BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 8 June 2021
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

Chair

2.

Apologies for Absence – Diane Hampshire

Chair

3.

Public Questions and Answers

Chair

4.

Declarations of interest

5.

a Minutes of the meeting held on 9 March 2021
b Action sheet from the meeting held on 9 March 2021

Chair

6.

Matters arising

Chair

7.

Chief Officer Briefing

Jo Webster

8.

Chief Officer Urgent Decisions Update

Jo Webster

9.

System response to the COVID pandemic

Jo Webster

10.

NHS White Paper

Jo Webster

11.

Performance, Quality and Assurance Report

12.

2021/22 Half Year Financial Plan and Budget Book

13.

Governing Body Assurance Framework

Ruth Unwin

14.

a CCG Committee Annual Reports 2020/21 and
Committee Terms of Reference
b West Yorkshire & Harrogate Joint Committee of
Clinical Commissioning Groups Annual Report
2020/21

Ruth Unwin

All present
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Jonathan Webb/
Suzannah Cookson
Jonathan Webb

15.

Senior Information Risk Owner (SIRO) Annual Report
2020/21

16.

Wakefield Mental Health Alliance Revised Terms of
Reference and Memorandum of Understanding

17.

Approval of Annual Report and Accounts 2020/21
“In accordance with the Companies Act 2006 Section 418
(requirement adopted by the Government Financial
reporting Manual, but paragraphs 418(5) and 418(6) are
not applicable) each member stated that as far as he/she
is aware there is no relevant audit information of which
the CCG’s auditors are unaware. And in addition, that
he/she has taken all the steps that he/she ought to have
taken as a member of the Governing Body in order to
make himself aware of any relevant audit information and
to establish that the clinical commissioning group’s
auditors are aware of that information”
(Note: relevant audit information means information
needed by the clinical commissioning group’s auditor in
connection with preparing their report).

18.

Receipt of minutes and items for approval
a
b

c
d
e

f

g
h

i
19.

Audit Committee
(i) Minutes of meeting held on 11 February 2021
Clinical Strategy Group
(i) Minutes of meeting held on 18 February 2021
(ii) Minutes of meeting held on 18 March 2021
Connecting Care Executive
(i) Minutes of meeting held on 14 January 2021
Finance Committee
(i) Minutes of meeting held on 25 February 2021
Patient and Community Panel
(i) Minutes of meeting held on 7 January 2021
(ii) Minutes of meeting held on 4 March 2021
(iii) Minutes of meeting held on 8 April 2021
Quality, Performance & Governance Committee
(i) Minutes of meeting held on 28 January 2021
(ii) Minutes of meeting held on 25 March 2021
Health and Well Being Board
(i) Minutes of meeting held on 25 March 2021
West Yorkshire & Harrogate Joint Committee of
CCGs
(i) Minutes of meeting held on 12 January 2021
(ii) Key decisions from the meeting held 6 April 2021
Decisions of the Chief Officer – verbal update

Any other business
The Board is recommended to make the following
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Ruth Unwin

Mel Brown

Richard Watkinson

resolution:
“That representatives of the press and other members of
the public be excluded from the remainder of this meeting
having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to
the public interest” (Section 1 (2) Public Bodies
(Admission to Meetings) Act 1970)”.
20.

Date and time of next Public meeting:
Tuesday, 14 September 2021 at 1.00 pm
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 9 March 2021

Present:

Suzannah Cookson
Diane Hampshire
Stephen Hardy
Dr Clive Harries
Anna Hartley
Richard Hindley
Dr Pravin Jayakumar
Hany Lotfallah
Dr Adam Sheppard
Richard Watkinson
Jonathan Webb

Chief Nurse
Nurse Member
Lay Member
GP, Chapelthorpe Medical Centre
Director of Public Health
Lay Member (Deputy Chair)
GP, Trinity Medical Centre
Secondary Care Consultant
CCG Chair
Lay Member
Chief Finance Officer/Deputy Chief
Officer
Chief Officer
Service Director Adult Social Care

Jo Webster
Lisa Willcox
In attendance:

Melanie Brown

Director Commissioning Integrated
Health and Care
Senior Responsible Officer, COVID
Vaccination Programme, Wakefield
(item 21/14)
Wakefield Safeguarding Children
Partnership Manager (item 21/16)
Programme Lead, Integrated
Commissioning IUEC – Yorkshire &
Humber (item 21/13)
Minute taker
Chair of the Wakefield Mental Health
Provider Alliance & Director of
Provider Development, SWYPFT
(item 21/15)
GP Partner, Healthcare First
Partnership (item 21/14)
Governance & Board Secretary
Director of Corporate Affairs

Jo Fitzpatrick

Jonathan Giordano
Pat Keane

Angela Peatfield
Sean Rayner

Dr Colin Speers
Amrit Reyat
Ruth Unwin

21/01

Welcome and Chair’s Opening Remarks
Adam Sheppard welcomed everyone to the meeting and commented that as
we now move out of the pandemic we need to ‘build back better’. Adam
referenced agenda item 10 which sets out the White Paper on Department of
Health and Social Care’s legislative proposals for a Health and Care Bill
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which was published on 11 February 2021. These legislative changes
provide an opportunity to facilitate closer partnership working and build on the
partnership working already taking place.
21/02

Apologies for Absence
Apologies for absence were received from:
Dr Deborah Hallott – GP, New Southgate Surgery

21/03

Public Questions and Answers
No public questions were received prior to this meeting.

21/04

Declarations of Interest
The GP members of the Governing Body declared an interest regarding the
papers relating to primary care, it was acknowledged that none of these are
decision making items. The Chair acknowledged the declaration and it was
confirmed that the GP members could take part in the discussion of these
agenda items.
Adam Sheppard declared an interest in relation to agenda item 11 regarding
the Governing Body Reappointments. It was noted that the paper was to note
for information, therefore Adam Sheppard can take part in any discussion.
Stephen Hardy declared an interest in relation to agenda item 20 regarding
the Recommendation from the Remuneration Advisory Panel. It was noted
that the paper was to note for information, therefore Stephen Hardy can take
part in any discussion.

21/05

Minutes of the meeting held on 8 December 2020
The minutes of the meeting held on 8 December 2020 were agreed as a
correct record subject to one amendment. Stephen Hardy was not shown as
in attendance at the meeting, this was an error, Stephen Hardy was in
attendance.

21/06

Action sheet from the meeting held on 8 December 2020
The action sheet from the meeting held on 8 December was noted.

21/07

Matters arising
There were no matters arising.

21/08

Chief Officer Briefing
Jo Webster presented the Chief Officer Briefing and highlighted the following:
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•

•

The CCG and the Wakefield Health and Care System received very
positive feedback in the quarter 3 regulatory meeting with the NHS
England regional team and ICS leadership. As part of the feedback
Wakefield was described as having a very mature system that is
recognised at a national level with strong partnership working which
places the CCG in a strong position for the future. Everyone should be
very proud of this achievement.
In September 2020, the Wakefield system produced a planning
submission which included a response to 8 urgent actions set out by
NHSE/I to tackle health inequalities. The Wakefield Integrated Care
Partnership is taking forward this work to develop a joint strategy. A
mapping exercise is well underway and the Local Authority has recruited
to a dedicated post to support the whole system. There has been
considerable work done locally, including measures to address the
impact of COVID, this will be further understood by the summer as we
come out of the pandemic. Workshops are being held and the topic is on
the Integrated Care Partnership agenda to progress this work. A further
update on progress will be provided at a future Governing Body meeting.

It was RESOLVED that:
(i)

21/09

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

Reducing the Burden and releasing capacity to respond to the COVID 19
pandemic
Ruth Unwin presented this paper explaining that in January 2021 NHS
England issued a letter to NHS providers and CCGs advising organisations to
take steps to release capacity to support the front line response to the
pandemic by reducing non-essential activities. The arrangements proposed
are a short term solution to reduce pressure so that clinical and leadership
time can be focused on responding to the pandemic.
In order to optimise capacity to respond to the pandemic and deploy staff to
support the COVID 19 response the following recommendations are
proposed:
•
•
•
•
•

CCGs should continue to hold board meetings but streamline papers
Quality, Performance & Governance Committee to continue to meet bimonthly with a streamlined agenda
The frequency of routine assurance reports to be reduced to annually
unless required for specific purposes. Committees to receive reports on
gaps in assurance in the intervening period by exception
The level of detail in reports to the Finance Committee to be kept under
review by the committee to ensure that it is proportionate to the current
circumstances
All policy reviews to be extended to April 2022 unless required by
exception to respond to a change in circumstances or legislation
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•

•
•
•
•

Focus on full achievement of NHSE/I mandatory audit reviews and
review other discretionary internal audit activity to determine the extent to
which they can be carried out on a desk-top basis and without significant
involvement of CCG managers/teams
Clinical Strategy Group to continue to be scheduled monthly but stood
down if no items of significance for discussion
Patient and Community Panel to continue to meet bi-monthly
Primary Care Commissioning Committee to be scheduled quarterly but
stood down if there are no items that present a conflict of interest to be
considered
No change to Governing Body or Audit Committee

At the next meeting of the Connecting Care Executive a discussion will take
place to consider reducing meetings to quarterly.
It was noted that further work will be required to review governance
arrangements in light of the NHS White Paper and the transition to integrated
working arrangements at ICS and place level.
It was RESOLVED that:
(i)

(ii)

21/10

members approved the recommended changes to frequency and
assurance reports to committees to release capacity to respond to the
pandemic; and
noted that further work will be required to review governance
arrangements in light of the NHS White Paper and the transition to
integrated working arrangements at ICS and place level.

Chief Officer Decisions Update report
Jo Webster presented this report providing details on the urgent decisions
approved by the Chief Officer. In the main these decisions relate to the
temporary closure of GP practice sites in line with the site closure approval
process.
In line with the Standing Orders, exercise of such powers is being reported to
this meeting of the Governing Body for noting.
As at 28 February 2021 all practices which requested closure have now reopened.
It was RESOLVED that:
(i)

21/11

members noted the update on Urgent decisions taken by the Chief
Officer

White Paper: Integration and Innovation: working together to improve
health and social care for all
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Jo Webster presented this paper advising that following the publication on 11
February 2021 of the White Paper setting out the Department of Health and
Social Care’s legislative proposals for a Health and Care Bill a briefing paper
was presented to the West Yorkshire Integrated Care Partnership on 2 March
2021 and is shared for information.
This paper summarises the proposals for legislative change and how that
relates to the work that is already well-progressed in West Yorkshire to
develop integrated approaches to working across health and social care.
The White Paper describes a vision of an outward-looking, more connected
and integrated health and care system focused on population health, public
wellbeing and innovation, reflecting how much has changed since the last
legislative changes in 2012 and in particular how the pandemic has shaped
our understanding that integration is the way forward.
Jo Webster commented we must remember that we have been embracing
this journey for some time. The CCG has been at the forefront of driving
collaboration work to secure the best health outcomes for our population as
part of a wider integrated care partnership with the local authority, NHS and
VCSE providers in Wakefield and as part of the West Yorkshire Integrated
Care System. The introduction of legislation to facilitate and enable those
more integrated approaches that we have been developing over many years
is to be welcomed.
The impact for staff is acknowledged in the White Paper, which gives a
commitment to seek to provide stability of employment and to work with NHS
England and staff representatives to manage the process. The CCG and
partners in the Wakefield system and West Yorkshire will work across the
system to manage the transition in a fair and transparent way and will support
our very valued and valuable staff through this process. National guidance on
arrangements for managing the workforce transition is due to be issued in
April.
The White Paper sets out proposals that Integrated Care Systems will be
established as statutory organisations, which will absorb many of the
functions currently carried out by CCGs. Each ICS will have a decisionmaking Board and a Health and Care Partnership. This will mean a single
Integrated Care System for West Yorkshire complemented by place-based
arrangements for assessing health needs and planning for population health
between the NHS, local authorities and providers. The proposal reinforces a
commitment in previous documents that it should be left to local organisations
to agree how this will work in practice.
Jo Webster advised that she will be part of the design group to develop the
new arrangements and will ensure that the Wakefield CCG voice is heard.
Diane Hampshire complimented the Senior Leadership Team on their work so
far and particularly in relation to support for staff through the transition.
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Stephen Hardy acknowledged that West Yorkshire is in a great position to
progress this transition and provides assurance that both the patient and
clinical voice is heard.
A discussion followed and it was noted as the White Paper is developed a
Model Core Constitution will be made available to the ICSs who will all be
different and there will be a requirement for local flexibility. The ICS will be the
receiver of the resources and will provide delegation to the Integrated Care
Partnership Board (ICP) based on what is required at place following the
publication of the planning guidance.
Work is continuing on producing the ICP development framework and there is
an opportunity through a West Yorkshire group to provide feedback to both
the national and regional teams on place based work and resources.
In the meantime the CCG will continue to carry out its statutory duties. There
will be regular updates to staff and external stakeholders whenever there are
decision points or new information to share through our existing
communication channels.
It was RESOLVED that:
(i)

21/12

members noted the report to the West Yorkshire Partnership Board
setting out the proposals in the White Paper and the implications for
Integrated Care Systems

Governing Body: Membership Re-appointments
Ruth Unwin presented this paper advising that following publication of the
NHS White Paper, it is expected that the current CCGs will continue as
statutory bodies until 31 March 2022. In light of the current CCG landscape
and to ensure stability during this period, the following reappointments were
considered by the Nominations Committee held on 7 January 2021 and the
following recommendations were proposed.
Reappointment of the following roles:
•
•
•
•
•

Lay Member, Audit
Independent Registered Nurse
Chair and Clinical Leader
3 GP members of the Governing Body
Secondary Care Doctor

Conflicts were managed during the meeting and in the sharing of the papers
in order to ensure that conflicts were managed appropriately.
Ruth informed the Governing Body that on 1 March 2021 a guidance letter
was issued by NHS England/Improvement regarding Constitutional Changes,
stating that following the publication in February 2021 of the White Paper
Integration and Innovation: working together to improve health and social
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care. 2021/22 will serve as a preparatory and transition year for the ICS. For
CCGs in North East & Yorkshire, where the tenure of positions within the
Governing Body and of lay members will end in March 2021. CCG leads,
supported by the ICS leads, will be able to roll over the tenure of these posts
for a further 12 months while holding any vacancies where it does not create
any risk to the governance of the CCG.
It should be noted that ordinarily approval of appointments of Governing Body
members, including Clinical Leaders (through election) is reserved to the
Governing Body following recommendation from the Nominations Committee.
However, given the arrangements as described above from NHS England/
Improvement, the Governing Body are asked to ‘note’ the recommendations
of the Nominations Committee.
It was RESOLVED that:
(i)

21/13

members noted the recommendations for re-appointments to the
Governing Body where the tenure of appointments are coming to an end

The Wakefield health and care system response to Covid-19
Pat Keane gave a presentation on the Wakefield health and care system
response to Covid-19 detailing the Covid-19 Strategic and Tactical
Partnership Arrangements that are in place across Health and Social Care
and the Wider Multi Agency Partners.
Pat Keane explained that these arrangements are stepped up and stepped
down as necessary across the health system.
The paper provided an update on the following:
• current infection rates
• vaccination
• test and trace
• support for vulnerable people
• care homes and home care
• primary care
• hospital services
• mental health and Learning Disability Services
• Long Covid
• Wakefield Recovery Board
A discussion followed and Melanie Brown commented that feedback
gathered by Wakefield Healthwatch informed the Mental Health Alliance work
during the pandemic including support for young people with autism and peer
support provided for Wakefield families.
Stephen Hardy commented that the response to the pandemic was a credit to
the CCG and partners on providing information to the public and listening to
their concerns.
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Richard Hindley referred to the under-utilisation of the Urgent Care Treatment
Centre and the Walk in Centre during the pandemic. Pat Keane responded
referring to the launch of the 111 service providing online support to the
public and providing a choice of not going to A&E or the Walk in Centre.
Feedback and learning from the new arrangements will be considered to
inform how care is accessed in the future as part of the continuous
engagement for the transformation of care.
It was RESOLVED that:
(i)

21/14

members noted the update on the Wakefield health and care system
response to Covid-19

Covid Vaccination Programme Update
Dr Colin Speers and Joanne Fitzpatrick joined the meeting to present this
paper to provide an update on the progress of the vaccination programme.
The COVID-19 vaccination programme began at the end of October 2020.
The identified vaccination sites were all required to meet standard fitness
criteria submitted to NHSE/I including clinical safety, patient access and value
for money tests. They are also registered with the Care Quality Commission.
Overall, over 125,000 people in Wakefield have received a first dose of
COVID vaccine, with population coverage of 40%. Generally there is a good
uptake, however there are two areas that have a slightly lower cohort
penetration at City Centre and Eastmoor. Detailed work is underway with
population health colleagues at Wakefield Council to understand the
characteristics of the population that live in those areas in order to tailor
engagement and vaccine access in order to encourage even better uptake.
Second doses are about to start to be offered 11 weeks after the first dose
and each site has recall plans for every person that was vaccinated by them,
alongside dedicated vaccination supply in the corresponding timeframe.
A letter has now been sent to those aged over 55 inviting them to arrange a
vaccine appointment. The date for offering a first dose to all of the population
aged over 18 years is set as end of July 2021, with second doses expected to
be completed by the end of September 2021.
Using the Equality Impact Assessment and cohort penetration surveillance
data, there is a working group that are looking at understanding why some
people are not able to come forward for a vaccine. This group is working well
across the system with good stakeholder engagement from all key partners.
Dr Colin Speers advised the level of uptake has been brilliant and extended
his thanks for the support provided by all partners.

8

Dr Clive Harries queried the percentage of NHS and Care Staff who have
received the vaccine. Jo Fitzpatrick confirmed that 83% in Wakefield have
received the vaccine, which is the highest number across West Yorkshire.
The programme continues to demonstrate what can be achieved through
partnership working and stands us in good stead for the future.
It was RESOLVED that:
(i)

21/15

members noted the progress of the COVID Vaccination Programme in
Wakefield and associated future work streams

Wakefield Mental Health Alliance – 2021/22 Priorities
Melanie Brown introduced this paper and Sean Rayner joined the meeting to
give a presentation on the progress against the 2020/21 priorities, the
2021/22 prioritisation process and a summary of proposed priorities.
The presentation includes examples of the positive outcomes of the proposals
that were prioritised in 2020/21 through the Wakefield Mental Health Alliance,
together with details of an additional 14 proposals that were prioritised
through financial slippage in 2020/21 and further Alliance achievements and
activity throughout 2020/21.
An overview of the process taken to prioritise the Alliance work programme for
2021/22 highlights the developments that have been made. The proposals
that align to the NHS Long Term Plan priorities are highlighted alongside
those proposals that focus on priorities that have been identified locally.
The list of recommended proposals for 2021/22 was shared, which followed
the Alliance prioritisation process. Those proposals that have not been
prioritised will be reconsidered if there is any financial slippage against
prioritised proposals.
A discussion took place acknowledging the fantastic work that has been
achieved through collaboration and great leadership and how this is a good
example of the aspirations reflected in the White Paper.
Dr Clive Harries commented that the improved access to the Child &
Adolescent Mental Health Service is acknowledged by primary care
colleagues as part of the shared care concept. Dr Harries queried whether
any increase in demand for services following the impact of COVID can be
supported. Sean Rayner responded to confirm that a task and finish group
has been set up to look at this issue alongside the development of the Long
Covid clinics which NHSE is leading on.
It was RESOLVED that:
(i)
(ii)

members noted the update on 2020/21 scheme;
noted the additional 2020/21 schemes funded by financial slippage,
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prioritised through delegated authority to the Chair of the CCG, Director
of Integration and Chair of the Wakefield Mental Health Alliance;
(iii) noted the process taken to develop the proposed work programme;
(iv) approved the investment priorities for the Mental Health Alliance work
programme for 2021/22 as recommended by the Wakefield Integrated
Care Partnership; and
(v) approved delegated authority on behalf of the CCG Governing Body to
the Chair of the CCG, the Director of Integrated Commissioning in the
CCG and the Chair of the Mental Health Alliance in SWYPFT for the
allocation of any financial slippage in 2021/22.
21/16

Wakefield Safeguarding Children Partnership (WSCP) Annual Report
2019/20
Suzannah Cookson introduced Jonathan Giordano, WSCP Manager who
joined the meeting to present this report.
Jonathan Giordano explained that the Wakefield Safeguarding Children
Partnership (WSCP) was established in September 2019 following the
standing down of the Wakefield Safeguarding Children Board and this report
reflects a year of transition to WSCP.
Three statutory partners from the Local Authority, Policy and the CCG
alongside the Independent Scrutineer work in partnership with all relevant
agencies, with children and young people and with local communities to
promote the welfare of all Wakefield children and to ensure they are
effectively safeguarded.
The WSCP Strategic Priorities have been identified from the Ofsted Children’s
Services Focused visit in February 2018, the Ofsted Inspection of Children’s
Services in June 2018, the Improving Wakefield Services for Children Plan in
July 2018 and practice issues recognised through recent national and local
Child Safeguarding Practice Reviews. The voice of the child in
understanding, identifying problems and developing services is integral in
successfully meeting the strategic priorities.
Looking ahead into 2020/21 WSCP has recognised areas which benefit from
further development to ensure priority areas are progressed and these are
detailed in the report.
A discussion followed and Diane Hampshire referred to the 20 deaths
occurring between 1 April 2019 and 31 March 2020 and their review by the
Child Death Overview Panel (CDOP) and queried whether there was a
backlog? Jonathan responded to advise yes, however advising that a CDOP
is not completed until all investigations and inquiries in relation to the
circumstances of the death are completed. Anna Hartley confirmed that the
role of the panel is review child deaths to inform the national database and is
across the Kirklees and Wakefield footprint.
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The WSCP will maintain the commitment to deliver within the five priority
areas as detailed in the report.
It was RESOLVED that:
(i)

21/17

members noted the Wakefield Safeguarding Children Partnership Annual
Report 2019/20 and the areas for development for 2021

The Health of Children in Care Annual Report 2019/20
Sarah Cookson presented this report advising that although this is not a
statutory requirement the report provides a review of the work undertaken by
the Children in Care Health Team, including the challenges and gaps in
service provision and plans in place to redress this.
Suzannah referred to children accessing dental services advising that this is a
national issue and there is an agreed plan to improve this during 2020/21.
Recommendations identified within the report for further developments
include:
•
•

to improve data gathering and sharing between health and social
services regarding mental/emotional health and lifestyle concerns of
children in care
in regard to adoption, NHS Wakefield CCG to develop a children in care
specification for the service required from MYHT to ensure that the Trust
can fulfil the requirements of the contract

It was acknowledged that good progress has been made during 2019/20.
It was RESOLVED that:
(i)

21/18

members noted the contents of the Children in Care Annual Report
2019/20

NHS Wakefield CCG Risk Register Update
Ruth Unwin presented this update noting that the Risk Register is presented
to the Governing Body twice a year for oversight and that the Risk Register
was approved by the Quality, Performance and Governance Committee on 28
January 2021.
As at 21 January 2021 there were 53 risks on the Risk Register including 26
risks with identified links to Covid-19. At the end of the risk cycle in January
2021 there were three risks approved for closure and five new risks identified.
An audit of Covid-19 Risk Management Governance was carried out by
Internal Audit. The report issued in January 2021 provided a finding of
Significant Assurance.

11

It was RESOLVED that:
(i)

21/19

members noted the Risk Register as of 21 January 2021

Performance, Quality and Assurance Report
Jonathan Webb and Suzannah Cookson presented this report.
Jonathan referred to the current on-going Covid-19 situation noting that a
number of performance measures are not being reported against. The report
provides a summary of the report that was presented to the Quality,
Performance and Governance Committee in January 2021.
The key highlights include:
Referral to Treatment (52 weeks)
Increasing numbers of COVID patients have been in the hospital since the
Autumn, meaning MYHT’s ability to treat routine patients has been severely
compromised. Services have completed speciality level recovery trajectories
to achieve no patients waiting over 52 weeks on a non-admitted pathway by
31 March 2021. In Quarter 3 MYHT wrote to all the patients who had been
added to the waiting list prior to September 2020 to explain the challenges of
treating routine patients. All patients were offered an opportunity to have a
non-face-to-face appointment with their surgeon if they had any concerns and
some patients took up this offer. MYHT continually discuss plans to increase
the amount of planned theatre activity, however this is very much dependent
on staffing which at the current time is redeployed to support high acuity
areas. The CCG Quality Team is exploring the feasibility of collating available
feedback from patients affected to understand their experience of the
process. Information will be fed back through the Quality, Performance and
Governance Committee.
Cancer
Not all cancer standard measures are being met and the table within the
report is information as at December 2020. From 1 February 2021 a new
rapid diagnostic pathway is in place at MYHT. This will enable patients who
have vague symptoms that could indicate Cancer, to be reviewed by a
specialist nurse, with diagnostics ordered and undertaken quickly prior to
review.
Mental Health Services
Access into the Improving Access to Psychological Therapies service remains
consistent at 18.2%. Recovery has improved reporting at 51.7% in
December. Demand for Child and Adolescent Mental Health Service rose
during the months of November and December for the number of children
waiting to be assessed and waiting to commence treatment.
Suzannah Cookson presented the Quality information in the report,
highlighting the following:
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Flu jabs
During Quarter 3 2020/21 the Quality Intelligence Group received many
examples of positive experiences of care from patients who have had their flu
jabs at GP Practices and the feedback provides positive learning for future
vaccination campaigns. Work continues to target the uptake by vulnerable
groups.
Care Homes
It was noted that Care Homes have been creative in keeping residents in
contact with families during the pandemic by using iPads and organised driveby visits. One home installed a Pod which has lighting, heating and is wheel
chair accessible.
Maternity Services
Following the publication of the Ockenden Review, MYHT has submitted their
position in relation to the 12 urgent clinical priorities from the Immediate and
Essential Actions by the deadline of 14 December 2020. The Trust confirmed
compliance with all 12 priorities. It was noted that the CCG will work with the
Trust to ensure that all maternity Serious Incidents are shared with trust
boards and the Local Maternity Service to meet with the requirements of the
quality surveillance model.
Adam Sheppard commented that this report provides assurance of the work
taking place and that quality continues to be maintained.
It was RESOLVED that:
(i)

members noted the current CCG performance against the Single
Performance Framework (NHS Constitutional standards, Oversight
Framework and CCG Long Term Plan metrics);
(ii) noted those indicators where performance is below target and the
mitigating assurance/actions provided; and
(iii) acknowledged the actions agreed by the Quality, Performance and
Governance Committee.
21/20

Finance Report Month 10 2020/21
Jonathan Webb presented this report advising that it is expected that the
CCG would break-even by the year end. The latest forecast is a £0.6m
surplus and the Month 10 financial reporting has been prepared in line with
the October 2020 to March 2021 temporary finance regime set out by NHSE/I.
At month 10 the CCG is required to report on specific risk and mitigations.
Currently, it is assumed that retrospective allocations and reimbursements will
be fully received.
The report provides details of the overspends/underspends for the 31 March
2021 forecast position.
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It was RESOLVED that:
(i)

21/21

members noted the Finance Report Month 10 2020/21 report

NHS Wakefield CCG Community and Patient Panel
Ruth Unwin presented this paper advising that following the Governing Body
being informed on 8 September 2020 that the Public Involvement and Patient
Experience Committee (PIPEC) had been unable to meet formally during the
Covid pandemic due to a number of members being unable to access online
meetings. The Patient and Community Panel had been established as an
interim measure to enable the CCG to continue to obtain patient and public
feedback and assurance on patient experience and public involvement. This
reflected work that was already underway to bring together the functions and
membership of PIPEC and the Equality Health Panel to strengthen their
combined advisory and assurance role.
In view of the success of the Patient and Community Panel it is proposed that
the committee previously entitled PIPEC should extend its scope and
membership to incorporate the functions and membership of the Equality
Health Panel and that the committee should report to the Governing Body
under the new title of Patient and Community Panel.
The Patient and Community Panel has considered and agreed the Terms of
Reference which incorporate all of the functions of PIPEC as well as the
functions of the Equality Health Panel. The approved Panel minutes will be
shared with the Governing Body to provide assurance that the CCG is
meeting or exceeding statutory requirements in relation to public involvement,
equality duties and patient experience.
Adam Sheppard supported this direction of travel.
Stephen Hardy commented that this proposal provides an effective way to
engage with the public as the transformation of services progresses and
future proofs patient representation.
It was RESOLVED that:
(i)

members agreed to extend the scope and membership of the committee
previously entitled Public Involvement and Patient Experience Committee
(PIPEC) to provide advice and assurance to the CCG and its Governing
Body on public involvement, equality and diversity and patient
experience under the title of Patient and Community Panel; and
(ii) approved the Terms of Reference for the Patient and Community Panel.
21/22

Recommendation from Remuneration Advisory Panel
Ruth Unwin presented this paper for noting.
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Following a meeting of the Remuneration Advisory Panel on 17 November
2020 where a Remuneration Review discussed the West Yorkshire &
Harrogate CCH Lay Member roles. It was noted that the Governing Body
members gave their approval to the recommendations of the Advisory Panel
via email confirmation during January 2021.
It was RESOLVED that:
(i)

21/23

members noted the Governing Body approval following the
recommendation of the Remuneration Advisory Panel

Audit Committee
The minutes of the Audit Committee were presented.
It was RESOLVED that:
(i)

21/24

members noted the minutes of the Audit Committee meetings held on 8
October and 15 December 2020

Clinical Strategy Group
The minutes of the Clinical Strategy Group were presented.
It was RESOLVED that:
(i)

21/25

members noted the minutes of the Clinical Strategy Group meetings
held on 19 November 2020 and 26 January 2021

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

members noted the minutes of the Connecting Care Executive meeting
held on 10 September 2020

201/26 Finance Committee
The minutes of the Finance Committee were presented.
It was RESOLVED that:
(i)

21/27

members noted the minutes of the Finance Committee meeting held on
26 November 2020

Patient and Community Panel
The minutes of the Patient and Community Panel were presented.
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It was RESOLVED that:
(i)

21/28

members noted the minutes of the Patient and Community Panel
meetings held on 28 August and 5 November 2020

Primary Care Commissioning Committee
The minutes of the Primary Care Commissioning Committee were presented.
It was RESOLVED that:
(i)

21/29

members noted the minutes of the Primary Care Commissioning
meeting held on 29 September 2020

Quality, Performance and Governance Committee
The minutes of the Quality, Performance and Governance Committee were
presented.
It was RESOLVED that:
(i)

21/30

members noted the minutes of the Quality, Performance and
Governance Committee meeting held on 26 November 2020

West Yorkshire and Harrogate Joint Committee of CCGs
The summary of key decisions from the meeting held on 12 January 2021 of
the West Yorkshire and Harrogate Joint Committee of CCGs were presented.
It was RESOLVED that:
(i)

21/31

members noted the summary of key decisions from the meeting held on
12 January 2021 of the West Yorkshire and Harrogate Joint Committee
of CCGs meeting

Decisions of the Chief Officer
There were no additional decisions by the Chief Officer.

21/32

Any other business
No other business.

21/33

Date of next meeting
Tuesday, 8 June 2021 at 1.00 pm
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NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday, 9 March 2021
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Report Author

Ruth Unwin, Director of
Corporate Affairs

Public / Private Item

Public
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Governing Body
Executive Lead
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Officer
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Executive Summary
The Chief Officer provides a report to each meeting of the Governing Body highlighting developments
not covered elsewhere on the agenda.
The report includes information about:
• Wakefield place assurance meeting with NHS England
• Wakefield Health and Wellbeing Board and the appointment of a new chair
• Progress in strengthening integration of health, public health, social care and children’s
services
• Work that the CCG is engaged in through the West Yorkshire Health and Care Partnership

Has the issue been considered
at any other meetings?

blank

blank

Name of meeting

Not applicable

Meeting Date

Name of meeting

Meeting Date

Recommendations
The Governing Body is recommended to note the report
Decision ☐

Assurance ☒

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified

Other:

Not applicable
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Are there any resources or financial
implications (including Staffing/Workforce
considerations)

None

Does the issue have any implications for
sustainability or climate change?

No

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

All

None

Yes ☐

No ☒

Risk (include risk
number and a brief
description of the
risk)
Conflicts of Interest
(include detail of any
identified / potential
conflicts)
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N/A ☐
Not applicable

None identified

1.

Introduction

The Chief Officer presents a report to each meeting of the Governing Body covering current issues
not highlighted elsewhere in the Governing Body papers.

2.

Updates

2.1

NHS Wakefield CCG Q4 Assurance meeting with NHS England

NHS Wakefield CCG met with NHS England for its final assurance meeting of 2020/21 on 13 April
2021. The NHS England team noted that the place partnership had worked hard to make
improvements for people in Wakefield in a very challenging context and commented on the energy
and commitment of partners. A copy of the letter is attached. Formal assessment of the CCG’s
overall performance for 2020/21 is due to be issued in July.

2.2

Health and Wellbeing Board

Councillor Maureen Cummings has been appointed as portfolio leader for adults and health,
alongside her responsibilities for Environment, Communities and Poverty and will become Chair of
the Health and Wellbeing Board. The appointment creates a significant opportunity to further align
these complementary areas of the council’s priorities.
Work will take place over the summer to refresh the Health and Wellbeing Strategy which was
developed in 2018 as a three-year strategy. The refresh will seek to secure stakeholder and the
public commitment to improve health and reduce inequality and refocus the strategy around the
ambition for people to live longer in good health.
The refresh will also be an opportunity to reflect learning from the pandemic around health
inequalities and new ways of reaching into underserved communities. Strengthened system
working will facilitate a ‘health in all policies’ approach, reflecting policy changes that are proposed
for the NHS and for public health. Data to 1 March 2021 shows that there were

2.3

Progress with health and care integration

An update on preparations for the legislative changes outlined in the NHS White Paper is provided
in a separate report to the Governing Body.
Within Wakefield, the creation of a joint post of CCG Chief Officer and Director of Adult Social
Services post as a pilot from April 2021 has enabled already close working relationships to be
further strengthened. Leadership teams for health, social care and children’s services are now
meeting regularly to review performance and explore opportunities for further collaboration.

2.4

West Yorkshire mayor

Tracy Brabin has been elected as Mayor for West Yorkshire stood down from her role as MP for
Batley and Spen. The CCG has enjoyed a positive and constructive relationship with Tracy and we
look forward to continuing to work with her in this new role.
A by-election is due to take place in July to elect a new MP for Batley and Spen.
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2.5

Health Inequalities

The West Yorkshire Health and Care Partnership continues to make progress in relation to the
Eight Urgent Actions to Address Health Inequalities identified by NHSE/I. It has been agreed that
further work will be undertaken to share and celebrate the many areas of good and innovative
practice.
It is expected there will be strong links with the priorities of the new WY Mayoral authority.
A selection of schemes to build capacity, capability and insight and intelligence have been
identified for 2021/22, including further work across collaborative programmes and networks to
embed population health approaches (e.g. with provider collaboratives, West Yorkshire Police and
Yorkshire Sport). This will include coordinating and supporting system wide implementation of
actions identified as part of Review into Inequalities Related to Ethnicity.
Further work is proposed to share learning between places within the partnership. Opportunities
for building analytical capability at place and system level is also being considered to ensure that
the ICS is using the data available to us on health inequalities to better inform our decision
making.
The COVID report to Governing Body references work to address health inequalities, in particular
in relation to the vaccination rollout.

2.6

CCG network for ethnic minority staff

The Network for ethnic minority staff continues to meet regularly and following a development
session last year, it has expanded to welcome colleagues who are working in Primary Care and
from NHS Calderdale and Kirklees CCGs. A process has been undertaken recently to appoint a
Chair and Deputy Chair to provide leadership and support to the Network working closely with the
Governing Body Workforce Champion and enabling links to the West Yorkshire and Harrogate
Race Equality Network. The Network have finalised their terms of reference and are currently
focusing upon a number of areas including supporting actions in response to the Workforce Race
Equality Scheme (WRES) data and the celebration of South Asian Heritage month which
commences in July 2021.

2.7

Carers’ Week

Carers Week will run from Monday 7 until Sunday 13 June 2021 and its theme is to Make Caring
Visible and Valued. Carers Week is an annual campaign to raise awareness of caring, highlight
the challenges unpaid carers face and recognise the contribution they make to families and
communities throughout the UK.
Carers Week is an annual campaign to raise awareness of caring, highlighting the challenges
unpaid carers face and recognising the valuable contribution they make to families and
communities throughout the UK. It also helps people who don't think of themselves as having
caring responsibilities to identify as carers and access much-needed support.
There are an estimated 325,000 (Carers UK) unpaid carers living in West Yorkshire and Harrogate
and among this figure are many children and young people who care for parents with long-term
health conditions. This number is expected to rise.
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Throughout this important week, WY&H HCP will be sharing various resources to build on the
great work taking place from local carers organisations in Bradford district and Craven,
Calderdale, Harrogate, Kirklees, Leeds and Wakefield.
Recent work includes the development of a carers vaccine agreement across the area. Local
carers organisations worked alongside councils to enable carers to register with their local carer
organisation to receive a vaccine. This enabled over 50,000 of carers to be reached who would
have not come forward.
Other work includes the launch of a Young Carers Support App to help young carer to access
information on how to look after their health and wellbeing as well as support available to them in
their caring role.
Pre-pandemic, 1 in 7 workers juggled work and unpaid care for a disabled, older, or ill relative or
friend. During the pandemic, this went up to one in five.

2.8

Yorkshire and Humber Academic Health Sciences Network: Support for Innovation
and improvement

The Yorkshire & Humber Academic Health Science Network (YHAHSN) has continued to make
progress in delivering a proactive and refreshed approach to how the West Yorkshire Health and
Care Partnership directs and aligns innovation and improvement activity.
Examples of successes delivered through this collaborative programme include:

2.9

•

Progressed work on West Yorkshire and Harrogate (WY&H) Healthy Hearts which has
identified an additional 6,900 people on the hypertension register, 21,700 patients with their
blood pressure controlled, and 6,300 patients with their statins switched. It is estimated that
1,200 CVD events will be avoided in next 5-10 years

•

Leveraged NHSX funding into the area to implement Virtual Wards on 12 sites using
TytoCare a device used to support remote monitoring such as heart and lung sounds, heart
rate and temperature. This keeps patients away from hospital settings and aims to improve
access and the quality of care

•

Captured the digital position within WY&H care homes together with rapid insight surveys to
understand what innovation was working well and where improvements were/are necessary

•

The Healthy.io device has been spread across Leeds’s primary care networks (PCNs) and
talks are underway with PCNs in other places in WY&H to ensure people with diabetes
don’t develop kidney injury. To date 1165 patients have been tested; of these 235 patients
had significantly high albuminuria indicating problems with their kidneys and needing
hospital follow up to prevent acute kidney injury.

Making West Yorkshire smoke free

In 2019 the Government published Advancing our health: prevention in the 2020s pledging to end
smoking in England by 2030. This included options for revenue raising to support action on
smoking cessation. The paper states the measures set out; including those for smoking will help to
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shift the health system away from just treating illness, and towards preventing problems in the first
place.
Leaders in West Yorkshire have agreed recommendations which include support from the
Partnership’s Improving Population Health, Maternity and Children, Young People and Families
Programmes; and to establish a project manager post to work with the WY&H Smokefree Forum
to support timely implementation by Qtr3 2021/22. Mental health trust leaders have agreed to
support the programme address the additional challenges of people trying to quit when they are
living through a pandemic with mental health concerns. There was an offer of support from mental
health trust leaders.

2.10

Partnership approach to non-surgical oncology

Work is underway to plan for short, medium- and long-term support for non-surgical oncology
(NSO) in West Yorkshire and Harrogate. This involves looking at recruiting and retaining medical
staff and work to increase resilience and sustainability. The work is being led by the Cancer
Alliance and the West Yorkshire Association of Acute Trusts (WYAAT). The intention is to develop
a sustainable service model for NSO in West Yorkshire and Harrogate over the next 6 months.

2.11

Spectrum CIC Festival of Leadership

Spectrum Community Interest Company held a Festival of Leadership and Learning event in May
to mark 10 years since the publication of the original Marmot report into health inequalities. The
event included a series of free events designed to allow those who inspire others find their own
inspiration. Attendees were are invited to join virtual learning events delivered by some of the
greatest and most innovative minds from the healthcare sector.

2.12

Harnessing the Power of Communities (HPoC)

Colleagues in West Yorkshire and Harrogate HCP are currently exploring the opportunity to work
with Public Health England to be the development site for a national volunteering portal. It is
hoped this will build on existing local good practice and be tested across the NHS and VCSE in
West Yorkshire and Harrogate. This has included an evaluation on the role played by the NHS
Volunteer Responders during the pandemic and whether there is a role for this service in the
future. The final report will be available in June.
As part of the work of the new Mental Health and Wellbeing Hub, a VCSE Mental Health
Reference Group has now been established. This group brings together a diverse range of VCSE
organisations working around mental health and wellbeing. Initially the group will focus on how the
VCSE are engaged in the Hub offer to support staff and volunteers. Over time, this will shift to
include the broader mental health agenda.
The HPoC programme continues to work alongside the VCSE and primary care networks to
develop a range of alternative or complimentary pathways for those on long waiting lists and with
long term health conditions. This includes a new pathfinders focus on mental health in Wakefield,
and work with people suffering obesity and diabetes in Kirklees. Work on Musculoskeletal
pathways is currently being evaluated.
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2.13

Wakefield General Practice Awards 2021

For the past two years, Wakefield CCG has successfully hosted General Practice Nurse Awards.
In recognition of everybody’s efforts in primary care this year, the decision has been made to
extend these awards out to all Wakefield primary care staff and Conexus Healthcare have agreed
to sponsor the awards for the second year running.
We would appreciate your support circulating this around your practices and your patients.
Anybody can nominate and the closing date for entries is Wednesday 30 June 2021.
2.14

Health Care First Partnership shortlisted for national award

Health Care First Partnership has been shortlisted in the “Health investor primary care provider of
the year” category in the Health Investor Awards 2021 for their cardiology pilot programme. The
official awards ceremony takes place in September 2021.
3

Recommendations
Governing Body is recommended to note the report

4

Appendices
Copy of the letter from NHSE following the Q4 assurance meeting
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20 May 2021

To:

Members of Wakefield Health and Care Leaders Group

via email
Dear Colleagues
WAKEFIELD QUARTERLY REVIEW METING, 13 APRIL 2021
Thank you for joining colleagues from West Yorkshire and Harrogate Health and Care
Partnership for the Wakefield Place meeting on 13 April. This was the latest of our regular
quarterly meetings to discuss the progress the partners in Wakefield are making with your
shared priorities, the risks and issues associated with them, and any action or support that
might be required from the partnership. The meetings replace the traditional quarterly
assurance discussions that NHS England and NHS Improvement previously had with
individual NHS organisations, providing a clearer focus on collaboration, integration across
the whole place and mutual support and accountability.
We discussed a number of issues, including your collective response to the pandemic,
progress with your partnership priorities and the delivery of core business, and agreed a
number of areas for further action:
1. You outlined the positive work that is taking place to develop the Integrated Care
Partnership arrangements for Wakefield. This has been underpinned by Jo Webster
taking on a new single leadership role which brings together Public Health, NHS
commissioning and Adult Social Care for the district. It was helpful to see the clear
priorities you have agreed in relation to your shared vision and ambition for the
partners, leadership and behaviours, and governance and accountability arrangements.
2. You had taken steps to enhance patient and public involvement and agreed that it
would be important to build momentum with citizen co-production in developing the
future place partnership following the local elections in May. Your approach should seek
to join up, and build on, existing public and patient/carer engagement models in Trusts
and general practice.

3. Wakefield has continued to suffer high levels of covid-19 infection over the last six
months when they have reduced more quickly elsewhere. The rate was currently 85 per
100,000 people, although it was coming down. You have maintained effective
partnership arrangements to co-ordinate your response to the pandemic and developed
a clear strategy for public messaging and feedback, working through 131 community
champions.
4. We were pleased to hear that all PCNs have signed-up to participating in the next phase
of the vaccine roll-out programme, together with an additional community pharmacy.
Continuing engagement and dialogue have been critical to maintaining this level of
support. The role of MYHT as a lead provider has worked well, with a delivery model less
dependent on healthcare professionals. This has built confidence and help to reduce
pressure on practices.
5. We discussed the good progress that you were making with the development of
operational plans for the first half of 2021/22, and welcomed the health inequalities lens
that you were applying, including the prioritisation of people with learning disabilities
who are waiting for elective treatment. You described clear governance and oversight
arrangements for the 13 transformation programmes you have established for recovery,
underpinning nine strategic priorities for the ICP. It will be important to ensure that
these programmes have the right connections with West Yorkshire-level programmes
and that these connections are communicated within the ICP to support effective
mutual sharing and learning. We highlighted continuing concerns around access to
required levels of independent sector capacity as an issue requiring further work and
support.
6. We welcomed your plans to support the recovery of primary care, including a planning
conference to be held later in May. The focus on developing a better understanding of
local communities will support further service integration and long-term conditions
management. It will be helpful to share any learning from this event with primary care
colleagues in other places.
7. You outlined the continuing stabilisation phase for mental health services through to
June. Performance has held up well against key metrics while demand and acuity have
increased in all services. In particular, CAMHS waiting times have reduced significantly
against a background of a doubling of referrals. Staff have continued to focus on delivery
and transformation and you have made progress with implementing new developments
such as the Team Around the School, a 0-18 ASD diagnosis pathway and the Wakefield
Safe Space model. The Wakefield Mental Health Alliance has clearly proved to be an
effective model of collaboration and integration which could be extended to cover other
services. We will encourage colleagues in other places to consider how it could be
adopted elsewhere.
8. We noted that performance on the cancer 62-day standard was deteriorating,
predominantly on the lower GI pathway. Improvement is expected by partners in Q1.

MYHT is facing significant problems relating to the sustainability of the non-surgical
oncology service. You highlighted the helpful support that was being provided by WYAAT
partners to manage this in the short term and we confirmed that work was also now
progressing through WYAAT to develop a long term solution that will be signed off by
the SLE. This may require public consultation.
9. We noted that recovery in the volume of day case procedures appeared to be low
compared to other Trusts. It would be good to know whether any additional support is
needed to accelerate this. You highlighted theatre staffing as a key risk of full delivery of
recovery plans – on going actions to improve and use of IS. We agreed that Maureen
Drake would raise the AHP element of this with the AHP Council to consider what
support could be provided.
10. It was good to hear that the CCG would have completed all LeDeR reviews by the April
deadline. It will be helpful to share the learning from these reviews between places
before the new review process goes live in June.
11. You have made good progress in developing the infrastructure for supporting the
workforce across the ICP, including reaching agreement between partners to fund a
strengthened PMO and implementing a distributed leadership model through the HRDs’
network. This will provide the capacity and capability to lead and deliver on your place
People Plan.
12. We welcomed the positive financial performance of the system. A £1.1m place surplus
position was expected at the year end, depending on the resolution of a number of
national issues.
Thank you for a good discussion. You have worked hard as a place partnership to make
improvements for people in Wakefield in a very challenging context. There is clearly a great
sense of energy and commitment from partners to build on this. We saw this in the
continuing commitment of PCNs to the vaccination programme, the development of shared
pathways to support service recovery and the success of your provider collaboration model.
We will support others to learn from these successes.
Yours faithfully,

Rob Wester CBE
Lead Chief Executive,
West Yorkshire and Harrogate Health and Care Partnership

To:
Jo Webster
Mel Brown
Karen Parkin
Joanne Fitzpatrick
Ruth Unwin
Suzanne Cookson
Gemma Gamble
Ann Carroll
Dr Greg Connor
Dr Adam Shephard
Martin Barkley
Trudie Davies
Jane Hazelgrave
Debbie Newton
Sean Rayner
Anna Hartley
Dr Linda Harris
David Hamilton

Wakefield CCG
Wakefield CCG
Wakefield CCG
Wakefield CCG
Wakefield CCG
Wakefield CCG
Wakefield CCG
Wakefield CCG
GP and Wakefield CCG
GP and Wakefield CCG
Mid Yorkshire Hospitals NHS Trust
Mid Yorkshire Hospitals NHS Trust
Mid Yorkshire Hospitals NHS Trust
Mid Yorkshire Hospitals NHS Trust
South West Yorkshire Partnership NHS Foundation Trust
DPH, Wakefield Council
Spectrum Community CIC
Wakefield Council

cc:
Ian Holmes
Lou Auger
Anthony Kealy
Jonathan Webb
Maureen Drake

WY&H Health and Care Partnership
NHS England and NHS Improvement
NHS England and NHS Improvement
Wakefield CCG and ICS Finance Lead
Clinical Forum representative
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Report Author
Clinical Lead

Governing Body
Chief Officer – Record of
urgent decisions update
Aimee Willett, Assistant
Governance Manager
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8 June 2021

Agenda Item No.
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Public / Private
Item
Dr Adam Sheppard, Chair Responsible
Governing Body
& Clinical Leader
Executive Lead

Public
Ruth Unwin, Director
Corporate Affairs

Executive Summary
There were no urgent decisions approved by the Chief Officer since the last report presented to
the Governing Body in March 2021.
Emergency Powers and Urgent Decisions
“The powers which the Governing Body has reserved to itself within these Standing Orders may in
an emergency or for an urgent decision be exercised by the Chief Officer and the Chair, after
having consulted at least two Lay Members. The exercise of such powers by the Chief Officer and
the Chair will be reported to the next meeting of the Governing Body in public session for noting.”
The following three Chair’s Actions have taken place since the last report to the Governing Body
in March 2021:
Better Care Fund – action approved in April 2021
• Wakefield Clinical Commissioning Group will enter into a Section 75 partnership agreement
with Wakefield Council in relation to the governance and management of the Better Care
Fund for 2020/21.
• Delegate approval for sign off of the final section 75 partnership agreement to the Chief
Officer, Clinical Leader and the Chair of the Audit Committee within the approved sum of
£131,282 million.
• Agree to continue with previous governance arrangements and for Wakefield Clinical
Commissioning Group to continue to host the Better Care Fund pool in 2020/21.
Mental Health Investments Standards (MHIS) – action approved in April 2021
In the absence of a Governing Body meeting prior to the publication deadline,delegation to the
Chief Officer for signature of the MHIS management representation letter was approved.
Financial Plan 2021/22 – action taken in May 2021
Please refer to agenda item 12 – 2021/22 half year financial plan and budget book.
Has the issue been
considered at any other
meetings?

blank

blank
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blank

Name of meeting

Meeting Date

Recommendations
Members of the Governing Body are invited to:
a) Note the update on Urgent decisions taken by the Chief Officer

Decision ☐

Assurance ☒

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

Organising ourselves to
deliver for our patients

None identified

Other:

Not applicable

None identified

Not applicable

Yes ☐

No ☐

Risk (include risk
number and a brief
description of the
risk)
Conflicts of Interest
(include detail of any
identified / potential
conflicts)
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N/A ☒
Not applicable

The approval of
decisions is based
on the daily
Situation Report
received from
practices in line
with Opel
escalation levels

Name of Meeting

Governing Body
System response to the
COVID pandemic
Ruth Unwin, Director of
Corporate Affairs

Title of Report
Report Author
Clinical Lead

Meeting Date

8 June 2021

Agenda Item No.

9

Public / Private Item

Public

Responsible
Governing Body
Executive Lead

Jo Webster, Chief
Officer

Executive Summary
The attached report provides an update on the work taking place across the system to manage the
on-going response to the COVID 19 pandemic.
This includes details of current infection rates and hospitalisation, vaccination roll-out, system
pressures, plans for recovery of planned care and establishment of a service for people suffering
long-COVID.
Has the issue been considered
at any other meetings?

blank

blank

Name of meeting

Meeting Date

Name of meeting

Meeting Date

blank

Recommendations
The Governing Body is asked to note the report.
Decision ☐

Assurance ☒

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)

Other:

Integrated impact assessments have been carried
out for specific elements of the COVID response.

Costs associated with the pandemic response are
recorded separately in the financial report.
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Does the issue have any implications for
sustainability or climate change?

No

Has a Data Protection Impact Assessment
(DPIA) been completed?

Yes ☒

Strategic Objectives
(which of the CCG
objectives does this
relate to?)

All

Risk (include risk
number and a brief
description of the
risk)

Legal / CCG
Constitutional
Implications

The national response
is subject to a formal
inquiry

Conflicts of Interest
(include detail of any
identified / potential
conflicts)
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No ☐

N/A ☐
Red rated risks 621,
685, 879, 1696, 1597
all relate to the impact
of COVID on the
system.
None

1.

Introduction

The attached report provides an update on the work taking place across the system to manage the
on-going response to the COVID 19 pandemic.
This includes details of current infection rates and hospitalisation, vaccination roll-out, system
pressures and plans for recovery of planned care.
2.

Detail

2.1

Infection rates and hospitalisation

Recorded cases in the Wakefield district on 1 June 2021 were 45.9 per 100,000 population
compared with the England average of 30.6 per 100,000. The West Yorkshire rate is higher at 60
per 100,000, largely due to significantly higher rates in Kirklees. Case rates across all West
Yorkshire districts increased in the previous 7 days. There were 16 confirmed COVID inpatients in
Pinderfields. The impact of COVID on bed occupancy remained low relative to previous levels at
3.6%.
2.2

Command and control arrangements

Regular scheduled tactical meetings for the system and the CCG have been stood down due to
the reduction in cases but the CCG senior leadership team continues to receive a daily business
intelligence report to monitor the situation so that the incident response arrangements can be
quickly reinstated if there are signs of a significant change in infection rates.
2.3

System pressures

Occupancy rates in hospital (non-COVID) and remain high and the level of attendances at A&E
have been a cause for concern. The CCG has been supporting system work to redesign the
urgent care offer and to communicate to the community about options for urgent care to respond
to these pressures. The directory of services, used by 111 call handlers, has been updated to
direct patients to alternative services where appropriate.
GP practices also report higher than usual attendance rates. This is a picture that is replicated
across the patch.
2.4

Primary care

NHS England wrote to primary care colleagues on 13 May setting out a revised standard operating
procedure for GP services. Work is on-going with primary care to support them to comply with the
requirements alongside the demands of increased activity and the vaccination programme. It is
noted that there has been no reduction in GP services throughout the pandemic, albeit that some
changes to access have been necessary as an infection prevention and control measure. This
involved introducing triage arrangements and offering appointments by telephone where face to
face consultation was not required. Data shows there were 192,218 appointments carried out by
the 36 practices in the 12 months to 1 March 2021, of which 42% were virtual. The number of
appointments was 119.5% of the previous year’s activity rate. More than half of appointments took
place on the same day as they were requested. Wakefield CCG performance ranked 2nd best in
West Yorkshire and 17th highest of 136 CCGs nationally.
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2.5

Restoration of planned care

The system has worked together to support resilience and restoration of both acute and planned
hospital care. This has included expansion of the work between primary and secondary care to
establish shared care for the patients. New referral pathways were maintained to prevent
disruption of routine referrals in the second wave in four specialties – cardiology, paediatrics,
gynaecology and respiratory. There has been positive impact on the reduction of patients needing
a secondary care appointment but also significant increase in the volume of e-consultation
supporting GPs to manage these patients in primary care. Full roll out into other specialties is
planned for 2021/22. All services remained open to routine and urgent patient referrals throughout
the second half of 2020/21.

Tariff plus payments have been agreed with smaller providers to encourage them to work with Mid
Yorkshire Hospitals (MYHT) on a shared waiting list. A business case for a community diagnostic
hub at Wakefield place has been submitted. From Oct 20 to Mar 21, the Trust transferred 8,350
patients to independent sector and AQP providers. This was across a number of specialties
including dermatology, physiotherapy, radiology, trauma and orthopaedics, ear, nose and throat,
gastroenterology, endoscopy, gynaecology, oral surgery, general surgery and urology
MYHT is working to ensure health inequalities are addressed as part of the restoration agenda.
Engaged the Trust in the health inequalities agenda – ensuring this is a factor in restoration of
services
The Reset programme established End of Year outcomes by which to measure success by 31
March 2021, including recalculated activity per month, improved resilience to second and third
wave compared to first wave, allowing all services to be running for urgent and routine patients
and delivery of agreed waiting list targets
The cancer and diagnostic unit at PGI has remained as a minimised risk area, although the
increased numbers of high acuity patients has meant that staff had to be redeployed from running
theatres to increase staffing in ICU.
Recovery of planned care has been further supported by the West Yorkshire Association of Acute
Trusts (WYAAT). This includes consideration of opportunities for mutual aid or new ways of
working. A WYAAT Elective Recovery Group will support the drive to access national Elective
Recovery Funding.
A Planned Care Citizens’ Panel has been established to support communications around the West
Yorkshire planned care recovery strategy. The panel’s input and expertise will help ensure that
public information is relevant, clear and that it gets to the people who need it – patients and their
families, carers and services users across West Yorkshire and Harrogate. The panel will be in
place for 12 weeks from June to September.
Current performance is detailed in the performance report.
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2.6

Vaccination programme

The district has run a hugely successful vaccination programme supported by PCNs alongside the
mass vaccination centre at Navigation Walk and pharmacy-run sites, with almost half the eligible
population having received two doses and a further 23.7% having received a single dose by 31
May 2021.
To support the vaccination programme, engagement has taken place, linked to the aim of reducing
health inequalities and increasing access to services. This included:
•
•
•
•

Practical support such as transport and registration of carers to enable eligible groups to
access the vaccine
Proactive public communications to ensure messages and vaccinations are accessible to
all
Local engagement within community settings and online to support vaccination uptake
Ongoing public assurance via the Patient and Community Panel
- Utilising funding drawn down from MHCLG (Ministry of Housing, Communities & Local
Government) spent on:
- Commissioning voluntary and community organisations to further engage with
communities

The Vaccination Inequalities Group supported by the Live Well Fund for COVID Champions
(delivered by NOVA) has undertaken a programme of community engagement through the
Community Champions – around 100 community leaders and faith group representatives.
A roving vaccination team has vaccinated people in homeless settings, asylum seekers, people
attending mosque – including dedicated male and female sessions - Gypsy and Traveller
communities, undocumented migrants, substance use clients, HIV+ patients not known to GP –
working collaboratively with LGI Consultant, sex workers, and taxi drivers (who are often of South
Asian heritage and other Black and Minority ethnic communities) have been offered short notice
vaccine appointments
2.7

Tackling inequalities and support for vulnerable groups

During the year households in temporary/emergency accommodation peaked at 302 in early
August. This included just over 100 households in hotel accommodation. The system has worked
to reduce numbers in temporary/emergency accommodation by securing suitable move on
accommodation.
Wakefield Council has commissioned Riverside to provide a rough sleeper support service to find,
engage and resolve homelessness for those sleeping rough in the district. The service provided
was enhanced in 20/21 and additional staff have been recruited. The bid was supported by the
CCG and money was awarded as part of the grant to deliver health assessments to rough
sleepers and those in emergency accommodation. Spectrum CiC has been commissioned to
deliver these health assessments.
Urban House, which is the regional accommodation centre for Asylum Seekers accommodates
c.300 residents in normal circumstances. System partners have worked to rehome families into
housing and accommodate single asylum seekers in hotels. The CCG commissions health checks
and access to nurse-led treatment. Support is provided with basic needs and translation services.
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The index of Multiple Deprivation (IMD) 2019 shows that 54,200 people in Wakefield district live in
neighbourhoods that are amongst the top-10% most deprived in England. This is 15.7% of the
district’s population. WDH’s Cash Wise team provide budgeting advice to all Wakefield residents
through the More Money in My Pocket and Healthier Wealthier Wakefield Families programmes,
and to WDH tenants.
WDH Supported living services have continued to engage with voluntary sector services and other
organisations to provide social activities and other initiatives to provide some form of social
interaction with older/vulnerable tenants.

2.8

Long-COVID service

Wakefield received a £60k share of the national £10m fund for 2020/21 to support the
establishment of a Long Covid service. The service is co-ordinated by Mid Yorkshire Hospitals and
accepts referrals from people who have been treated in hospital and those referred by their GP.

2.9

Workforce wellbeing

The CCG launched a wellbeing programme for its staff and hosted ICS staff pre-pandemic, which
has continued and grown over the course of the last 16 months.
The Steps to Wellbeing approach has included a range of activities to support physical and
emotional mental well-being, including specific well-being themed months and a dedicated intranet
area with access to resources.
CCG staff continue to be supported to work from home and health and safety reviews are
undertaken where staff have been redeployed in the system.
The CCG has stepped up work to tackle inequalities for colleagues with protected characteristics
in the light of learning from COVID. This has included and equality, diversity and inclusion pledge
– developed and currently being finalised – demonstrate commitment to our black, Asian and
minority ethnic workforce.
The CCG’s strong tradition of promoting well-being of staff is supplemented by a team of Mental
Health First Aiders and a well-established Staff Engagement Group, whose agenda is shaped
around delivering the CCG values. More recently the CCG has established a group of Workforce
Behaviour Ambassadors whose role is to drive appositive organisational culture.
The overall significant improvement in staff survey results reflects the commitment to this holistic
approach to workforce well-being over the course of the year, despite very challenging
circumstances.
3.

Recommendations
It is recommended that the Governing Body notes the contents of this report.
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Executive Summary
The attached paper provides an update on the progress towards implementation of the legislative
changes outlined in the NHS White paper which was published in February 2021, which are due to
come into effect in 2022.
The White Paper describes a vision of an outward-looking, more connected and integrated health and
care system focused on population health, public wellbeing and innovation, reflecting how much has
changed since the last legislative changes in 2012 and in particular how the pandemic has shaped
our understanding that integration is the way forward.
The CCG and partners in the Wakefield system and West Yorkshire are working together to manage
the transition, which proposes that all parts of the country will be covered by Integrated Care Systems
which will be established as statutory organisations and will absorb many of the functions currently
carried out by CCGs.
Each ICS will have a decision-making Board and a Health and Care Partnership, ensuring strong
representation of Health and Wellbeing Boards from all the places that make up the ICS.
This will mean a single Integrated Care System for West Yorkshire complemented by place-based
arrangements for assessing health needs and planning for population health between the NHS, local
authorities and providers. The proposal reinforces a commitment in previous documents that it should
be left to local organisations to agree how this will work in practice.
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Recommendations
The Governing Body is recommended to:
• Note the update on the NHS White Paper
• Consider any further actions to be fed into the West Yorkshire and Wakefield place planning
process

Decision ☐

Assurance ☐

Discussion ☒

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)

Other:

No

There has ben confirmation that CCG staff will
transfer to the ICS, as the successor organisation

Does the issue have any implications for
sustainability or climate change?

No

Has a Data Protection Impact Assessment
(DPIA) been completed?

Yes ☐

Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

Risk (include risk
number and a brief
description of the
risk)
Conflicts of Interest
(include detail of any
identified / potential
conflicts)

The statutory functions
of the CCG will transfer
to the ICS from 1 April
2022
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No ☒

N/A ☐

1.

Introduction

1.1
The purpose of this paper is to provide an update to the Governing Body on the progress in
relation to the White Paper which was published in February 2021 setting out proposals for
legislation to reform the NHS. The Queen’s Speech on 11 May 2021 confirmed that the Health and
Care Bill setting out legislative proposals to empower the NHS to innovate and embrace
technology and enable patients to receive more tailored and preventative care, closer to home
would be debated in this session of Parliament. The speech also signalled measures to support
the health and wellbeing of the nation, including to tackle obesity and improve mental health and
proposals on social care reform will be brought forward.
The White Paper describes a vision of an outward-looking, more connected and integrated health
and care system focused on population health, public wellbeing and innovation, reflecting how
much has changed since the last legislative changes in 2012 and in particular how the pandemic
has shaped our understanding that integration is the way forward.
The CCG and partners in the Wakefield system and West Yorkshire are working as a system to
manage the transition.
The White Paper sets out proposals that Integrated Care Systems will be established as statutory
organisations, which will absorb many of the functions currently carried out by CCGs. Each ICS
will have a decision-making Board and a Health and Care Partnership, ensuring strong
representation of Health and Wellbeing Boards from all the places that make up the ICS.
This will mean a single Integrated Care System for West Yorkshire complemented by place-based
arrangements for assessing health needs and planning for population health between the NHS,
local authorities and providers. The proposal reinforces a commitment in previous documents that
it should be left to local organisations to agree how this will work in practice.

2.

Detail

2.1
From April 2021, every part of the country is now part of an integrated Care system (ICS),
although these organisations are not currently established as statutory organisations and vary
considerably in terms of maturity.
It has already been agreed that West Yorkshire will have a single ICS, which will become the
statutory body (replacing CCGs) and will serve a population of more than 2 million people across
the five places of Bradford, Calderdale, Kirklees, Leeds and Wakefield.
Functions of CCGs, primary care commissioning and some specialised commissioning currently
undertaken by NHSE will be absorbed into the ICS. The White Paper proposes that the NHS, local
government and wider partners will be represented in ICS and the ICS will work with places within
its footprint to develop strategic plans for improved population health.
District level planning will be devolved to place based arrangements, supported by local delivery
arrangements.
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The ICS will have a Governing Body and a Partnership Board. The Governing Body will be
accountable for whole system financial management and performance
A separate ICS Health and Care Partnership will develop the plan to address health, care and
public health needs. The White Paper proposes that the partnership will include representatives of
organisations that contribute to the wider determinants of health, including local authorities. This is
in line with the current role and membership of the West Yorkshire Partnership Board. The White
Paper gives scope for the membership and functions of the Partnership Board to be determined by
the partners
NHS bodies and local authorities in the partnership will be required to ‘have regard’ to the plan.
The ICS will be able to delegate significantly to place. It is not yet clear the extent of decisions that
will be delegated to place or how much flexibility there will be for the ICS to determine what is
delegated to place and whether there will be scope for different places within an ICS to have
different levels of decision-making authority.
The new legislation will allow commissioners and providers to form joint committees. The White
Paper also describes a strengthened role for Health and Wellbeing Boards, which will include
responsibility for bringing local partners together to develop a shared Health and Wellbeing
Strategy and Joint Strategic Needs Assessment.
It is anticipated that a model constitution for ICSs will be issued in summer/autumn. Precise details
of what the model constitution will mandate have yet to be confirmed. It is anticipated the ICS will
be governed by a unitary board with non-executive members and there will be some mandated
executive roles, including a chair, chief officer (Accountable Officer) and a chief finance officer.
Transition planning arrangements
West Yorkshire and Harrogate HCP is already well-established and has functional arrangements
in place. It has been agreed that the West Yorkshire partnership should maximise the opportunity
to influence the emerging model for how ICSs nationally will function.
Although governance arrangements will need to align to the legislation, it is recognised that the
partnership needs to be ready to take on the responsibilities of CCGs and NHSE commissioning
functions by April 2022 and therefore much of the design work needs to take place ahead of this
being finalised. The view of the partnership is that the current arrangements are fundamentally
sound and that the current memorandum of understanding and the way it was developed are
fundamentally sound. West Yorkshire is fully committed to maintaining a position whereby place
has primacy and matters are only determined across West Yorkshire where there is value in doing
so.
The approach to developing future arrangements will be inclusive and Health and Wellbeing
Boards and the ICS Partnership Board will provide oversight of the process
A Future Design group has been established to oversee the transition. Key areas of focus include:
•
•

Who will chair the Board and Partnership and the selection process
Membership & size: how places, professions and non-executives will be represented, if this
is not pre-determined in the model constitution
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•
•

Subsidiarity arrangements
Ensuring all statutory functions are covered and supporting governance for quality and
safety, public and patient involvement, performance, finance, remuneration, audit etc.
• How provider collaboratives will contribute
• How commissioning functions currently carried out by NHSE/I will be managed
• Arrangements for transparency and public accountability
• What further scope there will be for Joint Committees at WY&H level – for example with the
WY Combined Authority and in the context of WY devolution
• What the future entity will be called (reflecting partnership rather than an organisation)
The group is supported by workstreams focusing on issues such as governance, communications
and workforce, and a project group which will oversee the transactional changes required to safely
transfer functions from CCGs and NHSE to the new statutory body.
The HCP has also developed a proposed structure for the future which will support the transition
from a programme-based approach, where the structure is organised around programmes
focusing on specific priorities, such as cancer, mental health, acute commissioning, to a functional
approach, where the structure is organised around corporate functions, such as finance,
workforce, strategic planning.
A West Yorkshire governance planning group has been established and is working through a
number of key issues which have been identified as priorities, including:
• Subsidiarity and delegation
• Accountability and assurance
• Involving stakeholders
• Transparency and probity
• Values and behaviours
• Place governance structures
The Wakefield Integrated Care Partnership has held a series of workshops to prepare for future
ways of working and to consider how it will organise and govern itself in the future.
Wakefield is in a strong position with its mature arrangements for partnership working, which are
inclusive of wider partners such as VCSE and housing and have already supported the
establishment of provider alliance/lead provider arrangements. It is likely the future governance
arrangements for the Wakefield Integrated Care system will be reflective of those adopted by the
ICS with a core decision making board and a strategic body which is representative of wider
partners to enable the partnership to develop and deliver a Health and Wellbeing Strategy that
supports health promotion and prevention of ill-health as well as provision of care. Detailed
governance arrangements have yet to be worked through and will, to some extent, be determined
by the model constitution.
Current work is focused on what the ambition and vision of the system will be, leadership and
behaviours (who and how it will operate) and governance arrangements.
Discussions are also progressing to determine future arrangements for ensuring the patient/citizen
voice is represented in future decision-making arrangements. It is proposed that the Patient and
Community Panel, which is a sub-committee of the CCG, will evolve to provide an advisory and
assurance function to the integrated care system.
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3.

Next Steps
3.1

The formal timeline for the new ICS systems being established is April 2022. However, it
is anticipated that formal appointments of chairs, chiefs and CFOs will take place and
that CCG functions will be subsumed into the new shadow organisations.
Implementation guidance for 2021-22 confirms that, if the health bill is passed, CCGs
will be statutorily dissolved into ICS in April 2022.
The provisions timeline that is being worked to is detailed below:

3.2
3.3

Time period
April – August
2021

Deliverables
•

Local planning & transition arrangements established

•

Second reading of Bill

•

Model constitution issued

•

Appointment of shadow Chair to ICS

•

Appointment of Accountable Officer to ICS

•

Develop future governance arrangements in the light of legislation,
national guidance (ICS and place)

•

Co-produce terms of reference, scope and MOU for Governing Body,
Partnership Board and committees

•

Establish shadow governance arrangements

October 2021

•

Shadow working: start to adopt new ways of working (decisions will still
have to be ratified while ever CCGs remain statutory bodies)

April 2022

•

New formal governance arrangements in place

September
2021 –
October 2021

4.

Recommendations
1.

To note the progress report on the NHS White Paper

2.

To agree any further actions to be fed into the planning process
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Executive Summary
Due to the current on-going COVID-19 situation a number of performance measures are not being
reported against.
The report includes a summary of the Performance, Quality and Assurance Report presented at
Quality, Performance and Governance Committee (QPG) in May 2021. The report includes the
following:
- Constitutional measures - March 2021
- Mental Health - March 2021
- Latest CQC ratings – West Ridings, Heathcotes, Croft House and The Beeches.
- Sentinel Stroke National Audit Programme (Q2 20/21)
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Committee
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27th May 2021
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Recommendations

It is recommended that the Governing Body:
1. Note the current CCG performance against the Single Performance Framework (NHS
Constitutional standards, Oversight Framework and CCG Long Term Plan metrics),
2. Note those indicators where performance is below target and the mitigating assurance/ actions
provided; and
3. Acknowledge the actions agreed by the Quality, Performance and Governance Committee.

Decision ☐

Assurance ☒

Discussion ☒

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Other:

Not applicable

Not applicable

Not applicable

Has a Data Protection Impact Assessment
(DPIA) been completed?

Yes ☐

Strategic Objectives
(which of the CCG
objectives does this
relate to?)

Risk (include risk
number and a brief
description of the
risk)

Effective Partnerships
Quality Driving
Efficiency
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No ☐

N/A ☒
Mitigating actions have
been included within
the report and risks are
captured as appropriate
in the Governing Body
Assurance Framework
and Corporate Risk
Register.

Legal / CCG
Constitutional
Implications

Yes - Failure to meet
performance impacts
on overall achievement
of the constitutional
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Operational Plan.

Conflicts of Interest
(include detail of any
identified / potential
conflicts)

Page 3 of 3

The outcome of CQC
inspections to General
Practice may present a
conflict of interest for
Governing Body GP
members.

Performance, Quality and Assurance Report
March 2021
Governing Body
June 2021

/

Executive Summary
This report provides a strategic overview of the CCGs Quality Assurance Framework and high level performance against both constitutional and national standards that are used to assess the CCGs overall rating as
part of the Oversight Framework, Long Term Plan and Annual Operational Plan.
Due to the ongoing COVID-19 situation, a number of performance measures are not being reported against. The Oversight Framework, which was the prime focus of the performance report has not been updated.
As a result, the performance report includes an update against the national constitutional standards.
The Quality, Performance and Governance Committee (QPG) reviews the full performance report and the separate quality reports on a monthly basis.

Constitutional Performance:

> A reduction of outpatient and elective surgery capacity to prepare and manage acute hospital services during the COVID-19 outbreak has had a knock on effect to some of the CCGs waiting time measures.
Capacity for urgent and suspected cancer continues to be prioritised by Mid Yorkshire Hospitals NHS Trust which also impacts on other responsive performance measures.
> For March, the incomplete waiting list has decreased by 75 pathways to 25,706 and reports 4% below the March 19 position. Against the March 20 position, the waiting list reports 0.3% below.
> 18 week performance has continued to improve, however remains below target reporting at 74.6% in March. 52 week breaches remain high, with 1,358 breaches reported in March.
> Diagnostic performance against the 6 week waiting time standard improved for the tenth consecutive month, now reporting at its lowest, at 2.7% in March, but remains above the 1% national target.
> For March, 4 out of 12 cancer measures have not achieved standard. Both the 2 week measures achieved standard, with breast showing a performance improvement at 99.3% and 'Urgent GP' continuing to
achieve standard since July, reporting at 96.8%.
> In April there were 19, over 60 minute ambulance breaches across Mid Yorkshire sites, an improvement from March which reported 59. A&E attendances are significantly increasing and on a number of days,
levels have reported above 19/20. There is pressure across all services with GP appointments for March reporting above 19/20. Across the Wakefield system as a whole, there is around a 5% increase in demand.

Quality and Assurance:
Covid-19 Vaccinations - Extremely positive feedback about people’s experience of receiving the Covid vaccination. Overall, the environments at local vaccination sites have been described by patients as
“organised”, “safe”, “Covid secure” and “efficient”.
Dental Provision - Healthwatch Wakefield have highlighted poor access and lack of provision for dental services as a significant issue for Wakefield residents.
Latest CQC ratings for care homes
> Croft House Care Home - After a recent focused inspection of the Safe and Well-led domains in December 2020 the service scored overall Inadequate. Previously, the home was inspected in October 2017 and
was rated Good overall.
> The Beeches, Castleford (Residential home) - After a recent inspection in February and March 2021 the service was rated Inadequate, scoring Requires Improvement for the Caring and Responsive domains.
Under the previous provider the service was rated Good (published December 2018). The provider changed in November 2020.
Sentinel Stroke National Audit Programme (SSNAP) - During Quarter 2 2020/21 MYHT achieved a Level A overall for stroke care.
/

Quality of Care and Outcomes - Cancer Waiting Times

Commentary:
28 days
- For March, the 28 day faster diagnosis standard for 'screening referral' reports a declined position at 52.2%, breaches are a result of patient or provider initiated delay.
31 days
- The 31 day measure for subsequent surgical treatment reports at 90.6%, with delays due to elective capacity. Within this there has been 1 breach exceeding 100 days, for a patient awaiting
urological surgery.
62 days
- The measure for 'urgent GP referral to first definitive treatment' continues to not meet standard although is in line with national achievement, reporting at 72.7% in March. Breaches occurred
mostly across lower GI and lung tumour types, with reasons for delay due to complex diagnostic pathway and provider initiated delay. There were 10 breaches that exceeded 100 days, with the
longest breach reporting at 181 days, for lung, due to provider initiated delay.
- The measure for 'referral from screening' reports at 83.3% for March, with both breaches occurring in lower GI.
- In line with the Operational Plan, there is a focus to reduce the number of patients waiting over 62 days for treatment, to the position reported in February. Mid Yorkshire as part of True North,
aim to report no more than 99 patients over 62 days at the end of March 2022. The position reported at the end of March 21 was 135, with 134 in February.
/

Quality of Care and Outcomes - Planned Care

Commentary:

Specialty

% 18 weeks > 52 weeks Incomplete WL


Trauma & Orthopaedics

55.4%

430

2,836

Other

80.4%

262

7,299

Plastic Surgery

55.8%

153

952

Ear, Nose & Throat (ENT)

78.3%

150

2,026

Gynaecology

72.8%

119

1,792

18 week and 52 week performance - 18 week performance has slightly improved, reporting at 74.6% for March. All of the specialties
report below standard, with Geriatric Medicine continuing to achieve the highest performance at 90.2%. The lowest performance for
March is across Trauma and Orthopaedics, at 55.4%.

General Surgery

58.5%

98

1,093

Urology

73.0%

75

1,410

Neurosurgery

61.2%

31

206

Ophthalmology

85.0%

17

2,316

52 week breaches have continued to rise, with Trauma & Orthopaedics showing the highest number of breaches in March at 430. The
breaches have occurred across a number of providers however the majority are attributed as follows, 911 at Mid Yorkshire and 187 at
Leeds Teaching. The majority of breaches are against the admitted pathway.

Gastroenterology

76.0%

11

2,583

Thoracic Medicine

78.3%

5

355

Dermatology

85.4%

4

1,283

Cardiology

84.0%

1

470

Neurology

70.8%

1

631

Rheumatology

83.0%

1

364

Cardiothoracic Surgery

66.7%

0

9

General Medicine

75.0%

0

20

Geriatric Medicine

90.2%

0

61

Total

74.6%

1,358

25,706

Incomplete WL - The Incomplete waiting list has increased in March but continues to report below the position at the end of March
2020 and March 2019. The waiting list is made up of a number of specialties, with Trauma and Orthopaedics, Gastroenterology and
Other (largely Pain Management) continuing to account for nearly half of the incompletes.

Mid Yorkshire have agreed specialty level performance trajectories to support delivery of the True North target to report no nonadmitted 52 week breaches and no more than 999 admitted 52 week breaches by the end of March 22.
Diagnostic 6 weeks - Performance continues to report above target but has been improving month on month since June, reporting
an in year low for March at 2.7%.

/

Quality of Care and Outcomes - Mental Health

Commentary:
Adult's Mental Health Services:
- Patient satisfaction for Improving Access to Psychological Therapies (IAPT) remains high, with March holding steady at 95%.
- In March, the number entering treatment within 6 and 18 weeks continues to report at 100% across the IAPT service.
Children's Mental Health Services:
- Across all specialist treatment domains, the number waiting for treatment has maintained at the volumes previously shown in October.
- Due to the high numbers of referrals, waiting times have increased in some areas of treatment due to a focus on completing initial assessments, however there have
been some positive reductions in waiting times for services such as Family Therapy; which is down from 15 weeks in October to 5 weeks in May.
- There has been a continued reduction in the number of children waiting for 'core assessment and treatment', with 74 children waiting to be assessed in March and
55 in April, down from 89 in January.
- The longest wait for core assessment is reporting at 11 weeks for April, continuing to remain lower than the high of 19 in October.
- The number waiting for Cognitive Behavioral Therapy has decreased with April reporting 10, compared to 30 in October.

/

Operational Activity (CCG position against last year's activity levels)- March 2021
CCG Activity Delivery Rates (% of last years activity delivered this year)
EM Description


A&E Attendances - Type 1 & 2 attendances
A&E Attendances - Type 3 & 4 attendances
Consultant Led First Outpatient Attendances
Consultant Led Follow-Up Outpatient Attendances
Total Elective Admissions - Day Case
Total Elective Admissions - Ordinary
Total Non-Elective Admissions - +1 LoS
Total Non-Elective Admissions - 0 LoS

01 April
2020
49.6%
30.5%
39.9%
59.4%
29.4%
25.1%
65.0%
40.6%

CCG YTD Activity Delivery Rates (% of last years
activity delivered this year)
EM Description


A&E Attendances - Type 1 & 2 attendances
A&E Attendances - Type 3 & 4 attendances
Consultant Led First Outpatient Attendances
Consultant Led Follow-Up Outpatient Attendances
Total Elective Admissions - Day Case
Total Elective Admissions - Ordinary
Total Non-Elective Admissions - +1 LoS
Total Non-Elective Admissions - 0 LoS

01 May
2020

01 June
2020

69.3%
51.7%
42.2%
59.6%
32.4%
23.6%
73.5%
53.9%

76.2%
54.1%
65.8%
81.4%
40.8%
31.2%
82.2%
61.2%

01 July
2020

01 August
2020

78.3%
59.8%
64.1%
81.2%
51.0%
46.2%
86.5%
60.5%

01 September
2020

90.1%
75.6%
77.5%
78.3%
68.9%
58.2%
88.4%
59.2%

01 October
2020

86.8%
72.9%
90.5%
92.5%
86.2%
72.1%
98.4%
63.6%

82.2%
65.7%
90.2%
86.7%
86.4%
72.5%
91.3%
49.4%

Elective Activity Trends
Total Elec ve Admissions - Day Case

01 November 01 December 01 January 01 February
2020
2020
2021
2021
76.1%
58.5%
94.7%
90.3%
80.7%
49.5%
94.2%
43.0%

73.5%
56.7%
94.2%
97.0%
82.6%
59.3%
95.0%
41.1%

73.7%
51.2%
84.3%
83.7%
69.0%
62.3%
90.4%
36.2%

77.9%
59.1%
90.2%
96.4%
76.0%
69.0%
94.8%
36.5%

01 March
2021
117.9%
117.3%
125.9%
120.1%
113.7%
95.0%
108.5%
60.5%

Outpatient Activity Trends
Total Elec ve Admissions - Ordinary

Consultant Led First Outpa ent A endances

Consultant Led Follow-Up Outpa ent A endances

% Delivery
Rate
78.4%
61.3%
79.1%
85.1%
67.2%
53.9%
88.8%
50.3%

120%

113.7%

100%

95.0%
86.4%

80%

100%

83.7%

81.4%

80.7%

80%

84.3%

69.0%

58.2%

62.3%

60%

49.5%

40%
25.1%
29.4%
Apr 2020

120%

82.6%

72.5%
60%

125.9%
120.1%

Jul 2020

Oct 2020

64.1%
59.4%

Jan 2021

40% 39.9%
Apr 2020

Jul 2020

Oct 2020

Jan 2021
/

Q3 and Q4 2020/21 Quality Highlights
The Quality highlights presented to the Governing Body are a summary of the key headlines (successes and exceptions) from the
Patient Safety and Outcomes reports and Experience of Care report that were presented to the Quality, Performance and Governance
Committee (QPGC) on the 25th March 2021 and 27th May 2021. The key headlines are themed against the five principles within the
CCG’s Quality Framework. This is a revised style of reporting to reflect the Governing Body’s request for shortened reports whilst not
losing the key messages.
Key headlines
Place-based reporting

Successes

Covid-19 Vaccinations
Extremely positive feedback about people’s experience of receiving the Covid
vaccination. Overall, the environments at local vaccination sites have been described
by patients as “organised”, “safe”, “Covid secure” and “efficient”.
Latest CQC ratings for Care Homes – 2020/21
Since the introduction of the PerfectWard® visits, the overall ratings for care homes in
Wakefield have continued to improve. At the end of March 2021, 3.3% of care homes
were rated as Outstanding, 72.8% achieved Good, 20.6% scored Requires
Improvement and 3.3% were rated Inadequate.
NHS Staff Survey Results 2020
For SWYPFT improvements were seen in 5 out of the 10 themes and scored
significantly higher compared to 2019. Improvements could be seen in equality, diversity
and inclusion, health and wellbeing, morale, safety culture and staff engagement.
For YAS one theme score was significantly higher compared to 2019. This was for
Health and Wellbeing. The scores for the remaining themes had no statistically
significant changes.

Mitigating actions
Not applicable

Latest CQC ratings for care homes
West Ridings Care Home
After a recent focused inspection of the Safe and Well-led domains in November and
December 2020 the service remained overall Requires Improvement.

Exceptions

Heathcotes (Wakefield)
After a recent focused inspection of the Safe, Responsive Well-led domains in Quarter
3 2020/21 the service scored overall Requires Improvement. Previously, the home
was inspected in April 2018 and was rated Good overall.
Croft House Care Home
After a recent focused inspection of the Safe and Well-led domains in December 2020
the service scored overall Inadequate. Previously, the home was inspected in October
2017 and was rated Good overall.

All care homes under enhanced
surveillance are regularly discussed at
the Care Homes Enhanced Surveillance
meeting* (in line with NHSE’s Quality
Risk process), where collective action is
agreed and improvements closely
monitored. These homes are supported
by the quality support manager for care
homes, targeted PerfectWard® visits are
undertaken, and meetings with the care
providers take place (where appropriate).
The group ensures there is regular
engagement with the Contract and
Support Commissioning, Safeguarding
and Infection Prevention and Control
teams.

