna Roberts attended the meeting to present this report detailing how
risks related to healthcare associated infection (HCAI) are being
addressed including actions from Post Infection Reviews (PIRs).
Donna Roberts advised that during 2018/19 there will be a focus on
reducing the number of E Coli Bacteraemia cases with a target of a 50%
reduction by 2020/21. NHS Improvement has outlined the support
available for 2018/19 including a Urinary Tract Infection/Catheter
Associated Urinary Tract Infection masterclass which will provide
information for leaders on seeking the necessary assurance that there is
a system wide approach to reducing health care associated infections. It
was noted that a member of the Infection Prevention team will be
attending this masterclass.
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A discussion followed and Clare Linley commented that during 2018/19
there will a focus on the E Coli target together with MRSA bacteraemia
and Clostridium difficile as there is more work to do to achieve the
targets set. Laura Elliott advised that the targets will be reported as part
of the Integrated and Quality Performance report on a monthly basis.
It was RESOLVED that:
i)
ii)
iii)

18/124

the Committee noted the report;
agreed to receive a further update in six months; and
agreed the information provides assurance that the risks identified
are being mitigated against.

National NHS Staff Survey 2017 – Yorkshire Ambulance Service,
Mid Yorkshire Hospital Trust and South West Yorkshire Foundation
Trust
Laura Elliott presented this paper providing a summary of the national
2017 NHS Staff Survey results for Yorkshire Ambulance Service, Mid
Yorkshire Hospitals Trust (MYHT) and South West Yorkshire Foundation
Trust (SWYFT).
There was little significant change in staff responses from the previous
survey across all three organisations. It was noted that the results from
the NHS Staff Survey contribute to the CCG performance against the
CCG Improvement and Assessment Framework (IAF). The IAF is
currently reporting the 2016 survey which shows that the CCG is in the
worst quartile in England for the staff engagement indicator. It is unlikely
that this will improve for the 2017 survey results as both MYHT and
SWYFT benchmarked below peer average for this measure.
The CCG was in the best quartile in England for the Workforce Race
Equality Standard and it is likely that this will be maintained or improved
slightly as MYHT benchmarked above peer average.
A discussion followed and it was noted that the actions should be shared
across all organisations and reviewed on a quarterly basis. It was
agreed that an update regarding the IAF will be provided at a future
meeting highlighting the measures relating to providers.
It was RESOLVED that:
i)

18/125

the Committee noted the paper and the impact on performance
against the relevant measures in the CCG’s Improvement and
Assessment Framework

Equality and Diversity Update
Sarah MacKenzie –Cooper attended the meeting to present this paper
providing assurance on the delivery of equality within the CCG. The
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report highlighted the areas which have been progressed since the last
report.
It was noted that the Equality and Diversity assessment element of the
Integrated Impact Assessment Policy was refreshed as part of the review
process. Preparations are ongoing to raise awareness of equality and
diversity standards with the Delivery Clinic (formerly Better Value Group)
to raise awareness.
Dr Pravin Jayakumar queried whether there would be any impact for
Equality and Diversity following the introduction of the General Data
Protection Regulation. Sarah MacKenzie-Cooper confirmed that no
personal data is stored.
Jo Webster commented that it may be helpful for the Governing Body to
receive some training in what they need to consider when reviewing
completed Integrated Impact Assessments.
It was RESOLVED that:
i)
18/126

the Committee noted the Equality and Diversity Update

Commissioning Policy for Spinal Injections for Pain related to
Lumber Spine
Tracy Morton and Dr Clive Harries attended the meeting to present the
updated commissioning policy for spinal therapeutic injections for pain
related to the lumbar spine. Tracy informed the Committee that the
policy has been updated in line with the latest NICE guidance and jointly
developed with North Kirklees CCG and local pain consultants.
It was noted that this policy forms part of the transformation of the
service, noting that the Trust will need to change their workforce model to
deliver this change in service.
Jonathan Webb queried what measures are in place to ensure that the
Trust do not revert to the way they previously provided this service.
Tracy Morton responded to confirm that the activity will be closely
monitored and regular audit checks will take place. Following discussion
it was agreed that full details of the monitoring process need to be
developed and clinicians should be included in the discussion.
Tracy Morton confirmed that the Individual Funding Request will be
received from the Pain Consultants within the Service and the Individual
Funding Request Team need to be advised as they usually receive
referrals from GPs.
It was RESOLVED that:
i)

the Committee approved the publication of revised Commissioning
Policy for Spinal Injections (Therapeutic) for Pain Related to the
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Lumbar Spine

18/127

Risk Register Q1 2018/19 Report
Pam Vaines attended the meeting to present this report advising that as
at 25 April 2018 there were 59 risks following a full review cycle carried
out in April 2018 with 52 opens risks remaining at the end of the current
cycle.
Jonathan Webb referred to risk number 624 in relation to the Quality
Premium. It was agreed the wording would be amended before this
version of the Risk Register is archived.
It was RESOLVED that:
i)

18/128

the Committee approved the public Risk Register for NHS
Wakefield Clinical Commissioning Group as a correct reflection of
the current position

Information Security Policy
James Siddall attended the meeting to present this revised policy
confirming that the review includes the requirements to support
compliance with the General Data Protection Regulation (EU) 2016/679
and Data Protection Act.
It was RESOLVED that:
i)

18/129

the Committee approved the Information Security Policy
(incorporating Network Security)

Finance Report Month 1 Summary
Karen Parkin presented the Finance Report Month 1 summary for
information. It was noted that this paper had also been received by the
Finance Committee and discussed in detail.
It was RESOLVED that:
i)

18/130

the Committee noted the contents of the report

Research Activity Annual Report 2017/18
Stella Johnson attended the meeting to present the Research Activity
Annual Report detailing the work that the West Yorkshire Research and
Development team has undertaken in delivering a research service on
behalf of and in collaboration with the CCG.
CCG member practices are actively involved in the development of new
research evidence. 21% of NHS Wakefield CCG member practices are
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participating in research, recruiting 64 participants.
Dr Phil Earnshaw commented that there are not many GPs involved in
research projects and suggested there is a need to ensure the studies
are appropriate across the whole of Yorkshire and Humber area. It was
suggested that Stella Johnson contact the Chair of the Clinical Cabinet to
enquire whether a member of the Research and Governance team could
attend a future meeting to explain the studies available to encourage
more participation from GPs across the district.
It was RESOLVED that:
i)
18/131

the Committee noted the report as a summary of the research
activities for 2017/18

Workforce Report Q4 2017/18
Suzie Tilburn attended the meeting to present this report providing a
range of workforce information and intelligence relating to the directly
employed CCG workforce together with key workforce headlines.
It was noted that further Mental Health First Aiders were trained in April
2018 and there are now 10 Mental Health First Aiders in total.
Jo Webster requested that the West Yorkshire and Harrogate Health and
Care Partnership vacancies are shown in a separate table in future
reports
Dr Phil Earnshaw commented that an amendment is required with
reference to the GP Clinical Editor noting that this is a sessional post not
a whole time equivalent post.
A discussion took place regarding the Governing Body training
programme and it was agreed that Suzie Tilburn would meet with Amrit
Reyat after the meeting to review the training required and understand
how they could work together to ensure compliance for Network Chairs
and Governing Body members.
It was RESOLVED that:
i)

18/132

the Committee noted the content of the Workforce Report

Minutes of meetings
The minutes of the following meetings were shared for information
i)
ii)

Quality Intelligence Group – minutes of meeting held on 20 April
2018
Public Involvement and Patient Experience Committee – minutes of
meeting held on 7 December 2017
15 February 2018
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iii)
iv)

18/133

Joint Acute Commissioning Working Group – minutes of meeting
held on 29 March 2018
Mid Yorkshire A&E Improvement Group – minutes of meeting
held on 3 April 2018

Consider future topics for Deep Dive
Ruth Unwin commented that the review of the Governing Body
Assurance Framework will inform the future topics for Deep Dive.

18/134

Matters to be referred to other committees or Governing Body
There were no matters to be referred to other committees or the
Governing Body.

18/135

Any other business
Richard Hindley expressed his formal thanks on behalf of the Integrated
Governance Committee members for the support, input and challenge
that Sandra Cheseldine has provided to the Committee, and that she
would be missed.
Sandra Cheseldine responded to say it has been a pleasure working with
all the members.

18/136

Date and time of next meeting:
Thursday, 21 June 2018, 9.00 am to 12 noon in the Seminar Room,
White Rose House.
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NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET

Agenda item:15c(i)

APROVED MINUTES
of the meeting held on 26 April 2018
PRESENT:
Dr Adam Sheppard
Dr Phillip Earnshaw
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Pat Keane
Dr Nadim Nayyar
Dr Colin Speers
Clare Linley
Ruth Unwin
Non-Members
Dr Chris Barraclough
Liz Blythe
Alix Jeavons
Adam Smith
Dena Coe

Chair, Assistant Clinical Leader, WCCG
GP, Chair of WCCG
WCCG, Lay Member
GP, Board Member, WCCG,
GP Board Member, WCCG, Network Chair
WCCG, Interim Chief Operating Officer, NHS North Kirklees and
NHS Wakefield CCGs
GP, WCCG, Network Chair
GP, WCCG, Network Chair
WCCG, Interim Chief Nurse
WCCG, Associate Director of Corporate Affairs

WCCG, GP, Medicines Optimisation Lead
WCCG, Head of Primary Care Development
WCCG, Senior Commissioning Manager Mental Health (Agenda
item 18/19-6)
WCCG, Head of PMO (Agenda item 18/19-7)
WCCG (Minutes)

18/19-1

Apologies for Absence:
Apologies were received from: Dr Aly Damji, Dr Tim Dean, Michele Ezro, Dr
Debbie Hallott, Karen Parkin, Dr Patrick Wynn, Dr Omar Alisha, Jonathan Webb

18/19-2

Declarations of interest
There were no declarations of interest.

18/19-3

Minutes of the meeting held on 22 March 2018
The minutes of the meeting held on 22 March 2018 were agreed as a true record.

18/19-4

Action log from the meeting held on 22 March 2018
The Action Log was updated accordingly.

18/19-5

Matters Arising
There were no matters arising.

18/19-6

Mental Health Five Year Forward View Update
Alix Jeavons attended to present an update on the Mental Health Five Year
Forward View. Background information and an update on each of the eleven
elements were given.
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Discussion took place on the following areas :


Integrated IAPT – from the three identified priority pathways it had been
agreed at New Models of Care Board that the respiratory pathway would be
the standard accepted model going forward. It was highlighted that this would
need a joined-up approach and collective ownership by all involved partners.



Future in Mind
o It was highlighted the Wakefield CCG Future in Mind work had been
showcased as an exemplar model of commissioners and providers
working effectively together.
o Some issues with specific schools were noted and assurance was
requested on communication and understanding of referral processes
within schools
o It was noted that work with CAMHS would be a Future in Mind priority
next year
o Issues around complex children’s needs and the need for collective
intelligence were discussed



Peri-natal mental health – it was noted that a service was available for preconception and medication but that this was not widely known. It was
suggested that further communication was required, including details to be
uploaded onto OSCAR.



Suicide Prevention – It was highlighted that this is not just an adult issue and
that the issue needs to be high on agendas and a workshop would be
welcomed.