The Beeches, Castleford (Residential home)
After a recent inspection in February and March 2021 the service was rated
Inadequate, scoring Requires Improvement for the Caring and Responsive domains.
Under the previous provider the service was rated Good (published December 2018).
The provider changed in November 2020.
*Care Home Enhanced Surveillance Group
The role of the Care Home Enhanced Quality Surveillance Group is to enable regular formal engagement between commissioners
and regulators across the Wakefield place. Members share information and intelligence about quality, performance, activity and
experience of specific care homes and domiciliary care providers where there are concerns about the quality of care or
resident/service user experience. This includes providers which are escalated to enhanced surveillance in line with the NHS
England quality risk process. The group’s purpose is to promote a shared understanding of issues and risks, identify areas for
improvement and promote a coordinated partnership response in directing action and improvement activity, ensuring effective use
of resources.

Exceptions

Dental provision
Healthwatch Wakefield have highlighted poor access and lack of provision of dental
services as a significant issue for Wakefield residents.

The Healthwatch report was presented to
Health Overview and Scrutiny Committee
and will be presented to the ICP Board in
May 2021. The issue of dental access is
not unique to Wakefield. Collective
feedback from Healthwatch across West
Yorkshire was presented to the WY&H
System Oversight and Assurance Group
who have established a working group
with NHSE as commissioners to
understand the problem and take forward
appropriate actions.

Quality Intelligence Group (QIG) – Quarter 4 2020/21
479 items were shared at the QIG during Quarter 4 2020/21 meetings. The top 3
themes and completed actions were:
1. Covid-19 Vaccinations (mixed feedback)
• Shared a summary of the intelligence with the SRO and Steering Group.
• Included examples of experiences within the Primary Care Key Operational
Update.
• Maintain a weekly summary log of the vaccine feedback to inform the
programme.

The wordles below show the key themes
that were identified at the QIG meetings.
When and where re: Covid
vaccinations
0-19 Health Service Health Visits
Maternity Services

Other

GP Access
2. Poor Mental Health support (negative feedback)
• Intelligence is used to inform mental health projects and is being reported to
the Mental Health Alliance.
3. Poor care at Pinderfields Hospital (negative feedback)
• The Quality Team were aware of the challenges at the Trust through
assurance reports and discussions, for example, limited staff capacity,
restricted visiting and the impact this has on experience of care for patients
and families.

Inequality of access (Covid
vaccinations)
Equity of access re: Covid-19
Vaccinations
Children’s Mental Health Services
Poor care at Pinderfields Hospital

The full Experience of Care reports contain all the actions agreed by the group.
Poor Mental Health support
Covid-19 Vaccinations

Successes

Key Headlines
Acute reporting
MYHT’s Patient Experience Sub-Committee Exception Report
• Continued decrease in the number of formal complaints
received.
• Environmental improvements achieved in children’s areas at
Pontefract Urgent Treatment Centre.
• Action plan updates from Children and Young People’s services
and Inpatient discharge continue to progress despite current
pressures.
• Increased capacity within the Division of Medicine supporting
the Family Liaison Officer role.
• Development of a local questionnaire for those attending the
vaccination hub at Navigation Walk.
Sentinel Stroke National Audit Programme (SSNAP)
• During Quarter 2 2020/21 MYHT achieved a Level A overall for
stroke care.
• 95% of patients were scanned within 12 hours of clock start
(target 91.8%).
• 82% of patients were directly admitted to a stroke unit within 4
hours of clock start (target 64.8%).
• 92% of patients spent at least 90% of their stay on stroke unit
(target 87%).

Mitigating actions
• All key areas of success have been discussed at
the MYHT Quality Committee in March 2021.

• The clinical lead for stroke services presented to the MYHT
Quality Committee in February 2021

Maternity Improvement Programme
As reported to the Governing Body in March 2021, MYHT
reviewed the findings from the independent review of maternity
services at Shrewsbury and Telford Hospitals NHS Trust (the
Ockenden review), and provided assurance to NHSEI and the
Local Maternity System (LMS) about compliance with the
Immediate and Essential Actions (IEAs).
Implementing a revised perinatal quality surveillance model was
published in December 2020 and outlines the key principles for a
revised perinatal quality surveillance model from local to national
oversight. The Maternity Strategy Board has become the required
Maternity Quality Surveillance Group. The Group will also monitor
future maternity improvements aligned to the remaining
requirements of improvement programme.
Membership of the group will continue to include the CCG, LMS
and NHSEI.

• The Maternity Quality Surveillance Group meets every
month, and regular reports are presented to MYHT Quality
Committee and MYHT Trust Board.

Exceptions

Never Event – March 2021
MYHT reported a wrong implant/prosthesis Never Event which
occurred on the 8th March 2021. The patient was undergoing
cataract surgery and required a lens which was specifically
ordered for the procedure. An incorrect lens was implanted in the
patient.

• Duty of Candour was completed at the time by the
consultant.
• MYHT Quality Committee was briefed on this
incident at the April 2021 meeting.

Serious Incidents in Paediatrics
Children’s services have reported 3 neonatal serious incidents
between 1st March 2021-2nd April 2021 on Gate 46 and Paediatric
ED related to failure to escalate a deteriorating patient.

• Clinical Summit held in April 2021 to examine these incidents
with the Medical Director and Chief Nurse.
• External Paediatrician to have oversight of the investigations.
• Staff engagement with visible senior leadership.

National NHS Staff Survey 2020
For MYHT there were no statistically significant changes to 9 out
of the 10 themes in 2020. However, one theme score was
significantly lower compared to 2019. This was for Team Working.
Oncology Service at MYHT
A risk to service continuity and quality of care was highlighted in
June 2020 due to a reduction in consultant workforce. The Trust
has undertaken a series of local actions to recruit and sustain
services and has a broad strategic plan for service improvement
and sustainability. However, mitigation and sustainability relies
heavily on significant partnership work across the West Yorkshire
and Harrogate Cancer Alliance.

Each Division will develop an improvement plan to address the
key issues identified from the staff survey results. These will be
presented in the Divisional updates to the MYHT Quality
Committee.
The Governing Body is asked to note that the oncology situation
remains increasingly challenging and relies on regional support.
Detailed reports about the local and regional actions to support
the service have been provided to the Quality, Performance and
Governance Committee since January 2021.
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Report Author
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2021/22 half year financial
plan and budget book
Michelle Whitehead, Head
of Finance
Not applicable
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8 June 2021
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Public / Private Item

Public

Responsible
Governing Body
Executive Lead

Jonathan Webb, Chief
Finance Officer

Executive Summary
NHS organisations are continuing to report under an interim finance regime in 2021/22 due to the
Covid-19 pandemic. For the period 1 April 2021 to 30 September 2021, the first 6 months of the
financial year, allocations were provided at a West Yorkshire and Harrogate Integrated Care System
level. Block arrangements with NHS bodies has also continued for this period.
•

Wakefield CCG’s half year financial plan was submitted as part of the WY&H ICS’s plan on 6
May 2021 (April 21 to September 21 only). In line with the Standing Orders, the powers
reserved for an urgent decision were exercised on the 4 May 2021 to approve the plan
submission on behalf of the Governing Body and it is brought to this meeting for noting the
action taken. Documents are provided in Appendices 1 to 3. The allocation for Mental Health
Service Development Funding (SDF) and Spending Review (SR) funding was amended by
NHSE/I subsequent to this information being provided. Wakefield CCG’s allocation was
reduced by £2.6m, the split of these Mental Health funds across the system is still to be
determined.

•

Wakefield CCG submitted a balanced plan, with no surplus or deficit for the first 6 months of
2021/22. This included a contingency of £1.6m and an efficiency requirement of £1.4m

•

CCGs submitted budgets to NHS E/I for the period 1 April 2021 to 30 September 2021 on 26
May 2021 in line with the planned expenditure, and within the notified allocation value. The
budget book is included in Appendix 4. This is in line with the plan submission.

Included in the appendices are:
Appendix 1 - Notes of the meeting on 4 May 2021, where the plan submission was approved
Appendix 2 - Briefing Paper on the half year plan for 2021/22 to support the decision on 4 May 2021
Appendix 3 - Presentation summarising the half year plan for 2020/21
Appendix 4 - Budget Book for 1 April 2021 to 30th September 2021
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Has the issue been considered
at any other meetings?

blank

Blank

The plan was reviewed
at Finance Committee
The plan was approved
for submission by an
urgent decision on
behalf of Governing
Body

Name of meeting

Name of meeting

blank

Meeting Date

22nd April 2021

Meeting Date

4th May 2021

Recommendations
It is recommended that the Governing Body:
• notes the approval of the half year plan for 2021/22 submission on 4 May 2021 under the
powers reserved for urgent decisions
• notes the interim financial arrangements for CCGs introduced by NHS E/I
• notes the requirement for CCGs to submit budgets to NHSE/I by 26 May 2021 (within the
notified allocation value) and
• approves the CCG’s budget book.
Decision ☒

Assurance ☒

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Other:

Not applicable
Not applicable

Financial implications for the CCG

Not applicable

Has a Data Protection Impact Assessment
(DPIA) been completed?

Yes ☐

Strategic Objectives
(which of the CCG

Risk (include risk
number and a brief
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No ☐

N/A ☒

Item No 1668: Risk of
not meeting financial

objectives does this
relate to?)

Legal / CCG
Constitutional
Implications

8. Organising ourselves
to deliver for our
patients

Not applicable

description of the
risk)

Conflicts of Interest
(include detail of any
identified / potential
conflicts)
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recovery plan due to
changes in the finance
regime
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Appendix 1
NHS Wakefield Clinical Commissioning Group
CHAIR’S ACTION IN RELATION TO
FINANCIAL PLAN 2021/22 SUBMISSION
Notes of the meeting held on 4 May 2021

Present:

Dr Adam Sheppard
Richard Watkinson
Jonathan Webb

CCG Chair
Lay Member
Chief Finance Officer/Deputy Chief
Officer
Chief Officer

Jo Webster
In attendance:

Karen Parkin

Associate Director (Finance, BI,
Contracting & Acute Commissioning)
Angela Peatfield
Minute taker
Briefing to support urgent decision re: Financial Plan 2021/22 Submission
Jonathan Webb opened the meeting explaining that a presentation of the Financial
Plan 2021/22 was presented to the Finance Committee on 22 April 2021 and the
Finance Committee members agreed to recommend to the Governing Body that a
break-even financial plan should be submitted for H1 2021/22. Delegated authority
was sought for a Chair’s Action (as above) to approve the submission of the ICS
plans to NHSEI on 6 May 2021. The decision would then be reported to the
Governing Body at the meeting on 8 June 2021.
The headlines within the plan submission include:
•
•

•
•
•
•

Core Allocation of £299.2m plus additional planned allocations for Covid,
independent sector and H2 amendments to give a total H1 allocation of £316.5m
Programme, primary care and Mental Health Investment Standard growth,
totalling £7.8m
Additional SDF investment for mental health of £7m
Overall deficit gap of £1.4m
Contingency of 0.5% £1.6m
Expenditure growth; 0.5% NHS blocks; 1.45% for non NHS; 4.17% MHIS;
0.68% prescribing; 2.5% for the majority of continuing care services; 4.5%
primary care; 0.67% Community and 5.3% BCF minimum

Dr Adam Sheppard declared an interest with reference to the 4.5% uplift in primary
care noting that he is a GP in the district. Jonathan acknowledged the declaration,
however confirmed that the uplift was in line with the national primary care contract.
A discussion followed and Jo Webster queried whether the process regarding
expenditure requirements and plans was completed in discussion with budget
managers and how involved system partners had been in the planning. Jonathan
Webb advised that in relation to the NHS contract the expenditure was predetermined. It was noted that the areas of possible variation were; CHC,
Prescribing, Primary Care and MH alliance funding.
1

Karen Parkin confirmed that with regard to the MH Alliance full discussions had
taken place with system partners as this was required as part of the sign off process
to confirm that the MHIS had been achieved.
Karen Parkin advised that discussions had taken place with the Head of Medicines
Optimisation to look at historical growth noting that more work is required on horizon
scanning to confirm that the 0.68% figure is realistic.
With reference to CHC, the Head of CHC has been involved in the discussions and
has liaised with the Local Authority following an increase in prices and this has been
built into the cost growth. A risk for CHC is the coming out of the HDP scheme and
the impact on packages of care, further work is required with the CHC team to
accurately predict figures, and in the meantime assumptions have been made and
included in the plan noting the HDP scheme is outside of the financial plan.
Karen referred to primary care and confirmed that a meeting with primary care
colleagues had taken place and the Finance team had prepared some ‘bottom up’
figures rather than high level planning as previously undertaken. There are some
areas of primary care to be rolled forward to Q1 noting some other areas of
expenditure where further analysis is required.
Jo Webster referred to primary care non recurrent expenditure and the income
guarantee beyond Q1 referring to the schemes developed through Covid. Following
a discussion it was suggested that further information on primary care funding would
be provided at a later stage to ensure that primary care networks continue to be part
of the future discussions on the funding challenges and that at an ICS level the
requirements of primary care are included in the detailed plans.
It was agreed that there is a need to think across West Yorkshire rather than at
individual CCG level to operationalise the elective recovery fund. Jonathan
commented that there are three levels that need to be considered, what the CCG
can do that is in our control, what can be achieved at an ICP level through the
interim arrangements and thirdly what can be achieved at an ICS level.
A further deep dive on running costs is suggested for SLT and Finance Committee.
Jo Webster acknowledged the work that has been undertaken to produce this plan
and was re-assured with the assumptions made and was happy to approve the
submission of this plan.
Adam Sheppard and Richard Watkinson also approved the submission of this plan.
Richard Hindley has confirmed his approval of the plan via email prior to the start of
this meeting.
Chair’s Action (as above) in line with Standing Order 9.1 approved Wakefield
CCG will submit a balanced plan for 2021/22 to NHSEI on 6 May 2021
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2021/22 Financial Planning
H1: Month 1 – 6 Financial Plan Submission
Briefing Paper for Governing Body, Chairs Action, 4 May 2021

Purpose of paper
The CCG has been reporting its monthly financial position for 2020/21 under a temporary
finance regime. The regime was implemented as a result of the Covid-19 pandemic and was
split into two separate financial frameworks, H1 (half year 1) and H2 (half year 2). The
baseline calculations for each of the half years were similar in nature, the most fundamental
difference being that H1 was a retrospective claim and top up process, whereas H2 was in
the main, a prospective allocation process. In addition, funding for growth, Covid costs and
top-up (which were intended to provide resources to NHS provider organisations to
breakeven) were allocated to the WY&H ICS. Collective agreement via the ICS Finance
Forum was reached to enable these funds to be distributed in a fair and transparent way.
The Operational Planning and supplementary Financial Planning Guidance were received on
25 March 2021. Submission of all organisational financial plans was made to the WY&H ICS
on 29 April 2021. Prior to that, a working draft was presented at Finance Committee on 22
April 2021. The final submission to NHS England/Improvement will be made on 6 May 2021.
This paper therefore provides a briefing to Governing Body on the final draft submission and
seeks approval for the financial plan.
Month 1 to 6 Financial Framework
Financial planning guidance was received on 25 March 2021 followed by further technical guidance
on 29 March 2021. The key components contained within this guidance were:

•
•

•

•
•
•

The basis for CCG allocations are H2 2020/21 allocations adjusted for Covid top up
and any corrections to embedded funding in 2020/21.
The national procurement of independent sector has ceased and allocations have
therefore been reinstated so that the CCG can once again, commission locally.
There is also the assumption that local independent sector activity will increase to
pre-pandemic levels, therefore the CCG allocations have also been reinstated for
increased commissioning of this activity
Programme growth has been included in H1 allocations
Additional mental health Investment funding has been allocated.
A retrospective process for claiming additional costs still remains for the hospital
discharge scheme (HDP) and for vaccination costs. The HDP scheme will remain at 6
weeks funding post discharge from hospital in Q1 and reduce to 4 weeks in Q2.

•

•

•

£1bn has been made available nationally for an elective recovery fund. This will
incentivise systems to return to activity levels similar to those in 2019/20. Thresholds
have been set at 70% for April rising by 5% each month to 85% for the months in Q2.
If the WY&H ICS as a whole achieve activity levels over these thresholds then
additional funding can be claimed. There is no deduction of funding for activity
below these thresholds.
Additional SDF (service development funding) will be made available for specific
planning priorities such as the 2hour community response, for primary care
initiatives and for mental health investment.
NHS Block payments to providers will continue (albeit all uplifted by 0.5% to reflect
inflationary pressures).

Timeline and Process

Since receipt of the guidance, the timeline of events has been:
Due Date
25 March 2021

Received / Submitted
Financial Planning Guidance and funding envelopes received

26 March 2021
29 March 2021
29 March 2021
6 April 2021

Discussion of overarching principles at WY&H Finance Forum
Technical guidance and templates received
MHIS (mental health investment standard) guidance received
WY&H ICS System Leadership Executive approve 2021/22 ICS Financial
Framework
WY&H ICS Finance Forum members agree the apportionment of
system funding including Covid, top up funding, growth and SDF.
First Draft Plan submitted to ICS
Presentation of draft plan to Finance Committee
CCG plan submission to ICS plus the MHIS return
ICS system submission

30 March – 12
April
16 April 2021
22 April 2021
29 April 2021
6 May 2021

It is also worth noting that during this time there have been numerous clarifications and
updates to guidance throughout the process including national webinars, Q&A documents
issued and a checkpoint meeting with the regional NHSE/I team.
CFOs and Deputy CFOs/Heads of Finance have also had frequent meetings throughout as a
place, as a sector and as an ICS. This has helped to both prepare prior to planning guidance
being issued and has helped the CCG to readily benchmark with other CCGs.
CCG Plan Submission on 29 April 2021
The formal submission date according to the guidance was for the ICS to submit plans to
NHSE/I on 6 May 2020. Given that ICS plans are constructed from organisational plans, the

finance leaders within the WY&H ICS agreed to work up plans from an organisational level
and submit to the ICS finance lead on 16 April with a final draft on 29 April 2021. Following
an update to Finance Committee on 22 April, the final draft was submitted. Due to timing it
has not been possible to present this to Governing Body prior to submission and therefore
approval via Chairs Action is now being requested, before the ICS submission on 6 May.
The attached slide pack (appendix 1) provides the members of Governing Body with the
required detail of the H1 2021/22 financial plan.
Headlines within that plan submission were:
• Core Allocation of £299.2m + additional planned allocations for Covid, independent
sector and H2 amendments to give a total H1 allocation of £316.5m.
• Planned m1 to m6 spend £318.0m after adjusting for non-recurrent items.
• Programme, primary care and MHIS growth, totalling £7.8m.
• Additional SDF investment for mental health of £7m.
• Overall deficit gap of £1.4m
• Contingency of 0.5% £1.6m
• Expenditure growth provided for as follows:
o 0.5% NHS blocks
o 1.45% for non NHS, being 0.2% growth and 1.25% CQUIN transferred into
tariff prices
o 4.17% mental health, in achievement of the MHIS standard
o 0.68% prescribing
o 2.5% for the majority of continuing care services.
o 4.5% primary care
o 0.67% Community
o 5.3% BCF minimum
It is worth noting that all the above other than CHC are as per national guidance. A
higher local growth for CHC has been applied due to the rates already agreed
between the Local Authority and the CCG.
• Areas of potential pressure/risk are in the service areas that have a low level of
growth applied, particularly prescribing, community, and grant agreements. The
reduction of the HDP scheme from 6 weeks to 4 weeks could also cause an increase
to CHC packages of care. The process for the ERF relies on increased activity across
the system as a whole which potentially could cause a local place to ‘overspend’ but
not receive the resource.
• The £1.4m efficiency gap is currently unidentified (although this must be seen in the
context of the uncommitted contingency reserve of £1.6m)
• Achievement of the MHIS standard which is to invest 4.17% more than in 2020/21.
Based on the issues highlighted above, the Finance Committee agreed to recommend to
Governing Body that a break-even financial plan should be submitted for H1 2021/22.

Forward Look
It should be noted that discussions are at very early stages between HM Treasury, DHSC and
NHS England/Improvement around the settlement for H2 2021/22. One of the issues to be
considered will be the extent to which moving into a different set of financial arrangements
(with a different financial settlement) could create a ‘cliff edge’, either for the second half of
the financial year or into 2022/23. It is likely that national public sector finance will be
constrained in line with national economic performance, so work on planning for the second
half of this year and beyond has started. This includes all organisations in the Wakefield
place to better understand their recurrent, underlying run-rates in advance of any
announcements being made nationally about future funding arrangements. These
discussions will continue via the Wakefield Integrated Care Partnership Board.
Recommendation
Members of the Governing Body are asked to note the content of the H1 2021/22 financial
plan, the process undertaken and to approve the submission via Chairs Action.

Karen Parkin
Associate Director
30 April 2021

Appendix 1
Governing Body
4 May 2021
Financial Plan
H1 2021/22
Jonathan Webb
Chief Finance Officer/Deputy Chief Officer

Planning Priorities
•

Supporting the health and wellbeing of staff and taking action on
recruitment and retention.

•

Delivering the NHS covid vaccination programme and continuing to
meet the needs of patients with covid-19.

•

Building on what we have learned during the pandemic to transform the
delivery of services, accelerate the restoration of elective and cancer
care and manage the increasing demand on mental health services.

•

Expanding primary care capacity to improve access, local health
outcomes and address health inequalities.

•

Transforming community and urgent and emergency care to prevent
inappropriate attendance at emergency departments (ED), improve
timely admission to hospital for ED patients and reduce length of stay.

•

Working collaboratively across systems to deliver on these priorities.

Finance Plan Submission Dates

• First-cut plans to ICS (16 April 2021).
• Finance Committee review (22 April 2021).
• Governing Body approval requirement (between 23 April
2021 and 6 May 2021).
• Final CCG plan to ICS (29 April 2021).
• System finance plan submission (6 May 2021).

Financial Priorities
• Elective recovery fund:
–
–
–
–
–
–

System level;
Value of activity over 2019/20 baseline;
Baseline increasing from 70% in April to 85% for July onwards;
No downside adjustment;
£1bn available;
Gateway criteria.

• Mental health priorities.
• Primary care priorities.
• Hospital discharge funding (Q1 – 6 weeks, Q2 – 4 weeks).
• Community diagnostic hubs.

Financial Arrangements…..1
• System funding envelope based on H2 2020/21 (WY
approach).
• Adjusted for any non-recurrent items.
• Growth funding:
– Elective recovery fund;
– Programme and service development funding for mental
health;
– Additional growth for CHC rates;
– Additional allocations for primary medical care services;
– Community services demographic growth and service
development funding for 2 hour community crisis response
at home.

Financial Arrangements…..2
• Annualised efficiency at 1.1% (0.28% in H1).
• CCG contingency of 0.5% of allocation.
• Signed contract between NHS commissioners and NHS
providers not required in H1.
• Contracts required for non-NHS providers.
• National IS contracting ceases.
• No expected drawdown of historic underspends expected.
• Cumulative historic under and overspends continue to be
reported at CCG level (part of system view).

Allocations H2 2020/21 – Adjustments M7 to M12
£m Comment
Core allocation
Share of system covid fund
Total H2 available to spend

299.2 As per H2 2020/21 plans
2.7 As per H2 2020/21 plans
301.9 As per Oct Finance Committee

Non-Rec allocations:
Service development funding
(SDF) and other non-rec
SDF allocation adjustment
Tfr of system covid fund to YAS

17.6 Matched with expenditure
0.7 NHSE/I adjustment
(0.4) As agreed with Finance Committee

Local IS top-up

4.4 Matched with expenditure

Hospital discharge programme

2.6 Matched with expenditure

Return to allocation to NHSE/I

(2.1) As per ICS/IS adjustment
324.7

Expenditure H2 2020/21
£m Comment
Programme and running costs

(314.4) Mix of recurrent and non-recurrent

Covid spend

(1.0) Mix of recurrent and non-recurrent

Local IS

(6.5) “Baseline” plus top-up

Hospital discharge programme

(2.6) Matched with allocation
(324.5)

Allocations H1 2021/22 (Pre-Growth)
£m Comment
Core allocation

299.2 As per H2 2020/21 plans

Share of system Covid funding

2.7 As per H2 2020/21 plans

Post H2 additional allocation

3.0 Notified

Adjustment for MHIS

(0.9) Notified

Embedded SDF allocation tfr

(0.4) Notified (primary care)

Adjustment for Local IS

6.9 Notified

Adjustment for National IS

6.0 Notified

Total H1 baseline

316.5

Expenditure H1 2021/22 (Pre-Growth)
£m
Total expenditure H2 2020/21

(324.5)

Comment
As per previous slide

Adjust for non-recurrent items:
•

SDF etc

•

ICS accrual reversal

•

Embedded SDF expenditure

2.2

•

WMDC S.256

0.9

Agreed by CCE

•

Hospice funding

1.3

Agreed by Finance Committee

•

Stock write-off

0.4

As per accounting treatment

•

Balance sheet adjustment from 2019/20

•

HDP Scheme (CHC)

2.6

•

Non-recurrent covid expenditure

0.4

•

Re-instating GP access / GPIT budget

•

Other

Include national IS expenditure

17.9
(10.6)

(1.7)

(1.1)
0.2
(6.0)
(318.0)

Matched by allocation
As agreed with NHSE/I

Summary H1 2021/22 (Pre-Growth and
Excluding SDF)

Allocations
Expenditure

H2 2020/21

H1 2021/22

324.7

316.5

(324.5)

(318.0)

0.2

(1.5)

Bridge From H2 2020/21 to H1 2021/22
(Pre-Growth and Excluding SDF)
£m
H2 2020/21 surplus

0.2

Cease transfer of share of covid fund to YAS

0.4

Additional local IS allocation received in H1 2021/22

2.5

Loss of SDF allocation adjustment

(0.7)

Cease allocation transfer to NHSE/I

2.1

Additional SDF allocation received in H1 2021/22

3.0

Adjustment for MHIS made for H1 2021/22

(0.9)

Loss of SDF allocation adjusted in H1 2021/22

(0.4)

Non-recurrent benefit in H2 2020/21 re: ICS accrual

(10.6)

Non-recurrent spend supported by “embedded” allocations

2.2

Reduction in direct covid non-recurrent spend

0.4

Non-recurrent spend (s.256/hospices/stock)

2.7

Balance sheet benefits from 2019/20
Other

(1.7)
0.4

Re-instating GP access / GPIT budget

(1.1)

H1 2021/22 opening position

(1.5)

Additional Allocations for H1 for Growth
and Investment 2021/22
£m Comment
Total H1 baseline

316.5

Growth Programme

5.0

Growth PC

1.7

MHIS

1.1

Total H1 including Growth
MHIS SDF allocated
Total H1 including Growth and
additional investment

324.3
7.0 As per H1 submission
331.3 As per submission 28.4.21

Expenditure Growth
£m
•

NHS blocks 0.5% (acute 0.8m; MH 0.1m; Comm 0.1m)

(1.0)

•

Non NHS acute 0.2%

(0.2)

•

MH Growth (MHIS) 4.17%

(1.0)

•

Community 0.67%; BCF 5.3%

(0.3)

•

Prescribing growth 0.68%

(0.2)

•

CHC growth at local rate 2.5%

(0.3)

•

Co-commissioning 4.5%

(1.4)

•

Other PC 4.5%

(0.1)

•

Other programme 1.14%

(0.1)

Total Growth

(4.6)

•

Adjustment for embedded MH

(1.4)

•

New MH SDF

(7.1)

•

Contingency

(1.6)
(14.7)

Summary H1 2021/22

Allocations
Expenditure

Pre-Growth

Growth

Total

316.5

14.8

331.3

(318.0)

(14.7)

(332.7)

(1.5)

0.1

(1.4)

Risks / Uncertainties
• Includes £1.4m of efficiencies to be identified (but contingency of
£1.6m).
• Majority of growth increases set at nationally assumed levels (could
be local differences).
• Growth on IS expenditure and link to system delivery of elective
recovery fund requirements.
• No growth on ‘baseline’ grant agreements.
• Growth in costs as HDP moves from 6 weeks to 4 weeks.
• Lack of additional resource to invest in community services.
• Emerging cost pressures.

ICS Risk Management Arrangements
• Subsidiarity principle: Organisation / place / WY.
• Reasonable endeavours to manage risk.
• Supportive and constructive peer review.
• Mutual financial support as last resort:
– System offset (2019/20);
– Redistribution of system funding (2020/21);
– Reasonable endeavours to improve positions.
• Mutual formal agreement of all NHS parties.

Appendix 4

Temporary Financial Regime - Budget
Booklet
1 April 2021 to 30 September 2021

Supports:
Operational Planning template submitted on 6th May 2021 for period 1 April 2021 to 30th September 2021 – WCCG run rate V4 for plan.
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Financial Planning 21/22
Delegated Budget Manager

Responsible Director
(Budget Holder)

Allocation

21/22 Plan

Adjustments

QIPP

21/22 Net
Budget

£000

£000

£000

£000

Programme Allocation
Running Costs Allocation
GP Co-Commissioning

293,723
3,355
31,650

0
0
0

293,723
3,355
31,650

328,728

0
0
0
0
0

Total Allocation

0

328,728

Acute services
Head of Contracting & Performance
Head of Planned Care
Head of Urgent Care
Head of Planned Care
Head of Planned Care
Head of Contracting & Performance
Head of Planned Care/Head of
Quality and Engagement
Head of Urgent Care
Head of Contracting & Performance

Chief Finance Officer
Chief Finance Officer
Chief Finance Officer
Chief Finance Officer
Chief Finance Officer
Chief Finance Officer
Chief Finance Officer/Chief
Nurse
Chief Finance Officer
Chief Finance Officer

128,898
10,265
10,170
9,815
12,556
259
1,205

0
0
0
0
0
0
0

0
0
0
0
0
0
0

128,898
10,265
10,170
9,815
12,556
259
1,205

893
36
174,097

0
0
0

0
0
0

893
36
174,097

Mental Health - NHS

Head of Mental Health/ LD

22,662

0

0

22,662

Mental Health - Locked Rehab/117

Head of Mental Health/ LD

2,733

0

0

2,733

Mental Health - Other providers

Head of Mental Health/ LD

Director of Commissioning Integrated Health and Care
Director of Commissioning Integrated Health and Care
Director of Commissioning Integrated Health and Care

12,019

0

0

12,019

37,414

0

0

37,414

Commissioning Director for Integrated Director of Commissioning Care
Integrated Health and Care
Head of Mental Health/ LD
Director of Commissioning Integrated Health and Care
Various
Director of Commissioning Integrated Health and Care
Senior Commissioning Manager
Director of Commissioning (Children’s Services)
Integrated Health and Care

21,918

120

0

22,038

154

0

0

154

1,048

0

0

1,048

1,556

0

0

1,556

24,675

120

0

24,795

Head of CHC
Head of CHC
Head of CHC
Head of CHC
Head of CHC

7,218
3,874
534
1,142
857
13,625

0
0
0
0
0
0

0
0
0
0
0
0

7,218
3,874
534
1,142
857
13,625

Acute contracts - Mid Yorks
Acute contracts - Leeds Teaching
Acute contracts - YAS including 111
Acute contracts - Other NHS Trusts and FTs
Acute contracts - Independent Sector providers
Acute - NCAs (Independent Sector providers)
Acute contracts - Other non-NHS Healthcare providers
Acute contracts - LCD WIC (Other non-NHS healthcare)
Acute - NCAs (Other non-NHS healthcare providers)
Total Acute
Mental Health services

Total Mental Health
Community Services
MYHT - Community (Inc BCF)
Other NHS
Other Non NHS
CHC - Childrens Complex Care
Total Community
Continuing Health Care
CHC - Fully funded inc PHB
CHC - Joint funded inc PHB
CHC - Childrens CHC inc PHB
CHC - Funded Nursing Care
CHC - Staffing
Total CHC

Chief Nurse
Chief Nurse
Chief Nurse
Chief Nurse
Chief Nurse
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Delegated Budget Manager

Responsible Director (Budget
Holder)

21/22 Plan

Adjustments

QIPP

21/22 Net
Budget

£000

£000

£000

£000

Primary Care
Prescribing

Head of Medicines Optimisation

Chief Nurse

Community based GP contracts

Commissioning Manager

YAS - OOH
GP IT

Head of Urgent Care
Informatics Integration Lead

Medicines Optimisation
Oxygen
GP Access Fund

Head of Medicines Optimisation
Head of Medicines Optimisation
Head of Primary Care Co-Commissioning

Director of Commissioning Integrated Health and Care
Chief Finance Officer
Director of Commissioning Integrated Health and Care
Chief Nurse
Chief Nurse
Director of Commissioning Integrated Health and Care

32,801

0

0

32,801

853

0

0

853

1,153
647

0
0

0
0

1,153
647

249
314
1,151

0
0
0

0
0
0

249
314
1,151

37,300

0

37,300

Director of Commissioning Integrated Health and Care

32,811

0

32,811

32,811

0

0

32,811

Chief Finance Officer
Chief Finance Officer
Commissioning Director for Integrated
Care
Commissioning Director for Integrated
Care
Various

Chief Finance Officer
Chief Finance Officer
Director of Commissioning Integrated Health and Care
Director of Commissioning Integrated Health and Care
Various

125
0
59

0
0
0

0
0
0

125
0
59

3,879

0

0

3,879

868

0

0

868

Chief Finance Officer

Chief Finance Officer

0

80

0

80

Chief Finance Officer
Chief Finance Officer
Director for WY&H HCP

Chief Finance Officer
Chief Finance Officer
Director for WY&H HCP

0
1,607
76
6,613

0
0
0
80

(1,363)
0
0
(1,363)

(1,363)
1,607
76
5,330

326,536

200

(1,363)

325,373

3,555

(200)

330,091

0

Total Primary Care
Co- Commissioning
Co-Commissioning

Head of Primary Care Co-Commissioning

Total Co-Commissioning
Other programme Services
NHS Property Services
YAS 111
Voluntary Sector Grants / Services; Nova
Social Care Includes ICES, Wheelchairs, Star House &
Reablement
Other CCG reserves includes Safeguarding and Contract
reserve
Other Programme Services Contract Reserve/Investments
/Other
Unidentified QIPP
0.5% Contingency ( Business Rule )
ICS Core
Total other programme services
Total Programme Budget
Running Costs Allowance

Various

Various

Total Expenditure
System
Top Up
Covid
Growth
MH SDF & SR
SDF Allocation
Total System

330,091
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3,355
(1,363)

328,728

123,059
109,795
15,199
18,459
266,512

Name of Meeting
Title of Report
Report Author
Clinical Lead

Governing Body
NHS Wakefield CCG
Governing Body Assurance
Framework
Pam Vaines, Governance
Officer
Not applicable

Meeting Date

8 June 2021

Agenda Item No.

13

Public / Private Item

Public

Responsible
Governing Body
Executive Lead

Jo Webster, Chief
Officer

Executive Summary
The previous version of the Governing Body Assurance Framework (GBAF) was approved at
Governing Body on 8 December 2020.
Since then the GBAF has been through a complete review cycle and was reviewed in line with
comments received at the March 2021 Quality, Performance and Governance Committee.
During the review cycle, no new entries were identified, and one entry was marked as closed.
Risk Number 3.1 – there is a risk that the CCG does not work effectively with communities to
reduce inequality in the years of life people live in good health. Score rating 4. The reason for
closure was duplication of risk 1.1
Audit Yorkshire carried out a review of the risk processes undertaken by NHS Wakefield CCG to
ensure that robust processes are in place to identify and record all risks relating to Covid-19
together with existing risks. The report provided Significant Assurance regarding risk
management processes and identified one area for development; a deep dive into entries
contained on the GBAF. The Governance Team aim to schedule a deep dive during the next full
review cycle.
Has the issue been considered at any other meetings?
Name of meeting

Senior Leadership Team

Meeting Date

Name of meeting

Quality, Performance &
Governance Committee

Meeting Date

Recommendations

Page 1 of 2

25 March 2021

It is recommended that the Governing Body:
• Approve the revised Governing Body Assurance Framework for NHS Wakefield Clinical
Commissioning Group
• Note the controls, assurance and gaps in control or assurance provided in the Governing
Body Assurance Framework

Decision ☒

Assurance ☐

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

All

Not applicable

Other:

The relevant equality impact assessment
was carried out as part of the Integrated
Risk Management Framework
None identified

Not applicable

Yes ☐

No ☒

N/A ☐

Risk (include risk
Not applicable
number and a brief
description of the
risk)
Conflicts of Interest
Not applicable
(include detail of any
identified / potential
conflicts)
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Governing Body Assurance Framework - Risks Details
1. Statutory Duty to commission comprehensive, quality healthcare services to support the needs of the local population, promote innovation and secure continuous improvement

1:1

Principal Risk
There is a risk that the CCG's ability to secure
continuous improvement in population health is
compromised because of covid-19 pandemic.
There is a risk that the CCG does not work
effectively with communities to reduce inequality
in the years of life people live in good health.

Target
4

Recent Updates
4 THIS\Pam.Vaines 17/11/2020 Risk and all
comments approved at SLT 16/11/20

Owner

SMT Lead

GB/GP Lead

dominic
blaydon

Melanie Brown Dr Adam
Sheppard

Committee

Actions

1) Joint Strategic Needs Assessment.
2) Wakefield District Health and Wellbeing Plan.
3)West Yorkshire and Harrogate HCP Five Year
Plan.
4) Population Health and the prevention agenda
is a key them within all ICP priorities. The
priority on vulnerable groups is considering the
impact of wider determinants on a wide range
of groups including those in housing need,
people with long term conditions, people with
learning disabilities and those with mental
health issues.
5) ICP Board Sept 2020 and March 2021

1) Joint Strategic Needs Assessment to go
to Health & Wellbeing Board.
2) Health and Wellbeing Board minutes
shared at Governing Body (8/9/20)
3) Minutes of shared at Governing Body
December 2020.
4) Mental Health Alliance Work Programme
update presented at Governing Body
September 2020 and March 2021.
Minutes of West Yorkshire and Harrogate
Joint Committee of CCGs shared with
Governing Body in December 2020.
Summary of January meeting on agenda for
March 2021.

Identify expertise and clinical support for
long term conditions pathways.
Develop strategy and delivery plan for this
area of work.
Two meetings have taken place on reducing
health inequalities chaired by Dr Sheppard
(16th December 2020 & 11th February
2021). This has led to a system mapping
exercise to be completed which informed
our January ICS place assurance meeting.
Final work on the mapping exercise
scheduled with partner contributions by 5th
March 2021. This will then go to ICP on 23rd
March 2021for consideration

Principal Risk

Rating

There is a risk that the change in
commissioning approach that the CCG is
moving towards (provider collaboratives,
integrated provision/commissioning, less
competitive tendering) means that we are less
able to discharge our quality assurance
responsibilities.
Key Controls
1. Integrated Care Partnership (ICP)
governance and accountability structures and
workstreams, including Joint Acute Strategic
Oversight Board (JASOB)
2. Service specifications developed through the
Integrated Care Partnership and/or ICS.
3. Provider alliance agreements underwritten by
SLAs with lead providers.
4. Care Quality Commission reports and action
plans.
5. Triangulation of experience of care feedback
from various sources through Quality
Intelligence Group (monthly).
6. ICP Assurance Framework developed by
public health
7. Place-wide response to Covid-19 - Wakefield
Resilience Plan and response to Phase 3 letter
8. Improving quality and outcomes integral to
the strategic objectives of the ICP
9. Proposal on streamlining Wakefield approach
to quality presented to ICP Board (January
2021)
10. Review of role of ICS Quality Surveillance
Group (November 2020)

Target
6

Within the CCG there is a gap in
expertise in the development of
long term conditions pathways.
There is also a need to develop a
clear strategy to support the
viability of community hubs that
have played such an important
part in supporting vulnerable
groups during the pandemic

Recent Updates
4 THIS\Pam.Vaines 17/11/2020 risk and
comments all approved at SLT 16/11/20

Committee

Target Date Target Date
Comments
31/01/2021

Owner

SMT Lead

GB/GP Lead

Laura Elliott

Suzannah
Cookson

Debbie Hallott Quality,
Green
Performance
and
Governance
Committee

THIS\LauraE 09/02/2021 Change in
commissioining approach is advocated in
'Next steps to building strong and effective
integrated care systems across England'
consultation and included in draft White
P
Sources Of Assurance
Gaps In Controls Or Assurance
1. Outcome of Peer Review Challenge
(October 2018)
2. Place quarterly review meeting with the
WY&H ICS and NHSE/I - focus on
stabilisation and reset (July 2020)
3. Q3 Assurance meeting with ICS/NHSEI
(January 2021)
4. Patient Safety & Outcomes (latest
November 2020 and Experience of Care
(latest January 2021) reports presented to
QPG Committee (quarterly).
5. Summary performance and quality report
presented to Governing Body (quarterly)
6. QPG Committee minutes shared at
Governing Body
7. Care Quality Commission reports and
actions plans presented bi-monthly at
QPGC (latest January 2021)
8. Minutes of QIG presented bi-monthly at
QPGC (latest January 2021)

Rag Status

Quality,
Amber
Performance
and
Governance
Committee

THIS\Melanie.Brown 22/02/2021 Since the
last cycle two meetings have taken place on
reducing health inequalities chaired by Dr
Sheppard (16th December 2020 & 11th
F b
2021) Thi h l Gaps
d t In Controls
t
Sources Of Assurance
Or Assurance

Key Controls

1:2

Rating

1. Maturity of local health
economy is still developing including partners, PCNs, CCG,
ICP and ICS
2. Emerging discussions about
developing quality at place (ICP)
and system (ICS)

Actions

Rag Status

Target Date Target Date
Comments
1. ICP Development Framework and Action
30/06/2021
Plan (drafted January 2021)
2. Proposal on streamlining Wakefield
approach to quality presented to ICP Board
(January 2021)

04/05/2021 14:31:35

2. Statutory Duty to cooperate with other health and social care
organisations through the Health and Wellbeing Board and ICS to secure

2:1

Principal Risk
There is a risk that services are commissioned
in isolation and not as part of a wider health
and wellbeing strategy.

Key Controls
1) Refreshed Wakefield Health and Wellbeing
Plan.
2)West Yorkshire and Harrogate ICS Five Year
Plan.
3) Wakefield District Local People Plan.
4) Updated Wakefield Integrated Care
Partnership Priorities
5) The introduction of the Joint Community
Strategy and Operational Oversight Board will
support joint delivery of Wakefield integrated
community services.
6)Partners have recently jointly commissioned
community beds facility to support discharge.

Rating

Target
1

Recent Updates
1 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at STL 16/11/20

Owner

SMT Lead

dominic
blaydon

Melanie Brown Dr Adam
Sheppard

THIS\Melanie.Brown 22/02/2021 Health
and Wellbeing four outcomes are well
communicated to all commissioners which
d
thi t t i i k Gaps
d InkControls
i
Sources Of Assurance
Or Assurance
1,2,3 & 4) Minutes of January and July
2020 West Yorkshire and Harrogate Joint
Committee of CCGs shared with Governing
Body (8/9/20)
6) CQC Update Report to Quality,
Performance & Governance Committee
(January 2021). Minutes shared with
Governing Body.

GB/GP Lead

Committee

Quality,
Amber
Performanc
e and
Governance
Committee

Actions

Wakefield does not currently
Finalise the draft Joint Commissioning
have an up-to-date Joint
Strategy by December 2020
Commissioning Strategy. This is
being finalised and has been to
CCE, SLT and Wakefield Council
DMT for discussion of the draft
version. The revised ICP work
programme will provide a
framework for the development of
Wakefield integrated services.
Revised ICP priorities and
pathways would directly address
the Health and Wellbeing Board
priorities adopted with our
refreshed H&WB Strategy in
2019.

04/05/2021 14:31:35

Rag Status

Target Date Target Date
Comments
31/01/2021

3. Statutory Duty to reduce health inequalities

3:1

Principal Risk
There is a risk that the CCG does not work
effectively with communities to reduce
inequality in the years of life people live in good
health
Key Controls
"Joint Strategic Needs Assessment. Health
Inequalities Delivery Plan.
Communications, engagement and equality
strategy. Communications and engagement
plans for individual service changes. Service
Change Assurance Process. Quality and
equality impact assessment process. •
Emphasis covid in overall approach but there is
something in the here and now about
commissioning services in the context of Covid,
living with Covid and the impact on vulnerable
groups and BAME networks.
• To include Covid as a temporary position and
review at the end of the financial year and then
weave into the other strategic objectives
• This will ensure the CCGs current response
then weave in.
• To include more emphasis in the risks about
the impact of Covid on our medium to longer
term outcomes

Rating

Target
4

Recent Updates
2 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Owner

SMT Lead

dominic
blaydon

Melanie Brown Dr Adam
Sheppard

Amber

Actions

Target Date Target Date
Comments
31/01/2021

THIS\Melanie.Brown 22/02/2021 Since the
last cycle two meetings have taken place
liGaps
i
h Controls
i db
Sources Of Assurance d i h l h i
In
Or Assurance
Joint Community Operational Group and
ICP (Sept 2020)
Since the last cycle two meetings have
taken place on reducing health inequalities
chaired by Dr Sheppard (16th December
2020 & 11th February 2021). This has led
to a system mapping exercise to be
completed which informed our January ICS
place assurance meeting. Final work on
the mapping exercise scheduled with
partner contributions by 5th March 2021.
This will then go to ICP on 23rd March for
consideration

GB/GP Lead

Committee

Although a recent audit of
Finalise the draft Joint Commissioning
services to vulnerable groups
Strategy by December 2020
indicated that specialist services
were restarting, there was
emerging evidence that
inequalities were becoming
greater. Data on health
inequalities within these groups is
difficult to obtain because of the
range of IT systems being used.
Planning for potential second
wave of covid-19 in the context of
no covid-19 vaccination at this
stage
• Ensuring the aftercare needs of
patients recovering from covid-19
are mobilised to support our
patients recovery. There is a risk
that the way that services are
reinstated following Covid 19
exacerbates health inequalities.

The development of Primary Care Networks
play a vital role in addressing health
inequalities across the district. Also the ICP
priority on Vulnerable Groups has a remit to
ensure that health inequalities do not widen."
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Rag Status

4. Statutory Duty to promote involvement of patients in their own care, facilitate choice and make arrangements to secure public
involvement in commissioning of services

4:1

Principal Risk
There is a risk that services are commissioned
which are not appropriate to local need as they
do not take into account the views and needs of
people who use services

Rating

Target
6

Recent Updates
6 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Owner

SMT Lead

Jeanette Miller Ruth Unwin

Key Controls

THIS\Jeanette.Miller 10/02/2021 NHS
Oversight Framework Patient and
Community Engagement Indicator
A
t
Sources Of Assurance
Gaps In Controls Or Assurance

1)Communications, engagement and equality
strategy in place.
2) Equality impact assessments are undertaken
for all service changes (using ICS template)
and inform communications and engagement
plans .
3) NHSE/I Service Change Assurance Process
being followed where necessary, e.g.
Pontefract Midwife Led Unit .
4) IIAs undertaken for all work streams put in
place in response to the pandemic. 6) PPG
network in place to drive participation in GP
practices.
5) Health and Wellbeing Board and individual
Partnership Boards e.g. Wakefield Integrated
Care Partnership and Children and Young
People's Partnership Board have oversight of
system plans and ensure alignment to JSNA.
6) Integrated Care Partnership and ICS all
have nominated leads and arrangements for
public involvement. 7) Public feedback informs
wider patient experience work and in turn
overview of quality. This ensures commissioned
services reflect the needs of the population.
Feedback from engagement activity is shared
with relevant commissioning managers.
8) ICP workstreams. Project specific steering
groups linking patient feedback with
commissioning decisions e.g. Maternity
Commissioning Group and ongoing
engagement with families around ASD fed into
the ASD Strategy Group where service
development is planned. Patient experience of
choice and involvement in decisions can be
assessed via annual surveys eg GP patient
survey and local specific surveys such as the

NHS England assurance (Green Start
none identified
15/15 in 2020/21). Other external
assessment includes Overview and
Scrutiny Committee. Statement of
Involvement report.
Patient experience of providers assessed
in contract monitoring. PIPEC / Patient and
Community Panel provides assurance on
patient and public involvement.
Quality Performance and Governance
Committee receives reports on
engagement and equality and diversity.
Public involvement activity is reported via
an annual report. PCN commissioning
decisions
Services making sure that they are fit for
serving the needs of diverse communities
(QPG Dec 2020)
Patient and Community Panel - August
2020
Engagement annual report - QPGC Nov
2020
Quality Performance and Governance
Committee - Dec 2020
PPG Network - September 2020
OSC - February 2020 and ongoing OSC
updates
System wide engagement and sharing of
plans/findings
Equality & Diversity report presented at
QPG Sept 2020 and March 2021
The unconscious bias training has been
rolled out.
Patient & Community Panel minutes are
shared with Governing Body. (December
2020)

Actions

GB/GP Lead

Committee

Rag Status

Dr Adam
Sheppard

Quality,
Amber
Performanc
e and
Governance
Committee

Target Date Target Date
Comments
ESLT development session on engagement 31/01/2021
and E&D
Healthwatch reset survey reporting to ICP
Board
Initial training around involvement with
PCNs
ICP communication and engagement
workstream and enablers meetings
E&D mandatory training in development
due to be launched in Nov 2020 - paused
Unconscious bias training launched
November 2020. Detail to be reported to
QPGC in future E&D assurance report
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5. Statutory Duty to use research and expert advice on health promotion, diagnosis and treatment to
enable the CCG to discharge its functions

5:1

Principal Risk
There is a risk that the CCG does not make use
of independent research and expert advice, for
example, evidence from the Academic Health
Science Network, NICE and other research
bodies to ensure that we commission the
appropriate care for our patients
Key Controls
1) Public health data. Research strategy.
2) Medicine optimisation policies. NICE
guidance.
3) Reflect delivery of services that are good
enough and ensuring we are meeting
expectations of the public and how we manage
this and public expectation.
4) Mental Health commissioning for 2021/22
will be considered at 23rd Feb 2021 ICP
meeting and by the Wakefield CCG Governing
Body on 08th March 2021. Robust process has
been mobilised by MH Alliance to ensure that
evidence from the Academic Health Science
Network, NICE and other research bodies to
ensure that we commission the appropriate
care for our patients has been built into this
process. This has also been adopted by the
ASD 0-18 pathway. Feel we can close this risk
as it has now reached tolerance levels. This is
also embedded as part of our CCG
commissioning strategy which was mobilised
and launched in 2019 by Wakefield CCG.

Rating

Target
4

Recent Updates
4 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Owner

SMT Lead

dominic
blaydon

Melanie Brown Dr Adam
Sheppard

THIS\Melanie.Brown 22/02/2021 Since the
previous cycle the following areas of
commissioning can evidence they have
following evidence from the Academic
H lth S i
N t
k NICE
th
Sources Of Assurance
Gaps IndControls
Or Assurance
The recently agreed system of governance
for community health services incudes
representation from public health so it
should be better positioned to develop new
ways of working that are evidence based.
The Clinical Strategy Group's function is to
examine whether service development
proposals are compliant with NICE
guidance.
ICP Sept 2020
1) Research report to Quality Performance
& Governance Committee (Nov 2020).
QPGC minutes shared with Governing
Body (March 2021)
4) Mental Health commissioning for
2021/22 will be considered at 23rd Feb
2021 ICP meeting and by the Wakefield
CCG Governing Body on 08th March 2021

The rate of change and fluid
environment means that
strategies are more reactive and
therefore less likely to strictly
comply with national guidance.
Need to recognise there is a risk
associated with managing
expectations and needing the
right level of engagement.

GB/GP Lead

Committee

Quality,
Amber
Performanc
e and
Governance
Committee

Actions
Develop JCOG's assurance role so that it
challenges the evidence base on new ways
of working whilst remaining pragmatic
Since the previous cycle the following areas
of commissioning can evidence they have
following evidence from the Academic
Health Science Network, NICE and other
research bodies to ensure that we
commission the appropriate care for our
patients, the 0-18 ASD pathway now
commissioned from Mid-Yorkshire Hospital
Trust has followed ASD NICE guidance and
is compliant now follow up clinics have
commenced in February 2021. All Mental
Health schemes being commissioned for
2021/22 have followed all evidence from the
Academic Health Science Network, NICE
and other research bodies to ensure that
we commission the appropriate care for our
patients. This is a criteria within the MH
Prioritisation process. Previous cycle action
is closed and for information JCOG will
close as a partnership forum following the
ICP adoption of new JSOB governance
being considered 23 February 2021

04/05/2021 14:31:35

Rag Status

Target Date Target Date
Comments
31/01/2021

6. Statutory Duty to operate in line with the NHS Constitution, guidance from NHS England and Improvement, Public Health and other national
and statutory directives

6:1

Principal Risk
There is risk that by developing innovative
partnership contracting models, the CCG may
not comply with competition rules governing
public sector bodies

6:2

Rating

Target

12

Recent Updates
8 THIS\Pam.Vaines 17/11/2020 Risk and
comments approved at SLT 16/11/20

Owner

SMT Lead

GB/GP Lead

Committee

Simon Rowe

Jonathan
Webb

Dr Adam
Sheppard

Quality,
Amber
Performanc
e and
Governance
Committee

THIS\Pam.Vaines 17/12/2020 Owner
moved from Michelle Whitehead to Simon
Rowe as Head of Contracting

Key Controls

Sources Of Assurance

Gaps In Controls Or Assurance

Actions

1) Standing Financial Instructions.
2) Procurement policies and procedures.
3) Aligned incentive contracts.

1) Tenders and quotations exception
report, waivers of Standing Orders and a
register of procurement decisions are
reported to Audit Committee (8/10/20).

Unable to fully implement or
reach agreement on new
contracts prior to existing contract
end dates.

A timetable of contract end dates and
planned procurements is maintained.
Contingencies are in place for slippage on
contract start dates.

Principal Risk

Rating

There is risk that the CCG will not be able to
deliver the Constitutional performance
standards and deliver appropriate and timely
care to the population of Wakefield

15

Target

Recent Updates

Owner

9 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Key Controls

Sources Of Assurance

1) There are Contracts/service level
agreements setting our performance targets
with routine performance monitoring of these
targets in place.
2) Improvement plans are put in place where
required.
3) The Quality, Performance & Governance
(QPG) Committee receives a monthly
Performance Report which details the CCG's
performance against the NHS Constitutional
standards and relevant exception reports.
4) The quarterly Integrated Assessment
Process also takes place between NHSE/I and
Wakefield place which includes scrutiny of any
poor performance.
5) System leaders meet prior to this in order to
review current performance and decide on any
necessary action.
6) Any areas which need addressing as a
priority will be discussed and resolved through
the planned care and urgent care programmes
of work that report to the Joint Strategic
Oversight Board.

1. Monthly Performance Report is
discussed at QPG bi-monthly. Minutes
shared with Governing Body
2. Quality Intelligence Group. Minutes
shared with QPG.
3. Quality surveillance: serious incidents:
patient experience and CCG complaints
data.
4. MYHT Executive Strategic Oversight
Report is shared weekly with the CCG

SMT Lead

Natalie Tolson Karen Parkin

Gaps In Controls Or Assurance

Actions

Rag Status

Target Date Target Date
Comments
31/01/2021

GB/GP Lead

Committee

Rag Status

Dr Clive
Harries

Quality,
Red
Performanc
e and
Governance
Committee

Target Date Target Date
Comments
The Detail within the programmes Continue to monitor performance, work with 31/01/2021
of work for planned care and
providers to support the delivery of
urgent care require completion
appropriate care in a timely and safe
and sign off by JASOB; Some
manner. Support work ongoing programmes
key roles require recruitment and of work to streamline pathways of care and
there are currently other resource improve patient access. Work with partner
issues that require resolution in
organisations to ensure the health needs of
order to complete the work
the population are understood and met.
programme.
Due to COVID, the NHS National
Oversight Framework has been
suspended, with specific data
flows being put on hold until
further notice

04/05/2021 14:31:35

7. Statutory Duty to operate within the financial boundaries provided by NHS England

7:1

Principal Risk
There is a risk that the finance allocation to the
CCG in 2021/22 is not sufficient to allow the
CCG to meets it's expenditure and service
commitments.

Key Controls
1) Representation at NHSE/I's planning and
system leadership meetings.
2) Monthly reporting, budgetary control and
planning is undertaken to understand the
underlying financial position and impact on
2021/22.
3) West Yorkshire and Harrogate Health &
Care Partnership Finance Forums meetings are
held and attended by Finance Directors/Chief
Finance Officers from organisations within the
system to discuss operational finance at an ICS
level.
4) On 23rd December 2020, NHSE/I confirmed
that the full financial settlement for the NHS will
not be known until much closer to the beginning
of the new financial year, 2021/22. A key
feature of the underlying financial framework for
2021/22 will be to distribute revenue funding at
a system level, continuing the approach
introduced this year. These system revenue
envelopes will be consistent with the LTP
financial settlement with additional funding to
offset the some of the efficiency and financial
improvements that systems were unable to
make in 2020/21. For CCGs it will be based on
the published CCG allocations. .

Rating
12

Target

Recent Updates
8 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Owner

SMT Lead

GB/GP Lead

Committee

Michelle
Whitehead

Jonathan
Webb

Dr Adam
Sheppard

Quality,
Amber
Performanc
e and
Governance
Committee

THIS\Michelle.Whitehead 08/02/2021 On
23rd December 2020, NHSE/I confirmed
that the full financial settlement for the NHS
ill t b k
til
h l In Controls
t th
Sources Of Assurance
Gaps
Or Assurance
Updates on the financial regime are
provided to Finance Committee, (eg
25/2/21) Audit Committee (eg 11/2/21) and
Governing Body (eg 8/12/20).
Minutes of Finance Committee and Audit
Committee are shared with Governing
Body

Actions

Guidance has not been issued by None identified
NHSE/I in respect of 2021/22
finance regime, the impact and
requirements on the CCGs
financial recovery plan is
currently unknown.
There remains a lack of clarity
with regards to delivery of
financial recovery plans at an
organisational level

04/05/2021 14:31:35

Rag Status

Target Date Target Date
Comments

8. To ensure that the CCG’s current response to Covid 19 addresses the health needs of the population, does not negativly impact the most vunerab

8:1

Principal Risk
There is a risk that our direct response to Covid
19 compromises other services

8:2

Rating

Target

16

Recent Updates
8 THIS\Pam.Vaines 17/11/2020 Risk and
comments all approved at SLT 16/11/20

Owner

SMT Lead

GB/GP Lead

Committee

Simon Rowe

Karen Parkin

Dr Clive
Harries

Quality,
Red
Performanc
e and
Governance
Committee

Key Controls

Sources Of Assurance

Gaps In Controls Or Assurance

Actions

1)Approach in-place to publicise that General
Practice is still open.
2)Reset and restart plan in-place for elective
care provision at Mid-Yorks.
Supporting approach in-place to utilise how the
capacity of the independent sector can support
Mid-Yorks to manage elective care waiting lists.
3)Approach agreed for 'red' and 'green' patients
to receive same-day urgent care at locations
other than the Emergency Department.
Approach agreed to support General Practices
with 'red' and 'green' patient demand
throughout the day.
4)Establishment of a virtual care home support
team.
5)Available services to support those
recovering from Covid. Pooling of service
capacities, across Mid-Yorks and the
independent sector, has maximised the number
of patients that can be safely treated.
Implementation of shared decision-making
pathways, between primary and secondary
care, to optimise the primary care management
of patients.
6)The virtual care home support service has
identified routine care needs that have been
met by the redeployment of commissioned
services.

Performance report shared at Quality
Performance and Governance Committee
(QPG) (23/7/20)
QPG minutes shared with Governing Body
(scheduled for 8/12/20)
CHC performance Update presented at
QPG Sept 2020

Need to review the effectiveness
of the publicity concerning
General Practice, particularly for
BAME communities
Need to implement the agreed
approaches to manage 'red' and
'green' patients.
No overall plan for how
commissioned services can
support those recovering from
Covid.

To review the effectiveness of the publicity
concerning General Practice
To implement the agreed approaches to
manage 'red' and 'green' patients.
To develop a plan for how commissioned
services can support those recovering from
Covid

Principal Risk

Rating

There is a risk that our arrangement for
managing Covid compromise our commitment
to being a high performing employer and
compromises the health and wellbeing of staff.

Key Controls

Target
8

Recent Updates
4 THIS\Pam.Vaines 17/11/2020 Risk and
comments approved at SLT 16/11/20

Sources Of Assurance

Rag Status

Target Date Target Date
Comments
31/01/2021

Owner

SMT Lead

GB/GP Lead

Committee

Suzie Tilburn

Ruth Unwin

Dr Adam
Sheppard

Quality,
Amber
Performanc
e and
Governance
Committee

Gaps In Controls Or Assurance

Actions

04/05/2021 14:31:35

Rag Status

Target Date Target Date
Comments

ble members of the community and protects our staff

1) People Strategy in place
2) Comprehensive suite of HR policies
(including recruitment and retention,
performance management, grievance and
disciplinary).
3)Training for managers to support in managing
employee wellbeing and performance
4) Individual employee risk assessments in
place for all employees
5) Working in partnership with Workforce
Leads across Wakefield place and WYH
system around mutual aid, wellbeing and
equality, diversity and inclusion
Support and advice available for employees
around working remotely/ from home
6) Staff Networks in place for BAME staff and
Working Carer's
7) Range of resources aimed at supporting and
addressing employee physical and mental
wellbeing including Occupational Health, Staff
Counselling, Employee Assistance
Programmes. Employee Wellbeing Weeks,
Mental Health First Aiders, Workplace
Behaviour Ambassadors, Mental Health
workshops, e-learning resources, wellbeing
apps
8) Staff Communication mechanisms including
Staff Briefing, Chief Officer's Vlog, Directorate
Briefings, Extended SLT
9) Individual and team objectives linked to
organisational objectives and staff personal
development needs identified via annual PDR
process.
10) Staff encouraged to access to wider
learning and development, including access to
coaching and mentoring opportunities to

Workforce update presented to Quality
None identified
Performance and Governance Committee
(QPG) (26/11/20)
QPG minutes shared with Governing Body
(scheduled for 09/03/21)
BAME Workforce update presented to
Governing Body (09/12/20)
Governing Body delegated authority for
approval of policies to Executive
Management Group (Terms of Reference
approved at Governing Body - June 2020)
HR policies are reviewed at Partnership
Working Group then for approval at the
Executive Management Group (8/2/21).
Minutes go to QPGC. QPGC minutes are
shared at Governing Body.

None identified
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Name of Meeting
Title of Report
Report Author
Clinical Lead

Governing Body
Committee Annual Report
2020/21 and Terms of
Reference Review
Aimee Willett, Assistant
Governance Manager
Dr Adam Sheppard, Chair &
Clinical Leader

Meeting Date

8 June 2021

Agenda Item No.

14a

Public / Private
Item
Responsible
Governing Body
Executive Lead

Public
Ruth Unwin, Director
Corporate Affairs

Executive Summary
This reports present a summary of the activities of the Audit Committee, Clinical Strategy Group,
Connecting Care Executive, Finance Committee, Quality, Performance & Governance
Committee, Primary Care Commissioning Committee, Remunerations Committee and
Nominations Committee through the financial year 2020/21.
Collectively the annual reports provide the Governing Body with assurance that these
Committees are operating effectively. It is a key assurance report to support preparation of the
Governance Statement (part of the Annual Report and Accounts). The annual reports confirm
that all the Committees have complied with their Terms of Reference and fulfilled their duties.
It should be noted that only a ‘light touch’ review has been undertaken on the Terms of
Reference to support the statutory requirements of the CCG during the period of transition to the
new model of an ICS with effect from 1 April 2022.
In accordance with the terms of reference for the Committees named above the Governing Body
are invited to reappoint the members for a further period of office until 31 March 2022.
Has the issue been considered at any other meetings?
blank
Committees of the
Name of meeting
Governing Body

Recommendations
Page 1 of 2

blank
Meeting Date

blank
April and May
2021

Members of the Governing Body are invited to:
a) Note the Committee annual reports and agree that the reports provides appropriate
assurance to the Governing Body;
b) Approve the re-appointment of members period of office until 31 March 2022; and
c) Approve the Terms of Reference

Decision ☒

Assurance ☐

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

Organising ourselves
to deliver for our
patients
None identified

Other:

Not applicable

None identified

Not applicable

Yes ☐

No ☐

N/A ☒

Risk (include risk
None identified
number and a brief
description of the
risk)
Conflicts of Interest
None identified
(include detail of any
identified / potential
conflicts)
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Audit Committee – Annual Report 2020/21

1.

Purpose
This report presents a summary of the activities of the Audit Committee
throughout the financial year 2020/21. It is intended to provide the members
with assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Audit Committee was established to review and provide assurance on the
adequacy and effective operation of the overall internal control system for the
CCG.

2.1.

Duties within Terms of Reference
•
•
•
•
•

2.2.

•
•
•

Financial Reporting
Internal Audit
External Audit
Whistleblowing
Other assurance functions

Counter Fraud
Management
Integrated Governance,
Risk Management and
Internal Control

Membership and meetings
The Audit Committee has met five times during 2020/21
Members of the Audit Committee are:
Richard Watkinson (Chair)
Dr Deborah Hallott
Dr Clive Harries
Richard Hindley

It should be noted that although there are two clinical members of the Audit
Committee, only one clinical member is required to be present for the
committee to be quorate.

1

2.3.

Communication from the Committee
The minutes of meetings of the Audit Committee are presented to the
Governing Body on a regular basis and includes a highlight report where there
are any issues which need to be brought to the attention of the board.

3.

Principal activities

3.1

Terms of Reference
The Committee undertook a review of the terms of reference during 2020/21
as part of the full review of the model constitution. The Constitution, including
Audit Committee Terms of Reference, has since been approved by NHS
England and enacted on the 1 April 2020.

3.2

Delivery of the Work Programme
The Audit Committee work-plan for 2020/21 was approved in April 2020 and
the following are some of the topics presented:
Standing Items:
• Governance Exceptions Report (regular report)
• Annual Report and Accounts including Annual Governance Statement,
Remuneration Report and Head of Internal Audit Opinion
• Internal Audit Progress Report
• Internal Audit Operational Plan
• Counter Fraud Progress Report/Counter Fraud Annual Plan
• External Audit – Technical Update
• External Audit Plan
• Risk Management Annual Report
• Register of Procurement Decisions
• Audit Committee Self Assessment
• Governing Body Assurance Framework
Additional items:
• Auditor Panel Terms of Reference
• Accounting hot topics update
• Proposed arrangements for financial governance for the month 7-12
financial plans including Internal Audit response
• Internal Audit Charter
• Audit Committee Development Session Feedback
• Mental Health Investment Standard

4.

Review of Effectiveness
A summary of the Audit Committee Self-Assessment is to be presented at the
25 May 2021 meeting. Following the results of the survey it is proposed that
the Audit Committee will discuss the level of assurance and challenge at

Committee meetings and agree any actions to further improve the role and
purpose of the Committee.
5.

Forward view

5.1

A work programme for 2021/22 will be presented to the Committee at the
meeting to be held on 25 May 2021.

5.2

It is recommended that the Governing Body reappoint all members for a
further twelve month term of office on the Committee.

5.4

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties.

6

Recommendation:
Members of the Audit Committee are invited to comment on this annual report
and subject to any necessary amendments, recommend the annual report to
the Governing Body including the reappointment of all members for a further
twelve month term of office on the committee

3

Clinical Strategy Group Annual Report 2020/21
1.

Purpose
This report presents an annual summary of the activities of the Clinical
Strategy Group for the period 1 April 2020 to 31 March 2021. It is intended to
provide the Clinical Strategy Group with assurance about the effectiveness of
the Committee.
This report together with the Annual Reports for all sub committees of the
Governing Body will be presented to the Governing Body in June 2021

2.

Overview of Committee
The Clinical Strategy Group was established to:
•

•
•

Provide strong clinical leadership for commissioning, service
transformation and pathway redesign and to provide robust assurance of
this to the Governing Body. Including promotion of a culture of continuous
improvement and innovation with respect of safety of service, clinical
effectiveness and patient experience/feedback.
Provide advice and assurance on agreed commissioning strategies and
intentions and strategic alignment with the forward strategy that is agreed
for the population of Wakefield by the Governing Body.
Ensure initiatives are in place to support the development of cost saving
schemes development through embedding clinical advice, support and
leadership into key commissioning work streams and interlinking portfolio
working across the organisation.

Duties within Terms of Reference
•
•
•
•
2.1

Service Transformation and Commissioning
Strategy
Medicines Optimisation
Cost Savings

Membership and meetings
The Clinical Strategy Group has held eight meetings during the period 1 April
2020 to 31 March 2021. Due to the recent COVID-19 pandemic the meetings
scheduled for April, May and June were cancelled.

Dr Abdul Mustafa
Dr Omar Alisha
Suzannah Cookson

Dr Aly Damji
Dr Tim Dean
Dr Deborah Hallott
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyer
Dr Pauline Riddett
Dr Shakeel Sarwar
Dr Adam Sheppard (Chair)
Dr Colin Speers
Dr Caoimhin Tobin
Ruth Unwin
Jonathan Webb

All meetings held during the period 1 April 2020 to 31 March 2021 were
quorate.
2.2

Sub-committees/groups
Clinical Strategy Group has established one sub-committee, the Medicines
Optimisation Group. Minutes of the Group’s meetings are regularly presented
to Governing Body.

2.3

Communication from the Committee
The minutes of meetings of Clinical Strategy Group are presented to the
Governing Body on a regular basis. In addition a summary of Clinical
Strategy Group meetings is circulated to member practices via the Network
Development Unit.

3

Principal activities

3.1

Delivery of the Work Programme
The Clinical Strategy Group work-plan for 2020/21 was approved in 15 April
2021. The work-plan tracks the progress of papers received and discussed
during the financial year. Following a review of the work-plan for 2020/21 it
was noted that the following papers were presented during 2020/21.
Topics discussed during 2020/21 included:
•
•
•
•
•
•

Planned Care Updates including new referral pathway / Ardens/Clinical
Prioritisation
Ethical Framework for the West Yorkshire & Harrogate Partnership
CAMHS Improvement Briefing / Future in Mind Update / Mental Health
and Learning Disabilities / Special Education Needs Disability Statutory
Duty
COVID Aftercare Plan/Long Covid
Care Home Standard Operating Procedure
Wakefield Resilience Framework 2020/21

•
•
•
4

COVID-19 Vaccination Programme
Maternity Services
Cancer Strategy 2020 and beyond

Review of Effectiveness
A summary of the Clinical Strategy Group Self-Assessment is to be presented
at the 15 April 2021 meeting. Following the results of the survey it is
proposed that the Committee will discuss the level of assurance and
challenge at Committee meetings and agree any actions to further improve
the role and purpose of the Committee.

5

Forward view

5.1

A work programme for 2021/22 will be presented to the Committee at the
meeting to be held on 15 April 2021.

5.2

It is recommended that the Governing Body reappoint all members for a
further twelve month term of office on the Committee or review sooner should
this be necessary in line with the emerging landscape for the CCG.

6

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties during the period 1 April 2020 to 31
March 2021.

6

Recommendation:
Members of the Clinical Strategy Group are invited to comment on this annual
report and subject to any necessary amendments, recommend the annual
report to the Governing Body in June 2021 including the re-appointment of all
members for a further twelve month term of office on the committee. This
however, can be reviewed sooner should it be required due to the emerging
landscape for the CCG.

Connecting Care Executive Annual Report 2020/21
1

Purpose
This report presents a summary of the activities of the Connecting Care
Executive for the period 1 April 2020 to 31 March 2021. It is intended to
provide the Committee with assurance about the effectiveness of the
Committee.
This report together with Annual Reports for all sub committees of the
Governing Body will be presented to the Governing Body at the 09 June 2021
meeting.

2

Overview of Committee
This is a joint committee between NHS Wakefield CCG and Wakefield
Council.
The Connecting Care Executive was established to be the Partnership Board
responsible for review of performance and oversight of the Better Care Fund
and to deliver the ambition of the Health and Wellbeing Board to achieve
more effective integration between the commissioning of children’s, adult’s,
public health and NHS services.

2.1

Duties within Terms of Reference
•
•

•
•
2.2

Promote integration of health and social care
Facilitate joint commissioning, including oversight of joint commissioning
budgets and joint commissioning strategy. Key areas include
commissioning for children and young people, adult services, mental
health, and learning disabilities.
Oversee management of the Better Care Fund
Oversight of Vanguard programmes

Membership and meetings
The Connecting Care Executive met 5 times during the period 1 April 2020 to
31 March 2021.

Members of the Connecting Care Executive
Wakefield Council
Andrew Balchin (Chair)
Caroline Carter
Anna Hartley
Angela Nixon
Beate Wagner
Wakefield Clinical Commissioning Group
Melanie Brown
Dr Ann Carroll
Suzannah Cookson
Dr Adam Sheppard
Jonathan Webb
Jo Webster
The Chair of Wakefield Healthwatch is a regular non-voting observer
All meetings held during the period 1 April 2020 to 31 March 2021 were
quorate.
2.3

Sub-committees/groups
There is no formal sub-group of the Connecting Care Executive.

2.4

Communication from the Committee
The minutes of meetings of the Connecting Care Executive are presented to
the Governing Body on a regular basis.

3

Principal activities

3.1

Delivery of the Work Programme
The Connecting Care Executive work-plan for 2020/21 was approved and
topics presented during this period included the following:
•
•
•
•
•
•
•
•
•
•
•

Commissioning to respond to the Covid-19 pandemic
Mental Health Commissioning
Wakefield Better Care Fund/BCF Pooled Financial Monitoring/2020/21
BCF Plan
Commissioning Adults Health and Social Care
Wakefield Families Together
Reablement Review
Domiciliary Care Winter 2019/20 Initiative Evaluation Report
Wakefield Joint Commissioning Framework
Continuing Health Care
2019/20 Learning Disabilities Mortality Review Annual Report
Commissioning Community Bed Provision
2

4

Review of Effectiveness
A summary of the Connecting Care Executive Self-Assessment will be shared
with members. Following the results of the survey it is proposed that the
Committee will consider the level of assurance and challenge at meetings and
agree any actions to further improve the role and purpose of the Committee.

5

Forward view

5.1

A work programme for 2021/22 will be presented to the Committee at the
meeting to be held in 10 June 2021.

5.2

It is proposed a new Service Director for Children’s Health and Wellbeing at
Wakefield Council joins Connecting Care Executive. It is also proposed the
Chair and Vice Chair arrangements are revised. It is proposed the new Chair
for Connecting Care Executive is the Chief Officer at Wakefield Clinical
Commissioning Group and the new Vice Chair is The Corporate Director,
Children and Young People’s Services at Wakefield Council.
It is recommended that the Governing Body approves the changes described
and reappoints all other members for a further twelve month term of office on
the Committee.

6

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties (detailed in section 2.1 above) during
the period 1 April 2020 to 31 March 2021.

7

Recommendation:
Members of the Connecting Care Executive are invited to comment on this
annual report and subject to any necessary amendments, recommend the
annual report to the Governing Body including the re-appointment of all
members for a further twelve month term of office on the committee.

Finance Committee – Annual Report 2020/21

1.

Purpose
This report presents a summary of the activities of the Finance Committee
throughout 2020/21. It is intended to provide the Governing Body with
assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Finance Committee was established to:
• Provide additional assurance to the Governing Body and to external
regulators on all aspects of financial turnaround
• Ensure strong clinical input into the assessment of impact on quality and
patient experience of financial recovery schemes
• Approve the financial turnaround plan providing assurance that the quality,
safety and stakeholder impact of individual plans have been assessed and
mitigated
• Ensure the interrelationship with performance recovery plans have been
assessed and mitigated
• Ensure all possible measures are being taken to achieve financial
turnaround

2.1.

Duties within Terms of Reference
• Approve short, medium and long term financial plans
• Approve policies relating to financial management and financial control
• Approve procurement policies ensuring robust and transparent decision
making regarding procurement of services
• Risk assess the deliverability of the financial plan and provide objectivity
and challenge in identifying financial recovery opportunities including QIPP
• Ensure appropriate arrangements for stakeholder communications and
engagement in development and delivery of the financial plans
• Ensure member practices are engaged in delivery of the financial
turnaround plan
• Ensure contractual performance is monitored and included in the Finance
Report

2.2.

Membership and meetings
The Finance Committee has met seven times during the period 1 April 2020
to 31 March 2021.

Members of the Finance Committee are:
Richard Hindley (Chair)

Melanie Brown
Suzannah Cookson
Dr Clive Harries
Dr Adam Sheppard
Ruth Unwin
Jonathan Webb
Jo Webster
All meetings held were quorate.
2.3.

Communication from the Committee
The minutes of meetings of the Finance Committee are presented to the
Governing Body on a regular basis.

3.

Principal activities

3.1.

Terms of Reference
The revised terms of reference will be approved by the Governing Body in
June 2021.

3.2.

Delivery of the Work Programme
The Finance Committee work-plan for 2020/21 was approved in April 2021.
Topics discussed throughout 2020/21 included:
•
•
•
•
•
•
•
•
•

2019/20 Financial Plan Updates
Covid-19 costs
2020/21 Efficiency Programme Updates
Running Costs 2020/21
System Financial Planning
2020/21 Activity Monitoring
Wakefield CCG Risk Register – Assessment of Financial Risks
Contract assurance report – 2020/21
Procurement Policy approval

The Finance Committee Annual Report 2020/21 is presented to the
Committee providing assurance that the committee has complied with its
terms of reference and fulfilled its duties as detailed in the Terms of
Reference. The report will be presented to the Governing Body in June
2021.
No areas of concern have been identified.
4.

Review of Effectiveness
A summary of the Finance Committee Self-Assessment is to be presented at
the April 2021 meeting. Following the results of the survey it is proposed that
the Committee will discuss the level of assurance and challenge at Committee
meetings and agree any actions to further improve the role and purpose of the
Committee.

This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties (detailed in section 2.1 above) during
the period 1 April 2020 to 31 March 2021.
5.

Forward view

5.1

A work programme for 2021/22 will be presented to the Committee at the
meeting to be held on in April 2021.

5.2

It is recommended that the Governing Body reappoint all members for a
further twelve month term of office on the Committee.

6.

Recommendation:
Members of the Finance Committee are invited to note this annual report and
recommend the annual report is presented to the Governing Body in June
2021.

Quality, Performance & Governance Committee
Annual Report 2020/21
1.

Purpose
This report presents a summary of the activities of the Quality, Performance
and Governance Committee for the period 1 April 2020 to 31 March 2021. It is
intended to provide members with assurance about the effectiveness of the
Committee.

2.

Overview of Committee
The Quality, Performance and Governance Committee was established to:
•
•
•

2.1

ensure that the CCG has robust systems in place to identify, manage and
report on key governance and quality issues and the risks associated with
them;
review the CCG’s performance against its strategic and operational plans;
be accountable for the performance and reporting of any groups, as
delegated by the Governing Body, ensuring all appropriate risks are
appropriately managed and reported within the risk
management/assurance framework approach.

Duties within the Terms of Reference
•
•
•
•
•
•
•
•
•
•
•
•

Risk Management
Quality and Patient Safety
Safeguarding
Information governance
Performance and compliance with constitutional standards
Workforce
Equality and diversity
Emergency Preparedness
Research
Individual Funding requests
Continuing Healthcare
Policy approval – in 2020 this was delegated to the Executive
Management Group to review and approve revised Corporate and
Workforce Policies. The Terms of Reference of the group were approved
by the Quality, Performance & Governance Committee.
1

2.2

Membership and meetings
The Committee has held seven meetings during the period 1 April 2020 to 31
March 2021.
Members of the Quality, Performance and Governance Committee:
Suzannah Cookson
Stephen Hardy
Dr Adam Sheppard
Jonathan Webb

Dr Deborah Hallott
Richard Hindley (Chair)
Ruth Unwin
Jo Webster

All meetings held during the period 1 April 2020 to 31 March 2021 were
quorate.
2.3

Sub-committees/groups
The Quality, Performance and Governance Committee have one standing sub
groups, the Quality Intelligence Group. Minutes from this group are shared
with the Committee on a regular basis. The terms of reference of the Quality
Intelligence Group were reviewed and approved by the Committee in March
2021.

2.4

Communication from the Committee
The minutes of meetings of the Quality, Performance and Governance
Committee are presented to the Governing Body on a regular basis.

3

Principal activities

3.1

Terms of Reference
The Committee Terms of Reference were reviewed in conjunction with the
CCG Constitution review and will be presented for approval at the Governing
Body meeting in June 2021.

3.2

Delivery of the Work Programme
The Quality, Performance and Governance Committee work-plan for 2020/21
was approved in May 2021.
Following a review of the work-plan for 2020/21 it was noted that all items
were presented as scheduled including:
•
•
•
•
•
•

Performance Report
Quality and Patient Safety reports quarterly including the Experience of
Care Framework and the Patient Safety and Outcomes Report
Care Quality Commission Inspection updates.
Incident Report updates
Risk Register
Governing Body Assurance Framework Update
2

•
•
•
•
•
•
•

Regular Information Governance Updates
Infection, Prevention and Control Reports
The Individual Funding Requests Annual Report for 2019/20 and the IFR
Terms of Reference
Health & Safety Report
Research Governance Update
Workforce Update
Equality Reports including Public Sector Equality Duty Report

Topics also presented included:
•
•
•
•
•
•
•
•
•
•
4

Covid-19 Quality Impact Assessment Process
Executive Management Group Terms of Reference
Commissioning Policy: Access to Infertility Treatment
Partnership Arrangements for Children and Young People during the
Coronavirus Pandemic
2019/20 Learning Disabilities Mortality Review
Continuing Healthcare performance and update report
Update on progress from the SEND Inspection and revisit
Engagement Annual Report 2019/20
Maternity Service Transformation
Ofsted Focused Visit to Wakefield Local Authority Children’s Services

Review of Effectiveness
A summary of the Quality, Performance & Governance Committee SelfAssessment is to be presented at the 27 May 2021 meeting. Following the
results of the survey it is proposed that the Committee will discuss the level of
assurance and challenge at Committee meetings and agree any actions to
further improve the role and purpose of the Committee.

5

Forward view

5.1

A work programme for 2021/22 will be presented to the Committee at the
meeting to be held on 27 May 2021.

5.2

It is recommended that the Governing Body reappoint all members for a
further twelve month term of office on the Committee.

6

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties (detailed in section 2.1 above) during
the period 1 April 2020 to 31 March 2021.

3

7

Recommendation:
Members of the Quality, Performance and Governance Committee are invited
to comment on this annual report and subject to any necessary amendments,
recommend the annual report to the Governing Body including the reappointment of all members for a further twelve month term of office on the
Committee.

4

AgenA

Nominations Committee
Annual Report 2020/21
1.

Purpose
This report presents an annual summary of the activities of the Nominations
Committee for the period 1 April 2020 to 31 March 2021. It is intended to
provide members with assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Nominations Committee was established to make recommendations to
advise and support the Governing Body to ensure that there is a formal,
rigorous and transparent procedure for the appointment of members to the
Governing Body.

2.1

Duties within Terms of Reference:
•

•
•

2.2

Election of GPs to the Governing Body and on behalf of the CCG, agree a
competency framework with the Local Medical Committee (LMC). Provide
support to the LMC when the LMC run the election process to appoint GPs
to the Governing Body ensuring that the election is run in accordance with
the CCG’s constitution
Oversee the recruitment and selection process for the Secondary Care
Consultant
Oversee the recruitment and selection process for the Lay Members

Membership and meetings
The Nominations Committee undertook a virtual recommendation in June
2020 and held a meeting in January 2021 with the remit of:
•

Ensuring a formal, rigorous and transparent procedure for the
appointment of members to the Governing Body (including GPs, Lay
Members and Registered Nurse). When the committee meets to consider
the appointment of GPs a representative from the Local Medical
Committee is invited as an attendee.

The members of the committee are as follows:
Hany Lotfallah, Secondary Care Consultant (Chair)
Dr Adam Sheppard (Clinical Chair)

Stephen Hardy (Lay Member)
Jo Webster (Chief Officer)
Two GP GB members
A representative from the LMC will join the committee when GP appointments
are discussed
All meetings were quorate during this period.
2.3

Communication from the Committee
The minutes of meetings of the Nominations Committee are presented to the
Governing Body on a regular basis.

3.

Principal activities

2.4

Terms of Reference
The Nominations Committee Terms of Reference will be presented for
approval to the Governing Body in June 2021.

3.2

The Nominations Committee discharged its duties in line with its terms of
reference during this period.
The business discussed during 2020/21 is as follows:
A virtual decision to recommend approval to the Governing Body in relation to
the extension to tenure of two of the GP members of the Governing was
sought in June 2020 and this recommendation was approved at the June
2020 Governing Body meeting.
A meeting was held in January 2021 to consider and recommend to the
Governing Body the re-appointment of the Chair/Clinical Advisor, one Lay
Member, Nurse Member, Secondary Care Consultant and the re-appointment
of one GP Clinical Member and this recommendation was approved at the
March 2021 Governing Body meeting.

4.

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties.

5.

Recommendations:
Members of the Governing Body are invited to note the annual report.

AgenA

Remunerations Committee
Annual Report 2020/21
1.

Purpose
This report presents an annual summary of the activities of the
Remunerations Committee for the period 1 April 2020 to 31 March 2021. It is
intended to provide members with assurance about the effectiveness of the
Committee.

2.

Overview of Committee
The Remunerations Committee was established to make recommendations to
the Governing Body about the remuneration, fees and other allowances
(including pension schemes) for voting members of the Governing Body and
employees and other individuals who provide services to the CCG and who
are not contracted under the national determined NHS Agenda for Change
terms and conditions.

2.1

Duties within Terms of Reference:
•
•

•

•
•
•

consider and to make recommendations to Governing Body on the
remuneration and conditions of service for all Governing Body Members,
taking into account any national Directions or guidance on these matters.
to consider and make recommendations to the Governing Body on the
remuneration and conditions of service for members of staff employed
by, and those who provide services to, NHS Wakefield CCG outside of
Agenda for Change or other nationally agreed NHS Terms and Conditions;
Consider and make recommendations on the remuneration and conditions
of service for Governing Body members, with the exception of lay
members, whose remuneration is determined by the Governing Body
itself;
have an overview of the terms and conditions provided for the
employees/officers of NHS Wakefield CCG;
ensure that any payments made as a result of termination of employments
are made with due regard to employment law, the policies of the CCG and
in line with reasonable best practice in the Public Sector;
have due regard for employment legislation, contractual law and equal
opportunities in its deliberations.

2.2

Membership and meetings
The Remunerations Committee met once during the period 1 April 2020 to 31
March 2021. The members of the committee are as follows:
Stephen Hardy
Richard Hindley (Chair)
Richard Watkinson
The meeting was quorate.

2.3

Communication from the Committee
The minutes of meetings of the Remuneration Committee are presented to
the Governing Body on a regular basis.

3

Principal activities

3.1

Terms of Reference
The Remuneration Committee Terms of Reference will be presented to the
Governing Body for approval in June 2021.

3.2

The Remuneration Committee discharged its duties in line with its terms of
reference during this period.
One meeting was held during 2020/21 in November 2020 and the business
discussed was in respect of the Pay uplift confirmation for GB members with
effect from 1 April 2020 and a recommendation was made to the Governing
Body to approve this decision.

4

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties.

5.

Recommendations:
Members of the Governing Body are invited to note the annual report.

TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE

Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) hereby resolves to establish a committee of the Governing Body
to be known as the Audit Committee in line with NHS Wakefield CCG’s
constitution.
The Audit Committee will operate within the legal framework for NHS
Wakefield CCG.
The membership, remit, responsibilities and reporting arrangements of
the Audit Committee are set out in these terms of reference and shall
have effect as if incorporated into the CCG constitution and Standing
Orders.
The Audit Committee has no executive powers, other than those
specifically delegated in these terms of reference.
The Audit Committee is authorised by the Governing Body to investigate
any activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are
directed to co-operate with any request made by the committee within
its remit as described in these terms of reference. The committee has
full authority to commission any reports or surveys it deems necessary
to help fulfil its obligations, including legal or other independent
professional advice.

Relationship and
reporting

The Audit Committee is a sub-committee of the Governing Body for
NHS Wakefield CCG. Minutes of meetings will be presented to the
Governing Body. Reports on specific issues will also be prepared when
necessary for consideration by the Governing Body.
The committee will report annually to the Governing Body, reviewing its
own performance, membership and terms of reference. This report will
also include details of:
•
•
•
•

•

fitness for purpose of the Assurance Framework
the completeness and embeddedness of risk management within
the CCG
the integration of governance arrangements
the appropriateness of the evidence that shows the organisation is
fulfilling regulatory requirements relating to its existences as a
functioning business
details of any significant issues considered in relation to financial
statements and how they were addressed

The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.
Role and
function

The Audit Committee is the primary committee for all strategic risk,
control and governance matters of the organisation. It will seek suitable
information and assurance from independent sources, such as internal /
external audit, as well as from internal sources, such as executive
officers / senior managers and other committees of the Governing Body
in particular:

•
•
•
•

The Quality, Performance and Governance Committee
The Finance Committee
The Remuneration Committee and
The Primary Care Commissioning Committee

It is noted that the Governing Body have established an Auditor Panel to
advise on the selection and appointment of the external auditor. The
Auditor Panel is distinct from the Audit Committee and holds separate
meetings. However where deemed appropriate the Audit Committee
will take account of and work in partnership with the Auditor Panel.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
The work of the committee will be flexible to new and emerging priorities
and risks.
Responsibilities

Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and
internal control, across the whole of the CCG’s activities that support the
achievement of the CCG’s objectives.
In particular, the committee will review the adequacy and effectiveness
of:
•

•
•

•
•
•
•
•

All risk and control related disclosure statements (in particular the
Annual Governance Statement), together with any accompanying
Head of Internal Audit Opinion and External Audit Opinion or
appropriate independent assurances, prior to submission to the
Governing Body;
The processes for financial and performance management
(including reporting);
The underlying assurance processes that indicate the degree of
achievement of CCG objectives, the effectiveness of the
management of principal risks and the appropriateness of the
above disclosure statements;
Assurance about the CCG’s arrangements for policies and
procedures and measures to ensure they are kept up to date;
The policies for ensuring compliance with relevant regulatory, legal
and code of conduct requirements and related reporting and selfcertification;
Assurance that the conflicts of interest process is working
effectively and conflicts of interest are managed and recorded
appropriately;
The policies and procedures for all work related to counter fraud
and security as required by NHS Counter Fraud Authority;
To oversee the effectiveness of key assurance and risk
management systems and processes, including reviewing an up to
date risk profile, scrutinising and challenging risks on the Governing
Body Assurance Framework, to ensure that risks are managed

effectively and that sufficient assurance is gained from the risk
owner. This will include:
- Reviewing the process for developing the framework and its
format to ensure it is relevant and effective
- Assessing the controls in the Assurance Framework
- Review the assurances in the Assurance Framework
Financial Reporting
The committee shall ensure that the systems for financial reporting to
the CCG, including those of budgetary control, are subject to review as
to completeness and accuracy of the information provided to the CCG.
The committee shall review the annual report and financial statements
before recommending to the Governing Body for approval, focusing
particularly on:
•
•
•
•
•
•
•
•

the wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices
and estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances, and;
qualitative aspects of financial reporting.

In carrying out this work the committee will primarily utilise the work of
internal audit, external audit and other assurance functions, but will not
be limited to these sources. It will also seek reports and assurances
from directors and managers as appropriate, concentrating on the overarching systems of integrated governance, risk management and
internal control, together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective
assurance framework to guide its work and that of the audit and
assurance functions that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit
function that meets mandatory Public Sector Internal Audit Standards
2017 and provides appropriate independent assurance to the Audit
Committee, Accountable Officer and Governing Body. This will be
achieved by:
•
•

consideration of the provision of the internal audit service, the cost
of the audit and any questions of resignation and dismissal;
review and approval of the internal audit strategy, operational plan
and more detailed programme of work (including information about
the purpose, scope and level of priority of each assignment),
ensuring that this is consistent with the audit needs of the
organisation, as identified in the assurance framework;

•
•

•
•
•

review in year changes to the Internal Audit plan;
considering the major findings of internal audit work (and
management’s response monitor the implementation of agreed
audit recommendations) and ensuring co-ordination between the
internal and external auditors to optimise audit resources where
applicable;
ensuring that the internal audit function is adequately resourced
and has appropriate standing within the CCG;
an annual review of the effectiveness of internal audit;
Head of Internal Audit has a right of access to the Chair of the Audit
Committee at any time.

External Audit
The committee shall review the work and findings of the external
auditors and consider the implications and management’s responses to
their work. This will be achieved by:
•

•
•

•

•
•

Discussion and agreement with the external auditors, before the
audit commences, on the nature and scope of the audit as set out
in the annual plan, and ensuring co-ordination, as appropriate, with
other external auditors in the local health economy;
Discussion with the external auditors of their local evaluation of
audit risks and assessment of the CCG and associated impact on
the audit fee;
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter
before submission to the CCG and any work undertaken outside
the annual audit plan, together with the appropriateness of
management responses;
In partnership with the Auditor Panel, ensuring there is in place a
clear policy for the engagement of external auditors to supply non
audit services;
Receive and respond to a Public Interest Report if issued by
External Auditors;
External auditors have a right of access to the Audit Committee at
any time.

Whistleblowing
The Committee shall review the effectiveness of the arrangements in
place for allowing staff to raise (in confidence) concerns about possible
improprieties in financial, clinical or safety matters and ensure that any
such concerns are investigated proportionately and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant
assurance functions, both internal and external and consider the
implications for the governance of the CCG.
These will include, but will not be limited to, any reviews by Department
of Health arm’s length bodies or regulators/inspectors (for example, the

Care Quality Commission and NHS Resolution) and professional bodies
with responsibility for the performance of staff or functions (for example,
Royal Colleges and accreditation bodies).
In addition, the committee will review the work of other committees
within the organisation, whose work can provide relevant assurance to
the audit committee’s own scope of work.
Counter fraud
The Committee shall satisfy itself that the Clinical Commissioning Group
has adequate arrangements in place for counter fraud and security that
meet NHS Counter Fraud Authority’s (formerly NHS Protect) standards
and shall review the outcomes work in these areas. The Committee will
also approve the counter fraud and security work plan.
Management
The committee shall request and review reports and positive
assurances from directors and managers on the overall arrangements
for corporate governance, risk management and internal control.
The committee may also request specific reports from individual
functions within the CCG as they may be appropriate to the overall
arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it covers all
the duties above and undertake an annual self-assessment.
The committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

Membership
The committee appointments will be approved by the Governing Body
on an annual basis. The Chair of the CCG Governing Body and the
CCG’s Chief Finance Officer shall not be members of the Committee.
The membership of the committee is given below :
•
•
•

Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of the
Governing Body;
A clinical member of the Governing Body. (There are two clinical
members of the Audit Committee, only one clinical member needs
to be in attendance at each meeting)

All members of the Committee have one vote.
Regardless of attendance, external audit, internal audit, local counterfraud and security management providers will have full and unrestricted
rights of access to the Audit Committee.
Any director, Head of Service or Senior Managers may be invited to

attend, particularly when the committee is discussing areas of risk or
operation that are the responsibility of that director. The Chief Officer
will be invited to attend at least one meeting each year in order to
discuss the process for assurance that supports the annual governance
statement. Other officers may be requested to attend in an advisory
capacity.
Representatives from NHS Counter Fraud Authority may be invited to
attend meetings.
The Chair of the Governing Body and the Accountable Officer may also
be invited to attend one meeting each year in order to form a view on,
and understanding of, the committee’s operations.
For those attending, named deputies should attend in exceptional cases
only and this should be communicated to the Chair and secretary of the
meeting in advance.
In Attendance

•
•
•
•
•
•
•
•
•

Chair

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Deputy Chair
will be a lay member.

Quoracy

The Audit Committee shall be quorate if at least three members shall be
present, this must include at least one Lay Member and one Clinical
Member.

Frequency of
meetings

Meetings of the Audit Committee will be a minimum of four per year at
appropriate times in the reporting and audit cycle.

Chief Finance Officer, Deputy Chief Officer
Director of Corporate Affairs
Associate Director Finance, Contracting & Performance
Heads of Service, as appropriate;
Internal Audit Manager;
External Audit representative;
Local Counter Fraud specialist;
Local Security Management specialist.
Governance and Board Secretary

At least once a year the Chair of the Audit Committee shall meet
privately with the external and internal auditors.
Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where a nominated clinical
member cannot attend, only another elected clinical member may
deputise.

Conduct

Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Citizen’s Charter and Code of Practice on Access to Government
Information.

Declaration of
interests

All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
All potential conflicts of interest will be declared and dealt with in line
with the CCG’s policies / procedures for handling conflicts of interest.
All declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of
the meeting are taken and provide appropriate support to the Chair and
committee members.
Duties will include: -

•
•
•
•
•
•
•
•
•

agreement of agenda with Chair and attendees and collation of
papers;
ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working day
after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward;
assist the Chair to prepare reports to the Governing Body;
advise the Committee on pertinent issues/ areas of interest/policy
developments;
ensure that action points are taken forward between meetings;
maintain records of members’ appointments and renewal dates;
ensure that Committee members receive the development and
training they need.

Urgent matters
arising between
meetings

The Chair of the committee, a clinical member and an executive, in
consultation, may also act together on urgent matters arising between
meetings of the committee. In the absence of the Chair, two other
members and an executive, in consultation, may act together. These
matters will be ratified at the next meeting of the committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee
through receipt of the minutes and the committee’s Annual Report to the
Governing Body.
To be presented for approval by Governing Body June 2021

Date agreed
Review date and
monitoring

March 2020

Annually, or as and when legislation or best practice guidance is
updated.
Any amended terms of reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.

TERMS OF REFERENCE FOR THE NHS WAKEFIELD CLINICAL
COMMISSIONING GROUP - CLINICAL STRATEGY GROUP
Accountability
arrangements
and authority

Relationship
and reporting

Role and
function

These are the terms of reference for the Clinical Strategy Group
which has been established as a formal Committee of the
Governing Body to inform future commissioning intentions,
inform strategic planning and advise on funding of in-year
service developments.
The Clinical Strategy Group is authorised by the Governing
Body to investigate any activity within its terms of reference. It
is authorised to seek any information it requires from any
employee and all employees are directed to co-operate with
any request made by the committee within its remit as
described in these terms of reference.
The Clinical Strategy Group is a committee of the Governing
Body for NHS Wakefield CCG. Minutes of the committee
meeting will be submitted to the Governing Body and will be
made available to member practices. Reports on specific issues
will also be prepared when necessary for consideration by the
Governing Body.
The overarching purpose of the Clinical Strategy Group is to
provide strong clinical leadership for commissioning, service
transformation and pathway redesign and to provide robust
assurance of this to the Governing Body. This will include
promotion of a culture of continuous improvement and
innovation with respect to safety of services, clinical
effectiveness and patient experience / feedback.
The Clinical Strategy Group will provide advice and assurance
on agreed commissioning strategies and intentions and
strategic alignment with the forward strategy that is agreed for
the population of Wakefield by the Governing Body.

The Clinical Strategy Group will ensure initiatives are in place to
support the development of cost saving schemes development
through embedding clinical advice, support and leadership into
key commissioning work streams and interlinking portfolio
working across the organisation.
Responsibilities Service Transformation and Commissioning
•

•
•

provide strategic advice on proposals for service
transformation, pathway redesign and commissioning
business cases taking into consideration where
appropriate any data intelligence received:
ensure that the business justification for transformation
projects are clearly quantified;
support effective commissioning to ensure national and
local priorities are delivered in the most effective way;

•

ensure strong clinical leadership, clinical involvement
and influence informs key work streams and
commissioning decisions;
• champion patient-focused services, reduction of local
health inequalities, health promotion and patient and
public involvement ;
• take an holistic view of commissioning, ensuring key
links between CCG business, and recognising
interdependencies with the wider health economy;
• facilitate dialogue with clinicians across primary and
secondary care that promotes multi-professional
engagement and collaborative working towards better
patient care;
• seek assurance that, where appropriate, arrangements
are in place to offer patients choice of healthcare
providers;
• seek assurance that the service transformation work
streams fully reflect elements of quality (effectiveness,
safety and experience) are in-line with national and local
priorities and will lead to improved outcomes;
• encourage innovative thinking, developing new
approaches and improved mechanisms for integrated
working;
• seek assurance that necessary resources are allocated
to enable implementation of transformation programmes
and projects
• seek assurance that equality and diversity is
appropriately featured in the commissioning intentions of
NHS Wakefield CCG, mindful of groups with, or
associated with, protected characteristics.
Strategy
•
•

•

influence and support the strategic vision and direction
for commissioning of NHS Wakefield CCG;
provide overall strategic direction and guidance on the
planning and delivery of service development and
transformation programmes and associated work
streams across NHS Wakefield CCG based on local
need, national frameworks and guidance, good practice
evidence and performance targets;
resolve strategic and directional issues and ensure
continued alignment of the transformational programmes
and associated projects with strategic objectives;

Medicines Optimisation
•

provide strategic advice on commissioning policy
recommendations on the use of medicines based on

proven clinical outcomes, affordability, and value for
money;
•
Cost Savings
•

Membership

support the development of cost savings through
embedding clinical advice, support and leadership into
key commissioning work streams and interlinking
portfolio working across the organisation.
• Seek assurance on the quality and safety impact of any
cost saving plans
The Clinical Strategy Group will have a majority of professional
members.
Committee members will be appointed by the Governing Body
on an annual basis, and will consist of the following:
•
•
•
•
•
•
•

Chair of the Committee (Clinical Chair);
Deputy Chair of the Committee (the Lay member with
responsibility for patient and public participation matters);
Three GP members of the Governing Body
Clinical Directors;
Chief Finance Officer;
Chief Nurse
Director of Corporate Affairs

The Chief Officer will not be a member of Clinical Strategy
Group but will have an open invitation to attend
The Chair of the Clinical Strategy Group may invite other
officers to attend as required.
In attendance

•
•
•
•
•
•
•

Chief Officer
Associate Directors, as appropriate
Head of Primary Care Development
Heads of Service, as appropriate;
Director of Public Health;
Public Health Consultant
Additional staff as required;

Other partners such as primary and secondary care clinicians
and clinicians from providers of mental health services may be
invited to attend the committee for specific items, subject to
approval of the Chair of Clinical Strategy Group
Chair

The Chair of the Clinical Strategy Group will be the Clinical
Chair.

The Deputy Chair of the Committee will be the Lay Member
with responsibility for patient and public participation matters.
Quoracy

Frequency of
meetings

The Clinical Strategy Group will be quorate for decision making
if three of the members are present; this will include at least:
• one elected GP member of the Governing Body and
• one Executive Director.
There shall be appropriate flexibility as the frequency of Clinical
Strategy Group meetings, but these shall normally be held
monthly.

SubCommittees /
Groups

The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by
the committee.

Conduct

Members of the Committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Principles of the Citizen’s Charter and the
Code of Practice on Access to Government Information.

Declaration of
interests

All members will have due regard to, and operate within, the
prime financial policies, standing orders, the constitution and
other policies and procedures of NHS Wakefield CCG.
All potential conflicts of interest are declared and managed in line
with NHS Wakefield CCGs Declaration of Interests policy. All
declarations of interest are updated at least annually and
published.

Any conflicts which present during the meeting in relation to the
agenda that has not already been declared should be raised and
declared as soon as it becomes apparent at the meeting. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion,
but not participate in the decision making itself or vote. All
declarations of interest will be recorded in the minutes.
Administration Secretariat support for the Clinical Strategy Group will be
provided by the administration function within NHS Wakefield
CCG. They will ensure that minutes of the meeting are
accurately recorded and will provide appropriate support to the
Chair and Committee members.
Papers will be circulated at least four days in advance of the
meeting.
Duties will include:

•

Urgent
matters
arising
between
meetings

agreement of agenda with Chair and attendees and
collation of papers;
• ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
• timely distribution of papers, no later than four working
days before a meeting for agenda and papers and no later
than four working days after a meeting for distribution of
minutes;
• record of matters arising, issues to be carried forward.
The Chair of the Committee, Deputy Chair of the Committee, and
either the Chief Officer, Chief Financial Officer or the Chief Nurse
may also act together on urgent matters arising between
meetings of the Clinical Strategy Group. These matters will be
ratified at the next meeting of the Clinical Strategy Group.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Clinical
Strategy Group through receipt of the minutes.

Date Agreed

To be presented for approval at Governing Body on June 2021

Review Date
and

Annually, or as and when legislation or best practice guidance is
updated.

Monitoring

Any amended terms of reference will be agreed by the Clinical
Strategy Group for recommendation to a subsequent meeting of
the Governing Body.

CONNECTING CARE EXECUTIVE AS THE PARTNERSHIP BOARD (CHILDREN AND
ADULTS) WAKEFIELD COUNCIL

NHS WAKEFIELD CLINICAL COMMISSIONING GROUP

TERMS OF REFERENCE
1. Introduction
The purpose of the Connecting Care Executive is to be the Partnership Board responsible
for review of performance and oversight of the Better Care Fund and to deliver the ambition
of the Health and Wellbeing Board to achieve more effective integration between the
commissioning of children’s, adults’, public health and NHS services.
The Connecting Care Executive needs to also undertake the statutory functions outlined in
the Care Act 2014 and managing the implementation of the Better Care Fund Plan and
associated Section 75 Better Care Fund Partnership Agreement.
Constitution
The Connecting Care Executive will be a stand-alone Partnership Board reporting to
Wakefield Council (Council) and the NHS Wakefield Clinical Commissioning Group (CCG)
(the Partners).
2. Membership
2.1

The membership of the Connecting Care Executive will be as follows:

2.1.1

the Council:
• Corporate Director, Adults and Health
• Corporate Director, Children’s Services
• Group Finance Manager, Adults, Health and Communities
• Group Finance Manager, Children’s Services
• Service Director for Children’s Health and Wellbeing
• Director of Public Health or Deputy Director of Public Health
or a deputy to be notified in writing to the Chair in advance of any meeting;

2.1.2

the CCG :
• Chief Officer
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•
•
•
•
•
•

Chief Finance Officer
Chair of Clinical Commissioning Group
Director of Commissioning and Integrated Care
WCCG Governing Body Clinical lead for Children and Young People
Chief of Service Delivery and Quality
Chair of Integrated Care Partnership

or a deputy to be notified in writing to the Chair in advance of any meeting;
2.1.3 The Chair of Healthwatch Wakefield (or a deputy to be notified in writing to the Chair in
advance of any meeting) shall be a non-voting observer.
2.2

Appointments
Appointments to the Connecting Care Executive will be agreed by the Council and CCG.

2.3

Chair
The Chair of the Connecting Care Executive will be the Chief Officer of Wakefield Clinical
Commissioning Group and the Deputy Chair will be The Corporate Director, Children and
Young People’s Services. If the Chair is absent then the Deputy Chair will preside. If both
the Chair and Deputy Chair are absent such member as the members present choose will
preside. The member presiding at the meeting will exercise any power or duty of the Chair.
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Arrangements for the Conduct of Business

3.1

Quorum
The quorum for meetings of the Connecting Care Executive shall be a minimum of two
members from the Council and a minimum of two members from the CCG.

3.2

Frequency of Meetings
Meetings will be held quarterly.

3.3

Frequency of Attendance by Members
Members are required to attend at least 75% of the meetings held in any calendar year.

3.4

Declaration of Interests
The Partners shall ensure that those officers with decision-making responsibilities in the
Connecting Care Executive will comply with the relevant provisions of their respective
organisation’s Code of Conduct policies for managing conflicts of interest to the extent
relevant. In addition to each Partner’s own Code of Conduct Policy the following principles
for the management of conflicts of interest will also apply to members of the Connecting
Care Executive:
The Partners as commissioners and providers will be jointly developing new models of
integration, careful consideration will need to be given to potential conflicts of interest.
Members of the Connecting Care Executive are expected to conduct themselves in an
appropriate manner and must refrain from actions that are likely to create any real or
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perceived conflict of interest, save those that are inherent in the institutional interests of the
organisations that members represent.
Conflicts of interest may arise where a member of the Connecting Care Executive has:
•
•

An institutional or financial/pecuniary interest in a specific service change that is being
considered; and/or
A close personal or professional connection with any individuals that may be directly
affected by proposed service changes.

If any member of the Connecting Care Executive has an interest, pecuniary or otherwise, in
any matter and is present at the meeting at which the matter is under consideration, they
must disclose, to the Chair of the Connecting Care Executive, the nature of the interest at
the meeting. This member will declare that interest as early as possible and shall not
participate in the discussions and decision on that matter. The Chair will have the power to
request that the member withdraw until the Connecting Care Executive has considered and
made a decision on that matter.
Information obtained during the business of the Connecting Care Executive must only be
used for the purpose it is intended. Particular sensitivity should be applied when
considering financial, activity and performance data associated with individual services and
institutions. The main purpose of sharing such information will be to inform new service
models and such information should not be used for other purposes (e.g. performance
management, securing competitive advantage in procurement).
Members of the Connecting Care Executive are expected to protect and maintain as
confidential any privileged or sensitive information divulged during the work of the
Connecting Care Executive. Where items are deemed to be privileged or particularly
sensitive in nature, these should be identified and agreed by the Chair. Such items should
not be disclosed until such time as it has been agreed that this information can be released.
All declarations of interest will be minuted.
3.5

Urgent matters arising between meetings
Any urgent matters arising between meetings will be dealt with by the Chair’s action after
agreement between the Chair and Deputy Chair or their representatives.

3.6

Secretariat Support
Secretariat support for the Connecting Care Executive will be provided by both the Council
and CCG.
Minutes of all decisions shall be kept and copied to the members within seven days of the
next meeting.

4.

Authority
The Connecting Care Executive is authorised within the limits of the delegated authority
given to either Partner and exercised by its members (which is received through their
respective organisation’s own scheme of delegation).
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework that the
resources identified as part of the Better Care Fund are required to be placed into pooled
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budgets under section 75 joint governance arrangements between the CCG and the
Council. The Connecting Care Executive shall have oversight and responsibility for the
statutory arrangements for the Better Care Fund.
Voting
Both the CCG and the Council will have three votes per organisation, in relation to
decisions. The following officers of the CCG and the Council through their delegated
authority from their respective organisation’s own scheme of delegation will have voting
powers in the Connecting Care Executive:
the Council
Director of Public Health/Deputy Director of Public Health
Corporate Director, Poverty, Communities and Health
Corporate Director, Children and Young People Services
the CCG
Chief Officer
Chief Finance Officer
Programme Commissioning Director Integrated Care

5.

Role of the Connecting Care Executive

5.1

Role
The role of the Connecting Care Executive across Adult and Children and Young People
arenas is:
a. To promote the agenda for integrating care, both in terms of sharing commissioning
resource but also in terms of delivering a far more joined up service for people living in
the Wakefield District
b. To have a forum where both the Council and the CCG can make commissioning
decisions collectively on areas of joint activity
c. To ensure individual organisational commissioning decisions which could have
implications or consequences for broader partners are shared through this forum in a
transparent manner
d. Whilst there will be a ‘host’ partner organisation for the management of the Better Care
pooled fund, it is intended that each partner organisation will follow their own
organisational policies and procedures for responsibility of expenditure, commissioning
and procurement policies. This is outlined in the flowchart in the attached appendix 1.
e. Have oversight and assurance that commissioning strategy and commissioning delivery
plans drive forward the strategic intentions of the Health and Wellbeing Board in relation
to Wakefield’s published Joint Strategic Needs Assessment.
f. To have responsibility for the development and implementation of joint commissioning
strategies in line with the Joint Strategic Needs Analysis, Joint Health and Wellbeing
Strategy as approved by the Health and Wellbeing Board, Children’s Partnership
arrangements and the Better Care Fund arrangements.
g. Oversee all joint commissioning arrangements within agreed budgets. Ensure the
Connecting Care Executive are sighted throughout the commissioning cycle on any
joint commissioning activity (from understanding the need to reviewing the commission
that has been procured)
h. To ensure the quality, improvement, innovation and productivity (QIPP) challenges are
managed effectively through the joint commissioning process
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i.

j.

k.

l.
m.
n.
o.
p.

The Connecting Care Executive will oversee joint decommissioning of services and
develop a prioritisation methodology to ensure as a District we invest in services most
likely to improve outcomes.
Collectively the Connecting Care Executive needs to be able to be responsive to
resolving commissioning issues that need addressing, regardless of their threshold
value.
The Connecting Care Executive needs to make decisions about the position it will adopt
in relation to any joint commissioning activity and consider the approach of joint
procurement arrangements and market management issues collectively.
To oversee partnership agreements under Health Act flexibilities
To monitor the formal Better Care Fund pooled budget arrangements and any other
appropriate informal aligned budgets
To take a strategic approach to commissioning for transformation
To build effective partnerships to promote collaborative commissioning to achieve better
outcomes with other local partners, including third sector and independent sector
To oversee a joint transformation programme across the Children and Young People
and Adult’s arena that will support implementation of Connecting Care by focusing on
two specific areas of joint interest in 2021/2022, these joint areas will be reviewed
annually:
•
•
•

Learning Disability care packages review
Mental Health- review of the dementia pathway
Integrated Community Equipment Services (ICEs)

q. To oversee a joint transformation programme across the Children and Young People
and Adult’s arena that will support implementation of Connecting Care over the
following key enablers:
•
•
•
•
r.

Estates
Information, Communications and Technology (ICT)
Communications and Engagement
Contracting and Commissioning models for Integrated Care - the multi-speciality
community provider

To undertake the statutory requirements outlined in the Children and Families Act 2014
introducing a new statutory framework for local authorities and CCG’s to work together
to secure services for children and young people (up to the age of 25) who have
Special Education Needs or Disability (SEND), including a new statutory code of
practice which captures key actions and behaviours.

s. To undertake the statutory requirements outlined in the Care Act 2014.
t.

To undertake the role of Partnership Board for the Better Care Fund and carry out the
following in connection with the Better Care Fund:
•
•
•
•
•

to agree the strategic planning and direction on the Individual Schemes;
to receive the financial and activity information;
to oversee, review and performance manage the planning as well as the practical
and financial implementation of the Better Care Fund;
to review the operation of this Agreement and Schedules and agree such variations
from time to time as it thinks fit;
to promote a creative and innovative approach to health and wellbeing using the
freedoms afforded by the pooled funds of the Better Care Fund.
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6.

Relationships and Reporting

6.1

Reporting arrangements from sub-committees/groups
Existing commissioning and operational and transformational boards/groups between the
CCG and the Council will report into the Connecting Care Executive.

6.2

Reporting Arrangements
The Connecting Care Executive will ensure the progress on the work programme and
minutes that record commissioning decisions are provided to and published by the
Wakefield District Health and Wellbeing Board and the CCG’s governing body.

6.3

Sub groups for Connecting Care Executive
There is no subgroup of the Connecting Care Executive.

7.

Monitoring of Compliance
The Chair and Deputy Chair will monitor compliance with these terms of reference.

8.

Connecting Care Executive Decision making
Decisions of the Connecting Care Executive shall be made unanimously. Where unanimity
is not reached then the item in question will in the first instance be referred to the next
meeting of the Connecting Care Executive. If no unanimity is reached on the second
occasion it is discussed then the matter shall be dealt with in accordance with the dispute
resolution procedure set out in the Section 75 Better Care Fund Partnership Agreement.

9.

Monitoring Information and Reports
The following reporting arrangements will be monitored by the Connecting Care Executive:
•
•
•
•
•

•

Connecting Care Adults Assurance Framework will be reported by Public Health
quarterly
Children and Young People’s Performance Framework will be reported quarterly
All areas of joint commissioning activity or pooled budget activity across Adults and
Children’s arena will be reported to the Connecting Care Executive monthly
Better Care Fund Pooled Fund Manager shall supply to the Connecting Care Executive
on a Monthly basis the financial and activity information as required under the
Agreement.
NHS England has published templates for the Better Care Fund assurance and
monitoring. These will be available as both quarterly reports and as an annual report
and will be shared at the Connecting Care Executive before formal sign off at the Health
and Well-being Board. These requirements are to ensure the ability to monitor the
effectiveness of the pooled fund arrangements and provide assurance to NHS England
as to the appropriate use of the Better Care Fund. The assurance templates cover
reporting on: income and expenditure, payment for performance, supporting metrics,
and the national conditions. This template is available in the Better Care Fund:
Guidance for the operationalisation of the BCF in 2021/22.
NHS England require submission of the monitoring reports at 5 points in the year, these
dates have not been confirmed for 2021/22. The host partner shall submit reports in
accordance with the required timescales as specified by NHS England.
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•

•

10.

Wakefield system will mobilise the Better Care Fund in its new form as outlined
alongside the wider health and care reforms outlined in the February 2021 Department
of Health and Social Care White Paper, Integration and Innovation: working together to
improve health and social care for all, which sets out exciting legislative proposals.
The Connecting Care Executive will continue to work with Wakefield’s Integrated Care
Partnership during 2021/22 to be able to achieve both our local ambitions and the
opportunities that are outlined in Integration and Innovation: working together to
improve health and social care for all. It is acknowledged a full governance review of
the wider health and care system will take place during 2021/22 and this will impact on
future of Connecting Care Executive from April 2022.

Review of Terms of Reference
•

These terms of reference will be reviewed annually or earlier in the light of national/local
policy changes noting there are likely to be further changes to the Terms of Reference to
ensure they align with develop in governance arrangements in response to the White
Paper. The next scheduled review will take place in March 2022.
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TERMS OF REFERENCE FOR NHS WAKEFIELD CLINICAL
COMMISSIONING GROUP FINANCE COMMITTEE
Accountability
arrangements and
authority

The Finance Committee is established as a Committee of
the Governing Body of NHS Wakefield Clinical
Commissioning Group (CCG), in accordance with the
scheme of delegation.
The Finance Committee will operate as a corporate body for
the functions delegated to it. Therefore the Governing Body
cannot overrule decisions of the Finance Committee that fall
within its delegated authority.
The membership, remit, responsibilities and reporting
arrangements of the Finance Committee are set out in these
terms of reference and shall have effect as if incorporated
into the CCG Constitution and Standing Orders.
The Committee has no executive powers, other than those
specifically delegated in these terms of reference or
otherwise agreed by the Governing Body.
The Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any
employee and all employees are directed to co‐operate with
any request made by the Committee within its remit as
described in these terms of reference. The Committee has
full authority to commission any reports or surveys it deems
necessary to help to fulfil its obligations, including legal or
other independent professional advice.

Relationship and
reporting

The Finance Committee is a Committee of the Governing
Body.
Minutes of meetings will be presented to the Governing
Body.
Reports on specific issues will also be prepared when
necessary for consideration by the Governing Body.

Role and function

Other committees of the Governing Body for NHS Wakefield
CCG will refer items to the Finance Committee where it is
deemed that these may have an impact on the Financial
Plan and/or where additional assurance is required on the
financial implications of the matter under consideration.
The role of the Committee is to provide additional assurance
to the Governing Body and to external regulators on all
aspects of financial planning and cost reduction. The

committee will ensure strong clinical input into the
assessment of impact on quality and patient experience of
financial recovery schemes.
This will include approval of the financial plan and savings
schemes providing assurance that:
• the quality, safety and stakeholder impact of
individual plans have been assessed and mitigated
• the interrelationship with performance recovery plans
have been assessed and mitigated
• all possible measures are being taken to achieve
financial turnaround.
Specific duties are set out in the ‘Responsibilities’ section
below.
In performing its role the Committee will exercise the
functions in accordance with the agreement the CCG has
entered into with NHS England.

Responsibilities

The work of the Committee will be flexible to new and
emerging priorities and risks. The Committee will ensure
appropriate clinical engagement in reaching decisions and in
delivery of financial plans.
• Approve short, medium and long term financial plans
which support the CCG to meet or exceed its
statutory financial duties
• Agree the principles and parameters underpinning the
financial plan
• Risk assess the deliverability of the financial plan and
the organisation’s capacity and capability for
implementation
• Provide objectivity and challenge in identifying
financial recovery opportunities including QIPP
• Oversee the process for assessing the impact of
financial turnaround plans, including Quality Impact
Assessment
• Seek assurance of the appropriate arrangements for
stakeholder communications and engagement in
development and delivery of the financial plans,
including recovery schemes, and compliance with the
CCG’s statutory duties in relation to public
engagement and consultation
• Seek assurance of the compliance with the CCG’s
governance arrangements and robust evidence of
decision making
• Seek assurance of the delivery of financial plans and
ensure momentum is maintained.
• Provide early warning to the Governing Body where

•
•

•
•
•

•

plans are not delivering to enable the organisation to
be agile in responding
Exercise appropriate and proportionate scrutiny of
new and discretionary expenditure to ensure plans
support the overall financial strategy
Make recommendations to GB (or Primary Care
Commissioning Committee where there is a potential
conflict of interest) on decisions to commit
expenditure – (postpone, avoid or fund)
Seek assurance of the impact of financial plans,
including recovery schemes, on member practices
are fully understood and communicated
Seek assurance that the member practices are
engaged in delivery of the financial turnaround plan
Review performance against the CCG’s financial
plans, ensuring management action is taken to
mitigate risks to the achievement of objectives and
that risks are appropriately reported within the risk
management/assurance framework approach
Ensure contractual performance is monitored and
included in the Finance Report

Policies
• Approve policies relating to financial management
and financial control
• Approve procurement policies and seek assurance
that there is robust and transparent decision making
(including equitable treatment of all parties) regarding
procurement of services
Membership

•
•
•
•
•
•
•

Chair of the Committee (Lay member who is Chair of
the Quality Performance and Governance
Committee.)
Clinical Chair/GP GB member (Clinical Governance
Assurance portfolio)
Chief Officer
Chief Finance Officer/ Deputy Chief Officer
Chief Nurse
Director of Corporate Affairs
Director of Commissioning Integrated Care and
Partnerships

All members of the committee have one vote. In the event
of a tied vote the Chair will hold a second and casting vote.
Other officers may be requested to attend in an advisory
capacity.
The membership and attendance will be kept under review

In attendance

Chair

Quorum

Frequency of
meetings

Frequency of
attendance

Conduct

Declaration of
interest

•
•
•
•

Chair of Audit Committee
Associate Director of Finance
Associate Directors as required
Clinical member of planned and unplanned care

Deputies attending on behalf of a Committee member may
not vote and will not count towards the Quorum except in
circumstances specified in the Standing Orders.
The Chair of the Committee will be the lay member who is
also the Chair of the Integrated Governance Committee.
In his absence the meeting will be chaired by one of the
clinical members.
The Committee will be quorate if three of its members are
present, including at least:
• one Lay Member
• one Clinical Member and
• one Executive Member.
Where one or more members of the Committee are unable
to take part in a particular agenda item due to a conflict of
interest, the alternative quoracy arrangements will be made
up of at least three remaining members of the committee.
Meetings will usually be held monthly however no meeting
will take place in the month the Public Governing Body
meeting is held.
Additional meetings may be scheduled as required.
Members are expected to attend all meetings; however a
nominated appropriate equivalent deputy can attend in
extenuating circumstances.
Deputies will only be in attendance and will not count
towards the quorum and are not eligible to vote unless
acting up during a period of absence as specified in the
Standing Orders.
Members of the Committee and those in attendance at
meetings will abide by the ‘Principles of Public Life’ and the
NHS Code of Conduct, and the Standards for members of
NHS boards and governing bodies, Citizen’s Charter and
Code of Practice on Access to Government Information.
All members will have due regard to, and operate within, the
prime financial policies, standing orders, the constitution and
other policies and procedures of NHS Wakefield CCG.
All potential conflicts of interest are declared and managed
in line with NHS Wakefield CCGs Declaration of Interests
policy. All declarations of interest are updated at least
annually and published.

Matters to be
referred to the
Governing Body
or other
committees
Administration

Urgent matters
arising between
meetings

Any conflicts which present during the meeting in relation to
the agenda that has not already been declared should be
raised and declared as soon as it becomes apparent at the
meeting. The Chair will determine whether the individual will
be excluded from relevant parts of meetings, or be able to
join in the discussion, but not participate in the decision
making itself or vote. All declarations of interest will be
recorded in the minutes.
Matters to be referred to the Governing Body or other
committees will be noted and recorded in the minutes.

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate
support to the Chair and Committee members.
Duties will include:
• agreement of agenda with Chair and attendees and
collation of papers;
• ensuring that minutes are taken and keeping a record
of matters arising and issues to be carried forward;
• timely distribution of papers, no later than 5 working
days before a meeting for agenda and papers and no
later than 5 working days after a meeting for
distribution of minutes;
• record of matters arising, issues to be carried
forward.
The Chair of the Committee, the Chief Officer and Chief
Finance Officer/ Deputy Chief Officer, in consultation, may
also act together on urgent matters arising between
meetings of the Committee.
In the absence of the Chair, the Chief Officer and Chief
Finance Officer and a Clinical Member, in consultation, may
act together.

Monitoring of
compliance
Date approved
Review date and
monitoring

These matters will be ratified at the next meeting of the
Committee.
The Governing Body will monitor the effectiveness of the
Committee through receipt of the minutes.
To be approved by Governing Body June 2021
These terms of reference will be subject to review in

TERMS OF REFERENCE FOR NHS WAKEFIELD CLINICAL
COMMISSIONING GROUP QUALITY PERFORMANCE AND
GOVERNANCE COMMITTEE
Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Quality, Performance & Governance
Committee. The Committee is established to advise and support
the Governing Body in scrutinising performance and ensuring
delivery of key service priorities, outcomes and targets as
specified in NHS Wakefield CCG’s strategic and operational
plans.
The powers and responsibilities of the Committee are set out in
these terms of reference.
The Committee has no executive powers, other than those
specifically delegated in these terms of reference and will operate
within the legal framework for NHS Wakefield CCG.
Appointments to Committee will be approved by the Governing
Body.
The Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request
made by the committee within its remit as described in these
terms of reference.
The committee is delegated to approve policies and procedures
for all areas within the committee’s remit. The committee has full
authority to commission any reports or surveys it deems
necessary to help fulfil its obligations.

Relationship
and reporting

The Quality, Performance and Governance Committee is a
committee of the Governing Body for NHS Wakefield CCG and
will submit the minutes of its meetings to the Audit Committee and
to the Governing Body.
Reports on specific issues will also be prepared when necessary
for consideration by the Governing Body.
In addition, regular reports will be prepared for the Governing
Body in relation to the organisation’s risk management
arrangements, and for the Audit Committee in relation to this
committee’s progress against its work plan.

Role and
function

The committee will oversee the work of appropriate groups,
including; Individual Funding Requests Panel; Children & Young
People’s Partnership Board, Safeguarding Children Board;
Safeguarding Adults Board; Mid Yorkshire System Executive
group; Joint Quality Board; Quality Improvement Group;
Information Governance; Health and Safety and any others.
The purpose of the committee is to:
• ensure that the CCG has robust systems in place to
identify, manage and report on key governance¸ and quality
and safety issues and the risks associated with them
• review the CCG’s performance against its strategic and
operational plans
• be accountable for the performance and reporting of any
groups, as delegated by the Governing Body, ensuring
risks are appropriately managed and reported within the
risk management/assurance framework approach.

Responsibilities The committee will support the Governing Body in ensuring the
continuous improvement in the quality of services commissioned
by the CCG or through joint commissioning arrangements. The
committee aims to ensure that quality sits at the heart of
everything the CCG does, and that evidence from quality
assurance processes drives the quality improvement agenda
across the Wakefield healthcare economy.
The Committee will be responsible for exercising the following
functions:
The work of the committee will provide the Governing Body with
assurance on the CCG’s delivery of the following statutory duties:
•
•
•
•
•
•

secure continuous improvement in the quality of services
(including primary medical services);
secure health services that have regard to the NHS
constitution;
reduce inequalities;
promote integration of health and social care;
promote innovation; and
promote research, and education and training.

Risk Management
•
•
•

oversee the development and maintenance of assurance
and risk management systems and processes
maintain an up to date risk profile by reviewing all
significant risks to the achievement of the CCG’s objectives
through the development of an Assurance Framework
ensure sound systems of internal control are in place and
report on these to the Audit Committee and Governing

•

Body
promote standards of health, safety and welfare across the
CCG, ensuring compliance with the Health and Safety at
Work Act 1974 and other relevant statutory provisions.

Quality and Patient Safety
• review the effectiveness of quality governance
arrangements to ensure that the health care commissioned
by the CCG fully reflects all elements of quality (patient
experience, effectiveness and patient safety)
• have oversight of the process and compliance issues
concerning serious incidents (SIs); independent
investigations and Never Events.
• ensure that services are commissioned from providers
registered with the Care Quality Commission, with systems
in place to highlight any conditions of registration and
outcomes from planned or unannounced inspections
• seek assurance that health care providers are delivering
acceptable standards of safe care, and have effective
mechanisms in place to monitor patient experience and
quality of care
• provide assurance that the CCG is fulfilling its’ statutory
duties regarding complaints and that incident and claim
reporting, together with the dissemination of alert
procedures is undertaken effectively
• seek assurance that arrangements are in place across
commissioned health care to prevent and control infection
in line with the Hygiene Code, and that risks associated
with infection prevention are highlighted and being
managed appropriately both strategically and operationally
• receive minutes from provider-specific Quality Board
meetings and ensure systems are in place for appropriate
follow-up actions.
• ensure a clear escalation process, including appropriate
trigger points, is in place to enable appropriate engagement
of external bodies on areas of concern.
• ensure arrangements are in place to assist and support
NHS England to secure continuous improvement in the
quality of primary medical services.
Safeguarding
• ensure appropriate systems and procedures are in place
for safeguarding adults and children, both within the CCG
and services commissioned by the CCG;
• review the learning and outcomes of any safeguarding
inspections
• receive minutes of the safeguarding children and
safeguarding adults boards and ensure systems are in
place for appropriate follow-up actions.

Information governance
• seek assurance that effective arrangements are in place for
Information Governance, ensuring that any risks are
appropriately managed and reported within the risk
management/assurance framework approach.
• seek assurance that resources and systems are in place to
support the delivery of the Data Security and Protection
Toolkit and receive an exception report on any significant
risks or gaps in compliance;
• ensure that the Senior Information Risk Owner (SIRO)
takes ownership of the CCG’s information risk policy and
information risk management;
• monitor compliance with Information Governance Policies
• seek assurance that the CCG is fulfilling all statutory duties
regarding the Freedom of Information Act.
Performance, and compliance with constitutional standards
• ensure systems are in place for the review of progress and
achievement of key national, regional and local targets for
service improvement, with a particular focus on specified
‘must dos’ such as the NHS Outcomes Framework;
• seek assurance on the achievement of outcomes,
performance and targets agreed with external partner
organisations;
• ensure risk assessment, mitigation and reporting processes
are in place to identify pressures within the whole system
and how these affect contracts and performance as well as
opportunities to further improve performance;
• provide challenge in setting ambitious targets for service
improvement and embedding improvement opportunities
and initiatives;
• ensure systems are in place to manage risk and variation
in performance, ensuring plans are put in place and
monitored to address the achievement of performance
targets and objectives;
• ensure that areas of good practice are identified and
embedded along with other benchmarking tools;
• ensure that variance against target performance levels is
reflected in the Governing Body’s risk management
processes and reporting;
• provide assurance to the Governing Body on the content of
the Performance Report and oversee its continued
development.
• Provide a forum to evaluate requirements and advise the
Governing Body on committing resources to respond to
performance issues

Workforce and Human Resources
• have oversight of local workforce planning;
• provide any workforce-related reports as required to the
Governing Body;
• receive workforce assurance reports;
• Review the annual staff survey results and action plan
• monitor compliance with HR policies including
whistleblowing
Equality and diversity
• oversee the development and publication of an Equality
Strategy and objectives which sets out how NHS Wakefield
CCG intends to discharge this duty, reviewing them at least
every four years;
• monitor progress of the public sector equality duty and
receive assurance on behalf of the Governing Body on the
delivery of the public sector equality duty;
• seek assurance that relevant equality information is
published annually demonstrating due regard to the
general duty of the Equality Act 2010;
• seek assurance on the implementation of the Equality
Delivery System framework to improve equality
performance.
Communications and Engagement Strategy
• oversee the development and publication of an
Communication and Engagement Strategy and objectives
which sets out how NHS Wakefield CCG intends to
discharge this duty, reviewing them at least every four
years;
Emergency Preparedness
• seek assurance on the effectiveness of organisation’s
arrangements for business continuity and emergency
planning.
• Approve the CCG’s Emergency Preparedness Response
Plan
Research
• seek assurance that effective arrangements are in place to
support the promotion of research, the use of research and
management of intellectual property.
Individual Funding requests (IFRs)
• seek assurance that effective arrangements are in place to
manage requests for an individual to receive a health care
intervention that is not routinely commissioned by the CCG
(referred to as individual funding requests).

Continuing Healthcare
• seek assurance that the CCG has effective arrangements
in place to manage requests for NHS Continuing
Healthcare, Funded Nursing Care and Personal Health
Budgets.
• seek assurance that the CCG has effective arrangements
in place to arrange for the provision of after care for
persons previously detained under the Mental Health Act,
at the time that they cease to be detained.
Policy approval
• Individual Funding Review policy
• Medicines Management policies
• Continuing Health Care policies including Personal Health
Budget policies
• Complaints Policy
• Primary Care Rebate Scheme
• Commissioning Policies, unless delegated to another
committee as set out in the Standing Orders or those
policies which present a conflict of interest; unless the
conflict cannot be managed through arrangements set out
in the Standing Orders, in which case should be presented
for approval at the Primary Care Co-Commissioning
Committee.
Other Duties
• the committee will agree an annual work plan to ensure
that it covers all the duties above. The committee will also
contribute to the Governing Body’s annual selfassessment.
• as appropriate, the committee supports development and
monitoring of the CCG’s Strategic Plan and supporting
annual delivery plan.
• the committee may agree other areas of responsibility as
appropriate with the Governing Body.
• the committee will receive by exception any completed
Internal Audit reports where there are significant
recommendations and or actions relating to any of the
Committee Responsibilities listed above.
Membership

The membership of the Quality, Performance and Governance
Committee is given below.
Committee members will be appointed by the Governing Body on
an annual basis and will consist of the following:
•
•

Chair of the Committee (Lay Member who is the Deputy
Chair of the CCG)
The Lay Member who is nominated lead for Patient and

•

•
•
•
•
•

Public Involvement
GP GB member (Clinical Governance Assurance portfolio)
Clinical Chair
Chief Officer
Chief Finance Officer /Deputy Chief Officer
Chief Nurse
The Director of Corporate Affairs

All members of the committee have one vote. In the event of a
tied vote the Chair will hold a second and casting vote.

In Attendance

Chair

Quoracy

Frequency of
meetings
Frequency of
attendance

SubCommittees /
Groups

Other officers may be requested to attend in an advisory capacity.
• Lay Member Audit
• Associate Directors and
• Heads of Service, as appropriate.
• Governance & Board Secretary
• Any Governing Body member or Director at the discretion
of the Chair of the committee.
Deputies attending on behalf of a Committee member may not
vote and will not count towards the Quorum except in
circumstances specified in the Standing Orders.
The Chair of the committee will be the lay member who is the
Governing Body’s Deputy Chair
In the event of the Chair’s absence meetings will be chaired by
the Lay Member for public involvement.
The committee will be quorate if three of its members are present,
including at least:
• the Chair or Deputy Chair,
• an Executive Member and
• GP member
Where one or more members of the Committee are unable to take
part in a particular agenda item due to a conflict of interest, the
alternative quoracy arrangements will be made up of at least three
remaining members of the committee.
There shall be appropriate flexibility as to the frequency of
meetings but these shall normally be bi-monthly.
Members are expected to attend all meetings; however a
nominated appropriate equivalent deputy can attend in
extenuating circumstances.
Deputies will only be in attendance and will not count towards the
quorum and are not eligible to vote unless acting up during a
period of absence as specified in the Standing Orders.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.

Conduct

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

Declaration of
interests

All potential conflicts of interest are declared and managed in line
with NHS Wakefield CCGs Declaration of Interests policy. All
declarations of interest are updated at least annually and
published.
Any conflicts which present during the meeting in relation to the
agenda that has not already been declared should be raised and
declared as soon as it becomes apparent at the meeting. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion, but
not participate in the decision making itself or vote.

Matters to be
referred to the
Governing
Body or other
committees
Administration

All declarations of interest will be recorded in the minutes.
Matters to be referred to the Governing Body or other committees
will be noted and recorded in the minutes.

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:
•
•
•
•
•

Develop a forward plan of matters to be considered by the
committee
agreement of agenda with Chair and attendees and
collation of papers;
ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five days before
a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.

Urgent matters The Chair of the Committee, Chief Officer, and a Clinical Member
arising between in consultation together, may also act on urgent matters arising
meetings
between meetings of the Committee.
In the absence of the Chair the Chief Officer a Clinical Member
and an Executive Member, in consultation, may act together.

Monitoring of
compliance
Date agreed
Review date
and
monitoring

These matters will be ratified at the next meeting of the
Committee.
The Governing Body will monitor the effectiveness of the
committee through receipt of the minutes and reports regarding
the organisation’s risk management arrangements.
To be Approved by Governing Body June 2021
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be approved by
the Governing Body.

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

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Nominations Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Nominations Committee
are set out in these terms of reference. The Nominations
Committee is established to advise and support the Governing
Body to ensure that there is a formal, rigorous and transparent
procedure for the appointment of members to the Governing
Body.
The Nominations Committee has no executive powers, other than
those specifically delegated in these terms of reference.
Appointments to the Nominations Committee will be approved by
the Governing Body.
The Nominations Committee is authorised by the Governing Body
to investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request
made by the committee within its remit as described in these
terms of reference.
The committee is delegated to approve policies and procedures
for all areas within the committee’s remit. The committee has full
authority to commission any reports or surveys it deems
necessary to help fulfil its obligations.

Relationship
and reporting

The Nominations Committee is a committee of the Governing
Body for NHS Wakefield CCG and will submit the minutes of its
meetings to the Governing Body.
Reports on specific issues will also be prepared when necessary
for consideration by the Governing Body.
In addition, regular reports will be prepared for the Audit
Committee in relation to this committee’s progress against its work
plan.

Role and
function

The purpose of the committee is to ensure that there is a formal,
rigorous and transparent procedure for the appointment of

members to the Governing Body including effective succession
planning.
The committee does not have a role in the appointment of
Executive Posts.
Responsibilities Election of GPs to the Governing Body
• on behalf of the CCG, agree a competency framework with
the Local Medical Committee (LMC);
• ensure that candidates have demonstrated satisfactory
leadership potential against the competency framework
that is agreed between the LMC and the CCG;
• provide support to the LMC when the LMC runs the
election process to appoint GPs to the Governing Body,
ensure that the election is run in accordance with the
CCG’s constitution
Secondary Care Consultant
• oversee the recruitment and selection process for the
Secondary Care Consultant;
• make recommendations to the Governing Body regarding
the appointment of the Secondary Care Consultant;
• ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
• consider and make recommendations to the Governing
Body regarding the reappointment of the Secondary Care
Consultant at the end of their term of office.
Lay Members
• oversee the recruitment and selection process for the Lay
Members;
• make recommendations to the Governing Body regarding
the appointment of the Lay Members;
• ensure that candidates meet the requirements set out in
the CCG’s constitution and any other additional statutory
requirements;
• consider and make recommendations to the Governing
Body regarding the reappointment of the Lay Members at
the end of their term of office.
Other Duties
• the committee will agree an annual work plan to ensure
that it covers all the duties above. The committee will also
contribute to the Governing Body’s annual selfassessment.
• as appropriate, the committee will support development
and monitoring of the CCG’s Strategic Plan and supporting
annual delivery plan.
• the committee may agree other areas of responsibility as

appropriate with the Governing Body.
Membership

The membership of the Nominations Committee is given below.
Committee members will be appointed by the Governing Body on
an annual basis and will consist of the following:
• Chair of the Committee (Who is the Secondary Care
Consultant);
• Clinical Chair
• Lay Member (the Lay member with responsibility for Patient
and Public Participation matters);
• Two GP GB Members
• Chief Officer
(except when discussing their role)
In addition when the Committee considers the appointment of
GPs:
• A representative from the LMC will join the committee and
have a right to vote
All members of the committee have one vote. In the event of a
tied vote the Chair of the Committee will hold a second and
casting vote.
Other officers may be requested to attend in an advisory capacity.

In Attendance

•
•

Governance & Board Secretary
HR Advisor

Any Governing Body member wishing to attend (except when
discussing their role).
Chair

The Chair of the committee will be the Secondary Care member of
the Governing Body
The Chair & Clinical Leader will be the Vice Chair.
The meetings will be run by the Chair. In the event of the Chair’s
absence meetings will be chaired by the Vice Chair.

Quoracy

The committee will be considered quorate when at least half of the
members are present, including as a minimum the Chair or Vice
Chair of the Committee, and in addition a GP and a Lay Member.

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings
but these shall normally be on an annual basis.

Frequency of
attendance

Members are expected to attend all meetings; however a
nominated appropriate equivalent deputy can attend in

extenuating circumstances. Deputies will only be in attendance.
Where an elected clinical member cannot attend, only another
elected clinical member may deputise.
SubCommittees /
Groups
Conduct

The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.
Members of the committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Citizen’s Charter and Code of Practice on
Access to Government Information.
All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other
policies and procedures of NHS Wakefield CCG.

Declaration of
interests

A member of the committee will not take part in the committee
when the appointment or reappointment of their post will be
considered. This will apply in all instances, including when the
individual will retire from the Governing Body.
All potential conflicts of interest are declared and managed in line
with NHS Wakefield CCGs Declaration of Interests policy. All
declarations of interest are updated at least annually and
published.
Any conflicts which present during the meeting in relation to the
agenda that has not already been declared should be raised and
declared as soon as it becomes apparent at the meeting. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion, but
not participate in the decision making itself or vote.
All declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the committee will be provided by the
governance function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:
•
•
•
•

agreement of agenda with Chair and attendees and
collation of papers;
ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than
five working days after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.

Urgent matters The Chair of the Committee and the CCG’s Chair & Clinical
arising between Leader in consultation together, may also act on urgent matters
meetings
arising between meetings of the Committee. These matters will
be ratified at the next meeting of the Committee.
Monitoring of
compliance

The Governing Body will monitor the effectiveness of the
committee through receipt of the minutes and reports regarding
the organisation’s risk management arrangements.

Date agreed
Review date
and
monitoring

To be presented for approval at Governing Body on 8 June 2021
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
committee for recommendation to a subsequent meeting of the
Governing Body.

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

The Governing Body for NHS Wakefield Clinical Commissioning
Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Remuneration Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Remuneration Committee are
set out in these terms of reference. In accordance with the CCG’s
Constitution, the Committee makes recommendations to the
Governing Body about the remuneration, fees and other allowances
(including pension schemes) for voting members of Governing Body
and employees and other individuals who provide services to the
CCG and who are not contracted under the nationally determined
NHS Agenda for Change terms and conditions
The Remuneration Committee has no executive powers, other than
those specifically delegated in these terms of reference.
The Remuneration Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is authorised to
seek any information it requires from any employee and all employees
are directed to co-operate with any request made by the committee
within its remit as described in these terms of reference. The
committee is delegated to approve policies and procedures for all
areas within the committee’s remit.
Appointments to the Remuneration Committee will be approved by the
Governing Body.
The Committee will operate at all times in accordance with the
Governing Body’s Standing Orders, Standing Financial Instructions
and Prime Financial Policies. It will ensure that it conducts its
business in accordance with the principles of good governance and
the Nolan seven principles of public life.

Relationship and
reporting

The Remuneration Committee is a sub-committee of the Governing
Body for NHS Wakefield CCG.
The committee will provide an Annual Report to the Governing Body,
covering the following aspects:
• a summary of the key issues discussed at each meeting
• whether the committee has met and performed its function,
within recognised national guidelines
• any statutory reporting requirements.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.

NHS Wakefield CCG Remuneration Committee Terms of Reference
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Role and function

The purpose of the committee is to:
•

•

•

•
•

•

Responsibilities

consider and to make recommendations to Governing
Body on the remuneration and conditions of service for all
Governing Body Members, taking into account any national
Directions or guidance on these matters.
to consider and to make recommendations to the
Governing Body on the remuneration and conditions of
service for members of staff employed by, and those who
provide services to, NHS Wakefield CCG outside of
Agenda for Change or other nationally agreed NHS Terms
and Conditions;
Consider and make recommendations on the
remuneration and conditions of service for Governing Body
members, with the exception of lay members, whose
remuneration is determined by the Governing Body itself;
have an overview of the terms and conditions provided for
the employees/officers of NHS Wakefield CCG;
ensure that any payments made as a result of termination
of employments are made with due regard to employment
law, the policies of the CCG and in line with reasonable
best practice in the Public Sector;
have due regard for employment legislation, contractual
law, and equal opportunities in its deliberations.

The committee is authorised to consider and make recommendations
to the Governing Body on behalf of NHS Wakefield CCG about the
remuneration, allowances and terms of service for all members of the
Governing Body (with the exception of lay members, whose
remuneration is determined by the Governing Body itself) taking into
account any national Directions or guidance on these matters.
The Committee is authorised to consider and to make
recommendations to Governing Body on behalf of NHS Wakefield
CCG about the remuneration, allowances and terms of service of
senior managers covered by the Very Senior Manager pay framework
ensuring that the terms and conditions of service, remuneration and
pay awards are in line with any national Directions or guidance on
these matters.
The Committee is authorised to consider and to make
recommendations to Governing Body on behalf of the NHS Wakefield
CCG on appropriate remuneration, allowances and terms of service
not covered by Agenda for Change or other nationally agreed NHS
terms and conditions (eg ‘terms and conditions of service NHS
Medical and Dental staff’)
including:
•
•

all aspects of salary, including performance related pay
elements, bonuses and allowances;
provision for other benefits including pensions.

NHS Wakefield CCG Remuneration Committee Terms of Reference
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Make recommendations to the CCG Governing Body on behalf of
NHS Wakefield CCG on arrangements for termination of employment
(including compulsory and voluntary redundancy payments and
mutually agreed severance payments) and other contractual terms
and conditions, taking account of such national guidance as is
appropriate.
Receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate bonus
payments.
Ensure and oversee appropriate contractual arrangements for such
staff including the proper calculation and scrutiny of termination
payments taking into account such national guidance as appropriate.
Consider and make recommendations to the CCG Governing Body on
any remuneration and terms of service issues for individual members
of staff or professional groups of staff where national conditions allow
local flexibility.
Make recommendations to the CCG Governing Body on the approach
to allowance under any pension scheme it might establish as an
alternative to the NHS pension scheme.
Report annually to NHS Wakefield CCG Governing Body that it has
met and performed its function, within recognised national guidelines.
Other Duties
The committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

The membership of the Remuneration Committee consists
exclusively of independent lay members of the Governing Body, as
below :
• Committee Chair ( the nominated Lay Member who is also
Deputy Chair );
• the two other lay members.
All members of the Committee have one vote. In the event of a tied
vote the Committee Chair will hold a second and casting vote. Any
issue on which a casting vote is used must specifically be reported to
the Governing Body.
Only committee members have the right to attend committee
meetings. Other individuals such as the Chief Officer, Chief Finance
Officer any HR representative and external advisers may be invited to
attend for all or part of any meeting, as and when appropriate,
however, they should not be in attendance for discussions about their
own remuneration and terms of service.

NHS Wakefield CCG Remuneration Committee Terms of Reference
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In Attendance

Chief Officer, when discussing all remuneration and terms of service
(except their own);
Any other officer, where appropriate except where discussing their
own remuneration;
• HR representative;
• Administrative support;
Specific invitations to attend will be extended to :• two nominated clinical members from the Governing Body,
when discussing executive/staff remuneration
• two executive members from the Governing Body, when
discussing clinical remuneration.

Chair

The Chair of the Remunerations Committee will be the nominated lay
member who is also the Deputy Chair

Quoracy

Meetings will be considered quorate when two of the members are
present, including the Committee Chair. In extraordinary
circumstances where the Committee Chair cannot attend, the
Committee Chair will nominate, in advance, one of the other members
to chair the meeting.
As and when required, (normally at least annually).

Frequency of
meetings
Frequency of
attendance
Conduct

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

Declaration of
interests

If any member has an interest, pecuniary or otherwise, in any matter
and is present at the meeting at which the matter is under discussion,
he/she will declare that interest as early as possible and shall not
participate in the discussions. The Committee Chair will have the
power to request that member to withdraw until the committee’s
consideration has been completed. All declarations of interest will be
minuted.

Administration

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that minutes
of the meeting are taken and provide appropriate support to the Chair
and Committee members. Duties will include:

•

agreement of agenda with Committee Chair and attendees
and collation of papers;

NHS Wakefield CCG Remuneration Committee Terms of Reference
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•
•

ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes.

Urgent matters
arising between
meetings

The Chair of the Committee, one of the other members and Chief
Officer, in consultation together, may also act on urgent matters
arising between meetings of the Committee. These matters will be
ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Committee
through reports from the Committee Chair and an Annual Report to
the Governing Body.

Date agreed
Review date
and
monitoring

To be presented for approval by the Governing Body on 8 June 2021
Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by the
Committee for recommendation to a subsequent meeting of the
Governing Body.
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Governing Body

Name of Meeting

West Yorkshire & Harrogate
Joint Committee of Clinical
Commissioning Groups
Annual Report 2020/21
Aimee Willett, Assistant
Governance Manager

Title of Report

Report Author

Dr Adam Sheppard, Chair &
Clinical Leader

Clinical Lead

Meeting Date

8 June 2021

Agenda Item No.

14b

Public / Private
Item
Responsible
Governing Body
Executive Lead

Public
Jo Webster, Chief
Officer

Executive Summary
The West Yorkshire and Harrogate Joint Committee of Clinical Commissioning Groups Annual
Report 2020/21 has been published and is shared here for information.
The Joint Committee is part of the West Yorkshire and Harrogate Health and Care Partnership.
The Committee enables the CCGs to work together effectively, ensuring that when it makes
sense, work is ‘done once and shared’ across West Yorkshire and Harrogate.
Has the issue been considered at any other meetings?
Name of meeting

Meeting Date

Recommendations
Members of the Governing Body are invited to:
a) Note the West Yorkshire and Harrogate Joint Committee of Clinical Commissioning
Groups Annual Report for 2020/21

Decision ☒

Assurance ☐

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified

Other:

Not applicable

Page 1 of 2

Are there any resources or financial
implications (including Staffing/Workforce
considerations)

None identified

Does the issue have any implications for
sustainability or climate change?

Not applicable

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

Organising ourselves
to deliver for our
patients
None identified

Yes ☐

No ☐

N/A ☒

Risk (include risk
None identified
number and a brief
description of the
risk)
Conflicts of Interest
None identified
(include detail of any
identified / potential
conflicts)
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West Yorkshire & Harrogate
Joint Committee of Clinical
Commissioning Groups
Annual Report 2020/2021
Published May 2021

Chair’s foreword
I’m pleased to present the fourth
Annual Report of the West Yorkshire
and Harrogate Joint Committee of
Clinical Commissioning Groups.
This has been an incredibly challenging
year for everyone. The COVID-19
pandemic has highlighted the vital
importance of collaborative working
and health and care staff, volunteers
and our communities have pulled
together magnificently to support
people and keep them safe. On behalf
of the Joint Committee, I’d like to give
my sincere thanks to everyone who has
worked so hard across West Yorkshire
and Harrogate.
COVID-19 had a big impact on the work
of the Joint Committee, which brings
together the Clinical Commissioning
Groups (CCGs) from our local places
– Bradford District and Craven,
Calderdale, Harrogate, Kirklees, Leeds
and Wakefield. The Joint Committee
is part of the West Yorkshire and
Harrogate Health and Care Partnership
(‘the Partnership’).
We did not hold a formal meeting
in public until July 2020, as our CCGs
focused on working with partners to
respond to the first wave of COVID-19.
In July, the Joint Committee considered
how its work during the year would
need to evolve to reflect the new
priorities arising from COVID-19. As a
result, we supported changes to the
Improving Planned Care programme,
which focused on restarting planned
care following the first wave of
COVID-19. We also reviewed the
national 111 First programme, which
built on learning from the pandemic
and encouraged people to phone 111 as
an alternative to ‘walking’ unheralded
into Emergency Departments.
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Later in the year, we were able
to progress some of our planned
initiatives, including supporting an
outline proposal to commission a new
care model for people with a learning
disability needing complex or enhanced
support. Our aim is to develop a single
system and centre of excellence.
We also reviewed the positive impact
that our previous decisions were
having on health and care outcomes.
This included the West Yorkshire and
Harrogate Healthy Hearts project,
which since 2019 has led to 22,000 more
people across the area having their
blood pressure controlled to target
numbers. I’m delighted that the Healthy
Hearts project won the Health Service
Journal Cardiovascular Initiative of the
Year award in 2020.
In February 2021, the Government
published its White Paper ‘Integration
and Innovation’. If the proposed
legislation is passed later in 2021,
this will mean changes in how our
Partnership works together to improve
health and wellbeing across West
Yorkshire and Harrogate. I strongly
believe that our successful track record
of collaborative working means that
we are well placed to respond to the
challenge.
Marie Burnham
Independent Lay Chair,
West Yorkshire and
Harrogate Joint
Committee of Clinical
Commissioning Groups

www.wyhpartnership.co.uk

Information about the Committee
You can watch our meetings in
public ‘live’ and find out more about
the Joint Committee at:
www.wyhpartnership.co.uk/
meetings/west-yorkshireharrogatejoint-committee-ccgs
You can read more about the
positive difference our Partnership
is making, including case studies, at:
www.wyhpartnership.co.uk

Membership and attendance
The Committee is made up of two
representatives from each West
Yorkshire CCG – usually the Clinical
Chair and the Accountable Officer.
North Yorkshire CCG is an associate
member. To make sure that decision
making is open and transparent, the
Committee has an independent lay
chair and three CCG lay members.
Representatives from the Health and
Care Partnership team and NHS England
also attend.
As a result of COVID-19, all meetings
were held virtually in 2020/21 and were
live streamed.

Public and patient involvement

Key responsibilities
The Joint Committee is part of the
West Yorkshire and Harrogate Health
and Care Partnership. The Committee
enables the CCGs to work together
effectively – ensuring that when it
makes sense, work is ‘done once and
shared’ across West Yorkshire and
Harrogate.

The Committee has a Public and Patient
Involvement Assurance Group made
up of lay members from each CCG.
The Group provides assurance that
public and patient voice informs the
Committee’s decisions. The Committee
invites questions about its business and
answers them at each meeting.
Full written answers to all questions are
published on our website at
www.wyhpartnership.co.uk after each
meeting.

The Committee has delegated authority
from the CCGs to take decisions on
agreed priorities. The Committee
also makes recommendations to the
CCGs when a joint approach will help
to achieve better health outcomes
for people. The members of each
CCG agree the Committee’s Terms of
Reference and its work plan.
www.wyhpartnership.co.uk

3

Improving outcomes
Responding to COVID-19
The Committee considered how West
Yorkshire and Harrogate health and
care programmes had refocused to
support the response to COVID-19.
The Committee reviewed the summary
plans for each of the work programmes
and agreed that the Committee’s work
during the year would need to evolve
to reflect the new priorities arising from
COVID-19.

West Yorkshire and Harrogate Healthy
Hearts
In 2018, the Joint Committee
recommended the CCGs to adopt the
Healthy Hearts improvement project,
building on successful work in Bradford.
The project aims to identify more
people with high blood pressure, help
them to control it better and as a result
reduce the risk of heart attacks and
strokes. This work is supported by the
Yorkshire & Humber Academic Health
Science Network.
Healthy Hearts started in Bradford in 70
GP surgeries. As a result of collaborative
working by partners it has been
scaled up across 316 surgeries in West
Yorkshire and Harrogate. Since 2019,
22,000 more people have their blood
pressure controlled to target numbers,
6,900 people have been added to the
hypertension register ensuring they
get at least an annual BP check, 6,300
patients have had a change to a more
effective statin and 2,400 patients who
are at risk of CVD have been offered a
statin.
West Yorkshire and Harrogate
Healthy Hearts won the Health
Service Journal Cardiovascular
Initiative of the Year award in 2020.
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Assessment and Treatment Units (ATUs)
for people with complex learning
disabilities
The Committee supported a proposal
to commission a new care model for
people with a learning disability. This
involved collaborative commissioning
between commissioners and providers
and considered the whole pathway for
people with learning disabilities. The
aim is to develop a single system and
centre of excellence. The Committee
noted plans for engaging with people
who had accessed care in ATUs, their
carers and staff. Formal approval for the
proposals was sought at a meeting in
2021/22, following further engagement.

Urgent and emergency care
The Committee supported a national
programme which built on learning
from COVID-19. It encouraged people
to phone 111 as an alternative to
‘walking’ unheralded into Emergency
Departments (EDs). The integrated
offer included alternative pathways, for
example GPs, pharmacists and mental
health advice. Patients are remotely
triaged to determine if there is a clinical
need to be seen face to face. They are
offered telephone consultations and
video consultations, where appropriate.
The aim is not to stop people attending
ED, but to make it easier for them to
access quickly the right support.
The Committee welcomed a Care
Quality Commission (CQC) provider
collaboration review (PCR) which had
explored how health and social care
providers were working together in
response to COVID-19. CQC concluded
that the system had worked well
together and that well established
partnerships had allowed effective
collaboration.
The Committee considered a report on
primary medical care services in West
Yorkshire, which were provided by
Local Care Direct (LCD). The response
to COVID-19, changes in national
policy and potential changes to the
commissioner landscape meant that
there was uncertainty about what
should be commissioned for the future.
The Committee felt that in the current
circumstances a pragmatic approach
should be taken and agreed to extend
the service from LCD for three years.

www.wyhpartnership.co.uk
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Improving planned care

Stroke

The Committee supported changes
to the Improving Planned Care
programme, which focused on
restarting planned care following the
first wave of COVID-19. This included
improving access to diagnostic testing
services and more shared decision
making between primary and secondary
care. The Committee noted the critical
importance of the programme for
improving both access to care and
health and wellbeing outcomes.

In 2018, the Joint Committee agreed a
common approach for commissioning
hyper acute stroke services and all
stages from prevention to recovery. The
specialist hyper-acute stroke pathways
are now well established, with 4 units
providing hyper-acute care during the
first 72 hours following stroke across
West Yorkshire and Harrogate. A
sustainable stroke clinical network has
been established, working to provide
the best stroke services possible and
further improve quality and stroke
outcomes in each of our six places.
Priorities include preventing strokes,
delivering effective care when people
have a stroke and ensuring that there
is good support and rehabilitation for
people after a stroke.

The Committee approved an
amendment to a West Yorkshire and
Harrogate policy for flash glucose
monitors - small sensors worn on the
skin for monitoring the glucose levels of
people with diabetes. The amendment
covered type 2 diabetes patients with
learning disabilities who need to use
insulin. Self-management of diabetes by
patients with learning disabilities would
promote independence and reduce
health inequalities.
The Joint Committee had previously
agreed a number of clinical threshold
policies, which had improved equality
of access across West Yorkshire and
Harrogate and reduced levels of surgery
where non-surgical interventions could
be more effective. The shoulder policy
had reduced shoulder decompression
operations, an intervention known to
only work in specific circumstances.
The knee policy had led to fewer knee
arthroscopy procedures in people
with osteoarthritis knee - a procedure
unlikely to remove the need for
knee replacement. Evidence Based
Interventions policies had led to almost
2500 fewer procedures which were
unlikely to provide benefit to the
individuals. This had released surgical
capacity for more urgent and clinically
effective activity.
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The Joint Committee has led work to
improve the detection and treatment of
Atrial Fibrillation (AF), a fast and erratic
heartbeat responsible for 1 in 5 strokes.
It agreed simplified treatment guidance
for people with high cholesterol which
has reduced the number of people
having heart attacks and strokes. 151
GP practices participated in the two
year programme which led to increased
detection of AF.

www.wyhpartnership.co.uk

Working better together

Governance

The Committee led new approaches
to collaborative working between
commissioners and providers. The
Commissioning Futures programme
was developed in collaboration with
partners across the health and care
system, based on our successful model
of place-based working. Work is only
carried out at West Yorkshire and
Harrogate level if it adds value to our
places.

In 2020, the West Yorkshire CCGs
agreed a revised Memorandum of
Understanding for Collaborative
Commissioning, which included a new
workplan and the delegation of new
commissioning decisions to the Joint
Committee.

The Committee supported collaboration
between commissioners and providers
through the Cancer Alliance, Improving
Planned Care programme, Local
Maternity System and Mental Health,
Learning Disability and Autism Alliance.
The Committee also supported the
Yorkshire and Humber framework for
integrated commissioning of Integrated
Urgent and Emergency Care Services
provided by Yorkshire Ambulance
Service.

www.wyhpartnership.co.uk

The Committee maintains a register of
members’ interests and declarations
of interest are a standing item on
all agendas. At each meeting, the
Committee reviews the significant risks
to the delivery of its work programme
and assesses how these risks are being
mitigated.
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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
@WYHpartnership

A partnership made up of the NHS, local councils, care
providers, Healthwatch and community organisations.
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Executive Summary
This annual report describes the activities relating to Information Governance (IG)
within NHS Wakefield Clinical Commissioning Group (CCG) for the period 1 April
2020 to 31 March 2021. This report provides assurance to the Governing Body that
the CCG has a robust Information Governance Framework in place that sets out the
processes and procedures by which the CCG handles information about patients
and employees, in particular personal identifiable information. The NHS Information
Governance Framework is supported by the Data Security and Protection Toolkit
(DSPT) and the annual self-assessment process provides assurances that personal
information is dealt with legally, securely, efficiently and effectively.
The DSPT is completed by NHS organisations and submitted to NHS Digital at the
end of each financial year. The assessment status is monitored by NHS Digital and
used by the Care Quality Commission to monitor compliance in this area. The
assessment status is also freely available to the public and is required to be
published in the Annual Governance Statement.
Throughout 2020/21 the CCG has been undertaking the assurance work to support
the DSPT annual submission. However, in light of the ongoing COVID-19 pandemic
and late release (on 1 December 2020) of the DSPT online tool, NHS Digital extended
the final date for submission to 30 June 2021.
This annual report summarises the assurance activities completed during 2020/21 in
support of the DSPT submission.
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1.0

Introduction

1.1

Compliance with ever developing Information Governance (IG) requirements
remains a priority for NHS Wakefield CCG. All NHS organisations must have
in place a Senior Information Risk Owner (SIRO) whose role it is to take
ownership of information risk assurance, act as advocate for information risk
on the board and provide advice to the accountable officer on the content of
the Statement of Internal Control in regard to the DSPT.

2.0

Purpose

2.1

The purpose of this annual report is:
a) to document organisational compliance with legislative and regulatory
requirements relating to the handling of personal information, including in
compliance with the current data protection legislation
b) to detail compliance with the DSPT and provide assurance of ongoing
improvement in relation to managing risks to information
c) to detail any data security and protection incidents within the preceding
twelve months, relating to losses of personal data, breaches of
confidentiality or cyber security
d) to document compliance with access to information requests made under
the Freedom of Information Act 2000 and data protection legislation
e) to outline the general direction of the IG work programme during April
2021 to March 2022 and how it aligns with the strategic business goals of
NHS Wakefield CCG
f) to provide the Governing Body with assurance in relation to the
effectiveness of controls for information governance including data
protection and confidentiality.

3.0

Background

3.1

Over the past 12 months there has been continuing progress made towards
improving the effectiveness and visibility of the CCG’s IG assurance
mechanisms.

3.2

The Senior Information Risk Owner, Caldicott Guardian and Data Protection
Officer/IG Lead have continued to play a proactive role in information
governance management and leadership.

3.3

During the year IG support has been provided by the Information Governance
Team which is part of a shared service function between NHS Calderdale
CCG, NHS Kirklees CCG and NHS Wakefield CCG and is hosted by NHS
Calderdale CCG. Over 2020/21 the team has been made up of one IG
Manager, one Senior IG Officer and one IG Officer (2.6 wte).

3.4

The Quality, Performance and Governance Committee (QPG) have continued
to maintain oversight of information risk and receive regular IG progress
reports as well as signing off information governance related policy and
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procedure, the IG Management Framework and the annual information
security and asset risk management work activities.
3.5

This annual report reflects key IG work packages across NHS Wakefield CCG
for the period of 1 April 2020 to 31 March 2021.

4.0

Information Governance Management and Performance

4.1

Due to the Covid-19 pandemic and very late release of the DSPT online tool
(on 1 December 2020), the deadline for publishing the DSPT self-assessment
was extended by NHS Digital from 31 March 2021 to 30 June 2021. The CCG
will publish a self-assessment for the period 2020/21, prior to 30 June 2021.

4.2

The DSPT is an online self-assessment tool that allows organisations to
measure their performance against the National Data Guardian’s 10 data
security standards. The DSPT focuses on data security and cyber security,
reflecting the ever increasing threat the organisation faces from hacking and
other forms of cyber security event which pose a risk to data.

4.3

NHS Digital assess an organisation’s completed self-assessment status as
‘Standards Met’ if all mandatory evidence lines within the toolkit are achieved.
If one or more fail to be achieved then an organisation should publish a
‘Standards Not Met’ self-assessment. An action plan is then required on how
the organisation will move from that position, to ‘Standards Met’.

4.4

An operational work programme was prepared in early 2020/21 with a view to
achieving all DSPT mandatory evidence lines.

4.5

Audit Yorkshire which provides the CCG’s internal audit function, are
reviewing a total of 35 (39%) of the 89 mandatory evidence lines in order to
provide the CCG with assurance in relation to the forthcoming selfassessment submission. At the time of writing the internal audit is ongoing
and an opinion has not as yet been provided.
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NHS Wakefield CCG Data Security and Protection Toolkit Summary
Dashboard (as at 10 May 2021)
Total No of
mandatory
Assertions*
"evidence
lines"

Standard

No of
mandatory
"evidence
lines"
completed

% of
mandatory
"evidence
lines"
completed

Standard 1 Personal
Confidential Data

8

20

20

100%

Standard 2 - Staff
Responsibilities

2

2

2

100%

Standard 3 –
Training

4

7

3

43%

Standard 4 Managing Data
Access

5

9

9

100%

Standard 5 Process Reviews

3

2

2

100%

Standard 6 Responding to
Incidents

3

11

11

100%

Standard 7 Continuing Planning

3

9

9

100%

Standard 8 Unsupported
Systems

4

10

10

100%

Standard 9 - IT
Protection

6

15

14

93%

Standard 10 –
Accountable
Suppliers

5

4

4

100%

Total

43

89

84

94%

*Assertions can comprise of: only mandatory evidence lines, only non-mandatory evidence lines, or a
combination of both mandatory and non-mandatory evidence lines.
Red

Work slipped against plan; concern about achievability/issue identified

Amber

Work slipped against plan; but mitigating actions have been implemented and
delivery expected by end-May 2021

Green

Remaining work areas on track
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5.0 IG Policies and Guidance
5.1 Over 2020/21 a review of the CCG’s Information Governance Policies and their
associated Information Governance Procedures has been undertaken. As part
of the content review the policies along with their associated procedures have
been consolidated into a single policies book and a single procedures book for
the CCG. The policies, and their associated procedures, reviewed were the:







Information Governance Policy and Framework
Confidentiality and Data Protection Policy
Information Security Policy (incorporating Network Security)
Electronic Communications and Social Media Policy
Records Management and Information Lifecycle Policy

5.2 The policies listed have been reviewed to ensure that they remain up to date
and relevant to CCG staff. A number of enhancements have been made to the
policies to reflect best practice, to align them with the requirements of the DSPT
20/21 and to ensure that the CCG remains compliant with statutory
requirements.
6.0 Staff Training
6.1 Training in data security is mandatory for all NHS staff on an annual basis. The
training is provided as an e-Learning module via the Electronic Staff Record
(ESR) system. The required level of compliance is for 95% of all staff to have
successfully undertaken the training and its associated knowledge check, within
the period 1 April 2020 to 30 June 2021. Organisational compliance is declared
via the DSPT on its submission.
6.2 At the time of writing compliance is 91.47% for all staff and this position will be
closely monitored ahead of the DSPT 20/21 submission.
6.3 Eight individuals with Subject Access Request responsibility within their role
have been provided with an online training refresher session and knowledge
check material. Training and awareness for Information Asset Owners
continues on a rolling basis and is undertaken via a workbook and knowledge
check. In total eight Information Asset Owners have had a requirement to
complete the workbook and knowledge check either for the first time, or as a
refresher, during the year.
7.0 Awareness Raising
7.1 A number of awareness raising activities about good information governance
have been undertaken through various communication mechanisms. A
summary of the activity is provided below:
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20/21

Communication Activity

Q1

• A reminder message about ensuring strong passwords and being
alert to the risks of phishing emails.
• Messages around home working given at Staff Briefing in May 2020.

Q2

• Awareness session at staff briefing on the new IG policy book, IG in
relation to MS Teams and working from home.
• Email Incidents Learning Lessons Infographic
• MS Teams IG and Records Management Q&A document

Q3

• Annual Data Security Awareness Level 1 training reminders,
including via Staff Briefing and Skyline.
• Black Friday and Cyber Monday awareness article.
• Interactive IG Advent Calendar covering key IG policy messages,
working from home, data security and top tips.
• Reminder to staff about completing annual Data Security Awareness
training.

Q4

• Reminder to staff about completing annual Data Security Awareness
training
• Spotlight on Data Protection Impact Assessment

7.2 The requirement for all staff to work from home over the entire financial year
2020/21, due to the pandemic, has been unprecedented. From an information
governance perspective it introduced new areas of risk in relation to the new
ways of working from the home environment. The collaborative communication
platform rolled out to support staff working in this remote way also represented
a new area of risk in relation to personal and confidential information.
7.3 Over the year the staff briefing messages, reminder messages and guidance
materials have had a focus on the risks relating to home working including
confidentiality of information, the risk of introduction of malware through
Phishing emails and the risks posed by the use of MS Teams.
8.0 Audits
8.1 Regular assurance of ongoing compliance with national and local information
governance requirements is undertaken regularly by the Information
Governance Team.
8.2 The Information Governance Team has not been able to conduct confidentiality
compliance checks on the CCG premises, due to staff working from home
during the pandemic. The confidentiality walk around will be scheduled to take
place on return to the office environment. The IG staff survey undertaken in
August 2020 (see Section 9.0) did however have a particular focus around the
home working environment.
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8.3 Access audits have been completed which included a network access audit and
a remote access audit. A number of areas of improvement were identified as a
result of the audit and an action plan prepared for improvements which could
be not immediately implemented.
8.4 The audit highlighted the need to remind staff and line managers of the
importance of following the leaver’s process and awareness raising through
Staff Briefing has been planned. Line Managers are responsible for notifying
the Service Desk (THIS) to revoke access to the network and other online
resources. This is clearly set out on the Employee Leaver Checklist which is
available on Skyline.
8.5 A data protection by design audit was carried out on key information systems
holding personal data to assess that appropriate technical and physical control
measures were being effectively and appropriately implemented. A number of
areas of improvement were identified as a result of the audit and an action plan
prepared for improvements which could be not immediately implemented.
8.6 A small data quality audit was carried out to check if the current quality of data
held by the CCG was consistent with best practice and record keeping
standards. The quality of data held within the client records within the Individual
Funding Request (IFR) service across NHS Wakefield CCG was assessed and
measured against CCG policies, procedures and best practice guidance. The
audit found an area of improvement and the IFR system provider has been
requested to carry out an update to the system.
9.0 Staff Survey
9.1 The annual IG staff survey 2020/21 was carried out in August 2020. Findings of
this survey provide an indication of staff understanding of information
governance arrangements and in turn help to focus awareness raising
activities.
9.2 Overall the response from staff was very encouraging, highlighted by all staff
(100%) feeling that data security and protection is important for the
organisation.
9.3 Areas identified for further development included raising awareness of:
•
•
•
•

How to send data securely
The safe disposal of paper based information in the home environment
The safe use of MS Teams and what information can be shared via MS
Teams
The IG Team and how to raise a query or concern.