West Yorkshire STP – out of area issues were discussed, including the
individual LD case reviews which could potentially result in large savings

Discussion took place on the potential to use Primary Care Home to drive
transformation. It was suggested that a narrative was developed to communicate
success of WCCG Future in Mind for professional journals and to apply for
awards etc.
IT WAS RESOLVED THAT: Clinical Cabinet noted the presentation on the Five
Year Mental Health Five Year Forward View.
18/19-7

QIPP from a Clinical Perspective
Pat Keane and Adam Smith were in attendance to give background detail and a
brief overview of the PMO processes, including the Gateways, scheme
identification, delivery and proposed governance arrangements.
It was noted that a systematic approach to tracking progress and a consistent
methodology of identifying and agreeing schemes was required going forward,
including clinical input at all stages of the process.
Some key findings from the Finance Turnaround Committee were highlighted.
Detailed discussion took place on a range of issues, key points highlighted and/or
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agreed were :


There were some identified clinical challenges, including:
o Clinical Capacity
o Clinical risk management
o Lack of awareness, consistency and transparency of process
o Lack of relevant engagement
o Appropriate articulation of issues
o Securing wide-range of provider commitment



Approved ideas to take forward may be previous suggestions but agreed new
tracking processes needed to be used to ensure correct leadership and
engagement
New ideas and schemes may not always be cash releasing. The priority
should be ensuring quality and safety and schemes need to be embedded
into the health community as a whole.
Suggested forums and methods of capturing new ideas included Clinical
Leadership Forum, Network and Federation meetings. It was recognised that
ideas from the “shop-floor” were fundamental and methods of communication
and engagement including public engagement were discussed.
It was agreed that clinical input needed to be multi-disciplinary, to include a
wide range of place-based medical expertise. Comprehensive clinical
ownership of agreed schemes is critical (e.g. engage practice managers,
medical directors etc.)
A number of good practice pathways were highlighted and ways of sharing
learning was discussed, including process of identifying most appropriate
clinical lead and risk management
It was agreed that forms and processes should be simple, straightforward and
self-explanatory with a degree of flexibility, i.e. should be guidance rather
than mandatory procedures
It was agreed there should be two process options:
o A detailed option for potential transformational pathways which were
complex or required more modification
o A short option for pathways which could be adapted and implemented
quickly
First stage discussions with all partners for potential schemes should
automatically include appropriate intelligence and data, including financial
details, i.e. a “fact file”
PMO to act as first point/single point of access contact and “filter”.
o To liaise with the person proposing the new idea in the first instance
o To identify potential clinical lead, management lead and “thought
polishers” to work on the proposed scheme
Introductory briefing pack/PowerPoint presentation to be provided to Network
Chairs, this to include a strong message regarding financial reality, priority of
quality and safety, patient choice and improving outcomes for the same
financial outlay or less. It was agreed that appropriate language, terminology
and a sense of empathy would gain greater engagement.
It was suggested that detailed information and relevant paperwork on the
PMO process was uploaded onto Skyline

















ACTION: Dr Colin Speers to amend New Ideas Proforma
ACTION: Adam Smith to provide a 4-5 page presentation introductory slide pack
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for Network Chairs to use to disseminate information and detail to colleagues
ACTION: A monthly update slide pack to be circulated by Adam Smith
ACTION: It was agreed further discussion would take place at the Clinical
Leadership Forum meeting on 10 May 2018
IT WAS RESOLVED THAT: Clinical Cabinet noted and discussed the PMO
process and templates and processes for new ideas and QIP schemes
18/19-8

Committee Effectiveness
Ruth Unwin outlined the details from the Committee Effectiveness survey. Overall
responses had been positive.
Key issues and suggestions raised in discussion were:
 Broader stakeholder engagement needed to be developed
 Clarity requested on role of committee going forward
 Agenda changed; not clear on format or timings of items
 Presentation protocol ideally should be Commissioning Manager with
support from Clinical Lead
 Possible option to have a “hot-topic half-hour”
 Possible 10 minute Network Chair updates
 Clinical Cabinet should be made aware of significant WCCG issues and
discussions
 Members to email the Chair with any potential agenda items
IT WAS RESOLVED THAT: Clinical Cabinet noted the findings of the Clinical
Cabinet Effectiveness survey.

18/19-9

Matters to be referred to other committee or Governing Body
There were no matters to be referred.

18/19-10

Minutes from Sub-Committees to Note
The Medicines Optimisation Group minutes from the meeting on 22 March 2018
were noted.

18/19-11

Any other business
There was no further business to discuss.
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Agenda item: 15c(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
APPROVED MINUTES
of the meeting held on 24 May 2018
PRESENT:
Dr Adam Sheppard
Dr Aly Damji
Dr Tim Dean
Dr Phillip Earnshaw
Stephen Hardy
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Clare Linley
Ruth Unwin

Chair, Assistant Clinical Leader, WCCG
GP, Network Chair, WCCG
GP, Network Chair, WCCG
GP, Chair of WCCG
WCCG, Lay Member
GP, Board Member, WCCG
GP, Board Member, WCCG,
GP Board Member, WCCG, Network Chair
GP, WCCG, Network Chair
WCCG, Interim Chief Nurse
WCCG, Associate Director of Corporate Affairs

Non-Members
Liz Blythe
Dr Greg Connor
Joanne Fitzpatrick

WCCG, Head of Primary Care Development
GP, Executive Clinical Advisor, WCCG (Agenda Item No. 18/19-20)
WCCG, Head of Medicines Optimisation (Agenda Item
No. 18/19-21)
James Hoult
WCCG, Senior Commissioning Manager - Learning Disabilities,
Service Delivery & Quality (Agenda Item No. 18/19-18)
Jane Maskill
WCCG, Service Development and Transformation Manager
(Agenda Item No. 18/19-20)
Dr Jordache Myerscough GP, College Lane Surgery
Karen Parkin
WCCG, Associate Director of Finance and Contracting (Agenda
Item No. 18/19-17)
Pam Sheppard
WCCG, Senior Manager for TRISH (The Referral Information &
Support Hub)
Dena Coe
WCCG (Minutes)
No.

Agenda Item

18/19-12

Apologies for Absence:
Dr Chris Barraclough, Dr Colin Speers, Michele Ezro, Jonathan Webb, Dr Patrick
Wynn, Dr Omar Alisha

18/19-13

Declarations of Interest
Declarations of interest were noted from all GPs for the items RSS and Urgent
Primary Care Re-design, however as items were updates for information only and no
decisions were required, all remained in the meeting and took part in discussions.

18/19-14

Minutes of the meeting held on 26 April 2018
The minutes of the meeting held on 26 April 2018 were agreed as a true record.
1

18/19-15

Action log from the meeting held on 26 April 2018
The Action log was updated accordingly.

18/19-16

Matters Arising
There were no matters arising.

18/19-17

QIPP and Finance Update
Karen Parkin attended to give an update on the current financial position, this
included total allocations against total expenditure, a summary of the final plan and
next steps.
Discussion took place on the details of the WCCG “stretched” target and the NHSE
directive to achieve a 1% surplus and non-recurring funding.
Some issues regarding scale and scope of contracted out expenditure were
highlighted and the need to clarify and challenge provider contracting-out processes
in order to identify and make effective and sustainable changes. It was noted that
the Aligned Incentive Agreement provided the opportunity to agree ways forward to
benefit both providers and patients by providing care in a more cost efficient, high
quality and low risk standard.
The inflation growth issue were again noted.
Discussion took place on the PMO Process and Delivery Clinic meetings including
ways of encouraging clinical buy-in from practices, federations and networks. It was
recognised that “data dense” information (i.e. Medicines Optimisation), which clearly
demonstrated cost effective benefits without compromise on quality, was more
readily acknowledged and accepted and that feedback on all ideas and suggestions
generated was essential.
IT WAS RESOLVED THAT: Clinical Cabinet noted the QIPP and Finance update
presented.

18/19-18

Transforming Care Partnership (TCP) Plan update
James Hoult and Dr Nadim Nayyar gave an update on the Calderdale, Kirklees,
Wakefield and Barnsley Transforming Care Partnership (CKWB TCP) Plan.
It was noted that there was a typing error in paragraph four of the report the number
of patients is 4 (not 3 as typed).
The Plan has eight elements and three priority work streams. Details of the report
were summarised as follows:
1. Assessment and Treatment Unit (ATU)
 Horizon centre. Wakefield has reduced from two beds down to 1 from 1 May
2018
 Discussion across the region regards the development of specialism within
ATUs – e.g. ASD / challenging behaviour
2. Intensive Support Team (IST)
 Now established from April 2017 – Wakefield CCG and partners happy with
their performance, clear evidence that they have prevented admission
 Issues regards other regions
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3. Local specialist providers
 Market development is a work stream of the TCP and is being led on a
regional basis
 ‘Manage the market’ – series of events asking providers to update on their
developments
 Still pressure on local services with external providers developing services
that will not service local people with a LD. Discussion ongoing to identify
influence that we have to stop these developments
4. Workforce Development
 Still to be developed fully
 Focus on PBS / ASD
 More about culture and approach to individuals with a LD
5. Safe Places
 Funding available from NSHE
 Proposal to site this at Barnsley or Fieldhead site
 Issues regarding detention / deprivation of liberty still to be resolved
6. Rehab Services
 Still to be developed
7. Forensic Outreach Liaison Service (FOLS)
 NHSE led initiative – funded by closure of beds within independent providers
 Aim to support individuals discharged from FOLS service and prevent
admission
 Not yet in place, still being developed
 Note there is no funding flow from Specialist Commissioning to CCG and
therefore any individuals stepping down from secure services will be an
additional cost pressure
Discussion took place on:






The need to strengthen the hand-over process for out of area cases
IT issues, specifically SystmOne and REO
Identifying the right support aligned to CQC guidance
Funding flow issues
Complex issues around “Safe Places”

IT WAS RESOLVED THAT: Clinical Cabinet noted the paper and update for the
Transforming Care Partnership.
18/19-19

Referral Support System (RSS)
Pam Sheppard attended to give an update on the RSS with the focus on the TRISH
service.
The four dimensions of the model were outlined, it was highlighted that the emphasis
is on support and patients were contacted at least three times and offered four
opportunities to book their own appointments should they wish.
Discussion took place on issues around communication with patients, it was
suggested that contact details were consistently checked with the patient at the start
of the process, possibly by including an extra line on all relevant documentation. It
was hoped that communications would be further developed by use of SMS in the
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future.
Dr Debbie Hallott outlined the role of Clinical Editor for OSCAR. It was noted that
initially the process was to clinically review the medicines management element.
The process would now encompass general quality assurance, governance and
audit. It was requested that members raise the profile of OSCAR generally via
networks and federations.
Dr Clive Harries demonstrated how data from the Wakefield Dashboard could show
details by network, practice, speciality etc.
The development and milestones of the TRISH system was outlined and it was
noted that all practices would be live by July 2018. Discussion took place on how
GPs could be informed and coached to utilise the system.
It was suggested that a TRISH update was added to the Clinical Cabinet agenda as
a quarterly standard item.
ACTION: Dr Clive Harries requested that the Dashboard was circulated to Clinical
Cabinet members.
IT WAS RESOLVED THAT: Clinical Cabinet noted the presentation on Referral
Support System.
18/19-20

Urgent Primary Care Redesign
Dr Greg Connor and Jane Maskill attended to give an update on Urgent-Primary
Care Transformation.
Background information was given on current services as well the national vision for
Urgent and Emergency Care (UEC), including national guidelines and the local
strategic vision objectives and expected outcomes. The three contracts end March
2019 and therefore give the opportunity going forward to look at a consistent system
and processes rather than individual services, however the impacts on existing
services also need to be considered.
The emerging Wakefield model was summarised and key points and discussions
included :







An update on the NHS111 services including contracts, local/regional/STP
areas/remits and potential service options going forward considering national
directives
Directly bookable appointments / triage / local care navigation
Consistent standards of service through all primary care, opportunities for
innovation
Routine services - differences in the service provision for the West and East
of the area
Opportunities to look at “in-hours” service provision and capacity
Out of Hours contracts (OOH) – scope to look at duplication, overlaps etc.
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continuity and interdependencies
How efficiencies can be effective particularly around A&E
Benchmarking with other areas
Principals fairly clear, practicalities more complex

IT WAS RESOLVED THAT: Clinical Cabinet noted the presentation on Urgent
Primary Care Redesign.
18/19-21

High Cost/Risk Drugs Cases for Escalation
Detailed discussion took place on two anonymised issues regarding prescription of
specific controlled and unlicensed drugs. It was agreed that Clinical Cabinet
recommended adherence to guidelines.
Further discussion would take place outside the meeting to review quality, safety
and risk of process. It was requested that appropriate feedback was circulated once
decisions had been made to aid best practice.
IT WAS RESOLVED THAT: Clinical Cabinet recommended adherence to
guidelines.

18/19-22

Matters to be referred to other committees or Governing Body
There were no matters to refer to other committees or Governing Body.

18/19-23

Minutes from Sub-Committees to Note
The Medicines Optimisation Group draft minutes from the meeting held on 19 April
2018 were noted.