9.4 The Information Governance Team has completed all of the above areas of
development through awareness raising articles in 2020/21.
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10.0 Information Risk Assurance
10.1 The Senior Information Risk Owner (SIRO) is responsible for the development
and implementation of the organisation’s information risk assurance, supported
by the IG Lead (Governance and Board Secretary) and the IG Team.
10.2 The CCG has annual information security and asset risk management work
activities which incorporate data flow mapping. These activities aim to ensure
that the organisation identifies, implements and manages controls to monitor
and reduce risk to the organisation, its person identifiable information and
critical information assets.
10.3 The Information Asset Owners have been supported by the IG Team to
complete the following:








Review of Information Asset Register
Identification and recording of new information assets
Risk assessment of how each asset is held
Identification of associated data flows
Risk assessment of the data flows
Business impact in terms of business continuity for any critical
information asset
 Identifying a clear legal justification for processing and flows of
personal identifiable information.
10.4 A total of 60 information assets are currently documented on the Information
Asset Register, 8 of which were deemed to be assets that support a critical
function.
10.5 The CCG’s Information Asset Register gives a broad risk score in relation to
each information asset identified. The register is reviewed and kept up to date
by the Information Asset Owners in collaboration with the IG Team. There were
no immediate risks reported that required remedial action. There were no risks
scoring above 12 for this period.
10.6 The data flow mapping work provides a mechanism of assurance that flows of
personal information out of the CCG have adequate security controls.
10.7 The findings of the data flow mapping have shown that there are no high or
significant risks in relation to flows of personal information into or out of the
CCG.
10.8 All information assets and data flows that involve the use or sharing of
confidential personal information have been reviewed to ensure a lawful basis
exists; this has been recorded on the Information Asset Register.
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11.0 Information and Cyber Security Controls and Protective Measures
11.1 The CCG’s IT network is managed by The Health Informatics Service (THIS)
and they are responsible for information management and technology services
and network security solutions.
11.2 THIS has had ISO Information Security Management System (ISO/IEC
27001:2013) certification for a number of years with three continuing
assessment days per year to ensure they continue to conform to the ISMS and
a full re-certification process every 3 years.
11.3 THIS provide a wide variety of technical, procedural and organisational controls
to prevent unauthorised physical access, damage or interference to CCG
premises and information assets. The CCGs data protection by design audit
tested some of these controls during 2020/21.
11.4 The CCG takes information security expertise from the THIS as part of the
Information Management and Technology (IM&T) service contract. THIS has a
dedicated Cyber Security team monitoring national alerts and managing day to
day risk and threats to cyber security and local IT systems.
11.5 THIS are responsible for deploying software on to the networked devices of the
CCG and in doing so only allow appropriately licensed and supported software
onto the devices and supported infrastructure.
11.6 THIS actively identifies software on the networked devices of the CCG that is
coming up to its support ‘end of life’ date and in collaboration with the CCG
agree a software replacement programme.
11.7 THIS confirmed that technical safeguards are in place to prevent users from
installing software on work supported devices themselves. Software can only
be installed by THIS technicians, ensuring that only supported software
versions are installed. This control helps to ensure that only supported
software is deployed and installed on CCG devices.
11.8 The NHS Digital IT Health Check undertaken by Dionach took place at the start
of February 2020 with a re-assessment in November 2020. A Data Security
Improvement Plan was developed at the time detailing actions required to
mitigate identified vulnerabilities. Completion of actions is monitored via the
Quarterly Service Account meeting with THIS.
12.0 Contractual Arrangements and Compliance with Information Governance
12.1 A due diligence exercise has been undertaken in relation to IT suppliers who
process personal information. Checks have included whether the supplier is
registered with the ICO, whether the supplier has completed and submitted a
DSPT in 2020/21 or in any previous year and whether the supplier holds Cyber
Essentials/Cyber Essentials Plus certification.
12.2 Existing IT suppliers have also been risk assessed to provide an indication as to
whether their information security certifications are adequate assurance, based
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on factors such as the nature of and volume of data processed. No high risk IT
suppliers have been identified, the results of risk assessments and basic due
diligence checks will be held on the Contracting files. The intention is that the risk
assessment is undertaken with any new IT suppliers as part of procurement.
13.0 Subject Access Requests
13.1 Under the Data Protection Act/General Data Protection Regulation all
individuals have the right to request a copy of all of their personal data held by
the CCG. This is called a subject access request. During 2020/21 a total of 6
subject access requests were received by the CCG and all were responded to
within the statutory time frame.
Total
Received

Requests completed
in full and information
sent to requestor
within the timescale
of 21 Days (NHS
target)

6

2

Request closed as
no consent was
received or No
records held

Requests
pending or waiting
for consent

4

0

14.0 Freedom of Information
14.1 The CCG received a total of 127 requests in 2020/21, which is an average of
11 requests per month. All but one response was sent within the statuary time
frame of 20 working days, as per the Freedom of Information Act 2000
requirement.

Year

Total
Requests

Q1

Total
Late

Q2

Total
Late

Q3

Total
Late

Q4

Total
Late

2020/21

127

25

1

48

0

21

0

33

0

2019/20

192

48

0

54

0

40

0

50

0

2018/19

191

54

0

66

0

29

0

42

0

2017/18

250

61

1

70

1

65

0

54

2

2016/17

275

68

1

63

1

66

0

78

1

2015/16

188

43

0

57

1

42

0

46

0

14.2 The CCG applied 7 exemptions in the 2020/21 financial year. These were:
 Section 40 (2) Exemption: response would contain personal information
 Section 43 (2) Exemption: commercial interests
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 Section 12 Exemption: cost
14.3 Yearly Comparison Graphs
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15.0 Incident Management
Incident

Information
Governance:
Consent
Confidentiality or
Communication

Total
16/17

Total
17/18

Total
18/19

Total
19/20

Q1
20/21

Q2
20/21

Q3
20/21

Q4
20/21

Total
20/21

Total

77

60

57

65

5

10

10

6

31

Breach
by third
party

59

51

20

48

5

7

6

2

20

Breach
by CCG

18

9

37

17

0

3

4

4
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Figures as at 4 May 2021

15.1 The above table shows the number of information governance related incidents
reported via the Datix system used by the CCG for incident management. The
figures include events that have resulted or could have resulted in the
disclosure of confidential information to an unauthorised individual, the integrity
of the system (cyber security), data or the availability of the system or
information being put at risk.
15.2 The total figure for incidents has decreased significantly from 2019/20 to
2020/21. It is worth noting that of the high number of CCG incidents in 2018/19
(37) this is reflective of the incidents reported by the Referral Support Service
during that financial year. Over this period of time a number of information
governance related incidents and near misses were reported by the Referral
Support Service (The Referral Information Support Hub) and work was
undertaken to review processes. The service ended in April 2019.
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15.3 The CCG holds regular ‘process review meetings’ with the aim of identifying
and improving processes which have caused breaches or near misses, or
which force staff to use workarounds which compromise data security.
16.0 Serious Incidents Requiring Investigation
16.1 There have been no ICO actions taken against the organisation in the last 12
months, such as fines, enforcement notices or decision notices.
16.2 During 2020/21 there was however one personal data-related incident that met
the threshold for reporting to the Information Commissioners Office as a serious
personal data breach requiring investigation, based on context, scale and
sensitivity. Details are shown in the table below.
Date of
incident
(month)

Nature of
incident

Number
affected

How patients
were informed

Lesson learned

July 2020

Confidential
patient
information was
emailed to a
member of the
public in error,
rather than
being emailed to
the patient’s
representative.

1 individual

A written
apology was
provided to the
patient’s
representative
by the
organisations
Senior
Information Risk
Owner (SIRO).

Awareness raising on
the risks relating to
email and safe email
practice, shared
verbally and in writing
with all staff.
Regular reminders to
staff about the risks of
emailing, provided at
regular intervals via
briefings and written
updates.

17.0 Information Sharing
17.1 The CCG has in place a number of data sharing and data processing
agreements. New agreements and updates to existing agreements have been
made during the year:
NHS Digital Data Sharing Assurance
•

Data Sharing Agreement for ‘pseudonymised’ General Practice
Extraction Service (GPES) data for COVID-19 planning purposes – An
application was approved at the end of August 2020 for pseudonymised
GPES data for planning purposes during the pandemic. The GPES data
collection is supported by the British Medical Association (BMA), Royal
College of General Practitioners (RCGP) and National Data Guardian
(NDG) and collects a specific set of patient data from GP Practices in
England on a fortnightly basis. The DSA has since been renewed due to
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•

•

extension of the Control of Patient Information Regulations 2002 notice to
the end of September 2021.
Data Sharing Agreement for Pseudonymised Commissioning Data
West Yorkshire Wide – updates were made to the agreement to include
NHS Leeds CCG and to reflect the merger of NHS Greater Huddersfield
CCG and NHS North Kirklees CCG.
Data Sharing Agreement for Risk Stratification, Invoice Validation and
Commissioning Data - Due to the eMBED contract ceasing at the end of
March 2020, the agreement was updated by NHS Digital to remove eMBED
and Dr Foster. The updated agreement was approved by the CCG. For
information, commissioning data now falls under the NHS Digital West
Yorkshire Wide agreement which supports collaborative working across the
CCG’s.

Local Data Sharing Assurance
•

•

•

•

•

•

Data sharing agreement between the CCG (WYHHCP) and NHS
England and NHS Improvement relating to NHS England’s sharing of
standard monthly and quarterly performance management and
monitoring aggregate data reports from the Cancer Waiting Times
Database - These are shared as routine by NHS England with data leads of
each of the Cancer Alliances.
Data Sharing Agreement between the CCG and Wakefield Council - to
support sharing of NHS Digital Shielded Patient List (patients who are
Extremely Clinically Vulnerable to COVID-19).
Data Sharing Agreement between NHS Wakefield CCG and Wakefield
GP Practices to support mobilisation of intelligence gathering across
and for the Wakefield place in relation to the delivery of the Covid-19
Vaccination Programme – Relates to extraction of both aggregate data
and patient ‘row’ level data (which includes a ‘Reporting Unit Patient ID’)
relating to Covid-19 vaccination status by cohort. The agreement will end,
and the data will be deleted, when the Control of Patient Information
Regulations 2002 notice ends.
Data Sharing Agreement between Kings Hub Collaboration and NHS
Wakefield CCG to support the COVID-19 ES Vaccination Programme
collaborative working - due to the Practices using the S1 Unit (Emergency
Planning) which belongs to the CCG for the booking system.
Wakefield District Multi-Agency Safeguarding Hub (MASH) Information
Sharing Agreement – The review of this agreement was led by Wakefield
Council. NHS Wakefield CCG is a signatory organisation.
Data Sharing Agreements were put in place between NHS Wakefield
CCG and The Mid Yorkshire Hospitals NHS Trust - Relating to read-only
access to The Mid Yorkshire Hospitals NHS Trust SystmOne Unit by
Continuing Health Care at NHS Wakefield CCG and relating to the sharing
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of patient health and care information to ensure clinical needs were met as
part of CHC Care Package implementation.
18.0 Top Three Data Security and Protection Risks
18.1 The DSPT mandates that organisations identify their top three Data Security
and Protection risks. During 2019/20 work was undertaken to identify the top
three risks using the Information Commissioner’s Office incident categories to
identify areas of data security ‘threat’, indicative intelligence from past data
security related incidents across the group of four CCGs supported by the IG
service and current data security threats identified by UK businesses.
The CCG IG Lead agreed that for 2020/21 the top three risks previously
identified continue to remain the top data security and protection risks faced:18.2 The top three risks to the CCG are
a. successful cyber-attacks, due to the escalating threat of cyber-crime
across all sectors
b. the risk of staff being the target of, and being manipulated into responding
to, social engineering fraud, including phishing campaigns and,
c. the risk of confidential personal data and commercially sensitive
information being sent by email to an incorrect recipient or recipients,
resulting in a breach of confidentiality and potential for damage and
distress to individuals, reputational damage to the organisation and
regulatory action under data protection legislation.
18.3 The treatment plans include continuing awareness via Staff Briefing sessions
and Skyline to ensure all staff remain sighted on the risk. They will continue to
be managed in line with the Integrated Risk Management Framework.
19.0 Summary
19.1 The last year has proven to be one of challenge, from responding to pandemic
related queries, data sharing and staff awareness activities to responding to the
usual routine queries and support activities, and working on the delivery of the
DSPT, which was not released until December 2020.
19.2 The cyber threat increased and evolved with the pandemic, as criminals took
advantage of the world wide crisis. The need for vigilance amongst staff was
heightened in relation to email Phishing and other forms of scam. Likewise the
need for robust technical, organisational and procedural controls to minimise
the cyber threat has been and remains crucial. The DSPT has provided a level
of assurance in relation to Cyber-security controls. Awareness raising of good
data security practice as well as cyber and data security risk, continues to be a
priority.
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20.0 Next Steps
20.1 The main priorities for 2021/22 are:
•
•
•
•
•
•
•

Submitting the Data Security Protection Toolkit 2020/21 by 30 June 2021.
Implementing the requirements of, and meeting compliance with, the Data
Security Protection Toolkit 2021/22.
Ensuring that the CCG is compliant, and continues to remain compliant,
with the General Data Protection Regulation and Data Protection Act
2018.
Supporting and advising on information sharing activities that support
business intelligence strategy and the CCGs ongoing response to the
COVID-19 pandemic.
Continuing to focus on raising staff awareness of cyber risks and good
data security practices, in particular with the use of Teams and O365.
Supporting and advising the organisation on the information governance
requirements to safely dissolve the CCG.
Continuing support to Information Asset Owners and SIRO.

20.2 The IG Annual Work Plan 2021/22 will set out the programme of work and will
be aligned with the requirements of the 2021/22 Data Security and Protection
Toolkit. The IG Lead and IG Team will again look to developing a risk based
approach to the deliverables on the work plan.
21.0 Recommendation
21.1 Members of the committee are invited to:
a. Note the content of the Senior Information Risk Owner and Freedom of
Information Annual Report 2020/21
b. Note the priorities for IG in the 2021/22 financial year
c. Recommend the Senior Information Risk Owner and Freedom of
Information Annual Report 2020/21 to the Governing Body for approval
subject to updates currently ongoing to finalise the Data Security and
Protection Toolkit annual submission.
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Executive Summary
Purpose
The purpose of this paper is to seek approval from the Governing Body to an updated Wakefield
Mental Health Alliance Partnership Agreement, incorporating an updated Terms of Reference for
the Alliance Partnership. Subject to the Governing Body’s approval, the intention is to present
the Agreement to the Wakefield ICP Board at its 22 June 2021 meeting.
Background
A previous Alliance Agreement was prepared several years ago. This has been updated and
simplified, along with the Terms of Reference, particularly in relation to:
•
•
•
•
•
•

Reduction in the use of legal-type language.
Focus more on principles, objectives and ways of working between partners.
Updated governance arrangements in context of the development of the Wakefield ICP.
Take account of the learning from 2 years of prioritisation processes for spend against the
Mental Health Investment Standard.
Take account of a way of working that incorporates focused task and finish groups.
Clarify the roles, responsibilities and expectations of Alliance partners.

It was also considered important that we had an updated version as a strong basis to move
forward on in the context of further changes from 1 April 2022.
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Executive Summary
Consultation and Outcome
A draft updated version was shared with Alliance partners and there has been wide consultation
over a period of 1 month involving Alliance partners and the wider membership of the Alliance
Stakeholder Group. Following this, a further draft Partnership Agreement incorporating
consultation comments was presented to the Alliance meeting in May 2021, with a request that
partners check that their Governing Bodies could support being signatures to this version. No
further comments have been received from partners.
The additional members (compared to the original Alliance Agreement) to the Alliance
Partnership membership, due to contract thresholds being ‘achieved’, include: Primary Care
Networks; Wakefield Safe Space; Wakefield Positive Mental Health Network. The Wakefield
Public Health Team have helpfully agreed to continue to be a co-opted partner in a non-voting
advisory capacity.
Wakefield Mental Health Alliance members:
South West Yorkshire Partnership NHS Foundation Trust
Nova Wakefield
Mid Yorkshire Hospitals NHS Trust
Alzheimer’s Society
Turning Point Talking Therapies
Wakefield MDC
Wakefield Safe Space
Wakefield PCNs
Kooth
Young Lives
Wakefield Clinical Commissioning Group
Has the issue been considered at any other meetings?
The current Terms of
Name of meeting
Reference were agreed in
Meeting Date
the CCG Governing Body.
Name of meeting

Meeting Date

Recommendations
The Governing Body is asked to approve the updated Wakefield Mental Health Alliance
Partnership Agreement, incorporating an updated Terms of Reference.

Decision ☒

Assurance ☐

Discussion ☐
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Other:

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Has a Data Protection Impact Assessment
(DPIA) been completed?
Strategic Objectives
(which of the CCG
objectives does this
relate to?)
Legal / CCG
Constitutional
Implications

Organising ourselves
to deliver for our
patients
Not applicable.

Not applicable.

Not applicable.

Not applicable.

Yes ☐

No ☐

Risk (include risk
number and a brief
description of the
risk)
Conflicts of Interest
(include detail of any
identified / potential
conflicts)
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N/A ☒

Not applicable.

Included in the Terms
of Reference and
Memorandum of
Understanding.

DATED

2021

WAKEFIELD MENTAL HEALTH ALLIANCE PARTNERSHIP AGREEMENT
BETWEEN
ALZHEIMER’S SOCIETY
MID YORKSHIRE HOSPITALS NHS TRUST
NOVA WAKEFIELD
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST
TURNING POINT TALKING THERAPIES
WAKEFIELD CLINICAL COMMISSIONING GROUP
WAKEFIELD COUNCIL
WAKEFIELD PRIMARY CARE NETWORKS
WAKEFIELD SAFE SPACE
KOOTH
POSITIVE MENTAL HEALTH NETWORK
YOUNG LIVES CONSORTIUM
WAKEFIELD MENTAL HEALTH ALLIANCE CORE TEAM
WAKEFIELD PUBLIC HEALTH TEAM

1

CONTENTS
SECTION A BACKGROUND…………..………………………………………………….3
1.

BACKGROUND ............................................................................................... 3

2. STATUS AND PURPOSE OF THIS AGREEMENT .............................................. 3
3.

ANNUAL REVIEW ........................................................................................... 4

SECTION B: ALLIANCE PRINCIPLES & OBJECTIVES ............................................ 5
1.

ALLIANCE OBJECTIVES AND SUPPORTING PRINCIPLES......................... 5

2.

ALLIANCE PRINCIPLES ................................................................................. 5

SECTION C: ALLIANCE MEMBERSHIP, ROLES AND RESPONSIBILITIES ........... 7
1.

ALLIANCE MEMBERSHIP .............................................................................. 7

2.

ALLIANCE MEMBER ROLES AND RESPONSIBILITIES ............................... 8

SECTION D: ALLIANCE GOVERNANCE ................................................................ 10
1.

ALLIANCE GOVERNANCE ........................................................................... 10

SECTION E: PRIORITISATION OF THE MENTAL HEALTH INVESTMENT
STANDARD FOR WAKEFIELD ............................................................................... 12
1.

MENTAL HEALTH INVESTMENT STANDARD ............................................ 12

2.
MENTAL HEALTH ALLIANCE WORK PROGRAMME APPLICATION
PROCESS................................................................................................................ 12
3.

MENTAL HEALTH ALLIANCE WORK PROGRAMME PRIORITISATION .... 12

4.

WORK PROGRAMME PRIORITISATION GOVERNANCE PROCESS ........ 13

5.

ALLIANCE WORK PROGRAMME SUPPORTING PRINCIPLES ................. 14

6.

SERVICE CONTRACTS ............................................................................... 14

APPENDIX A: TERMS OF REFERENCE …………….………………………………..15
APPENDIX B: ALLIANCE DISPUTE RESOLUTION PROCEDURE………………….24

2

THIS AGREEMENT is made the

day of

2021

BETWEEN the parties listed in SECTION C
SECTION A: BACKGROUND
1. Background
The Wakefield Mental Health Alliance Partnership is a partnership of mental health
providers and commissioners in the District of Wakefield. The Alliance was formed in
June 2018 under the auspices of the Wakefield Integrated Care Partnership (ICP),
having oversight of the delivery of the NHS Long Term Plan ambitions for Mental
Health and to achieve improvement of mental health services for the population of
Wakefield.
(A)

This Agreement should be read in conjunction with the Wakefield Mental
Health Alliance Partnership Terms of Reference, which sets out the full
context and purpose of the Alliance.

(B)

This Agreement is an integral part of the ICP vision to promote partnership
working to deliver person centred care.

(C)

Over the period of this Agreement, we will work together positively and in
good faith in accordance with the Alliance Principles to achieve the Alliance
Objectives.

2. Status and Purpose of This Agreement
1.1

This Agreement is not an NHS Contract pursuant to section 9 of the
National Health Service Act 2006.

1.2

We have agreed to form an Alliance with the aim of ensuring the most
effective use of resources across the Wakefield mental health system.

1.3

We recognise that the successful implementation of the Alliance
objectives will require strong relationships and the creation of an
environment of trust, collaboration and innovation.

1.4

This Agreement has the aim of ensuring that there is openness and
transparency in our Alliance principles and ways of working.

1.5

This Agreement sets out the key principles we have agreed with each
other through the development of the Mental Health Alliance Partnership
work programme prioritisation process.

1.6

This Agreement will supplement and operate in conjunction with:
1.6.1

Wakefield Mental Health Alliance Partnership Terms of
Reference

1.6.2

Wakefield Integrated Care Partnership Terms of Reference

1.6.3

NHS white paper Integration and Innovation: working together
to improve health and social care for all
3

1.7

The terms of this Agreement are set out in the following sections:
(a)

SECTION B: sets out the objectives and supporting principles of
the Alliance.

(b)

SECTION C: sets out the terms of membership, roles and
responsibilities of Alliance members.

(c)

SECTION D: sets out the governance of the Alliance.

(d)

SECTION E: Details the Prioritisation of the Mental Health
Investment Standard for Wakefield

3. Annual Review
This agreement will be reviewed and updated by the Alliance on an annual
basis to ensure that all information detailed in this Agreement is both relevant
and correct. The next review date is March 2022.
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SECTION B: ALLIANCE PRINCIPLES & OBJECTIVES
1.

Alliance Objectives and Supporting Principles
1.1

The Alliance Objectives agreed by us are to ensure that there is an
efficacious Wakefield mental health service offer tailored to the needs
of the Wakefield population.

1.2

We will have oversight of the NHS Long Term Plan Mental Health
ambitions for Wakefield.

1.3

We will have responsibility for the annual prioritisation of the Mental
Health Investment Standard (MHIS) for Wakefield through an open and
transparent process as outlined in section: E

1.4

We will strive to tackle health inequalities and ensure that we are driven
by the voices of Wakefield users and carers.

1.5

We have agreed the following:

1.6

2.

(a)

people can access information and advice that is clear, up to date
and consistent;

(b)

care and support is responsive, timely and joined up;

(c)

support is provided by caring, considerate people with the right
skills;

(d)

people are encouraged and supported to be healthy; and

(e)

people are assured that services and resources are efficient
and benchmark well against other similar services.

We acknowledge that we will have to make decisions together in order
for our Alliance to work effectively.

Alliance Principles
2.1

In consideration of the mutual benefits and responsibilities under this
Agreement, we will work together to perform the responsibilities set out
in this Agreement and, in particular, achieve the Alliance Objectives and,
subject to and in accordance with the provisions of this Agreement, each
partner will work towards a shared vision of integrated service provision;
2.1.1

work together to tackle inequalities in access, outcomes and
experience.

2.1.2

commit to delivery of system outcomes in terms of clinical
matters, patient experience and financial matters;

2.1.3

commit to work together and to make system decisions on a
Best for Wakefield basis;
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2.1.4

take responsibility to make unanimous decisions where
possible on a Best for Wakefield basis;

2.1.5

always demonstrate the Wakefield users’ best interests are at
the heart of our activities;

2.1.6

adopt an uncompromising commitment to trust, collaboration,
innovation and mutual support;

2.1.7

establish an integrated collaborative team environment to
encourage open, honest and efficient sharing of information,
subject to competition law compliance;

2.1.8

adopt collective ownership of risk, including identifying,
managing and mitigating all risks in performing our respective
obligations in this Agreement; and

2.1.9

co-produce with others, especially user voices, families and
carers, in designing and delivering the services.

2.1.10

Uphold the Alliance values of
Honesty
Integrity
Ambition
Mutual respect
Develop unity and critical enquiry
Deliver what we say

•
•
•
•
•
•
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SECTION C: ALLIANCE MEMBERSHIP, ROLES AND RESPONSIBILITIES
1. Alliance Membership
1.1 Alliance membership is granted to all organisations who commission or are
commissioned by Wakefield Health Commissioners to deliver mental health
care for Wakefield residents to a value of at least £100,000.00 per annum.
1.2 Membership organisations will select the appropriate representatives within
their respective organisations to join the Wakefield Mental Health Alliance
Partnership, ensuring that their organisational representative in attendance
has the seniority to make decisions on behalf of their respective
organisation.
1.3 At the time of this agreement Alliance member organisations are as follows:
•

Wakefield Mental Health Alliance core team (devolved
accountabilities from Wakefield CCG and hosted by
SWYPFT).

•

Wakefield CCG

•

Wakefield Council

•

South West Yorkshire Partnership NHS Foundation Trust

•

Turning Point

•

Mid Yorkshire Hospitals NHS Trust

•

NOVA

•

Kooth

•

Alzheimer’s Society

•

Young Lives Consortium

•

PCNs (for the 16-25 contract)

•

Wakefield Safe Space

•

Wakefield Public Health Team
Positive Mental Health Network

•

1.4 Where a member no longer meets the membership conditions as set out
above or is in breach of this agreement, the Alliance reserves the right to
revoke that organisations membership.
1.5 For all intents and purposes membership is granted on an organisational,
rather than an individual basis.
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1.6 The Alliance is based upon mutual understanding and accountability and
as such there is no hierarchy between Alliance members.
1.7 All Alliance members have equal responsibilities as per this agreement.
1.8 It is recognised that other organisations are effectively engaged through the
delivery mechanisms and governance structure however, other
members/attendees may be co-opted or attend as necessary This may
include but is not limited to representatives from the following functions:
•

Service improvement

•

Finance

•

Quality

•

User Voice

1.9 It is an expectation that all members will meet the member roles and
responsibilities as set out in section C.

2. Alliance Member Roles and Responsibilities
2.1 As members of the Wakefield Mental Health Alliance Partnership, we
commit to work to a model of collaboration, partnership and integration as
outlined in the NHS White Paper and will conduct ourselves in a manner
that aligns with this ambition
2.2 We will lead the necessary culture change across the wider Wakefield
system to ensure that the Alliance work programme delivers positive
outcomes for service users, modelling the Alliance principles as set out in
section B paragraph 2.1
2.3 We will provide constructive challenge to our peers where we have identified
a need to improve outcomes for service users.
2.4 Where challenges arise, we will endeavour to seek solutions that draw on
our collective resources, and ensuring a Best for Wakefield service offer
2.5 We will contribute to the resolution of disputes where appropriate and
address any dependencies
2.6 In line with our principle of honesty We will openly declare any conflict of
interest to mitigate against the risk that an individual’s ability to apply
judgement or act as a member of the Alliance is, or could be, impaired or
influenced by a secondary interest.
2.7 To meet the Alliance objectives, we have a responsibility to:
2.7.1 take an active role in the monthly Wakefield Mental Health
Provider Alliance Partnership meetings as set out in the Terms of
Reference;
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2.7.2 attend (where appropriate) Alliance task and finish group(s), coopting additional organisational representatives as appropriate;
2.7.3 commit to the delivery of agreed actions through both the Alliance
partnership meeting and associated task and finish groups;
2.7.4 take an active role in the Alliance work programme prioritisation
process as detailed in section E;
2.7.5 feed information into the Alliance from both our respective
organisations and wider stakeholders to ensure that it continues
to operate in a manner that is informed by and representative of
the wider Wakefield system;
2.7.6 champion the work of the Alliance both within our respective
organisations and with wider stakeholders, cascading information
from the Alliance as appropriate.
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SECTION D: ALLIANCE GOVERNANCE

1.

Alliance Governance
1.1

The Alliance will be chaired by the Director of Provider Development
(SWYPFT). The Associate Director for Mental Health Transformation
(Wakefield Mental Health Alliance) will act as Deputy Chair

1.2

The diagram below details the Alliance Governance structure at the time
of this Agreement and demonstrates the Alliance commitment to both
the Wakefield Integrated Care Partnership and West Yorkshire
Integrated Care System.

1.3

The Alliance reports directly to the Wakefield ICP and represents the
Wakefield mental health system in that forum.
1.3.1

1.4

The Chair of the Wakefield Mental Health Alliance is an active
member of both the Wakefield ICP and West Yorkshire ICS.

The Alliance has no authority to bind any partner against its will. Each of
the partner representatives will have appropriate delegated authority
from their organisation in order to make decisions on behalf of that
partner.

10

1.5

The Alliance will not make decisions on any matters that fall within the
statutory functions of the CCG, Council, or any of the partner members.

1.6

Annual prioritisation of Health Investment Standard funding will be
presented to the ICP for recommendation to the Wakefield CCG
Governing Body for Approval

1.7

In year non recurrent slippage expenditure decisions must be approved
by the CCG Governing Body or through delegated authority where this
has been agreed.

1.8

The Alliance has accountability for the totality of the Wakefield CCG
‘mental health’ expenditure and is accountable to the ICP and CCG
Governing Body for that expenditure.

1.9

The Partnership is the group responsible for leading the Alliance. It will
have other duties and the authority and accountability defined in its
Terms of Reference.
1.9.1

The terms of reference for the Alliance Partnership Group shall
be as set out in Appendix A (Wakefield Mental Health Alliance
Partnership Group – Terms of Reference.

1.10

The Alliance will work within the mandate of organisational governing
bodies.

1.11

The Mental Health Stakeholder Group comprises wider stakeholders
with a vested interest in mental health who do not meet the Alliance
membership criteria.
1.11.1

1.12

We will consult with the Mental Health Alliance Stakeholder
Group to inform the work of the Alliance and the prioritisation of
the Mental Health Investment Standard for Wakefield.

The Mental Health Alliance Partnership may establish groups to support
it in its role. The scope and membership of those groups will be
determined by the Alliance.
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SECTION E: PRIORITISATION OF THE MENTAL HEALTH INVESTMENT
STANDARD FOR WAKEFIELD

1.

2.

Mental Health Investment Standard
1.1

Each CCG across England is required to meet the Mental Health
Investment Standard (MHIS). This means that CCGs should increase
investment in mental health services at a faster rate than their overall
increase in funding allocation each year.

1.2

In Wakefield the Wakefield Mental Health Alliance Partnership Group is
responsible for prioritising how new investment into mental health
services under the MHIS will be spent. This is done through the annual
Mental Health Alliance work programme prioritisation process.

Mental Health Alliance Work Programme Application Process
2.1

Under this agreement all Alliance members must take an active role in
the work programme prioritisation process, meeting their responsibility
to score all proposals as detailed below.

2.2

The Alliance work programme prioritisation process takes place at the
end of each financial year to inform the work programme for the year
ahead.

2.3

The Alliance work programme prioritisation has been developed to be as
inclusive and open as possible.

2.4

Members of both the Wakefield Mental Health Alliance and wider
stakeholder group are invited to submit applications to the Wakefield
Mental Health Alliance work programme
2.4.1

2.5

Anyone wishing to apply to the work programme will be provided with
the scoring criteria and total funding available in advance of the
application deadline.

2.6

All applications to the work programme must be submitted on the work
programme prioritisation pro forma within the agreed time frame
2.6.1

3.

Applications may be made on either a recurrent or nonrecurrent basis (also on a non-recurrent basis ‘in year’, as
funding may become available).

The Alliance reserves the right to not accept any applications
made after the application deadline.

Mental Health Alliance work programme prioritisation
3.1

All applications are circulated to Alliance members.
12

3.2

3.3

All members of the Wakefield Mental Health Alliance must score every
application against the following criteria within an agreed timeframe:
(a)

Supports achievement of the NHS Long Term Plan

(b)

Evidence of demand/need

(c)

Clearly articulated benefits and outcomes

(d)

Deliverability

(e)

Financially proportional to expected return

3.2.2

Scoring is to be completed (only) by Alliance members who
meet the membership criteria as outlined in section C.

3.2.3

Alliance members are asked to consider feedback provided by
wider Wakefield Stakeholders when scoring each application.

3.2.4

All members are reminded of their responsibility to have
oversight of the Wakefield NHS Long Term Plan ambitions for
mental health.

Only one set of scores will be accepted per Alliance member
(organisation).
3.3.1

4.

Where more than one individual has participated in the scoring
process on behalf of a member (organisation), each
organisation must reach an agreed consensus before
submitting their scores to the Alliance leadership team.

3.4

The Alliance Chair does not partake in the Alliance scoring process,
remaining a neutral party throughout the scoring process.

3.5

To mitigate against any organisational bias, the highest and lowest
scores for each proposal are omitted before placing in order of scores
received.

3.6

Once scores have been adjusted to account for organisational bias,
proposals are ranked in order of score received against the funding
available to develop the recommended work programme.

Work Programme Prioritisation Governance Process
4.1

The Alliance reserves the right to adjust the prioritised schemes where
there is:
4.1.1

a risk that proceeding with the proposed work programme
would result in Wakefield not meeting its statutory obligations
under the NHS Long Term Plan.

13

4.2

4.3

5.

concern that the proposed work programme does not meet the
Alliance principles as outlined in section B.

4.1.3

where there is a conflict of interest that has not been disclosed
prior to scoring.

4.1.4

Any adjustment made to the proposed work programme will be
discussed with Alliance members at the Mental Health Alliance
Partnership Group prior to taking the proposed work
programme through the formal governance process.

Before final confirmation of the Alliance work programme, the Alliance
leadership team must first present to:
4.2.1

the Wakefield Integrated Care Partnership Board to gain their
support

4.2.2

the CCG Governing Body for final ratification

The Allocation of any financial slippage is approved through delegated
authority on behalf of the CCG Governing Body as determined by the
Governing Body at the start of each financial year.

Alliance Work Programme Supporting Principles
5.1

6.

4.1.2

Each partner commits to the following principles in the delivery of our
work programme:
5.1.1

Funding to follow spend.

5.1.2

If a work programme does not spend funding as per the
planned start date, any slippage will come back to the Alliance
to fund further priorities.

Service Contracts
6.1

Each partner must perform their respective obligations under, and
observe the provisions of, any Services Contract to which they are a
party.

6.2

Nothing in this Agreement waives any other contractual obligations that
organisations have.

6.3

Where any Provider Participant has any other contract for services
with any of the Commissioner Participants, the Provider Participant
concerned will ensure that there is no duplicated recovery of charges
for the same service or resource, nor is any activity moved between
contracts to provide a financial advantage to that Provider Participant.
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SIGNING THIS AGREEMENT
In signing this agreement, we acknowledge and confirm that as at the date of
this Agreement we have obtained all necessary authorisations to enter into this
Agreement.
As a member of the Wakefield Mental Health Alliance Partnership we commit
to the Alliance principles and ways of working as detailed in this agreement.

NAME………………
DATE………………….
SIGNING ON BEHALF OF (Organisation)…………………….
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APPENDIX A
Wakefield Mental Health Alliance Partnership

Terms of Reference
1.

Introduction
1.1 This document outlines the purpose and functions of the Wakefield Mental
Health Alliance Partnership.

2.

Context and Purpose
2.1 The purpose of the Wakefield Mental Health Alliance Partnership (the Alliance)
is to have oversight of:
• Delivery of the NHS long-term plan for Mental Health in Wakefield.
• Delivery of other programmes of work as deemed a priority by the
Alliance, or have been delegated by the Wakefield Integrated Care
Partnership (ICP).
• Delivery of the mental health investment standard (MHIS) through a
collaborative approach with members.
• Delivery of joined up care. Aiming to ensure that people are not falling
between gaps in services, working together across organisational
boundaries to deliver ‘person centred’ care.
• Take Asset based approaches: Aiming to consider the ‘whole’ person,
taking a holistic approach. Support a focus on wellbeing and
prevention. Build upon existing assets. Develop the community, faith
and arts offer.
• Meeting the changing needs of Wakefield residents. Identify any
unmet needs. Make informed decisions about services using the
collective knowledge, data, and experience from across the Alliance.
• Delivery of services that are tailored to the Wakefield population, and
are provided within the context of agreed Wakefield health and care
strategies e.g. Wakefield Families Together; Primary Care Network
(PCN) strategies; and agreed West Yorkshire Health and Care
Partnership (ICS) strategies.
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•

•

Ensure system resilience: Work as a Wakefield ‘mental health system’
to limit duplication and supporting clarity of care pathways between
services. Ensure the most effective use of resources. Evaluate
projects to evidence the impact of the work undertaken.
Meet the Alliance Objectives as outlined in the Alliance Agreement.

2.2 The Alliance will implement the vision and direction for integrated mental health
care and closer collaborative working between the mental health providers and
stakeholders in the context of the NHS white paper Integration and Innovation:
working together to improve health and social care for all, published 11 February
2021.
3.

Values
3.1 As system partners we will also sign up through our Alliance principles of
working together the following values in our dealings with each other:
• Honesty
• Integrity
• Ambition
• Mutual respect
• Develop unity and critical enquiry
• Deliver what we say

4.

Role
4.1 The Alliance will:
• Provide leadership and direction to support the ‘mental health system’,
and wider stakeholders.
• Support innovation and any necessary change in culture/behaviour
change between all parties.
• Continue to drive forward closer partnership working in order to achieve
greater consistency and integration of service pathways, leading to
improved outcomes for service users and their families.
• Facilitate transparency about services in scope of the Alliance including
performance and financial positions.
• Prioritise spend against the mental health investment standard.
• Evidence outcomes of new Alliance investment and the outcomes of
existing historical Alliance spend.

5.

Governance and accountability
5.1 The diagram below details the current Alliance Governance structure and
demonstrates the Alliance commitment to both the Wakefield Integrated Care
Partnership and West Yorkshire Integrated Care System.
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5.2 The Alliance reports directly to the Wakefield ICP and represents the
Wakefield mental health system in that forum.
5.3 The Chair of the Wakefield Mental Health Alliance is an active member of
both the Wakefield ICP and West Yorkshire ICS.
5.4 The Alliance has no authority to bind any partner against its will. Each of the
partner representatives will have appropriate delegated authority from their
organisation in order to make decisions on behalf of that partner.
5.5 The Alliance will not make decisions on any matters that fall within the
statutory functions of the CCG, Council, or any of the partner members.
5.6 Annual prioritisation of Health Investment Standard funding will be presented
to the ICP for recommendation to the Wakefield CCG Governing Body for
Approval
5.7 In year non recurrent slippage expenditure decisions must be approved by
the CCG Governing Body or through delegated authority where this has been
agreed.
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5.8 The Alliance has accountability for the totality of the Wakefield CCG ‘mental
health’ expenditure and is accountable to the ICP and CCG Governing Body
for that expenditure.
5.9 The Partnership is the group responsible for leading the Alliance. It will have
other duties and the authority and accountability defined in its Terms of
Reference.
5.10
The Alliance will work within the mandate of organisational governing
bodies.
5.11
The Mental Health Stakeholder Group comprises wider stakeholders
with a vested interest in mental health who do not meet the Alliance
membership criteria.
5.12
We will consult with the Mental Health Alliance Stakeholder Group to
inform the work of the Alliance and the prioritisation of the Mental Health
Investment Standard for Wakefield.

6.

Responsibilities
6.1 In fulfilling its role, the Alliance will:
• Develop, through co-production, the vision and the programme for the
Alliance.
• Develop a work plan for the Alliance that delivers the Mental Health Long
Term Plan ambitions.
• Develop a shared understanding of the mental health assets and
resources available and identify ways to maximise the use of those
resources.
• Develop and maintain a relationship with wider stakeholders, user voices
and carers which enables them to influence decision making.
• Ensure delivery of the Mental Health elements of the ICP priorities.
• Commit to the principles and ways of working contained within the
Alliance Partnership Agreement.
• Ensure all collective and individual due diligence and governance
procedures are adhered to.
• Ensure risks are assessed and assure that mitigating actions are in
place within a programme management approach.
• Report and be accountable to the ICP regarding progress and any
issues for escalation.
• Develop and account for responses at ‘place level’ to national or West
Yorkshire ICS Transformation funding allocations.

19

7.

Membership
7.1 Alliance membership is granted to all organisations who commission or are
commissioned by Wakefield Health Commissioners to deliver mental health
care for Wakefield residents to a value of at least £100,000.00 per annum.
7.2 Membership organisations will select the appropriate representatives within
their respective organisations to join the Wakefield Mental Health Alliance
Partnership, ensuring that their organisational representative in attendance
has the seniority to make decisions on behalf of their respective organisation
7.3 The Alliance comprises partners that will form the Mental Health Alliance
Partnership according to the criteria outlined in the Partnership Agreement.
At the time of writing this comprises:
• Wakefield Mental Health Alliance Core Team
• Wakefield CCG
• Wakefield Council
• South West Yorkshire Partnership NHS Foundation Trust
• Turning Point
• Mid Yorkshire Hospitals NHS Trust
• NOVA
• Kooth
• Alzheimer’s Society
• Young Lives Consortium
• PCNs (for the 16-25 contract)
• Wakefield Safe Space
• Wakefield Public Health Team
• Positive Mental Health Network

7.4 It is recognised that other organisations are effectively engaged through the
delivery mechanisms and governance structure however, other
members/attendees may be co-opted or attend as necessary.
7.5 This may include but is not limited to representatives from the following
functions:
•
Service improvement
•
Finance
•
Quality
•
User Voice

8.

Frequency of Meetings
8.1 Meetings of the Alliance will be held monthly as a minimum, although the
frequency may be varied subject to agreement by the Group. It is envisaged
that meetings will be held for approximately 2 hours. This will be reviewed on
a regular basis.
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9.

Quorum
9.1 The Alliance will be quorate if 8 of the 13 organisations are in attendance and
includes representation from the Alliance Core Team.

10.

Expectations of Alliance members
10.1 Each member of the Alliance is responsible for:
• Committing to regular attendance and the delivery of agreed actions.
• Having an organisational mandate to be able to commit to actions and
resources to deliver the programme of work.
• Modelling the expected behaviours required to deliver the Alliance
Objectives as outlined in the Alliance Agreement. .
• Understanding and managing the impact of change in their sphere of
responsibility.
• Ensuring the integrity of benefits and achievement.
• Owning the resolution of risks and issues that the work programme
faces.
• Supporting effective management of stakeholder relationships.
• Contribute to the resolution of disputes where appropriate and
dependencies.
• Take responsibility for cascading up and down, and between their own
organisation/ networks and the Alliance to ensure they have the
opportunity to influence and are informed by the discussions within the
Alliance.
• Work with other members of the Alliance in an integrated way where
appropriate to deliver the Alliance programmes of work.
• Actively participate in the Alliance prioritisation process.
• Attend 2/3 of all Alliance meetings

11.

Decision making and voting
11.1 The Alliance will aim to achieve consensus for all decisions. Given the
nature of the group, securing support of all partners will be critical to the
success of most of service/pathway changes where agreed.
11.2 In those circumstances where consensus cannot be reached and a decision
must be taken, the issue may be put to a vote. Before a vote can be
considered, however, all partners must have agreed that it is appropriate to
determine the issues in this manner.
11.3 Each organisation represented will have one vote regardless of the number
of representatives of that organisation who are in attendance.
11.4 Where a decision cannot be secured through consensus, and where a vote
is not determined to be appropriate, the issue will be escalated to of Note the
Integrated Care Partnership.
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12.

Chair
12.1 Sean Rayner, Director of Provider Development, SWYPFT, will formally act
as Chair. Michele Ezro, Associate Director – Mental Health Transformation
(Wakefield Mental Health Alliance), will act as Deputy Chair, with administrative
support from the Alliance Core Team.

13.

Sub- Groups
13.1The Mental Health Alliance Partnership may establish groups to support it in
its role. The scope and membership of those groups will be determined by
the Alliance.

14.

Administration
14.1 The Alliance Core Team will be responsible for ensuring that the Alliance has
all the administrative and programme support and advice that it requires.
14.2The Alliance Core Team shall provide administrative support and advice
including but not limited to:
14.2.1 taking the minutes and keeping a record of matters arising and issues
to be carried forward.
14.2.2 advising the representatives as appropriate on best practice, national
guidance, and other relevant documents.
14.2.3 Oversight of investment funds.

15.

Reporting
15.1 The minutes of the Alliance will be agreed by the Chair and circulated to all
members for approval and ratification.
15.2 Minutes will be circulated to the parties’ boards / governing bodies through
their own organisation’s governance routes.
15.3 Reports and papers will ordinarily be circulated a week in advance of the
meeting.
15.4 It will be the responsibility of individual members from each organisation to
ensure any key decisions which require approval of their organisation’s Board is
shared through their internal governance process. The Alliance will ensure that
reasonable time is provided to enable organisations to undertake this.

16.

Special Meetings
16.1 Special meetings of the Mental Health Alliance Partnership on any matter
may be called by any of the parties acting through its representative by
giving at least forty-eight (48) hours’ notice by e-mail to the other
representatives in the following circumstances:
16.1.1 where that Organisation has concerns relating to the safety and welfare
of service users under a service contract.
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16.1.2 in response to a quality performance or financial query by a regulatory
or supervisory body (including but not limited to NHS England, NHS
Improvement, and the Care Quality Commission).
16.1.3 to convene a dispute resolution (rectification) meeting (the process is
outlined in appendix 1 of these terms of reference).
16.1.4 for the consideration of any matter which any member organisation
considers of sufficient urgency and importance that its consideration
cannot wait until the date of the next meeting.
17.

Conflicts of interest
17.1 Members of the Alliance are expected to conduct themselves in an
appropriate manner commensurate with their organisation’s representative
status. They must refrain from actions likely to create any real or perceived
conflict of interest save those that are inherent in the institutional interests of
the organisations that members represent.
17.2 Conflicts of interest may arise where a member of the Alliance has:
• An institutional or financial interest in a specific service change that is
being considered; and
• A close personal or professional connection with any individuals that
may be directly affected by proposed service changes.
17.3 A member of the Alliance that has a material interest in an item being
considered must disclose the nature of that interest to the meeting attendees
and will be removed from the decision-making process by the chair.
17.4 Information obtained during the business of the Alliance must only be used
for the purpose it is intended. Sensitivity should be applied when considering
financial, activity and performance data associated with individual services
and institutions. The main purpose of sharing such information will be to
inform new service models and monitoring service performance, and such
information should not be used for other purposes.
17.5 Members are expected to protect and maintain as confidential any
privileged or sensitive information divulged during the work of the Alliance.
Such items should not be disclosed until such time as it has been agreed
that this information can be released.

18.

Approval and Review
18.1These terms of reference have been approved by each of the Parties and are
effective from ZZZZZZZZ until ZZZZZZZZ.
18.2 The Wakefield Mental Health Alliance Partnership Terms of Reference will be
formally reviewed annually and/or in line with any changes made within the
work programme.
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18.3 This Terms of Reference should be read in conjunction with the Alliance
Partnership Agreement.
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APPENDIX B
Date Reviewed: 26 March 2021
ALLIANCE DISPUTE RESOLUTION PROCEDURE
1.

Avoiding and Solving Disputes
1.1 We commit to working cooperatively to identify and resolve issues to our
mutual satisfaction so as to avoid all forms of dispute or conflict in performing
our obligations under our Alliance arrangements.
1.2 We believe that:
(a) by focusing on our agreed Alliance Objectives and Principles;
(b) being collectively responsible for all risks;
we will reinforce our commitment to avoiding disputes and conflicts arising out
of or in connection with Our Alliance.
1.3 We shall promptly notify each other of any dispute or claim or any potential
dispute or claim in relation to Our ICP (each a 'Dispute') when it arises.

2.
2.1 In the first instance the Joint Community Operational & Strategic Oversight
Group (JCOSOG) shall seek to resolve any Dispute to the mutual satisfaction
of each of us. If the Dispute cannot be resolved by the JCOSOG within 10
Business Days of the Dispute being referred to it, the Dispute shall be referred
to the ICP Partnership Board for resolution.
3.
3.1 The Alliance shall deal proactively with any Dispute on a Best for Service
basis in accordance with this Agreement so as to seek to reach a unanimous
decision. If the Alliance reaches a decision that resolves, or otherwise
concludes a Dispute, it will advise us of its decision by written notice. Any
decision of the Alliance will be final and binding on us.
4.
4.1 We agree that the Alliance, on a Best for Services basis, may determine
whatever action it believes is necessary including the following:
(a) If the Alliance cannot resolve a Dispute, it may select an independent
facilitator to assist with resolving the Dispute; and
(b) The independent facilitator shall:
i. be provided with any information he or she requests about the Dispute;
ii. assist the ICP Partnership Board to work towards a consensus
decision in respect of the Dispute;
iii. regulate his or her own procedure and, subject to the terms of the
terms of reference for the Alliance, the procedure of the Alliance at
such discussions;
iv. determine the number of facilitated discussions, provided that there will
be not less than three and not more than six facilitated discussions,
which must take place within 20 Business Days of the independent
facilitator being appointed: and
v. have its costs and disbursements met by the Commissioner
Participants.
vi. If the independent facilitator cannot facilitate the resolution of the
Dispute, the Dispute must be considered afresh in accordance after
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such further consideration again fails to resolve the Dispute, the
Alliance may decide to:
vii. terminate the Alliance priority or work stream: or
viii. agree that the Dispute need not be resolved but that the Alliance are
comfortable that the Alliance priority work stream can continue with a
refreshed focus.
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Name of Meeting
Title of Report
Report Author

Clinical Lead

Governing Body
Annual Report and
Accounts 2020/21
Michelle Whitehead, Head
of Finance

Dr Adam Sheppard, Chair

Meeting Date

8 June 2021

Agenda Item No.

17

Public / Private
Item

Public

Responsible
Governing Body
Executive Lead

Jo Webster, Chief
Office
Jonathan Webb, Chief
Finance Officer and
Deputy Chief Officer
Ruth Unwin, Associate
Director of Corporate
Affairs

Executive Summary
The Annual Report and Accounts 2020/21 (Appendix 1) includes:
•
•
•

The Performance Report
The Accountability Report including the Remuneration and Staff Report, and
The Annual Accounts

In line with the Scheme of Reservation and Delegation (SoRD) the approval of the Annual
Report and Accounts is reserved to the Governing Body.
On 25 May 2021, the Audit Committee reviewed the Annual Report and Accounts 2020/21, the
draft Management Representation Letter (Appendix 2) and KPMG’s ‘Year-end report 2020/21’.
Following this review, the Audit Committee recommended the Annual Report and Accounts
2020/21 for approval by the Governing Body.
A signed Management Representation Letter is required by KPMG prior to them signing and
issuing their audit opinion. It is recommended that this letter is approved for signing, on behalf of
the Governing Body, by Jo Webster, Accountable Officer.
Following the signing of the accounts and the management representation letter, KPMG will
issue their unqualified audit opinion and finalise their Annual Auditor Report (Appendix 3) prior to
the deadline for submission of the accounts to NHS E/I by 15 June 2021.
Has the issue been considered at any other meetings?
Name of meeting

Audit Committee

Name of meeting

Meeting Date
Meeting Date

Page 1 of 2

25 May 2021

Recommendations
It is recommended that the Governing Body:
•

approves the Annual Report and Accounts 2020/21 for signature by Dr Adam Sheppard,
CCG Chair and Jo Webster, Chief Officer

•

approve the Management Representation Letter for signature, on behalf of the Governing
Body, by Jo Webster, Accountable Officer

•

notes KPMG’s Annual Auditor Report 2020/21

Decision ☒

Assurance ☒

Discussion ☐

Implications
Has a quality impact assessment been
completed?
Have any quality and safety implications been
identified
Are there any resources or financial
implications (including Staffing/Workforce
considerations)
Does the issue have any implications for
sustainability or climate change?

Has a Data Protection Impact Assessment
(DPIA) been completed?

Other:

Not applicable

Provides financial reporting for 2020/21

Not applicable

Yes ☐

No ☐

Strategic Objectives
(which of the CCG
objectives does this
relate to?)

Organising ourselves
to deliver for our
patients

Risk (include risk
number and a brief
description of the
risk)

Legal / CCG
Constitutional
Implications

Statutory reporting

Conflicts of Interest
(include detail of any
identified / potential
conflicts)

Page 2 of 2

N/A ☒

Item No 1668: Risk of
not meeting financial
recovery plan due to
changes in the finance
regime
Not applicable

DRAFT
CCG Annual Report 2020/21

Annual Report
2020-21
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PERFORMANCE REPORT
Foreword from the Chair and Chief Officer
The last year has been exceptional in every respect: the consequences of the Covid-19 global
pandemic extend far beyond ill-health and tragic loss of life for thousands of people.
Measures to reduce the risk of infection have denied people their livelihoods, life experiences
and the comfort of contact with family and friends. The mental and physical health impact of
Covid-19 has been worse for those who already experience inequality due to ethnicity, poverty
and poor housing. High levels of deprivation in Wakefield mean the district has suffered more
than many parts of the country and our health and care services have been extremely
challenged.
Against this backdrop, the system has responded well to meet its collective goal to protect the
most vulnerable and to prioritise health care for those with the greatest clinical need.
The effects of the pandemic on the economy and people’s well-being will be long lasting and
health and care agencies and communities will need to continue to work together to support
our recovery.
In spite of its challenges, the experience of the last year has also been affirming: it has proved
that the commitment we have had for many years in this district to partners in health and care
working together for the benefit of communities is the right approach.
Traditionally, the Wakefield health and care system has been at the forefront of driving
integration and we have a national reputation for collaboration across health and the local
authority, commissioners and providers, statutory and voluntary organisations, to help people
live longer in good health and ensure people who become ill have access to safe, effective and
joined up care.
The ambition and forward thinking of leaders in our local health and care system is epitomised
by a willingness to explore new opportunities to collaborate. This has been further consolidated
this year with an agreement to trial innovative ways of working between Wakefield Council and
the CCG from 1 April 2021, through Jo Webster’s appointment to a joint post combining the
responsibilities of the Clinical Commissioning Group (CCG) Chief Officer and the Council’s
Corporate Director for Adults and Health.
As part of the West Yorkshire Health and Care Partnership we have worked with other districts
to address broader challenges that affect people’s health, working with the Cancer Alliance to
ensure continuity of services through the pandemic and maintaining a focus on issues such
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health inequalities, ill-health prevention and climate change that will have long term benefits for
our population.
With this in mind, we are looking forward positively to changes proposed in the NHS White
Paper that will provide the legal platform for stronger collaboration.
Nationally and locally, the health and care system has been faced with difficult choices about
prioritising care to respond to urgent clinical needs. This has meant changes to the way that
people access services and has meant more people have had to wait longer for planned
hospital care.
The focus of this report is on the impact the CCG and the wider system has had on the health
and well-being of the population.
Whilst our collective ambition as a health and care system is to raise the standard of health for
everyone in our population, we have had to focus our attention this year on limiting the
negative impact of the pandemic. Below are just a few examples:
•

GP practices have offered each other mutual aid to cover staff absences and work with
our provider partners Conexus and Local Care Direct has meant that we have been able
to maintain 24/7 access to primary care services throughout the pandemic.

•

Mechanisms for GPs and hospital clinicians to communicate directly with each other to
agree a plan for individual patients has meant that people with urgent needs are seen
quickly whilst those who are waiting for planned care are better supported by their GP.
This supports improvements to patient care that we have been working to introduce for
some years, with very slow progress. However, in recent months this moved on at pace
and, in the year ending March 2021, 21,242 patients were managed in this way compared
to 11,874 in the previous year.

•

We have also worked with non-NHS providers to maintain access to diagnostics and
planned care.

•

Creation of a dedicated cancer centre at Pontefract to complement urgent cancer surgery
provision at Pinderfields General Hospital has enabled us to maintain cancer diagnostics
and treatment so that rapid changes and to prioritise services.

•

Mental ill-health has spiralled and we have introduced additional services ranging from
on-line and face to face group therapies for people with mild depression and anxiety to a
safe space for people in crisis.

•

The number of children and young people waiting for assessment and treatment for
mental health problems and autism spectrum disorders and the length of time waited has
been maintained at a lower level than the previous year.
4

The CCG has been rated ‘outstanding’ by NHS England this year and achieved the highest
possible rating for public engagement. This is a testament to the dedication of our workforce
and to the organisation’s commitment to enabling staff to make a positive difference to the
health and well-being of our population.
We are proud of what the CCG has achieved with system partners, which has helped us to
respond to the worst pandemic for over 100 years and to emerge in a strong position to
address the long term impact.

[Insert signature]

[Insert signature]

Joanne Webster
Chief Officer
XX June 2021

Dr Adam Sheppard
Chair
XX June 2021
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PERFORMANCE REPORT
This section of the 2020-21 NHS Wakefield CCG annual report provides information about the
CCG, our purpose and activities and how we have performed during the year ended 31 March
2021. It also includes key risks to us being able to achieve our objectives. This section has
been reduced this year taking into consideration NHS England/Improvement’s briefing with
regards to ‘reducing the burden’. NHS England/Improvement agreed that it would be
appropriate for CCGs to submit their Annual Reports with following a light touch approach to
the performance overview section. However, some of the performance narrative has been
incorporated within the performance analysis section below.

Profile of the CCG
NHS Wakefield CCG shares the same boundaries as Wakefield Council and is responsible for
planning healthcare for the 372,000 people who are registered with the 36 GP practices in the
district.

Wakefield District is among the worst 20% of deprived areas in the country.

Health and wellbeing strategy
The CCG works as a member of the Health and Wellbeing Board in partnership with Wakefield
Council, our main providers of NHS services, South West Yorkshire Partnership NHS
Foundation Trust (SWYPFT), The Mid Yorkshire Hospitals NHS Trust (MYHT) and the
Yorkshire Ambulance Service (YAS), with other providers of health and care services,
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including voluntary sector organisations and with organisations whose services contribute to
people’s health and wellbeing, such as housing and the police.
The Health and Wellbeing Board has a three-year strategy published in 2018. The CCG’s
commissioning plans are guided by our values, the Health and Wellbeing priorities and annual
guidance issued by NHS England.

Our values
•

Being respectful and enabling trust

•

Being the best we can be

•

Working together for patients

•

Being committed to being one single inclusive team

Wakefield Health and Wellbeing Priorities

How we work
The Wakefield Integrated Care Partnership which is made up of the CCG, local authority, NHS
and voluntary, community and social enterprise (VCSE) providers, and other organisations
whose work contributes to population well-being, such as housing supports the delivery of the
Health and Wellbeing Strategy, with a focus on adults and the Children and Young People
Partnership Board leads work to improve child health.
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The CCG hosts the West Yorkshire & Harrogate Health and Care Partnership (WYHHCP) and
is an active participant, working with the other CCGs, NHS providers, local authorities and
Healthwatch from across West Yorkshire to plan healthcare where there are benefits for our
local population to services being organised across a larger geographical area.
Within the Wakefield District we have five Primary Care Networks made up of groups of GP
practices that work together to plan and deliver services to meet the needs of their registered
patients. These clinically-led networks have matured rapidly during the year and are now fully
embedded in our planning arrangements.

Financial Performance
2020/21 was the third year of a four-year Financial Recovery Plan for the CCG, with a financial
target set by NHS England/Improvement to deliver a £2.2m surplus. As a result of national
changes to the financial regime this year, the in-year target was amended, and we were
required to deliver to at least a break-even position, which we have achieved.
The CCG also achieved the four financial performance targets applied to all CCGs for
management of both revenue and capital expenditure.
The annual accounts have been prepared on a going concern basis as the White Paper
(working together to improve health and social care for all) foresees responsibility for
commissioning transferring to the new Integrated Care System (ICS) organisations from 1 April
2022, and for these organisations to undertake commissioning functions. This is in line with the
Department of Health and Social Care’s guidance that where the continuation of the provision
of services remain within the public sector, the accounts should be prepared on a going
concern basis. Further details are included in the Financial Summary below.
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PERFORMANCE OVERVIEW
This section of the report provides a brief overview of NHS Wakefield CCG, our priorities
during 2021/21, the challenges and risks that we faced and how we performed during the year.
The work of our system has been dominated by the need to respond to the pandemic and,
whilst the strength of partnership working has enabled us to maintain safe services throughout,
it has meant it has not been possible to maintain performance against all local and national
standards.

The Wakefield health and care system response to the Covid-19 pandemic
Vaccination
The district responded swiftly to the roll out of the national vaccination programme in autumn
2020. Five local primary care network vaccination centres are operating, as well as a mass
vaccination centre at Navigation Walk, Wakefield, and two pharmacy run sites in Pontefract
and Lupset (Wakefield). Vaccinations have also been delivered direct to staff and residents in
care homes, to housebound people in their own homes and to health care staff. By the end of
April 2021, almost 200,000 people had been vaccinated. Uptake is monitored to ensure all
sections of the community are taking up the offer of a vaccine. There has been excellent work
led by Public Health and the CCG to tackle vaccine inequality. This has prioritised those most
in need of additional targeted outreach, such as asylum seekers, homeless people, gypsies
and travellers and organised online Community Champion information sessions with
community and faith leaders, Black African, Asian and Eastern European communities, single
gender groups, outreach workers and carers. A roving vaccination team has been reaching out
to people in their own communities.
Specific work has been done to ensure access to vaccination for people with a learning
disability, including specialist advice about reasonable adjustments to the vaccination centres
and GP surgeries. Community nurses have provided reassurance to service users and their
families who have concerns. Easy read information and other guidance has been widely
distributed around networks. Messages have been sent to providers about ensuring staff
working with people with a learning disability understand the benefits of vaccination.
Test and trace
The CCG played a key part in mobilising testing facilities early in the pandemic, establishing
test centres and a booking system for people with symptoms in spring 2020.The district’s first
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static public Covid-19 testing site for people with symptoms was established in autumn 2020,
complementing temporary testing facilities which are provided at different locations around the
district. The CCG has also worked closely with public health to test people without symptoms
to manage outbreaks. Facilities for people without symptoms to book a test have now been
developed in the district and include two static units at the former Wakefield Indoor Market and
former Castleford swimming pool.
Support for vulnerable people
The CCG, local authority and voluntary sector organisations moved swiftly to put in place
support for people who were identified as being at greater risk from Covid-19, including those
who were required to shield.
This included establishing 13 community hubs across the district and writing directly to
households with information about how to get help with essentials such as food deliveries and
medication.
Health Inequalities
The CCG has a duty under Section 14T of the National Health Service Act 2006 (as amended)
to have regard to the need to reduce inequalities.
Wakefield Integrated Care Partnership is developing a joint strategy to tackle health
inequalities. Examples of work to address the impact of Covid-19 are described below:
Community scheme donations have helped promote digital inclusion, after a survey showed
that people with disabilities and those aged 65 and over were more likely to find digital access
to services problematic.
A data driven approach has been set up to link sources of local (health and social care) data to
help identify people at greatest risk so that interventions can be more targeted. Voluntary
organisations are helping people to access support. A system-wide overview is maintained to
ensure that inequalities are not inadvertently made worse for different parts of the district.
Initiatives to reduce smoking in pregnancy are helping to improve the health of mothers and
babies by reducing low birth weight and associated complications.
The CCG and Wakefield Council are jointly funding a multi-agency ‘Time2Reflect’ voluntary
programme for vulnerable mothers to reduce the number of repeat pregnancies where
mothers have had previous children removed into care.

10

Wakefield district has adopted a programme, developed in Bradford, ‘50 things to do before
you’re 5’: sharing ideas and activities targeted at families and childcare providers to foster
skills, build language and support brain development.
Wakefield Families Together has adopted an approach which involves teams of
professionals working together to support specific groups of children. This includes ‘Team
around the Young Person’ which offers co-ordinated targeted support for vulnerable young
people at risk of statutory intervention; ‘Team around the school’, which links families with
Children First Hubs, Future in Mind Partnership and 0-19 Service and ‘Team around the Early
Years’ which joins up access to support services for younger children.
Mental health & wellbeing is a priority for the children and young people’s partnership. A joint
SWYPFT and CCG lead has worked with the Child and Adolescent Mental Health Services
(CAMHS) to deliver significant improvements including reduced waiting lists.
Wakefield Autism Support Project (WASP) is a pilot project run by KIDS and funded by the
CCG to support families of young people who are being reviewed or are diagnosed for autism
spectrum disorders or who have other neuro-developmental conditions.
There are an estimated 23,115 new unpaid carers as a result of pandemic in Wakefield,
including many women who are already in poverty, usually younger and juggling caring
alongside paid employment. Promotional activities have been carried out aimed at encouraging
people to seek support from Carers Wakefield & District. 1,500 people who had previously
contacted the service received welfare calls. Carers Wakefield & District has been
commissioned to register unpaid carers to enable them to access priority vaccination and has
been working with Age UK Wakefield to support vulnerable people to physically attend
vaccinations.
In 2020, the district’s Housing Needs Service took 2,715 homeless applications and placed
942 new people into temporary or emergency accommodation. Wakefield Council rough
sleeper support service has received additional funding to help with finding or retaining
accommodation and a bid supported by the CCG is funding health assessments for rough
sleepers and single people in emergency accommodation.
There is a strong correlation with living in private rented accommodation (12.4% of all
households in Wakefield) and in poverty. Wakefield District Housing (WDH), a housing
provider on the Wakefield Integrated Care Partnership (ICP), established a Cash Wise team
which offers budgeting advice to all Wakefield residents through the More Money in My Pocket
and Healthier Wealthier Wakefield Families programmes.
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WDH Carelink in partnership with YAS, responds to people who suffer falls at home: 32
people who initially contacted the ambulance service after a fall at home were assessed as not
needing any medical intervention.
Wakefield hosts Urban House, regional accommodation centre for Asylum Seekers. Health
checks and access to nurse-led treatment are provided on site as well as support with basic
needs and translation services. The CCG has reviewed provision to account for people
remaining at Urban House for longer periods and to respond to an increase in the number of
asylum seekers dispersed to hotels and housing across the district.
A range of initiatives to tackle loneliness are being supported such as Age UK Cuppa Club
and social prescribing programmes run by Live Well Wakefield and Spectrum.
Care homes and home care
The nursing and care home sector plays a central role in the health and care system. A virtual
care team established by Wakefield CCG and Wakefield Council has provided additional
support to the sector throughout the pandemic.
The CCG Continuing Healthcare (CHC) Team, working with social care teams, has reorientated its work to support timely discharge of people from hospital, ensuring those with ongoing care needs are placed in an appropriate care setting or provided with a support package
at home.
All care homes have a nominated GP practice to provide telephone advice and video or face to
face consultation, where required.
A number of care homes have been supported by the CCG and Wakefield Council to secure
Care Quality Commission (CQC) approval to take patients who have tested positive for Covid19 when they are ready to leave hospital and one care home has been set up as a dedicated
‘step down’ facility for people who have tested positive for Covid-19. The Wakefield
Intermediate Care Unit (WICU) was temporarily re-purposed in autumn 2020 as a dedicated
Covid-19 unit but has now been reinstated as a non-Covid-19 step down facility to support
timely discharge of patients from hospital.
Primary Care
Triage arrangements were put in place in all practices to help manage the spread of infection.
Patients are offered telephone or video consultation if they do not need a face to face
appointment. All practices have agreed to deliver a consistent offer for patients, which includes
proactive support to care homes, palliative and end of life care, preventative screening and
immunisation, support to people with vulnerabilities including learning disability, mental health
12

and homeless patients, and ensuring patients with urgent primary care needs have access to a
same day consultation.
A number of practices have experienced problems due to staff having to self-isolate and have
been supported through mutual aid from practices within the primary care network (PCN) and
CCG staff.
GP referrals into secondary care service have been lower than in previous years. However,
primary care and secondary care clinicians have worked together to develop new ways to
manage patients with more complex needs without the need for a hospital referral: the range of
specialties where this is possible and the number of patients being managed in this way
increasing.
Arrangements are also in place for primary care to refer patients directly into clinical
assessment services to enable patients to by-pass A&E.
Hospital services
In common with hospital services across the country, the MYHT experienced a sharp increase
in activity in spring 2020 and in November 2020 and a further peak throughout January and
February 2021.
Both Pinderfields and Dewsbury Hospitals have cared for Covid-19 patients and services have
been moved within hospitals sites and extra surge beds opened up according to demand.
Pontefract Hospital has been maintained as a Covid-19 free site, providing dedicated facilities
for diagnostics and cancer treatment.
Ensuring hospital care was available for people with greatest need has depended on the whole
health and care system working together to treat people with more complex conditions in their
own homes and to support timely discharge. The wider health and care system has also
supported the hospital by redeploying workforce, including clinical staff from primary care, to
cover staff absence and administrative staff to support with discharge and family liaison.
A&E attendances reduced significantly during spring 2020 and subsequent national lockdowns but have continued to rise since February 2021 and a range of initiatives have been in
place to ensure capacity in A&E is prioritised for the most acutely ill patients whilst enabling
safe distances to be maintained. This has included targeted communications to redirect people
to other, more appropriate services.
Demand for both the Walk in Centre at Wakefield and the Urgent Treatment Centre at
Pontefract has remained well below the previous year’s levels. A pilot scheme to divert patients
arriving at A&E who could be seen elsewhere had minimal impact.
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Additional capacity for planned care has been maintained in the independent sector, including
redirecting patients to Any Qualified Providers (AQP) in the district to carry out diagnostic
procedures and to Spire Methley Park for routine surgery. The process is managed by MYHT
to ensure continuity of care for the patient.
However, delays to some routine care to prioritise beds and staff for patients with more urgent
clinical needs has been unavoidable and this has led to an increase in the number of people
waiting for treatment and the length of time waited. Staff who would usually work in operating
theatres have been moved to care for critically ill patients. Together with the need to maintain
social distancing, this has made it impossible to maintain the usual level of planned care.
A programme of work to restore services and treat people on the waiting list was put in place in
summer 2020. This programme was paused to deal with surges in demand from Covid-19
patients in autumn 2020. However, from spring 2021 the Trust has gradually reopened
theatres and surgical beds. Priority is being given to acute, urgent, trauma and sub-acute
activity and cancers with additional dedicated theatre capacity being allocated for
orthopaedics, gynaecology and ophthalmology at Pontefract.
Mental Health
The Wakefield Mental Health Alliance has worked to maintain existing services and has coordinated provision of a range of additional services to support people whose mental health
has been affected by the pandemic, including for children and young people. This has included
significant investment in voluntary and community organisations to provide support for people
experiencing mental ill health, including the opening of a ‘safe space’ to offer face to face
support for people in crisis.
During national lock down periods, mainstream services have continued with care being
offered via telephone or video where clinically suitable, with a focus on maintaining service
continuity. Non-essential group sessions were suspended but face to face appointments and
home visits were maintained.
Significant improvements have been seen in CAMHS waiting times. In some cases, waits have
reduced from 51 to five weeks.
An enhanced virtual service is now available through Turning Point Talking Therapies and this
includes an extensive menu of online workshops.
SWYPFT Patient Flow Team have managed challenging cases and admissions from the
Emergency Department (ED) successfully, without having to transfer people out of area.
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MYHT has progressed with the development of the 0-18 Autistic Spectrum Disorder (ASD)
diagnosis pathway and meeting national standards for offering a first appointment and for
completing assessment within 26 weeks of referral.
Increased online therapy has been delivered via the Kooth Platform for Children and Young
People.
The perinatal service continues to provide a full service for all new referrals and existing
service users. The team has been very proactive with the alternative means of providing
support, using technology to maintain contact in addition to telephone and face to face where
this is required.
Learning disability services
The CCG has been proactive in improving services for people with a learning disability,
through participation in the Learning Disability Mortality Review (LeDeR) programme, which
comprehensively reviews every death of a person with a learning disability to understand their
experience of care and services over their lifetime. 20 deaths were notified to the programme
during the year. The most common confirmed cause of death was pneumonia or Covid-19 and
there was evidence in most reviews of the indirect impact of the pandemic on people’s health
and well-being, including isolation from families, and reduced face-to-face contact with health
care professionals. All 20 reviews were completed within six months of notification (in line with
national requirement) and learning from reviews has been shared with health and care
providers, GPs and local Authority colleagues through safeguarding networks and protected
learning time for General Practice Nurses.
A project, funded by the Queen’s Nursing Institute, has been established to reduce unplanned
hospital admissions with respiratory conditions as a result of the LeDeR findings. The project
focuses on training for primary care clinicians, information and care planning.
The ICP has an identified champion on the Board who is sponsoring work to improve the
quality of annual health checks. Practices have continued with annual health checks in a mixed
approach of telephone, video calls and face to face. The Strategic Health Facilitator (SHF) and
primary care manager have sent out top tips, identified practices with lower percentages and
offered individual support to reach targets. One PCN has included their care coordinators in
supporting the annual health check process. Regular meetings of the Living Well Project have
been well attended by people with a learning disability. Annual health check booklets for
everyone on the learning disability register will be shared across the PCN’s. In 2020
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Wakefield’s plan was to focus on quality of the annual health check and there is support from
the ICP for quality training of self-advocates and quality checking across Wakefield.
The Keeping Connected Project for people with Autism who have little or no formal support
started on 1 December 2020 and will run until the end of April 2021. The aim of this project
was to provide some additional support through the lockdown period to help people feel less
isolated, improve their health and wellbeing and interpret government guidance. The project
has delivered one to one sessions, social groups, wellbeing sessions and digital skills sessions
with an emphasis on signposting people to ongoing support and groups.
The partnership has developed a leaflet for family carers outlining their entitlement and
encouraging them to access a carers assessment.
Long Covid
Wakefield has received £60k for 2020/21 from a national £10m fund to establish services for
people whose long-term health has been affected by Covid-19. A full multi-disciplinary
community services to support people who have previously been treated in hospital for Covid19 and those referred by their GP was launched in April 2021.

West Yorkshire and Harrogate Health and Care Partnership (WYHHCP)
The CCG plays an active role in the WYHHCP and is contributing to the delivery of its priority
programmes. These include:
•

Collaboration across hospital services to ensure people have access to the right across
West Yorkshire services and expertise.

•

Working through the Cancer Alliance to prevent cancer, secure continuity of service and
enable the whole population to access to the best available treatments.

•

Promoting mental well-being for people and employees in the health and care sector,
working to reduce the impact of mental ill-health and suicide and fostering collaboration
between services in different areas to ensure access to specialist care.

•

Enhancing the health of mothers and children through a strategic approach to maternity
service improvement.

•

Improving children’s health and care services.

•

Promoting and rolling out digital solutions to support prevention, self-care and treatment
of ill-health.

•

Supporting the contribution of voluntary and community organisations in health and care
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•

Collaborating to tackle Health Inequalities through an academy of interested experts

•

Working to address climate change and its impact on population health.

The West Yorkshire Joint Committee of CCGs agreed that its work during the year would need
to evolve to reflect the new priorities arising from Covid-19. However, the Committee has
continued to progress a number of key programmes:
•

West Yorkshire and Harrogate (WY&H) Healthy Hearts

In 2018, the Joint Committee recommended the CCGs adopt the Healthy Hearts improvement
project, building on successful work in Bradford. The project aims to identify more people with
high blood pressure, help them to control it better and reduce the risk of heart attacks and
strokes. As a result, 22,000 more people have had their blood pressure controlled to target
numbers. WY&H Healthy Hearts won the Health Service Journal Cardiovascular Initiative of
the Year award in 2020.
•

Assessment and Treatment Units (ATUs) for people with complex learning
disabilities

The Committee supported a proposal to commission a new care model for people with a
learning disability. This involved collaborative commissioning between commissioners and
providers across the whole pathway for people with learning disabilities with the aim of
developing a single system and centre of excellence. This included engagement with people
who had accessed care in ATUs, their carers and staff.
•

Urgent and emergency care

The Committee supported a national programme which built on learning from Covid-19, to
encourage people to phone 111 as an alternative to presenting directly into EDs. The
integrated approach included options to direct people to alternative pathways, for example
GPs, pharmacists and mental health advice, following remote triage.
•

Primary medical services

The Committee considered a report on primary medical care services in West Yorkshire, which
were provided by Local Care Direct (LCD) and concluded prioritisation of the pandemic
response, changes in national policy and potential changes to the commissioner landscape
meant that there was uncertainty about what should be commissioned for the future, meant a
pragmatic approach should be taken and agreed to extend the service from LCD for three
years.
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•

Improving planned care

The Committee supported changes to the Improving Planned Care programme, which focused
on restarting planned care following the first wave of Covid-19. This included improving access
to diagnostic testing services and more shared decision making between primary and
secondary care.
•

Flash Glucose Monitoring for diabetes

The Committee approved an amendment to a WY&H policy for flash glucose monitors – small
sensors worn on the skin for monitoring the glucose levels of people with diabetes. The
amendment covered type 2 diabetes patients with learning disabilities who need to use insulin.
Self-management of diabetes by patients with learning disabilities would promote
independence and reduce health inequalities.
•

Clinical thresholds

A range of clinical threshold policies, designed to improve equality of access across WY&H
and reduce levels of surgery where non-surgical interventions could be more effective, have
been approved.
•

Stroke

In 2018, the Joint Committee agreed a common approach for commissioning hyper acute
stroke services and all stages from prevention to recovery. The specialist hyper-acute stroke
pathways are now well established, with four units providing hyper-acute care during the first
72 hours following stroke across WY&H. A sustainable stroke clinical network has been
established, working to improve quality and stroke outcomes. Priorities include preventing
strokes, delivering effective care when people have a stroke and ensuring that there is good
support and rehabilitation for people after a stroke.
•

Working better together

The Committee has led new approaches to collaborative working between commissioners and
providers. The Commissioning Futures programme was developed in collaboration with
partners across the health and care system, based on our successful model of place-based
working. This will support future ways of working following legislative changes outlined in the
NHS White Paper. Collaboration arrangements have been put in place between
commissioners and providers through the Cancer Alliance, Improving Planned Care
programme, Local Maternity System and Mental Health, Learning Disability and Autism
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Alliance. The Committee also supported the Yorkshire and Humber framework for integrated
commissioning of Integrated Urgent and Emergency Care Services provided by YAS.
•

Governance

In 2020, the West Yorkshire agreed a revised Memorandum of Understanding (MoU) for
Collaborative Commissioning, which included a new work plan and the delegation of new
commissioning decisions to the Joint Committee.

Performance has fluctuated during the year due to the need to prioritise services to manage
the impact of the pandemic. The chart below shows the overall performance against
constitutional standards at March 2021.
Standard

Achieved

Not achieved

Cancer Waiting Times

6

3

Mental Health Improving
Access to Psychological
Therapies

4

0

Referral to treatment

2

0

Diagnostics

0

1

The table below provides more detail on performance against national mental health access
standards and shows that performance at the end of March 2021 has been maintained and
has improved in all areas compared with April 2020 for NHS Wakefield CCG registered
patients.
Performance Standard

Target

April 2020

March 2021

Improving access to psychological
therapies (recovery)

50%

51.6%

51.2%

Improving access to psychological
therapies (access)

5%

16.4%

22.1%

Improving access to psychological
therapies

75%

100%

100%

(wait <6 weeks)
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Performance Standard
Improving access to psychological
therapies (wait <18 weeks)
Improving access to psychological
therapies (satisfaction)

Target

April 2020

March 2021

95%

100%

100%

No national
target – this is
a local
measure

94.6%

95.3%

The table below shows performance against national targets for access to urgent and planned
secondary care for physical conditions for Wakefield CCG registered patients.
Standard

Target

April 2020

March 2021

Position
against the
national
average

Urgent referral to be seen
93%
within two weeks for suspected
cancer

94.4%

96.6%

Above

Urgent referral to be seen
within 2 weeks for suspected
breast cancer

93%

97.1%

99.3%

Above

Referral to treatment within 31
days for cancer

96%

97.2%

97.1%

Above

Referral to treatment within 62
days for cancer

85%

75.7%

72.7%

Below

Referral to treatment within 18
weeks

92%

73%

74.6%

Above

Diagnostic test to be offered
within 6 weeks of referral

99%

50%

97.3%

Above

Prioritisation of urgent cancer referrals meant that the standard that people referred for an
urgent appointment within two weeks to investigate potential cancer symptoms was
maintained.
There has been a direct correlation between the number of patients being treated in hospital
for Covid-19 and deterioration in both cancer treatment and waiting times for other planned
care.
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The number of people waiting for treatment at the end of March 2021 was 25,706 compared
with 22,593 in April 2020. There were 1,358 who had been on a waiting list for more than a
year compared with a target of 0 and a total of 19 in April 2020. This makes up 5% of the total
waiting list and has been driven mainly by long waits for trauma and orthopaedics, plastic
surgery, pain and oral surgery. In some cases this has been due to patients choosing to delay
treatment due to the risk of exposure to infection. Initiatives to mitigate the impact of delays
due to prioritisation of Covid-19 patients have included development of the dedicated cancer
centre at Pontefract, increase in e-consultation between GPs and secondary care clinicians
and use of independent sector providers to increase overall capacity in the system (as
described in the earlier section of this report).
The CCG continues to work with MYHT and other providers to restore access to planned care
and this includes plans to eliminate all waits of more than 52 weeks.
The number of people experiencing delays in A&E or ambulance delays was also directly
linked to capacity issues created by Covid-19. Over the course of the year 347 people waited
more than an hour to be transferred from an ambulance into A&E.

Improving quality
CCGs have a duty under section 14R of the National Health Service Act 2006 (as amended) to
improve quality. NHS Wakefield CCG has agreed a patient-centred framework for quality
improvement based on five key principles:

The CCG has a Quality Intelligence Group which includes representatives of every team within
the CCG, plus Healthwatch Wakefield and the Local Authority. The group meets monthly to
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review triangulated ‘soft’ intelligence from sources such as NHS Choices, feedback from
practices, Contact Us enquiries, media reports, staff observations (including from patient safety
walkabouts) and staff/family experiences. The key themes are then identified and actions are
agreed. A quarterly summary of the key themes and actions taken is reported to the Governing
Body.
The number of visits to patient care settings has reduced significantly due to infection
prevention requirements during the pandemic. Patient safety visits to hospital premises were
suspended during the year and a limited number of proactive Perfect Ward quality visits to care
homes have been undertaken.
The CCG has a rigorous approach to Quality and Equality Impact Assessment and all
commissioning policies and service developments are assessed for their impact on quality and
safety.
To mark World Patent Safety Day in September 2020, the quality team published a series of
blogs covering a range of topics including staff safety, kindness and civility mental well-being
and domestic abuse.
The links below can be used to look at information about how the Wakefield district performs
compared to other areas:
•

Data on specialty treatments

•

Data on services

•

Data on health & wellbeing

In 2020/21 the CQC suspended all routine inspections due to the pandemic and introduced a
transitional monitoring approach to swiftly respond to any risks to the safety of patients and
staff, and the quality of care and treatment.
None of our main NHS providers were inspected during 2020/21. One of our GP practices was
inspected in March 2021, and the outcome of this inspection is due to be published later in
2021. All other GP practices remain rated Good or Outstanding.

Reducing health inequalities
CCGs have a duty under Section 14T of the National Health Service Act 2006 (as amended) to
have regard to the need to reduce inequalities.
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Wakefield is one of the 20% most deprived districts in England and 19.2% (12,075) of children
live in low-income families. Official statistics show that in 2019 54,200 people in the district
were living in neighbourhoods amongst the top 10% most deprived in England. This is 15.7%
of the district’s population.
Life expectancy for both men and women is lower than the England average. It is estimated
18,000 males and 23,700 females aged 16-64 in the Wakefield district have a disability that
affects their ability to work. There are around 4,000 births a year in the Wakefield district. In
2017, 16.7% of all births were to mothers born outside of the UK.
The last Census in 2011 estimated the population, who reported as other than White British,
was around 7% (circa 25,000 people). South Asian heritage population was estimated circa
8,000. The largest ethnic minority in Wakefield is Polish (estimated at around 15,000 people).
The most common spoken languages (after English) were Polish, Urdu, Panjabi, Latvian,
Lithuanian and Kurdish at the 2011 census, more recent primary care data shows that the
highest requests for interpreting were for Arabic and Polish.
Around 200 households live in temporary accommodation in the Wakefield district.
Our Communications, Engagement and Equality Strategy outlines our commitment and
intentions to promote equality, tackle health inequalities and improve health outcomes for our
local people and communities.
The Equality Delivery System is an NHS equality framework to help organisations improve the
services we provide for our local communities, consider health inequalities in our local area
and provide better working environments free of discrimination. It is delivered in partnership
with other NHS organisation and the public.
Our Equality objectives have been developed with the local voluntary sector, staff and public
sector partners, including through the EDS2. The objectives are our equality priorities for the
next four years.
The Accessible Information Standard establishes a framework for patients and service users
(carers and parents) who have information or communication needs relating to a disability,
impairment or sensory loss, receive accessible information and communication support when
accessing NHS or adult social services.
We work to make sure all the work we do is accessible and considers the needs of our
communities and staff.
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The Workforce Race Equality Standard requires NHS organisations to demonstrate progress
against nine indicators of workforce equality for Black, Asian and minority ethnic (BAME) staff.
It was developed in recognition of the poorer experiences of BAME staff in the NHS.
In 2020 the BAME Network was established for BAME staff employed by NHS Wakefield CCG,
those working in primary care and in the WYHHCP. Staff from the Calderdale, North Kirklees
and Greater Huddersfield CCGs joined later.
The initial aims of the CCG BAME Network are to:
•

Encourage the organisation to maintain a safe and positive working environment for
BAME staff and the elimination of racial discrimination for employees and the
population.

•

Support the organisation to develop and maintain a representative workforce with
inclusive leadership and decision-making and to raise the visibility and profile of the
contribution that BAME staff members make.

•

Establish and expand the membership of the organisation’s BAME staff network to
provide a forum where BAME staff can share experiences and issues affecting their
work and professional development.

•

Engage with other groups, including other internal and external staff networks, trade
unions, and community groups who share a common agenda or experience of
eliminating disadvantage, addressing unmet needs or increasing participation.

•

Offer support and encouragement to other underrepresented or marginalised staff
networks. Work in partnership with the organisation and the Governing Body BAME
Workforce Champion to ensure compliance with Equality and Human Rights legislation
relating to race equality and to develop and implement policies and strategy.

In 2020 we assessed the CCG against the Workforce Disability Equality Standard ahead of it
becoming mandatory. This enables us to focus on the issues for disabled staff.
The challenges faced by the community and NHS staff have highlighted how entrenched and
significant health inequalities are for our communities.
We have listened to our communities and ensured that equality was part of any significant
decisions regarding service updates and changes. An overarching Equality Impact
Assessment (EIA) was developed at the start of the outbreak and as services were updated to
respond to the pandemic, EIAs were undertaken to ensure no groups were negatively
impacted.
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The vaccination programme is subject to a full EIA and this has been developed alongside
work with the local authority. A Vaccination Inequalities Group was set up to look at increasing
uptake and reducing barriers to people accessing vaccination and the CCG and council have
been working with a group of Community Champions, funded through the WYHHCP, to work
directly with community leaders to encourage vaccine uptake.
The CCG also works with its main providers to make sure the equality agenda is delivered
where it is most needed – directly with patients and carers.
More detail on the specific work to address health inequalities is covered in the earlier section
on the system response to the pandemic.
Our annual report showing how we have delivered the Public Sector Equality Duty is published
on our website.

Engaging people and communities
The CCG has a duty under Section 14Z2 of the NHS Act 2006 (as amended 2012) to involve
the public in decisions about the commissioning of health services. The CCG received the
highest possible rating in the NHS England annual assessment. Continuing to seek views from
the public and act on feedback has remained a priority during the pandemic.
The following work has been undertaken:
•

Patient and community panel

The CCG has strengthened its arrangements for the Governing Body to receive advice and
assurance on issues relating to public involvement and equality and diversity through the
creation of the Patient and Community Panel. The Patient and Community Panel bring
together the membership of the Public Involvement and Patient Experience Committee and the
Equality Health Panel. The new Patient and Community Panel has continued to meet regularly
throughout the pandemic via video link to receive an update on key services issues, including
the system Covid-19 response, and to consider findings from patient engagement activity and
equality impact assessments. In March 2021, the panel was formally established as a
Committee of the Governing Body.
The district has also been supported to establish a panel of Community Champions, which
brings together representatives of the diversity of the community with a specific focus on
supporting the vaccine programme roll out and identifying ways to maximise uptake.
Engagement activities during the last year have included:
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•

Primary Care

A six-week engagement was launched in July 2020 to find out about people’s experience of
using primary care during the pandemic. The survey attracted 3,972 responses from people
registered with practices in the Wakefield district. Of those 39% had contacted the GP to
request a prescription, 38% for an urgent appointment, 32% for a non-urgent appointment and
11% for a follow up appointment.
Feedback regarding the triage system was generally positive with 64% of people saying
everything worked well.
The survey identified that digital technology was more likely to be problematic for disabled
people and those aged over 65 years. Problems included having access to the internet,
smartphones or tablets and lack of familiarity with digital communications.
Only 9% of respondents had used video consultation but of those who had, feedback was
generally positive. 12% of respondents had used on-line consultations: two-thirds (66%) said it
worked well and was easy to use, and two in five (42%) said it saved time and was convenient.
A further 41% said they had received a quick reply. Of those who had not used online
consultation almost four in five (78%) respondents said they did not know that their practice
had online consultation and 14% said they preferred to get health advice another way.
Preferences for the type of consultation varied according to the reason people were seeking
help with more people favouring remote consultation for follow up care.
When asked how easy it was to get an appointment, seven in ten (69%) said it was easy (29%
quite easy and 40% very easy). Almost one in five (18%) respondents said it was difficult to get
an appointment (9% quite difficult and 9% very difficult).
When asked about changes to respond to Covid-19, 34% thought use of telephone
consultation was a positive improvement and 16% thought use of video consultations was
positive. 11% said they would prefer to go back to the old system. 7% said they had found it
difficult to get an appointment.
The findings helped inform the development of a consistent offer from all practices and will
help shape the future model of primary care services.
•

Survey of people attending A&E

Engagement ran carried out in autumn 2020 on all three sites of the MYHT to identify why
people were choosing to attend A&E in preference to other services. 154 questionnaires were
completed.
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The most common reason, given by one in five (19%) respondents was attending because of
broken bones/dislocated or hurt joint, followed by one in seven (15%) who said sprain or injury
to ligaments. Cuts and wounds were highlighted by 7% of respondents. Gastrointestinal
conditions were highlighted by 6% of respondents.
29% reported having had the problem for less than 12 hours but the remainder had the
condition for more than 12 hours and 5% presented with a problem they had for more than
three months. Half of people said they chose A&E because the problem was getting worse and
40% said they had been told to go to A&E. 48% had sought advice from another service first.
Of those 61% said they had seen their GP previously and 39% said they had called 111. Only
3% said they chose A&E because they didn’t know where else to go and only 2% said they
chose A&E because it was the evening or weekend.
The findings have helped inform the development of the consistent offer from primary care to
simplify access as well as supporting information campaigns via social and news media to
encourage appropriate use of A&E. A pilot project to re-direct people with minor conditions to
alternative services was also launched in December 2020 and was evaluated, including
seeking feedback from patients.
•

Maternity services

A survey of patient experience of using maternity services found that the majority of women
were satisfied with their care (between 67-87% were satisfied with each element of care). The
lowest satisfaction score was for virtual appointments.
Women acknowledge the challenges of the pandemic for everyone including families, health
professionals and services; some explicitly expressed gratitude and being thankful for care
provided and there was considerable positive feedback about the staff in general.
However, restrictions relating to partners and other family members were a major area of
concern, this was commented on in relation to every element of care, in particular ultrasound
appointments and postnatal care.
Women also wanted more contact and for more of the contact to be face-to-face and felt the
altered care/restrictions in response to the pandemic as well as the pandemic itself having an
impact on their emotional and psychological wellbeing. Women from BAME communities were
less satisfied with the care they received than other women.
The findings were considered by the Maternity Voices Partnership and helped the Trust to
consider ways of minimising restrictions on partners attending appointments and at the birth.
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•

Healthwatch survey

A survey commissioned from Healthwatch Wakefield to assess people’s experience of health
services during the pandemic received 400 responses followed up with detailed focus groups.
77% of respondents had used GP services. Of the 80% who had used telephone consultation,
83% had a GP consultation over the telephone. 52% were happy with the consultation and
19% were somewhat happy. Of those who were unhappy the reasons cited included a
preference for face to face, wanting to be examined or offered tests, not being offered an
appointment slot, feeling rushed and difficulties for deaf or hearing impaired people or those
who need an interpreter.
72% or respondents said yes (42.6%) or maybe (32.2%) when asked if they would choose a
telephone consultation in future.
Only 16% had experienced a video consultation. 85% were happy or somewhat happy with the
video consultation. Difficulties with the technology were the main reason for dissatisfaction.
70% said yes (37%) or maybe (33%) they would consider a video consultation in future.
The Healthwatch survey also sought views about the experience of maintaining contact with
friends and family in hospitals and care homes when visiting was suspended.
The findings have been fed back regularly to the ICP and will continue to inform arrangements
for the restoration of services.
All patient feedback, including information obtained from complaints and the CCG’s ‘contact us’
telephone/email is collated and considered by to the Quality Intelligence Group to inform the
design of services.
Our latest annual report on patient and public involvement is published on our website.

Sustainability
The CCG is signed up to the NHS England commitment to sustainable development
management plan.
The CCG is committed to act as an exemplar in the system as a carer friendly workplace. A
network for working carers has been established and a policy has been to support staff to fulfil
caring responsibilities.
The CCG’s commitment to equality, diversity and inclusion (EDI) in the services we
commission is described above. As an employer, we have a strong ethos of equality and
inclusion, underpinned by policies and training relating to recruitment, retention and career
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progression. During 2020/21, a network for staff from BAME groups was established to support
the CCG in its ambitions.
The CCG has used its apprenticeship levy to offer opportunities for people to gain work
experience leading to employment and offers other volunteering opportunities.
The CCG has a strong commitment to employee well-being, underpinned by a comprehensive
programme and regular communication campaigns to foster well-being. Proactive support for
mental wellbeing of employees has been enhanced during this year in response to Covid-19
both through proactive approaches to encouraging existing staff to look after their mental
health and manage stress and through access to a wide range of support, including Mental
Health First Aiders within the workforce. The CCG encourages job applications from people
with mental health issues and mental health is covered in training for line managers and
recruitment and selection.
The CCG has switched to a model of almost all staff working from home as part of its response
to the pandemic. Staff have been supported by access to equipment and all staff have
participated in a personal risk assessment of their working environment and working pattern.
Throughout this time, there have been discussions with staff about introducing a hybrid model
of working based on trust and outputs as easing of lockdown reintroduces opportunities for
people to work collaboratively and this will come into effect in summer 2021.
A programme of work to support the organisation to reduce its negative impact on the
environment has been led through the CCG’s staff engagement group, in support of the NHS
Carbon Reduction strategy. This has included reducing use of plastic and sourcing more
sustainable supplies.
During 2020, all lighting in the headquarters building has been replaced with LED lamps. The
switch to working from home during the pandemic has significantly reduced the organisation’s
environmental impact, with major reductions in utilities, printing and stationary supplies as well
as reducing the impact of staff travelling to work and to attend meetings. In total, working
business travel was reduced by 107,207.67 miles in 2020/21 compared with the previous year
– a saving equivalent to 30 tonnes of CO2. The CCG is exploring with its staff how the benefits
of agile working can become embedded in future ways of working, so that staff only travel
where it improves productivity or collaboration.
The CCG is signed up to the WYHHCP climate change strategy which recognises that
environmental quality is a health issue. This work focuses on two main themes:
1. A healthy, equitable and environmentally sustainable society.
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2. Reduce impact of residual healthcare via a high quality, equitable and environmentally
sustainable health and care system.
Within these themes are pieces of work on transport and air quality, housing, health
inequalities, inclusive and green economy, insight and analysis (metrics), estates (buildings,
energy, waste), travel (staff, patients, visitors, business), technology and innovation, clinical
care (including anaesthetic gases, inhalers and green social prescribing), engaging the whole
workforce, and social care.
Key risks for the CCG
The CCG has a systematic approach to reviewing risks. The latest full review, undertaken in
January 2021 identified 53 risks, of which 26 were risks associated with managing the Covid19 pandemic.
New risks added to the risk register during the last full cycle were:
•

Covid-19 vaccination programme.

•

Repatriation of children and young people from out of area placement.

•

Provision of care for patients with ‘long Covid’.

•

Confidential data breaches due to email errors.

•

Community and crisis mental health services.

Three risks were identified as critical (scoring 25-20 following assessment of the likelihood of
the risk occurring and its potential impact). All three related to the risk of meeting waiting time
targets due to the need to prioritise workforce and bed capacity to manage Covid-19 patients.
There were nine risks identified as serious (scoring 16 or 15), which related to:
•

Increased demand for mental health services.

•

Reduced capacity amongst care providers (domiciliary care, care homes and hospices).

•

CHC staff resilience impacting on the ability to carry out new assessments and the
provision of appropriately funded placements.

•

Provision of complex care packages in care homes.

•

Provision of secondary care services.

•

Attendance at A&E departments.

•

Covid-19 Vaccination programme.

•

Diagnostic six week wait performance.

•

Prescribing budget overspend.
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An audit of Covid-19 Risk Management Governance carried out by Internal Audit was issued in
January 2021 and provided a finding of Significant Assurance. A deep dive into entries on the
Governing Body Assurance Framework (GBAF) was recommended.

Staff engagement
The CCG, through the Staff Engagement Group, has maintained a strong focus on workforce
well-being, recognising the particular challenges posed by many staff being redeployed to
support the wider system during the pandemic and of a move to remote working for the
majority of the workforce.
A core team of Workforce Behaviour Ambassadors have led work to promote a positive culture
and have provided support to teams and individuals and staff have access to Mental Health
First Aiders to provide support and signposting.
The impact of this work is evident in the annual staff survey results, which show improvements
on previous years’ performance and in relation to other organisations. A summary is provided
in the table below, together with areas where the CCG will continue to focus its improvement
efforts.
IMPROVEMENTS
Area

National
Average
49%
(yes, definitely)

48%

2020
Result
96%
(59% yes,
definitely,
37% yes, to
some extent)
70%

Senior managers act on staff feedback

43%

62%

51%

Organisation values my work

59%

71%

57%

Recommend the organisation as a

62%

72%

71%

79%

83%

71%

Recognition received for good work

69%

79%

71%

Support received from immediate

76%

83%

79%

Organisation takes positive action on

2019
Result
94%

health and wellbeing

Communication between senior

59%

management and staff is effective

place to work
Often meet to discuss the team’s
effectiveness

manager
31

IMPROVEMENTS
Area

2019
Result
79%

2020
Result
83%

National
Average
83%

74%

85%

82%

Look forward to going to work

65%

71%

57%

Involved in deciding on changes

66%

71%

60%

2019
Result
16%

2020
Result
11%

National
Average
11%

22%

13%

12%

79%

77%

74%

Have unrealistic time pressures

23%

28%

24%

Working additional hours

66%

71%

73%

Felt unwell as a result of work related

37%

36%

37%

Have a comfortable work space

76%

75%

Not Reported

Experienced musculoskeletal problems

25%

31%

28%

21%

27%

15%

Manager values my work
Opportunities for flexible working
patterns

introduced that affect work area
The table below shows areas for development.
AREAS FOR DEVELOPMENT
Area
Experienced harassment, bullying or
abuse at work from managers
Experienced harassment, bullying or
abuse at work from employees
Know what their work responsibilities
are

stress

(MSK) as a result of work activities
Felt pressure from manager to come to
work despite not feeling well enough to
perform duties

An annual staff awards ‘New Year’s Honours’ event, which was postponed in summer 2020,
was held virtually in January 2021.
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Financial Summary
In our report last year, we talked about maintaining relationships with key providers as being
critical to delivering our financial plans and living within our means. It has been even more
important this year, with the NHS implementing temporary finance arrangements during the
year to respond to the Covid-19 pandemic. The strength of relationships with our key providers
including MYHT, SWYPFT, YAS, primary care providers and non-NHS providers has enabled
us to respond to the financial challenges this presented.
In support of our strategic objectives and financial sustainability, we have continued to engage,
influence, and provide leadership in the WY&H ICS and the wider Yorkshire and Humber
footprint. In the second half of the year, NHS financial envelopes were provided and monitored
at a WY&H ICS level, as well as at individual organisational level. As the lead CCG for the
WY&H ICS, we worked collaboratively with NHS organisations to distribute and manage
system funds.
We have continued to develop the way in which we work in partnership with Wakefield Council
to ensure that we manage resources across organisational boundaries for the benefits of our
population.
This year proved to be very challenging for our staff, providers, and systems with considerable
changes to facilities, how services are provided and the rapid implementation of digital
solutions. In addition to this, we supported the roll out of the Covid-19 vaccination programme
and set up local Covid-19 vaccination centres.
Despite these challenges, we are pleased to be able to report that we delivered a small surplus
of £0.2m. The Governing Body, its clinicians, lay members, specialists and executives, along
with the organisation as a whole, has ensured that the system response to the Covid-19
pandemic has been appropriately resourced as well as ensuring a continued focus to improve
the health of our population and patients, and reducing health inequalities.
We received allocations of £893m (2019/20: £643m). As the lead CCG for the WY&H ICS, we
received system level funding in the second half of the financial year; this amounted to £240m
and we distributed this to West Yorkshire NHS providers. The national financial framework set
by NHS England/Improvement in the first half of the financial year was based on a principle
that each NHS organisation would be reimbursed for reasonable and additional Covid-19 costs
(in effect ensuing that each organisation would be considered as delivering a break-even
position). The national framework was amended for the second half of the financial year, and
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instead a “system envelope” was set for the WY&H ICS, of which part was distributed to NHS
Wakefield CCG.
The CCG’s financial statements have been prepared in accordance with the CCG annual
reporting guidance 2020/21, as issued by NHS England/Improvement. The accounting
policies contained in that guidance follow International Financial Reporting Standards as
determined by HM Treasury, and as advised by the Financial Reporting Advisory Board.
The full details of the accounting policies adopted by the CCG are included in our audited
accounts.
The summary financial statements within the Annual Report reflect the financial
performance of the CCG’s activities and achievement of its financial performance targets
for the year ended 31 March 2021.
The CCG’s financial performance against key duties is as follows:
Performance Target

Status

Expenditure not to exceed income

Achieved

Capital resource user on specified matter(s) does not exceed the

Achieved

amount specified
Revenue resources does not exceed the amount specified

Achieved

Revenue administration does not exceed the amount specified

Achieved

Expenditure 2020/21
Total programme expenditure in-year was £886m. The chart below details the split by
category of expenditure.

Hospital 57%
Ambulance 4%
CHC 4%
Primary Care 8%
Community 6%
MH 11%
Prescribing 8%
Other 3%
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The CCG has deployed its resources in 2020/21 to best meet the challenges from the
pandemic, in line with the national NHS response and priorities. Additional resources have
been made available to the NHS, and the CCG have committed additional expenditure across
a range of services as detailed below:
£m
Acute services
1.1
Mental Health
0.3
Hospital discharge programme
7.4
Primary care/Co-commissioning 3.5
Other
0.3
WY&H ICS
0.8
Total
13.4
Our annual report records our achievements in the past year as well as our arrangements for
securing economy, efficiency and effectiveness. Our continued focus on ensuring best value
across the board will sharpen even further in future years as we aim to recover our services
after the impact of Covid-19.
The annual governance statement describes how the CCG risk management and assurance
processes aim to secure excellence in governance with no significant gaps in controls or
assurances. A full copy of the annual governance statement is publicly available within the full
annual accounts.
During 2020/21 the CCG has continued to operate a risk management system including a
GBAF and corporate risk register. Financial stability, stewardship and probity are integral to the
work of the Governing Body.
The CCG fulfils the NHS England criteria for financial leadership and an internal audit carried
out during 2020/21 gave an opinion of high assurance on financial controls. There is strong
clinical representation on the Finance Committee. The Clinical Cabinet, which is a Board
committee, provides robust assessment of the quality and performance impact of financial
plans. The CCG has performed in line with its in-year financial plan and the Governing Body
has been involved in understanding the impact for future years.
Staff are also regularly briefed on the financial position and managers and staff understand the
controls in place to maintain a strong financial position, including budget management controls,
savings plans and vacancy control systems.
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Corporate Governance Report
Members Report
NHS Wakefield CCG is a clinically led member organisation. This means that GPs
make decisions about local health services by using their local knowledge to improve
services and focus resources where there is greatest need. The CCG is made up of
36 GP practices. The membership is represented by a Governing Body of local GPs,
a nurse representative, a secondary care doctor and lay members, supported by our
executive team.

Our 36 GP practices are currently organised into seven Primary Care Networks (see
below). These networks have supported a more proactive, personalised, coordinated
and integrated approach to health and social care. The main aim of the networks
was to provide a route through which Wakefield CCG can commission services,
ensuring that they more responsive to local need.

The Governing Body is chaired by Dr Adam Sheppard, a GP at Lupset Surgery,
Wakefield, and Joanne Webster is the Accountable Officer. Our Governing Body
members have specific areas of responsibility and sit on various committees of the
Governing Body. The Members exercise their constitutional rights in respect of the
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CCG through the annual membership meetings at which each Member practice has
a representative.
Our Governing Body meets in public quarterly, and we encourage our community to
join us to find out about the work we are doing. Details of public governing body
meetings and meeting papers are published on the CCG’s website: Governing Body
papers.

Member profiles
During 2020/21 the following individuals served on our Governing Body and
remained in post throughout the year (except where indicated – no date indicates
that the Member was in post the full financial year) and up to the signing of this
annual report and accounts:

Andrew Balchin

Governing Body member from 1 April 2020 to 31 December 2020.
Andrew Balchin started his local government career in 1988 and has undertaken a
variety of roles including policy development, strategic housing and environmental
services. Andrew was responsible for adult social care, commissioning, public
health, communities and partnership working. Andrew also sat on Wakefield’s Health
and Wellbeing Board.
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Suzannah Cookson

Suzannah has been in post as Executive Chief Nurse since September 2018 and
has over 35 years’ clinical experience in the NHS, working across acute, community
and primary care settings. She has extensive and varied experience in nursing and
midwifery leadership roles, valuing people and their right to quality, safe and
effective experience of care.
Suzannah is motivated by working with people and partnerships, valuing
relationships to achieve good outcomes for patients and public. She gives her best
leading change through people, showing compassion and kindness and harnessing
a multi-agency, multi-disciplinary approach to system change, to transform and
improve the health and wellbeing of people in our local communities.

Dr Deborah Hallott

Dr Hallott has worked as a GP for 27 years in Wakefield, the last 24 of those as a
partner at New Southgate Surgery. In addition to general practice, she has a specific
interest in women's health and is an honorary lecturer with Leeds University Medical
School, currently offering general practice placements for third year medical
students.
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Diane Hampshire

Diane Hampshire qualified as a nurse at Dewsbury Hospital in 1981 and has worked
in general nursing, midwifery and health visiting. She has a Masters’ Degree in Child
Welfare and Law and has a keen interest in safeguarding children and adults and
quality of care. Diane was Director of Nursing and Quality for NHS Leeds West CCG
from 2012 until she retired in September 2015. Since then, she has worked as an
independent nurse on two clinical commissioning groups and undertaken a number
of projects as an independent safeguarding consultant. She is currently the Interim
Chair of the Wakefield District Safeguarding Adults Board. During the pandemic she
has been working with Wakefield CCG primary care team as the strategic lead nurse
on a number of Covid-19 related projects.
Stephen Hardy

Stephen Hardy has been a journalist and public relations practitioner for almost 40
years, latterly as Media and Public Relations Manager and Consultation/Public
Engagement Co-ordinator for West Yorkshire Fire and Rescue Authority. He has
been closely involved with the NHS locally since the mid-1970s, being a former ViceChair of Wakefield West Primary Care Trust (PCT) and a complaints conciliator for
Kirklees and Wakefield. He is a member of the WY&H Joint Committee of CCGs. He
takes a particular interest in patient/carer issues, audit and governance.
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Dr Clive Harries

Dr Harries joined Chapelthorpe Medical Centre, Wakefield in 1999. He has been a
GP trainer, sits as a GP member on the CCG’s Governing Body and is the CCG’s
clinical lead for planned care. He is also the CCG’s Caldicott Guardian. He is
particularly interested in commissioning high quality, accessible, integrated and
sustainable health care that has been co-produced collaboratively across primary
and secondary care in a clinically led and patient centred way.

Anna Hartley

Having qualified as a Public Health Consultant in 2013, Anna has a specific interest
in health and social care integration and evaluation. As well as her public health
duties, she has also taken a lead role for adult social care commissioning since
November 2016. Previously Anna has worked at the West Yorkshire Police,
Department of Health, NHS Leeds and in the voluntary sector. Anna is really
interested in what ‘gives people a good life’ and what role the statutory sector can
play in making that happen. She is motivated by looking at how organisations can
work differently in order to deliver better outcomes for the people they serve.
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Richard Hindley

Richard Hindley has a background in the NHS, social care and the third sector. He
currently serves in a senior leadership capacity as Academic Director at Cliff
College, a specialist higher education provider. He provides consultancy to third
sector organisations and is chair of an international charity. He was previously Chief
Executive of South Yorkshire Funding Advice Bureau and has been on the boards of
several third sector organisations. He chairs the Primary Care Commissioning
Committee, the Quality, Performance and Governance Committee, and the Finance
Committee and he is a member of the Audit Committee.

Dr Pravin Jayakumar

Dr Jayakumar has been a GP in Wakefield since 2008 having undergone and
completed his training in the area. He is one of the senior GPs at Trinity Medical
Centre, Wakefield, and a Clinical Co-Director of one of the Primary Care Networks in
Wakefield. He leads on Integration and Primary Care within the CCG and has a
genuine passion for improving this for the population of Wakefield, as well as
improving the working lives of those he represents.
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Mr Hany Lotfallah

Hany Lotfallah became a Governing Body member in October 2012. He has worked
as a consultant obstetrician & gynaecologist at Rotherham Foundation Trust since
2004. He is the lead for minimal access surgery in gynaecology at Rotherham. The
unit is an accredited centre by the British Society of Gynaecology Endoscopy for
treatment of severe endometriosis patients. He is also the clinical lead for
gynaecological cancer MDT.
In his role at Rotherham Foundation Trust, Hany has held various medical
management positions, including Foundation Programme Director (October 2006 –
September 2009), Chairman of Hospital Medical Committee (January 2009 –
February 2012), and Trust Director of Clinical Effectiveness (October 2009 –
September 2012) and Clinical Director of Gynaecology and Sexual Health’ at
Rotherham Foundation Trust (June 2014 – November 2019).

Dr Adam Sheppard

Dr Sheppard qualified as a doctor in 1987 and practices as a GP at Lupset Health
Centre, Wakefield. He is the clinical lead for Wakefield CCG on urgent care. Dr
Sheppard is also the Chair for WYHHCP Urgent and Emergency Care Programme
Board (UECPB). The UECPB was established to co-ordinate the way in which the
NHS works with key partners, including hospitals, councils and the ambulance
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service, to meets the urgent and emergency care needs of people living across the
area.
Richard Watkinson

Richard Watkinson is a qualified accountant who has worked in a wide range of
organisations during his career from large Public Limited Companies to owner
managed small to medium sized enterprises, public sector and local charities. Since
2011 he has worked as a Senior Lecturer at Sheffield Hallam University teaching
within the Business School undergraduate, post graduate and professional level.

Jonathan Webb

Jonathan Webb is a qualified accountant with nearly 30 years NHS experience and
has been Chief Finance Officer at NHS Wakefield CCG since May 2018. He also
took on the role of Deputy Chief Officer from October 2019. He has held a number of
senior finance roles in acute hospitals, community services, mental health & learning
disabilities as well in NHS England working at a national and regional level. He is
also the lead Director of Finance for the WY&H ICS.
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Jo Webster

Jo Webster has been Chief Officer of NHS Wakefield CCG since it was established
in 2013. In April 2021 Jo Webster was appointed Corporate Director for Adult
Services alongside her CCG Chief Officer role.
Her 25-year career in health and care has been characterised by a commitment to
promoting collaborative approaches to improve population health outcomes.
As Chief Officer of NHS Wakefield CCG, she is accountable for planning and
commissioning health services for Wakefield, including mental health, learning
disability, prevention, primary, community and secondary care services, overseeing
a financial allocation of more than £500 million per year. The CCG is rated
‘Outstanding’ by NHS England.
In January 2018, Jo also became Strategic Lead for Health and Care Transformation
and Integration for Wakefield Council, forging a new leadership role with overall
responsibility for integrating health and care commissioning for the whole of the
district.
Jo is the lead CEO for commissioners and a member of the Executive Leadership
Group of the WYHHCP, the ICS which brings together all local authorities, NHS
commissioners and providers to transform and improve services for the 2.6million
people living in this large area. As such she has been instrumental in amalgamating
commissioning organisations into the strategic planning function. Jo also undertakes
the senior responsible officer role on a number of transformation programmes across
West Yorkshire.
Through these combined roles, Jo has led the Wakefield system to secure a strong
reputation for integration to improve population health and deliver better outcomes
by participation in national programmes. She has mobilised partners in statutory and
voluntary organisations to work together to address the underlying causes of ill
health, delivering successful programmes to enable people to live longer in good
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health. The system has also successfully implemented New Models of Care
concepts, securing significant investment which placed Wakefield at the leading
edge of new ways of working.
She previously worked for Wakefield PCT from 2009, latterly as Director of Strategic
Commissioning. Before moving to Wakefield, she worked at Doncaster Central PCT
leading major service reconfigurations and transformational change programmes.
Other leadership roles include working at Yorkshire and the Humber Strategic Health
Authority, leading Cancer Reform and supporting World Class Commissioning.
Since April 2020, Jo has also been responsible for co-ordinating the Covid-19
response on behalf of Wakefield CCG.

Member practices
The CCG is a membership organisation comprised of 36 GP member practices
across Wakefield District. The table below shows the CCG’s member practices by
Primary Care Home Configuration for 2020/21:

PCH NAME

WAKEFIELD
HEALTH
ALLIANCE
NORTH

PRACTICE
MEMBERS

Henry Moore
Clinic
Riverside MC
St Thomas
Road
Station Lane
MC
Newland Lane
Surgery
Tieve Tara MC

POPULATI
ON SIZE (at
04/03/19)
PROVISIO
NAL
PRIORITIE
S

WAKEFI
ELD
HEALTH
ALLIAN
CE
CENTRA
L
Stuart
Road
MC
Friarwoo
d MC
Northgat
e MC
Ashgrov
e MC

WAKEFI
ELD
HEALTH
ALLIAN
CE
SOUTH

BRIGANTE
S

FIVE
TOWNS

TRINITY
HEALTH
GROUP

WEST
WAKEFIE
LD

College
Lane MC
Dr Diggle
& Phillips
Park
Green
Surgery
The
Grange
MC
White
Rose MC

New
Southgate
Surgery
Alverthorpe
Surgery
Stanley
Health
Centre
Outwood
Park
Homestead
Clinic
Eastmoor
Health
Centre

Patience
Lane
Surgery
Kings
Medical
Practice
Park View
Surgery
Queen
Street
Surgery
Health Care
First
Partnership
Castleford
MC

Crofton &
Sharlston
Surgery
Maybush
MC
Warrengate
MC
Trinity
Health
Group

Orchard
Croft MC
Ossett
Surgery
Middlestow
n MC
Chapelthor
pe MC
Lupset MC

44,724

46,600

61,749

44,642

55,639

55,665

68,272

Mental Health:
Depression
(Low Level)

Mental
Health:
Depressi
on (IAPT
LTC)

Mental
Health Depressi
on
(Low
Level)

Improving
Mental
Health in
the PCH
population

Mental
Health:
Depression

Smoking

Prevention
of ill health
(metabolic
syndrome)

COPD (identify
specific cohort)
Excess
Weight/PreDiabetes

COPD or
Cancer

COPD or
Cancer
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Improving
MSK
symptoms

Weight
Management

Pre-Diabetes
COPD

Social
Prescribing

Mental
Health &
Self Care /
Personalis
ation

Excess
Weight/
PreDiabetes
(Adult or
Children)

Excess
Weight/P
reDiabetes

in the PCH
population
Obesity

Working
with Care
Homes &
Community
Nursing
(Low Level)

Composition of Governing Body
The CCG’s membership has delegated authority to the Governing Body to oversee
the work of the organisation and make decisions on its behalf as set out in the
Scheme of Reservation and Delegation incorporated in the CCG’s Constitution (see
Governance Statement). The members of the CCG’s Governing Body are described
in the Governance Statement.
Details of the Governing Body and Committee membership and attendance
throughout the year can also be found in the Governance Statement and in the
Remuneration and Staff Report. Their profiles have been set out above.

Committee(s), including Audit Committee
The Governing Body has five directly reporting committees and two groups as
follows:
•

Primary Care Commissioning Committee

•

Audit Committee

•

Remuneration Committee

•

Quality Performance and Governance Committee

•

Connecting Care Executive

•

Patient Engagement, Experience and Equality Committee (with effect from
March 2021 to be known as Patient & Community Panel)

•

Clinical Strategy Group

•

Nominations Committee

Highlights from each of the Committees are detailed in the Governance Statement.
The Audit Committee provides the Board with an independent and objective view of
the CCG’s system of internal control for financial governance, corporate governance
and clinical governance. The Audit Committee is chaired by Richard Watkinson, lay
member of the Board with responsibility for audit and conflict of interest matters. The
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other members are Richard Hindley, lay member (Deputy Chair of the Governing
Body) and a clinical member of the Governing Body. There are two clinical members
of the Audit Committee Dr Clive Harries and Dr Deborah Hallott. Only one clinical
member needs to attend. In attendance at each meeting is the CCG Chief Finance
Officer as well as representatives from internal audit, external audit and counter
fraud. Any director or senior manager may be invited to attend, particularly when the
Committee is discussing areas of risk or operation that are the responsibility of that
director. The Chief Officer will be invited to attend at least one meeting each year in
order to discuss the process for assurance that supports the annual governance
statement. Other officers may be requested to attend in an advisory capacity.
The work of the Audit Committee includes ensuring that there is an effective internal
audit function; reviewing the work and findings of the external auditors; ensuring that
the CCG has adequate arrangements in place for countering fraud; monitoring the
integrity of the financial statements of the CCG; and overseeing risk management
and information governance arrangements. Details of the membership of all
committees are included in the governance statement. Details of the membership of
the Remuneration Committee are also included in the remuneration report.

Register of Interests
Statutory guidance on managing conflicts of Interest is available for CCGs: NHS
England Conflicts of Interest Guidance.
NHS Wakefield CCG wishes to ensure that decisions made by the CCG are taken
and seen to be taken without any possibility of the influence of external or private
interest. The CCG has therefore put arrangements in place to ensure that conflicts of
interest are appropriately managed with transparency and proportionality. We have a
number of systems and processes in place to manage conflicts of interests. These
are set out in our Constitution and our Policy on the Management of Conflicts of
Interest. This register is reviewed by the CCG Board and Audit Committee. All Board
members, committee members, employees and member practices are asked to
complete a declaration of interest form to identify any potential conflicts of interest.
CCG Board members are also asked to declare any conflicts of interest with regards
to agenda items at each Board and committee meeting. The CCG register of
interests can be viewed at: Conflicts of Interest Register
Further information on our management of conflicts of interest is contained in the
governance statement.
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Personal data related incidents
During 2020-21 there was one personal data-related incident that met the threshold
for reporting to the Information Commissioners Office as a serious personal data
breach requiring investigation, based on context, scale and sensitivity. Further
details are outlined under the information governance section of the report.

Statement of Disclosure to Auditors
Each individual who is a member of the CCG at the time the Members’ Report is
approved confirms:
•

So far as the member is aware, there is no relevant audit information of which
the CCG’s auditor is unaware that would be relevant for the purposes of their
audit report.

•

The member has taken all the steps that they ought to have taken in order to
make him or herself aware of any relevant audit information and to establish
that the CCG’s auditor is aware of it.

Modern Slavery Act
NHS Wakefield CCG fully supports the Government’s objectives to eradicate modern
slavery and human trafficking but does not meet the requirements for producing an
annual Slavery and Human Trafficking Statement as set out in the Modern Slavery
Act 2015.
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Statement of Accountable Officer’s Responsibilities
The National Health Service Act 2006 (as amended) states that each CCG shall
have an Accountable Officer and that Officer shall be appointed by the NHS
Commissioning Board (NHS England). NHS England has appointed Mrs Joanne
Webster to be the Accountable Officer of NHS Wakefield CCG.
The responsibilities of an Accountable Officer are set out under the National Health
Service Act 2006 (as amended), Managing Public Money and in the CCG
Accountable Officer Appointment Letter. They include responsibilities for:
•

The propriety and regularity of the public finances for which the Accountable
Officer is answerable.

•

For keeping proper accounting records (which disclose with reasonable
accuracy at any time the financial position of the CCG and enable them to
ensure that the accounts comply with the requirements of the Accounts
Direction).

•

For safeguarding the CCG’s assets (and hence for taking reasonable steps
for the prevention and detection of fraud and other irregularities).

•

The relevant responsibilities of accounting officers under Managing Public
Money.

•

Ensuring the CCG exercises its functions effectively, efficiently and
economically (in accordance with Section 14Q of the National Health Service
Act 2006 (as amended)) and with a view to securing continuous improvement
in the quality of services (in accordance with Section14R of the National
Health Service Act 2006 (as amended)).

•

Ensuring that the CCG complies with its financial duties under Sections 223H
to 223J of the National Health Service Act 2006 (as amended).

Under the National Health Service Act 2006 (as amended), NHS England has
directed each CCG to prepare for each financial year a statement of accounts in the
form and on the basis set out in the Accounts Direction. The accounts are prepared
on an accruals basis and must give a true and fair view of the state of affairs of the
CCG and of its income and expenditure, Statement of Financial Position and cash
flows for the financial year.
In preparing the accounts, the Accountable Officer is required to comply with the
requirements of the Government Financial Reporting Manual and in particular to:
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•

Observe the Accounts Direction issued by NHS England, including the
relevant accounting and disclosure requirements, and apply suitable
accounting policies on a consistent basis.

•

Make judgements and estimates on a reasonable basis.

•

State whether applicable accounting standards as set out in the Government
Financial Reporting Manual have been followed and disclose and explain
any material departures in the accounts.

•

Prepare the accounts on a going concern basis.

•

Confirm that the Annual Report and Accounts as a whole is fair, balanced
and understandable and take personal responsibility for the Annual Report
and Accounts and the judgements required for determining that it is fair,
balanced and understandable.

To the best of my knowledge and belief, I have properly discharged the
responsibilities set out under the National Health Service Act 2006 (as amended),
Managing Public Money and in my CCG Accountable Officer Appointment Letter.
I also confirm that:
•

as far as I am aware, there is no relevant audit information of which the
CCG’s auditors are unaware, and that as Accountable Officer, I have
taken all the steps that I ought to have taken to make myself aware of any
relevant audit information and to establish that the CCG’s auditors are
aware of that information.

Joanne Webster
Accountable Officer
Xx June 2021
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Governance Statement
Introduction and context
NHS Wakefield CCG is a body corporate established by NHS England on [1 April
2013] under the National Health Service Act 2006 (as amended).
The CCG’s statutory functions are set out under the National Health Service Act
2006 (as amended). The CCG’s general function is arranging the provision of
services for persons for the purposes of the health service in England. The CCG is,
in particular, required to arrange for the provision of certain health services to such
extent as it considers necessary to meet the reasonable requirements of its local
population.
As at 1 April 2021, the clinical commissioning group is not subject to any directions
from NHS England issued under Section 14Z21 of the National Health Service Act
2006.

Scope of responsibility
As Accountable Officer, I have responsibility for maintaining a sound system of
internal control that supports the achievement of the CCG’s policies, aims and
objectives, whilst safeguarding the public funds and assets for which I am personally
responsible, in accordance with the responsibilities assigned to me in Managing
Public Money. I also acknowledge my responsibilities as set out under the National
Health Service Act 2006 (as amended) and in my CCG Accountable Officer
Appointment Letter.
I am responsible for ensuring that the CCG is administered prudently and
economically and that resources are applied efficiently and effectively, safeguarding
financial propriety and regularity. I also have responsibility for reviewing the
effectiveness of the system of internal control within the CCG as set out in this
governance statement.

Governance arrangements and effectiveness
The main function of the governing body is to ensure that the group has made
appropriate arrangements for ensuring that it exercises its functions effectively,
efficiently and economically and complies with such generally accepted principles of
good governance as are relevant to it.
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The Clinical Commissioning Group Governance Framework
The CCG Constitution states that in accordance with section 14L (2) (b) of the 2006
Act, 2014 the Group will at all times observe “such generally accepted principles of
good governance” in the way it conducts its business. These include:
•

The highest standards of propriety involving impartiality, integrity and
objectivity in relation to the stewardship of public funds, the management of
the organisation and the conduct of its business.

•

The Good Governance Standard for Public Services.

•

The standards of behaviour published by the Committee on Standards in
Public Life (1995) known as the “Nolan Principles”.

•

The seven key principles of the NHS Constitution.

•

The Equality Act.

NHS Wakefield CCG is a clinically led, member organisation comprising 36 member
practices and has a responsibility to ensure that robust corporate, clinical and
financial governance arrangements are embedded within the organisation in
accordance with best practice. Each practice has a registered key representative
who is appointed to vote on behalf of their practice. A full list of Member Practices is
set out within the Accountability Report.
The CCG has established a properly constituted Governing Body with the
appropriate clinical, managerial and lay member skill mix, including:
•

The elected Chair and Clinical Leader

•

Three elected GPs

•

the Secondary Care Specialist Doctor

•

the independent Registered Nurse

•

Three independent Lay Members

•

the Chief Officer

•

the Director of Finance/Deputy Chief Officer

•

the Executive Nurse

Organisational structure and accountabilities are clear and well defined. Where
capacity and/or capability gaps have been identified, actions are put in place with
expected outcomes and timescales. Wakefield CCG clearly articulated its values to
stakeholders through its Commissioning Intentions for 2020/21. Our organisational
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development strategy included an annual Staff Survey and developing actions to
address issues for development.
The CCG Governing Body takes overall responsibility for governance throughout the
organisation but discharges some of its responsibilities to a number of committees.
The following committees have been established by the Governing Body:
a) Audit Committee
b) Primary Care Commissioning Committee
c) Remuneration Committee
d) Quality Performance and Governance Committee
e) Public Involvement, Patient Experience and Equality Committee (with effect from
March 2021 will be known as Patient & Community Panel)
f) Finance Committee
g) Nominations Committee
h) Clinical Strategy Group

A full list of committees, including their responsibilities and membership, are set out
in this Statement within the section titled Governing Body. In addition to governance,
the Governing Body and its delegated committees place a clear focus on the
services, performance and patient safety of its commissioned providers.
CCGs are statutory bodies established under the NHS Act 2006 (the 2006 Act) as
amended by the Health and Social Care Act 2012. Legislation requires that each
CCG maintains and publishes a Constitution which contains specific information.
NHS Wakefield CCG adopted the initial model Constitution as recommended by
NHS England as part of its authorisation in 1 January 2013.
During the summer of 2019, the Governing Body approved a number of small
changes to the CCG’s existing Constitution. It was noted that these were nonmaterial changes and would not impact the impact the CCG continuing to carry out
its business and related more to a “tidying-up”.
In September 2018, NHS England issued a revised model Constitution which took
into account changes to legislation, CCG accountability frameworks and wider
developments such as creation of ICS which have taken place over the last few
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years. The revised model also looked to the future in an attempt to facilitate a greater
degree of flexibility for CCGs, whilst maintaining high levels of transparency and
accountability. Given publication of the revised model Constitution, our Governing
Body agreed to hold in abeyance the minor identified changes and to adopt the
revised model. It was therefore timely to undertake a full review of our Constitution
and supporting governance documents including a governance handbook against
the new model.
A new model Constitution was presented to Governing Body on 12 November 2019
for consideration and approval for it to be put to the CCG membership for
consideration and approval by vote. Following a voting period allowing 21 days for
written resolution (on a one practice-one vote basis) as set out in the current
standing orders the new model Constitution was sent to NHS England for final
approval in January 2020. NHS England commits to undertake the review within
eight week of receipt and on the 30 March NHS England confirmed its approval
agreeing for it to be enacted on the 1 April 2020.
The current Constitution sets out the CCG’s powers and functions, describes our
mission, values and aims and how these are delivered through the governance
framework. It describes how we ensure probity and accountability in the day to day
running of our CCG and clarifies how decisions are made in an open and transparent
way and in the interest of patients and the public.
Our Constitution includes the following information:
•

Our membership and the area we cover

•

Our Mission, Values and Aims

•

Functions and Duties

•

Decision Making: The General Structure

•

Roles and Responsibilities

•

Standards of Business Conduct and Managing Conflicts of Interest

•

The CCG as an Employer

•

Transparency and Ways of Working

•

Standing Orders, Scheme of Reservation and Delegation and our Prime

•

Financial Policies

•

Committee Terms of Reference
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The Constitution, particularly through the Scheme of Reservation and Delegation,
makes clear the respective responsibilities of the membership and the Governing
Body and its Committees.
Our Constitution is available on the CCG’s website Constitution.

The Governing Body
Our governance structure is headed by the Board to which our 36 member
practices have formally delegated their statutory responsibilities within our
constitution.
Members of the Board during 2020/21 were:
Name

Role

Joanne Webster

Chief Officer

Richard Hindley

Lay Member & Deputy Chair

Andrew Balchin (April 2020 until December
2020)

Corporate Director, Adults, Health &
Communities (Wakefield Council)

Susannah Cookson

Chief Nurse

Anna Hartley

Director of Public Health (Wakefield Council)

Dr Debbie Hallott

GP member

Diane Hampshire

Independent Nurse Member

Stephen Hardy

Lay member (Patient & Public Involvement)

Dr Clive Harries

GP member

Dr Pravin Jayakumar

GP member

Hany Lotfallah

Secondary care consultant
Assistant Clinical Leader / GP member
Appointed Chair & Clinical Leader
Lay Member (Audit)

Dr Adam Sheppard
Richard Watkinson

Chief Finance Officer/Deputy Chief Officer

Jonathan Webb
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The composition of the Governing Body is compliant with the requirements of the
CCG’s Constitution.
In December 2019 the Nominations Committee oversaw the tenure of three member
of the Governing Body including the Independent Secondary Care Doctor, Lay
Member/Deputy Chair and Lay Member for Public Involvement, Patient Experience
and Equality Committee and recommended to the board the following:
•

The CCGs Independent Secondary Care Doctor, Mr Hany Lotfallah’s tenure
for his second term of office is extended for one year to allow any potential
changes in the NHS Bill to take effect allowing the Secondary Care Doctor to
be appointed from local providers.

•

The Lay Member/Deputy Chair, Richard Hindley’s tenure for his second term
of office is extended for a further three year term of office in line with the
Constitution and subject to the approval of the proposed changes to the
Constitution and the CCG’s Standing Orders.

•

The Lay Member for Patient Experience, Stephen Hardy’s third term of office
is extended for a further three years in line with the model constitution which
recommends that in order to ensure lay members retain independent and
external focus they should serve a term of office of no more than ten years.

The Governing Body met on five occasions during the year 2020/21 (an
extraordinary meeting was held in April 2021). All meetings were quorate. Meetings
were held in public and copies of the papers are available on the CCG’s website:
Governing Body agenda and papers.
The Governing Body draw their membership from a broad pool of NHS staff,
clinicians and lay members, providing the appropriate balance of skills, experience,
independence and knowledge of the organisation to enable them to discharge their
respective duties and responsibilities effectively. All members of the Governing Body
have clear areas of responsibility. The Chair holds regular review meetings and
annual appraisals with members of the Governing Body to discuss their contribution
to the organisation. The membership of the Governing Body can be found in the
Accountability Report within the section titled Member Profiles.
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Committees of the Governing Body
The CCG uses a number of Committees to provide challenge and assurance over
specific areas. All Committees have been formed with a membership that provides a
range of skills, including clinical expertise and lay membership. Membership for all
Committees of the board can be found in table below.
During 2020/21 the Governing Body was supported by eight sub-committees; Audit
Committee, Clinical Strategy Group, Finance Committee, Quality, Performance &
Governance Committee, Nominations Committee, Primary Care Commissioning
Committee, Remuneration Committee and Connecting Care Executive. All
Committees, except Connecting Care Executive, have lay member representation
in the form of either chairing Committees, for example Audit Committee, Finance
Committee and Quality, Performance & Governance Committee, or by being in
attendance. All Committees of the CCG are referenced in the Constitution. The
terms of reference for these Committees were reviewed and revised in June 2021.
Copies of all Committee terms of reference are also available on the CCG’s
website (available In the Constitution and Governance Handbook). Written and
verbal assurance reports and minutes from the Committees are provided to the
Board on a regular basis.

Audit Committee
The Audit Committee provides the Board with an independent and objective view of
the CCG’s system of internal control for financial governance, corporate governance
and clinical governance. For information regarding the membership please refer to
the membership section below.
The Audit Committee met on five occasions during the year with the remit to review
and provide assurance on the adequacy and effective operation of the overall
internal control system for the CCG. Topics discussed included:
•

Governance Exceptions Report.

•

Procurement Register Update.

•

Regular Internal Audit, Counter Fraud and Security Progress Reports.

•

Regular External Audit Updates.

•

Governing Body Assurance Framework.

•

Mid-Year Committee Progress and assurance report.
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•

Audit Committee Self-Assessment.

•

Accounts Planning 2020/21.

The CCG annual Report and Accounts for 2020/21 were recommended to be
approved at the Governing Body meeting held on 8 June 2021.
The Audit Committee annual report was presented to the Committee on 25 May
2021 confirming that the Audit Committee has fulfilled its duties by focusing on
integrated governance, risk management, internal control, financial reporting,
internal audit, external audit, assurance on management, whistleblowing, other
assurance functions and counter fraud. In June 2021 the Board will consider an
annual report from the Audit Committee.

Audit Panel
The Audit Panel met twice during 2020/21. The panel met in October 2020 and then
in January 2021. The Auditor Panel is a committee of the Governing Body and has
no executive powers, other than those specifically delegated in its terms of
reference. The Panel’s function is to advise the organisation’s Governing Body on
the selection and appointment of the external auditor. The Panel met to consider the
extension of contract with the CCGs external auditor with recommendations to the
board in line with its terms of reference. During these meetings conflicts are
managed by excluding the external auditors from all meetings.

Clinical Strategy Group
The Clinical Strategy Group met eight times throughout the year, with the remit of:
• Providing strong clinical leadership for commissioning, service transformation
and pathway redesign and to provide robust assurance of this to the Governing
Body. Including promotion of a culture of continuous improvement, innovation,
safety, clinical effectiveness and patient experience/feedback.
• Providing advice and assurance on agreed commissioning strategies and
intentions and strategic alignment with the forward strategy that is agreed for
the population of Wakefield by the Governing Body.
• Ensure initiatives are in place to support the development of cost saving
schemes development through embedding clinical advice, support and
leadership into key commissioning work streams and interlinking portfolio
working across the organisation.
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Topics discussed during 2020/21 included:
•

Planned Care Updates including new referral pathway / Ardens / Clinical
Prioritisation.

•

Ethical Framework for the WY&H Partnership.

•

CAMHS Improvement Briefing / Future in Mind Update / Mental Health and
Learning Disabilities Updates / Special Education Needs Disability Statutory
Duty.

•

Covid-19 Aftercare Plan/Long Covid.

•

Care Home Standard Operating Procedure.

•

Wakefield Resilience Framework 2020/21 update.

•

Covid-19 Vaccination Programme.

•

Maternity Services.

•

Cancer Strategy 2020 and Beyond.

Minutes of the Medicines Optimisation Group meetings are regularly presented to.
The Committee also received regular updates from the CCG’s membership (through
the six clinical networks).
In June 2021 the Board will consider an annual report from the Clinical Strategy
Group. The Annual Report was presented to the Clinical Strategy Group on 15
April 2021 providing assurance that the Committee has complied with its terms of
reference and fulfilled its duties.

Finance Committee
The Finance Committee is established as a Committee of the Governing Body of
NHS Wakefield CCG, in accordance with the scheme of delegation with the remit
of approval of the financial plan, providing assurance that:
•

The quality, safety and stakeholder impact of individual plans have been
assessed and mitigated.

•

The interrelationship with performance recovery plans have been assessed
and mitigated.

•

All possible measures are being taken to achieve financial turnaround.
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The Finance Committee met seven times during 2020/21 and topics discussed
included:
• 2020/21 Financial Plan Updates.
• Covid-19 costs.
• 2020/21 Efficiency Programme Updates.
• Running Costs 2020/21.
• System Financial Planning.
• 2020/21 Activity Monitoring.
• Wakefield CCG Risk Register – Assessment of Financial Risks.
• Contract assurance report – 2020/21.
• Procurement Policy approval.
In June 2021 the Board will consider an annual report from the Finance
Committee. The annual report was presented to the Committee on 22 April 2021
providing assurance that the committee has complied with its terms of reference
and fulfilled its duties.

Nominations Committee
The Nominations Committee undertook a virtual recommendation in June 2020 and
held a meeting in January 2021 with the remit of:
•

Ensuring a formal, rigorous and transparent procedure for the appointment of
members to the Governing Body (including GPs, Lay Members and Registered
Nurse).

On those occasions when the Committee meets to consider the appointment of
GPs a representative from the Local Medical Committee is invited as an attendee.
A virtual decision to recommend approval to the Governing Body in relation to the
extension to tenure of two of the GP members of the Governing was sought in and
was approved at the June 2020 Governing Body meeting. A meeting was held in
January 2021 to consider and recommend to the Governing Body the reappointment of the Chair/Clinical Advisor, one Lay Member, Nurse Member,
Secondary Care Consultant and the re-appointment of one GP Clinical Member
and this recommendation was approved at the March 2021 Governing Body
meeting.
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In June 2021 the Board will consider an annual report from the Nominations
Committee which will provide assurance that the Committee has complied with its
terms of reference and fulfilled its duties. The Committee fulfilled its duties by
recommending to the Governing Body the re-appointment of the Chair/Clinical
Advisor, one Lay Member, Nurse Member, Secondary Care Consultant and three
GP Clinical Members.

Primary Care Commissioning Committee
The Primary Care Commissioning Committee has met four times during 2020/21
with the remit of:
•

Facilitating decision making about items which present conflicts of interest for
all or the majority of GP members of the Governing Body.

•

Carrying out the functions delegated to the CCG relating to the commissioning
of primary medical services.

The topics discussed during 2020/21 included:
•

Proposed GP practice merger.

•

Contract & Performance Decisions made during Covid-19.

•

GP practice premises refurbishment – Northgate and Riverside.

•

Commissioning Intentions 2020/21.

•

Wakefield Practice Premium Contract Performance Report 2019/20.

•

Quality & Outcomes Framework 2019/20.

•

Interim Provider Policy.

•

Urgent Decisions by Chief Officer.

•

Castleford Health Centre.

The revised Terms of Reference will be presented at the meeting of the Primary
Care Commissioning Committee in June 2021.
In June 2021 the Governing Body will consider an annual report from the Primary
Care Commissioning Committee which will provide assurance that the committee
has complied with its terms of reference and fulfilled its duties.

Quality, Performance & Governance Committee
The Quality, Performance & Governance Committee met bi-monthly throughout
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the year. The Committee remit is:
•

Ensuring that the CCG has robust systems in place to identify, manage and
report on key governance and quality issues and the risks associated with
them.

•

Reviewing the CCG’s performance against its strategic and operational plans.

•

Being accountable for the performance and reporting of any groups, as
delegated by the Governing Body, ensuring all risks are appropriately managed
and reported within the risk management/assurance framework approach.

The topics discussed throughout the year included:
•

Monthly Performance Report.

•

Quality and Patient Safety reports quarterly including the Experience of Care
Framework and the Patient Safety and Outcomes Report.

•

CQC Inspection updates.

•

Incident Report updates.

•

GBAF update.

•

Information Governance updates.

•

The Individual Funding Requests (IFR) Annual Report for 2019/20 and the IFR
Terms of Reference.

•

Research Governance Annual Report for 2019/20.

•

Workforce Update/Staff Survey Action Plan.

•

Risk Register 2020/21.

•

Equality including Public Sector Equality Duty Report.

•

Health & Safety report.

Other topics also presented included:
•

Covid-19 Quality Impact Assessment Process.

•

Access to Infertility Treatment Commissioning Policy.

•

Safeguarding Children & Young People during the Coronavirus Pandemic.

•

Primary Care Prescribing Rebate Scheme Policy.

•

Information Governance Policy Booklet/Procedure Booklet/Freedom of
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Information Policy.
•

Personal Health Budget Policy, CHC Commissioning Principles for Adults,
Children & Young People.

•

2019/20 Learning Disabilities Mortality Review Annual Report.

•

NHS CHC performance update.

•

Safeguarding Policy.

•

Update on progress from SEND inspection and revisit.

•

Engagement Annual Report 2019/20.

•

Maternity Services.

•

Ofsted Focused Visit to Wakefield Local Authority Children’s Services.

The Quality, Performance & Governance Committee has one standing sub-group,
the Quality Intelligence Group. Minutes are shared with the Committee on a regular
basis. The revised terms of reference of the Quality Intelligence Group were
approved in March 2021.
In June 2021 the Board will consider an annual report from the Quality,
Performance & Governance Committee. The annual report was presented to the
Committee on 27 May 2021 providing assurance that the Committee has
complied with its terms of reference and fulfilled its duties.

Remuneration Committee
The Committee has met once during the year in November 2020 to discuss and
recommend to the Governing Body the Pay uplift confirmation for GB members with
effect from 1 April 2020. On 17 November 2020 there was also a Remuneration
Advisory Panel meeting held to consider the Remuneration Review in respect of the
West Yorkshire & Harrogate CCH Lay Member roles. The Governing Body
approved the recommendation on 9 March 2021.

Connecting Care Executive
The Connecting Care Executive is a joint committee with Wakefield Council. The
Committee met on five occasions during 2020/21 with the remit of:
• Acting as the Partnership Board responsible for review of performance and
oversight of the Better Care Fund. This includes undertaking the statutory
functions outlined in the Care Act 2014 and managing the implementation of
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the Better Care Fund Plan and associated Section 75 Better Care Fund
Partnership (BCF) Agreement.
• Delivering the ambition of the Health and Wellbeing Board to achieve
more effective integration between the commissioning of children’s,
adults’, public health and NHS services.
Topics presented and discussed during this period included:
•

Mental Health Commissioning.

•

Wakefield BCF/BCF Pooled Financial Monitoring/ 2020/21 BCF Plan.

•

Commissioning Adults Health and Social Care.

•

Wakefield Families Together.

•

Reablement Review.

•

Domiciliary Care Winter 2019/20 Initiative Evaluation Report.

•

Wakefield Joint Commissioning Framework.

•

CHC.

•

2019/20 Learning Disabilities Mortality Review Annual Report.

The purpose of the Connecting Care Executive is to be the Partnership Board
responsible for review of performance and oversight of the BCF and to deliver the
ambition of the Health and Wellbeing Board to achieve more effective integration
between the commissioning of children’s, adults’, public health and NHS services.
The Connecting Care Executive needs to also undertake the statutory functions
outlined in the Care Act 2014 and managing the implementation of the Better Care
Fund Plan and associated Section 75 BCF Partnership Agreement.
In June 2021 the Board will consider an annual report from the Connecting Care
Executive which will provide assurance that the committee has complied with its
terms of reference and fulfilled its duties in line with The Care Act 2014 (Part 4,
section 121, (3)) which sets out the legislative framework that the resources
identified as part of the BCF are required to be placed into pooled budgets under
section 75 joint governance arrangements between the CCG and the Council. The
Connecting Care Executive shall have oversight and responsibility for the statutory
arrangements for the Better Care Fund.
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Attendance at Governing Body and Committee meetings as at 31 March 2021:
Governing
Body Member

Governing
Body

Audit
Committee

Clinical
Strategy
Group

Connecting
Care
Executive

Finance
Committee

Primary Care
Commissioning
Committee

N/A

Quality,
Performance
&
Governance
Committee
N/A

Andrew
Balchin
(April 2020 December
2020)
Suzannah
Cookson

1 (3)

N/A

N/A

2 (5)

3 (4)

N/A

6 (8)

2 (5)

4 (7)

5 (7)

2 (4)

Dr Deborah
Hallott

3 (4)

2 (5)

6 (8)

N/A

N/A

7 (7)

N/A

Diane
Hampshire

4 (4)

N/A

N/A

N/A

N/A

N/A

4 (4)

Stephen
Hardy

3 (4)

N/A

7 (8)

N/A

N/A

6 (7)

4 (4)

Dr Clive
Harries

4 (4)

5 (5)

8 (8)

N/A

6 (7)

N/A

N/A

Anna Hartley

4 (4)

N/A

N/A

0 (5)

N/A

N/A

N/A

Richard
Hindley

2 (4)

5 (5)

N/A

N/A

7 (7)

7 (7)

3 (4)

Dr Pravin
Jayakumar

4 (4)

N/A

7 (8)

N/A

(7)

N/A

N/A

Hany Lotfallah

4 (4)

N/A

N/A

N/A

N/A

N/A

2 (4)

Dr Adam
Sheppard

4 (4)

N/A

6 (8)

4 (5)

6 (7)

4 (7)

N/A

Richard
Watkinson

4 (4)

5 (5)

N/A

N/A

N/A

N/A

3 (4)

Jonathan
Webb **

4 (4)

5 (5)

7 (8)

3 (5)

6 (7)

6 (7)

3 (4)

Jo Webster

3 (4)

N/A

N/A

1 (5)

5 (7)

2 (7)

N/A

N/A

NB. The number in brackets is the maximum number of meetings in 2020/21 that
the member could attend.
*Chief Operating Officer to be in attendance, where required, in place of the Chief
Officer should the Chief Officer not be able to attend the Quality Performance and
Governance Committee.
** Jonathan Webb is in attendance at Audit Committee.
All Committee meetings held during the year were quorate. Attendance at meetings
is monitored by the chair of the Committee and shared with the chair of the Board.
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Joint Committee
The role of the Joint Committee
The Committee has delegated authority from the West Yorkshire (WY) CCGs to take
joint decisions on agreed priorities. The Committee also makes recommendations
when a collaborative approach across WY&H will help to achieve better outcomes.
The Committee has an independent lay chair, three CCG lay members and two
representatives from each WY CCG. North Yorkshire CCG is an associate member.
As a result of Covid-19, all meetings were held virtually in 2020/21 and were live
streamed. The attendance record is at Appendix 1.
The Committee has a Public and Patient Involvement Assurance Group made up of
lay members from each CCG. The Group provides assurance that public and patient
voice informs the Committee’s decisions.

1. Improving outcomes
Responding to Covid-19
The Committee considered how WY&H health and care programmes had refocused
to support the response to Covid-19. The Committee agreed that its work during the
year would need to evolve to reflect the new priorities arising from Covid-19.

West Yorkshire and Harrogate Healthy Hearts
In 2018, the Joint Committee recommended the CCGs to adopt the Healthy Hearts
improvement project, building on successful work in Bradford. The project aims to
identify more people with high blood pressure, help them to control it better and
reduce the risk of heart attacks and strokes. As a result, 22,000 more people have
had their blood pressure controlled to target numbers. WY&H Healthy Hearts won
the Health Service Journal Cardiovascular Initiative of the Year award in 2020.

Assessment and Treatment Units (ATUs) for people with complex
learning disabilities
The Committee supported a proposal to commission a new care model for people
with a learning disability. This involved collaborative commissioning between
commissioners and providers across the whole pathway for people with learning
disabilities. The aim is to develop a single system and centre of excellence. The
Committee noted plans for engaging with people who had accessed care in ATUs,
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their carers and staff. Formal approval for the proposals was sought at a meeting in
2021/22, following further engagement.

Urgent and emergency care
The Committee supported a national programme which built on learning from Covid19. It encouraged people to phone 111 as an alternative to ‘walking’ unheralded into
EDs. The integrated offer included alternative pathways, for example GPs,
pharmacists and mental health advice. Patients are remotely triaged to determine if
there is a clinical need to be seen face to face.
The Committee considered a report on primary medical care services in WY which
were provided by LCD. The response to Covid-19, changes in national policy and
potential changes to the commissioner landscape meant that there was uncertainty
about what should be commissioned for the future. The Committee felt that in the
current circumstances a pragmatic approach should be taken and agreed to extend
the service from LCD for three years.

Improving planned care
The Committee supported changes to the Improving Planned Care programme,
which focused on restarting planned care following the first wave of Covid-19. This
included improving access to diagnostic testing services and more shared decision
making between primary and secondary care.
The Committee approved an amendment to a WY&H policy for flash glucose
monitors – small sensors worn on the skin for monitoring the glucose levels of
people with diabetes. The amendment covered type 2 diabetes patients with learning
disabilities who need to use insulin. Self-management of diabetes by patients with
learning disabilities would promote independence and reduce health inequalities.
The Joint Committee had previously agreed a number of clinical threshold policies,
which had improved equality of access across WY&H and reduced levels of surgery
where non-surgical interventions could be more effective.

Stroke
In 2018, the Joint Committee agreed a common approach for commissioning hyper
acute stroke services and all stages from prevention to recovery. The specialist
hyper-acute stroke pathways are now well established, with four units providing
hyper-acute care during the first 72 hours following stroke across WY&H. A
sustainable stroke clinical network has been established, working to provide the
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best stroke services possible and further improve quality and stroke outcomes in
each of our six places. Priorities include preventing strokes, delivering effective care
when people have a stroke and ensuring that there is good support and
rehabilitation for people after a stroke.

2. Working better together
The Committee led new approaches to collaborative working between
commissioners and providers. The Commissioning Futures programme was
developed in collaboration with partners across the health and care system, based
on our successful model of place-based working. Work is only carried out at WY&H
level if it adds value to our places.
The Committee supported collaboration between commissioners and providers
through the Cancer Alliance, Improving Planned Care programme, Local Maternity
System and Mental Health, Learning Disability and Autism Alliance. The Committee
also supported the Yorkshire and Humber framework for integrated commissioning
of Integrated Urgent and Emergency Care Services provided by YAS.

3. Governance
In 2020, the WY CCGs agreed a revised MoU for Collaborative Commissioning,
which included a new work plan and the delegation of new commissioning decisions
to the Joint Committee.
The Committee maintains a register of members’ interests and declarations of
interest are a standing item on all agendas. At each meeting, the Committee reviews
the significant risks to the delivery of its work programme and assesses how these
risks are being mitigated.

Attendance record
Organisation and role

Member

Attendance
(eligible)

Independent Lay Chair

Marie Burnham

3 (3)

Stephen Hardy
Richard Wilkinson
Ruby Bhatti
John Mallalieu

3 (3)
1 (1)
2 (2)
2 (2)

CCG Lay members
(to 7 July 2020 meeting)
(from 6 October 2020 meeting)
(from 6 October 2020 meeting)
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NHS Bradford, District and Craven CCG
Clinical Chair
Chief Officer
Strategic Director of Quality and Nursing

Dr James Thomas
Helen Hirst
Michelle Thomas
(Deputy for Helen
Hirst)

3 (3)
2 (3)
1 (1)

NHS Calderdale CCG
Clinical Chair
Deputy Chief Officer
(to 6th October 2020 meeting)
Chief Officer
(from 21st January 2021 meeting)

Dr Steven Cleasby
Neil Smurthwaite
Robin Tuddenham

2 (3)
2 (2)
1 (1)

NHS Greater Huddersfield CCG
Clinical Chair

Dr Steve Ollerton

3 (3)

NHS North Kirklees CCG
Clinical Chair

Dr Khalid Naeem

2 (3)

NHS Greater Huddersfield and North Kirklees CCGs
Chief Officer

Carol McKenna

3 (3)

NHS Leeds CCG
Clinical Chair
Chief Executive

Dr Jason Broch
Tim Ryley

3 (3)
3 (3)

NHS Wakefield CCG
Clinical Chair
Chief Officer

Dr Adam Sheppard
Jo Webster

3 (3)
3 (3)

Associate
member
NHS North Yorkshire CCG
Clinical Chair
Chief Officer

Dr Charles Parker
Amanda Bloor

2 (3)
1 (3)

UK Corporate Governance Code
NHS Bodies are not required to comply with the UK Code of Corporate Governance.
However compliance with relevant principles of the Code is considered to be
appropriate and good practice. This Annual Governance Statement is intended to
demonstrate how the CCG has due regard to the principles set out in the Code and
which are considered appropriate for CCGs. For the financial year ended 31 March
2021, and up to the date of signing this statement, we had regard to the provisions
set out in the code and applied the principles of the code.

Discharge of Statutory Functions
In light of recommendations of the 1983 Harris Review, the CCG has reviewed all of
the statutory duties and powers conferred on it by the National Health Service Act
2006 (as amended) and other associated legislative and regulations. As a result, I
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can confirm that the CCG is clear about the legislative requirements associated with
each of the statutory functions for which it is responsible, including any restrictions
on delegation of those functions.
Responsibility for each duty and power has been clearly allocated to a lead Director.
Directorates have confirmed that their structures provide the necessary capability
and capacity to undertake all of the clinical commissioning group’s statutory duties.

Risk management arrangements and effectiveness
Risk Management Framework
The Integrated Risk Management Framework (IRMF) sets out appetite for risk,
together with the practical means through which risk is identified and evaluated as
well as the control mechanisms through which it is managed. It creates a framework
to achieve a culture that encourages staff to:
•

Identify and control risks which may adversely affect the operational ability of the
CCG.

•

Compare risks using the 5 x 5 grading system (see matrix below).

•

Eliminate, transfer or reduce risks to an acceptable and cost effective level
wherever possible, otherwise ensure the organisation openly accepts the
remaining risks.

•

Provide the Governing Body with assurance that risk is being effectively
managed through appropriate risk management escalation mechanisms for the
purposes of decision making.

The risk score determines the prioritisation and allocation of resource. Higher scores
have a higher priority for action, as the impact of failing to reduce the risk is greater.
Risk scores are categorised into five sections. The table below shows the categories
of risk scoring.
The risk score determines the prioritisation and allocation of resource. Higher scores
have a higher priority for action, as the impact of failing to reduce the risk is greater.
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Risk scores are categorised into five sections. The table below shows the categories
of risk scoring.
Risk Category
Priority No
Critical Risk (20-25)

Black

Serious Risk (15-16)

Red

High Risk (8-12)

Yellow

Moderate Risk (4-6)

Green

4

Low Risk (1-3)

Clear

5

1
2
3

The framework was reviewed and approved in September 2020 by the Governing
Body following comment by the Executive Management Group in July 2020.
The key risk management objectives are:
1. The organisation has appropriate and effective systems in place to identify, report
and manage risk.
2. The organisation has effective processes to capture and learn from mistakes to
reduce future risks.
3. An effective accountability framework for the management and reporting of risk is
in place.
4. The organisational risk management framework provides sufficient evidence and
assurance to comply with relevant external assessment and best practice.
5. The organisation will develop risk management arrangements for key
partnerships and major projects.

The CCG monitors and reports on risk in two ways:
• The GBAF focuses on strategic/long-term risks to the delivery of our strategic
objectives. The GBAF is reviewed and updated twice per year.
• The corporate risk register focuses on more operational risks that may rise and fall
within relatively short time periods. The corporate risk register is reviewed and
updated four times per year.
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Leadership of the risk management process is given a high profile within the CCG
and the IRMF sets out the roles of key personnel in handling and reporting risks.
Risk management is built into the strategic planning process and managed
operationally with the governance of decision making set out in the organisation’s
Scheme of Reservation and Delegation.
Risks are identified from a number of sources, including the Governing Body,
Executive Directors, staff, GBAF, internal and external audit reports and risk
assessments. Monitoring, evaluation and control have been further developed
throughout the year and all identified risks are included on either the Corporate Risk
Register, GBAF or individual team risk logs.
Risk management by the Governing Body is therefore underpinned by six
interlocking systems of internal control:
•

GBAF.

•

Corporate Risk Register (informed by team, committee or programme risk).

•

Individual team risk logs.

•

Audit Committee and Quality, Performance and Governance Committee.

•

Governance Sub-committee.

•

Annual Governance Statement.

Risk Appetite
The IRMF includes provisions to regularly review risks.
The IRMF includes guidance regarding the scoring of risks and establishing the
‘target’ or risk appetite score. A 5x5 matrix is used to identifying the appropriate level
for each individual risk. The score and appetite score are set by the risk owner and
reviewed by the Senior Manager and relevant director. The risks are then subject to
an overview at the Performance, Quality and Governance Committee to:
•

Oversee the development and maintenance of assurance and risk management
systems and processes.

•

Maintain an up to date risk profile by reviewing all significant risks to the
achievement of the CCG’s objectives through the development of an Assurance
Framework.

•

Ensure sound systems of internal control are in place and report on these to the
Audit Committee and Governing Body.
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•

Promote standards of health, safety and welfare across the CCG, ensuring
compliance with the Health and Safety at Work Act 1974 and other relevant
statutory provisions.

Other controls to manage risk
Information from the GBAF and risk register are triangulated with information from
other sources to deliver assurance on the prevention of risk and the management of
current risks. These include:
•

Incident reports.

•

Serious incident investigations.

•

Conflicts of interest.

•

Business continuity plans.

•

Health and safety assessments (including fire assessment).

The CCG has established a range of policies to support the management of risk.
These include the IRMF, Incident Reporting Policy, Health and Safety Policy,
Concerns, complaints, comments and compliments Policy, Claims Policy and
Freedom to Speak Up (Whistleblowing) Policy.

Involving public stakeholders to manage risks which impact on
them
The CCG values the involvement of public stakeholders in its local and collective
decisions, and we utilise various engagement approaches to ensure an inclusive
approach to involving the diversity of our citizens. To this effect, we have considered
a number of key elements for involving public stakeholders set out in:
•

The White Paper, ‘Equity and Excellence: Liberating the NHS’.

•

Health and Social Care Act 2012.

•

The NHS Constitution.

•

Patient and public participation in commissioning health and care: statutory
guidance for CCGs and NHS England.

The CCG identifies impacts and risks of the decisions it makes through Equality and
Quality Impact Assessment processes. These assessments provide insight into how
certain communities may be impacted upon by potential changes. The insight of
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these assessments is used to target engagement with affected communities with a
focus on how any impacts and risks can be negated or managed.
We engage with members of the public at the earliest opportunity in our decision
making process. We also identify opportunities for public representatives to be
directly involved in our planning and decision making through participation in project
meetings, partnership boards and procurement activities.
Supporting local people to have their say and influence our commissioning decisions
is a priority for us.
Sharing the outcomes of our decision making with the public and highlighting where
public voice has impacted on our plans and decisions is vitally important to building
trust with our communities and encouraging more involvement.
Our engagement activity is overseen and assured by our Public Involvement and
Patient Experience Committee whose members include local people, Governing
Body lay member, who is the Chair of the Committee, Healthwatch Wakefield, Young
Healthwatch and the Local Authority.
The CCG has one Lay Member with responsibility for public engagement. Our lay
member chairs the Public Involvement and Patient Experience Committees. As well
as being voting member of the Governing body, our lay member is also a member of
the CCGs Remuneration, Primary Care Commissioning and the Quality,
Performance and Governance Committees. This ensures there is a voice for patients
and the public throughout our decision making and governance.
We consult with the Overview and Scrutiny Committee and NHS England as well as
working in partnership with our local Healthwatch and voluntary community within the
health sector.
During the Covid-19 pandemic, the Public Involvement and Patient Experience
Committee was suspended due to the Covid-19 restrictions in place. In order to
ensure that the citizen voice continued to be heard, an informal virtual Patient &
Community Panel was established. The Panel merged membership of various
patient groups and in March 2020 was established as a formal Committee, replacing
the Public Involvement and Patient Experience Committee.
The CCGs monthly Quality Intelligence Group (QIG) considers information gathered
from complaints and other contracts with patients. The group considers comments
made during engagement exercises and patient ‘walk-abouts’, as well as comments
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from staff members in order to identify themes and patterns which may identify gaps
or potential risks to current or future services.

Complaints to the Parliamentary Ombudsman
There were no complaints submitted to the Parliamentary and Health Service
Ombudsman for formal review during 2020/21.

Capacity to Handle Risk
The CCG has a robust and systematic approach to risk management. The
Accountable Officer is supported by the Senior Leadership Team in ensuring that the
CCG has a positive and open approach to the identification and management of risk.

Effectiveness of governance structures
All Committees have approved terms of reference which detail their accountability
and responsibility. A work plan is in place and all committees of the Governing Body
conduct an annual self-appraisal to ensure the terms of reference are being met.

Responsibilities of directors and committees
The roles and responsibilities of staff as owners of risks on the risk register, as well
as those of senior managers and directors, are set out in the IRMF.
Senior managers and directors have clear responsibilities within the GBAF and the
corporate risk register, to identify and manage risk.
The Governing Body is responsible for providing clear commitment and direction for
risk management within the CCG. The detailed review and operational management
of the Risk Register has been delegated to the Quality, Performance and
Governance Committee with the Governing Body reviewing the Risk Register twice a
year.
GBAF entries have an associated clinical lead, where necessary, to ensure that the
risk and mitigations are clinically appropriate.

Reporting lines
The lines of accountabilities between the Governing Body, its Committees and subcommittees and the executive team are set out in the IRMF and the terms of
reference for specific committees.
Members of the executive team are involved with both the GBAF and the risk
register. Following their reviews, the risk register is reviewed four times a year by the
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Quality, Performance and Governance Committee, which also reviews the GBAF
twice a year.
Governing Body sees the minutes of each Quality, Performance and Governance
Committee and twice a year receives details of the high level risks (those scoring
between 15 and 25 using a 5x5 risk matrix).
The Audit Committee received assurance on the effectiveness of the risk
management system by bi-annual review of the GBAF.

Timely and accurate information
Staff and senior managers identify risks as a generic element of their role. Newly
identified risks can be added to the corporate risk register at any time. However, staff
are prompted four times a year to record any new risks and to review existing risks
during the formal review cycle.
Senior managers and Directors will identify new entries for the GBAF which is
updated twice a year.
Any gap in control or assurance identified on the GBAF is mirrored with a risk on the
risk register. Both the risk register and the GBAF identify the links between the two
systems.
Risks are also identified though finance and performance reports and are discussed
at Quality, Performance and Governance Committee, Governing Body and Audit
Committee.

Degree and rigour of oversight
When the risk register and GBAF are presented at Quality, Performance and
Governance Committee or the Governing Body, they are subject to scrutiny and
discussion. Focus is usually on the score or movement of a risk and on the
effectiveness of the controls in place.
In addition, the standard covering documentation for all papers presented at
committees includes a section seeking details of the risk assessments linked to the
item.
Other documents such as minutes from subsidiary committees, financial and quality
reports are considered.
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Training
All staff are required to carry out mandatory training on a number of topics including
information governance, fire safety, health and safety, and ‘Prevent’ (antiradicalisation initiative), Standards of Business Conduct and Conflicts of Interest.
In addition, certain staff are required to carry out additional training which is
appropriate for their roles.
Good practice identified from incident reporting is shared with staff via the Skyline
intranet service, and staff briefings.
A comprehensive suite of policies and procedures is available for staff on Skyline.
This includes guidance relating to the use of the risk register. All staff newly
appointed to the risk register are offered one-to-one training and support from the
Governance Team.
Senior managers and directors have received support regarding the risk register at
Senior Leadership Team meetings where exercises took place to compare and
benchmark risk scores and to interrogate rationales for cases where scores
remained static over a period of time.

Risk Assessment
Risk assessment in relation to governance, risk management and
internal control
Risk assessments in relation to governance, risk management and internal control
are carried out through a number of mechanisms including:
•

Through internal governance arrangements taking account of risk
assessment guidance in the IRMF, self-assessment activity, review of our
Constitution, new national guidance or regulations and external inquiries
such as the Francis Report or the Winterbourne Review.

•

Through the annual internal audit plan by Audit Yorkshire. The plan is
developed from a risk assessment of all areas of our activities and work
undertaken in line with the plan is reported to the Audit Committee.

•

Through external audit throughout the year by KPMG, which includes
attendance at the Audit Committee and focused pieces of external audit work as
set out in the auditors annual work plan, culminating in the risk review
undertaken prior to annual reporting and accounts.
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Guidance on risk assessment and scoring is provided in the IRMG and is
supplemented by individual support from the Governance Team.

Major risks to governance, risk management and internal controls
The GBAF details 11 key risks to the CCG’s strategic objectives which are based
on CCG Statutory Duties. Each entry has been scored using a 5x5 matric and a
‘target’ or risk appetite identified. The controls and assurances are detailed,
together with any gaps which will then be subject to an action to reduce or remove
the gap.
The final full review of the GBAF for 2020/21 took place in November 2020 and
was approved at Governing Body in December 2020. A further review was
commenced and considered at the March 2021 Quality, Performance and
Governance Committee and will be approved at Governing Body in June 2021.
The highest scoring entry related to the impact of Covid-19. This was:
• NHS Wakefield CCG identified that there is a risk that the direct response to
Covid-19 compromises other services.
Work is ongoing to fully understand the conflicting demands and work with partners to
develop a whole system response the challenges of Covid-19.
The GBAF is supported by the corporate risk register which details the
operational risks.
Each risk is scored using a 5x5 risk scoring matrix and a target score is identified.
Controls and assurances are identified.
The final Risk Register cycle for 2020/21 included 53 risks.
The risk profile for the final review cycle for 2020/21 was considered at the Quality,
Performance and Governance Committee on 28 January 2020 is included below:
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The numbers in the circle are the risk identification numbers and their position on the
graph shows the risk score.
Risks are will be subject to action plans/controls and assurances in proportion to
their risk score:
•

Black = Critical risks requiring urgent action.

•

Red = Serious risks requiring prompt action.

•

Yellow = High risks.

•

Green = Moderate risks.

•

Clear = Low risks which may require monitoring only.

Throughout 2020/21, the persistent risks related to waiting times for treatment and
referrals. The issues are all long standing and were exacerbated by the impact of
Covid-19.
•

There is a risk that the CCG will fail to meet the required cancer standards
including two week wait (2ww), 31 day and 62 day cancer waiting time
targets.

•

There is a risk that MYHT will continue to fail to meet the required standard for
Incomplete 18 week Referral to Treatment (RTT) which will result in the CCG
failing to deliver the NHS Constitutional standard.
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•

There is a risk of 52 week breaches being reported at MYHT and at other
neighbouring Acute Trusts due to Covid-19.

NHS Wakefield CCG continues to work closely with MMYHT to reduce the waiting
times and seek alternative route to treatment for patients.
The final risk cycle of 2020/21 did not identify any governance, risk management or
internal control risks with a risk score of over 16.
Details for the GBAF and Risk Register can be found on the CCG’s website within
our Governing Body papers here.

Other sources of assurance
Internal Control Framework
A system of internal control is the set of processes and procedures in place in the
CCG to ensure it delivers its policies, aims and objectives. It is designed to identify
and prioritise the risks, to evaluate the likelihood of those risks being realised and the
impact should they be realised, and to manage them efficiently, effectively and
economically.
The system of internal control allows risk to be managed to a reasonable level rather
than eliminating all risk; it can therefore only provide reasonable and not absolute
assurance of effectiveness.
The adequacy of internal controls is monitored and assessed by the Governing Body
supported by the Audit Committee. There are a range of control measures in place
including the:
• Operation of the governing body and its committees in accordance with clear
terms of reference and delegated responsibilities as described in the scheme of
delegation and reservation.
• Annual review of governing body and committee effectiveness.
• The management of key risks to the achievement of our strategic objectives as
identified in the GBAF.
• The management of operational risks as identified in the corporate risk register.
• Establishment, maintenance and review of operational policies across all areas
of business, including reviews on the application of those policies.
• Application of appropriate financial accounting and financial management
procedures as described in the standing financial instructions.
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• Regular reporting of performance on our duties and responsibilities to the
Governing Body.
• Review of the effectiveness of the system of internal control carried out by the
internal audit function.
• Quarterly CCG assurance submission to NHS England.
In addition, the CCG has developed innovative methods to gather ‘intelligence’ these
include the Quality Intelligence Group and patient safety walkabouts. Collectively
these controls reduce the likelihood of risk occurring.
Annual audit of conflicts of interest management
The revised statutory guidance on managing conflicts of interest for CCGs
(published June 2016) requires CCGs to undertake an annual internal audit of
conflicts of interest management. To support CCGs to undertake this task, NHS
England has published a template audit framework.
The CCG received an overall internal audit opinion of ‘significant assurance’ about
the systems and processes in place to manage conflicts of interest.
Data Quality
The Governing Body is supplied with information in a timely manner; this information
is in a form and of a quality appropriate to enable it to discharge its duties. Regular
reports to the Governing Body include an integrated quality and performance report
and financial performance report.
Through the annual committee self-assessment process members of the Governing
Body confirmed data and information provided is appropriate.
Information Governance
The NHS Information Governance Framework sets the processes and procedures by
which the NHS handles information about patients and employees, in particular
personal identifiable information. The NHS Information Governance Framework is
supported by a Data Security and Protection Toolkit (DSPT) and the annual
submission process provides assurances to the clinical commissioning group, other
organisations and to individuals that personal information is dealt with legally,
securely, efficiently and effectively.
We achieved a status of ‘Standards Met’ for our DSPT submission in 2019/20. This
submission was made in August 2020, due to an extension to the submission
deadline that had been granted to NHS organisations to enable them to concentrate
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their resources on responding to the pandemic. The usual submission deadline is the
end of March each year.
During 2020/21 we have been undertaking the assurance work to support the annual
DSPT submission. In light of the current Covid-19 pandemic, NHS Digital extended
the deadline date for the 2020/21 submission to 30 June 2021. This extension was
again to enable NHS organisations to concentrate their resources on responding to
the pandemic.
We place high importance on ensuring there are robust information governance
systems and processes in place to help protect patient and corporate information.
We have established an information governance management framework and have
developed information governance processes and procedures in line with the DSPT.
We work to ensure that all staff undertake annual Data Security Awareness training
and have implemented a staff information governance handbook to ensure staff are
aware of their information governance roles and responsibilities.
We have information risk assessment and management processes in place to fully
embed the information risk culture throughout the organisation against identified
risks.
We are continually seeking to improve and develop our information governance and
management through procedural review, training for information asset owners,
improved ongoing awareness culture and working with our informatics partner to
improve system security.
Summary of Data Security and Protection Incidents reported to the Information
Commissioners Office (ICO) and/or Department of Health and Social Care
During 2020-21 there was one personal data-related incident that met the threshold
for reporting to the ICO as a serious personal data breach requiring investigation,
based on context, scale and sensitivity.
Date of
incident
(month)

Nature of
incident

Number
affected

How patients
were informed

Lesson learned

July 2020

Confidential
patient
information was
emailed to a
member of the
public in error,
rather than
being emailed to

1 individual

A written apology
was provided to the
patient’s
representative by
the organisations
Senior Information
Risk Owner
(SIRO).