18/19-24

Any other business
There were no further items of business to discuss.
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Connecting Care Executive Meeting

Agenda item: 15d(i)

Thursday 12 April 2018
9.00am to 11.00am
Seminar Room, White Rose House
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Clare Linley (CL)
Alison Shaw (AS)
Beate Wagner (BW)
Jo Webster (JoW)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Interim Chief Nurse, WCCG
Group Finance Manager, Adults Health & Communities, WMDC
Director of Children’s Services, WMDC
Chief Officer, WCCG

In attendance:
Martin Smith (MS)
Ian Holdsworth (IH)
Adam Robertshaw (AR)
Dena Coe (de)

Head of Connecting Care Commissioning, WCCG
Senior Commissioning Manager Children’s Services, WCCG
Strategic Project Accountant, WCCG
Minute Taker
Action

1.

Welcome and apologies:
AB welcomed colleagues to the CCE meeting. Apologies were received from
Jill Holbert, Dr Adam Sheppard, Anna Hartley (AH), Angela Nixon, Nichola
Esmond and Dr Ann Carroll.

2.

Declarations of Interest:
No declarations of interest were advised.

3.

Minutes from 8 February 2018
The minutes were agreed as a true record.

4.

Action Log
An update was given on the discussions at the Health and Wellbeing Board
regarding Carers Strategy and AH is having conversations with NHS regarding
funding for carers and young carers. MB highlighted this is an area that will be
considered by partners across the system who wish to engage with the
commercial sector to attract resources.
All other actions logged were to be completed by the end of April 2018.
JW raised the issue of Winter Capacity and it was agreed that discussions
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needed to take place earlier in the year in order for commissioners to
effectively evaluate and make informed decisions. AB outlined the intention of
compiling relevant data, information and intelligence regarding winter issues
together from April onwards into one report. It was anticipated that this would
help clarify issues such as the spike in children’s admissions in the previous
year.
5.

FOR DECISION ; NHS Healthchecks s256 agreement Termination
MB outlined the background to the termination and highlighted that this had
been a historical s25 which no longer needed to be in place between
CCG/WMDC as resources now are allocated to WMDC direct from the
Department of Health. A discussion with PH Team with and relevant forums
had taken place, no issues or objections had been raised from either partner.
Therefore the utilisation of clause 13.2 within the contract which allowed for a
mutual agreement to terminate was proposed. Assurance was given that all
service provisions within the agreement were not affected by termination of
the agreement.
ACTION: It was agreed that the NHS Healthchecks s256 agreement should be
terminated. The minute would be forwarded to the Local Authority to effect
the termination to both legal and Public Health teams.

6.

FOR DECISION: Complex Care Panel Escalation Process
This item was deferred.

7.

FOR DISCUSSION: Progress with Wakefield’s Written Statement of Action &
SEND Single Route of Redress
IH attended to give an update on progress on the WSoA accepted by the
regulators in December 2017. A summary of progress was given on Autism
diagnostic assessment including the following highlights:
 System has changed in our approach
o change to referral (now school‐led (community) rather than GP‐led)
o additional capacity for assessments had been effected
 Waiting times have reduced
 Waiting list has reduced from 614 to approximately 280 by end of March
2018
 Consultation and engagement via HealthWatch Wakefield was underway to
obtain comprehensive feedback, evaluation, quality and outcome
perceptions
It was noted that NICE compliant full recovery should be achieved by August
2018; i.e. minimum 3 month wait for appointment, 6 months for a completed
assessment. It was also noted that an all‐age autism strategy would be
developed jointly, including input from service providers, partners and
parents/carers of patients.
2

MB

Discussions took place on how to achieve comprehensive, system‐wide
improvements linked to wider SEND Improvement Panel It was noted that
outcome of monitoring meeting in April needs to go to May Governing Body
Board meeting.
It was noted that changes to the national SEND tribunal, mediation and appeal
process had occurred. As from April 2018 the changes will enable wider
scrutiny not just education but now social care and health needs of ECHP could
be considered by this national process and provide recommendations in any
given area. Whilst not legally binding robust reasons would be required from
local areas if these recommendations were not executed.
ACTION: It was requested that JW and BW attend the final SEND monitoring
meeting in July 2018.

JW/BW

JW requested that direction of travel was clearly outlined in the next
report/assurance meeting. Also that the system behavioural changes which
had been achieved were demonstrated by highlighting the collaborative
approach, without additional resources. This approach and example of good
practice would be required going forward wide and should be promoted
system‐wide.
ACTION: The scale of the challenge was recognised and it was noted that JW
would personally write to staff involved to thank them for their hard work and
congratulate them on achievements.
8.

FOR DISCUSSION: Children’s Services – Update Report from March 2018
IH attended to give an update on the work around children’s mental health
services, in particular how young people access services. It was noted that the
transformation plans had been focused on early intervention services in order
to prevent escalation of need and enable support to children sooner. The FIM
services were outlined.
The CAHMS service whole system transformation strategy was outlined. It was
noted that this involved significant change and as result was a long‐term
process however progress was steady. It was highlighted that standard of
services within Wakefield were high by comparison with regional neighbours
and were measured “good” in all national indicators.
Discussion took place on the obligation to ensure that vulnerable and looked
after children could access services in a fast‐tracked pathway and that relevant
services and partners were linked and worked in collaboration.
Discussion took place on potential clinical risk and outcomes for young people
due to wait times. Assurance was given that potential risk was assessed and
wait times were not based on a first‐come‐first‐service but on clinical need and
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also that evaluation was a continuous process.
It was highlighted that Wakefield Future in Mind services were considered an
exemplar model and NHSE continued to view Wakefield services as a model of
good practice. It was noted that Dr David Blackburn had written positively to
IH as part of the assurance process.
It was noted that mental health should be everyone’s responsibility in the
same manner as safeguarding.
ACTION: JW requested that the level of investment, contract values, and total
investment were highlighted and how services link, collaborate and comply
with statutory requirements in the paper that IH had developed and shared
with BW.
9.

FOR DISCUSSION: BCF Plan Performance Update
MS outlined the background to the updated report and that the current report
contained the actual quarter 3 data. The performance discussed and Q4
performance BCF return deadlines noted.
Discussion took place on DToC target, in particular the stretch target. It was
suggested that although the target was high the consensus was that it should
remain the ambition to strive to achieve this and that we should continue to
work collaboratively, system‐wide, to resolve these multi‐faceted issues.
Detailed discussion took place on issues such as patient choice and open beds;
associated impacts and risks as well as the cultural, behavioural and
organisational challenges involved. This included potential opportunities for
improvement as a result of changes to centralised services at Dewsbury and
Pontefract.
MS would record progress against all the high impact interventions in the next
report.

10.

FOR DISCUSSION: Wakefield CCE Effectiveness Survey
MB outlined the background to the survey and the reasons for the number of
responses received. MB proposed that the survey was undertaken again once
membership of the board had been more established.
It was suggested that time to reflect on this work programme was scheduled
for Autumn/September, so that progress and concerns could be identified and
alignment to other work streams and boards assessed.
The survey had suggested that more financial discussion would be beneficial. It
was noted that as a true joint commissioning body for adults and children the
board needed to understand the total financial investment, the financial
challenge and how all proposals would support achievement of the challenges.
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It was clarified that the Connecting Care Executive is a formal sub‐committee
of the Health and Wellbeing Board and also a formal sub‐committee of the
Wakefield CCG and therefore subject to scrutiny by the Capability and Capacity
Review. There is a recommendation that alignment on referrals to and from
other committees should be a standing item on the agenda. This should be
reflected in future agendas.
11.

FOR ASSURANCE: Joint Legacy Reserves
Paper re s256 variations & the transfer of Legacy Reserves to WCCG from
WMDC in 2017‐2018. There were no issues to highlight.
The extensive amount of work undertaken was acknowledged and Angela
Nixon, Angela Shaw and both CCG finance and local authority colleagues were
thanked for their hard work and support.

12.

FOR ASSURANCE: Update on Diabetes Prevention Programme
It was noted that the programme was really well received and it was suggested
that it should be included in the Chief Officers Report for WCCG Governing
body.
Discussion took place on how to capture and maximise the learning and
disseminate good practice developed from this programme. It was suggested
that Gill Day be asked to summarize key learning points so that they can be
built into to all pathways under development.
ACTION: MB to liaise with Gill Day to capture key learning points and potential MB
methods of dissemination of good practice.

13.

FOR ASSURANCE: BCF Plan pooled fund Financial Monitoring Report
AR summarised some of the issues from the report. MB highlighted the
significant work on ICEs was impacting on budgets as this would be the first
year that ICE’s budget was not overspent.
AB wished concern to be noted that the work on Community Equipment
Service was not yet completed and that as a result there were potential
significant risks involved. The background to the issues were outlined,
including out of date IT systems, restructure of all staff and accommodation
issues. Assurance was given that work would continue to be a priority on the
service to resolve the problems and that progress was being made.
In order to understand the shared risk and for transparency reasons it was
suggested that a further report be brought back to CCE on ICEs in three
month’s time so both WCCG/WMDC can collectively understand these risks.
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ACTION: it was agreed an update report on the Community Equipment Service AB
would be given to CCE in 3 months’ time.
It was noted a full annual financial BCF report would be presented in May
2018.
14.

FOR ASSURANCE: Connecting Care Hubs Capital Spend – WMDC Capital
Report
The huge amount of work involved was acknowledged and the focus this year
would be on delivery

15.

GOVERNANCE ITEM FOR DECISION : Connecting Care Executive Work
Programme
MB outlined the process of putting together the plan, including areas no
longer included and new partnership agreements section. The need for
flexibility was highlighted in order to ensure capacity to deal with unplanned
items throughout the year.
Members were asked to review the plan and feed comments back to MB as
soon as possible.
CL suggested that Care Homes should be included under joint working.
ACTION: To add Care Homes to Work Programme.

16.

Any Other Business
There were no other items of business to discuss.

17.

Date and Time of Next Meeting:
10 May 2018, 9.00 to 11.00am, Seminar Room, White Rose House
Deadline for Agenda items: 20 April 2018
Deadline for Papers: 27 April 2018
Deadline for PowerPoint Presentations: 8 May 2018
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Agenda item: 15e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 27 March 2018
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Registered Nurse
Lay Member (Deputy Chair)
Lay Member (Chair)
Acting Chief Financial Officer

Sandra Cheseldine
Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Karen Parkin
In Attendance:

Dr Avijit Biswas
Dr Ann Caroll
Lesley Carver
James Day
Laura Elliott
Nichola Esmond
Cllr Pat Garbutt
Dr Anwar Kalai
Anna Ladd
Amrit Reyat
Dr Shakeel Sawar
Chris Skelton
Pam Vaines

18/027

GP Partner, Elizabeth Court (Item 17/150)
Care Home Clinical Lead (Item 17/151 only)
Senior Project Manager (Item 17/151 only)
Practice Manager, Outwood Park (Item
17/149 only)
Head of Quality and Engagement
Healthwatch Representative
Wakefield Health and Wellbeing Board
representative
GP Partner, Outwood Park (Item 17/149 only)
NHS England representative
Governance and Board Secretary
GP Partner, Outwood Park (Item 17/149 only)
Head of Primary Care Co-Commissioning
Minute Taker

Apologies
Apologies were received from Andrew Pepper, Chief Finance Officer; Jo Pollard,
Chief of Service Delivery & Quality; Clare Linley, Interim Chief Nurse and Dr Hany
Lotfallah, Secondary Care Consultant.

18/028

Declarations of Interest
Sandra Cheseldine, Lay Member, declared an interest in 18/031 as a local
resident.
The Chair noted the declaration and determined that Sandra Cheseldine could
provide input into the discussions.

18/029

(a) Minutes of the meeting held on 23 January 2018
The minutes from the meeting held on 23 January 2018 were agreed as an
accurate record.
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Action sheet from the meeting held on 23 January 2018
The action sheet was noted.
18/030

Matters Arising
There were no matters arising.