Awareness raising
on the risks relating
to email and safe
email practice,
shared verbally and
in writing with all
staff.
Regular reminders
to staff about the
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the patient’s
representative.

risks of emailing,
provided at regular
intervals via
briefings and written
updates.

Business Critical Models
In line with best practice recommendations of the 2013 MacPherson review into the
quality assurance of analytical models, I can confirm that an appropriate framework
and environment is in place to provide quality assurance of business-critical models.
The CCGs Information Governance framework ensures that business critical
systems are identified and managed effectively. As part of this framework
information asset owners have been appointed that cover the range of business
systems used by the CCG. The Information Asset Owners have been trained. Their
responsibility in relation to business-critical systems involves the maintenance of an
information asset register relevant to their organisational remit, the maintenance of
service continuity plans and the continuity of key skills to operate such systems.

Third party assurances
The CCG currently contracts with a number of external organisations for the
provision of back office services and functions. Assurances on the effectiveness of
the controls in place for these are received in part from an annual Service Auditor
Report from the relevant service.
The organisations concerned are:
NHS Shared Business Services, via their independent auditors
PricewaterhouseCoopers LLP, in respect of Accounts Payable and Receivable
functions;
NHS Business Services Authority, via their independent auditors
PricewaterhouseCoopers LLP, in respect of Prescription Payments;
NHS Digital, via their independent auditors PricewaterhouseCoopers LLP, in respect
of the processing of NHS payments and deductions to providers of general practice
(GP) services in England.

Control Issues
Five control issues have been identified during 2020/21.
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Quality and Performance - Accident and Emergency
•

MYHT continue to participate in the new urgent care standards pilot and
therefore the CCG is not monitored against the four hour waiting time
standard. A partnership programme for A&E (Urgent Care Improvement
Group) is still in place to ensure collective process and approaches to
management; interventions and prioritisation are in-place.

Quality and Performance RTT/18 week wait:
•

It is not anticipated that the CCG will achieve the national standard of 92% to
due to Covid-19 and the reduction of activity. MYHT have specialty level
trajectories in place to support a performance improvement and a
performance will be a key focus in 2021/22.
A partnership programme for planned care between the CCG and MYHT
ensures collective process and approaches to management; interventions and
prioritisation are in-place.
Joint governance is in-place (Joint Acute Strategic Oversight Group) to
oversee the improvement group. Routine reporting is provided to Governing
Body via the appropriate committees.

•

Significant 52-week pressures remain at LTHT and now at MYHT as a result
of Covid-19. MYHT Reset & Delivery Group is overseeing the delivery of
activity and the associated initiatives to support a reduction in the over 52
week waiting position. Each specialty has a performance trajectory and the
Trust continues to work towards achieving the Trust North standard of zero
non-admitted over 52-week breaches.

Routine reporting is provided to Governing Body via the appropriate committees.
Quality and Performance – Other
•

Cancer 62 day
Achievement of the 62-day cancer waiting time standard (GP referral) remains
a challenge and MYHT do not anticipate achievement of the national standard
this year. Cancer has been prioritised during Covid-19 but performance has
been affected. The Trust continues to work closely with the Cancer Alliance
Team.
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A partnership programme for Planned Care ensures collective process and
approaches to management; interventions and prioritisation are in-place.
Routine reporting is provided to Governing Body via the appropriate Committees.
Finance, Governance and Control - Information Governance, inc. data breaches
•

An incident took place at the end of July 2020 where confidential patient
information was emailed to a member of the public in error, rather than being
emailed to the patient’s representative who was communicating about their
close relative by email. A number of immediate actions were taken to
minimise the impact of the incident and subsequently a written apology was
provided to the patient’s representative by the SIRO. The CCG reviewed the
guidance on external notification of incidents and reported the incident to the
ICO. The ICO wrote to the CCG on 28 August 2020 and advised that they had
considered the information the CCG had provided and had decided that no
further action by them was necessary. However, they did provide a number of
minor recommendations in their response. The SIRO, Data Protection Officer
and Information Governance Manager have reviewed these recommendations
in relation to any gaps. Information Governance reminder messages,
Information Governance policy and annual NHS Digital Data Security
awareness raising cover this risk area. A full root cause analysis was
identified which will take place once staff capacity permits. The root cause
analysis is expected to identify if any further action which may be required.

Review of economy, efficiency & effectiveness of the use of
resources
The CCG has well developed systems and processes for managing its resources.
The Governing Body has overarching responsibility for ensuring the CCG has
appropriate arrangements in place to exercise its functions effectively, efficiently, and
economically and is supported in doing so via the GBAF.
The Chief Finance Officer, who is a member of Governing Body, is responsible for
providing financial advice and for supervising financial control and accounting
systems. The Chief Finance Officer presents a finance report to every meeting of the
Governing Body and the Finance Committee.
The Audit Committee receives regular reports on a range of governance issues
including from both internal and external auditors.
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The Audit Committee will have the opportunity to scrutinise in detail the CCG’s
financial statements for 2019/20 at its meeting on 26 May 2020 together with the
report from external audit. The Governing Body has delegated formal sign off of the
Annual Report and Accounts to the CCG Chair, Chief Officer and Audit Committee
Chair.
The CCG informs its control framework by the work of the internal audit function to
ensure that controls are operating effectively and to advise on areas for
improvement. Audit action plans are monitored and implementation reviewed and
reported to the Audit Committee. The annual Internal Audit Plan is approved by the
Audit Committee and covers the risk profile of the CCG.
The My NHS Quality of Leadership indicator is based on four key lines of enquiry to
determine how robustly the leaders of a CCG are performing their role. The four key
lines of enquiry are:
•

Robust culture and leadership sustainability.

•

Quality.

•

Governance, including financial governance.

•

Engagement and involvement.

Evidence based assessments are made by NHS England local teams and
moderated regionally and nationally. There are four levels of assessment:
Outstanding, Good, Requires Improvement, Inadequate.
As at the end of 2019/20 the CCG was rated OUTSTANDING for the Quality of
Leadership indicator. The indicators can be found here:
https://www.england.nhs.uk/publication/ccg-annual-assessment-2019-20/

Delegation of functions
The Governing Body has approved delegation of powers through the Scheme of
Reservation and Delegation and terms of reference for Committees.
The Governing Body monitors this through regular reports from the CCG’s
Accountable Officer and its Committees. These reports cover use of resources and
responses to risk. Furthermore, the Audit Committee on behalf of the Governing
Body considered a mid-year progress report and end of year report from all
committees of the Governing Body. No areas of concern were identified; there is no
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evidence of any internal control failures or poor risk management.
The Primary Care Commissioning Committee is a committee of the Governing Body.
The Committee has been established to enable the members to make collective
decisions on the review, planning and procurement of primary care services in
Wakefield under delegated authority from NHS England. In performing its role, the
Committee exercises its management of the functions in accordance with the
agreement entered into between NHS England and Improvement and the CCG.

Counter fraud arrangements
The CCG's counter fraud arrangements are compliant with NHS Counter Fraud
Authorities’ Standards for commissioners: fraud, bribery and corruption. These
arrangements are underpinned by the engagement of a qualified Local Counter
Fraud Specialist (LCFS) from Audit Yorkshire under a formal Service Level
Agreement, (the current LCFS was nominated, trained and approved by NHS Protect
and accredited by the Counter Fraud Professional Board in September 2000); and
the implementation of a CCG wide countering fraud and corruption policy.
The CCG has a team of accredited LCFS’ that are contracted to undertake counter
fraud work proportionate to identified risks.
In January 2020 the NHS Counter Fraud Authority (NHSCFA) issued Standards for
commissioners – fraud, bribery and corruption to LCFSs and Chief Finance Officers.
The standards outlined an organisation’s corporate responsibilities regarding counter
fraud and the key principles for action. In May 2020 the LCFS produced an annual
counter fraud plan aligned to the standards.
The CCG’s Audit Committee reviews and approves the annual counter fraud plan
identifying the actions to be undertaken to promote an anti-fraud culture, prevent and
deter fraud and investigate suspicions of fraud. The LCFS also produces an annual
report for the CCG and regular progress reports for the review and consideration of
the Chief Finance Officer and the Audit Committee.
The Chief Finance Officer for the CCG is proactively and demonstrably responsible
for tackling fraud, bribery and corruption and the LCFS regularly attends the Audit
Committee. The CCG has also appointed an officer at the CCG as a Counter Fraud
Champion to assist and support the work of the LCFS.
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The CCG’s counter fraud arrangements are currently in compliance with NHSCFA’s
Standards for commissioners: fraud, bribery and corruption. These arrangements are
underpinned by the appointment of the LCFSs, the introduction of a CCG-wide
countering fraud and corruption policy and the nomination of the Chief Finance
Officer as the executive lead for counter fraud. However, it should be noted that
these standards have subsequently been superseded by the Government Functional
Standard GovS 013: Counter Fraud (Functional Standard), which was formally
introduced in February 2021.
The LCFS completes an annual self-assessment of compliance against the
NHSCFA’s Standards for commissioners: fraud, bribery and corruption, which is
reviewed and approved by the Chief Finance Officer and Audit Committee Chair
prior to submission to the NHSCFA. The 2019/20 assessment for the CCG was
completed and submitted in May 2020 with an overall assessment of green. This
self-assessment process will be undertaken on behalf of the CCG in April 2021
against the new Functional Standard.

Head of Internal Audit Opinion
HEAD OF INTERNAL AUDIT OPINION ON THE EFFECTIVENESS OF THE
SYSTEM OF INTERNAL CONTROL AT NHS WAKEFIELD CLINICAL
COMMISSIONING GROUP FOR THE YEAR ENDED 31 MARCH 2021.
Roles and responsibilities
The whole Governing Body is collectively accountable for maintaining a sound
system of internal control and is responsible for putting in place arrangements for
gaining assurance about the effectiveness of that overall system.
The Annual Governance Statement is an annual statement by the Accounting
Officer, on behalf of the Governing Body, setting out:
•

how the individual responsibilities of the Accounting Officer are discharged with
regard to maintaining a sound system of internal control that supports the
achievement of policies, aims and objectives;

•

the purpose of the system of internal control as evidenced by a description of the
risk management and review processes, including the Assurance Framework
process;
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•

the conduct and results of the review of the effectiveness of the system of internal
control including any disclosures of significant control failures together with
assurances that actions are or will be taken where appropriate to address issues
arising.

The organisation’s Assurance Framework should bring together all of the evidence
required to support the Annual Governance Statement requirements.
In accordance with Public Sector Internal Audit Standards, the Head of Internal Audit
(HoIA) is required to provide an annual opinion, based upon and limited to the work
performed, on the overall adequacy and effectiveness of the organisation’s risk
management, control and governance processes (i.e. the organisation’s system of
internal control). This is achieved through a risk-based plan of work, agreed with
management and approved by the Audit Committee, which should provide a
reasonable level of assurance, subject to the inherent limitations described below.
The opinion does not imply that Internal Audit has reviewed all risks and assurances
relating to the organisation. The opinion is substantially derived from the conduct of
risk-based plans generated from a robust and organisation-led Assurance
Framework. As such, it is one component that the Governing Body takes into
account in making its Annual Governance Statement.

The Opinion
My opinion is set out as follows:
1. Basis for the opinion;
2. Overall opinion;
3. Opinion Definitions
4. Commentary.
5. Considerations for your Annual Governance Statement
6. Looking Ahead

The basis for forming my opinion is as follows:
•

An assessment of the design and operation of the underpinning Assurance
Framework and supporting processes; and
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•

An assessment of the range of individual opinions arising from risk-based audit
assignments contained within internal audit risk-based plans that have been
reported throughout the year. This assessment has taken account of the
relative materiality of these areas and management’s progress in respect of
addressing control weaknesses.

•

An assessment of the organisation’s response to Internal Audit
recommendations, and the extent to which they have been implemented.

Unless explicitly detailed within our reports, third party assurances have not been
relied upon.

Overall Opinion
Our overall opinion for the period 1 April 2020 to 31 March 2021 is:
Significant assurance can be given that there is a good system of governance, risk
management and internal control designed to meet the organisation’s objectives and
that controls are generally being applied consistently.

Opinion Definitions
The following potential opinion levels are available when determining the overall
Head of Internal Opinion. These levels link closely with our standard definitions for
report opinions:
Opinion Level
High
(Strong)

Significant
(Good)
Limited
(Improvement
Required)
Low
(Weak)

HOIA Opinion Definition
High assurance can be given that there is a strong system of
governance, risk management and internal control designed
to meet the organisation’s objectives and that controls are
being applied consistently in all areas reviewed.
Significant assurance can be given that there is a good
system of governance, risk management and internal control
designed to meet the organisation’s objectives and that
controls are generally being applied consistently.
Limited assurance can be given as there are weaknesses in
the design and/or inconsistent application of the framework of
governance, risk management and internal control that could
result in failure to achieve the organisation’s objectives.
Low assurance can be given as there is a weak system of
internal control and/or significant weaknesses in the
application of controls that will result in failure to achieve the
organisation’s objectives.
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Where limited or low assurance is given the management of the Governing Body must
consider the impact of this upon their overall Governing Body Assurance Framework
and their Annual Governance Statement.

The commentary below provides the context for my opinion and together with the
opinion should be read in its entirety.

The design and operation of the Assurance Framework and associated processes.
An audit of the Assurance Framework and associated Risk Management processes
has been undertaken in 2020/21 for which a Significant Assurance opinion was
awarded. The audit has confirmed that the Assurance Framework is fit for purpose
and is designed to provide the Governing Body with sufficient and timely assurances
on its system of internal controls to manage its strategic risks. Arrangements are in
place to provide sufficient oversight of the Assurance Framework. The Assurance
Framework as designed in accordance with NHS requirements and meets all the
elements required. The Assurance Framework covers the organisation’s key risks.
The Assurance Framework is a live Governing Body tool and is reported quarterly to
it in line with the agreed timetable. Regular oversight of the Assurance Framework is
also undertaken by the Governing Body sub committees to ensure they have
received sufficient assurances on the strategic risks allocated to them. The
Assurance Framework clearly reflects the impact of COVID-19 on the organisation.
The audit has confirmed that the Clinical Commissioning Group has appropriate and
effective controls in place to ensure that risks are recorded, reviewed, updated and
reported on, with escalation where appropriate and has established clear processes
for reviewing risk registers and for tracking progress on addressing risks. A
recommendations relating to the implementation of assurance and risk deep dives
was agreed, which will further strengthen the current arrangements in place.

The range of individual opinions arising from risk-based audit assignments,
contained within risk-based plans that have been reported throughout the year.
Core & Risk Based Reviews Issued
We issued:
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2 high assurance opinions:

Primary Care Commissioning
Data Security and Protection Toolkit

6 significant assurance
opinions:

Governance and Risk Management
Arrangements
Safeguarding
Covid-19 Cost Revalidation
Continuing Healthcare (CIA Stage 2)
Conflicts of Interest
Financial Systems and Management

0 limited assurance opinions:

N/A

0 low assurance opinions:

N/A

0 reviews without an assurance
rating

N/A

Follow Up
40 Internal Audit recommendations have been live during 2020/21 (this includes
recommendations from previous years’ reports that were still live at 1 April 2020).
During the course of the year we have undertaken work to track the implementation
of Internal Audit Recommendations. The Recommendation clear up summary
2020/21 was as follows:

Overdue

Overdue with
Revised
Date

Not Yet Due

Implemented

Total

% Overdue

2

6

17

15

40

5%

We can conclude that the organisation has made good with regards to the
implementation of recommendations. The vast majority of recommendations are
implemented on a timely basis. There is a small core of recommendations that are
overdue in comparison to their original agreed action date. We can confirm that have
received appropriate support from the Senior Leadership Team in relation to these
and these recommendations have been regularly reviewed by the Audit Committee
throughout the year.
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Consideration for your Annual Governance Statement
The Head of Internal Audit Opinion is one source of assurance that the organisation
has in providing its Annual Governance Statement and other third party assurances
should also be considered. In addition the organisation should take account of other
independent assurances that are considered relevant. We recommend that the
Executive Summary above (page 10) is used in your Annual Governance Statement.
A significant overall opinion has been provided. Attention is drawn to the fact that no
final reports have been issued in 2020/21 with a “limited” or “low” assurance opinion.

Looking Ahead
This opinion is provided in the context that NHS Wakefield Clinical Commissioning
Group like other organisations across the NHS continues to face a number of
challenging issues and wider organisational factors particularly with regards to the
ongoing pandemic response and COVID-19 recovery. The COVID-19 pandemic led
to changes to the NHS financial framework, the establishment of the control and
command structures both regionally and within individual organisations and an
ongoing focus on the emergency response. This has required NHS organisations to
operate in a different way to previous ‘business as usual’ practice. Guidance was
clear that financial constraints must not stand in the way of taking immediate and
necessary action but that there was no relaxation in fiduciary duties.
Bold decision making will continue to be needed as organisations recover from
COVID-19 whilst at the same time maintaining due focus on governance, probity and
internal control. The maintenance of robust financial and organisational control is at
the heart of the Head of Internal Audit Opinion and we will continue to work with the
organisations we serve to provide timely advice and insight throughout 2021/22.
During the COVID-19 response, there has been an increased collaboration between
organisations as they have come together to develop new ways of delivering
services safely and to coordinate their responses to the pandemic. This focus on
collaboration will continue as the NHS progresses on its journey towards integrated
care systems.
Audit Yorkshire has refreshed its planning approach for 2021/22 to take account of
the impact of COVID-19 and the moves towards integrating care. Our plans for
2021/22 therefore focus on post-COVID recovery, on how our work can make a real
difference on Patient Care and on maximising opportunities for sharing knowledge
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and learning. In particular, the strategy we have adopted has ring fenced provision in
plans to carry out co-ordinated audits across all Audit Yorkshire Members and
clients, or at Place, ICS or Sector level. Our plans for 2021/22 leave us very well
placed to support organisations in their delivery of the six key priority areas listed in
the NHS Operational Planning Guidance issued on 25 March 2021.

Helen Kemp-Taylor
Head of Internal Audit and Managing Director
Audit Yorkshire
28 May 2021

Review of the effectiveness of governance, risk management and
internal control
My review of the effectiveness of the system of internal control is informed by the
work of the internal auditors, executive managers and clinical leads within the CCG
who have responsibility for the development and maintenance of the internal control
framework. I have drawn on performance information available to me. My review is
also informed by comments made by the external auditors in their annual audit letter
and other reports.
Our assurance framework provides me with evidence that the effectiveness of
controls that manage risks to the clinical commissioning group achieving its
principles objectives have been reviewed.

Conclusion
I conclude that no significant internal control issues have been identified.

Joanne Webster
Accountable Officer
XX June 2021
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Remuneration and Staff Report
Remuneration Report (subject to Audit)
Remuneration Committee
The Remuneration Committee is authorised to consider and make recommendations
to the Governing Body on behalf of NHS Wakefield CCG about the remuneration,
allowances and terms of service for all members of the Governing Body (with the
exception of lay members, whose remuneration is determined by the Governing
Body itself), very senior managers, and staff not covered by agenda for change.
This Committee only determines the reward package of directors and senior
managers on locally-determined pay, taking into account any national directions or
guidance. The vast majority of staff remuneration is determined in accordance with
the national NHS pay framework, Agenda for Change.
The members of the Remuneration Committee are as follows:
• Richard Hindley Lay Member and Deputy Chair (Chair of Remuneration
Committee).
• Richard Watkinson, Lay Member – Audit.
• Stephen Hardy, Lay Member – Patient and Public Engagement.
Further details are provided in the Annual Governance Statement section.
The Committee is fully supported and advised by a representative from Human
Resources.
The Committee met on the following dates during 2020/2021:
•

1 April 2020

•

17 November 2020

The Committee considered the following:
•

Review of Governing Body members’ remuneration and staff employed or
providing services remunerated outside of Agenda for Change terms and
conditions.

•

Remuneration Committee Terms of Reference.
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Policy on the remuneration of senior managers
The Committee applies best practice in the decision-making processes when
considering individual remuneration. The table below sets out what constitutes the
senior managers’ remuneration policy:
ELEMENT
Base pay

POLICY
The Remuneration Committee ensures senior managers pay
complies with current directions or guidance and on occasions
seeks independent advice. The Committee ensures that
decisions are based on clear and transparent criteria
determined by using benchmarked data in order to attract and
reward the right calibre of leaders.

Pension

Senior managers are able to join the NHS Pension Scheme
that is available to all staff.

On call payment No payments were made to Board members participating in the
on-call rota.
Benefits

Travel
expenses

The Trust operates salary sacrifice schemes including
childcare vouchers and car lease schemes which are open to
all members of staff.
Appropriate travel expenses are paid.

Remuneration of Very Senior Managers
The review of very senior manager salary values falls under the responsibility of the
Remuneration Committee. During 2020/2021 there were no very senior managers
paid more than £150,000 per annum.

Salaries & Allowances
The remuneration outlined in Table 1 below reflects the amounts received in year for
the period of time worked at the CCG and does not include employer’s national
insurance or superannuation costs.
The individuals listed in the table are either members of the Governing Body and/or
directors/senior members of the Executive Team. These individuals are able to
influence strategic and financial decision making within the CCG.
For staff sharing arrangements, the remuneration report shows the CCG’s share of
the relevant components of remuneration.
Column E discloses the value of pension benefits accrued during the year,
calculated as the real increase in pension multiplied by 20, less the contributions
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made by the individual. The real increase excludes increases due to inflation or any
increase or decrease due to transfer of pension rights.
The value does not represent an amount that will be received by the individual. It is a
calculation that is intended to convey to the reader of the accounts an estimation of
the benefit that being a member of the pension scheme could provide.
The pension benefit table (Table 2) provides further information on the pension
benefits accruing to the individual.
Factors determining the variation in the values recorded between individuals include
but are not limited to:
• A change in role with a resulting change in pay and impact on pension benefits.
• A change in the pension scheme itself.
• Changes in the contribution rates.
• Changes in the wider remuneration package of an individual.
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Table 1 - Senior Manager Remuneration (including salary and pension entitlements)
2020/21
(a)
Salary
(bands
of
£5,000)
Name

(b)
Expense
payments
(taxable) to
nearest
£100

(c)
Performance
pay and
bonuses
(bands of
£5,000)

(d)
Long term
performance
pay and
bonuses
(bands of
£5,000)

(e)
All
pensionrelated
benefits
(bands of
£2,500)

(f)
TOTAL
(a to e)
(bands of
£5,000)

£000

£000

£000

£000
75-80

(staff in post for full year unless
stated)

Title

Notes

£000

Melanie Brown

Director of Commissioning - Integrated Health and
Care

1

50-55

25-27.5

£

Dr Greg Connor

Executive Clinical Advisor

65-70

30-32.5

95-100

Suzannah Cookson

Chief Nurse

90-95

12.5-15

100-105

Dr Debbie Hallott

GP Member

2

Diane Hampshire

Governing Body - Independent Nurse

1

5-10

5-10

Stephen Hardy

Lay Member, Patient & Public Involvement

1

10-15

10-15

Dr Clive Harries

GP Member

2, 3

45-50

45-50

Richard Hindley

Lay Member & Deputy Chair

10-15

10-15

Dr Pravin Jayakumar

GP Member

30-35

30-35

2

30-35

30-35

Mr Hany Lotfallah

Governing Body - Secondary Care Consultant

20-25

20-25

Dr Adam Sheppard

Clinical Chair

2, 3

80-85

80-85

Ruth Unwin

Director of Corporate Affairs

1

90-95

17.5-20

110-115

Richard Watkinson

Lay Member - Audit

10-15

Jonathan Webb

Chief Finance Officer and Deputy Chief Officer

120-125

85-87.5

205-210

10-15

Joanne Webster

Chief Officer

140-145

45-47.5

185-190

Wakefield Metropolitan District
Council employees
Andrew Balchin

Corporate Director Adults, Health & Communities to 31
December 2020

4

0

Anna Hartley

Director of Public Health

4

0

Lisa Wilcox

Interim Corporate Director for Adults, Health &
Communities from 1 January 2021

4

0

100

Notes
1

For these senior managers, staff sharing arrangements with other entities were in place. Wakefield CCG's share of the relevant components of remuneration are reported in the table above.
The staff sharing arrangements and total remuneration across all entities are disclosed below.

(a)
Salary
(bands
of
£5,000)

£000

Total remuneration across all organisations
(e)
(b)
(c)
(d)
All
Expense
Performance
Long term
pensionpayments
pay and
performance
related
(taxable) to
bonuses
pay and
benefits
nearest
(bands of
bonuses
(bands
£100
£5,000)
(bands of
of
£5,000)
£2,500)
£

£000

£000

(f)
TOTAL
(a to e)
(bands
of
£5,000)

£000

£000

52.5-55

155-160

Melanie Brown

50% shared with Wakefield Metropolitan District Council (WMDC)

100-105

Diane Hampshire

Governing body member at Wakefield CCG and Interim Chair of
Wakefield District Safeguarding of Adults Board for WMDC

5-10

5-10

Stephen Hardy

Lay member for Patient & Public Involvement at Wakefield CCG. Also
lay member for West Yorkshire & Harrogate Joint Committee of CCGs

20-25

20-25

Ruth Unwin

10% shared with Mid Yorkshire Hospital NHS Trust

100-105

20-22.5

125-130

2

Local GPs whose roles are within their practices but who were engaged part time in the Governing Body of the CCG. The CCG engagements were contracts for service.

3

These individuals, in addition to being Governing Body members, are also remunerated for clinical leadership sessions. Values disclosed in column (a) are the total amounts of remuneration for all
roles.
The 2020/2021 remuneration within column (a) that is specific to Governing Body duties are as follows.
£000

4

Dr Clive Harries

GP Member

30-35

Dr Adam Sheppard

Clinical Chair

65-70

Employed by the Local Authority and attended CCG Governing Body meetings.
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2019/20
(a)
Salary
(bands
of
£5,000)
Name
(staff in post for full year unless
stated)

Title

Notes

£000

Melanie Brown

Director of Commissioning, Integrated Health & Care

1

45-50

(b)
Expense
payments
(taxable) to
nearest
£100
£

(c)
Performance
pay and
bonuses
(bands of
£5,000)

(d)
Long term
performance
pay and
bonuses
(bands of
£5,000)

(e)
All
pensionrelated
benefits
(bands of
£2,500)

(f)
TOTAL
(a to e)
(bands of
£5,000)

£000

£000

£000

£000

20-22.5

70-75

85-87.5

175-180

Dr Greg Connor

Executive Clinical Advisor

60-65

Suzannah Cookson

Chief Nurse

85-90

60-65

Dr Phillip Earnshaw

Clinical Chair to 30 June 2019

2

20-25

20-25

Dr Debbie Hallott

GP Member

2, 3

30-35

30-35

Diane Hampshire

Governing Body - Independent Nurse

1

5-10

5-10

Stephen Hardy

Lay Member, Patient & Public Involvement

1

10-15

10-15

Dr Clive Harries

GP Member

2, 3

50-55

50-55

Richard Hindley

Lay Member & Deputy Chair

10-15

10-15
35-40

Dr Pravin Jayakumar

GP Member

2, 3

35-40

1, 4, 5

70-75

Patrick Keane

Chief Operating Officer and Deputy Chief Officer to 30
September 2019. Acting Chief Officer 12 August 2019
to 31 January 2020

Mr Hany Lotfallah

Governing Body - Secondary Care Consultant

Dr Adam Sheppard

Assistant Clinical Leader to 30 June 2019. Clinical
Chair from 1 July 2019

Ruth Unwin

Director of Corporate Affairs

5,800

75-80

20-25

20-25

2, 3

80-85

80-85

1

90-95

10-12.5

10-15

100-105

Richard Watkinson

Lay Member - Audit

Jonathan Webb

Chief Finance Officer. Also Deputy Chief Officer from 1
October 2019

10-15

6

110-115

100

37.5-40

150-155

Joanne Webster

Chief Officer

6

140-145

100

60-62.5

200-205

Andrew Balchin

Corporate Director Adults, Health & Communities

7

0

Anna Hartley

Director of Public Health

7

0

Wakefield Metropolitan District
Council employees
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Notes
1

For these senior managers, staff sharing arrangements with other entities were in place. Wakefield CCG's share of the relevant components of remuneration are reported in the table above.
The staff sharing arrangements and total remuneration across all entities are disclosed below.
(a)
Salary
(bands of
£5,000)

£000
Melanie Brown

95-100

Stephen Hardy

50% shared with Wakefield Metropolitan District Council (WMDC)
Governing body member at Wakefield CCG and Interim Chair of Wakefield
District Safeguarding of Adults Board for WMDC
Lay member for Patient & Public Involvement at Wakefield CCG. Also lay
member for West Yorkshire & Harrogate Joint Committee of CCGs from June
2019

Patrick Keane

30% shared with North Kirklees CCG from 1 April to 30 September 2019

85-90

Ruth Unwin

10% shared with Mid Yorkshire Hospital NHS Trust

100-105

Diane Hampshire

Total remuneration across all organisations
(b)
(c)
(d)
(e)
Expense
Performance
Long term
All pensionpayments
pay and
performance
related
(taxable)
bonuses
pay and
benefits
to
(bands of
bonuses
(bands of
nearest
£5,000)
(bands of
£2,500)
£100
£5,000)
£

£000

£000

7,000

90-95
10-12.5

The 2019/2020 remuneration within column (a) that is specific to Governing Body duties are as follows.
£000
Dr Debbie Hallott

GP Member

30-35

Dr Clive Harries

GP Member

30-35

Dr Pravin Jayakumar

GP Member

30-35

Dr Adam Sheppard

Assistant Clinical Leader to 30th June 2019. Clinical Chair from 1st July 2019

65-70

6

Taxable expenses were incurred in respect of taxable business mileage.

7

Employed by the Local Authority and attended CCG Governing Body meetings.
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140-145

15-20

These individuals, in addition to being Governing Body members, are also remunerated for clinical leadership sessions. Values disclosed in column (a) are the total amounts of
remuneration for all roles.

Taxable expenses were incurred in respect of taxable business mileage, travel and accommodation.

42.5-45

15-20

3

Acting Chief Officer 12 August 2019 to 12 January 2020 to cover the absence of the Chief Officer.

£000

5-10

Local GPs whose roles are within their practices but who were engaged part time in the Governing Body of the CCG. The CCG engagements were contracts for service.

5

£000

5-10

2

4

(f)
TOTAL
(a to e)
(bands of
£5,000)

115-120

Table 2 - Pension Benefits as at 31 March 2021

(c)
Total
accrued
pension at
pension
age at 31
March
2021
(bands of
£5,000)

(d)
Lump
sum at
pension
age
related to
accrued
pension at
31 March
2021
(bands of
£5,000)

£000

£000

0

35-40

0-2.5

2.5-5

Ruth Unwin

0-2.5

Jonathan Webb
Joanne Webster

(a)
Real
increase
in pension
at pension
age
(bands of
£2,500)

(b)
Real
increase
in pension
lump sum
at pension
age
(bands of
£2,500)

(e)
Cash
Equivalent
Transfer
Value at 1
April 2020

(f)
Real
increase
in Cash
Equivalent
Transfer
Value

(g)
Cash
Equivalent
Transfer
Value at
31 March
2021

(h)
Employer's
contribution
to
stakeholder
pension

Name and title

£000

Melanie Brown

2.5-5

£000

£000

£000

£000

£000

0

408

34

463

Suzannah Cookson

0

35-40

105-110

697

28

750

0

0

35-40

85-90

754

26

806

0

2.5-5

5-7.5

40-45

90-95

664

75

769

0

2.5-5

0-2.5

40-45

80-85

670

40

740

0

The table discloses all pension benefits and is not shown as a proportion of remuneration relevant to Wakefield CCG, as reported in Table 1

NHS Pensions Agency has stated that they cannot provide pension benefits
information for Governing Body GPs who are classed only as practitioners with NHS
Pensions Agency, and also where they have a contract for service with the CCG. As
a result the CCG is not able to show the pension benefits related to their role as a
governing body member. The CCG pays over the pension contributions to NHS
England and Improvement who act as the NHS Pension Employing Authority for
these GPs.
NHS Pensions are using pension and lump sum data from their systems without any
adjustment for a potential future legal remedy required as a result of the McCloud
judgement. (This is a legal case concerning age discrimination over the manner in
which UK public service pension schemes introduced a CARE benefit design in 2015
for all but the oldest members who retained a Final Salary design). We believe this
approach is appropriate given that there is still considerable uncertainty on how the
affected benefits within the new NHS 2015 Scheme would be adjusted in future once
legal proceedings are completed.

Cash equivalent transfer values
A cash equivalent transfer value (CETV) is the actuarially assessed capital value of
the pension scheme benefits accrued by a member at a particular point in time. The
benefits valued are the member’s accrued benefits and any contingent spouse’s (or
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other allowable beneficiary’s) pension payable from the scheme. CETVs are
calculated in accordance with SI2008 No.1050 Occupational Pension Schemes
(Transfer Values Regulations 2008).
A CETV is a payment made by a pension scheme or arrangement to secure pension
benefits in another pension scheme or arrangement when the member leaves a
scheme and chooses to transfer the benefits accrued in their former scheme. The
pension figures shown relate to the benefits that the individual has accrued as a
consequence of their total membership of the pension scheme, not just their service
in a senior capacity to which disclosure applies.
The CETV figures and the other pension details include the value of any pension
benefits in another scheme or arrangement which the individual has transferred to
the NHS pension scheme. They also include any additional pension benefit accrued
to the member as a result of their purchasing additional years of pension service in
the scheme at their own cost. CETVs are calculated within the guidelines and
framework prescribed by the Institute and Faculty of Actuaries.

Real increase in CETV
This reflects the increase in CETV that is funded by the employer. It does not include
the increase in accrued pension due to inflation or contributions paid by the
employee (including the value of any benefits transferred from another scheme or
arrangement).
The methods used to calculate CETV changed, to remove the adjustment for
Guaranteed Minimum Pension (GMP), on 8 August 2019. Where an individual was
entitled to a GMP, more likely to affect the 1995 Section than the 2008 Section, this
will affect the calculation of the real increase in CETV.
This does not however impact on the real increase in pension benefits, column (a)
and (b) of the above table.

Compensation on early retirement or for loss of office (subject to audit)
There have been no compensation payments to individuals who were Senior
Managers, in the current or previous financial year.
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Payments to past members (subject to audit)
No contractual redundancy payments were made in 2020/2021. A contractual
redundancy payment was made during 2019/2020 of £160,000 relating to a former
director. In 2019/2020 there are no disclosures in the remuneration report as the
individual was not a Senior Manager of the CCG during this year.

Pay multiples (subject to audit)
Reporting bodies are required to disclose the relationship between the remuneration
of the highest-paid director/member in their organisation and the median
remuneration of the organisation’s workforce.
The banded remuneration of the highest paid director/member in Wakefield CCG in
the financial year 2020/2021 was £140,000 to £145,000 (2019/2020: £140,000 to
£145,000). This was 3.66 times (2019/2020: 3.65) the median remuneration of the
workforce, which was £38,890 (2019/2020: £38,765).

2020/2021
Mid-point band of highest paid director total remuneration
Median value of total remuneration

2019/2020

£142,500

£142,500

£38,890

£38,765

3.66

3.65

Ratio

In 2020/2021, no permanent employees received remuneration in excess of the
highest-paid director/member.
Remuneration ranged from £3,000 to £145,000 (2019/2020 £10,000 to £145,000).
Total remuneration includes salary, non-consolidated performance-related pay,
benefits-in-kind, but not severance payments. It does not include employer pension
contributions and the cash equivalent transfer value of pensions.
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Staff Report
Our workforce is our greatest asset, their work and the support of our partners is
what enables us to continue to transform healthcare for patients in Wakefield and
beyond, to reduce health inequalities in the district.

Number of senior managers (subject to audit)
Number of senior managers on the Governing Body as at 31 March 2021 is
summarised in the table below:
Pay Band

No. of employees

Senior Managers

3

Of which: Very Senior Managers (VSM)

2

The figures above exclude GPs and lay members who are voting members on the
Governing Body.
Staff numbers and costs (subject to audit)
The table below summarises the average number of people employed by NHS
Wakefield CCG in 2020/2021, calculated on a whole time equivalent basis, together
with the net employee benefits costs. ‘Other’ relates to staff on secondment and
temporary staff.
Total
£'000

Permanent
Employees
£'000

Other
£'000

10,307
919
1,579
30
0
12,835

8,832
910
1,568
30
0
11,340

1,475
9
11
0
0
1,495

Number
139

Number
135

Number
4

Average number of employees for hosted services (West
Yorkshire & Harrogate Integrated Care System and Cancer
Alliance)

74

57

17

Average number of employees (whole time equivalents)

213

192

21

2020/2021
Employee Benefits
Salaries and wages
Social security costs
Employer Contributions to NHS Pension scheme
Apprenticeship Levy
Termination benefits
Gross employee benefits expenditure

Average number of employees CCG

Of the increase in gross employee benefits, West Yorkshire & Harrogate Integrated Care System and Cancer
Alliance account for £1.0m.

107

Total
£'000

Permanent
Employees
£'000

Other
£'000

8,895
829
1,415
24
248
11,410

7,463
797
1,379
24
248
9,911

1,431
32
35
0
0
1,499

Number
144

Number
131

Number
13

Average number of employees for hosted services (West
Yorkshire & Harrogate Integrated Care System and Cancer
Alliance)

55

39

16

Average number of employees (whole time equivalents)

199

170

29

2019/2020
Employee Benefits
Salaries and wages
Social security costs
Employer Contributions to NHS Pension scheme
Apprenticeship Levy
Termination benefits
Gross employee benefits expenditure

Average number of employees CCG

Of the increase in gross employee benefits, West Yorkshire & Harrogate Integrated Care System and Cancer
Alliance account for £1.3m, whilst the employers pension rate increase accounts for a further £0.4m.

Staff composition
The gender distribution for the CCG as at 31 March 2021 is as follows:

Governing Body members
All other senior managers, including
all Very Senior Managers not
included above
All other employees not included in
either of the above categories

Female
6
3

Male
8
2

178

49

Included in the Governing Body members’ numbers above are two members
employed by WMDC, details are included in the remuneration report tables.
Sickness absence data
The sickness absence rate for 2020/2021 is 1.87%.
Staff turnover percentages
The staff turnover rate for 2020/2021 is 11%.
Staff engagement percentages
The staff engagement score from the NHS Staff Survey Results 2020 is 7.7.
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Trade Union Facility Time Reporting Requirements
The Trade Union (Facility Time Publication Requirements) regulations 2017 require
relevant public sector organisations to report on trade union facility time in their
organisations. Facility time is paid time off for union representatives to carry out
trade union activities.
Relevant Union Officials: The total number of employees who were relevant union
officials during 1 April 2020 to 31 March 2021 was as follows:
Number of employees who were relevant union
officials during the relevant period
2

Full-time equivalent
number
0.42

Percentage of time spent on facility time: The percentage of the employees’ time spent
on facility time was as follows:
Percentage of time

Number of employees

0%
1%-50%
51%-99%
100%

0
2
0
0

Percentage of pay bill spent on facility time: The percentage of the total pay-bill
spent on paying employees who were relevant union officials for facility time during
2020/2021 was as follows:
Total cost of facility time
Total pay bill
Percentage of the total pay bill spent on facility time,
calculated as: (total cost of facility time ÷ total pay bill) × 100

£1,894.36
£12,835,000
0.01%

Paid Trade Union activities: The time spent on paid trade union activities as a
percentage of total paid facility time was as follows:
Time spent on paid trade union activities as a percentage of
total paid facility time hours calculated as:
(total hours spent on paid trade union activities by relevant
union officials during the relevant period ÷ total paid facility
time hours) × 100
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87.7%

Staff policies
We have a range of supportive employment policies for our workforce. All our
policies and procedures are reviewed on a regular basis and EIAs are completed to
enable us to monitor the impact of the implementation of our workforce policies.
EIAs are completed for all relevant policies and we continue to monitor the impact of
the implementation of our workforce policies on all our employees to ensure that any
developments do not adversely affect any particular staff groups.
In line with the requirements of the Equality Act, we are committed to making sure
that equality and diversity are priorities when planning and commissioning local
healthcare. This is equally important in the way we recruit, involve and develop our
staff.
We recognise that to remove the barriers experienced by individuals with a disability,
we need to make reasonable adjustments for our disabled employees. We do this on
a case by case basis and involve occupational health services as appropriate. The
principle of reasonable adjustments is embedded throughout all policies as
described above.

Other employee matters

Freedom to speak up
We continue to work with national guidance to support staff to raise concerns via the
Freedom to Speak Up (Whistleblowing) Policy and have appointed a Freedom to
Speak Up Guardian.

Workplace Behaviour Ambassadors
The role of Workplace Behaviour Ambassador continues to support staff discussing
concerns in confidence about any workplace behaviours including bullying and
harassment.
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Partnership Working Group
The Partnership Working Group is to advise and support the organisation by jointly
recognising the maintenance of effective employee relations, employee engagement
and employment practice through partnership working with employees and Trade
Unions.
The purpose of the Partnership Working Group is to:
• Ensure that the organisation has effective partnership working arrangements in
place in order to consult and negotiate with the workforce and their Trade Union.
• Recognise, develop and maintain the efficiency and success of the organisation in
commissioning healthcare services on behalf of, and to the benefit of, the local
population.
• Promote and maintain mutual trust, respect and co-operation between the
organisation, its workforce and their Trade Unions.

Staff Engagement Group
The recently published NHS people plan has presented us with the ideal opportunity
to rebrand and refocus our existing staff forum. This new approach to employee
engagement and experience focuses on six work stream areas which include
Employee Wellbeing, Living the values and behaviours, Recognition and
Celebration, Employee Journey, Sustainability and Listening to employees.
The group are already starting great pieces of work that underpin these work
streams such as the employee health and wellbeing week, thank you cards and
virtual staff awards.

Staff Awards
The CCG held a virtual staff awards event on 28 January 2021 which was an
opportunity to thank all staff for their hard work throughout the year. The Award
categories this year were linked to the values and behaviours of the organisation and
included awards such as the CCGs Values Champion and Dedication to Patient
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Experience. The awards were an opportunity to recognise those teams and
individuals who have demonstrated the values and behaviours of the organisation.

National Staff Survey 2020
The survey was sent via email to all directly employed staff of the organisation. The
survey is designed to provide insight into opinion on many aspects of employee
experience and engagement. The organisation received an overall 83% response
rate, the results of which will inform the action plan that is formulated with staff
engagement and input.

Health and Wellbeing
The CCG continues with wellbeing initiative “Steps to Wellbeing” to raise awareness
to staff in regard to their own wellbeing and to support a healthy workforce such as
Employee Health and Wellbeing weeks and monthly themes such as Step
Challenges and Mindful March.
In addition to “Steps to Wellbeing”, several initiatives have also taken place
throughout the year as detailed below:
•

We have trained Mental Health First Aiders.

•

Employees have access to an Employee Assistance Programme.

•

We continue to develop a coaching culture within the organisation.

•

Bullying and Harassment Prevention Training is delivered for all staff.

•

An employee health and wellbeing risk assessment and an agile working risk
assessment has been embedded in the CCG to support home working.

•

We have a range of Staff Benefits such as Cycle to Work Scheme with the
limit now increased to £3,000.

•

We are increasing the Electronic Staff Record functionalities to support
managers make decisions with real time information.

•

We have established a Carer’s Staff Network to support carers at work and a
carers passport has been implemented.

•

We offer free flub jabs to our staff on an annual basis.

•

We are a Disability Confident employer.
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•

We have established a BAME Network in driving forward race equality within
our organisation.

•

We communicate to employees on a regular basis including the Chief
Officer’s Vlog, weekly written Staff Update, Extended Senior Leadership
Team Meetings and Staff Briefings with the Chief Officer.

Leadership and Management
Line Management Essentials training was delivered to line managers throughout
2020/2021 to support effective line management skills.

Expenditure on consultancy
Consultancy costs for 2020/2021 are £325k (2019/2020 - £96k). Included in
2020/2021 are £129k of consultancy costs incurred on behalf of WY&H ICS.

Off-payroll engagements
Table 1: Length of all highly paid off-payroll engagements:
The table shows all off-payroll engagements as at 31 March 2021, for more than
£245 per day:
Number
Number of existing engagements as of 31 March 2021

3

Of which, the number that have existed:
for less than one year at the time of reporting

3

for between one and two years at the time of reporting

0

for between 2 and 3 years at the time of reporting

0

for between 3 and 4 years at the time of reporting

0

for 4 or more years at the time of reporting

0

All existing off-payroll engagements, outlined above, have been subject to a riskbased assessment as to whether assurance is required that the individual is paying
the right amount of tax and, where necessary, that assurance has been sought.

113

Table 2: Off-payroll workers engaged at any point during the financial
The table shows all off-payroll engagements between 1 April 2020 and 31 March
2021, for more than £245 per day:
Number
No. of temporary off-payroll workers engaged between 1 April 2020 and 31
March 2021

4

Of which...
No. not subject to off-payroll legislation

0

No. subject to off-payroll legislation and determined as in-scope of IR35(2)

2

No. subject to off-payroll legislation and determined as out of scope of
IR35(2)
No. of engagements reassessed for compliance or assurance purposes
during the year
Of which: no. of engagements that saw a change to IR35 status following
review

2
0
0

Table 3: Off-payroll engagements / senior official engagements
The following table shows any off-payroll engagements of board members and/or
senior officials with significant financial responsibility, between 1 April 2020 and 31
March 2021.
Number of off-payroll engagements of board members, and/or, senior
officers with significant financial responsibility, during the financial year

0

Total no. of individuals on payroll and off-payroll that have been deemed
"board members, and/or, senior officials with significant financial
responsibility", during the financial year. This figure must include both on
payroll and off-payroll engagements.

18

Included in the numbers above are three senior managers employed by WMDC.
Details are included in the remuneration report tables.
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Exit packages, including special (non-contractual) payments
Table 1: Exit Packages (subject to audit)
2020/2021
The clinical commissioning group did not agree any exit packages during 2020/2021.
2019/2020
Exit package cost band (including any
special payment element)

Number of
compulsory
redundancies

Cost of
compulsory
redundancies

Number of
other
departures
agreed

£s

Cost of
other
departures
agreed

Total
number of
exit
packages

£s

Total cost
of exit
packages

£s

Less than £10,000
£10,000 - £25,000
£25,001 - £50,000
£50,001 - £100,000

1

88,000

1

88,000

1

160,000

1

160,000

2

248,000

2

248,000

£100,001 - £150,000
£150,001 - £200,000
>£200,000
Totals

Redundancy and other departure
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Number of
departures
where
special
payments
have been
made

Cost of
special
payment
element
included in
exit
packages
£s

costs are paid in accordance with the provisions of the NHS National Terms and
Conditions of Service. Exit costs in this note are reported in full in the year when the
departure was formally agreed, as opposed to the year when the expenditure was
included in the financial accounts. Where NHS Wakefield CCG has agreed early
retirements, the additional costs are met by NHS Wakefield CCG and not by the
NHS Pensions Scheme. Ill-health retirement costs are met by the NHS Pensions
Scheme and are not included in the table.

Table 2: Analysis of Other Departures (subject to audit)
The clinical commissioning group did not agree any non-compulsory departures that
attracted exit packages during 2020/2021 (2019/2020: nil).

Joanne Webster
Accountable Officer
Xx June 2021
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Parliamentary Accountability and Audit Report
NHS Wakefield CCG is not required to produce a Parliamentary Accountability and
Audit Report. Disclosures with regard to contingent liabilities, losses and special
payments, gifts, and fees and charges are included as notes within the financial
statements.
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INDEPENDENT AUDITOR’S REPORT TO THE MEMBERS OF THE GOVERNING
BODY OF NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
REPORT ON THE AUDIT OF THE FINANCIAL STATEMENTS
To be issued by KPMG following signing of the Accounts and Annual Report.
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NHS WAKEFIELD CCG - Annual Accounts 2020-21
Statement of Comprehensive Net Expenditure for the year ended
31 March 2021

Note

2020-21
£'000

2019-20
£'000

Income from sale of goods and services
Other operating income
Total operating income

2
2

(1,445)
(1,868)
(3,313)

(1,424)
(2,149)
(3,573)

Staff costs
Purchase of goods and services
Depreciation and impairment charges
Provision expense
Other operating Expenditure
Total operating expenditure

3
4
4
4
4

12,835
879,475
49
234
3,933
896,526

11,410
631,971
52
62
165
643,660

Net operating expenditure

893,213

640,087

Finance income
Finance expense
Net expenditure for the Year

893,213

640,087

Net (Gain)/Loss on Transfer by Absorption
Total net expenditure for the financial year
Other Comprehensive Expenditure
Items which will not be reclassified to net operating costs
Net (gain)/loss on revaluation of PPE
Net (gain)/loss on revaluation of Intangibles
Net (gain)/loss on revaluation of Financial Assets
Net (gain)/loss on assets held for sale
Actuarial (gain)/loss in pension schemes
Impairments and reversals taken to Revaluation Reserve
Items that may be reclassified to Net Operating Costs
Net (gain)/loss on revaluation of other Financial Assets
Net gain/loss on revaluation of available for sale financial assets
Reclassification adjustment on disposal of available for sale financial assets

893,213

640,087

-

-

-

-

-

-

893,213

640,087

Sub total
Comprehensive expenditure for the year
The notes on pages 6 to 29 form part of this statement.

In 2020-21, in response to the Covid-19 pandemic, all detailed financial planning was suspended for NHS organisations and
temporary finance regimes were set nationally by NHS England & Improvement. Clinical Commissioning Groups (CCGs) were
required to make 'block' payments to NHS providers and the requirements for CCGs to agree contracts with NHS providers was
removed.
The Government issued a mandate to NHS England for the continued provision of services in England in 2020-21 and CCG
allocations were set subject to minor revisions as a result of the COVID-19 financial framework.
From October 2020 to March 2021, system funding envelopes were provided for NHS organisations within an Integrated Care System
(ICS). Wakefield CCG was the Lead CCG and received system funding for NHS organisations within West Yorkshire & Harrogate
ICS. Included in 'purchase of goods and services' is a combined value of £239.9m, which relates to system funding distributed to NHS
providers; these values were agreed by all NHS partners within the West Yorkshire & Harrogate ICS and subject to an agreed
memorandum of understanding governing this arrangement.
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NHS WAKEFIELD CCG - Annual Accounts 2020-21
Statement of Financial Position as at
31 March 2021
2020-21

2019-20

Note

£'000

£'000

7

76
76

125
125

8
9

1,802
757
2,559

447
2,559
284
3,290

-

-

Total current assets

2,559

3,290

Total assets

2,635

3,415

(55,719)
(832)
(56,551)

(41,573)
(611)
(42,184)

(53,916)

(38,769)

-

-

Assets less liabilities

(53,916)

(38,769)

Financed by taxpayers’ equity
General fund
Revaluation reserve
Other reserves
Charitable Reserves
Total taxpayers' equity:

(53,916)
(53,916)

(38,769)
(38,769)

Non-current assets:
Property, plant and equipment
Intangible assets
Investment property
Trade and other receivables
Other financial assets
Total non-current assets
Current assets:
Inventories
Trade and other receivables
Other financial assets
Other current assets
Cash and cash equivalents
Total current assets

10

Non-current assets held for sale

Current liabilities
Trade and other payables
Other financial liabilities
Other liabilities
Borrowings
Provisions
Total current liabilities

11

12

Non-current assets plus/less net current assets/liabilities
Non-current liabilities
Trade and other payables
Other financial liabilities
Other liabilities
Borrowings
Provisions
Total non-current liabilities

The notes on pages 6 to 29 form part of this statement.

The financial statements on pages 2 to 5 were approved by the Governing Body on 8th June 2021 and signed on its behalf by:

Joanne Webster
Accountable Officer
8th June 2021
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NHS WAKEFIELD CCG - Annual Accounts 2020-21
Statement of Changes In Taxpayers Equity for the year ended
31 March 2021
General fund
£'000

Revaluation
reserve
£'000

Other
reserves
£'000

Total
reserves
£'000

Balance at 1 April 2020
Transfer between reserves in respect of assets transferred from closed NHS bodies
Adjusted NHS Clinical Commissioning Group balance at 31 March 2020

(38,769)
(38,769)

-

-

(38,769)
(38,769)

Changes in NHS Clinical Commissioning Group taxpayers’ equity for 2020-21
Net operating expenditure for the financial year

(893,213)

Changes in taxpayers’ equity for 2020-21

Net gain/(loss) on revaluation of property, plant and equipment
Net gain/(loss) on revaluation of intangible assets
Net gain/(loss) on revaluation of financial assets
Total revaluations against revaluation reserve

(893,213)
-

Net gain (loss) on available for sale financial assets
Net gain/(loss) on revaluation of other investments and Financial Assets (excluding available for sale
financial assets)
Net gain (loss) on revaluation of assets held for sale
Impairments and reversals
Net actuarial gain (loss) on pensions
Movements in other reserves
Transfers between reserves
Release of reserves to the Statement of Comprehensive Net Expenditure
Reclassification adjustment on disposal of available for sale financial assets
Transfers by absorption to (from) other bodies
Reserves eliminated on dissolution
Net recognised NHS Clinical Commissioning Group expenditure for the financial year
Net funding
Balance at 31 March 2021

-

-

-

-

-

-

-

(893,213)
878,066
(53,916)

General fund
£'000

Revaluation
reserve
£'000

Other
reserves
£'000

(31,092)
(31,092)

-

-

- (893,213)
878,066
(53,916)

Total
reserves
£'000

Changes in taxpayers’ equity for 2019-20
Balance at 1 April 2019
Transfer of assets and liabilities from closed NHS bodies
Adjusted NHS Clinical Commissioning Group balance at 31 March 2020
Changes in NHS Clinical Commissioning Group taxpayers’ equity for 2019-20
Net operating costs for the financial year

(640,087)

Net gain/(loss) on revaluation of property, plant and equipment
Net gain/(loss) on revaluation of intangible assets
Net gain/(loss) on revaluation of financial assets
Total revaluations against revaluation reserve

(640,087)
-

Net gain (loss) on available for sale financial assets
Net gain/(loss) on revaluation of other investments and Financial Assets (excluding available for sale
financial assets)
Net gain (loss) on revaluation of assets held for sale
Impairments and reversals
Net actuarial gain (loss) on pensions
Movements in other reserves
Transfers between reserves
Release of reserves to the Statement of Comprehensive Net Expenditure
Reclassification adjustment on disposal of available for sale financial assets
Transfers by absorption to (from) other bodies
Reserves eliminated on dissolution
Net recognised NHS Clinical Commissioning Group Expenditure for the financial year
Net funding
Balance at 31 March 2020

The notes on pages 6 to 29 form part of this statement.
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(31,092)
(31,092)

-

-

-

-

-

(640,087)
632,410
(38,769)

-

-

(640,087)
632,410
(38,769)

NHS WAKEFIELD CCG - Annual Accounts 2020-21
Statement of Cash Flows for the year ended
31 March 2021
2020-21
£'000

2019-20
£'000

(893,213)
49
447
757
14,210
(13)
234
(877,529)

(640,087)
52
24
336
7,081
(103)
62
(632,635)

(64)
(64)

(26)
(26)

(877,593)

(632,661)

878,066
878,066

632,410
632,410

10

473

(251)

10

284
757

535
284

Note
Cash Flows from operating activities
Net operating expenditure for the financial year
Depreciation and amortisation
Impairments and reversals
Non-cash movements arising on application of new accounting standards
Movement due to transfer by modified absorption
Other gains (losses) on foreign exchange
Donated assets received credited to revenue but non-cash
Government granted assets received credited to revenue but non-cash
Interest paid
Release of PFI deferred credit
Other gains & losses
Finance costs
Unwinding of discounts
(Increase)/decrease in inventories
(Increase)/decrease in trade & other receivables
(Increase)/decrease in other current assets
Increase/(decrease) in trade & other payables
Increase/(decrease) in other current liabilities
Provisions utilised
Increase/(decrease) in provisions
Net cash inflow (outflow) from operating activities

4
4

8
9

12
12

Cash Flows from investing activities
Interest received
(Payments) for property, plant and equipment
(Payments) for intangible assets
(Payments) for investments with the Department of Health
(Payments) for other financial assets
(Payments) for financial assets (LIFT)
Proceeds from disposal of assets held for sale: property, plant and equipment
Proceeds from disposal of assets held for sale: intangible assets
Proceeds from disposal of investments with the Department of Health
Proceeds from disposal of other financial assets
Proceeds from disposal of financial assets (LIFT)
Non-cash movements arising on application of new accounting standards
Loans made in respect of LIFT
Loans repaid in respect of LIFT
Rental revenue
Net cash inflow (outflow) from investing activities
Net cash inflow (outflow) before financing
Cash flows from financing activities
Grant in Aid funding received
Other loans received
Other loans repaid
Capital element of payments in respect of finance leases and on Statement of Financial Position PFI and LIFT
Capital grants and other capital receipts
Capital receipts surrendered
Non-cash movements arising on application of new accounting standards
Net cash inflow (outflow) from financing activities
Net increase (decrease) in cash & cash equivalents
Cash & cash equivalents at the beginning of the financial year
Effect of exchange rate changes on the balance of cash and cash equivalents held in foreign currencies
Cash & cash equivalents (including bank overdrafts) at the end of the financial year

The notes on pages 6 to 29 form part of this statement.
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1

Accounting Policies
NHS England has directed that the financial statements of clinical commissioning groups shall meet the accounting requirements of the Group
Accounting Manual issued by the Department of Health and Social Care. Consequently, the following financial statements have been prepared in
accordance with the Group Accounting Manual 2020-21 issued by the Department of Health and Social Care. The accounting policies contained in the
Group Accounting Manual follow International Financial Reporting Standards to the extent that they are meaningful and appropriate to clinical
commissioning groups, as determined by HM Treasury, which is advised by the Financial Reporting Advisory Board. Where the Group Accounting
Manual permits a choice of accounting policy, the accounting policy which is judged to be most appropriate to the particular circumstances of the clinical
commissioning group for the purpose of giving a true and fair view has been selected. The particular policies adopted by the clinical commissioning
group are described below. They have been applied consistently in dealing with items considered material in relation to the accounts.

1.1

Going Concern
These accounts have been prepared on a going concern basis.
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.
Where a clinical commissioning group ceases to exist, it considers whether or not its services will continue to be provided (using the same assets, by
another public sector entity) in determining whether to use the concept of going concern for the final set of financial statements. If services will continue
to be provided the financial statements are prepared on the going concern basis.
In 2020/21, in response to the Covid-19 pandemic, all detailed financial planning was suspended and the requirement for CCGs to agree annual
contracts with providers was removed. Instead, all CCGs made regular 'block' payments to NHS providers in line with guidance. This mechanism is
currently confirmed to the end of September 2021.
The Government issued a mandate to NHS England for the continued provision of services in England in 2020-21 and CCG allocations were set
subject to minor revisions as a result of the COVID-19 financial framework. DHSC guidance confirms that it is reasonable to assume funding will
continue to flow on a similar basis for 2021-22.
In determining whether to use the going concern concept, Wakefield CCG has considered the White Paper for commissioning transferring to the new
Integrated Care System organisations from 1 April 2022. As these organisations will undertake commissioning functions, the CCG has determined that
its services will continue to be provided within the public sector.
Based on this position, the CCG has determined that it remains appropriate to prepare the accounts on a going concern basis.

1.2

Accounting Convention
These accounts have been prepared under the historical cost convention modified to account for the revaluation of property, plant and equipment,
intangible assets, inventories and certain financial assets and financial liabilities.

1.3

Movement of Assets within the Department of Health and Social Care Group
As Public Sector Bodies are deemed to operate under common control, business reconfigurations within the Department of Health and Social Care
Group are outside the scope of IFRS 3 Business Combinations. Where functions transfer between two public sector bodies, the Department of Health
and Social Care GAM requires the application of absorption accounting. Absorption accounting requires that entities account for their transactions in the
period in which they took place, with no restatement of performance required when functions transfer within the public sector. Where assets and
liabilities transfer, the gain or loss resulting is recognised in the Statement of Comprehensive Net Expenditure, and is disclosed separately from
operating costs.
Other transfers of assets and liabilities within the Department of Health and Social Care Group are accounted for in line with IAS 20 and similarly give
rise to income and expenditure entries.

1.4

Joint arrangements
Arrangements over which the clinical commissioning group has joint control with one or more other entities are classified as joint arrangements. Joint
control is the contractually agreed sharing of control of an arrangement. A joint arrangement is either a joint operation or a joint venture.
A joint operation exists where the parties that have joint control have rights to the assets and obligations for the liabilities relating to the arrangement.
Where the clinical commissioning group is a joint operator it recognises its share of, assets, liabilities, income and expenses in its own accounts.
The clinical commissioning group has a joint arrangement with Wakefield Metropolitan District Council under 2 separate s75 arrangements: Better Care
Fund and Short Breaks.
The clinical commissioning group also hosts the system transactions and the programme functions for the West Yorkshire & Harrogate Integrated Care
Systems.

1.4.1

Pooled Budgets
The clinical commissioning group has entered into pooled budget arrangements with Wakefield Metropolitan District Council in accordance with section
75 of the NHS Act 2006. Whilst the section 75 agreement between the CCG and the Council does constitute a 'joint operation' under IFRS 11, the
substance of the commissioning transactions related to the Fund's spending plan indicates that neither the CCG nor the Council are either a joint
operator or lead commissioner, but are acting as single entities. Therefore, each organisation accounts for its own transactions without recognising its
interest in its share of total assets, liabilities, revenue and expenditure that relate to the whole Fund.

1.5

Operating Segments
Income and expenditure are analysed in the Operating Segments note and are reported in line with management information used within the clinical
commissioning group.
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1.6

Revenue
In the application of IFRS 15 a number of practical expedients offered in the Standard have been employed. These are as follows:
• As per paragraph 121 of the Standard the clinical commissioning group will not disclose information regarding the performance obligations part of a
contract that has an original expected duration of one year or less,
• The clinical commissioning group is to similarly not disclose information where revenue is recognised in line with the practical expedient offered in
paragraph B16 of the Standard where the right to consideration corresponds directly with value of the performance completed to date.
• The FReM has mandated the exercise of the practical expedient offered in C7(a) of the Standard that requires the clinical commissioning group to
reflect the aggregate effect of all contracts modified before the date of initial application.
The main source of funding for the Clinical Commissioning Group is from NHS England. This is drawn down and credited to the general fund. Funding
is recognised in the period in which it is received.
Revenue in respect of services provided is recognised when (or as) performance obligations are satisfied by transferring promised services to the
customer, and is measured at the amount of the transaction price allocated to that performance obligation.
Where income is received for a specific performance obligation that is to be satisfied in the following year, that income is deferred.
Payment terms are standard reflecting cross government principles.
The value of the benefit received when the clinical commissioning group accesses funds from the Government’s apprenticeship service are recognised
as income in accordance with IAS 20, Accounting for Government Grants. Where these funds are paid directly to an accredited training provider, noncash income and a corresponding non-cash training expense are recognised, both equal to the cost of the training funded.

1.70

Employee Benefits

1.7.1

Short-term Employee Benefits
Salaries, wages and employment-related payments, including payments arising from the apprenticeship levy, are recognised in the period in which the
service is received from employees, including bonuses earned but not yet taken.
The cost of leave earned but not taken by employees at the end of the period is recognised in the financial statements to the extent that employees are
permitted to carry forward leave into the following period.

1.7.2

Retirement Benefit Costs
Past and present employees are covered by the provisions of the NHS Pensions Schemes. These schemes are unfunded, defined benefit schemes
that cover NHS employers, General Practices and other bodies allowed under the direction of the Secretary of State in England and Wales. The
schemes are not designed to be run in a way that would enable NHS bodies to identify their share of the underlying scheme assets and liabilities.
Therefore, the schemes are accounted for as if they were a defined contribution scheme; the cost recognised in these accounts represents the
contributions payable for the year. Details of the benefits payable under these provisions can be found on the NHS Pensions website at
www.nhsbsa.nhs.uk/pensions.
For early retirements other than those due to ill health the additional pension liabilities are not funded by the scheme. The full amount of the liability for
the additional costs is charged to expenditure at the time the clinical commissioning group commits itself to the retirement, regardless of the method of
payment.
The schemes are subject to a full actuarial valuation every four years and an accounting valuation every year.

1.8

Other Expenses
Other operating expenses are recognised when, and to the extent that, the goods or services have been received. They are measured at the fair value
of the consideration payable.

1.9

Property, Plant & Equipment

1.9.1

Recognition
Property, plant and equipment is capitalised if:
• It is held for use in delivering services or for administrative purposes;
• It is probable that future economic benefits will flow to, or service potential will be supplied to the clinical commissioning group;
• It is expected to be used for more than one financial year;
• The cost of the item can be measured reliably; and,
• The item has a cost of at least £5,000; or,
• Collectively, a number of items have a cost of at least £5,000 and individually have a cost of more than £250, where the assets are functionally
interdependent, they had broadly simultaneous purchase dates, are anticipated to have simultaneous disposal dates and are under single managerial
control; or,
• Items form part of the initial equipping and setting-up cost of a new building, ward or unit, irrespective of their individual or collective cost.
Where a large asset, for example a building, includes a number of components with significantly different asset lives, the components are treated as
separate assets and depreciated over their own useful economic lives.

1.9.2

Measurement
All property, plant and equipment is measured initially at cost, representing the cost directly attributable to acquiring or constructing the asset and
bringing it to the location and condition necessary for it to be capable of operating in the manner intended by management.
Assets that are held for their service potential and are in use are measured subsequently at their current value in existing use. Assets that were most
recently held for their service potential but are surplus are measured at fair value where there are no restrictions preventing access to the market at the
reporting date
IT equipment, transport equipment, furniture and fittings, and plant and machinery that are held for operational use are valued at depreciated historic
cost where these assets have short useful economic lives or low values or both, as this is not considered to be materially different from current value in
existing use.
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1.9.3

Subsequent Expenditure
Where subsequent expenditure enhances an asset beyond its original specification, the directly attributable cost is capitalised. Where subsequent
expenditure restores the asset to its original specification, the expenditure is capitalised and any existing carrying value of the item replaced is writtenout and charged to operating expenses.

1.9.4

Depreciation, Amortisation & Impairments
The clinical commissioning group holds no property or plant, only IT equipment. The IT equipment is depreciated over a period of four years on a
straight line basis. At each reporting period end, the clinical commissioning group checks whether there is any indication that any of its tangible assets
have suffered an impairment loss. If there is indication of an impairment loss, the recoverable amount of the asset is estimated to determine whether
there has been a loss and, if so, its amount.

1.10

Leases
Leases are classified as finance leases when substantially all the risks and rewards of ownership are transferred to the lessee. All other leases are
classified as operating leases. Operating lease payments are recognised as an expense on a straight line basis over the lease term.

1.11

Inventories
Inventories are valued at the lower of cost and net realisable value, using the first-in first-out cost formula. This is considered to be a reasonable
approximation to fair value due to the high turnover of stocks.

1.12

Cash & Cash Equivalents
Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24 hours. Cash equivalents are
investments that mature in 3 months or less from the date of acquisition and that are readily convertible to known amounts of cash with insignificant risk
of change in value.
In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that are repayable on demand and that form an integral
part of the clinical commissioning group’s cash management.

1.13

Provisions
Provisions are recognised when the clinical commissioning group has a present legal or constructive obligation as a result of a past event, it is probable
that the clinical commissioning group will be required to settle the obligation, and a reliable estimate can be made of the amount of the obligation. The
amount recognised as a provision is the best estimate of the expenditure required to settle the obligation at the end of the reporting period, taking into
account the risks and uncertainties. Where a provision is measured using the cash flows estimated to settle the obligation, its carrying amount is the
present value of those cash flows using HM Treasury’s discount rate as follows:
All general provisions are subject to four separate discount rates according to the expected timing of cashflows from the Statement of Financial Position
date:
• A nominal short-term rate of minus 0.02% (2019-20: 0.51%) for inflation adjusted expected cash flows up to and including 5 years from Statement of
Financial Position date.
• A nominal medium-term rate of 0.18% (2019-20: 0.55%) for inflation adjusted expected cash flows over 5 years up to and including 10 years from the
Statement of Financial Position date.
• A nominal long-term rate of 1.99% (2019-20: 1.99%) for inflation adjusted expected cash flows over 10 years and up to and including 40 years from
the Statement of Financial Position date.
• A nominal very long-term rate of 1.99% (2019-20: 1.99%) for inflation adjusted expected cash flows exceeding 40 years from the Statement of
Financial Position date.
When some or all of the economic benefits required to settle a provision are expected to be recovered from a third party, the receivable is recognised
as an asset if it is virtually certain that reimbursements will be received and the amount of the receivable can be measured reliably.

1.14

Clinical Negligence Costs
NHS Resolution operates a risk pooling scheme under which the clinical commissioning group pays an annual contribution to NHS Resolution, which in
return settles all clinical negligence claims. The contribution is charged to expenditure. Although NHS Resolution is administratively responsible for all
clinical negligence cases, the legal liability remains with clinical commissioning group.

1.15

Non-clinical Risk Pooling
The clinical commissioning group participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk pooling
schemes under which the clinical commissioning group pays an annual contribution to the NHS Resolution and, in return, receives assistance with the
costs of claims arising. The annual membership contributions, and any excesses payable in respect of particular claims are charged to operating
expenses as and when they become due.

1.16

Contingent liabilities and contingent assets
A contingent liability is a possible obligation that arises from past events and whose existence will be confirmed only by the occurrence or nonoccurrence of one or more uncertain future events not wholly within the control of the clinical commissioning group, or a present obligation that is not
recognised because it is not probable that a payment will be required to settle the obligation or the amount of the obligation cannot be measured
sufficiently reliably. A contingent liability is disclosed unless the possibility of a payment is remote.
A contingent asset is a possible asset that arises from past events and whose existence will be confirmed by the occurrence or non-occurrence of one
or more uncertain future events not wholly within the control of the clinical commissioning group. A contingent asset is disclosed where an inflow of
economic benefits is probable.
Where the time value of money is material, contingent liabilities and contingent assets are disclosed at their present value.
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1.17

Financial Assets
Financial assets are recognised when the clinical commissioning group becomes party to the financial instrument contract or, in the case of trade
receivables, when the goods or services have been delivered. Financial assets are derecognised when the contractual rights have expired or the asset
has been transferred.
Financial assets are classified into the following categories:
• Financial assets at amortised cost;
• Financial assets at fair value through other comprehensive income and;
• Financial assets at fair value through profit and loss.
The classification is determined by the cash flow and business model characteristics of the financial assets, as set out in IFRS 9, and is determined at
the time of initial recognition.

1.17.1

Financial Assets at Amortised cost
Financial assets measured at amortised cost are those held within a business model whose objective is achieved by collecting contractual cash flows
and where the cash flows are solely payments of principal and interest. This includes most trade receivables and other simple debt instruments. After
initial recognition these financial assets are measured at amortised cost using the effective interest method less any impairment. The effective interest
rate is the rate that exactly discounts estimated future cash receipts through the life of the financial asset to the gross carrying amount of the financial
asset.

1.17.2

Financial assets at fair value through other comprehensive income
Financial assets held at fair value through other comprehensive income are those held within a business model whose objective is achieved by both
collecting contractual cash flows and selling financial assets and where the cash flows are solely payments of principal and interest.

1.17.3

Financial assets at fair value through profit and loss
Financial assets measured at fair value through profit and loss are those that are not otherwise measured at amortised cost or fair value through other
comprehensive income. This includes derivatives and financial assets acquired principally for the purpose of selling in the short term.

1.17.4

Impairment
For all financial assets measured at amortised cost or at fair value through other comprehensive income (except equity instruments designated at fair
value through other comprehensive income), lease receivables and contract assets, the clinical commissioning group recognises a loss allowance
representing the expected credit losses on the financial asset.
The clinical commissioning group adopts the simplified approach to impairment in accordance with IFRS 9, and measures the loss allowance for trade
receivables, lease receivables and contract assets at an amount equal to lifetime expected credit losses. For other financial assets, the loss allowance
is measured at an amount equal to lifetime expected credit losses if the credit risk on the financial instrument has increased significantly since initial
recognition (stage 2) and otherwise at an amount equal to 12 month expected credit losses (stage 1).
HM Treasury has ruled that central government bodies may not recognise stage 1 or stage 2 impairments against other government departments, their
executive agencies, the Bank of England, Exchequer Funds and Exchequer Funds assets where repayment is ensured by primary legislation. The
clinical commissioning group therefore does not recognise loss allowances for stage 1 or stage 2 impairments against these bodies. Additionally
Department of Health and Social Care provides a guarantee of last resort against the debts of its arm's lengths bodies and NHS bodies and the clinical
commissioning group does not recognise allowances for stage 1 or stage 2 impairments against these bodies.
For financial assets that have become credit impaired since initial recognition (stage 3), expected credit losses at the reporting date are measured as
the difference between the asset's gross carrying amount and the present value of the estimated future cash flows discounted at the financial asset's
original effective interest rate. Any adjustment is recognised in profit or loss as an impairment gain or loss.

1.18

Financial Liabilities
Financial liabilities are recognised on the statement of financial position when the clinical commissioning group becomes party to the contractual
provisions of the financial instrument or, in the case of trade payables, when the goods or services have been received. Financial liabilities are derecognised when the liability has been discharged, that is, the liability has been paid or has expired.

1.18.1

Financial Liabilities at fair value through profit and loss
Embedded derivatives that have different risks and characteristics to their host contracts, and contracts with embedded derivatives whose separate
value cannot be ascertained, are treated as financial liabilities at fair value through profit and loss. They are held at fair value, with any resultant gain or
loss recognised in the clinical commissioning group’s surplus/deficit. The net gain or loss incorporates any interest payable on the financial liability.

1.18.2

Other Financial Liabilities
After initial recognition, all other financial liabilities are measured at amortised cost using the effective interest method, except for loans from
Department of Health and Social Care, which are carried at historic cost. The effective interest rate is the rate that exactly discounts estimated future
cash payments through the life of the asset, to the net carrying amount of the financial liability. Interest is recognised using the effective interest method.

1.19

Value Added Tax
Most of the activities of the clinical commissioning group are outside the scope of VAT and, in general, output tax does not apply and input tax on
purchases is not recoverable. Irrecoverable VAT is charged to the relevant expenditure category or included in the capitalised purchase cost of fixed
assets. Where output tax is charged or input VAT is recoverable, the amounts are stated net of VAT.

1.20

Foreign Currencies
The clinical commissioning group’s functional currency and presentational currency is pounds sterling and amounts are presented in thousands of
pounds unless expressly stated otherwise. Transactions denominated in a foreign currency are translated into sterling at the exchange rate ruling on
the dates of the transactions. At the end of the reporting period, monetary items denominated in foreign currencies are retranslated at the spot
exchange rate on 31 March. Resulting exchange gains and losses for either of these are recognised in the clinical commissioning group’s surplus/deficit
in the period in which they arise.
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1.21

Losses & Special Payments
Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the health service or passed legislation.
By their nature they are items that ideally should not arise. They are therefore subject to special control procedures compared with the generality of
payments. They are divided into different categories, which govern the way that individual cases are handled.
Losses and special payments are charged to the relevant functional headings in expenditure on an accruals basis, including losses which would have
been made good through insurance cover had the clinical commissioning group not been bearing its own risks (with insurance premiums then being
included as normal revenue expenditure).

1.22

Critical accounting judgements and key sources of estimation uncertainty
In the application of the clinical commissioning group's accounting policies, management is required to make various judgements, estimates and
assumptions. These are regularly reviewed.

1.22.1

Critical accounting judgements in applying accounting policies
The following are the judgements, apart from those involving estimations, that management has made in the process of applying the clinical
commissioning group's accounting policies and that have the most significant effect on the amounts recognised in the financial statements.
• Materiality – IAS (International Accounting Standard) 8 states that IFRS accounting policies need not be developed or applied if the impact of applying
them would be immaterial or where the benefits derived from the information would exceed the cost of providing it.
• Clinical commissioning groups along with all DHSC group entities must adopt the accounting policies set out in DHSC Group Accounting Manual, to
ensure that the same standards are applied consistently across the group.
• There is no requirement to disclose policies that are irrelevant or immaterial to the clinical commissioning group and so only relevant and material
policies are disclosed.
• The clinical commissioning group followed International Accounting Standard (IAS) 37 Provisions, Contingent Liabilities and Contingent Assets, in
determining the accounting treatment of provisions.

1.22.2

Sources of estimation uncertainty
The following are the key estimations that management has made in the process of applying the clinical commissioning group's accounting policies that
have the most significant effect on the amounts recognised in the financial statements:
Key accruals with providers where full year information is not available at year end including:
• Key accruals including those associated with continuing care, prescribing and contracts with non NHS providers where full year information is not
available at the time of drawing up the accounts, where a range of possible outcomes exist. The clinical commissioning group has formed a view as to a
reasonable and appropriate estimate at the year-end.
• The clinical commissioning group liaises closely with the Local Authority and other third party suppliers in relation to any estimated charges to ensure
they are as accurate as possible. This is particularly important to pooled budgets including the Better Care Fund and the clinical commissioning group
has worked with the Local Authority via the Connecting Care Executive to receive regular financial reports.
• The clinical commissioning group hosts the Programme Office for the West Yorkshire & Harrogate Integrated Care Systems. Estimates and
judgements are required at year end to account for the clinical programmes funded.
• Estimates and judgements have been made to account for additional Covid funding and expenditure in respect of the hospital discharge programme
and the Covid vaccination schemes.