18/031

This was a meeting held in public and it was noted that there were no
members of the public in attendance for this meeting.
Outwood Park – Resubmission of Branch Closure Application
Melanie Brown highlighted to members of the Probity Committee that a further
petition from members of the public had been received by Wakefield Clinical
Commissioning Group on the 9 March 2018 which included 37 signatures since the
original branch closure application was submitted. This was attached at Appendix 1
of the papers being presented to Probity Committee.
Chris Skelton reminded Probity Committee members that a public petition from
Andrea Jenkyns MP regarding the proposed branch closure had been presented to
the Wakefield CCG Governing Body meeting on 14 November 2017.
Chris Skelton presented to Probity Committee that Outwood Park Medical Centre
had requested that the committee consider a re-submission of the branch closure
application for Wrenthorpe surgery. From Outwood Park Medical Centre Dr
Shakeel Sarwar and Dr Anwar Al-Kali, GP Partners, and James Day, Practice
Manager attended the committee meeting to respond to any questions Probity
Committee Members may have.
Outwood Park Medical Centre had previously submitted a branch closure
application for Wrenthorpe surgery for consideration at the Probity Committee
which was held on 28 November 2017. The Probity Committee provided feedback
during that meeting and following that in writing to Outwood Park Medical Centre.
The request was declined due to limited assurance and mitigations provided by the
practice in relation to the physical capacity at Outwood Park, development of
services, transport for vulnerable patients and adequate provision of appointment
and access for all patients.
It had been noted that the committee agreed with the clinical case for change that
the practice had presented and the practice’s strategy for the centralisation of
services at Outwood Park.
Outwood Park Medical Centre had resubmitted the branch closure application for
Wrenthorpe surgery after giving consideration to this feedback. Appendix C of the
papers presented to Probity Committee outlines the practices proposed actions to
address the four issues on which the committee required further assurance at the
November 2017 Probity Committee meeting.
Chris Skelton drew the Committee’s attention to the assurance that in the event of
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an increase to their registered list, the Practice would be able to increase
consultations by between 20 and 40% without being restricted by the physical
capacity of the main Outwood site. The Practice had also highlighted the proposed
changes to service delivery through the development of a Nurse Triaging service
which will improve access to appointments for patients. Additionally the practice
has proposed to re-commence their patient transport service, following patient and
committee feedback. This will ensure that vulnerable people who have difficulty in
accessing GP services will be provided with transport. The practice had also
acknowledged that they had performed poorly on the patient MORI survey results;
as such they had already taken action to improve by introducing a GP triage
service which allows the practice to be more responsive to patient needs.
The practice also states in appendix C that access would be improved through a
single site where patients can access all of their care needs. Additionally focusing
clinical staff on one site would also provide a more efficient and responsive service
and increases the clinical capacity available.
The Chair of Probity Committee then invited the representatives from Outwood
Park to make any comments in support of the application; this was declined.
However Dr Sarwar confirmed that all of the representatives would be happy to
answer any questions from Probity Committee members.
Sandra Cheseldine asked for clarity regarding the methods of communication to
patients regarding the transport proposal by the Practice. Dr Sarwar confirmed that
this transport scheme had previously been delivered by the practice but was
suspended at that time due to a lack of uptake. Sandra Cheseldine asked how
patients would be informed of this transport service and how would patients access
that service. Dr Sarwar explained that patients previously had been informed via
signs in the waiting room, entries on repeat prescriptions and on the Practice
Website. The committee requested that the Practice consider reviewing the patient
list to identify any patients who may require transport to ensure that vulnerable
patients would know about the service and be able to access it. Dr Sarwar
explained that the practice would also propose to write to all Wrenthorpe
households and will clearly describe this new transport service to them.
Cllr Pat Garbutt asked how long the Practice expected to provide patient transport
for. Dr Sarwar responded that transport is expected to be offered for at least six
months. Outwood Park Medical Centre previously provided a Patient Transport
Service (PTS) to bring mostly frail elderly patients to Outwood surgery. This was in
2016 but due to poor utilisation this stopped in January 2017. This transport service
involved using a Local Care Direct (LCD) car with an LCD driver which the practice
paid for at a fixed daily rate. Most of these patients were previously seen on home
visits only. It was felt that the consultation in the surgery was much more clinically
robust as the practice had the MDT there and also access to full medical records. It
worked very well but the patient utilisation was low. Outwood Park Medical Centre
plan to restart the service if the branch closure application is accepted for
Wrenthorpe and try even harder to improve utilisation. The practice will particularly
want to focus on any patients who previously attended Wrenthorpe surgery but are
now unable to attend Outwood- especially frail elderly patients. However, the
transport service will be available to all Outwood/Wrenthorpe patients.
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Melanie Brown sought clarity on whether the practice were advising the committee
that this service would only be available for six months. Dr Sarwar responded that
this was not the case. An evaluation of the transport service would be undertaken
after six months and this would inform the practice of the uptake from the local
community. Melanie Brown highlighted that whilst previous transport pilot utilisation
had been low that given the comments from the community during the engagement
exercise that it is anticipated that patients would use this new proposed transport
service. Melanie Brown also requested that a report be brought to Probity
Committee by Outwood Park Medical Centre to share any evaluation of this
transport service and to ensure Probity Committee can consider implications if the
Practice decides to withdraw the transport service at a future date.
Following a question from Sandra Cheseldine regarding the utilisation of the
receptionist from Wrenthorpe surgery, Dr Sarwar confirmed that an additional
receptionist at Outwood Park would be useful but that there were currently no
reception staffing shortages at that location. James Day commented that the
Outwood Park site currently have three receptionists answering calls at Outwood
Park and that the phone was busy from 0800 every day. The practice are
appointing an additional receptionist (from 4/4/18) to give the practice 4 staff
answering the phones (a 25% increase) plus one manning the front desk to handle
patient queries/appointment bookings face to face. This is in addition to the on-line
booking facility. James Day commented this would have an effect on patients being
able to get through on the phone and staff being able to signpost patients to
appropriate services.
Dr Sarwar commented that it would be beneficial to have the clinical staff based at
one location.
Dr Sarwar stated that the practice had been surprised by the level of patient
concerns raised regarding the proposed branch closure and emphasised that these
were the practices patients and that the practice wanted to share with the
community their proposals for addressing their concerns. Dr Sarwar felt that the
level of concern may suggest that patients were unaware of the difference in the
types of services being offered at the two sites. He commented that the Practice is
certain that the Wrenthorpe branch closure will enable the practice to provide the
best possible clinical service for their patients.
Cllr Pat Garbutt sought clarity as to whether the Outwood Park premises were
large enough to accommodate the expected increased demand following the
completion of the new housing development in the local area. Dr Anwar Al-Kali
explained following comments from the November Probity Committee that
Outwood Park Medical Centre undertook a detailed audit of space utilisation at the
practice, which considered the number of rooms available, the number of clinical
staff providing services and the space that is required. The audit showed that every
day the practice has the physical capacity to increase the number of general
practice consultations they provide by 20-40%. There are 13,500 patients
registered currently with the practice and the practice can provide assurance that
there is therefore sufficient capacity to accommodate the registration of new
patients from this new housing development with the practice.
Karen Parkin commented on additional service delivery. Karen asked whether the
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practice had sufficient capacity to increase other services as well as GP services
should the practice increase the number of patients registered. The Practice
confirmed that they had only considered an increase in GP services as part of their
audit. However, in view of the under-utilisation of space, coupled with the fact that
the additional services do not run every day; they did not envisage any difficulty in
expanding additional services beyond those traditionally provided by GP Practices.
Dr Sarwar explained that the practice has continued to deliver Physio First and
have agreed to commence working with Wakefield Clinical Commissioning Group
with the Clinical Pharmacists working in General Practice scheme.
Diane Hampshire thanked the Practice for a very helpful update and the response
from the practice to previous Probity Committee feedback. Diane commented that
she was impressed at the positive response from Outwood Park Medical Centre to
the Probity Committee feedback which was raised at the 28 November 2017
meeting.
Melanie Brown also commented in relation to how public concerns about transport
to Outwood Park surgery had been considered by the practice and mitigated
against. It was helpful for the committee to understand the results of the
accommodation audit that had been undertaken re future capacity.
Cllr Pat Garbutt (Committee attendee) stated that although she understands the
Practice perspective, she cannot support the branch closure in view of local
concerns and opinions. Whilst she acknowledged this, Cllr Garbutt raised that
patients are also struggling to access GP services. Dr Sarwar responded by
explaining that services were not being cut but re-located to an alternative site,
making the care patients receive safer, improving quality and cost effectiveness. Dr
Sarwar said that should the branch closure be agreed this will lead to improved
quality of care and deliver equity of access to all patients registered with Outwood
Park Medical Centre.
Dr Connor reminded the Committee that the proposal is to re-position services, not
to reduce them. The Practice response outlined in Appendix C of the Probity
Committee papers provides assurance on the four issues which the Committee
previously wrote to the Practice seeking further assurance.
A vote was then taken by show of hands. The representatives from the Practice
were invited to remain during the vote. All eligible voting members of the
Committee voted in favour of the proposed branch closure.
It was noted that Cllr Pat Garbutt remained adverse to the proposal.
Richard Hindley commented that the Probity Committee will need to monitor any
adverse impact on patients as a result of this Wrenthorpe Branch Surgery closure
and will ask the Primary Care Co-Commissioning team to receive updates from the
practice that can be shared at Probity Committee to provide assurance to the
committee in that regard.
Melanie Brown requested that given the significant concerns that the community
have raised regarding transport, which was shown in the engagement report, the
transport service should be in place and operational prior to the branch closure.
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Outwood Park Medical Centre needed to work closely with Wakefield Clinical
Commissioning Group to agree an appropriate closure date. The Practice was
asked to remain in contact with the Primary Care Co-Commissioning team
regarding the communication and engagement with patients regarding the branch
closure, and to bring a request to Probity Committee if any evaluation that the
practice undertook about the transport service indicated that the practice was
considering a withdrawal of patient transport.
It was RESOLVED that:




18/032

The Probity Committee noted the further public petition received on 9 March
2018 in relation to the proposed Wrenthorpe Branch Surgery closure.
The Probity Committee received the assurances and mitigations submitted
by the Practice on the 1March 2018
The Probity Committee agreed the application to the closure of Wrenthorpe
Branch Surgery

Contract Merger Request – Ferrybridge & Elizabeth Court
Chris Skelton presented the paper, supported by Dr Biswas, GP Partner.
The proposed merger of Ferrybridge and Elizabeth Court practices will cover six
sites. There is no intention to close any branches. The proposal will terminate the
Elizabeth Court contract and will require a variation to the Ferrybridge contract. The
practices already have a merged partnership known as Healthcare First.
The proposed merger will result in the improved coordination of delivery of
services, a consistent approach to care across the patch and enhancing roles for
staff, improving their skills and knowledge.
Significant patient engagement has taken place which raised five points of concern
for patients, all of which have been dealt with in the paper.
Only one financial implication attached to the merger, which is the merging of one
clinical system which will cost approximately £3,000.
Dr Biswas commented that the main driver for the merger is to improve resilience
by achieving some efficiencies to improve stability for future. A contractual merger
will allow improvements to be made to the IT systems.
A number of opportunities to share learning and practices have already come from
the merged partnership.
Anna Ladd commented that the patient engagement was carried out in 2016 and
asked whether any new issues have been raised. Dr Biswas confirmed that the
Practice hold regular Practice Patient Group (PPG) meetings which view the
proposed merger in a positive light.
Anna Ladd asked for clarity regarding extended hours as one partner provides this
whilst the other does not currently do so. Dr Biswas explained that there is no
intention for the current provision to be withdrawn. Once the CCG decision is
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known, the Practice will consider whether the extended hours provision will be
extended.
Chris Skelton confirmed that the Queen Street practice would remain as a PMS
contract. There are four practices and will be three contracts. Queen Street and
Park View are co-located. Discussions are still taking place regarding the exact
changes to the contract. It was indicated that the merger would be done in stages
to reduce the risks of merging six sites at once in view of the substantial number of
patients involved.
Chris Skelton advised the Committee that, subject to approval, a date for the formal
merger would need to be agreed with NHS England and Primary Support England.
The next stage will be for the partners at Elizabeth Court to formally give notice on
the PMS contract.
Probity Committee will continue to monitor the progress of the merger.
It was RESOLVED that:








18/033

The Probity Committee noted the request for a practice and contract merger
between Ferrybridge Medical Centre (B87030) and Elizabeth Court
Surgeries (B87023) in Wakefield
The Probity Committee noted the issues for consideration in a practice and
contract merger
The Probity Committee approved the formal practice merger between
Ferrybridge Medical Centre and Elizabeth Court Surgeries
The Probity Committee noted that due process has been followed in
managing the request for a practice merger
The Probity Committee requested the partners at Elizabeth Court to give
notice on its PMS contract
The Probity Committee agreed to monitor the progress of implementation
plans particularly the communication of changes to patients

Proposal to revise the Care Homes Vanguard enhanced service for primary
care in care homes
Lesley Carver and Dr Ann Caroll presented the paper.
Lesley Carver explained that in December 2005, as part of the Care Home
Vanguard, 26 GP practices were linked to 15 Care Homes to provide enhanced
services via a Local Enhanced Service (LES) agreement. This has now increased
to 27 homes.
The contracts with practices are now up for renewal.
The team have looked at similar schemes outside area and found that most are
using enhances services. A verification process with practices has taken place
which established that the KPIs were met. Focus groups with care home managers
found that 80% thought it that the scheme was an improvement on the previous
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system.
Lesley Carver recommended that funding is secured from the CCG £3 per head
General Practice Forward View funding with a flat rate for all practices of £175 per
annum per patient per bed. This will allow continuity and ease the funding
calculation for practices. It is proposed that the KPIs will be reviewed to be service
specific. This payment scheme is expected to provide additional benefits at limited
cost to Wakefield CCG.
Lesley Carver confirmed that alternative delivery options had been considered,
including the Nottingham City model of commissioning a multi-disciplinary team in
the form of an integrated care home service, and the Airedale telehealth model.
The Committee was informed that Red bags ready for roll out April and that the
Bed Stay Tool is now being used in all homes so successfully that the Local
Authority will stop the current paper scheme.
Lesley Carver indicated that whilst outcomes for individual patients were not yet
available, work has been undertaken and will be reported via Public Health,
through an evaluation. This will include work from Healthwatch and Niche in
relation to community anchors, and the results will be expected end of June/early
July 2018. This will include feedback from family members who have already
indicated that they like that the homes are part of the vanguard programme.
Sandra Cheseldine noted that one of the key aims of the scheme was to have one
GP practice aligned to a care home, however this has not been achieved. Dr Caroll
explained that this is still the aim and progress is being made although some
issues remain. It was explained that not all practices were in a position to commit to
providing the service. It was noted that Wakefield has a higher than national
average number of patients in care homes, which would result in some practices
being faced with a higher workload. It was acknowledged that the quality of care
and GP capacity would be improved if the one GP/one home model could be
achieved. Work is continuing towards this aim.
Dr Caroll explained that KPIs are being reviewed for 2018/19 to improve advance
care plans and end of life care, linked to frailty. It is acknowledged that this is a
significant work load for practices. The LES contract only recognises part of this
and it is therefore essential for primary care to support the work.
Dr Caroll indicated that consideration will be given to linking at federation level to
care homes, rather than individual practices, as this may be a more practical
solution.
Sandra Cheseldine sought clarification that the £175 per bed payment would only
be made when the bed was occupied. Lesley Carver confirmed this and explained
that bed occupancy would be tracked by both the Vanguard and Finance teams.
8

Mel Brown commented that in view of the CCG’s financial circumstances, it would
be beneficial to have a flat rate payment which would be less expensive to fund
than the current payment method.
Richard Hindley asked whether there were any issues regarding sustainability if the
system were to be funded at a reduced cost to the CCG. Dr Connor provided
assurance that this will not be the case and that as funding is recurrent, and that
practices are assured of income.
Lesley Carver commented that the ‘per bed’ payment would allow the scheme to
be offered to all practices.
Karen Parkin sought clarification regarding the reference to Dovecote Lodge in the
report. Dovecote Lodge provides respite beds and is not a traditional care home.
They have a frequent turn-over of patients in view of their role. Lesley Carver
explained that there is an ongoing discussion whether Dovecote Lodge should be
included in the scheme as they have 50 beds which is out of scope for the Bed
Stay Tool and current Vanguard scheme, which require over 65 beds. Some
practices are keen to include Dovecote Lodge in the scheme as they have patients
at that location. Following discussion it was agreed that Dovecote Lodge does not
meet the criteria of the scheme and will be excluded.
Karen Parkin asked how the cost effectiveness of the scheme was measured and
monitored. Lesley Carver explained that monthly figures are submitted. A number
of factors such as A&E attendance and ambulance call out are monitored. The
number of falls and end of life plans in place are reviewed. Assurances were given
that both soft and hard intelligence are taken into account.
Mel Brown confirmed that an external report on the Vanguard is to be prepared and
will be shared at a future meeting.
It was RESOLVED that:
i.

18/034

The Probity Committee approved the revised specification and cost for the
local enhances service for primary care in care homes

Committee Effectiveness Survey
Amrit Reyat reminded the Committee that an annual self-assessment takes place
each year for all subcommittees of the Governing Body.
Nine of the 15 eligible members responded to the survey, the majority either
agreed or strongly agreed that the committee was affective.
Several comments were made which would be valuable in improving effectiveness
further and an action plan has been developed.
Diane Hampshire asked that the completed action plan be brought to a future
meeting.
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It was RESOLVED that:
(i) The Probity Committee noted the findings of the Probity Committee
Effectiveness Survey
(ii) The Probity Committee approved the action plan
18/035

Probity Committee Work Plan 2018/19
Amrit Reyat presented the 2018/19 work plan for the Probity Committee.
It was RESOLVED that:
(i) The Probity Committee approved the work-plan for 2018/19.

18/036

50p Scheme
Dr Connor presented the paper.
Dr Connor confirmed that the 50p scheme was funded by the now terminated £3
per head additional payment scheme to GP practices. The 50p scheme was
designed to assist the CCG in addressing quality of care for patients who had been
referred to MYHT but had not yet been allocated to a clinic, meaning that the
medical notes could not be seen by a consultant and therefore could not be
appropriately prioritised.
The scheme had three main elements:




Prescribing
Appointment slot issue work – would prioritise urgent appointments
Pathology requests from GP for regular tests.

Dr Connor confirmed that the majority of practices had co-operated with the
scheme and a schedule of payments was included in the paper. It was confirmed
that funding would be withheld, on a sliding scale, from practices which did not
complete any aspect of the required audit.
It was RESOLVED that:
(i) The Probity Committee noted the performance of each practice relating to
the 50p scheme and approved payments to twenty eight practices, part
payment for nine practices and no payment to Eastmoor Health Centre as
set out in Appendix 2.
18/037

Additional Patient Access Contract (APAC) – January 2018 final report
Dr Connor presented the paper which explained that the APAC scheme is coming
to an end. Practices were given three months’ notice to terminate the APAC
contract as at 31 January 2018. The amount available to practices equates to 25p
per patient.
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The report set out how practices had achieved additional contacts.
The Committee were asked to note that Eastmoor Health Centre was previously
removed from the scheme by the Probity Committee and was therefore not eligible
for payment.
It was RESOLVED that:
i.

18/038

The Probity Committee noted the final update on the APAC for January
2018 and approved the proposals for payments to 36 practices, with the
exception of Eastmoor Health Centre.

Learning Disabilities Health Check Performance
Chris Skelton reminded the Committee that the Special Educational Needs and
Disability (SEND) report was received in September 2017 and provided an update
on the delivery of the Learning Disabilities health checks up to Quarter 3 2017/18.
The performance data showed a significant improvement. Quarter 3 2017/18
shows 31% completion compared to 21% for the whole of 2016/17.
Mel Brown commented on the progress that had been made and that it was
important to maintain the momentum. The improvement had been supported by
Target Events and practice visits.
Dr Connor highlighted the variation between practices and the scope for
improvement. The Wakefield Practice Premium Contract (WPPC) has a
requirement that each practice must improve by 50%
Stephen Hardy acknowledged the good progress that had been made but
questioned why some of the sizable practices haven’t shown much improvement.
Mel Brown asked that Dr Connor include this in the agenda for the next Conexus
confederation meeting.
Dr Connor explained that the health checks can be difficult to arrange as they
require a doctor and nurse/HCA with specific training. Dr Connor informed the
Committee there was some apprehension from some practices in view of the large
variety of LD patients. Peer support is being offered to practices through the
federations.
Sandra Cheseldine voiced her disappointed with the report, stating that this has
been as issue for ten years. She was disappointed by the outcome and also level
of ambition. Whilst she understands the difficulties with this cohort of patients, she
is concerned that the big practices do not seem to have moved forward sufficiently.
Mel Brown accepted that the SEND report was quite challenging. While there was
some improvement the CCG accepted that the improvement is not sufficient
Diane Hampshire asked whether this topic should be shared with the Governing
Body. Laura Elliott confirmed that this already occurred as the performance
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indicators are reported via the Integrated Governance Committee to the Governing
Body.
Laura Elliott advised that the Learning Disabilities team at Mid Yorkshire Hospitals
NHS Trust will be working with practices to improve the number and quality of
SEND reports. A number of practices have already engaged with this process.
Richard Hindley asked whether there was scope to provide further support to the
practices which are furthest behind.
Dr Connor commented that all practices have to achieve 50% compliancy by the
end of the year. Support such as tools and training are already offered and the
CCG is working with practices to priorities this task.
Mel Brown suggested that the situation be discussed at Conexus Federation and
then she and Richard Hindley could write to the under-achieving practices.
Cllr Pat Garbutt stated that there was a possibility of a full inspection of children’s
services in the near future. This is to be discussed at a Council meeting on 28
March 2018.
It was RESOLVED that:
i.

ii.

18/039

The Probity Committee received assurance that the number of Learning
Disabilities Health Checks are increasing, subject to the observation relating
to the speed of the progress.
The Probity Committee agreed to continue to receive quarterly updates in
relation to the progress of this action plan

General Practice 2020 Plan Update
Dr Connor presented the paper which demonstrates the implementation of the GP
Forward View in Wakefield, particularly in relation to changes to funding routes and
achieving the best outcome for expenditure.
Good progress was reported against the plan. However there remains a need to
strengthen GP resilience within the system, both at practice and sector and system
levels.
Dr Connor explained that progress against the nine transformation projects was
detailed in the report although other projects were underway. Dr Connor asked
whether the Committee would like clarification of further detail regarding any of the
projects.
Dr Connor commented that the scaling back of discretionary spending under the
Wakefield Practice Premium Contract was a concern for practices.
Dr Connor informed the Committee that the Wakefield Academy virtual practice
was being cited by NHS England as an exemplar. He also confirmed that the
Virtual Practice scheme will become part of Academy and will be funded by part of
£3 per head funding.
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Sandra Cheseldine questioned the funding arrangements and requested that full
details of the funding streams and costings are included in a future reports. Sandra
Cheseldine also requested details of the expected delivery and outcome from the
scheme. It was acknowledged that the GP Forward View requires funding to be
delivered to GP services but the paper under consideration does not fully support
the decision to allocate monies in this way. Karen Parkin supported Sandra
Cheseldine’s concerns regarding the funding arrangement.
Dr Connor agreed that although the matter had previously been considered at
Probity Committee, no final decision had been reached. Dr Connor clarified that the
Probity Committee had approved The Virtual Practice ‘in principle’ only.
Mel Brown confirmed that The New Models of Care Board has considered training
academy future funding. The New Models of Care Board supported responsibility
for the Academy resting with the CCG for the next couple of years. Sandra
Cheseldine confirmed that she had taken some assurance from that comment.
Mel Brown confirmed that a further paper would be brought to the 29 May 2018
Probity Committee to clarify the position and again highlighted that NHS England
were keen to roll out the scheme in other areas.
Mel Brown explained further assurance can be obtained from the fact that the
clinical pharmacy and general practice schemes have been discussed at the
Finance Committee on several occasions. The identified Quality, Innovation,
Productivity and Prevention (QIPP) saving has been reviewed through a resilient
governance programme.
Mel Brown stressed that the Care Home LES and the Pharmacy contract schemes
are large projects and specifically highlighted care navigation which was discussed
at the New Models of Care meeting.
Conexus have taken responsibility for some work which Wakefield CCG had
contracted with South West Yorkshire Partnership Foundation Trust to carry out.
Conexus is now funded from self-generated profits and the training package they
are delivering to GPs across area has no cost to Wakefield CCG or Wakefield
Council. It was acknowledged that this demonstrates the progress that has been
made in partnership working.
Sandra Chesledine stated that a tender waiver for Conexus had been to the Audit
Committee but their sponsorship policy and conflicts of interest policy are to be
reviewed before the tender waiver can be approved and funds released.
Mel Brown thanked colleagues who had worked on the transformation projects and
noted that several positive comments have been received from external sources.
Anna Ladd left the meeting.
It was RESOLVED that:
(i) The Probity Committee noted progress on the implementation of the GP
Forward View in Wakefield and approves the proposals for further
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development in 2018/19.
(ii) The Probity Committee requested additional financial information regarding
the Virtual Practice Scheme
18/040

Co-Commissioning Update (Verbal)
Chris Skelton provided a verbal update on the co-commissioning of GP services.
Chris Skelton informed the Committee that Primary Care team are working with the
small number of practices which are struggling to achieve the target for care plans.
Chris Skelton reminded members that the Probity Committee had approved a List
Closure at Crofton and Sharlston Medical Practice due to staffing shortages. The
problems have now been resolved and the Committee was pleased to hear that the
GP returned on 3 April 2018 and the List will re-open.
The GP contract changes for 2018/19 have been published. They show a 3.4%
funding increase but this is not directly attributable to current schemes and is under
review.
It was RESOLVED that:
i.