1.22.3

Accounting Standards that have been issued but not yet adopted
The Department of Health and Social Care GAM does not require the following IFRS Standards and Interpretations to be applied in 2020-21. These
Standards are still subject to HM Treasury FReM adoption, with IFRS 16 being for implementation in 2022/23, and the government implementation date
for IFRS 17 still subject to HM Treasury consideration.
• IFRS 16 Leases – The Standard is effective 1 April 2022 as adapted and interpreted by the FReM.
• IFRS 17 Insurance Contracts – Application required for accounting periods beginning on or after 1 January 2021, but not yet adopted by the FReM:
early adoption is not therefore permitted.
The application of the Standards would not have a material impact on the accounts for 2020/21, were they applied in that year.
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2 Other operating revenue
2020-21
Total

2019-20
Total

£'000

£'000

Income from sale of goods and services (contracts)
Education, training and research
Non-patient care services to other bodies
Patient transport services
Prescription fees and charges
Dental fees and charges
Income generation
Other Contract income
Recoveries in respect of employee benefits
Total Income from sale of goods and services

1,445
1,445

1,424
1,424

Other operating income
Rental revenue from finance leases
Rental revenue from operating leases
Charitable and other contributions to revenue expenditure: NHS
Charitable and other contributions to revenue expenditure: non-NHS
Receipt of donations (capital/cash)
Receipt of Government grants for capital acquisitions
Continuing Health Care risk pool contributions
Non cash apprenticeship training grants revenue
Other non contract revenue
Total other operating income

1,868
1,868

2,149
2,149

Total operating Income

3,313

3,573
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3. Employee benefits and staff numbers
3.1.1 Employee benefits

2020-21
Permanent
Employees
£'000

Other
£'000

Total
£'000

Employee benefits
Salaries and wages
Social security costs
Employer contributions to NHS Pension scheme
Other pension costs
Apprenticeship Levy
Other post-employment benefits
Other employment benefits
Termination benefits
Gross employee benefits expenditure

8,832
910
1,568
30
11,340

1,475
9
11
1,495

10,307
919
1,579
30
12,835

Less recoveries in respect of employee benefits (note 3.1.2)
Total - Net admin employee benefits including capitalised costs

11,340

1,495

12,835

Less: Employee costs capitalised
Net employee benefits excluding capitalised costs

11,340

1,495

12,835

Of the increase in gross employee benefits, West Yorkshire & Harrogate Integrated Care System account for £1.0m
2019-20
Permanent
Employees
£'000

Other
£'000

Employee benefits
Salaries and wages
Social security costs
Employer Contributions to NHS Pension scheme
Other pension costs
Apprenticeship Levy
Other post-employment benefits
Other employment benefits
Termination benefits
Gross employee benefits expenditure

7,463
797
1,379
24
248
9,911

1,432
32
35
1,499

8,895
829
1,414
24
248
11,410

Less recoveries in respect of employee benefits (note 3.1.2)
Total - Net admin employee benefits including capitalised costs

9,911

1,499

11,410

Less: Employee costs capitalised
Net employee benefits excluding capitalised costs

9,911

1,499

11,410

3.1.2 Recoveries in respect of employee benefits
There were no recoveries in respect of employee benefits in 2020/21 or 2019/20.
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3.2 Average number of people employed
2020-21

Total
Of the above:
Number of whole time equivalent people engaged on capital
projects

Average number of employees (whole time equivalents) Above
Average number of employees for hosted services (West Yorkshire &
Harrogate Integrated Care System)
Average number of employees CCG

2019-20

Permanently
employed
Number

Other
Number

Total
Number

Permanently
employed
Number

Other
Number

Total
Number

192

21

213

170

29

199

-

-

-

-

-

-

192

21

213

170

29

199

57

17

74

39

16

55

135

4

139

131

13

144

3.3 Exit packages agreed in the financial year

Less than £10,000
£10,001 to £25,000
£25,001 to £50,000
£50,001 to £100,000
£100,001 to £150,000
£150,001 to £200,000
Over £200,001
Total

2020-21
Compulsory redundancies
Number
-

Less than £10,000
£10,001 to £25,000
£25,001 to £50,000
£50,001 to £100,000
£100,001 to £150,000
£150,001 to £200,000
Over £200,001
Total

2019-20
Compulsory redundancies
Number
£
1
88,000
1
160,000
2
248,000

Less than £10,000
£10,001 to £25,000
£25,001 to £50,000
£50,001 to £100,000
£100,001 to £150,000
£150,001 to £200,000
Over £200,001
Total

2020-21
Departures where special payments
have been made
Number
£
-

£
-

2020-21
Other agreed departures
Number
2019-20
Other agreed departures
Number
£
-

£
-

2020-21
Total
Number
-

£
-

2019-20
Total
Number
-

£
1
1
2

88,000
160,000
248,000

2019-20
Departures where special payments
have been made
Number
£
-

Analysis of other agreed departures

Voluntary redundancies including early retirement contractual costs
Mutually agreed resignations (MARS) contractual costs
Early retirements in the efficiency of the service contractual costs
Contractual payments in lieu of notice
Exit payments following Employment Tribunals or court orders
Non-contractual payments requiring HMT approval*
Total

2020-21
Other agreed departures
Number
£
-

-

2019-20
Other agreed departures
Number
£
-

-

These tables report the number and value of exit packages agreed in the financial year. The expense associated with these departures may have been recognised in part or in full in a previous
period.
Redundancy and other departure costs have been paid in accordance with the provisions of the NHS terms and conditions of service.
Exit costs are accounted for in accordance with relevant accounting standards and at the latest in full in the year of departure.
The Remuneration Report includes the disclosure of exit payments payable to individuals named in that Report.
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3.4 Pension costs
Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the benefits payable and rules
of the Schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions.
Both are unfunded defined benefit schemes that cover NHS employers, GP practices and other bodies, allowed under the direction of
the Secretary of State for Health and Social Care in England and Wales. They are not designed to be run in a way that would enable
NHS bodies to identify their share of the underlying scheme assets and liabilities.
Therefore, each scheme is accounted for as if it were a defined contribution scheme: the cost to the NHS body of participating in each
scheme is taken as equal to the contributions payable to that scheme for the accounting period.
In order that the defined benefit obligations recognised in the financial statements do not differ materially from those that would be
determined at the reporting date by a formal actuarial valuation, the FReM requires that “the period between formal valuations shall be
four years, with approximate assessments in intervening years”. An outline of these follows:
3.4.1 Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government Actuary’s Department) as at the
end of the reporting period. This utilises an actuarial assessment for the previous accounting period in conjunction with updated
membership and financial data for the current reporting period, and is accepted as providing suitably robust figures for financial reporting
purposes. The valuation of the scheme liability as at 31 March 2021, is based on valuation data as 31 March 2020, updated to 31 March
2021 with summary global member and accounting data. In undertaking this actuarial assessment, the methodology prescribed in IAS
19, relevant FReM interpretations, and the discount rate prescribed by HM Treasury have also been used.
The latest assessment of the liabilities of the scheme is contained in the report of the scheme actuary, which forms part of the annual
NHS Pension Scheme Accounts. These accounts can be viewed on the NHS Pensions website and are published annually. Copies can
also be obtained from The Stationery Office.
3.4.2 Full actuarial (funding) valuation
The purpose of this valuation is to assess the level of liability in respect of the benefits due under the schemes (taking into account
recent demographic experience), and to recommend contribution rates payable by employees and employers.
The latest actuarial valuation undertaken for the NHS Pension Scheme was completed as at 31 March 2016. The results of this valuation
set the employer contribution rate payable from April 2019 to 20.6% of pensionable pay. The 2016 funding valuation was also expected
to test the cost of the Scheme relative to the employer cost cap that was set following the 2012 valuation. In January 2019, the
Government announced a pause to the cost control element of the 2016 valuations, due to the uncertainty around member benefits
caused by the discrimination ruling relating to the McCloud case.
The Government subsequently announced in July 2020 that the pause had been lifted, and so the cost control element of the 2016
valuations could be completed. The Government has set out that the costs of remedy of the discrimination will be included in this
process. HMT valuation directions will set out the technical detail of how the costs of remedy will be included in the valuation process.
The Government has also confirmed that the Government Actuary is reviewing the cost control mechanism (as was originally announced
in 2018). The review will assess whether the cost control mechanism is working in line with original government objectives and reported
to Government in April 2021. The findings of this review will not impact the 2016 valuations, with the aim for any changes to the cost cap
mechanism to be made in time for the completion of the 2020 actuarial valuations.
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4. Operating expenses
2020-21
Total
£'000
Purchase of goods and services
Services from other CCGs and NHS England
Services from foundation trusts
Services from other NHS trusts
Provider Sustainability Fund
Services from other WGA bodies
Purchase of healthcare from non-NHS bodies
Purchase of social care
General dental services and personal dental services
Prescribing costs
Pharmaceutical services
General ophthalmic services
GPMS/APMS and PCTMS
Supplies and services – clinical
Supplies and services – general
Consultancy services
Establishment
Transport
Premises
Audit fees
Other non statutory audit expenditure
·
Internal audit services
·
Other services
Other professional fees
Legal fees
Education, training and conferences
Funding to group bodies
CHC Risk Pool contributions
Non cash apprenticeship training grants
Total purchase of goods and services
Depreciation and impairment charges
Depreciation
Amortisation
Impairments and reversals of property, plant and equipment
Impairments and reversals of intangible assets
Impairments and reversals of financial assets
·
Assets carried at amortised cost
·
Assets carried at cost
·
Available for sale financial assets
Impairments and reversals of non-current assets held for sale
Impairments and reversals of investment properties
Total depreciation and impairment charges
Provision expense
Change in discount rate
Provisions
Total provision expense
Other operating expenditure
Chair and Non Executive Members
Grants to Other bodies
Clinical negligence
Research and development (excluding staff costs)
Expected credit loss on receivables
Expected credit loss on other financial assets (stage 1 and 2 only)
Inventories written down
Inventories consumed
Other expenditure
Total other operating expenditure
Total operating expenditure

2019-20
Total
£'000

442
176,816
470,271
92,482
68,434
64,017
4
3,077
325
1,750
32
608
66

12,535
66,287
325,160
110
100,910
63,354
58,498
3
1,001
96
1,847
86
1,169
48

38
12
524
97
480
879,475

37
7
485
148
190
631,971

49
49

52
52

234
234

62
62

138
3,348
447
3,933

138
24
3
165

883,691

632,250

In 2019-20 'services from other CCGs and NHS England' includes expenditure from other CCGs, in 2020-21 allocation
transfers have been made where applicable.
Included in 'services from foundation trusts' and 'services from other NHS trusts' is £239.9m system funding.
GPMS/APMS and PCTMS includes additional funding for Primary Care Services in response to COVID-19.
Purchase of healthcare from non-NHS bodies' included costs of services commissioned with independent sector hospitals
in 2019-20. In 2020-21, services with the majority of independent sector hospitals were commissioned nationally in
response to COVID-19.
In 2020-21 grants to other bodies includes £3.1m of grants provided to local hospices. In 2019-20, grants of £1.8m were
provided to local hospices and were included in purchase of healthcare from non-NHS bodies.
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5 Better Payment Practice Code
5.1 Measure of compliance

2020-21
Number

2020-21
£'000

2019-20
Number

2019-20
£'000

Non-NHS Payables
Total Non-NHS trade invoices paid in the year
Total Non-NHS trade invoices paid within target
Percentage of Non-NHS trade invoices paid within target

9,691
9,506
98.09%

160,333
157,384
98.16%

11,797
11,595
98.29%

163,916
161,753
98.68%

NHS Payables
Total NHS trade invoices paid in the year
Total NHS trade invoices paid within target
Percentage of NHS trade invoices paid within target

1,140
1,084
95.09%

637,000
635,712
99.80%

3,184
3,115
97.83%

407,350
402,723
98.86%

5.2 The Late Payment of Commercial Debts (Interest) Act 1998
The CCG made no payments in respect of late payment of debts in 2020/21 or 2019/20.
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6. Operating leases
The CCG has entered into leasing arrangements to secure property for conducting the business of healthcare and associated administration. All arrangements have been assessed individually and
determined to be operating leases with reference to IAS 17.
Rental charges form premises with NHS Property Services Limited fall within the definition of operating leases. As rental charges for future years have not been agreed with NHS Property Services
Limited no future minimum lease payments are disclosed in this note.
6.1 As lessee
6.1.1 Payments recognised as an Expense

Payments recognised as an expense
Minimum lease payments
Contingent rents
Sub-lease payments
Total

Land
£'000

Buildings
£'000

Other
£'000

2020-21
Total
£'000

Land
£'000

Buildings
£'000

Other
£'000

2019-20
Total
£'000

-

400
400

33
33

433
433

-

433
433

37
37

470
470

Land
£'000

Buildings
£'000

Other
£'000

2020-21
Total
£'000

Land
£'000

Buildings
£'000

Other
£'000

2019-20
Total
£'000

-

-

29
25
54

29
25
54

-

-

28
27
55

28
27
55

6.1.2 Future minimum lease payments

Payable:
No later than one year
Between one and five years
After five years
Total

Other includes leases for photocopiers and cars leased for the salary sacrifice scheme.
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7 Property, plant and equipment

Information
technology
£'000
347

Total
£'000
347

Addition of assets under construction and payments on account
Additions purchased
Additions donated
Additions government granted
Additions leased
Reclassifications
Reclassified as held for sale and reversals
Disposals other than by sale
Upward revaluation gains
Impairments charged
Reversal of impairments
Transfer (to)/from other public sector body
Cumulative depreciation adjustment following revaluation
Cost/valuation at 31 March 2021

347

347

Depreciation 1 April 2020

222

222

Reclassifications
Reclassified as held for sale and reversals
Disposals other than by sale
Upward revaluation gains
Impairments charged
Reversal of impairments
Charged during the year
Transfer (to)/from other public sector body
Cumulative depreciation adjustment following revaluation
Depreciation at 31 March 2021

49
271

49
271

Net book value at 31 March 2021

76

76

Purchased
Donated
Government granted
Total at 31 March 2021

76
76

76
76

Owned
Held on finance lease
On-SOFP Lift contracts
PFI residual: interests

76
-

76
-

Total at 31 March 2021

76

76

Minimum life
(years)

Maximum life
(years)

4

4

Cost or valuation at 1 April 2020

Asset financing:

7.1 Economic lives

Information technology
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8 Inventories

Total
£'000
447

Balance at 1 April 2020
Additions
Inventories recognised as an expense in the period
Write-down of inventories (including losses)
Reversal of write-down previously taken to the statement of comprehensive
net expenditure
Transfer (to) from -Goods for resale
Balance at 31 March 2021

(447)
-

In 2020-21, the inventories held for wheelchairs and the Integrated Care and Equipment Service were
not significant in value and have been treated as consumed in-year. In 2019-20, these were included
in inventories.
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9 Trade and other receivables
9.1 Trade and other receivables

Current
2020-21
£'000

Non-current
2020-21
£'000

Current
2019-20
£'000

Non-current
2019-20
£'000

NHS receivables: Revenue
NHS receivables: Capital
NHS prepayments
NHS accrued income
NHS Contract Receivable not yet invoiced/non-invoice
NHS Non Contract trade receivable (i.e pass through funding)
NHS Contract Assets
Non-NHS and Other WGA receivables: Revenue
Non-NHS and Other WGA receivables: Capital
Non-NHS and Other WGA prepayments
Non-NHS and Other WGA accrued income

374
50
857
64
177

-

1,736
43
76
406
54
78

-

Non-NHS and Other WGA Contract Receivable not yet invoiced/non-invoice
Non-NHS and Other WGA Non Contract trade receivable (i.e pass through funding)
Non-NHS Contract Assets
Expected credit loss allowance-receivables
VAT

280

-

166

-

Private finance initiative and other public private partnership arrangement prepayments and
accrued income
Interest receivables
Finance lease receivables
Operating lease receivables
Other receivables and accruals
Total trade & other receivables

1,802

-

2,559

-

Total current and non current

1,802

2,559

Included above:
Prepaid pensions contributions

-

-

9.2 Receivables past their due date but not impaired
2020-21
DHSC Group
Bodies
£'000
24
56
80

By up to three months
By three to six months
By more than six months
Total

9.3 Loss allowance on asset classes
Balance at 1 April 2020
Lifetime expected credit loss on credit impaired financial assets
Lifetime expected credit losses on trade and other receivables-Stage 2
Lifetime expected credit losses on trade and other receivables-Stage 3
Credit losses recognised on purchase originated credit impaired financial assets
Amounts written off
Financial assets that have been derecognised
Changes due to modifications that did not result in derecognition
Other changes
Total

Trade and other
receivables - Non
DHSC Group
Bodies
£'000
-

20

2020-21
Non DHSC Group
Bodies
£'000
72
13
305
390

Other financial
assets

2019-20
DHSC Group
Bodies
£'000
181
62
81
324

Total

£'000

£'000
-

-

2019-20
Non DHSC Group
Bodies
£'000
50
10
236
296
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10 Cash and cash equivalents

Balance at 1 April 2020
Net change in year
Balance at 31 March 2021
Made up of:
Cash with the Government Banking Service
Cash with commercial banks
Cash in hand
Current investments
Cash and cash equivalents as in statement of financial position
Bank overdraft: Government Banking Service
Bank overdraft: Commercial banks
Total bank overdrafts
Balance at 31 March 2021

2020-21
£'000
284
473
757

2019-20
£'000
535
(251)
284

757
0
757

283
1
284

-

-

757

284

The NHS England requirement was that the cash balance at 31st March 2021 was less than £1,062k (1.25% of the
monthly February drawdown as per the temporary finance regime guidance) and as such the Clinical
Commissioning Group met its target.
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Current
2020-21
£'000

Non-current
2020-21
£'000

Current
2019-20
£'000

Non-current
2019-20
£'000

Interest payable
NHS payables: Revenue
NHS payables: Capital
NHS accruals
NHS deferred income
NHS Contract Liabilities
Non-NHS and Other WGA payables: Revenue
Non-NHS and Other WGA payables: Capital
Non-NHS and Other WGA accruals
Non-NHS and Other WGA deferred income
Non-NHS contract liabilities
Social security costs
VAT
Tax
Payments received on account
Other payables and accruals
Total Trade & Other Payables

4,329
1,979
6,836
12,573
135
121
29,746
55,719

-

2,089
1,441
2,509
64
12,080
138
110
23,142
41,573

-

Total current and non-current

55,719

11 Trade and other payables

41,573

Included in ‘other payables and accruals’ are amounts relating to Continuing Health Care, Mental Health, Primary Care and West Yorkshire
and Harrogate Integrated Care System.
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12 Provisions

Pensions relating to former directors
Pensions relating to other staff
Restructuring
Redundancy
Agenda for change
Equal pay
Legal claims
Continuing care
Other
Total
Total current and non-current

Current
2020-21
£'000
224
608
832

Non-current
2020-21
£'000
-

832

Current
2019-20
£'000
237
374
611

Non-current
2019-20
£'000
-

611

Pensions
Relating to
Former
Directors
£'000

Pensions
Relating to
Other Staff
£'000

Restructuring
£'000

Redundancy
£'000

Agenda for
Change
£'000

Equal Pay
£'000

Legal Claims
£'000

Continuing
Care
£'000

Other
£'000

Total
£'000

Balance at 1 April 2020

-

-

-

-

-

-

-

237

374

611

Arising during the year
Utilised during the year
Reversed unused
Unwinding of discount
Change in discount rate
Transfer (to) from other public sector body
Transfer (to) from other public sector body under absorption
Balance at 31 March 2021

-

-

-

-

-

-

-

(13)
224

234
608

234
(13)
832

Expected timing of cash flows:
Within one year
Between one and five years
After five years
Balance at 31 March 2021

-

-

-

-

-

-

-

224
224

608
608

832
832

The continuing healthcare provision was created in 2018/19 for the unresolved previously unassessed periods of care (PUPoC) claims and eligibility appeals. This has been estimated based on information provided by Sheffield CCG, the
PUPoC administrator.
Included in other is a provision for VAT relating to the Lead Provider Framework. HMRC are continuing their assessment with NHS England and Improvement, this provision is based on the value of the contract from 2015/16 to 2019/20. The
remainder included in other relates to claims in respect of employee benefits.
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13 Commitments
13.1 Capital commitments
The Clinical Commissioning Group had no capital commitments in 2020/21 or 2019/20.
13.2 Other financial commitments
The Clinical Commissioning Group had no other financial commitments in 2020/21 or 2019/20.
14 Financial instruments
14.1 Financial risk management
Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during the period in creating or
changing the risks a body faces in undertaking its activities.
Because NHS clinical commissioning group is financed through parliamentary funding, it is not exposed to the degree of financial risk faced
by business entities. Also, financial instruments play a much more limited role in creating or changing risk than would be typical of listed
companies, to which the financial reporting standards mainly apply. The clinical commissioning group has limited powers to borrow or invest
surplus funds and financial assets and liabilities are generated by day-to-day operational activities rather than being held to change the risks
facing the clinical commissioning group in undertaking its activities.
Treasury management operations are carried out by the finance department, within parameters defined formally within the NHS clinical
commissioning group standing financial instructions and policies agreed by the Governing Body. Treasury activity is subject to review by the
NHS clinical commissioning group and internal auditors.
14.1.1 Currency risk
The NHS clinical commissioning group is principally a domestic organisation with the great majority of transactions, assets and liabilities
being in the UK and sterling based. The NHS clinical commissioning group has no overseas operations. The NHS clinical commissioning
group and therefore has low exposure to currency rate fluctuations.
14.1.2 Interest rate risk
The clinical commissioning group borrows from government for capital expenditure, subject to affordability as confirmed by NHS England.
The borrowings are for 1 to 25 years, in line with the life of the associated assets, and interest is charged at the National Loans Fund rate,
fixed for the life of the loan. The clinical commissioning group therefore has low exposure to interest rate fluctuations.
14.1.3 Credit risk
Because the majority of the NHS clinical commissioning group and revenue comes parliamentary funding, NHS clinical commissioning group
has low exposure to credit risk. The maximum exposures as at the end of the financial year are in receivables from customers, as disclosed
in the trade and other receivables note.
14.1.4 Liquidity risk
NHS clinical commissioning group is required to operate within revenue and capital resource limits, which are financed from resources voted
annually by Parliament. The NHS clinical commissioning group draws down cash to cover expenditure, as the need arises. The NHS clinical
commissioning group is not, therefore, exposed to significant liquidity risks.
14.1.5 Financial Instruments
As the cash requirements of NHS England are met through the Estimate process, financial instruments play a more limited role in creating
and managing risk than would apply to a non-public sector body. The majority of financial instruments relate to contracts to buy non-financial
items in line with NHS England's expected purchase and usage requirements and NHS England is therefore exposed to little credit, liquidity
or market risk.
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14 Financial instruments continued
14.2 Financial assets

Equity investment in group bodies
Equity investment in external bodies
Loans receivable with group bodies
Loans receivable with external bodies
Trade and other receivables with NHSE bodies
Trade and other receivables with other DHSC group bodies
Trade and other receivables with external bodies
Other financial assets
Cash and cash equivalents
Total at 31 March 2021

Financial Assets
measured at
amortised cost
2020-21
£'000

Equity Instruments
designated at
FVOCI
2020-21
£'000

Total
2020-21
£'000

406
89
964
757
2,216

-

406
89
964
757
2,216

Financial Liabilities
measured at
amortised cost
2020-21
£'000

Other
2020-21
£'000

Total
2020-21
£'000

630
17,495
37,338
55,463

-

630
17,495
37,338
55,463

14.3 Financial liabilities

Loans with group bodies
Loans with external bodies
Trade and other payables with NHSE bodies
Trade and other payables with other DHSC group bodies
Trade and other payables with external bodies
Other financial liabilities
Private Finance Initiative and finance lease obligations
Total at 31 March 2021

15 Contingencies
There were no contingent liabilities in 2020/21 or 2019/20.
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16 Operating segments

NHS Wakefield CCG
Total

Gross
expenditure
£'000
896,526
896,526

16.1 Reconciliation between operating segments and SoCNE

Total net expenditure reported for operating segments
Reconciling items:
Total net expenditure per the Statement of Comprehensive Net Expenditure

2020-21
£'000
893,213
893,213

16.2 Reconciliation between Operating Segments and SoFP

Total assets reported for operating segments
Reconciling items:
Total assets per Statement of Financial Position

Total liabilities reported for operating segments
Reconciling items:
Total liabilities per Statement of Financial Position

2020-21
£'000
2,635
2,635

2020-21
£'000
(56,551)
(56,551)
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Income
£'000
(3,313)
(3,313)

Net
expenditure
£'000
893,213
893,213

Total assets Total liabilities
£'000
£'000
2,635
(56,551)
2,635
(56,551)

Net assets
£'000
(53,916)
(53,916)
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17 Joint arrangements - interests in joint operations
17.1 Interests in joint operations

Amounts recognised in Entities books ONLY

Name of arrangement

Parties to the
arrangement

Description of principal
activities

Wakefield Better Care Fund

Wakefield
Metropolitan
Disctrict Council

Implementation of the Care
Act / Integrated Care models

Wakefield
Metropolitan
Disctrict Council

Carers short break service

Short Breaks Services

2020-21
Liabilities

Assets

Amounts recognised in Entities books ONLY

Income

Expenditure

Assets

2019-20
Liabilities

Income

Expenditure

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

-

-

103,259

103,011

447

-

93,339

93,339

-

-

1,410

1,410

-

-

1,410

1,410

Included in assets in 2019-20 were inventories for wheelchairs and the Integrated Care and Equipment Service. In 2020-21, the inventory held is not significant in value and has been treated as consumed in-year.
17.2 Interests in entities not accounted for under IFRS 10 or IFRS 11
Short Breaks Services
The CCG in association with the Local Authority has established a short breaks service. This led to the creation, in 2015-16, of a pooled budget with the Local Authority as the lead commissioner and provider.
The details of the contributions and expenditure are disclosed below:
Short Breaks Services

Total Income
Total Expenditure
Surplus / (Deficit)

WCCG
2020-21
£'000
1,410
1,410
-

WMDC
2020-21
£'000
2,693
2,688
5

Total
2020-21
£'000
4,103
4,098
5

Total
2019-20
£'000
3,968
3,955
13

At 31 March 2021 the Short Breaks pool had an underspend of £4,549 (2019-20: £12,819)
Wakefield Better Care Fund (BCF)
The CCG in association with the Local Authority has created a pooled budget for the Wakefield Better Care Fund. The CCG acts as the host but either the CCG or the Local Authority have agreed to be lead commissioner for the individual
services commissioned from providers.
The details of the contributions and expenditure are disclosed below:
Better Care Fund

Total Income
Total Expenditure
Surplus / (Deficit)

WCCG
2020-21
£'000
103,259
103,011
248

WMDC
2020-21
£'000
26,163
26,116
47

Total
2020-21
£'000
129,422
129,127
295

Total
2019-20
£'000
121,101
121,101
-

The CCG transferred £15,272k of funds to the Local Authority under the BCF section 75 agreement to commission services from providers.
In 2020/21 two additional schemes were included in the BCF for the Hospital Discharge Programme and Discharge to Assess scheme in response to the Covid-19. The costs are included in the figures above and were recovered from NHSE/I.
The S75 is the legal basis that enables funds to flow between the CCG and LA.
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18 Related party transactions
Details of related party transactions with individuals are as follows:
Novus Health Ltd - An independent organisation set up in 2007 by the majority of GP practices in the Wakefield district, which provides specific healthcare
services for the population of Wakefield.
For 2020-21 the transactions with Novus Ltd totalled £2,456k, and the creditor balance £27k.
Shareholders of which include:
Dr A Sheppard of Lupset Health Centre and Chair of WCCG
Dr C Harries of Chapelthorpe Medical Centre and Governing Body member of Wakefield CCG
Dr D Hallott of New Southgate Surgery and Governing Body member of Wakefield CCG
Dr P Jayakumar of Trinity Medical Centre and Governing Body member of Wakefield CCG
In each case the practice holds shares in Novus Ltd. The GP member of Wakefield CCG at each practice has been noted above.
Conexus Healthcare Limited - Conexus Healthcare is the GP confederation (groups of GP practices) for all practices in the Wakefield District, which provides
healthcare services for the population of Wakefield as well as developing collaborative arrangements across primary care networks and practices.
For 2020-21 the transactions for Conexus Healthcare Ltd totalled £3,834k, and a creditor balance £389k.
All 37 Wakefield CCG practices are members of Conexus Healthcare Limited Confederation.
Shareholders of which include:
Dr A Sheppard of Lupset Health Centre and Chair of WCCG
Dr C Harries of Chapelthorpe Medical Centre and Governing Body member of Wakefield CCG
Dr D Hallott of New Southgate Surgery and Governing Body member of Wakefield CCG
Dr P Jayakumar of Trinity Medical Centre and Governing Body member of Wakefield CCG
Transactions with GP practices in regard to Co-Commissioning
Receipts Amounts Amounts
from
owed to due from
Payments to Related Related Related
Related Party Party
Party
Party
£'000
£'000
£'000
£'000
Alverthorpe Surgery
Ash Grove Medical Centre
Castleford Medical Practice
Chapelthorpe Medical Centre
College Lane Surgery
Crofton and Sharlston Medical Practice
Dr DP Diggle and RE Phillips (Church View Health Centre)
Dr SP Singh and Partners (Church View Health Centre)
Eastmoor Health Centre
FMC Health Solutions Limited (Park View Surgery)
Friarwood Surgery
Health Care First
Henry Moore Clinic
Homestead Medical Centre
King's Medical Practice
Lupset Health Centre
Maybush Medical Centre
Middlestown Medical Centre
New Southgate Surgery
Newland Surgery
Northgate Surgery
Orchard Croft Medical Centre
Ossett Surgery
Outwood Park Medical Centre
Patience Lane Surgery
Queen Street Surgery
Riverside Medical Centre
St Thomas Road Surgery
Stanley Health Centre
Station Lane Medical Centre
Stuart Road Surgery
The Grange Medical Centre
Tieve Tara Medical Centre
Trinity Medical Centre
Warrengate Medical Centre
The White Rose Surgery

405
2,574
1,026
2,104
1,795
1,648
856
1,972
377
324
2,212
4,930
1,867
1,286
2,367
2,232
1,855
1,577
2,045
628
2,009
1,604
3,763
2,369
378
451
1,764
1,115
998
1,155
1,337
2,772
1,276
4,112
1,624
4,790

-

-

-

Within the above expenditure are payments to 7 lead practices of Wakefield CCG Primary Care Networks:
Primary Care Network
Brigantes
Five Towns
Trinity Health Group
Wakefield Health Alliance (Central)
Wakefield Health Alliance (North)
Wakefield Health Alliance (South)
West Wakefield

Lead Practice
Outwood Medical Practice
Ferrybridge
Maybush
Ash Grove
Henry Moore
White Rose
Ossett Surgery

The DHSC is regarded as a related party. Wakefield CCG has had a significant number of material transactions with DHSC and with other entities for which
the Department is regarded as the parent Department, or has a degree of responsibility for, including:
NHS England
North of England Commissioning Support Unit
NHS Foundation Trusts
NHS Clinical Commissioning Groups
NHS Trusts
NHS Supply Chain
NHS Resolution
NHS Business Services Authority
NHS Professionals
NHS Property Services
Health Education England
In addition, Wakefield CCG has had a number of material transactions with other government departments and other central and local government bodies.
Most of these transactions have been with Wakefield Metropolitan District Council and Wakefield District Housing Limited.
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19 Events after the end of the reporting period
The are no post balance sheet events after the reporting period.
20 Losses and special payments
There were no losses and special payments in 2020-21. In 2019-20 there was 1 case costing £3k.
21 Financial performance targets
NHS Clinical Commissioning Groups have a number of financial duties under the NHS Act 2006 (as amended).
Wakefield CCG's performance against those duties was as follows:
2020-21
Target
896,711
893,398
7,242

Expenditure not to exceed income
Capital resource use does not exceed the amount specified in Directions
Revenue resource use does not exceed the amount specified in Directions
Capital resource use on specified matter(s) does not exceed the amount specified in Directions
Revenue resource use on specified matter(s) does not exceed the amount specified in Directions
Revenue administration resource use does not exceed the amount specified in Directions
In all cases the CCG has met its financial performance targets.
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2020-21
Performance
896,526
893,213
7,024

2019-20
Target
646,767
643,141
53
8,049

2019-20
Performance
643,686
640,087
26
7,677

White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT

Ref:

8th June 2021

Tel: 01924 317511

Tim Cutler
Partner
KPMG LLP
1 St Peter’s Square
Manchester
M2 3AE

Dear Tim,
This representation letter is provided in connection with your audit of the financial
statements of NHS Wakefield Clinical Commissioning Group (“the CCG”), for the year
ended 31 March 2021, for the purpose of expressing an opinion:
•

as to whether these financial statements give a true and fair view of the state of the
financial position of the CCG as at 31 March 2021 and of the net operating expenditure
for the financial year then ended; and;

•

whether the CCG’s financial statements have been prepared in accordance with the
accounting policies directed by NHS England with consent of the Secretary of State as
relevant to Clinical Commissioning Groups in England and the Department of Health
and Social Care Group Accounting Manual (GAM).

These financial statements comprise the Statement of Financial Position, the Statement
of Net Expenditure, the Statement of Cash Flows, the Statement of Changes in Taxpayers
Equity and notes, comprising a summary of significant accounting policies and other
explanatory notes.
The Governing Body confirms that the representations it makes in this letter are in
accordance with the definitions set out in the Appendix to this letter.
The Governing Body confirms that, to the best of its knowledge and belief, having made
such inquiries as it considered necessary for the purpose of appropriately informing itself:
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Financial statements
1.

The Governing Body has fulfilled its responsibilities, as set out in the terms of the audit
engagement dated 25th February 2021 for the preparation of financial statements that:
i.

give a true and fair view of the financial position of the CCG as at 31 March 2021
and of the net operating expenditure for that financial year; and

ii.

have been prepared in accordance with the accounting policies directed by NHS
England with consent of the Secretary of State as relevant to Clinical
Commissioning Groups in England and the GAM 2020/21.

The financial statements have been prepared on a going concern basis.
2.

The methods, the data and the significant assumptions used in making accounting
estimates and their related disclosures are appropriate to achieve recognition,
measurement or disclosure that is reasonable in the context of the applicable financial
reporting framework.

3.

All events subsequent to the date of the financial statements and for which IAS 10
Events after the reporting period requires adjustment or disclosure have been adjusted
or disclosed.

4.

The effects of uncorrected misstatements are immaterial, both individually and in
aggregate, to the financial statements as a whole. A list of the uncorrected
misstatements is attached to this letter.

Information provided
6.

The Governing Body has provided you with:
•

access to all information of which it is aware, that is relevant to the preparation of
the financial statements, such as records, documentation and other matters;

•

additional information that you have requested from the Governing Body for the
purpose of the audit; and

•

unrestricted access to persons within the CCG from whom you determined it
necessary to obtain audit evidence.

7.

All transactions have been recorded in the accounting records and are reflected in the
financial statements.

8.

The Governing Body confirms the following:
i. The Governing Body has disclosed to you the results of its assessment of the risk
that the financial statements may be materially misstated as a result of fraud.
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Included in the Appendix to this letter are the definition of fraud, including
misstatement arising from fraudulent financial reporting and from misappropriation
of assets.
ii. The Governing Body has disclosed to you all information in relation to:
a) Fraud or suspected fraud that it is aware of and that affects the CCG and
involves:
• management;
• employees who have significant roles in internal control; or
• others where the fraud could have a material effect on the financial
statements; and
b) allegations of fraud, or suspected fraud, affecting the CCG’s financial
statements communicated by employees, former employees, analysts,
regulators or others.
In respect of the above, the Governing Body acknowledges its responsibility for
such internal control as it determines necessary for the preparation of financial
statements that are free from material misstatement, whether due to fraud or
error. In particular, the Governing Body acknowledges its responsibility for the
design, implementation and maintenance of internal control to prevent and detect
fraud and error.
9. The Governing Body has disclosed to you all known instances of non-compliance or
suspected non-compliance with laws and regulations whose effects should be
considered when preparing the financial statements. The Governing Body also
confirms that, in all material respects, the expenditure and income recognised in the
financial statements has been applied to purposes intended by Parliament and the
financial transactions conform to the authorities which govern them.
10. The Governing Body has disclosed to you and has appropriately accounted for and/or
disclosed in the financial statements, in accordance with IAS 37 Provisions,
Contingent Liabilities and Contingent Assets, all known actual or possible litigation
and claims whose effects should be considered when preparing the financial
statements.
11. The Governing Body has disclosed to you the identity of the CCG’s related parties
and all the related party relationships and transactions of which it is aware. All related
party relationships and transactions have been appropriately accounted for and
disclosed in accordance with IAS 24 Related Party Disclosures. Included in the
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Appendix to this letter are the definitions of both a related party and a related party
transaction as we understand them and as defined in IAS 24.
12. The Governing Body confirms that all intra-NHS balances included in the Statement
of Financial Position (SOFP) at 31 March 2021 in excess of £300,000 have been
disclosed to you and that the CCG has complied with the requirements of the Intra
NHS Agreement of Balances Exercise. The Governing Body confirms that Intra-NHS
balances includes all balances with NHS counterparties, regardless of whether these
balances are reported within those SOFP classifications formally deemed to be
included within the Agreement of Balances exercise.
13. The Governing Body confirms that:
•
•

The financial statements disclose all of the key risk factors, assumptions made
and uncertainties surrounding the CCG’s ability to continue as a going concern
as required to provide a true and fair view and to comply with GAM.
No material events or conditions exist that may cast significant doubt on the
ability of the CCG to continue as a going concern.

This letter was tabled and agreed at the meeting of the Governing Body on 8th June 2021.
Yours sincerely

Joanne Webster
Accountable Officer, for and on behalf of the Governing Body of NHS Wakefield CCG
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Appendix to the Governing Body Representation Letter of NHS Wakefield CCG:
Uncorrected audit differences
The following uncorrected audit differences have been presented as part of the Audit
Report to those charged with governance and are considered by management to be
immaterial to the CCG’s financial statements:
Unadjusted audit differences (£m)

No.

Detail

1

Dr Accruals
Cr Operating
Expenditure

SOCI
Dr/(cr)

SOFP
Dr/(cr)

Comments

£0.3

Our testing of year end accruals
£0.3
identified an amount of £341k that
we consider may be more
appropriate as a contingent
liability.

Total

£0.3

£0.3
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Appendix to the Governing Body Representation Letter of NHS Wakefield CCG:
Definitions
Financial Statements
IAS 1.10 states that a complete set of financial statements comprises:
•

a statement of financial position as at the end of the period;

•

a statement of comprehensive income for the period;

•

a statement of changes in equity for the period;

•

a statement of cash flows for the period;

•

notes, comprising a summary of significant accounting policies and other explanatory
information;

•

comparative information in respect of the previous period; and

•

a statement of financial position as at the beginning of the earliest comparative period
when an entity applies an accounting policy retrospectively or makes a retrospective
restatement of items in its financial statements, or when it reclassifies items in its
financial statements.

An entity may use titles for the statements other than those used in this Standard. For
example, an entity may use the title ‘statement of comprehensive income’ instead of
‘statement of profit or loss and other comprehensive income’.”
Material Matters
Certain representations in this letter are described as being limited to matters that are
material.
IAS 1.7 and IAS 8.5 state that:
“Information is material if omitting, misstating or obscuring it could reasonably be
expected to influence decisions that the primary users of general purpose financial
statements make on the basis of those financial statements, which provide financial
information about a specific reporting entity.
Materiality depends on the nature or magnitude of information, or both. An entity assesses
whether information, either individually or in combination with other information, is
material in the context of its financial statements taken as a whole.
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Information is obscured if it is communicated in a way that would have a similar effect for
primary users of financial statements to omitting or misstating that information. The
following are examples of circumstances that may result in material information being
obscured:
a) information regarding a material item, transaction or other event is disclosed in the
financial statements but the language used is vague or unclear;
b) information regarding a material item, transaction or other event is scattered
throughout the financial statements;
c) dissimilar items, transactions or other events are inappropriately aggregated;
d) similar items, transactions or other events are inappropriately disaggregated; and
e) the understandability of the financial statements is reduced as a result of material
information being hidden by immaterial information to the extent that a primary user is
unable to determine what information is material.
Assessing whether information could reasonably be expected to influence decisions
made by the primary users of a specific reporting entity’s general purpose financial
statements requires an entity to consider the characteristics of those users while also
considering the entity’s own circumstances.
Many existing and potential stakeholders cannot require reporting entities to provide
information directly to them and must rely on general purpose financial statements for
much of the financial information they need. Financial statements are prepared for users
who have a reasonable knowledge of business and economic activities and who review
and analyse the information diligently. At times, even well-informed and diligent users
may need to seek the aid of an adviser to understand information about complex
economic phenomena.”
Fraud
Fraudulent financial reporting involves intentional misstatements including omissions of
amounts or disclosures in financial statements to deceive financial statement users.
Misappropriation of assets involves the theft of an entity’s assets. It is often accompanied
by false or misleading records or documents in order to conceal the fact that the assets
are missing or have been pledged without proper authorisation.
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Error
An error is an unintentional misstatement in financial statements, including the omission
of an amount or a disclosure.
Prior period errors are omissions from, and misstatements in, the entity’s financial
statements for one or more prior periods arising from a failure to use, or misuse of, reliable
information that:
a) was available when financial statements for those periods were authorised for issue;
and
b) could reasonably be expected to have been obtained and taken into account in the
preparation and presentation of those financial statements.
Such errors include the effects of mathematical mistakes, mistakes in applying
accounting policies, oversights or misinterpretations of facts, and fraud.
Management
For the purposes of this letter, references to “management” should be read as
“management and, where appropriate, those charged with governance”.
Related parties
A related party is a person or entity that is related to the entity that is preparing its financial
statements (referred to in IAS 24 Related Party Disclosures as the “reporting entity”).
a) A person or a close member of that person’s family is related to a reporting entity if
that person:
i. has control or joint control over the reporting entity;
ii. has significant influence over the reporting entity; or
iii. is a member of the key management personnel of the reporting entity or of a parent
of the reporting entity.
b) An entity is related to a reporting entity if any of the following conditions applies:
i. The entity and the reporting entity are members of the same group (which means
that each parent, subsidiary and fellow subsidiary is related to the others).
ii. One entity is an associate or joint venture of the other entity (or an associate or
joint venture of a member of a group of which the other entity is a member).
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iii. Both entities are joint ventures of the same third party.
iv. One entity is a joint venture of a third entity and the other entity is an associate of
the third entity.
v. The entity is a post-employment benefit plan for the benefit of employees of either
the reporting entity or an entity related to the reporting entity. If the reporting
entity is itself such a plan, the sponsoring employers are also related to the
reporting entity.
vi. The entity is controlled, or jointly controlled by a person identified in (a).
vii. A person identified in (a)(i) has significant influence over the entity or is a member
of the key management personnel of the entity (or of a parent of the entity).
viii. The entity, or any member of a group of which it is a part, provides key
management personnel services to the reporting entity or to the parent of the
reporting entity.
Related party transaction
A transfer of resources, services or obligations between a reporting entity and a related
party, regardless of whether a price is charged.
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This report is addressed to NHS Wakefield CCG (the CCG) and has been prepared for the sole use of the
CCG. We take no responsibility to any member of staff acting in their individual capacities, or to third parties.
External auditors do not act as a substitute for the audited body’s own responsibility for putting in place proper
arrangements to ensure that public business is conducted in accordance with the law and proper standards,
and that public money is safeguarded and properly accounted for, and used economically, efficiently and
ef f ectively.
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NHS Wakefield CCG

Summary
Introduction

Findings

This Auditor’s Annual Report provides a summary of the findings and key issues
arising from our 2020-21 audit of NHS Wakefield CCG (the ‘CCG’). This report has
been prepared in line w ith the requirements set out in the Code of Audit Practice
published by the National Audit Office and is required to be published by the CCG
alongside the annual report and accounts.

We have set out below a summary of the conclusions that w e provided in respect of
our responsibilities:

Accounts

Our responsibilities
The statutory responsibilities and pow ers of appointed auditors are set out in the Local
Audit and Accountability Act 2014. In line w ith this w e provide conclusions on the
follow ing matters:


Accounts - We provide an opinion as to w hether the accounts give a true and fair
view of the financial position of the CCG and of its income and expenditure during
the year. We confirm w hether the accounts have been prepared in line w ith the
Group Accounting Manual prepared by the Department of Health and Social Care
(DHSC).

We issued an unqualified opinion on the CCG’s accounts
on xx June 2021. This means that w e believe the accounts
give a true and fair view of the financial performance and
position of the CCG.
We have provided further details of the key risks w e
identified and our response on page 4.

Annual report

We did not identify any significant inconsistencies betw een
the content of the annual report and our know ledge of the
CCG.
We confirmed that the Governance Statement had been
prepared in line w ith the Department of Health and Social
Care (DHSC) requirements.



Annual report - We assess w hether the annual report is consistent w ith our
know ledge of the CCG. We perform testing of certain figures labelled in the
remuneration report.



Value for m oney - We assess the arrangements in place for securing economy,
efficiency and effectiveness (value for money) in the CCG’s use of resources and
provide a summary of our findings in the commentary in this report. We are
required to report if w e have identified any significant w eaknesses as a result of
this w ork.

Regularity

Regularity - We assess w hether expenditure incurred is in line w ith the purposes
for w hich it w as provided.

We did not identify any matters w here irregular
expenditure had been incurred.

Other reporting

We did not consider it necessary to issue any other reports
in the public interest.




Other reporting - We may issue other reports w here w e determine that this is
necessary in the public interest under the Local Audit and Accountability Act.

Value for m oney

We are required to report if w e identify any matters that
indicate the CCG does not have sufficient arrangements to
achieve value for money.
We have nothing to report in this regard.
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Accounts audit
The table below summarises the key risks that w e identified to our audit opinion as part of our risk assessment and how w e responded to these through our audit.
Risk

Findings

Fraudulent expenditure recognition

We tested the design and operation of controls over expenditure. We inspected a sample of expenditure
transactions through to supporting documentation and also selected a sample of transactions posted
around the year end to ensure they had been accounted for in the correct period.

As CCGs are set a statutory allocation for the amount of
expenditure that is able to be incurred this creates a risk that
there is an incentive for management to understate
expenditure in the year so that the CCG reports that the
resource allocation has been complied w ith w here
accurate reporting w ould show a breach. This could be
through not completely recording accruals or through
reducing the amount accrued in the cost of the services.

We also considered the outputs of the national Agreement of Balances (AoB) exercise w ith other NHS
organisations to give us assurance w ith regards to the completeness and existence of expenditure
recognised w ith NHS organisations.
We did not identify any material misstatements relating to this risk.

We consider there to be an existence and accuracy risk in
relation to expenditure recognised at the year-end as the
CCG may seek to overstate expenditure given the levels of
funding available in the year of audit w hilst still achieving its
breakeven duty.
M anagement override of controls
We are required by auditing standards to recognise the risk
that management may use their authority to override the
usual control environment.

Our w ork tested the operating effectiveness of controls in place w ith regards to the posting of journal
entries to the accounting ledger.
We identified higher risk journal transactions and agreed these back to supporting evidence/documentation
to ensure they had been posted appropriately. We considered any significant transactions that w ere
outside the course of the CCG’s usual business.
We did not identify any material misstatements relating to this risk.

Fraudulent revenue recognition

We rebutted this risk as part of our audit planning procedures therefore w e have no further matters to
report.

Professional standards require us to make a rebuttable
presumption that the fraud risk from revenue recognition is a
significant risk.
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Value for money
Introduction

Com m entary on arrangem ents

We consider w hether there are sufficient arrangements in place for the CCG for each
of the elements that make up value for money. Value for money relates to ensuring
that resources are used efficiently in order to maximise the outcomes that can be
achieved.

We have set out on the follow ing pages commentary on how the arrangements in
place at the CCG compared to the expected systems that w ould be in place in the
sector.

We undertake risk assessment procedures in order to assess w hether there are any
risks that value for money is not being achieved. This is prepared by considering the
findings from other regulators and auditors, records from the organisation and
performing procedures to assess the design of key systems at the organisation that
give assurance over value for money.

Sum m ary of findings
We have set out in the table below the outcomes from our procedures against each of
the domains of value for money:
Dom ain

Risk assessment

Where a significant risk is identified w e perform further procedures in order to consider
w hether there are significant w eaknesses in the processes in place to achieve value
for money.

Sum m ary of
arrangem ents

Financial sustainability

No significant risks
identified

No significant
w eaknesses identified

Further details of our value for money responsibilities can be found in the Audit Code
of Practice at Code of Audit Practice (nao.org.uk)

Governance

No significant risks
identified

No significant
w eaknesses identified

Im proving econom y,
efficiency and
effectiveness

No significant risks
identified

No significant
w eaknesses identified

Matters that inform ed our risk assessment
The table below provides a summary of the external sources of evidence that w ere
utilised in forming our risk assessment as to w hether there w ere significant risks that
value for money w as not being achieved:
CCG assessment
fram ework

Outstanding (2019/20)

Governance statem ent

There w ere no significant control deficiencies
identified in the governance statement.

Head of Internal Audit
opinion

Unqualified – Significant Assurance
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Value for money – financial sustainability
Dom ain - Financial sustainability
Description of risk

Sum m ary of findings

In assessing w hether there w as a
significant risk of financial sustainability
w e w ill review :

Sum m ary of risk assessment



The processes for setting the 2020-21
financial plan to ensure that it is
achievable and based on realistic
assumptions;



How the 2020-21 efficiency plan w as
developed and monitoring of delivery
against the requirements;



Processes for ensuring consistency
betw een the financial plan set for
2020-21 and the w orkforce and
operational plans;



The process for assessing risks to
financial sustainability; and



Processes in place for managing
identified financial sustainability risks

The COVID-19 pandemic has had a major impact on the NHS and this has resulted in changes to the financial
regime in place during 2020-21. On 17 March 2020, normal contractual arrangements w ith NHS providers w ere
suspended and the NHS moved to block contract payments for months 1-6. The CCG received an initial budget
allocation and additional costs, relating to business-as-usual and COVID-19, w ere mitigated by retrospective top-ups
w hich w ere claimed directly from NHS England/Improvement. As a result of this financial regime during the first half
of the year, the CCG achieved a breakeven position for this period.
For months 7-12 the CCG allocation w as agreed from the funding envelope that w as allocated at an Integrated Care
System level. Additionally as part of this phase, system funding w as allocated by NHSE/I to Wakefield CCG as host
of the West Yorkshire and Harrogate Integrated Care System (WY&H ICS) for onw ard agreed distribution to CCGs
and providers. For 2020-21, this amounted to £239.9m.
Whilst the financial regimes in place for the 2020-21 financial year have differed from those in previous years, w e
have identified that the CCG has ensured procedures, processes and controls relating to budget setting, monitoring
and reporting have remained in place and have been enhanced in terms of frequency and content w here required to
respond to the demands of the pandemic. As part of its in-year response to COVID-19, the CCG has continued to
consider financial risks as w ell as mitigating actions through its ongoing financial monitoring and reporting to the
Governing Body.
2020-21 w as the third year of a 4 year recovery plan w ith a requirement to deliver a £2.2m surplus. The CCG
presented its operational finance plan. show ing achievement of the required surplus, to the Governing Body in March
2020 (pre COVID). The plan recognised a £2.4m efficiency gap that needed to be addressed, although uncommitted
contingency reserves of an equal amount w ere held, thus providing mitigation. How ever under the new regime, the
CCG w as required to submit a break even position, thus “pausing” the recovery plan. CCG’s draft unaudited
accounts show a surplus of £185k for the year ending 31 March 2021.
The agreed outturn for 2021-22 as per the recovery plan w as a surplus of £1.5m. At the time of w riting, the CCG has
submitted the half year financial plan for 2021-22 forecasting a balanced position. The plan is based on NHSE/I
guidance that the current arrangements w ill remain in place for at least the first half of 2021-22; and there is
uncertainty about the remainder of the year.
(continued)
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Value for money – financial sustainability
Dom ain - Financial sustainability
Description of risk

Sum m ary of findings

In assessing w hether there w as a
significant risk of financial sustainability
w e w ill review :

Therefore the continued impact of the pandemic, as w ell as the long term demand changes it w ill cause, means it is
difficult to quantify the impact on the finances w ithin the sector.
The West Yorkshire Partnership Board received a planning paper in March 2021 that set out the planning priorities
for 2021-22. The paper set out the approach that w ould be taken to develop joint operational plans w ith the various
partners, to enable achievement of the shared priorities for 2021-22. As the financial planning guidance w as not
confirmed at the time, the paper focused on the national context and w hat learning could be applied from the
pandemic. As the lead CCG for the WY&H ICS, the CCG has a key role in leading these discussions and ensuring
the system level plan is delivered by all stakeholders.



The processes for setting the 2020-21
financial plan to ensure that it is
achievable and based on realistic
assumptions;



How the 2020-21 efficiency plan w as
developed and monitoring of delivery
against the requirements;

At a system level for 2020-21, the Partnership reported an underspend mainly due to planned activity levels not
occurring as a result of the pandemic. There w as a recognition that these underspends w ould be unlikely to continue
going forw ard.



Processes for ensuring consistency
betw een the financial plan set for
2020-21 and the w orkforce and
operational plans;

Conclusion



The process for assessing risks to
financial sustainability; and



Processes in place for managing
identified financial sustainability risks

Based on the procedures performed w e have not identified any significant w eaknesses that the CCG does not have
sufficient financial sustainability arrangements in place to oversee and monitor their value for money achievement.
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Value for money - governance
Dom ain - Governance
Description of risk

Sum m ary of findings

In assessing w hether there w as a
significant risk relating to governance w e
w ill review :

We consider the CCG to have effective processes and controls in place to identify, monitor and assess risk. We have
review ed the CCG’s Risk Register and Governing Body Assurance Framew ork (GBAF) show ing that the CCG has
considered the likelihood and impact of each risk w ith rationale and how the CCG intended to reduce the risk to an
achievable targeted level. Our review has demonstrated that these documents are complete and together display
strong and robust arrangements in place to help identify, assess and monitor financial risk..

•

Processes for the identification,
monitoring and management of risk;

•

Controls in place to prevent and
detect fraud;

•

The review and approval of the
2020-21 financial plan by the Board,
including how financial risks w ere
communicated;

•

Processes for monitoring
performance against budgets and
taking actions in response to
adverse variances;

•

How compliance w ith law s and
regulations is monitored;

•

Processes in place to monitor
officer compliance w ith expected
standards of behaviour, including
recording of interests, gifts and
hospitality; and

•

How the Board ensures decisions
receive appropriate scrutiny.

Strategic risks are recorded and identified using the GBAF, and any identified risks are reported to the Governing
Body. The Governing Body (GB) review the Risk Register on a bimonthly basis (GB meetings w ere changed to
quarterly during 2020/21), ensuring there is sufficient and appropriate oversight and challenge as w ell as ensuring it
remains current and reflects w ider NHS planning guidance. Our review of the risk register found this w as sufficiently
detailed to effectively manage key risks.
We review ed the additional governance arrangements implemented by the CCG in response to the pandemic and
found that appropriate measures w ere put in place to respond to any additional risks identified. These arrangements
w ere presented and approved by the Chief Officer, Chief Finance Officer, Audit Committee Chair and Finance
Committee Chair in March 2020 and then ratified at the next Governing Body meeting in April 2020..
The CCG operates a scheme of delegation, thus having arrangements in place to enable appropriate scrutiny,
challenge and transparency of decision making. Particularly during the pandemic, spend w as requested and
allocated via the completion of business cases. We review ed the revised governance arrangements in relation to
budget setting and monitoring. This included a review of processes for identifying and monitoring additional costs
associated w ith COVID-19. We found that a schedule of additional costs w ere routinely presented to the Senior
Leadership Team (SLT). Review of minutes show s that these costs w ere appropriately scrutinised by SLT and
approved to reclaim if assessed to be in line w ith the NHSE reclaim criteria.
We found there to be appropriate scrutiny and challenge of the budgets and appropriate approval through the budget
holders and the Governing Body. Discussions betw een dedicated Finance Managers and budget holders allow ed for
appropriate challenge and response to adverse variances.
The CCG monitors its compliance w ith law s and regulations on an ongoing basis through the year, gaining assurance
through commissioned internal audits, as w ell as other routes. The CCG has a suite of human resources policies
setting out expectations, together w ith a Standards of Business Conduct and Conflicts of Interest Policy w hich is
regularly review ed. This includes the CCG's policy on gifts and hospitality and sets out clear expectations and the
process for obtaining declarations. A register of declarations is maintained and updated as appropriate. Declarations
are held for all staff w ithin scope of NHS England expectations.
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NHS Wakefield CCG

Value for money - governance
Dom ain - Governance
Description of risk

Sum m ary of findings

In assessing w hether there w as a
significant risk relating to governance w e
w ill review :

As set out on page 18, the pandemic has had a major impact on the NHS and this has resulted in changes to the
financial regimes in place for the 2020-21 financial year. How ever, as part of our w ork w e considered the process for
review and approval of the pre-COVID 2020-21 financial plan by the Governing Body and determined that there had
been suitable scrutiny and challenge w ithin this process. We confirmed that w here financial risks are identified as
part of planning, that these are communicated w ithin the risk register going forw ard and discussed w ithin the Audit
Committee and at Governing Body meetings on a regular basis.

•

Processes for the identification,
monitoring and management of risk;

•

Controls in place to prevent and
detect fraud;

•

The review and approval of the
2020-21 financial plan by the Board,
including how financial risks w ere
communicated;

•

Processes for monitoring
performance against budgets and
taking actions in response to
adverse variances;

•

How compliance w ith law s and
regulations is monitored;

•

Processes in place to monitor
officer compliance w ith expected
standards of behaviour, including
recording of interests, gifts and
hospitality; and

•

How the Board ensures decisions
receive appropriate scrutiny.

Key policies and procedures such as the CCG’s Scheme of Delegation sets out how and w here decisions are made.
Our review has demonstrated that the CCG has a w ell-developed committee structure w hich helps ensure key
decisions receive appropriate scrutiny by first going to Strategy and Delivery Meetings and Executive Committee for
management, clinical and executive input, before then going to Governing Body for final decision.

Conclusion
Based on the procedures performed w e have not identified a significant w eakness that the CCG does not have
sufficient governance arrangements in place to oversee and monitor value for money achievement.
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NHS Wakefield CCG

Value for money – improving economy, efficiency and effectiveness
Dom ain – Im proving econom y, efficiency and effectiveness
Description of risk

Sum m ary of findings

In assessing w hether there w as a
significant risk relating to improving
economy, efficiency and effectiveness w e
w ill review :

We note that from 17 March 2020, all Quality, Innovation, Productivity and Prevention (QIPP) programmes w ere put
on hold in accordance w ith national guidance. This w as to allow CCGs and providers to respond to the pandemic.
For months 7 - 12 any service redesign, service extension and/or transformation w ere to be based on provider
capacity, Infection Prevention and Control guidelines and estates. The draft financial plan prepared in March 2020
included an efficiency requirement of £2m, how ever these schemes w ere then not developed and implemented as a
result of the pandemic. For the second half of the year, the CCG forecast a breakeven budget after retrospective topup funding and an efficiency saving of £0.8m.

•

The processes in place for assessing
the level of value for money being
achieved and w here there are
opportunities for these to be improved;

•

How the performance of services is
monitored and actions identified in
response to areas of poor
performance;

•

The engagement w ith partnerships
and how the performance of those
partnerships is monitored and
reported w ithin the organisation; and

•

The monitoring of outsourced services
to verify that they are delivering
expected standards.

Within the Integrated Care System, and as host, the CCG w orks closely w ith the other NHS entities to support
delivery of the agreed Financial Improvement Trajectory at a system level and also at individual NHS entity level.
We found appropriate processes are in place to ensure the CCG used information about costs and performance to
improve the w ay it manages and delivers services. Our review of the Quality, Performance and Governance
Committee identified that that the role of the committee is to oversee management of the CCG’s performance and
delivery of agreed outcomes by review ing performance against statutory framew orks including the NHS Oversight
Framew ork, and those set out in the NHS constitution and Code of governance.
Performance, Quality and Assurance Reports are presented to the Governing Body on a quarterly basis. This report
monitors a range of indicators/KPIs; provides the target measure; how the CCG is performing against each measure;
a summary of the performance and actions taken by the CCG to mitigate poor performance. Performance indicators
w ere RAG (red, amber, green) rated depending on how the CCG w as performing against the target indicators.
Conclusion
Based on the procedures performed w e have not identified a significant w eakness that the CCG does not have
sufficient arrangements in place for improving economy, efficiency and effectiveness.
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Agenda item: 18
NHS Wakefield Clinical Governing Committee
Governing Body
Tuesday, 8 June 2021
Committee minutes – items for escalation
Committee

Chair

Items for escalation (including summary of the issues, risks identified, any mitigations
and any actions proposed

Audit Committee

Richard
Watkinson

February 2021 – Details of Chairs Action in respect of The Mental Health Investment
Standards are referred to in agenda item 8

Clinical Strategy Group

Dr Adam
Sheppard
Andrew
Balchin
Richard
Hindley
Stephen
Hardy
Richard
Hindley
Richard
Hindley

Nothing to highlight

Connecting Care Executive
Finance Committee
Patient and Community
Panel
Primary Care
Commissioning Committee
Quality, Performance &
Governance Committee

Nothing to highlight
Nothing to highlight
Nothing to highlight
Nothing to highlight
March 2021 – Present Governing Body Assurance Framework to Governing Body. Please
refer to agenda item 13

Agenda item: 17a
AUDIT COMMITTEE
11 February 2021

MINUTES
Present

Richard Watkinson
(Chair)
Richard Hindley
Clive Harries

In Attendance Jonathan Webb
Ruth Unwin
Karen Parkin
Amrit Reyat
Michelle
Whitehead
Jonathan Hodgson
Jerri Lewis
Shaun Fleming
Pam Vaines
(Minute Taker)
Danielle Hodson
21/01

Lay Member
Lay Member
Nominated clinical member

Chief Finance Officer
Director of Corporate Affairs
Associate Director of Finance &
Contracting
Governance and Governing Body Secretary
Head of Finance
Audit Yorkshire
KPMG
Audit Yorkshire
Governance Officer
Audit Yorkshire

Apologies for Absence
Apologies for absence were received from:
Deborah Hallott
Tim Cutler
Eamonn May
Emma Scholey

Nominated clinical member
KPMG
Corporate Financial Accountant
Governance and Committee Officer

Clive Harries was unable to attend the Audit Committee until item 21/08.
The Committee was not quorate until that time. The agenda was scheduled
to reflect this.
21/02

Declarations of Interest
The Chair invited attendees to declare any conflicts of interest.
No declarations of interest were received.
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21/03

Minutes of the Last Meeting
The minutes of the meeting held on 15 December 2020 were agreed as an
accurate record.

21/04

Action Log Update
No actions were recorded as resulting from the meeting held on 15
December 2020.
Governance and systems of internal control

21/05

Governance Exceptions Report
Amrit Reyat presented the Governance Exceptions Report covering the
period 1 December 2020 to 31 January 2021.
There had been two requests for rebate scheme approval, six tender
waivers and two quotation waivers during this period.
There was no activity under the remaining declarable standards.
It was RESOLVED that:
The Audit Committee noted the paper and the governance control
exceptions detailed in relation to:
i)
ii)
iii)
iv)
v)
vi)

21/06

Standards of Business Conduct – declarations
Rebate Scheme Approvals
Use of the CCG’s seal
Waiver of the Standing Orders exception report
Quotation and Tender Waiver exceptions
Losses and Special Payments

Annual Governance Statement
Amrit Reyat explained the process in place to support the preparation of the
Annual Governance Statement for 2020/21.
The Interim Governance Statement was submitted to NHS England on 22
January 2021.
NHS Wakefield CCG identified five control issues:
Quality and Performance – A&E
Quality and Performance - RTT 18 week waiting time
Quality and Performance – RTT 52 week wait
Quality and Performance – Cancer 62 days
Finance, Governance and Control – Information Governance
NHS England’s advice around Reducing the Burden does not recommend
any changes to the format or content of the Governance Statement.
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The final Governance Statement forms part of the annual report and
accounts. The Statement will be approved by the Accountable Officer.
It was RESOLVED that:
The Audit Committee:
i)
ii)

21/07

Noted the Interim Governance Statement which was submitted to
NHS England on 22 January 2021;
Noted the guidance issued by NHS England regarding the
preparation of the Annual Governance Statement for 2020/21

Register of Procurement Decisions
Simon Rowe presented the Register of Procurement Decisions for the
period 1 July 2020 to 31 December 2020.
The report includes the procurement of both healthcare and non-healthcare
services.
Following approval by the Audit Committee, the register will be redacted
and published in line with national guidance.
It was RESOLVED that:
The Audit Committee:
i) Received the Register of Procurement Decisions;
ii) Approved for publication on the CCG website the content of the
Register.
Clive Harries joined the meeting. The Audit Committee became quorate.

21/08

Audit Committee Effectiveness Survey
Amrit Reyat explained that the results of the Audit Committee Effectiveness
Survey were inconclusive due to the very low number of completed
responses.
Members agreed that the survey should be re-launched with a three week
timescale and that attendees at the Committee should be encouraged to
complete the survey.
Jonathan Webb commented that the opinion of the attendees from Audit
Yorkshire and KPMG would be very instructive and therefore Jerri Lewis
and Jonathan Hodgson agreed to meet with the Chair to discuss their
opinions.
Richard Watkinson agreed to meet with the members of the Committee to
obtain their opinions.
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Amrit Reyat agreed to bring the revised results of the survey to the next
Audit Committee.
It was RESOLVED that:
The Audit Committee:
i) Supported the re-launch of the Audit Committee Effectiveness
Survey.
21/09

Accounts Planning 2020/21
Michelle Whitehead presented the Accounts Planning 2020/21 for
assurance.
Michelle Whitehead confirmed that members of the finance team had
attended appropriate training sessions to enable the delivery of the end of
year accounts in a robust, timely and accurate manner.
The preparation of the interim accounts has commenced and will reflect
Value for Money.
The draft accounts will be submitted on 27 April 2021 and the audited
accounts will be submitted on 25 June 2021.
It was RESOLVED that:
The Audit Committee:
• Noted the processes outlined and to be assured that the CCG is in a
position to deliver the year end accounts in a robust, timely and accurate
manner.

21/10

2020/21 Accounts Estimates and Judgements
Michelle Whitehead explained that the formal accounts should highlight any
estimated figures or where judgement had been exercised. These areas
have the greatest impact on the financial statement.
Michelle Whitehead highlighted two areas requiring further consideration:
• Accruals
• VAT elements of Keir invoices for the Business Intelligence contract.
Richard Watkinson enquired how accurate the Judgements from 2019/20
had proven to be. Michelle Whitehead explained that Judgements had been
discussed with KPMG but were not included in the final Accounts as the
actual data was available prior to the completion of the report.
It was RESOLVED that:
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The Audit Committee:
• Noted the processes and procedures in place for the purposes of
determining the appropriate accounting estimates and judgements to be
made within the CCG’s 2020/21 Annual Accounts.
21/11

Results from Period 9 Mini Year End – Verbal Update
Michelle Whitehead provided a verbal update of period 9 mini year end.
Draft accounts, including balances, have been prepared and met the
necessary standards.
NHS E&I are expected to provide revised guidance relating to coding
changes.
It was RESOLVED that:
The Audit Committee:
• Noted the verbal update

21/12

2020/21 Annual Accounts Going Concern Review
Michelle Whitehead explained that the International Audit Standards
recommend that, as part of the Annual Account preparation process, the
CCG provides assurance of its ability to continue as a going concern.
Michelle Whitehead confirmed that NHS Wakefield CCG is able to prepare
the 2020/21 accounts on a going concern basis.
It was RESOLVED that:
The Audit Committee:
•

21/13

Noted the processes and guidance in place to support the preparation of
the Clinical Commissioning Groups (CCG) 2020/21 Financial
Statements on a going concern basis.

Annual Accounts Accounting Policies 2020/21
Michelle Whitehead presented the Annual Accounts Accounting Policies
paper for assurance.
Michelle Whitehead confirmed that the policies adopted by NHS Wakefield
CCG will be applied consistently to previous years and that no new policies
were implemented in 2020/21.
Michelle Whitehead explained that any changes occurring between the
Audit Committee and the submission of the final accounts will be delegated
to the Chief Finance Officer for approval.
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It was RESOLVED that:
The Audit Committee:
•

21/14

Noted the processes for the adoption and reporting of the CCG’s
accounting policies and to delegate the Chief Finance Officer to make
changes as appropriate, liaising with the external auditors as
appropriate.

Mental Health Investment Standard (MHIS) 2019/20
Michelle Whitehead reminded members that CCGs were required to
appoint an independent reporting accountant to provide assurance of
compliance with the Mental Health Investment Standard.
Final guidance on compliance was not issued until January 2021 and the
report had to be completed and publicised by 28 February 2021.
NHS Wakefield CCG has obtained support from KPMG and the draft report
is being prepared.
Michelle Whitehead explained that the paper regarding assurance should
be approved by the Governing Body. However, the publication date is prior
to the next scheduled Governing Body Meeting and therefore permission
was sought to delegate approval authority the CCG Chair and Chief Officer.
Amrit Reyat explained that two lay members would also need to be involved
in providing Chairs Action approval. The resultant decision will be shared
formally with the Governing Body in March 2021.
Jerri Lewis commented that work was proceeding in order to meet the
timescales and that discussion was taking place with NHS England to
consider a revised timetable.
It was RESOLVED that:
The Audit Committee:
•
•

Noted the process for the assurance engagement of the MHIS 2019/20
Following KPMG’s update at the Audit Committee meeting and after
receipt of the draft accountant’s opinion, recommended that the
Governing Body signs the standard MHIS management representation
letter

Internal Audit
21/15

Internal Audit Progress Report
Jonathan Hodgson presented the Internal Audit Progress Report and drew
member’s attention to the Head of Internal Audit report.
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In view of the impact of Covid-19, it was noted that the programme of work
had not progressed as expected and all clients had been contacted in
November 2020 to provide assurance regarding the proposals for the Head
of Internal Audit Opinion at year end.
The key focus of work had been those areas which were at the planning
stage or had already commenced:
• Data Security and Protection toolkit
• Primary Care Co-Commissioning
• Financial Systems and Management
• Conflict of Interest.
The Covid-19 Risk Management and the Governance audit review and
Safeguarding audit review have been completed and final reports issues
with Significant Assurance. A recommendation for a ‘deep dive’ into the
Governing Body Assurance Framework (GBAF) entries was recommended.
Richard Watkinson supported the recommendation.
Dannielle Hodson explained that an additional four days had been
requested from the contingency plan to support an additional request for an
audit of public engagement.
Jonathan Hodgson commented that a request to support a clinical
engagement audit had been received earlier this week. As it would not
impact on the Head of Internal Audit Statement, it was suggested that the
audit take place in 2021/22 to reduce the impact on staff members.
Jonathan Hodgson noted that the Internal Head of Audit Opinion will need
to be submitted before the next Audit Committee and agreed to share it with
Richard Watkinson and Amrit Reyat for circulation and comment.
It was RESOLVED that:
The Audit Committee:
•
•
•

21/16

Received the Progress Report and noted its contents.
Approved changes made to Audit Plan since the last Audit Committee
Noted the progress of the previous audit recommendations and agreed
removal of completed recommendations from the tracker.

Audit Yorkshire Effectiveness Survey Results and Internal Audit
Charter
Jonathan Hodgson asked that the Audit Yorkshire Effectiveness Survey
Results and Internal Audit Charter be stood down from the meeting in view
of the intention to re-run the Audit Committee Effectiveness Survey.
Jonathan Hodgson expressed his intention to provide a revised paper to the
next Audit Committee.
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Jonathan Hodgson suggested that in the interim, any member who wished
to raise concerns could contact him directly.
21/17

Counter Fraud Progress Report
Shaun Fleming presented the Counter Fraud Progress Report against the
2020/21 work plan.
Shaun Fleming explained that frequent newsletters and articles on Skyline
were used to provide information and alerts to staff. These methods were
used to draw staff attention to the increasing numbers of bogus calls and
fraudulent contacts asking for money in order to provide Covid vaccinations.
A growing concern is an increase in cyber salary diversion – where a
fraudulent contact is made to a payroll provider asking for payment to be
made to a new (fake) bank account.
Shaun Fleming highlighted an on-going fraud investigation regarding a
Personal Health Budget. An investigation is underway into both financial
irregularities and possible lack of appropriate care provision. A full report
will be shared with Audit Committee in due course.
New Strategic Governance standards have recently been issued. The
Counter Fraud team will review the standards, which include a new risk
assessment process, and will provide an update at a future meeting.
.
It was RESOLVED that:
The Audit Committee:
•
•

21/18

Received the report
Noted the contents of the report

External Audit
Technical Update
Jerri Lewis presented the overview of the main technical issues impacting
on the health sector and setting out the direction of travel indicated by
regulators and audit standards.
It was RESOLVED that:
The Audit Committee:
•

21/19

Noted the update

External Audit Plan 2020/21
Jerri Lewis shared the KPMG Audit plan 2020/21 and highlighted the key
points of the report.
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Jerri Lewis drew attention to the value for money section of the report and
the normalised benchmarks which reflect the additional Covid-19 funding
which had been available during 2020/21. Additional direction is expected
from NHS England to set out the expectations for reporting.
Jerri Lewis explained that the final report will focus on the year end and any
fraudulent reporting. It will also detail the effects of the move from Block
Payment methods. The KMPG fee structure is explained in the report..
The final report will be presented to Audit Committee at a future date and
will reflect the unique circumstances of this challenging year.
It was RESOLVED that:
The Audit Committee:
•
21/20

Considered the contents of the audit plan

Reflections and Agenda Items for next meeting
Richard Watkinson acknowledged that the Audit Committee Effectiveness
Survey is to be carried out again and asked members to take part.
Richard Watkinson reflected that a Deep Dive into the Governing Body
Assurance Framework is to take place.

21/21

Matters to be referred to Governing Body or other Committees
(i)
Governing Body
a. To be informed of the Chairs Action in respect of The Mental
Health Investment Standards.
b. The outcome of the Deep Dive into the Governing Body
Assurance Framework
(ii)
Other Committee agendas - none identified

21/22

Any Other Business
There was no other business raised.

21/23

Date, Time and Venue of Next Meeting
It was agreed that the next meeting would take place on Thursday, 29 April
2021 at 10:00-12:00
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NHS Wakefield Clinical Commissioning Group

CLINICAL STRATEGY GROUP
APPROVED MINUTES
Of the meeting held on Thursday 18 February 2021
Present:
Dr Adam Sheppard

Chair

Dr Greg Connor

GP, WCCG Executive Clinical Advisor

Suzannah Cookson

Chief Nurse

Dr Ali Damji

GP, WCCG Clinical Director

Dr Debbie Hallott

GP, Board Member

Dr Clive Harries

GP, Board Member

Dr Pravin Jayakumar

GP, Board Member

Stephen Hardy

Vice Chair, Lay Member, PPI

Dr Nadim Nayyar

GP, WCCG Clinical Director

Dr Colin Speers

GP, WCCG Clinical Director

Dr Shakeel Sarwar

GP, WCCG Clinical Director

Ruth Unwin

Director of Corporate Affairs WCCG

Jonathan Webb

Chief Finance Officer/Deputy Chief Officer WCCG

Dr Jordache Myerscough

GP, WCCG, College Lane Surgery

Steve Jones

Consultant Paediatrician

Dr Will Robertson

GP, WCCG GP Advisor

Simon Rowe

WCCG, Head of Contracting & Interim Head of
Acute Commissioning

Paula Spooner

WCCG General Practice Nurse Consultant

Charlotte Waite
(Observing)

WCCG

Michelle Domoney
(Minutes)

Business Support Administrator

In
attendance:

No.

Agenda Item

21-17

Apologies for Absence were received from: Dr Tim Dean, Dr Abdul Mustafa
and Amrit Reyat

21-18

Declarations of interest:
There were no declarations of interest.
1

21-19

Minutes of the meeting held on 26 January 2021:
The draft minutes of the meeting held on 26 January 2021 were agreed as a true
record.

21-20

Action log from the meeting held on 26 January 2021:
Ruth Unwin confirmed her action has now been completed. All other actions are
closed.

21-22

Matters arising:
There were no matters arising.

21-23

Children’s Healthcare and Community Project:
Steve Jones attended to provide an update on the Children’s Healthcare and
Community Project. Steve talked members through the supporting paper
highlighting:
• The project is West Yorkshire and Harrogate ICS led, has several Trusts
involved, is sponsored by NHS Digital and being guided by the Academic
Health Sciences Network;
• The project aims to provide care closer to home, reduce hospital attendance
and increase virtual clinics;
• One part of the project is based on a model which Bradford have trialled with
some success though Wakefield is creating its own version of an Ambulatory
Care Experience Team (ACEs). The idea is to link and give GPs an alternative
to hospital admission;
• Community nurses will visit children who are mildly unwell at home with
pathways already created for the wheezy child, child with gastroenteritis and
child with croup. The nurses will be able to visit the child, assess, offer advice
and implement any required treatment;
• The Community Nursing Team operates 12/7 and will undertake enhanced
training to support this project to review children with these 3 conditions though
there is an aim to expand to other child illnesses in the future;
• Another element of the project is TytoCare; a piece of equipment which will
take observations, compliment the physical examinations carried out by the
Community Nursing team and if required record the physical examination of the
child for sharing/live streaming with a children’s paediatrician;
• The project is for patients registered with Wakefield GPs only and is expected
to go live in March 2021.
Discussing the project, key areas raised included:
• Capacity on other areas of the system and the Community Nursing Team;
• Number of children likely to be seen via the project;
• How the programme fits with existing pathways of care: for example is the
proposal an alternative to Children’s Assessment Area;
• Clinical accountability when the referral is made;
• The level of involvement Primary Care have had in the development of the
pathways;
• Project modelling and the impact the Covid-19 pandemic will have on
2

•
•
•
•

evaluating the project;
Role, responsibility and training of the Community Nurses;
Storing, tracking, monitoring, maintenance and types of TytoCare devices;
Next steps, sense check with primary care and implications for patients from
North Kirklees and Leeds;
Future Governance requirements and other forums where sharing details of the
project could be useful.

Future Governance approval was discussed at length. Steve confirmed the
proposals have been approved by MYHT Governing Body. Noting MYHT approval
has been given in terms of accountability and risk assessment etc. Ruth Unwin
suggested no other formal approval is required though steps need to be taken to
ensure the project has exposure and consideration by colleagues who are to
implement the pathway effectively. Joint Acute Strategic Oversight Board
(JASOB), Clinical Advisory Group and North Kirklees and Wakefield LMCs were
suggested as forums to share details of this project to ensure comprehensive
oversight.
It was RESOLVED that:
(i) Members supported the initiative and to help with promotion of the new service
when it is ready to commence;
(ii) Dr Debbie Hallott will be point of contact for when the project is ready to go live.
Noting Steve is due to retire in the coming weeks, all wished him well and thanked
him for all the work he has done and been involved in. Steve confirmed Kath
Deakin, Paediatrician and Head of Service at MYHT, will be taking over the project.
21-24

Committee Effectiveness:
Ruth Unwin advised on this year’s committee effectiveness survey, confirming:
• The link for the on-line survey will be circulated to members shortly;
• The closing date for responses is 26 March 2021;
• Committee terms of reference and how committees work are changed as a
result of the responses from these surveys and therefore members were
encouraged to complete and provide their feedback.
It was RESOLVED that:
(i) Members noted the process for the completion of the 2020/2021 Clinical
Strategy Group Self-Assessment questionnaire in order to consider the
effectiveness of the Committee.
(ii) This is an annual process undertaken by all CCG committees to ensure that
they are operating effectively. This is reported in the annual report.

21-25

Overview of Speciality
Simon Rowe attended to update on some of the work which has taken place with
AQP Providers and what needs to take place before contractual end dates;
advising there are equivalent services between AQPs and MYHT for
Gastroenterology, Ophthalmology and Dermatology. The supporting paper
describes the work which has taken place this year to pool these service capacities
together to create one overall service approach between MYHT and those
3

providers and allow patient waiting lists to be managed throughout the Covid-19
Pandemic. Simon talked members through each speciality highlighting:
• Gastroenterology:
o Great advances have been made this year; some results are as a result of
MYHT recruiting additional staff, the approaches MYHT have taken and how
AQP Providers have been encouraged to work solely with MYHT;
o 1,500 patients were waiting for a diagnostic procedure in July 2020; the wait
is no zero;
o Gains are also being made with 2 week waits and 18 week performance;
o Whist capacity has been pooled together, there is still a need to ensure the
right clinical pathways and guidance are in place;
• Ophthalmology:
o Progress has been slower, however an encouraging meeting took place with
all Providers and MYHT last week with AQP Providers agreeing in principle
to support MYHT with their acute work beyond 48 hours and to specialise in
certain aspects of Ophthalmology care to ensure the right amount of work to
support staff training opportunities. ACTION: Update on Ophthalmology to
be presented at March/April’s CSG meeting following further conversations
with AQP providers.
• Dermatology:
o It is hoped the existing model which has existed between the Provider and
MYHT will be maximised and that the waiting list at MYHT will begin to see
positive results in quarter 4;
o There has been some staffing concerns within this department however a
new full-time Patient Service Manager is now in place which should see
progress in the waiting list being made;
• ENT:
o The CCG does not hold a direct contract for ENT provision, however noting
the waiting list and MYHT were seeking capacity for their hospital, WCCG
has agreed to contract with Living Care (who also have a contract in Leeds)
to transfer 900 patients so these patients could be seen;
o Once the interim report is received it will be shared with members.
ACTION: Update on ENT to be presented at next CSG meeting;
• Stand-alone services (Appendix A):
o There are 7 services where there is not an equivalent provision available at
MYHT;
o The table include in the supporting paper provides more detail.
Simon also talked members through Appendix B of the supporting paper which
describes what needs to take place next year and contractual end dates for
planned care services. Some areas will require more reviewing than others,
however the largest areas in terms of clinical work next year are:
a) Adult Hearing Loss. A project is due to be formalised shortly and CSG
members are welcome to join in this project;
b) MSK: A service specification and business case for an integrated MSK and
pain model was drafted before the Covid-19 pandemic. ACTION: Simon to
circulate to CSG members asking for initial views prior to deciding on next
steps;
c) Termination of Pregnancy Services: Simon asked Dr Debbie Hallott if she
could be involved in this programme of work.
Noting the recommendations described in the supporting paper, members
discussed the update including:
4

•
•
•
•
•
•
•
•
•

The significant progress which has been made to date;
Providers working together with MYHT on common agreed pathways of care to
ensure quality patients deserve;
Possible areas still to be addressed including planning what provision MYHT
will need for various services and how to provide security to Providers etc. in
contractual mechanisms;
Pathway of care, noting at the point of referral there is less choice available
locally though there will be more reassurance that there will be equitable and
quality given care delivered around an agreed framework;
Collaborative pathway discussions being a requirement to ensure clarity on the
aim of the pathway to ensure it delivers what is required with quality markers
included;
Quality assurance and contract discussions with suggestions made that MYHT
need to be supported through the process due to reduced internal
infrastructure to monitor Provider performance, quality and contracts etc.
Potential risks;
Impact on the block contract with MYHT for the coming financial year and if
more work is required in Primary Care ensuring the money follows;
Patient experience, engagement and quality impact on the new ways of
working.

Discussing Appendix B and what needs to take place noting contractual end dates
for planned care services next year, the following was discussed:
• Future steps to be taken, including what forums could discussions take place
i.e. what needs to go to the ICP in total, what might be best going to JASOB as
part of the urgent care and planned care programmes and what referrals can
be made from JASOB to Clinical Advisory Group for elements where particular
input is needed;
• Previous experiences regarding MSK pathway changes and what steps can be
taken to make the changes required;
• MSK and psychological links: what a modern pain service should include;
• Timelines, particularly regarding MSK.
It was RESOLVED that:
(i) Members noted the content of the update given;
(ii) Updates on Ophthalmology and ENT are to be given at CSG in March;
(iii) Dr Debbie Hallott to be involved in the Termination of Pregnancy Service
review for next year;
(iv) Drafted Service Specification and Business plan for MSK to be circulated to
members.
21-26

Work Plan Review and Future Agenda Items
Dr Adam Sheppard noted there are items included on the workplan; adding it is
open for further discussion noting the CSG is here to provide challenge and
assurance in terms of ensuring appropriate clinical discussion takes place.
Proposing future agenda items, the following were suggested:
• Learning Disabilities: noting there is an LD spotlight at ICP this month
following LeDeR reviews and transforming work the LD leads are involved with
and the impact of primary care;
5

•
•
•
•
•

Process mapping: to consider (as local Wakefield clinicians and managers) the
big issues which are expected over the next 12 months, including the possible
impact and future direction of travel following the White Paper;
Mental health update; noting there are additional mental health practitioners
next year, the transformation work which is taking place across mental health
navigators and one of the ICS objectives is preventing suicides;
First iteration of clinical leadership and how that may look at ICS level, ICP and
within the CCG;
Wider health and equalities out of hospital care areas that require a clinical
strategy and generate a lot of demand prior to requiring MYHT interventions;
Future target and GP education.

The Chair requested any other future agenda items are emailed.
It was RESOLVED that:
(i) A mental health and learning disabilities update would be given next month;
21-27

Minutes from Sub-Committees to Note:
The Medicines Optimisation Group minutes were not available for today’s meeting.

21-28

Any other business:
Future clinical leadership and role of Clinical Directors was raised and generally
discussed in view of the release of the White Paper and the discussion which is to
take place at Network Thursday on 25 February 2021 with representatives from the
ICS to be in attendance.
In discussion it was suggested a broader clinical meeting is arranged following the
discussion at next week’s meeting regarding next steps and future considerations.

21-29

Date and Time of Next Meeting:
Thursday 18 March 2021 from 8.30 to 11.30 MS Teams meeting
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Amrit Reyat

Governance and Board Secretary

Dr Pauline Riddett

GP, WCCG Clinical Director

Dr Colin Speers

GP, WCCG Clinical Director

Dr Shakeel Sarwar

GP, WCCG Clinical Director
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WCCG, Senior Commissioning Manager Children
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Acute Commissioning
Paula Spooner

Practice Nurse Consultant

Jeremy Wainman

Senior Commissioning Manager Childrens

Charlotte Whale

SWYT

Dena Coe (Minutes)

Business Support Administrator

No.

Agenda Item

21-30

Apologies for Absence were received from: Dr Abdul Mustafa.

21-31

Declarations of interest:. CONFLICT OF INTEREST:
Agenda Item 21-36 : Wakefield Mental Health Alliance
A potential conflict of interest was noted due to PCN funding for community mental
health sites. Chair agrees that all GPs could remain in the meeting and take part in
discussion as no financial details were discussed.

21-32

Minutes of the meeting held on 18 February 2021:
The draft minutes of the meeting held on 18 February 2021 were agreed as a true
record.

21-33

Action log from the meeting held on 18 February 2021:
Amrit Reyat gave an update on the Action Log.

21-34

Matters arising:
There were no matters arising.

21-35

Clinical Leadership and the ICS, ICP and CCG – Initial thoughts after Network
Thursday
Dr Greg Connor gave a detailed overview of clinical leadership development in the
Wakefield area. This covered added value, functions, settings and Wakefield
models.
Discussion took place on next steps. Key areas of discussion and points noted
included :
• How to involve a broader mix of clinicians
• Mature clinical governance required including links to quality
• Operational Leadership required
• Representative of our society / recruitment
• Collaborative consensus on what good care looks like
• Recognition of the value of clinicians’ time and continued sustainable
support requirement
• Trust v bureaucracy
• Clear West Yorkshire / Place / Subsidiarity Voice
• Issues around potential loss of place voice when CCG ceases to become
statutory body
2

•

A Wakefield event to engage, inform, build on the successful work already
undertaken and look to develop future ways of working

It was RESOLVED that:
(i) Members noted the presentation and Integration and Innovation: Clinical
Leadership Development, The Wakefield Journey.

21-36

Wakefield Mental Health Alliance
CONFLICT OF INTEREST: A potential conflict of interest was noted due to PCN
funding for community mental health sites. Chair agrees GPs could remain in the
meeting and take part in discussion as no financial details were discussed.

Michele Ezro, Charlotte Whale and Jeremy Wainman attended to give key
programme updates on the 2021/22 work programme. This included details on
positive outcomes, investments, activity, local priorities, Community Mental Health
Transformation, and Emotional Wellbeing Services.
It was highlighted that each PCN would be offered an individual appointment to
assess mental health needs and PCN directors were asked to prioritise these
meetings.
It was noted that the Single Point of Access had been working well and positive
feedback had been received.
It was confirmed that in addition to the two first pilot sites a further two would be
developed in year 2 with the aim of all 7 sites by Year 3.
It was confirmed that the diverse welfare allocation was working well.
It was clarified that the increase in Turning Point funding was linked to trajectories
in the NHS Forward Plan to meeting 21/22 access requirements and that it was
necessary to look further for additional COVID specific funding.

It was RESOLVED that:
(ii) Members noted the presentation and update on the Wakefield Mental Health
Alliance.

21-37

Special Education Needs Disability (SEND) Statutory Duty: Template re:
children who have applied for EHC Plan assessments under the Children and
Families Act 2014.
Jo Rooney attended to present details of the template for children who had applied
for the EHC Plan assessment under the Children and families Action 2014.
It was confirmed that the template would be sent by the Local Authority and should
be returned to the Local Authority and roll-out would begin on 1 April 2021.
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It was confirmed that the template would be forwarded to specific specialist
clinicians when relevant.
Members welcomed the template and were satisfied with the amount of detail
required.
The Chair requested that LMC colleagues were made aware of the template.

It was RESOLVED that:
(i) Members noted the template regarding children who have applied for EHC
Plan assessments under the Children and Families Action 2014.

21-38

Overview of specialty: Ophthalmology and ENT Updates
Simon Rowe attended to give a verbal update on Ophthalmology and ENT.
ENT
It was reported that the contract with Living Care for ENT long-waits would be
continued for the next six months and that a wider design pathway would be
developed.
It was noted that background work on ENT had still been on-going despite the
COVID pandemic.
It was reported that the Adult hearing loss contract ends in September 2021 and
engagement was required to ensure an effective updated pathway was developed.
Discussion took place on MYHT/Primary Care collaboration issues and progress to
date. It was requested that a timeframe should be developed.
Ophthalmology
It was reported that partnership working between MYHT and independent providers
had been achieved within the last three months and it was noted that
ophthalmology was the largest speciality within MYHT. It was noted that an agreed
acute pilot pathway had been approved from April 2021. It was also noted that
there was insufficient demand for cataract surgery and therefore a joint training
plan was underdevelopment and should be in place by the end of Quarter 1 2021.
Discussion took place regarding the potential for specialist independent referral, i.e.
either cataract or glaucoma and the aim to move to a pathway based on the
gastroenterology model.
It was agreed that further discussion outside the CSG meeting was required
regarding engagement and collaboration of independent providers and feedback
would be welcome back to CSG.