18/041

The Probity Committee noted the verbal update on co-commissioning

Eastmoor Performance Report
Chris Skelton confirmed that Eastmoor Health Centre practice had been reinspected by the Care Quality Commission (CQC) in January 2018. The inspection
went well with an improved result of ‘Requires Improvement’. An improvement was
made in every domain with a finding of ‘Good’ was achieved for the care and
responsive element of the inspection.
Mel Brown commented on the excellent work undertaken by the Practice and the
Primary Care Team and that the progress was a very positive step forward.
It was RESOLVED that:
(i) The Probity Committee noted the progress in relation to the performance
improvements at Eastmoor Health Centre
(ii) The Probity Committee received assurance that the quality of care provided
at Eastmoor Health Centre has improved since the inspection in April 2017.

18/042

Matters to be referred to other committees or Governing Body
It was agreed that Chris Skelton would share the Eastmoor Health Centre report
with elective members.

18/043

Any Other Business
No items were identified for discussion.
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18/044

Date and Time of Next Meeting
Tuesday 29 May 2018, 3pm, The Board Room, White Rose House
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Agenda item : 15f(i)
West Yorkshire & Harrogate Joint Committee of Clinical Commissioning Groups
Minutes of the meeting held in public on Tuesday 6th March 2018
Kirkdale Room, Junction 25 Conference Centre, Armytage Road, Brighouse, HD6 1QF
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Item No.
39/18

Agenda Item

Action

Welcome, introductions and apologies
MB welcomed all to the meeting and reminded everyone of the role of the Joint
Committee. Apologies were noted. MB highlighted the sustainability benefits of
paperless meetings and that many Committee members would be using
electronic devices to access agenda papers.

40/18

Open Forum
MB invited members of the public to ask questions about items on the agenda. 4
members of the public asked questions. MW responded on elective care and
standardisation and CMc on urgent care:
Elective care and standardisation
Q. How would the supporting healthier choices programme be
commissioned, funded and provided?
A. The aim was to build capacity in existing organisations and collaborate
at local level across WY&H. The emphasis was on prevention, choice
and directing people towards the most appropriate care to produce
better outcomes. It was too early in the process to consider possible
approaches to tendering and contracting.
Q. How was the Academic Health Science Network involved and would
advertising and digital technology play a part in encouraging behaviour
change?
A. We are working closely with the AHSN, which has significant expertise in
behaviour change. Advertising and digital technology would both be
used to encourage healthier lifestyles.
Q. How was the programme addressing the risk that access to eye and
orthopaedic procedures would be restricted?
A. Clinicians would continue to make decisions about access, on the basis
of the needs of individual patients. The programme would not change
this.
Urgent and emergency care
Q. Concern that the re-procurement of integrated urgent care services
would lead to the break-up of the NHS.
A. Partners in Yorkshire and the Humber were responding to a national
specification. Whatever service model was selected, the aim was to
secure greater integration of NHS services, not fragment them.
Q. Was evidence from previous Vanguard projects being used to shape the
design of services?
A. Yes, the aim was to learn from all of the available evidence and spread
best practice.
MB said that the questions would also be taken into account in the relevant
agenda items. The full questions and written responses would be provided after
the meeting and would be published on the Joint Committee webpage.

41/18

Declarations of Interest
MB asked Committee members to declare any interests that might conflict with
the business on today’s agenda. There were no additional declarations.
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42/18

Minutes of the meeting in public – 9th January 2018
The Committee reviewed the minutes of the last meeting.
The Joint Committee: Approved the minutes of the meeting on 9th January
2018.

43/18

Actions and matters arising
The Joint Committee reviewed the updated action log. There were no matters
arising.
The Joint Committee: Noted the action log.

44/18

Mental Health
HH presented the report. She highlighted how MH providers were working
together to share beds and improve access to local services. CCGs were
reviewing commissioning plans, working to reduce variation and establish
common levels of community services across WY&H. Each CCG was now
leading on a specific area of work.
HH also highlighted:
 Work to improve collaboration on providing locked rehabilitation units.
Proposals for alternative models would be brought back to the Joint
Committee.
 The development of a new Child and Adolescent Health services
(CAMHs) pathway aimed at improving community provision and
reducing the use of tier 4 beds.
 Collaborative work which was leading to a richer commissioning picture
of learning disabilities, adoption services and dementia.
HH noted the need to assess the overall value for money of services. Reducing
out of area placements and increasing the availability of local services improved
VFM, but there was a need to reinvest savings into community based services.
In response to a question from PC, HH recognised the need to understand the
case mix for CAMHs, particularly in relation to eating disorders. Responding to
questions from FKS, HH advised that local authorities and the police were
involved in a number of workstreams. HH would ask the MH team to advise on
how the programme was ensuring a focus on the needs of young people and
BME communities.
HH noted that work to reduce out of area placements was driven by direct
patient experience. A lot of local public engagement was taking place at local
level, but that there was further work to do at WY&H level. MB noted the good
progress being made by the MH workstream and welcomed the focus on
learning disabilities.
The Joint Committee:

1. Noted the report and endorsed continued collaborative commissioning work
to support the delivery of the mental health programme.
45/18

Urgent and emergency care
CMc presented the report. In WY&H, the Joint Committee had delegated
authority from the CCGs to agree future arrangements for 111 and Urgent Care
services. CMc had previously advised the Committee that NHS England
required all CCGs to have an Integrated Urgent Care (IUC) programme by 1
April 2019.
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The report today sought approval to undertake a formal procurement process.
The current NHS 111 contract with the Yorkshire Ambulance Service (YAS)
ended in March 2018. A one year interim contract was being negotiated with
YAS for 2018 -19, and it was recommended that there also be allowance for a 6
month extension to ensure service continuity and minimise risk.
The work was being overseen by the Y&H Joint Strategic Commissioning Board
(JSCB), which had sought expressions of interest from prospective providers.
The JSCB recommended a structured dialogue approach. MP advised that this
approach enabled discussion with potential providers to define and refine the
service model. This was particularly important given the complexity of delivering
services in 3 STP areas across Y&H.
RW welcomed the structured dialogue approach, but also noted the potential
risk of destabilising YAS. CMc acknowledged the risk and that steps were being
taken to mitigate it. MP noted that work was ongoing to ensure the continuity of
current services at the same time as managing the commissioning process.
Responding to questions from SO, MP noted that the aim was to ensure a
collaborative approach to the provision of GP Out of Hours services. In relation
to a Clinical Advice Service, MP noted the difficulties in integrating a range of
providers, but the aim was to ensure a fully integrated service. The time needed
to complete the procurement process would only become clearer when the
number of interested providers was clearer.
LA noted the deadline of April 2019 for putting the service in place. She felt that
there was a need to increase pace, which might need additional resource.
AW asked whether other STP areas had agreed the proposal. CMc advised that
CCGs in other STPs would need to take the proposal through their individual
governing bodies. Work was ongoing with the urgent care leads in the other
STP areas to minimise the risks. In response to a question from DK, MP said
that the WY&H urgent and emergency care workstream was exploring options
for GP out of hours services and would link into the commissioning process
ABr asked whether proposals shared by providers in a structured dialogue were
subject to ‘commercial in confidence’ restrictions. MP said that this would
depend on the nature of the proposal, but that the overall approach would
encourage sharing, so as to arrive at the optimum service model. Responding to
a comment from SO, LA acknowledged the need for NHSE to clarify the
commissioning approach to dental services.
HH asked queried the total financial resource that was available and the
financial model that was being applied. MP confirmed that the presumption was
that there would be no additional monies. There might be flexibility between the
components, but this would be within the overall affordability envelope. The
Finance workstream was developing the detail.
The Joint Committee:
1. Ratified the recommendation of the Commissioner- only JSCB that the
appropriate route to market is through a competitive procurement process
and instruct the JSCB to implement this decision.
2. Ratified the recommendation of the use of a dialogue based process to
deliver the service model.
3. Ratified the recommendation to negotiate an interim contract with the
current 111 provider for 18/19 that has the ability to be extended for six
months as a means of mitigating any risks relating to continuity of service,
should unavoidable slippage occur.
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4. Noted the risks associated with the procurement process and supported the
core team to mitigate these.
46/18

Elective care and standardisation of commissioning policies

47/18

Matt Walsh presented the report, noting the need to maintain focus and resist
pressures to expand the scope of the programme. A Programme Director had
been appointed and the Programme Board enjoyed good involvement from
CCG commissioning managers. 2 Lay members were being sought.
He presented proposed high level eye care and musculoskeletal / elective
orthopaedic pathways and proposals for Procedures of Limited Clinical Value
(PLCV) and prescribing. The aims of the programme included changing the
relationship between people and services and developing local capability to
reduce unnecessary dependency on hospital care and improve outcomes.
There were governance risks attached to the ‘Do once and share’ approach to
new policies. Robust equality and quality impact assessments would be
important and Joint Committee would need to develop an agreed approach. AW
noted a potential role for the Clinical Forum. MW would bring back proposals for
initial discussion in a Joint Committee development session.
MW noted the need to explore the detail of the financial efficiency opportunities
of £50m that had been identified. He said that the primary driver of the
approach would be to improve quality.
SO noted the need to develop capacity for high volume eye care procedures in
the community, and to ensure that specialised care was available in acute
hospital settings. He highlighted an error in the orthopaedic pathway diagram.
FKS supported the ambition to improve quality and reduce variation and asked if
exemptions would be applied to mitigate any adverse effects on individuals. MW
said that the programme had a strong focus on the effects of poverty and
addressing health inequalities. Clinicians would continue to focus on the
individual needs of patients.
ABr supported the objectives of the programme, highlighting the need to
address the workforce issues that were leading to capacity problems in some
hard pressed specialties. MW acknowledged that the need to work closely with
the STP workforce programme.
The Joint Committee agreed:
1. The high level pathway for eye care.
2. The consideration of emergency eye care services where these interface
indivisibly with planned care services for eye health.
3. The high level pathway for elective orthopaedic services.
4. The recommendation to exclude non-clinical services from the PLCV work
programme.
5. The clinical inclusion, exclusion and prioritisation proposals for the PLCV
programme.
6. The ‘Do Once and Share’ approach to delivery of the PLCV programme.
7. The proposals for the ongoing development of the prescribing programme.
Any other business

MW

There was none.
Next Joint Committee in public – Tuesday 5th June 2018, Kirkdale Room, Junction 25 Conference
Centre, Armytage Road, Brighouse, HD6 1QF.
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Agenda item:15g(i)

Joint Committee of Clinical Commissioning Groups
Public Meeting held 28 March 2018, 3:30 – 4pm, at NHS Sheffield CCG
Action Summary for CCG Boards

There were no actions to progress resulting from this meeting.

Public Minutes of the meeting of the
Joint Committee of the Clinical Commissioning Group Meeting
Public Meeting held 28 March 2018, 4 - 5:30pm, at NHS Sheffield CCG
Present:
Dr Tim Moorhead, Clinical Chair, NHS Sheffield CCG (Chair)
Jeremy Budd, Director of Accountable Care, NHS Barnsley CCG
Adrian England, Healthwatch Representative, Healthwatch Barnsley
Chris Edwards, Accountable Officer, NHS Rotherham CCG
Victoria McGregor- Riley, Director of Primary Care, NHS Bassetlaw CCG
Priscilla McGuire, Lay Member
Dr Ben Milton, Clinical Chair, NHS North Derbyshire CCG
Philip Moss, Lay Member
Julia Newton, Director of Finance, NHS Sheffield CCG
Jackie Pederson, Accountable Officer, NHS Doncaster CCG
Phil Smedley, Senior Commissioning Manager, NHS Wakefield CCG
Will Cleary-Gray, Director of Sustainability and Transformation, SYB sICS
Apologies:
Dr Nick Balac, Clinical Chair, NHS Barnsley CCG
Sir Andrew Cash, Lead, South Yorkshire and Bassetlaw sICS
Dr Chris Clayton, Chief Executive Officer, NHS Derbyshire CCG
Dr David Crichton, Clinical Chair, NHS Doncaster CCG
Dr Richard Cullen, Clinical Chair, NHS Rotherham CCG
Dr Phillip Earnshaw, Clinical Chair, NHS Wakefield 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)
Dr Eric Kelly, Clinical Chair, NHS Bassetlaw CCG
Dr Steven Lloyd, Clinical Chair, NHS Hardwick CCG
Maddy Ruff, Accountable Officer, NHS Sheffield CCG
Lesley Smith, Accountable Officer, NHS Barnsley CCG
Jo Webster, Chief Officer, NHS Wakefield CCG

In attendance:
Marianna Hargreaves, Transformation Programme Lead, SYB sICS
Lisa Kell, Director of Commissioning Reform, SYB sICS
Helen Stevens, Associate Director of Communications and Engagement, Commissioners Working
Together/ SYB sICS
Kate Woods, Programme Office Manager, SYB sICS

Minute
reference

Item

ACTION

63/18

Welcome and introductions
The Chair welcomed members to the meeting. An initial query was
raised around limited time on the agenda for questions from members of
the public. It was confirmed in response that time, as required would be
allowed to hear questions from the public.

64/18

Apologies
Apologies were received and noted.

65/18

Declarations of Interest
There were no declarations of interest.

66/18

Previous minutes of the meeting:
The minutes of the meeting held on 15 November 2017 were accepted
as a true and accurate record.

67/18

Update on HASU
The group noted a challenge to the HASU work that was subject to a
judicial review. Due to this, it was not possible to discuss the HASU work
further.

68/17

Questions from the public
A query was raised regarding HASU, noting patients were being moved
to Sheffield from Rotherham and in response it was confirmed that this
was the case, that providers had to implement arrangements to ensure
patients presenting across the area with stroke or suspected stroke
received the best possible care. This was taking place without a formal
arrangement with commissioners. A number of issues existed that the
stroke services were facing and these existed prior to the development
of the business case.
The following questions were put to the committee that had been
submitted in writing:
Question from Ms Nora Everett
We, the public, are aware that the Refresh of the NHS Plans published
in February 2018 require the SYB Integrated Care System to:





prepare a system operating plan that aligns key assumptions on
income, expenditure, activity and workforce between
commissioners and providers
that this plan ensures that organisation plans, of the system
partners, underpin and together express the system's priorities
and that this system plan is submitted to NHS England and NHS
Improvement for assurance by 30th April 2018

How do you propose to involve the public, and inform them of your
intentions?
- given that the Next Steps for the NHS Five Year Forward View, the
original NHSE/I business plan, says on P35:
"As STPs move from proposals to more concrete plans, we expect
them to involve local people in what these plans are and how they
will be implemented.
The Joint Committee agreed to respond to this question in writing.
Response:
Each NHS organisation is required, by NHS England and NHS
Improvement, to submit an operational plan by the end of April 2018.
These plans describe how they will meet their financial and NHS
Constitutional targets (such as the four hour A&E wait, 62 day referral to
treatment standard) for the year ahead. The SYB shadow ICS is
reviewing all the organisational operational plans together to identify the
financial and performance risks across the region, as well as ensuring
their priorities align with those of the shadow ICS.
The shadow ICS has made a commitment to involving the patients and
the public in health service developments. During 2017-2018 the ICS
engaged patients and the public in a conversation about the South
Yorkshire & Bassetlaw plan. The results of these conversations can be
read here and here.
In August 2017 it started to take forward its first piece of work, looking at
hospital services in the area. Patient, public and clinical involvement has
been key to the ongoing review, with engagement including
conversations with seldom heard communities, a demographically
representative telephone survey with 1000 people, an online survey and
regional and local meetings, stalls and events. The findings from the
engagement to date can be found here.
In 2017-18 the shadow ICS started to develop a Citizens’ Panel in
recognition that the voice of local people is at the heart of the work. The
panel brings together people from across South Yorkshire and
Bassetlaw who can offer an independent view and critical friendship on
matters relating to the work of Health and Care Working Together. Initial
recruitment has taken place, with further recruitment to the panel
ongoing.
Questions from Peter Deakin
Is there any point in public questions to the JCCCG when they are seen
and answered by the Associate Director of Communications and
Engagement, Commissioners Working Together/ SYB ACS. The
Associate Director of Communications and Engagement is not
a member of the JCCCG but an attendee.
Response:
All JCCCG members receive the public questions and intended
responses. The draft responses to questions asked at JCCCG meetings
held in public are put together by a range of people who work across the
CCGs in the collaboration as the knowledge and information is held by
different individuals. Once collated, they are checked and signed off by

the JCCCG.
How can they be called public questions to the JCCCG when seen and
answered by one person? I asked fourteen questions to which answers
were provided by the Associate Director of Communications and
Engagement.
Response:
All JCCCG members receive the public questions and intended
responses. The draft responses to questions asked at JCCCG meetings
held in public are put together by a range of people who work across the
CCGs in the collaboration as the knowledge and information is held by
different individuals. Once collated, they are checked and signed off by
the JCCCG.

The answers were not to all of my questions for instance I asked: Is the
JCCCG required to have Declarations of Interest relevant to the
agenda?
The answer - The JCCCG operates a register of interests and has a
Conflicts of Interest Policy.
It’s not an answer to what I asked.
The Joint Committee agreed to respond to this question in writing. A
comment was made in the meeting in response, noting that a
Declarations of Interest register was available online, and members were
asked at each meeting to declare conflicts of interest to members.
Response:
The JCCCG has a register of interests which is published online https://smybndccgs.nhs.uk/about-us/how-were-run - and updated on an
annual basis. Members advise if there are any changes in the interim.
In addition, there is a standing item on the agenda for members to
declare any interests in relation to the meeting, which allows for any
conflicts to be recorded and managed.
Question
If a public question is not answered correctly or the answer is
questionable, for example the facts in the answer are wrong, what
recourse has the questioner got to receive an adequate answer. Is there
a protocol for this to happen?
The Joint Committee agreed to respond to this question in writing.
Response:
Responses to questions from the public are seen and signed off by the
JCCCG members. If a response is factually inaccurate, the matter
should be raised with the Chair of the JCCCG.
The following questions from Mr Tony Nuttall were read out to the
meeting.
Question: Whether an officer acting independently has a right to answer
questions intended for a public meeting without the members having
seen the questions or answers.

Response:
All JCCCG members receive the public questions and intended
responses. The draft responses to questions asked at JCCCG meetings
held in public are put together by a range of people who work across the
CCGs in the collaboration as the knowledge and information is held by
different individuals. Once collated, they are checked and signed off by
the JCCCG.
Question: Why 18 months after the changes to emergency stroke
services at Barnsley Hospital no audit of whether outcomes are better or
worse is available.
Response:
Since September 2016, Barnsley has had to divert to other hospitals
(Pinderfields, Doncaster or Sheffield) patients who present with
symptoms suggestive of a stroke and who seek medical attention within
the time window when thrombolysis may be given.
The divert enables a small number of patients who would benefit from
thrombolysis to receive it, improving their chances of a fuller recovery
and better clinical outcome. If the Barnsley patients had not transferred
they would not have been able to access thrombolysis at all and by
default this will result in poorer clinical outcomes for those patients. The
clinical audit evidence for the effectiveness of receiving the treatment
already exists.
Stroke clinical outcomes and processes are monitored nationally and
work takes places locally to look at patient experience and complaints.
Anecdotal evidence from clinicians points to positive experiences for
those patients who have been diverted, with no complaints received
either formally or informally. Monitoring of the stroke data does not yet
show any trends.
Question: Why 18 months after the changes to emergency stroke
services at Barnsley Hospital there seems to be no assessment of the
impact on patient and carer experience, why the CCG or Barnsley
Hospital, as the responsible bodies, have not carried this out and how
the Citizen's Panel is expected to be able to do this instead.
Response:
Since September 2016, Barnsley has had to divert to other hospitals
(Pinderfields, Doncaster or Sheffield) patients who present with
symptoms suggestive of a stroke and who seek medical attention within
the time window when thrombolysis may be given.
The divert enables a small number of patients who would benefit from
thrombolysis to receive it, improving their chances of a fuller recovery
and better clinical outcome. If the Barnsley patients had not transferred
they would not have been able to access thrombolysis at all and by
default this will result in poorer clinical outcomes for those patients. The
clinical audit evidence for the effectiveness of receiving the treatment
already exists.
Stroke clinical outcomes and processes are monitored nationally and
work takes places locally to look at patient experience and complaints.
Anecdotal evidence from clinicians points to positive experiences for

those patients who have been diverted, with no complaints received
either formally or informally. Monitoring of the stroke data does not yet
show any trends.
The Citizens’ Panel provides an independent view and critical friendship
on matters relating to the shadow Integrated Care System (ICS). In
particular, the group has been set up to ensure that the voice of the local
population is heard and influences any developments. It does this by
making sure engagement opportunities are created for citizens, patients
and carers and that they are meaningful, targeted and relative to the
changes suggested. It does not assess individual services.

Further questions were raised for the committee by the public: The Joint
Committee agreed to respond to these questions in writing.
Why are questions being responded to when JCCCG members had not
previously seen them. See above.
Why 18 months after changes to stroke services have no audit taken
place? See above.
Why 18 months after changes to stroke services at Barnsley has no
assessment of impact on patient care and experience - why have the
CCG not carried this out and how can a citizens panel be expected to do
this instead? See above.
Regarding the previous questions submitted, how does anyone not
attending this meeting find out that questions have been asked and
answered. It was confirmed that questions would be published and
included with the minutes.
69/17

To consider any other business
There was no other business brought before the meeting.

70/17

Date and Time of Next Meeting
The Chair informed the meeting that the next meeting will take place on
25 April 2018 in the Boardroom at NHS Sheffield CCG at a time to be
confirmed.

Public questions to the JCCCG – February 2018
From Doug Wright:
1 Have you changed your terms of reference to include other service decisions apart
from Children's Surgery and Anaesthesia, Acutely Unwell Children and Hyper Acute
Stroke Services.
Response: We are currently reviewing the delegated responsibility of the Joint Committee
of CCGs and will report on this in due course.
2. Are Wakefield, North Derbyshire and Hardwick CCG's involved in decisions about
South Yorkshire and Bassetlaw Integrated Care System new policies, procedures and
budget setting at system level.
Response: This is a matter for the South Yorkshire and Bassetlaw Integrated Care
System, not the Joint Committee of CCGs.
3. Can you please ensure that future agendas and minutes of JCCC's meetings are made
public at least eight working days before the date of the meeting.
Response: The JCCCG adopts the standing orders of NHS Sheffield CCG in relation to
the notice of meetings. These state that written notice will be given five days before the
meeting and which we follow.

From Steve Merriman
QUESTION : ACCOUNTABILITY TO, AND ENGAGEMENT WITH, THE PUBLIC
I have lost count of the number of times I have listened to Helen Stevens (and her
colleagues) claiming to put the public first.
This assertion doesn’t quite fit with the reality, that the majority of your meetings are held
in private. Why is that?
Response:
Meetings of the JCCCG are held in public unless the JCCCG considers that it would not
be in the public interest to permit members of the public to attend a meeting or part of a
meeting. This is whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business.
From Peter Deakin
Questions for the meeting of the Joint Committee of Clinical Commissioning Groups
Wednesday 28 February 2018, 4:15pm-5:30pm from Peter Deakin member of the public
and Chair person of Barnsley Save our NHS
My questions are with regard to and refer to the two NHS England documents

Patient and public participation in commissioning health and care: Statutory guidance for
clinical commissioning groups and NHS England (PPPCHC)
and
Involving people in their own health and care: Statutory guidance for clinical
commissioning groups and NHS England.
Firstly, I refer to a question that I asked at the Joint Committee of the Clinical
Commissioning Group Meeting, held 28 June 2017, 3.30pm - 5:00pm, at Doncaster CCG,
and the answer received:
“Question 3. What is the representative democracy mechanism for the public to engage.?
Answer 3. The Joint Committee is made up of seven CCGs, NHS England and Hardwick
CCG. Each has a legal responsibility under the Health and Care Act 2012 S.14Z2 to
ensure public involvement and consultation in commissioning processes and decisions.”
Q.1. When will the JCCCG start to follow this legal responsibility of public involvement in
this process and will it follow the guidance documents referred to?

PPPCHC guidance states:
“Where involvement takes place via representatives, staff should seek assurance that the
representatives offer a fair reflection of the views of others. Engagement through
representatives should only be used where directly engaging with service users is not
practicable or proportionate”.
and
“The NHS is accountable to the public, communities and patients that it serves and is
therefore subject to public scrutiny. Building on the constitution, the Five Year Forward
View sets out a vision for growing public involvement”
The Joint Committee of CCGs has carried out pre-consultation engagement and formal
public consultation on proposals to change the way hyper acute stroke services (first 72
hours of care) and some out of hours children’s surgery is provided in line with statutory
guidance.
The communications and engagement plans, analysis and decision making business
cases set out the approach and outcomes from the engagement. These can be found on
the Commissioners Working Together and Health and Care Working Together websites
here: https://smybndccgs.nhs.uk/what-we-do/critical-care-stroke-patients here:
https://smybndccgs.nhs.uk/what-we-do/childrens-surgery and here:
http://www.healthandcaretogethersyb.co.uk/index.php/about-us/commissioners-workingtogether/hyper-acute-stroke-services and here: https://smybndccgs.nhs.uk/what-wedo/childrens-surgery/decision-making-meeting-28-june-2017

Q2. Where is the evidence that the above PPPCHC guidance is being followed and, if it is
being followed, why is it not reflected in the minutes of the meeting held on 24th May 2017
(the minutes do not mention involving/engaging the public)?

Helen Stevens gave an Engagement Update at the Joint Committee of the Clinical
Commissioning Group Meeting, held 18 October 2017. Helen mentioned an engagement
presentation.
The communications and engagement plans, analysis and decision making business
cases set out the approach and outcomes from the engagement. These can be found on
the Commissioners Working Together website here: https://smybndccgs.nhs.uk/what-wedo/critical-care-stroke-patients here: https://smybndccgs.nhs.uk/what-we-do/childrenssurgery and here: http://www.healthandcaretogethersyb.co.uk/index.php/aboutus/commissioners-working-together/hyper-acute-stroke-services and here:
https://smybndccgs.nhs.uk/what-we-do/childrens-surgery/decision-making-meeting-28june-2017

Q3. Is there a copy of the engagement presentation that is mentioned in the meeting
update?
Yes, see attached.
I am aware of the formation of a Citizens Panel, by the commissioners, “to ensure that the
voice of the local population is heard”. Such a panel has been referred to as 'self-selecting
applicants, motivated to apply, but who cannot be seen as representing the population as
a whole'.
Please could you give more detail on where this was referenced?
To our knowledge, this comment is a reference from the Independent Analysis of the
Public Consultation on hyper acute stroke services and some out of hours children’s
surgery and referenced in both decision making meetings, as well as at the Joint Health
Overview and Scrutiny Committee meetings. It is not a reference to the Citizens’ Panel.
See: https://smybndccgs.nhs.uk/what-we-do/critical-care-stroke-patients and
http://www.healthandcaretogethersyb.co.uk/application/files/7215/1074/0077/Presentation
_to_the_JC_CCG.pdf

Q.4. With reference to the PPPCHC, which is a statutory guidance document, can the
JCCCG be sure that they are fulfilling their legal responsibilities and that the Citizens
Panel are able to speak for the population of South Yorkshire and Bassetlaw? What are
the mechanisms for them to be in touch with the public or the public to be in touch with them,
or to even know who they are?
The Citizens’ Panel is being developed and set up to provide an independent view and
critical friendship on matters relating to our Accountable Care System and is not a
replacement for wider public engagement and consultation. For its purpose, aims and
background information on the Panel, see:
http://www.healthandcaretogethersyb.co.uk/index.php/about-us/whychange/latestnews/could-you-be-part-our-citizens-panel

Is the JCCCG

Q.5. a democratic organisation?
Section 14Z3 of the NHS Act 2006 allows CCGs to make arrangements in respect of their
commissioning functions and includes the ability for two or more CCGs to create a Joint
Committee to exercise functions. The Joint Committee of CCGs has agreed to collaborate
and take joint decisions in areas of work that they agree. Its membership comprises:


Voting members – two decision makers from each of the member CCGs, who are
the clinical chair and accountable officer.



Non-voting members – two lay members, one director of finance chosen from the
member CCGs, a representative from NHS England, a Healthwatch representative
nominated by the local Healthwatch groups, ACS lead or deputy, ACS director.

Q.6. making decisions that will affect the NHS?
As above.
Q.7. funded by public money?
As above.
Q.8. answerable to the public?
As above.
And
Q. 9. Who appoints the members of the JCCCG?
As above.
Q.10. Are the JCCCG members paid for their role on the commissioning group?
Other than the lay members, all members of the JCCCG hold substantive roles within
those organisations and remunerated by them. The lay members receive remuneration in
line with lay member remuneration across the region.
Q.11. Are the JCCCG members from democratic organisations?
See above.
Q.12. Is the JCCCG required to have Declarations of Interest relevant to the agenda?
The JCCCG operates a register of interests and has a Conflicts of Interest Policy.
Q.13. Who scrutinizes the JCCCG?
The South Yorkshire, Derbyshire Nottinghamshire and Wakefield Joint Health Overview
and Scrutiny Committee is a joint committee appointed under Regulation 30 of the Local
Authority (Public Health, Health, Health and Wellbeing Boards and Health Scrutiny)

Regulations 2013/218 and is authorised to discharge the following health overview and
scrutiny functions of the authority (in accordance with regulations issued under Section
244 National Health Service Act 2006) in relation to health service reconfigurations or any
health service related issues covering this geographical footprint:
a) To review and scrutinise any matter relating to the planning, provision and operation of
the health service in its area, pursuant to Regulation 21 of the Local Authority (Public
Health, Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.
b) To make reports and recommendations on any matter it has reviewed or scrutinised,
and request responses to the same pursuant to Regulation 22 of the Local Authority
(Public Health, Health, Health and Wellbeing Boards and Health Scrutiny) Regulations
2013.
c) To comment on, make recommendations about, or report to the Secretary of State in
writing about proposals in respect of which a relevant NHS body or a relevant health
service provider is required to consult, pursuant to Regulation 23 of the Local Authority
(Public Health, Health, Health and Wellbeing Boards and Health Scrutiny) Regulations
2013.
d) To require a relevant NHS body or relevant health service provider to provide such
information about the planning, provision and operation of the health service in its area as
may be reasonably required in order to discharge its relevant functions, pursuant to
Regulation 26 of the Local Authority (Public Health, Health, Health and Wellbeing Boards
and Health Scrutiny) Regulations 2014.
e) To require any member or employee of a relevant NHS body or relevant health service
provider to attend meetings to answer such questions as appear to be necessary for
discharging its relevant functions, pursuant to Regulation 27 of the Local Authority (Public
Health, Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013.

Q.13. Do all stakeholders include patients and public? How will the people of South
Yorkshire and Bassettlaw be informed of the progress and updated?
We inform patients, staff, the public and stakeholders of decisions and progress made by
the JCCCG through internal and external communications mechanisms, which include:








Partners’ statutory bodies – such as governing bodies and boards
Press releases
Updates on our website
Updates to subscribers to bulletins
Briefings to stakeholders
Minutes of meetings
Partners’ internal communications mechanisms and networks

From Tony Nuttall
for the meeting of the Joint Committee of Clinical Commissioning Groups Wednesday 28
February 2018, 4:15pm-5:30pm member of the public and Treasurer of BSONHS:
In response to Marianna Hargreaves answer to my question below:-

Question 1
Could you tell us how many Barnsley patients have been transferred to date to HASU
centres for thrombolysis, which centres they were transferred to, and what the outcome for
each patient was?
The current situation in Barnsley, where people with a suspected stroke are taken to
Pinderfields Hospital in Wakefield or the Northern General Hospital in Sheffield is an
interim measure that was put in place because Barnsley Hospital does not have
substantive stroke consultants who can carry out thrombolysis. It is not as a result of the
JCCCG decision to change the way hyper acute stroke services is delivered. The work to
enable the decision to change how services are delivered is still preparatory.
An audit has been carried out by Barnsley Hospital which will have the details and we are
awaiting the report.
Question 2
When you say that "patients transported to Pinderfields have been generally positive and
supportive", this implies that there has been some negative feedback. What specific
negative feedback has there been?
No negative feedback has been received.
Question 3
You seem to be relying on informal reporting of patient and carer feedback. Patients and
carers will naturally tend to be appreciative of the care that they receive, and this feedback
will tend to become even more positive when reported by staff. What research are you
doing to assess objectively whether the patient and carer experience is better or worse,
including whether access for relatives is more or less difficult?
The current situation in Barnsley, where people with a suspected stroke are taken to
Pinderfields Hospital in Wakefield or the Northern General Hospital in Sheffield is an
interim measure that was put in place because Barnsley Hospital does not have
substantive stroke consultants who can carry out thrombolysis. It is not as a result of the
JCCCG decision to change the way hyper acute stroke services is delivered. The work to
enable the decision to change how services are delivered is still preparatory.
The preparatory work includes developing a service specification which has a section on
patient experience. We welcome the involvement of patients and the public in this and are
seeking views from the Citizens’ Panel on what our engagement approach with patients
and the public should look like to inform this.

Written questions received from Mr Tony Nuttall Question: As the changes in
hyper acute stroke services were implemented 14 or 15 months ago, before any
consultation, what evidence do you have by now that a) patient outcomes have
improved and b) access for relatives has not worsened?
Answer: Marianna Hargreaves responded by saying there has been a specific
arrangements in place with some Barnsley patients being eligible for thrombolysis
being taken to other HASU centres for thrombolysis, this has been relatively small
number numbers, not large enough to understand with respect to outcomes, we
have not had any feedback with respect of adverse implications for relatives and
families. Peter Anderton added that informal feedback from Pinderfields is that the
patients transported there and sometimes transported straight back if they have
not been eligible for thrombolysis have generally been positive and supportive.
Again, alluding to the Greater Manchester experience, it is worth noting that
Greater Manchester centralised their stroke care in two phases so initially they
only transported patients who were thought were eligible for thrombolysis and
then in the second phase in 2015 they transported all patients in the hyper acute
phase and it was only after that they have seen a reduction in mortality. It is worth
noting that from their report published this summer they have had very good
feedback from patients and carers and this is despite travelling large distances.
There are 3 HASU centres in Greater Manchester and overnight only one which
is Salford. So from as far north as Oldham and as far south as Macclesfield you
get transported into Salford and their feedback is the patients and relatives are
extremely happy with the high quality of care they are accessing so this bodes
well in South Yorkshire and Bassetlaw
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