It was RESOLVED that:
(i)

Members noted the Overview of specialty: Ophthalmology and ENT
Updates.
4

21-39

Development of Diabetic Inpatient Specialist Nurse Service
Grace Owen attended to give a presentation on the development of Diabetic
Inpatient Specialist Nurse Service, this included background details and the
purpose of the service as well as information on the funding available.
It was highlighted that MYHT had previously no dedicated diabetes clinic up to two
years ago and that the specialist service would significantly increase quality of care
for patients.
Discussion took place regarding long-term conditions, key points noted included:
• ICP offers opportunity for transformation
• Potential to re-look at specialist network nurses / local experts
• Opportunity to focus on long-term conditions in planned care and involve
Health and Wellbeing Boards
• Need for joint working and collaboration
(i)
(ii)

It was RESOLVED that:
members noted and supported the development of a diabetic inpatient
specialist nurse service as outlined in the presentation.

21-40

WorkPlan Review and Future Agenda Items
Discussion took place on how the CSG could contribute to the transformation plan
for the ICP. It was noted that there could be significant changes to services and
connections were needed to inform the West Yorkshire place and the Wakefield
Place. It was recognised that clinical leadership was critical and that the ICP was
cross-cutting and still under development however it was likely a basic outline
would be announced by April 2021. It was agreed that it was essential that clinical
representation at the ICP was appropriate.

21-41

Minutes from Sub-Committees to Note:
There were no minutes from sub-committees to note.

21-42

Any other business:
Dr Colin Speers highlighted that MYHT had been put forward for the SJ autumn
awards for combined/collaborative work on :
• SSJ Value Pilot of the Year
• Acute Service Redesign initiative
• Cardiovascular Care

21-43

Date and Time of Next Meeting:
Thursday 15 April 2021 from 8.30 to 11.30 MS Teams meeting
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Connecting Care Executive Meeting

Agenda item 17c

Thursday 14 January 2021
11.00 to 1.00pm
Via Microsoft Teams
Present:
Melanie Brown (MB) Chair
Angela Nixon (AN)
Caroline Carter (CC)
Dr Ann Carroll (DrC)
Gary Jevon (GJ)
Dr Adam Sheppard (DrS)
Jonathan Webb (JW)
Suzannah Cookson (SC)
In attendance:
Julie Owen (JO)
Rich Jones (RJ)
Nichola Esmond (NE)
Stephen Crofts (SC)
Tracy Morton (TM)
Mel Robinson (MR)
Elizabeth Goodson (EG)
Martin Smith (MS)
Michelle Domoney

1.

Director of Commissioning and Integrated Care, WCCG
Group Finance Manager, Adults Health & Communities, WMDC
Group Finance Manager, Children & Young People, WMDC
GP and Clinical Lead for Connecting Care, WCCG
Chief Executive Officer, Healthwatch
Chair of Wakefield CCG
Chief Finance Officer, WCCG
Chief Nurse, WCCG
Public Health Principal, WMDC

Nova
Service Manager, Joint Commissioning, WMDC
Service Director Children’s Services Strategy & Innovation, WMDC
Senior Commissioning Manager Maternity, Children’s and Women’s
Services, WCCG

WMDC
Senior Finance Manager Partnerships, WCCG
Head of Connecting Care, WCCG
Minute Taker

Action

Welcome and apologies:
Andrew Balchin, Anna Hartley, Beate Wagner and Jo Webster submitted their
apologies.

2.

Declarations of Interest:
No declarations were made.

3.

Minutes from 10 September 2020:
The minutes were approved as an accurate record.

4.

Action Log:
Reviewing the action log, the CCE members noted the updates as detailed and
that all actions are completed.
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5.

FOR DECISION: Nova Contract:
JO advised the supporting paper asks CCE to approve the continuation of joint
funding to support Nova with its core costs to deliver the infrastructure support
to the third sector; adding there is also a request to support additional costs of
approximately £4,750 for the purpose of an uplift of staff wages.
In discussion, JO confirmed the proposal is for a 2 year agreement and the uplift
for staff wages is for the current financial year and 2021/22; adding it is hoped a
review will take place in this time (a review has not yet been able to take place
due to current pressures of the Covid-19 pandemic).
CCE acknowledged the amount of work which is taking place and being
delivered by the voluntary sector to support Wakefield’s pandemic response.
MB advised enquiries have been made internally within the CCG regarding the
additional uplift and finance colleagues have confirmed this is possible. JO
confirmed WMDC are also able to support the resource and uplift request,
confirming WMDC governance processes will be followed if approved by CCE.
CCE approved the additional resources requested in addition to continuing with
the joint funding arrangements with WMDC for the next 2 years.

6.

FOR DECISION: Time2Reflect Project:
TM and MR talked CCE members through the supporting paper highlighting:
• The project is based on a national project called Pause which is a voluntary
programme for women who have experienced or at risk of repeat removal of
children from their care;
• A multi-agency working group was established in February 2020 to consider
the value of how the programme could be implemented in Wakefield;
• A paper was presented at WMDC DMT in July 2020 which recommended the
programme progressed as an 18 month pilot. This was agreed;
• Women in Wakefield would be able to access both 1:1 and peer support in
locations where they feel comfortable with access to a broad range of
emotional, psychological, practical and behavioural support;
• £50k of non-recurrent funds is required for the 18 month pilot with the costs
split equally between WCCG and WMDC. Internal WCCG conversations have
taken place with finance colleagues regarding funding and the budget holder
supports the £25k request. Similar internal discussions have taken place
within Public Health and the £25k WMDC funding request is supported;
• The specification and approach has been reviewed WMDC and WCCG
commissioning, finance and procurement leads with a market engagement
exercise also undertaken from which one Provider (Well Women) has
expressed a strong interest;
• WMDC Public Health will also identify future funding in order to evaluate the
programme if funding is approved today.
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TM and MR asked CCE to support the roll out of the Time2Reflect Project under
joint arrangements of £25k each; adding any future funding would be
dependent on the pilot, its outcomes and a full business case being written.
In discussion SC noted there is no Long Active Reversible Contraceptive (LARC)
element described in the paper; adding this was one of the key remits of wave
one of the Pause programme. MR advised lengthy conversations have taken
place with Pause regarding this element; adding Pause are reflecting on this
element and are currently seeking further advice. MR added the task and finish
group did review and discuss this element of the programme at length and have
also spoken with other programmes who offer similar opportunities to work
with women in other areas. It was felt that linking with our Sexual Health
services to support women (and their partners) to understand sexual health and
healthy relationships stopped them from wanting to join the programme,
however MR confirmed there would be close working links with sexual health
partners. SC noted the importance of these links, suggesting these are
considered further as part of the pilot but also in terms of impact and outcomes
etc. MR confirmed this has been included as a measurable outcome in the
service specification.
DrC noted Dr Debbie Hallott is part of the task and finish group who has vast
experience in sexual health and therefore would be confident conversations
regarding access to contraception will have taken place, though suggested
further clarification is obtained with regarding to women accessing
contraception noting access, speed and ease of access are all critical to success.
ACTION: Clarity to be provided to SC regarding the work with sexual health
partners.

TM/MR

DrC also noted the paper does not detail the potential number of women who
may be involved in the pilot and in addition, suggested the pilot should make
links with the health inequalities work which is currently taking place. MR
advised the pilot aims to work with up to 10 women; adding following research
by the task and finish group an average of 30 women would meet the
Time2Reflect support criteria.
CCE members expressed interest in seeing the outcomes from the pilot. MR
confirmed key outcomes have been identified within the service specification in
addition to the importance of flexibility of working with a successful service to
further develop KPIs and outcomes. ACTION: Project detail to be shared with
Anna Staples (AS) who is working on health inequalities alongside DrS. ACTION:
Outcomes from the pilot are to be shared with CCE and AS when available.
CCE members agreed to support and adopt the recommendations as described
in the supporting paper which include the joint funding of £50k split between
WCCG and WMDC.
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TM/MR
TM/MR

7.

FOR DISCUSSION: Joint Update on Commissioning Adults Health and Social
Care
Updating on the work which has taken place over the last year, NE advised:
For Covid-19:
• Community bed base work and commissioning a dementia step down unit
has had some difficulties therefore other options need to be considered,
however there has been good joint working to try and make this happen;
• Establishment of designated bed base settings to discharge patients to is
another example of positive collaborative working;
• Weekly care home and fortnightly domiciliary calls have taken place with
health and care colleagues and wider partners when required;
• Various amounts of funding have been allocated to the sector including the
Infection Protection Control Grant. Close working has taken place on the
allocation of this funding;
• A capacity tracker has been developed with Providers which allows Providers
to advise if they have problems and where bed vacancies are.
For business as usual:
• A cost of care exercise is taking place whereby an external source reviews
and advises on what they believe an allowable rate for residential placement
in our district should be based on actual costs. The outcome of this review
will have an impact on future conversations with Providers in terms of how
much they are paid, though WMDC have been clear that any
recommendations will not be able to be automatically adopted; instead it
will provide some context for future discussions;
• A report has been written by an external source on discharge to assess in
terms of what has/has not worked well, pathways and benchmarks with
other areas. The report is now finalised and will be shared with partners as
soon as possible to talk through any implications;
• Carers Wakefield Contract has been jointly commissioned;
• Care homes have been supported with the DSE Toolkit and getting them up
to date with quality assurance, information governance and NHS mail;
• Some decisions regarding joint funded packages of care have been delayed
due to Covid-19. There are some high cost placements for which (because
they are not part of the framework) Providers approach for uplift in
payment. Due to colleagues focusing on Covid-19, there is now a backlog of
uplift request which require responses;
• The Domiciliary Care Framework and My Life Framework are due for renewal
this year, however noting the desire to align contracts better to WCCG, a one
year extension will be requested for both frameworks;
• A meeting is to take place shortly with colleagues regarding agreeing the
allowable rates for the next financial year.
CCE noted the amount of work which has taken place during the pandemic and
the progress which has been made, the need to align the frameworks described
in addition to considering future opportunities for collaborating more closely in
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terms of shared posts going forwards. NE added the joint working which has
taken place over the last year has been really good.
8.

FOR DISCUSSION: VCS Third Sector Framework:
Reminding members of the history of the framework; NE advised an idea was
raised approximately 18 months ago regarding how to strengthen and add
infrastructure and quality assurance when working with the voluntary sector.
This idea has grown into a well worked through piece of work and approach
which will enable more coherent quality assurance, provide a mechanism to
allocate funding and progress beyond the grants into contracts with the
voluntary sector and to encourage a more co-productive/joint working approach
so that the larger organisations can support the smaller and provide lots of
future potential. NE added funding has supported this work and funding has
been secured for a further year so the project can continue to develop and
progress.
NE advised the framework will be a key mechanism for channelling funding to
the sector whilst also ensuring quality of the sector and quality and consistency
of delivery. RJ provided more detail on the framework, advising:
• The framework was launched last week;
• The framework supports sector growth and commissioner engagement with
the sector at community level and will hopefully ensure community based
organisations are drawn into tiered delivery models whilst ensuring quality
assurance and providing significant levels of accountability through the
framework triplicate governance system;
• The framework is a coordinated and transparent mechanism for allocating
funding to the third sector. It is hoped this co-ordinated approach will install
confidence amongst statutory bodies and funders with funding channelled
for maximum effect;
• The framework provides the mechanism to engage the third sector
effectively in the co-design of services whilst also enabling capacity building
support to be targeted at those parts of the third sector where it will have
the most impact;
• Once on the framework, it is hoped local third sector organisation groups will
be in a position to bid/pitch for funding opportunities;
• The initial focus of the framework is on resourcing the local third sector to
deliver health and wellbeing activities and services; with the intention to
evolve in the near future to take on a broader remit and incorporate
different service areas;
• The framework will have 3 tiers:
1) Tier 1 members will be locally agreed larger third sector organisations
who are contract ready;
2) Tier 2 members will be third sector organisations who are not yet contract
ready though have the capability and intention to become contract ready
in the near future
3) Tier 3 members will be smaller third sector organisations with an annual
turnover of less than £25k per year;
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• Organisations will need to apply for membership in order to demonstrate
they meet certain criteria. The application process is very comprehensive
and matches the rigour which is required by commissioners;
• There are 2 criteria’s (made up of 5 criteria sets) which need to be met when
applying; the first is universal to all members and the other specifically
applies to contract ready organisations;
• All applications will need to meet the basic requirements which are set out in
Public Contract Regulations 2015 and Public Contract Directive 2014;
• Many public funding services will be included in the framework;
• 4 key values will sit across the whole framework:
1) Co-ordination
2) Co-design
3) Confidence
4) Capacity building
• More information on the framework can be found on the website
thirdsectorframe.work
NE added:
• The framework is a true partnership approach developed between WMDC,
CCG, Nova and Young Lives and builds on an existing co developed Young
Lives/WCCG framework which has worked really well;
• The framework recognises the differences within the third sector noting the
services provided are very broad and different, however the tier approach
and support mechanisms within will hopefully support the sector as
coherently as possible.
Discussing the framework, NE confirmed steps have been taken to not lose the
Young Lives approach within the third sector framework adding there is both a
younger person and older person’s view. RJ added he has been working closely
with Young Lives on the development of this framework including passporting
young live members onto the framework. NE confirmed the aim over the next
year is to get as many organisations as possible signed up to the framework. RJ
added a timescale of 29 March has been set for the first tranche of on-boarding
and RJ will also be using this time as a snagging period noting there is a great
deal of rigour regarding the application process.
DrC welcomed the framework and the progress which has been made adding as
a Wakefield Place we want to support our smaller organisations in joining and
using the framework, however suggested the photograph on the front cover be
changed suggesting Wakefield needs to look forward and not to its mining past.
DrC also asked if the recent legislative change will affect the text of the
framework noting the partnership with the CCG. MB suggested the framework
progresses in its current form with the local arrangements which are in place.
NE advised the cover photograph can be changed.
MB thanked NE, RJ and all others involved in the development and progression
of the framework especially during a pandemic and suggested when the
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framework has been used and outcomes have been seen, that an update is
presented at ICP.
CCE noted the progress of the framework and supported its continued
development and mobilisation.
9.

FOR DISCUSSION: One System Vision - Wakefield Families Together (WFT):
Giving a presentation on the progress made to date, SC advised on the vision,
operating principles, governance structure, key deliverables of a new service
director role and next steps of the programme, adding/highlighting:
• The approach is about collaboration; teams are beginning to come together
across the 6 cluster areas in multidisciplinary settings on the front line;
• A new role of Service Director for Health and Wellbeing has been developed
to work alongside the existing 3 Service Directors under the supervision of
the Corporate Director for Children’s Services;
• The Service Director for Health and Wellbeing will have oversight (via a
matrix management approach) of a number of early intervention, prevention
health and wellbeing services;
• Funding for the new Service Director for Health and Wellbeing has been
secured for 12 months initially though recruitment is to a permanent post
with partners from WMDC (Children’s Services and Public Health), WCCG and
Mental Health Alliance pooling resources to allow this recruitment to take
place.
Noting the progress which has been made and the steps taken with regard to
integration and the next phase of progress, CCE supported the continuation of
this piece of work and the recruitment to the new Service Director post.

10.

FOR DISCUSSION: Better Care Fund 2020/21 Update: 7th December 2020
NHSE update on BCF:
Talking members through the supporting paper, MS highlighted/added:
• The Government published a policy statement on 3 December 2020;
• Due to the ongoing pandemic, NHSE have decided areas no longer need to
submit plans as they have done in previous years for assurance, however
there is still a requirement to ensure funding arrangements meet the
national criteria, that there is an agreed Section 75 in place and year end
reconciliations are provided;
• The Section 75 will include Covid-19 funding and winter funding elements
and meetings will be held over the coming weeks with WMDC and WCCG
finance and legal colleagues to get a Section 75 agreed;
• CCE have previously agreed to replicate the schemes from the previous year
into this year and increase funding to the mandatory amounts (which has
already taken place);
• Due to the pandemic, this years BCF has been different however Wakefield
has been practical and pragmatic in its approach and once all finances are
aligned, that information will be submitted to NHSE.
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MS noted there is usually a year end BCF report which would describe what
integration projects have been funded and what outcomes have been achieved
etc. however noting the BCF is different this year, MS suggested consideration
be given to this year’s report; suggesting it could be used to describe how BCF
monies have been used to support the Covid-19 response.
MB acknowledged the need to consider the next steps in terms of the year-end
report and confirmed in September 2020, CCE agreed an assumption that this
year’s BCF would be carried forward and suggested this approach continues,
noting there is still a significant amount of work to be undertaken this year in
terms of getting the partnership agreement sign.
Acknowledging there is not a BCF Plan to take to Health and Wellbeing Board for
sign off this year but a partnership agreement is still to be entered into between
WCCG and WMDC, other potential governance and approval processes were
discussed. MS confirmed a delegated decision was taken last year however
conversations will take place with WMDC colleagues regarding the best
approach for this year. MB suggested MS also speaks with JW and Ruth Unwin
regarding requirements, adding although the BCF remains at the same level, the
partnership agreement is still for a significant amount and therefore would
anticipate WCCG GB approval would possibly be required. ACTION: MS and AN MS/AN
to work together on the partnership agreement and governance requirements
for both WMDC and WCCG.
11.

FOR ASSURANCE: Joint Legacy Reserves:
The CCE noted the paper for information. AN confirmed there is a small amount
of resource available.

13.

Monitoring Outcomes For Short Breaks / Star House:
The CCE noted the paper for information.

14.

FOR ASSURANCE: Joint Commissioning Panel Children and Young People
Update and/or Minutes from August, September and October 2020 meetings.
The CCE noted the minutes from Joint Commissioning Panel for information.

15

Matters to be referred to Governing Body, Health and Wellbeing Board or
other Committee:
No items were raised.

16.

Any Other Business:
No items were raised.
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18.

Date and Time of Next Meeting:
Thursday 11 March 2021, 11.00 to 1.00pm via Microsoft Teams.
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Item:17d
FINANCE COMMITTEE
Thursday, 25 February 2021
11:30 -13:30

MINUTES
Present

Richard Hindley
(Chair)
Adam Sheppard
Clive Harries
Jo Webster
Jonathan Webb
Ruth Unwin
Suzannah Cookson
Mel Brown

In Attendance Richard Watkinson
Karen Parkin
Michelle
Whitehead
Emma Scholey
(Minute Taker)
Natalie Tolson
Simon Rowe

Lay Member
Chair & Clinical Leader
Governing Body member – GP
Chief Officer
Chief Finance Officer and Deputy Chief
Officer
Director of Corporate Affairs
Chief Nurse
Director of Commissioning Integrated
Health and Care
Lay Member
Associate Director - Finance and
Contracting
Head of Finance
Governance and Committee Officer
Head of Business Intelligence
Interim Head of Contracting

21/01

Apologies for Absence
No apologies for absence were received

21/02

Declarations of Interest
The Chair invited attendees to declare any conflicts of interest.
Adam Sheppard and Clive Harries declared an interest in relation to
Agenda Item 21/07, Covid-19 cost tracker. The Chair determined that both
members could provide input into the discussion.

21/03

Minutes of the Last Meeting
The minutes of the meeting held on 26 November 2021 were agreed as an
accurate record.
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21/04
21/05

Action Log Update
The action log was noted.
Matters Arising
Karen Parkin shared the minutes from the meeting held on 5 February 2021
for the urgent decisions of the Finance Committee due to the January
meeting being stood down. The meeting was being held to discuss an
urgent matter in respect of the financial outturn position to be reported at
month 10 of 2020/21.
Following the cancellation of finance committee at the end of January, a
request was sent via email:
“Month 9 finance update. The Committee is asked to: Delegate
responsibility to review the 2020/21 financial forecast position (to be
reported at month 10 to NHSEI) to the Chief Officer, Chief Finance Officer
and Chair of the Finance Committee.”

21/06

The CCG reported the overall financial position of £0.6m surplus for
2020/21. Finance Committee noted the chairs action.
Finance Report Month 10 2020/21
Michelle Whitehead provided an update on this item. She explained that the
planned position for the CCG was that it would break-even by the year end.
The latest forecast is now a £0.6m surplus.
NHSE/I‘s reporting requirements prevent the CCG from
accounting/forecasting for some future income streams until they are
received. Therefore a forecast deficit position is currently being reported
which relates specifically to Acute independent sector activity, Hospital
Discharge Programme (HDP) funding, and Covid vaccination funding.
Michelle explained that due to the period 10 guidance as to when expected
allocations can be reported in the financial position, the CCG has reported a
£3.3m forecast deficit. £3.9m of the £3.3m deficit is expected to be closed
out via allocations/income in the remaining periods. The CCG reported a
£3.6m Acute Independent Sector spend increase above the baseline
allocations received, which is funded retrospectively. The CCG has
reported a £0.3m Covid overspend to be funded retrospectively for CHC
HDP and vaccinations.
Michelle noted that NHSEI have been undertaking an assurance review of
expenditure and funding streams, which continues to present some risk to
the certainty of financial positons. The forecast we have made are the most
reasonable at the time.
It was RESOLVED that:
i)
Finance Committee noted the current financial position to month
10 under the temporary finance regime.
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21/07

P10 Covid-19 costs
The Covid-19 cost tracker continues to be reported to the Senior
Leadership Team (SLT) meeting where there are changes to report and
where decisions are formally logged. Total expenditure forecast to date is
£12.9m (£15.2m P9).
The main changes are in Acute ENT and gastro capacity which are being
claimed under the Independent Sector funding, and on Hospital Discharge
Programme. A review of Hospital Discharge Programme scheme one
forecast shows that there are only a few cases left to review.
There has been an adjustment of £0.4m to reduce WCCGs Covid-19
system funding allocation. This is due to CCGs underspending and
Yorkshire Ambulance Service overspending. This was part of a West
Yorkshire system-wide agreement.
It was RESOLVED that:
i)
Finance Committee received and noted the Covid-19 financial
governance arrangements and the tracking of associated spend.

21/08

System Oversight and Assurance Group - Finance Report
Jonathan Webb presented the copy of the finance report that goes to the
West Yorkshire and Harrogate System Oversight and Assurance Group.
Jonathan explained that in month 10 the WY&H ICS agreed collectively that
we take a view on the forecast outturn and declare this. The consolidated
year-to-date favourable variance from plan at the end of January was £23m
(on a c.£4bn full-year system allocation);
The planned deficit of £38.7m across all NHS organisations across month 7
– 12 was noted. This was set against the system envelope that we have
been allocated as an Integrated Care System. This allocation related to the
expectation from the centre that all providers will continue to receive nonNHS income as they had previously and there was no further increase in
the annual leave and Flowers provisions.
The ICS reported collectively at m10 report a forecast deficit of £11m and
this is a positive variance against plan. This has been driven by the
slowdown in elective work in hospitals and the reduction in out of area
placements of Mental Health patients which is related to a reduction of
referrals in people accessing Mental Health services as a result of the
pandemic.
The shortfall in non-NHS income is expected to be covered in cash
payments into providers. Jonathan noted that this is welcomed by the ICS.
Jonathan also noted that NHSE/I have indicated providers will receive
income to support annual leave provisions and the Flowers case as these
will impact Trusts significantly. West Yorkshire providers have allowed for
an increase in this provision and this might be supported nationally
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however, the current value is not known. We also now expect annual leave
provision to be cash backed.
It was reported that the unadjusted change in position by place is due to the
financial resources that organisations were due to spend this year but
didn’t. We have also redistributed the unspent 400k of our underspend
funding to Yorkshire Ambulance Service. The risk share arrangements were
signed off by email previously by the Finance Committee.
Jonathan highlighted that it is encouraging that as an ICS we are ensuring
that the costs we declare are reasonable and that we are continuing the
system way of working and making sure we put the money where the costs
are.
It was RESOLVED that:
i)
Finance Committee noted the West Yorkshire & Harrogate
Integrated Care System consolidated financial position.
21/09

Activity Monitoring Report
Natalie Tolson attended the meeting to present this report which has been
revised moving away from the traditional contract management report. In
accordance with the requirements of the Finance Committee, the focus of
this report is now centred around current activity trends and demand on
service provision as a result of the COVID-19 pandemic and to support the
monitoring of activity re-set. This month’s report presented to Committee
provides a December overview of the 2020/21 activity trends, current
activity delivery rates compared to the 2019/20 and the volume of referrals
being made. The activity reports current delivery rates at POD and
specialty level.
Natalie noted the following areas from the report:
• Compared to last year (last 21 days same period), referrals are down
by 2.6%. The team are assuming levels will slowly increase
• GP routine referrals to MYHT have started to increase and report at
approximately 1,000 per week which is a similar level to that
received during the November 2020 lock down
• The use of e-consultations remains strong and the level reported is
double to that seen last year (in those specialities using this referral
pathway)
• Outpatient follow up activity reported a delivery rate of 97.5%, the
delivery rate for outpatient first appointments slightly reduced in
December to 93.5% and elective inpatients (including day cases)
increased in December to 80.2%.
•
• Elective inpatient has dropped to 52% with low delivery rates with
T&O and Pain Management
• Mid Yorkshire are reporting high in 52 week breaches however are
reporting as the second best across the ICS in the lowest 52 week
position
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Jo Webster provided the committee with the reassurance that as a system
we are talking about how we build on the transformation that is taking place
in Wakefield and doing things differently with the Trust. It is recognised that
people have been waiting a significant length of time and that this will have
an impact on their lives. We need to ensure we have all patients are treated
who have been waiting longer than a year. Work across ICS thinking about
how to use capacity efficiently to deal with the size of the problem and there
is a requirement for providers to work differently together. We are seeing
great collaboration with providers.
It was RESOLVED that:
i)
Finance Committee noted and discussed the CCGs current
activity performance against last year’s position and the actions
that are under-way to support the delivery of restarting planned
activity within Mid Yorkshire Hospitals NHS Trust.
ii)
Acknowledged that reset and the delivery of elective activity has
been impacted by COVID-19.
21/10

21/11

Procurement Policy
Simon Rowe presented the procurement policy which has been reviewed
and supported by the CCG’s Senior Leadership Team in January 2021.
It was RESOLVED that:
i)
Finance Committee approved the proposed procurement policy;
ii)
Noted that the review of the Policy was deferred from the first
quarter of the 2020/21 financial year, given the response required
to the Covid-19 pandemic;
iii)
Approved that the policy is only subject to the light-touch review
in 2021/22, unless there is statutory/legislative change;
iv)
Noted that a Standard Operating Procedure has been prepared
to support staff members’ understanding of the policy
WCCG Risk Register: Assessment of Financial Risks
Michelle Whitehead provided an update on the financial risks on the risk
register. The CCG has completed the quarterly risk cycle and the risks
were relevant as at 12 January 2021.
There is one risk with a low score of 6 associated with meeting the running
cost target. Michelle explained that there is no risk at present as the CCG is
unsure of the target until the planning guidance is issued. It was agreed that
this risk will be closed and may need to be reopened for the next financial
year.
It was RESOLVED that:
i)
Finance Committee noted the financial risks currently on the risk
register and note the rationale for the scores.
ii)
Close the risk

21/12

Finance Committee Self-assessment
Ruth Unwin presented this report informing that the annual Finance
Committee Effectiveness survey will be circulated to members and regular
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attendees on 26 February 2021 for completion. The survey will close on 2
April 2021 ensuring that we are able to report to the committee at the
meeting on 22 April 2021.

21/13

It was RESOLVED that:
i)
Finance Committee noted the process for the completion of the
2020/2021 Finance Committee Self-Assessment questionnaire to
consider the effectiveness of the Committee.
Matters to be referred to:
(i)
Governing Body – Details of any exception reporting
(ii) Other Committees - Items to be included on other
committee agendas
There were no matters that required referral to other committees or
Governing Body.

21/14

Any Other Business
There was no other business raised.

21/15

Date, Time and Venue of Next Meeting
It was agreed that the next meeting would take place on Thursday, 22 April
2021, 11.30 to 13.30
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NHS Wakefield Clinical Commissioning Group
Patient & Community Panel
Notes of the Meeting held virtually via Microsoft Teams on
7 January 2021
Present :

Sandra Cheseldine Citizens Advice Bureau
Simon Green
Patient Representative
Stephen Hardy
Lay Representative, Wakefield CCG (Chair)
Glenys Harrap
Patient Representative
Mavis Harrison
Patient Representative
Paulette Huntington Patient Representative
Zahida Mallard
E&D Lead, SWYPFT
Beverly Poppleton
Wakefield Sight Aid
Safeen Rehman
Healthwatch Wakefield
Hilary Rowbottom
Patient Representative
Janet Witty
Patient Representative
NHS Wakefield CCG Staff
Sarah Deakin
Patient and Public Engagement Officer
Laura Elliott
Head of Quality
Dáša Farmer
Wakefield CCG, Engagement
Joanne Fitzpatrick
SRO COVID-19 Vaccination Programme
Sarah MackenzieEquality and Diversity Manager
Cooper
Lucy O’Lone
Quality Coordinator
Grace Owen
Senior Transformation Manager (Planned
Care)
Ruth Unwin
Director of Corporate Affairs
Pam Vaines
Minute Taker
In Attendance: Graham Dobbs
Project Manager at MYHT
Jackie Tatterton
Head of Planned Care Improvement at
MYHT
21/01 Apologies for Absence
Apologies were received from:
Gary Jevon
Healthwatch Wakefield
Sandy Gillan
Patient Representative
Peter Wilson
Patient Representative
21/02 Declarations of Interest
There were no declarations of interest noted.
21/03

Minutes of the meeting held on 5 November 2020
The minutes of the meeting held on 5 November 2020 were agreed as a
correct record.

21/04

Matters Arising
Stephen Hardy confirmed that an update on Primary Care provision has
been postponed due to the impact of Covid-19 and the response the team
were providing for the vaccination programme and will be provided at a
future meeting.

21/05

CCG Update - Verbal
Ruth Unwin provided a verbal update of the work of NHS Wakefield CCG,
specifically regarding the next steps for Integrated Care System (ICS) and
the delivery of the Covid-19 vaccination programme.
Integrated Care System (ICS)
The proposals to align to the NHS Long Term Plan were published a year
ago, to improve population health and reduce per capita spend. All areas
are to work as part of the ICS from April 2021.
A national public engagement programme ended on 8 January 2021,
although it was noted that further engagement would take place as work
progresses.
The NHS Wakefield CCG draft response was shared with members who
were asked to comment. The proposal will allow the flexibility to allow
decisions for population health to be taken locally. This will be supported by
the delegation of funding and commissioning decisions to local districts.
Janet Witty commented that there had been attempts to move care from a
hospital setting into the community in the past and asked how this would be
supported. Ruth Unwin clarified the aim is to ensure there is sufficient
investment in public health to prevent people from getting ill. The intention is
to made decisions regarding health and for commissioning decisions not to
be driven by hospital demand as is currently often the case.
Mavis Harrison noted that she has experienced gaps and conflicts between
Integrated Care services and SPOC. Ruth Unwin confirmed that work is
underway to gradually increase the joint working of services.
Mavis also commented that social services often triage over the telephone
and is concerned that this may not always be appropriate. Stephen Hardy
noted the concerns.
Sandra Cheseldine sought assurances regarding the governance
procedures in place to support delivery of funding to the appropriate workstreams. Ruth Unwin confirmed that governance arrangements will be
included in plans for the transfer and confirmed the expectation that
partners will hold each other accountable via collaborative decision making
processes.
Stephen Hardy raised concerns that plans do not appear to include a robust

patient/public involvement or engagement process. He commented that his
lay colleagues throughout the country are equally concerned that the
governance arrangements will not be open to scrutiny.
Paulette Huntington asked whether the full governance arrangements could
be shared with the Panel.
Ruth Unwin acknowledged the concerns of Panel members regarding the
current brief detail of the proposed engagement and governance protocols.
The intent is included within the proposal although the detail has not been
finalised. Ruth explained that legislation will need to be amended to give
ICS legal status from April 2022. Once further guidance is received from
NHS England, work will begin to provide the required detail.
Paulette Huntington commented that engagement had reduced during the
pandemic and raised concerns that Covid-19 may be used as a reason to
side-line patient and public contributions.
Ruth Unwin acknowledged the frustration caused by the reduced level of
engagement but highlighted that Wakefield has a well-established ICP
which will be the local forum going forward. The ICP has invited the Patient
& Community Panel to formally support its public engagement agenda .
Ruth acknowledged the contribution from Panel members.
Stephen Hardy asked for the panel to be kept informed of the progress of
this programme.
Covid-19 Response
Ruth Unwin provided an update of the current situation within the Wakefield
area.
•
•
•
•
•
•
•

Wakefield currently has an incidence of 268p/100k which compares
to certain areas in London with 1500p/100k and an overall national
position of 1 in 50 people.
The impact of increased socialisation over Christmas has not yet
been seen as this is expected to impact on health services in two
weeks.
General Practices are continuing to respond to the demand and are
practicing mutual aid for resilience.
Mid Yorkshire Hospital NHS Trust is very busy with extra capacity
beds in use.
Measures are in place to discourage people from attending A&E if
alternative services can meet their needs – eg Local Care Direct.
The Mental Health and Learning Disability services were provided
with specific guidance in December 2020 regarding the recognition of
additional vulnerability of this group and their carers.
Information regarding Covid-19 and the vaccination programme are
available in a variety of formats.

21/06

Update of COVID-19 vaccination programme
Jo Fitzpatrick is the Senior Responsible Officer for the delivery of the Covid19 vaccination programme. Jo provided a verbal update to Panel members.
•
•
•
•
•
•

•
•
•
•
•

•
•
•
•
•

The Primary Care Networks have been delivering the vaccination for
three weeks.
Four thousand people have already received the vaccination, most of
them in the over 80 age bracket.
Vaccinations are being delivered at four sites with a further site at St
Swithun’s Community Centre due to begin delivery next week.
Vaccinations for health and care staff will begin next week at
Pinderfields and will be available to private providers including
domiciliary care staff.
South West Yorkshire Partnership NHS Foundation Trust will begin
delivery to staff next week.
A Community Vaccination Centre based at Navigation Walk will open
during the week commencing 25 January 2021. On receipt of a letter
inviting them to attend, patients will be able to book an appointment
slot via the national booking centre.
Arrangements are being finalised to enable Community Pharmacy
delivery at Morrison’s on Dewsbury Road, Wakefield, by Pharmacy
2U, in the near future.
All vaccination delivery will comply with social distancing guidelines.
The Pfizer vaccination has complicated storage requirements which
limits where it can be given to people.
The Oxford vaccine is now available and allows for wider distribution.
This vaccination will be delivered to housebound patients within the
relevant age groups/cohorts.
Initial Government guidance was for a 2nd dose of the Pfizer
vaccination to be delivered in 3 weeks. However this has been
amended to 12 weeks to enable a wider number of people to receive
protection in view of the spread of the new strain of Covid-19. The 1st
dose provides high levels of protection and will reduce the impact of
any infection.
The Pfizer vaccination works by stimulating the immune system to
fight the Covid virus. The Oxford vaccination is an isolated version of
the virus and is more like a traditional vaccination.
Both vaccines are effective. Both could have a few minor sideeffects. Currently no side effects have been reported in Wakefield.
Jo explained the process that patients would encounter when they
attend for a vaccination.
Marshalls are on site to support patients. On-street marshals are
available where necessary (eg. St Swithun’s to help with parking and
Castleford Civic Centre where signage is complex)
This is the largest vaccination programme in NHS history.

Simon Green asked whether the national target of vaccination of 13 million
patients by February was realistic. Jo Fitzpatrick confirmed that this would

be dependent on the supply of the vaccine and having sufficient staff to
deliver the programme. Recruitment is underway. Jo was confident that
phase one – the over 80s and healthcare staff – would be completed by the
end of February.
Stephen Hardy was aware that neighbouring areas have experienced
delays in delivering vaccinations as the proposed sites proved to be
unsuitable. Jo Fitzpatrick reassured Panel members that the Wakefield
sites had undergone a thorough Readiness Review prior to work beginning.
The only concern had been restricted parking at St Swithun’s site. However,
in view of the closure of local schools, patients without mobility problems
are able to use nearby school carparks leaving the St Swithun’s car park
available for patients with mobility issues.
Laura Elliott commented that patient feedback is being collated and that
initial comments indicate that the programme is going well. Jo Fitzpatrick
confirmed that national data will be available at a later date.
Jo Fitzpatrick explained that work is underway to identify under-served
communities (eg homeless) in order to identify ways to encourage their
participation in the vaccination programme. Dáša Farmer confirmed that an
equality impact assessment is being developed and asked Panel members
to direct any feedback to her. Patient experience survey is also being
developed to gather the views of those coming in for a vaccine.
Ruth Unwin noted that the feedback currently received indicated that
patients and their carers were grateful that they had received the
vaccination and did not want to complain or criticise. However, NHS
Wakefield CCG would appreciate any comments or recommendations to
enable the process to be improved further.
21/07

Experience of Care
Lucy O’Lone provided details from the Quarter 2 Experience of Care report
which is shared with the Governing Body.
There were four themes:
Cancer services
Mixed feedback was received regarding the service. Patients commented
on staff kindness and good treatment but expressed concerns regarding
adherence to social distancing guidance.
Dental services
NHS Wakefield CCG does not commission dental health services; however
following reports of lack of provision, has agreed to raise concerns with
NHS England.
Healthwatch has submitted evidence to NHS England which commissions
dental services and has also provided a report to the Commons Health

Committee.
Maternity services
Mixed feedback has been received for this service. Patients have
commented that staff are supportive. Patients report being unhappy about
not being able to be supported by partners at all appointments.
New National guidance has been issued and is currently being
implemented.
Healthwatch coronavirus reset survey
Feedback has been quite positive regarding electronic access to services
and clinicians.
Lucy O’Lone explained that the national patient experience reports had not
been published for the Quarter 3.
Janet Witty thanked the CCG for supporting patients’ concerns regarding
dental services. Janet commented that the National Lockdown data did not
mention dentistry and there has been very little media cover of the gap in
care. Laura Elliott confirmed that NHS England has issued guidance to
dental services and that Healthwatch will continue to monitor and support
this issue, feeding to the CCG.
21/08

Future of Patient & Community Panel
Ruth Unwin shared the draft Terms of Reference (TOR) for the Patient &
Community Panel and explained that it was based on the existing TORs for
PIPEC and The Equality Health Panel. These had been strengthened to
demonstrate the link between the Panel, the Governing Body and the ICP.
The Patient & Community Panel will enable NHS Wakefield CCG to achieve
its equality duties and to actively promote public involvement. The Panel will
review and comment on the engagement processes undertaken as part of
future plans and development.
Ruth Unwin explained that the Patient & Community Panel would like to see
involvement with the younger population. This is compromised by the timing
of the Panel meetings and therefore this link will be encouraged via Young
Healthwatch.
Sandra Cheseldine commented that the Patient & Community Panel should
ask to see equality impact assessments for proposed projects and work
programmes, so that they can be fully reviewed and commented on by the
Panel.
Sandra Cheseldine suggested that the Terms of Reference should be
amended to ensure that the arrangements for Urgent Decisions should
include a community representative.

Members of the Panel agreed the proposal for six meetings per year. As the
next meeting was scheduled for April 2021, members requested that an
additional meeting to be held in 2020/21.
Zahida Mallard agreed to share the EIA toolkit which will support formal
decision making during the pandemic.
Subject to the addition of the requirement for a patient representative to be
involved with any Urgent Decision making, the Patient & Community Panel
agreed the proposed Terms of Reference which will be shared at the
Governing Body on 9 March 2021 for comment and approval.
21/09

MYHT – Shared Referral Pathway
Jackie Tatterton and Graham Dobbs from The Mid Yorkshire Hospitals NHS
Trust attended the Patient & Community Panel to inform members of the
Shared Referral Pathway and to seek comments on future developments.
The Shared Referral Pathway has been in place for several years and
allows GPs to carry out e-Consultations with a hospital specialist to support
care provision at a primary care (GP) setting.
The new Pathway will provide the opportunity to link the advice element of
the e-Consultation into the hospital referral record and will give the option
for the consultant to have a telephone conversation directly with the patient.
If appropriate, the consultant will be able to make a direct referral for a
hospital appointment.
This will ensure that only one consultant is involved with a patient’s prereferral care, reduce unnecessary appointments and increase hospital
capacity. It will also allow the record of the discussion to be available to the
MYHT clinician should a referral be required.
The Pathway has already been instigated within Cardiology, Paediatrics,
Respiratory and Gynaecology. Several patient stories were shared showing
that the patient was seen in the right place, by the right person, first time,
early in their pathway of care.
Mid Yorkshire Hospitals NHS Trust are currently working to expand the
Shared Referral Pathway into other areas of specialism.
Graham Dobbs reassured the Panel that the pathway does not rely on
patients having access to the internet or other technology. All eConsultations are between the Consultant and GP. The Consultant my wish
to make a telephone call to patients in certain circumstances.
Mavis Harrison was assured that the Pathway does not impact on Patient
Choice. The Pathway supports the GP in providing care out of hospital. If a
hospital appointment is required, the patient will still be given the choice of
hospital. However, if this is the case, then the data relating to the Shared

Care decisions cannot be passed automatically to the relevant hospital
Trust. Patient information will then be shared in the traditional manner.
Stephen Hardy noted concerns from Mavis Harrison that NHS Wakefield
CCG should ensure that patients without access to the internet should not
be disadvantaged by new pathways and care systems.
21/10

Cancer Strategy
Grace Owen, NHS Wakefield CCG Senior Transformation Manager
(Planned Care) attended the Patient & Community Panel to provide an
update of the Cancer Strategy for Wakefield and North Kirklees Place for
April 2021 to December 2023.
The strategy places emphasis on strengthening collaborative working
further and in the development of a single plan that underpins the delivery
of a programme of work from 2021 to 2023.
The strategy will work across a variety of system partners including Acute
Trusts, GPs, Pubic Health, CCGs, Patients, Voluntary Sector and the West
Yorkshire & Harrogate Cancer Alliance. There will be future links with
tertiary centres, local Hospice services, the independent sector and
research bodies.
Grace Owen set out the key successes of the strategy, which included the
integration of Palliative and End of Life Care services at joint MultiDisciplinary Team meetings and the implementation of Cancer Care
reviews with a GP or Practice Nurse.
Grace also highlighted the challenges faced in providing cancer care,
including maintaining a sustainable, skilled workforce and the impact of
patients successfully living with a diagnosis of cancer.
The Cancer Strategy will continue to be developed and the final version will
be approved in March 2021 for implementation from April 2021. Members
were asked to submit questions or comments to Dáša Farmer.

21/11

Committee Effectiveness Survey
Ruth Unwin explained that all formal committees take part in an
effectiveness survey each year to ensure that the committee is effective and
fulfilling its Terms of Reference.
The survey is sent electronically and will be issued in February.
Any members who are unable to access the survey electronically will be
provided with paper versions if required.

21/12

Any Other Business
Dáša Farmer confirmed that the presentations will be shared with members

together with details of Frequently Asked Questions regarding the Covid-19
Vaccination programme and the forthcoming 2021 Census.
Members were asked to share the Census information with working groups
to encourage completion.
21/13

Date and Time of next meeting
10am on Thursday 4 March 2021via Microsoft Teams.

NHS Wakefield Clinical Commissioning Group
Patient & Community Panel
Notes of the Meeting held virtually via Microsoft Teams on
4 March 2021
Present :

Usman Ali
Sandra Cheseldine
Simon Green
Stephen Hardy
Glenys Harrap
Mavis Harrison
Paulette Huntington
Robert Ince
Gary Jevon
Safeen Rehman
Hilary Rowbottom
Carol Smith
Peter Wilson
Janet Witty

Patient Representative
Citizens Advice Bureau
Patient Representative
Lay Representative, Wakefield CCG (Chair)
Patient Representative
Patient Representative
Patient Representative
Patient Representative
Healthwatch Wakefield
Healthwatch Wakefield
Patient Representative
Patient Representative
Patient Representative
Patient Representative

NHS Wakefield CCG Staff
Sarah Deakin
Patient and Public Engagement Officer
Laura Elliott
Head of Quality
Dáša Farmer
Wakefield CCG, Engagement
Joanne Fitzpatrick
SRO COVID-19 Vaccination Programme
Sarah MackenzieEquality and Diversity Manager
Cooper
Lucy O’Lone
Quality Coordinator
Chris Skelton
Head of Primary Care
Ruth Unwin
Director of Corporate Affairs
Pam Vaines
Minute Taker
In Attendance:
21/14

21/15

Anna Ross

Apologies for Absence
Apologies were received from:
Sandy Gillan
Zahida Mallard
John Nye
Beverley Poppleton
Val Pratt

Public Health Principal, Wakefield Council

Patient Representative
E&D Lead, SWYPFT
Patient Representative
Wakefield Sight Aid
Wakefield Deaf Society

Declarations of Interest
There were no declarations of interest noted.

21/16

Minutes of the meeting held on 7 January 2021
The minutes of the meeting held on 5 November 2020 were agreed as a
correct record.
Several members of the Panel had been unable to open the link to the
minutes and it was agreed that they would be re-circulated for information.

21/17

Matters Arising
There were no matters arising.

21/18

CCG Update - Verbal
Ruth Unwin provided a verbal update on five areas of work currently
undertaken by NHS Wakefield CCG.
ICS update
The Health and Social Care White Paper was published on 11 February
2021 and is expected to become legislation from April 2022. Details
pertinent to health and social care are expected in due course.
The local healthcare system has been moving towards the White Paper
recommendations for some time with integration with Local Authorities
across the West Yorkshire area.
The White Paper maintains the intention for health care services to remain
free at the point of delivery. Funding will flow via the Integrated Care
System (ICS) with one statutory body in place per ICS.
This means that the functions of the current CCGs will be integrated within
one West Yorkshire ICS. The functions of the existing CCGs will gradually
transfer to the ICS and then devolve to place. It is expected that the ICS will
be acting in shadow form by the autumn of 2021. CCG staff will transfer to
the ICS in April 2022.
The historic emphasis on competition will be reduced and competitive
tenders will only be necessary if it will be beneficial to do so.
Janet Witty raised concerns that the loosening of competitive tender
guidance may lead to an increase in GP practices being sold to private
companies, which has recently been reported in the press.
Ruth Unwin commented that this is not an expected consequence of the
White Paper and commented that there is already a developing pattern of
GP practices organising into larger groups so as to be a more stable entity
in order to meet the changing demands of primary care.

Mavis Harrison asked whether the location of the ICS Head Quarters was
yet known. Ruth Unwin responded that it was expected that there would be
some presence in the local area although full details have not yet been
agreed.
In response to questions from Paulette Huntington and Robert Ince, Ruth
Unwin explained there will probably be a planning function in place between
the Primary Care Networks and the West Yorkshire Integrated Care
System. GP contracts will be held by the ICS and it is expected that ICSs
will have a similar relationship with PCNs that the CCG currently holds.
Stephen Hardy sought assurance that there will still be a place for a patient
and community voice at PCN level. Engagement is currently part of the GP
Contract but does not appear to be a requirement in the White Paper. Ruth
Unwin commented that patient choice will remain in place and that guidance
regarding patient/public engagement is still awaited.
Covid-19 Response
Ruth Unwin explained that where Primary Care services have been
impacted by staff isolating, they have been supported by the CCG and other
practices. Most of the affected staff were clerical rather than clinical staff,
possibly due to the open plan office working spaces.
Only one branch surgery (at Sandal) had to reduce opening hours due to
staff shortages. The branch surgery closed for a few days and has now reopened.
Practices are also experiencing staffing issues due to the number of staff
involved with the vaccination programme.
Practices are supporting patients via Shared Care arrangements with
hospital consultants and via e-consultations with specialists. GPs continue
to triage patients and offer telephone appointments. Face-to-face appoints
are offered when necessary. Currently 56% of patients receive face-to face
appointment, which is in line with the national average.
Ruth Unwin made members aware that there is a four week time lag
between patients becoming ill with Covid-19 and presenting at hospital for
treatment.
Mid Yorkshire Hospitals NHS Trust (MYHT) continue to have a high
demand regarding Covid and accordingly there have been delays in
planned care. Work is currently underway to re-start planned procedures
and to reduce the 52 week waiting list.
Ruth Unwin highlighted that the two week cancer diagnostic target is
currently performing at 96% against a national target of 93%.
Robert Ince commented that from personal experience he is able to confirm

that hospital treatment is continuing for urgent or critical non-covid cases.
Terms of Reference
Ruth Unwin confirmed that the Terms of Reference for the Patient and
Community Panel were to be considered by the Governing Body on
9 March 2021.
Committee Effectiveness Survey
Ruth Unwin reminded members to take part in the Committee Effectiveness
Survey which closes on 26 March 2021. Once the results are available, a
small group of members will be asked to review the findings and develop an
action plan to improve the effectiveness of the group.
Reducing the burden
National guidance has been issued to support the reduction of unnecessary
bureaucracy within the NHS. CCGs are able to reduce the number or
frequency of committees.
Ruth Unwin informed panel members that a recommendation will be
presented to Governing Body on 9 March 2021that the frequency of the
Patient & Community Panel remains unchanged to ensure the CCG is
aware of patient and public opinion.
21/19

Update of COVID-19 vaccination programme
Jo Fitzpatrick delivered a presentation of the delivery of the Covid
vaccination programme in Wakefield.
The Vaccination programme has been delivered across a variety of sites in
the Wakefield area, including the Local Vaccination Service, (delivered by
Primary Care Networks), Community Pharmacies and Community
Vaccination Centres.
Jo Fitzpatrick provided details of the delivery of the programme, including:
•
•
•
•
•
•
•

Over 113,000 first dose vaccinations have been administered since the
programme started eleven weeks ago.
This is approximately 36% of the Wakefield population.
Less than 1% of people have actively declined the vaccine.
83% of frontline health and social care workers have had the first dose
of the vaccine.
Work is underway to begin the delivery of the second dose to the first
cohort of patients
Delivery of the first dose continues to the next cohorts.
It is hoped that everyone over 50 will have been offered a vaccination by
April and that the entire adult population will have been contacted by
mid-July

•
•
•
•

The supply of vaccination will increase significantly from 15 March 2021
A third vaccine variety is expected to be available mid-April.
The second dose of vaccine is ‘earmarked’ when an individual has the
first dose so there is a guarantee that the second vaccination will be
available for them.
Where people booked their first vaccination via their GP, the GP will
contact them in time for their second dose. Where people have booked
via the national website, they will be able to book both appointments at
the same time.

Jo Fitzpatrick asked members of the Patient & Community Panel to
encourage the uptake of the vaccination. Word of mouth is the most
effective communication tool to increase awareness.
Panel members had seen press coverage of a Local Councillor elsewhere
in the country, who has obtained the vaccine privately. Jo Fitzpatrick
commented that the Medicine and Healthcare products Regulatory Agency
(MHRA) has only approved the vaccine for use by the NHS so any private
supply is illegal. There is no guarantee that a privately purchased vaccine
would be correctly stored or transported and would not have been tampered
with in some way. A privately purchased vaccination may therefore be
unsafe or ineffective.
Mavis Harrison asked whether contingency arrangements were in place to
ensure vaccines were not wasted if patients did not attend for their
appointments. Jo Fitzpatrick responded that there were very few missed
appointments or wasted medication. Patients within the approved cohorts
were contacted to attend if there were cancellations. People attending with
patients were offered vaccines if they were in the appropriate cohorts.
Robert Ince confirmed that he was aware that the stewards took steps to
ensure that all appointment slots were filled.
Carol Smith asked if it was safe to have vaccinations from different
manufacturers. Jo Fitzpatrick explained that that the current guidance is that
for effectiveness as well as safety, the same brand should be used. Trials
are continuing and the guidance may change in future.
Hilary Rowbottom shared a growing rumour that patients are unable to
obtain appointments at Castleford Civic Centre as all slots have been blockbooked by one practice for their patients and asked whether this was
correct.
Jo Fitzpatrick explained that there had been a reduced supply of
vaccinations which was expected and will end in mid-March. This has
impacted on availability at several sites. Chris Skelton explained that GP
practices are asked to put forward their patients in line with agreed cohorts
and therefore practices with a higher elderly population will have been
granted more appointments than another practice.
Jo Fitzpatrick reminded members that everyone will have been offered a

vaccination by mid-July and that every effort was being made both
nationally and locally to ensure a safe and equitable delivery of the
vaccination programme.
Sandra Cheseldine enquired whether it was expected that individuals will
need an annual Covid vaccination.
Jo Fitzpatrick responded that it is likely that a third booster will be available
in Autumn to link with the flu vaccine and to respond to any mutant Covid
variants. There will then be a national plan to deliver a possible annual
programme.
Jo Fitzpatrick commented that the roll-out of the Covid vaccination
programme has resulted in a large number of staff being trained to deliver
vaccinations. This workforce may be deployed to provide other vaccinations
(such as flu, shingles etc) and therefore the NHS will review how
vaccination programmes are delivered in future.
Sandra Cheseldine commended on the fantastic effort made to roll out the
vaccination programme.
21/20

Vaccination Programme Equality Impact Assessment
Sarah Mackenzie-Cooper gave a presentation regarding the Equality
Impact Assessment (EIA) carried out for the Covid Vaccination programme
in the Wakefield area.
The EIA supports the effective development and decision making around
delivery of the programme as well as meeting the legal duty to consider the
impact of the programme.
Sarah Mackenzie-Cooper explained the impact of the programme on
specific communities, eg Black, Asian and Minority Ethnic groups, people
living in deprivation and older people.
The programme links to several groups and committees, including the
Vaccination Inequality Group and the Vaccine Programme Board. An action
plan has been developed and is being worked through.
Paulette Huntington noted outbreaks at both local prisons and asked how
prisoners and staff are being vaccinated. Jo Fitzpatrick explained that the
responsibility for prison health does not rest with the CCG. However, the
prison population is eligible to receive vaccinations in line with the general
population cohorts. In view of the difficulties experienced by the Wakefield
prisons, mutual aid has been offered by the local health communities. The
vaccinations for the prison population have been allocated nationally and
are not taken into account when calculating the requirements for the local
population.
Stephen Hardy commented on the high level of vaccination uptake by the

local population and asked whether the BAME population was being
supported. Sarah Mackenzie-Cooper confirmed that work is being carried
out via the Vaccination Inequality Group to encourage the BAME
community to receive the vaccination. Usman Ali confirmed that local
mosques were working with their members to encourage social distancing
and vaccination awareness.
Sarah Mackenzie-Cooper pointed out that Ramadan will coincide with the
expected vaccination period for younger people. The vaccination will not
cause an individual to break their fast. . However, there is a concern that it
would not be possible to take medication to counteract any side-effects from
the vaccination. This may cause people to be reluctant to receive the
vaccination during Ramadan. Messaging is being supported via Young
Healthwatch and cultural leadersSarah confirmed that the Joint Committee
on Vaccinations and Immunisation (JCVI) guidance will be followed and that
ways to support the delivery of the vaccinations during windows of
opportunity are being considered.
21/21

Primary Care Update - verbal
Chris Skelton delivered a presentation to explain the work carried out by
General Practice during Covid-19, including maximising capacity in all
settings to treat non-Covid-19 patients as well as responding to the
demands of Covid-19 amongst patients and staff.
Chris Skelton emphasised that, despite public perception, GPs did not stop
seeing patients at face-to-face appointments during the pandemic. 56% of
all appointments were face to face.
Plans are in place to ensure that the new processes and skills learned
during the pandemic are not lost and the New Commissioning
Arrangements, which are expected to commence in July 2021, will focus on
recovery, health inequalities and the workforce.
Practices are currently supporting the delivery of the vaccination
programme and are working with services to ensure vaccine is offered to
people who are not registered with a GP.

21/22

Experience of Care report
Lucy O’Lone provided the highlights of the Quarter 3, Experience of Care
report.
Themes identified by the Quality Intelligence Group
• Maternity Services – both positive (staff attitude) and negative (partners
unable to attend clinic) feedback was received and will be shared with
the Transformation Manager.
• Flu vaccination programme – positive patient stories
• Primary Care – mixed feedback – eg positive experience of telephone
and online consultations and negative feedback regarding poor

communication.
Care Homes and Visiting
One care home has now established ‘visiting pods’ in the garden to allow
family and friends to meet safely with residents in line with national
guidelines.
Community Mental Health Service Survey 2020
South West Yorkshire Partnership Foundation Trust has performed in line
with equivalent providers thought out the country. The Trust was found to
have good organisational processes and the overall patient experience
score has improved.
Cancer patient experience survey 2020/21
NHS E&I has chosen not to carry out the formal survey this year, allowing
Trusts to run the survey if they wish to do so. The formal survey will be
reinstated in 2021/22.
In the meantime, NHS Wakefield CCG Quality Team will update continue to
receive updates and feedback from patient groups.
Patient feedback regarding the Covid 19 Vaccination Programme
All feedback is logged and discussed.
Themes of feedback were:
• Communication – how or when vaccinations would be received.
• Access - lack of appointment slots and difficulties in accessing booking
systems.
• Staff – positive feedback regarding support from staff at vaccination
sites.
• Vaccinations – concern regarding the speed at which the vaccine was
developed, its safety and efficiency.
• Vaccination sites – clarity regarding the location of sites offering the
vaccine.
• Accessibility – concerns from the deaf community and patients with sight
difficulties regarding obtaining information and access to sites.
Dáša Farmer confirmed that the learning from patient feedback has been
used to support the further development of the programme both locally and
regionally.
Laura Elliott confirmed that overall, the feedback from patients and carers
had been positive. Mavis Harrison commented on her own positive
experience.
21/23

0-19 service
Anna Ross delivered details of the stakeholder engagement plan for the
0-19 children’s public health service.
The service provided a seamless pathway through public health nursing

services to all residents in Wakefield aged 0-19 and up to 25 for those with
Special Educational Needs. The service is currently provided by Bradford
Teaching Hospitals NS Foundation Trust and the contract is coming to an
end.
The proposed engagement is to understand how people interact with the
relevant teams and to inform the redesign of the service. The engagement
will be conducted via various stakeholders, such as schools and colleges,
and existing services and will concentrate on the following themes:
• 0-5 years
• Primary School ages (5-11)
• Secondary School ages (11-16)
• 16+
• Specialise support areas eg Safeguarding, young cares, young parents,
ethnic groups etc
The engagement will be outsourced and will be available in easy-to-read
and a variety of other formats. The survey will be considered alongside
those of existing services to ensure the triangulation of responses.
An active engagement and media plan will be available within the coming
months. The results of the engagement process will be shared at a future
Patient & Community Panel.
Safeen Rehman confirmed that Young Healthwatch will support the
engagement process.
Anna Ross asked members to contact her via Dáša Farmer if they had any
comments on the engagement proposal.
21/24

Any Other Business
Dáša Farmer advised that West Yorkshire has developed a briefing session
to support people holding community conversations about the vaccination
programme. Briefing documents are also available. Anyone who feels that
this would be beneficial should contact Dáša Farmer. Members noted that it
would be useful to hold a specific session.
Dáša Farmer once again asked members to encourage participation in the
national Census which runs on 21 March 2021.
Robert Ince asked what notification was given to patients when a treatment
or service was decommissioned. Ruth Unwin explained that an engagement
programme would be undertaken when consideration was being given to
the de-commissioning of a service. If a procedure or medication was found
to be ineffective, clinicians would be provided with guidance as to how to
explain the situation to affected patients.
Action: Ruth Unwin will liaise directly with Robert Ince regarding the
provision of lignocaine injections for pain management.
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Date and Time of next meeting
10:00 – 12:00 noon on Thursday, 8 April 2021via Microsoft Teams.

Agenda item:17g(i)
NHS Wakefield Clinical Commissioning Group
QUALITY, PERFORMANCE & GOVERNANCE COMMITTEE
Minutes of the Meeting held on 28 January 2021
Present:

Suzannah Cookson
Dr Deborah Hallott
Stephen Hardy
Richard Hindley (Chair)
Ruth Unwin
Jonathan Webb
Jo Webster

In Attendance:

Susan Allan-Kirk
Laura Elliott
Lucy O’Lone
Angela Peatfield
Amrit Reyat
Nicola Richardson
Donna Roberts
Caroline Squires
Suzie Tilburn
Pam Vaines
Richard Watkinson

21/01

Chief Nurse
Nominated Clinical Member
Lay Member
Lay Member
Director Corporate Affairs
Chief Finance Officer/Deputy Chief
Officer
Chief Officer
Headquarters Services Manager
(item 21/14)
Head of Quality (item 21/10)
Quality Co-ordinator (item 21/08,
21/09)
Minute taker
Governance & Board Secretary
Performance, Data & Information
Analyst (item 21/07)
Infection, Prevention & Control
Manager (item 21/11)
Information Governance Manager
(21/15)
Associate Director HR &OD (21/17)
Governance Officer (item 21/13)
Lay Member

Apologies for Absence
Apologies were received from Dr Adam Sheppard

21/02

Declarations of interest
Dr Deborah Hallott declared an interest regarding reference to GP
practices in the papers presented to the Committee as Dr Hallott is a
GP in the area. The Chair noted the declaration and as the reports
referred to were not decision making items, Dr Hallott could take part in
the debate when these reports were presented.
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21/03

Minutes of the meeting held on 26 November 2020
The minutes of the meeting held on 26 November 2020 were agreed
as an accurate record.

21/04

Action Sheet from the meeting held on 26 November 2020
All actions were noted.

21/05

Matters Arising
There were no matters arising.

21/06

Quality, Performance & Governance Committee Self-assessment
Amrit Reyat presented this paper detailing the process for the
completion of the 2020/21 Committee Self-Assessment questionnaire,
which this year will be in the form of a survey.
Amrit explained that it is good practice for the Committee to undertake
a regular review of the committee effectiveness in order to support
committee development and as evidence to support the Annual
Governance Statement in relation to robustness of the CCG’s
governance framework.
The self-assessment is split into two sections. Part one relating to
committee processes will be completed between the Chair and the
Governance and Board Secretary. Part two is to be completed by all
members and is designed to gauge the committee’s effectiveness by
taking the views of the committee members across a number of
themes.
The link will be emailed to Committee members during the week
commencing 1 February 2021. The survey will close on 2 April with a
reminder sent on 1 March. All members are encouraged to complete
the survey.
A summary of the results will be presented at the 27 May meeting.
It was RESOLVED that:
i)

21/07

members noted the process for the completion of the 2020/2021
Committee Self-assessment questionnaire

Performance Report
Nicola Richardson joined the meeting to present this report. Due to the
current ongoing COVID-19 situation NHS England have suspended the
national Oversight Framework, which forms the foundation of the
CCG’s Performance Report. As a result, the Performance Report only
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reports against the national constitutional standards. The report
includes an update on; Planned Care Performance; Mental Health and
Mid Yorkshire Planned Care Update.
Nicola provided highlights from the report relating to the performance
standards for Cancer, Referral to Treatment and Mental Health.
Cancer
Performance is holding steady with 3 out of the 12 measures reporting
below the national standard. 62 day performance improved in
November and a further improvement is expected in December. From
1 February 2021 a new rapid diagnostic pathway will be in place at Mid
Yorkshire. This will enable patients who have vague symptoms that
could indicate Cancer, to be reviewed by a specialist nurse, with
diagnostics ordered and undertaken quickly, prior to review. This is a
positive development that will bring Mid Yorkshire in line with other
trusts in West Yorkshire.
Referral to Treatment
The Incomplete Waiting List has decreased in November and
continues to report below the position at the end of March 2020 and
March 2019. At Trust level the Waiting List continues to hold steady
throughout December and January. The main concern is the 52 week
position, which continues to grow, largely as a result of the growing
admitted waiting list. The Trust are reviewing the Waiting List and
looking at validating patients by their priority group coding. The
Waiting List position is also reviewed weekly at the Access and
Performance Group.
Mental Health
In terms of Mental Health, there has been a slight reduction in the
recovery standard, which falls just below target. However, overall
performance remains consistent and is being achieved.
Jo Webster wanted to bring to the Committee’s attention that the CCG
is aware of the 52 week situation and is working with the system
including clinical directors to plan the recovery and re-set and also to
consider how to improve the delivery of planned care in the future.
Details of the recovery and re-set plans will emerge over the next few
months.
With reference to the Mental Health performance, it was suggested
that a Mental Health Alliance update is presented to the March Public
Governing Body meeting.
A discussion followed and Dr Deborah Hallott referred to the econsultation audit that was presented to the Clinical Strategy Group
and advised that there is work ongoing to validate the process to
ensure that patients are not ‘falling through the net’. Primary Care
colleagues are seeing the improvement in the access to the support
available through CAMHS.
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Suzannah Cookson confirmed that the clinical validation of waiting lists
is continuing. Jo Webster commented that there is a need to get
underneath the clinical validation data to ensure that the experience
and quality of life of patients on waiting lists is also being taken into
account. Consideration of the patient experience will be a part of the
discussions as the new pathways are developed.
It was RESOLVED that:
i)
ii)

21/08

members noted the current CCG performance against the
constitutional standards: and
noted those indicators where performance is below target and the
associated exception reports where provided

Experience of Care Report – Quarter 3 2020/21
Suzannah Cookson introduced the following quality reports which
include exception reports of matters emerging over the last couple of
months, an update on the work of the Care Quality Commission and
Infection Prevention & Control team. Also included is a focused letter
from Ofsted with details of actions agreed relating to the health
elements.
Lucy O’Lone joined the meeting to present the Experience of Care
Report referring to the top three themes from the Quality Intelligence
Group which were:
1. Maternity – this service has received mixed feedback from
expectant and new mums about their experience of maternity
services during the pandemic. The feedback has been shared
with the Maternity Transformation Manager.
2. Flu vaccine experiences – positive feedback has been received
and overall patients felt safe and the process was organised and
efficient.
3. Primary Care – mixed feedback has been received and this
information will be shared with business managers and practice
managers
Care homes are continuing to be creative in keeping residents in
contact with families. Using various methods including iPads, drive-by
visits and one home has installed a visitor Pod.
Laura Elliott referred to the positive feedback from the flu campaign,
advising that feedback is now being received on the Covid vaccination
process. This will be shared with the Vaccination Team.
A discussion followed regarding the maternity services feedback and
the need for compassion for parents as having a baby during lockdown
is such a different situation.
4

Dr Deborah Hallott commented that primary care colleagues need to
consider how they can facilitate where a partner wishes to be
accompanied by their partner to the surgery appointments. Laura
Elliott advised that she would review the patient feedback received to
check whether the comments regarding partner’s accompanying on
appointments was in the hospital or community.
Richard Hindley thanked Lucy for the detailed report.
It was RESOLVED that:
i)

21/09

members noted the current trends against indicators in the
experience of care dashboard and themes relating to patient
experience

Quarter 3 2020/21 Quality Exception Report
Lucy O’Lone presented this report providing details of any potential
negative impacts to patient safety, effectiveness and experience of
care.
The Areas of Quality that have been identified for concern within
quarter 3 2020/21 include:
•
•

•

Four 12 hour breaches in Emergency Departments at MYHT –
there was no harm to patients.
Never Events – all have undergone a root cause analysis
investigation and the report details the action taken by the Trust.
An additional never event has occurred since this report was
completed involving wrong site surgery. Duty of candour was
completed and the patient recovered and is now home.
Oncology Service at MYHT – actions are in place to ensure that
the patient activity demands are being met. During the next three
months the Trust will be working on a broad strategic plan for
improvement and sustainability. This includes plans for joint
recruitment of consultants with LTHT as part of a resilience plan,
as well as undertaking a full workforce review and benchmarking
exercise which the Trust has asked the Cancer Alliance to support.

Laura Elliott referred to the Independent Review of Maternity Services
at Shrewsbury and Telford Hospitals NHS Trust – referred to as the
Ockenden Review. NHS England and NHS Improvement identified 12
urgent clinical priorities from the Immediate and Essential Actions and
set out a reporting schedule for NHS Trusts to confirm compliance with
these via the national maternity team. The review also requires
Boards to implement monthly perinatal quality surveillance against
new minimum quality measures and locally collected intelligence from
January 2020. The Mid Yorkshire Hospitals Trust submitted their
response in relation to the 12 urgent clinical priorities by the required
deadline of 14 December 2020 confirming they were compliant.
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Laura Elliott advised that an update was provided to the MYHT Quality
Committee in January 2021, with a proposal for the Maternity Strategy
Board to evolve into a Maternity Quality Surveillance Group.
Membership of the group will continue to include the CCG, LMS and
NHSEI and will provide assurance to the Trust Board against the
requirements within the quality surveillance model. Laura will check
whether this proposal has been approved.
It was RESOLVED that:
i)
21/10

members noted the contents of the report for information

Care Quality Commission Update
Laura Elliott presented this update advising that as previously reported
to the Committee due to the coronavirus pandemic the Care Quality
Commission (CQC) suspended routine inspections and introduced the
Emergency Support Framework (ESF) to support providers and ensure
safety remains a priority.
The CQC has moved to transitional monitoring arrangements based on
risk assessment and a number of inspections of providers have taken
place.
An unannounced CQC inspection has taken place at Broxbourne
House and Whitwood Grange. Broxbourne House was rated overall
Requires Improvement and Whitwood Grange was rated overall
Inadequate. Laura confirmed there is a meeting to be held tomorrow
regarding the enhanced surveillance process for both these homes.
The CQC continue to be an integral part of the enhanced surveillance
process for care homes.
Laura confirmed that the following services have been identified for use
by the Local Authority as a designated care setting in response to the
Winter Plan for people discharged from hospital with a positive Covid19 status:
•
•
•

Earls Lodge Care Home
Dovecote Lodge
Snydale Care Home

Laura referred to DMC Healthcare Ltd who provide community
dermatology services and has contracts with Wakefield CCG and
Leeds CCG. DMC Headquarters (London) were inspected by the CQC
during July-September 2020. This was in response to staff
whistleblowing and suspension of the provider’s dermatology service
by Kent and Medway CCG. The service provides a ‘hub and spoke’
model with governance, bookings and clinical oversight provided
nationally. Wakefield CCG has held contract meetings with DMC and
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is requesting an Isotretinoin Audit to assure safety. A further update
will be provided at a future meeting.
Laura advised that the primary care Transitional Regulatory Approach
has been paused due to the pandemic and no further regulatory action
is being taken following the calls made so far. It was noted there were
minor areas for improvement noted for some practices and these
issues will be followed up with individual practices by the Quality
Support Manager.
Suzannah Cookson advised there were no specific issues and
confirmed that quality will be ‘round the table’ as part of the annual
contract discussions.
It was RESOLVED that:
i)
21/11

members noted the contents of the report for information

2020/21 Q1 and Q2 Infection Prevention and Control (IPC) Report
Donna Roberts joined the meeting to present the Q1 and Q2 2020/21
Infection, Prevention and Control report providing a summary on how
risks related to healthcare associated infection (HCAI) are being
managed during 2020/21. Due to the challenges for and capacity of
the IPC team during the pandemic the report is a summary and not as
detailed as would normally be presented.
Infection prevention and control continues to be a high priority work
stream for the CCG, even more so during the pandemic. Due to the
increase in workload of the team during the pandemic some routine
work has been paused, this includes routine audits of GPs and care
homes.
Since January 2020 information on Covid-19 and infection prevention
and control continues to be cascaded to care homes, domiciliary
providers, GPs, schools and primary care networks. The team has
ensured up to date guidance has been cascaded to care homes via the
NHS Future Platform as well as newsletters. The team have provided
a Daily Situation Report of Care Home outbreaks to health and social
care providers.
Members of the IPC team have taken part in the Infection Prevention
and Control super-trainer online course. This is designed to support
care homes in training the trainers on IPC. The team provided all care
homes with an IPC self-assessment tool as a result of visiting
restrictions.
The team has continued to work collaboratively with the Trust and
being involved in the management of a number of incidents at MYHT.
Details of the learning from the incidents are included in the report.
The Trust has undertaken a lot of work following national guidance of
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swabbing and ward outbreaks. The IPC team have worked with the
Trust to improve their processes including ensuring there are no
breaches of PPE when staff have break times. Additional signage to
be added when entering the hospital providing further guidance to
patients and staff and reduce staff movement between wards.
Jonathan Webb referred to the vaccination centres and if any IPC
issues had been highlighted. Donna Roberts responded to confirm
that a lot of planning had taken place when setting up the vaccination
centres including ensuring the marshalls escorting members of the
public are aware of the social distancing requirements. Donna
confirmed that she is not aware of any IPC issues in the vaccination
centres.
A discussion followed acknowledging the successful running of the
vaccination centres and the social distancing measures in place. Staff
working at the vaccination centres have already been vaccinated so
this is an additional risk mitigating factor in infection spreading and the
use of PPE is also an additional assurance.
Suzannah Cookson congratulated the IPC team on their work
throughout the pandemic commenting that the hard work that had
taken place prior to the pandemic was paying dividends. It was noted
that there may be some national additional funding available to raise
the awareness of IPC in relation to learning disability homes and their
carers.
Richard Hindley thanked Donna for the report.
It was RESOLVED that:
i)
ii)
21/12

members noted and discussed any areas of interest and concern;
and
agreed to receive a further update in six months

Ofsted Focused Visit to Wakefield local authority children’s
services – December 2020
Suzannah Cookson presented this paper advising that Ofsted
inspectors had visited Wakefield Council between 3 and 5 November
2020 as part of the Ofsted’s ongoing work with Wakefield’s children’s
services following the inadequate rating in June 2018. The inspection
letter, published on 18 December 2020 was very promising and
recognises the overall improvements made. The Council and Ofsted
acknowledge that there is more work to do and plans are in place to
tackle the areas of improvement identified. These include the
response to more complex cases involving neglect and the shortage of
suitable accommodation for care leavers.
Suzannah advised that a CCG health action plan has been produced,
as part of the letter identified three priority areas where health provider
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organisations can contribute to the overall improvements going
forward.
Suzannah advised that she had recently undertaken a ‘walk the floor’
in the health visiting service where staff are being encouraged to use
the Neglect Toolkit. Improved use of the toolkit is included in the action
plan.
Dr Deborah Hallott thanked Suzannah for the update and commented
that there is some fantastic partnership ongoing work and this has
definitely improved the care of children and young people.
It was RESOLVED that:
i)
21/13

members noted the Ofsted letter and the action plan

Risk Register final 2020/21 report
Pam Vaines joined the meeting to present this report advising that the
impact of the Covid-19 pandemic continues to be reflected on the Risk
Register. As at 12 January 2021 there were 53 risks on the register.
The next cycle of the Risk Register review commences on 29 March
2021.
Pam also advised that following a recent Internal Audit review of the
Risk Register a result of ‘significant assurance’ has been received from
the auditors.
It was RESOLVED that:
i)

members approved the public Risk Register for NHS Wakefield
Clinical Commissioning Group as a correct reflection of the
current
position
21/14

Health & Safety Report – Quarters 2 and 3 2020/21
Susan Allan-Kirk joined the meeting to present this report noting that
there have been no health and safety incidents over the last six
months.
The organisation continues to support staff working from home during
the pandemic by using a mix of initiatives that provide support for both
physical and mental wellbeing.
It was noted that White Rose House is temporarily closed and planned
preventative maintenance continues to ensure the upkeep of the
building.
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The Staff Engagement Group and Line Managers continue to work on
improving the training figures for mandatory training.
It was RESOLVED that:
i)

21/15

members noted the six monthly Health and Safety report and the
incidents reporting during the period 1 July to 31 December 2020

Information Governance Update
Caroline Squires joined the meeting to present this update providing
an update on current work being undertaken by the Information
Governance Team.
Following the release of the Data Security and Protection Toolkit
(DSPT) in December 2020. The baseline assessment is due at the
end of February 2021 and the submission date is the end of June
2021. This reflects the ongoing diversion of resources to support the
COVID-19 response.
There are 89 mandatory evidence lines for 2020/21 (a drop of 22).
One of the key areas to be changed from being mandatory to nonmandatory was the requirement for an on-site data security
assessment, reflecting the ongoing pressures NHS organisations are
currently under in responding to the pandemic.
The paper details the DSPT positive progress being made and a RAG
rated progress report against the 10 DSPT Data Security Standards
will be included in the next report to the Committee in March 2021.
The Annual Data Security Awareness training is currently at 63.56%
and work continues to improve this compliance.
The DSPT mandates that organisations identify their top three data
security and protection risks and all three risks are reflected on the
corporate risk register and are being managed in line with the
Integrated Risk Management Framework.
Details of the summary action log and next steps were shared for
information including new actions identified for January to March 2021.
It was RESOLVED that:
i)

21/16

members noted the contents of the Information Governance
Update

Information Governance Policies Book and Information
Governance Procedures Book
Caroline Squires presented the revised Information Governance
Policies Book and the Information Governance Procedures book and
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advised that specific enhancements have been made to support the
requirements associated with the Data Security and Protection Toolkit
2020/21.
It was RESOLVED that:
i)
ii)

21/17

members approved the NHS Wakefield CCG Information
Governance Policies Book; and
approved the NHS Wakefield CCG Information Governance
Procedures Book

Statutory and Mandatory Training Review
Suzie Tilburn joined the meeting to present the details of the Statutory
and Mandatory Training Review that has been undertaken together
with the revised training matrix.
It was noted that training is currently being delivered virtually and this is
expected to continue over the next few months.
Reporting of training compliance is shared regularly through a number
of routes within the organisation.
It was RESOLVED that:
i)

21/18

members approved the updated Mandatory and Statutory training
matrix

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

Quality Intelligence Group – minutes of meetings held on 17
November and 15 December 2020
Mid Yorkshire A&E Improvement Group – minutes of meetings

ii)
held
iii)
iv)

21/19

on 17 November and 15 December 2020
999/Integrated Urgent Care Joint Quality Board – minutes of
meeting held on 10 November 2020
South West Yorkshire Partnership Foundation Trust Quality
Board – minutes of meeting held on 11 September 2020

Matters to be referred to other committees or Governing Body
21/07 – Performance Report
Provide a Mental Health Alliance Update to Governing Body in March
2021

21/20

Any other business
None
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21/21

Date and time of next meeting:
Thursday, 25 March 2021, 9.00 to 11.00 am.
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Richard Hindley (Chair)
Dr Adam Sheppard
Ruth Unwin
Jonathan Webb

Chief Nurse
Nominated Clinical Member
Lay Member
Lay Member
Nominated Clinical Member
Director Corporate Affairs
Chief Finance Officer/Deputy Chief
Officer

In Attendance:

Laura Elliott
Angela Peatfield
Amrit Reyat
Caroline Squires

Head of Quality
Minute taker
Governance & Board Secretary
Information Governance Manager
(item 21/40)
Associate Director HR &OD (items
21/41, 21/42)
Head of Business Intelligence (item
21/35)
Governance Officer (items 21/38,
21/39))
Lay Member

Suzie Tilburn
Natalie Tolson
Pam Vaines
Richard Watkinson

21/30

Apologies for Absence
Apologies were received from Jo Webster.

21/31

Declarations of interest
Dr Adam Sheppard and Dr Deborah Hallott declared an interest
regarding reference to GP practices in the papers presented to the
Committee as both are GPs in the area. Dr Hallott specifically
highlighted reference to her surgery New Southgate Surgery. The
Chair noted the declarations and as the reports referred to were not
decision making items, Dr Sheppard and Dr Hallott could take part in
the debate when these reports were presented.
1

21/32

Minutes of the meeting held on 28 January 2021
The minutes of the meeting held on 26 November 2020 were agreed
as an accurate record.

21/33

Action Sheet from the meeting held on 28 January 2021
All actions were noted.

21/34

Matters Arising
There were no matters arising.

21/35

Performance Report
Natalie Tolson joined the meeting to present this month’s Performance
Report including an update on Planned Care Performance, Mental
Health performance and Mid Yorkshire Planned Care Update.
Natalie provided some key highlights from the report:
Cancer Waiting Times
In January, the cancer measures have deteriorated, with all 3 of the 62
day measures not achieving standard. The measure for 2 week breast
has deteriorated to 89.4%, however the 2 week measure for urgent GP
referral continues to achieve, at 94.5%.
Referral to Treatment (RTT)
18 week performance has deteriorated slightly in January to 73.4%,
compared to 75.3% in December, remaining below target. The number
of 52 week breaches continues to rise, with 1,189 reported in January
which is 5% of the total waiting list. Actions are in place to reduce this
position and performance is reviewed weekly. Natalie advised that
elective activity has started to increase with two additional theatres
now open and more due to open shortly which will continue to increase
performance against target.
Diagnostics
Performance against the 6 week waiting time standard has improved
for the eighth consecutive month, now reporting at its lowest at 3.9% in
January.
Referring to Adult’s Mental Health Service it was noted the patient
satisfaction for Improving Access to Psychological Therapies (IAPT)
continues to be high, with January reporting an in-year high of 97%. In
January 2021, the number entering treatment within 6 and 18 weeks
continues to report at 100% across the IAPT service.
Natalie advised that A&E has been challenging over the past few
weeks with an increase in attendance and in particular paediatric
attendance. The increased A&E attendance has resulted in 22
2

ambulance breaches with delays over 60 minutes across the Mid
Yorkshire Hospitals NHS Trust.
Stephen Hardy raised a question regarding the 52 week breaches and
when treatment is considered to begin noting that lots of actions have
been put in place to improve the pathways of care. Natalie confirmed
that she will review the ‘first follow up’ data and include an update in
the next report. Natalie did advise that the bulk of breaches relate to
the admitted waiting list and that there are a number of patients who
have deferred their treatment and this number is included in the waiting
list numbers. The Trust continues to review and prioritise the waiting
list.
Suzannah Cookson queried whether there was any connection with the
non-accidental injury relating to the current lockdown and Natalie
agreed to check whether there was any connection.
Ruth Unwin referred to the 52 week waits and the plans discussed at
the Overview and Scrutiny Committee to eliminate these by the end of
March 2021. Natalie confirmed that this is built into the 2021/22 plan.
Laura Elliott advised that nothing has been raised via the Quality
Intelligence Group regarding patients or relatives being unhappy with
the current waiting times, noting that a number of patients have chosen
to pause their treatment.
Dr Deborah Hallott commented on the improved access to diagnostics
for primary care and in particular the better access for ENT by the outsourcing some of this work and if there are plans for this to be
translated in other areas? Natalie advised that a number of specialities
are looking at out-sourcing and she will provide an update and include
in a future report.
It was RESOLVED that:
i)
ii)

21/36

members noted the current CCG performance against the
constitutional standards: and
noted those indicators where performance is below target and the
associated exception reports where provided

Patient Safety and Outcomes Report – Quarter 3 2020/21
Laura Elliott presented this report which identifies good practice and
where areas for improvement need to be considered and action taken
to support and improve patient outcomes.
Laura advised that the report content has been revised in response to
the national direction to reduce the assurance burden on providers and
commissioners in favour of reporting where there is benefit and drives
improvement, safety and innovation.
3

The report details the set of criteria for exception reporting and
includes an overview of the latest Care Quality Commission inspection
ratings that have been published for providers within the Wakefield
area. A full exception report will only be included for services that
receive a Requires Improvement or Inadequate CQC rating.
Laura highlighted that the Learning Disabilities Mortality Review
(LeDeR) system and review process is undergoing significant change
in 2021 including the transfer to a new NHS IT system. Any
unallocated reviews or those in statutory processes will transfer to the
new system which will go live on 1 June 2021. Laura advised that
further detail will be provided in the LeDeR Annual Report.
Laura confirmed that following two Never Events at MYHT duty of
candour was carried out and a full investigation is underway.
Laura referred to the Oncology Service at MYHT and as previously
reported to the Committee in January 2021 the service highlighted a
risk to service continuity and quality of care due to a reduction in
consultant workforce. A strategy event was planned for 10 March
2021for patients, partners and other stakeholders to discuss and
develop the Trust’s oncology strategy in line with the Trust’s vision ‘to
achieve excellent oncology experience each and every time’.
Stephen Hardy commented on the overall Level A performance
improvement regarding the Sentinel Stroke National Audit Programme
(SSNAP) data and queried whether there is 24 hour access to
therapists. Laura Elliott confirmed she would check regarding 24 hour
access but advised that therapists were now available over the
weekend period.
Richard Hindley queried whether the Annual Health checks for patients
with Learning Disabilities target will be achieved and Laura Elliott
advised that a great deal of work has taken place in Q4 and it is
expected that the target will be achieved.
It was RESOLVED that:
i)

21/37

members noted the current risks and assurances relating to
quality and patient safety

Quality Intelligence Group Terms of Reference
Laura Elliott present the Quality Intelligence Group revised Terms of
Reference advising noting minor changes have been made to reflect
the new governance arrangements and new members.
One addition to the Role and Function of the Group is to provide
members with an update around how the soft intelligence shared has
influenced commissioning and quality improvement.
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Laura commented that there is now more engagement taking place in
the virtual meetings and there has been good discussion for example;
relating to the flu campaign; change to the interpreting services and
maternity services. Information gained is shared with both the Care
Quality Commission and the ICS.
It was RESOLVED that:
i)

21/38

members approve the updated terms of reference for the Quality
Intelligence Group

Governing Body Assurance Framework (GBAF)
Pam Vaines joined the meeting to present this paper advising that the
GBAF has undergone the first review cycle using the new electronic
GBAF system.
Due to the high level of demand placed on senior staff by the response
to Covid, a high level review has been undertaken. Each entry has
been reviewed and the GBAF discussed by the Senior Leadership
Team.
It is recommended that a deep dive into the entries and a detailed
review of each risk is completed during the next review cycle in Quarter
3, 2021/22.
Richard Watkinson referred to risk number 4.1 which is currently
showing amber RAG status and queried that the report states no gaps
in controls. Pam advised that amber is not the score of the risk but
shows parity within the CCG.
Ruth Unwin commented that she would re-look at this risk to check
there are no gaps in controls before the GBAF is presented to the
Governing Body for approval.
It was RESOLVED that:
i)

ii)
21/39

members noted the GBAF as a true and fair reflection of strategic
risks/threats and as evidence that satisfactory progress is being
maintained to manage risk; and
recommend the GBAF to the Governing Body for approval.

Risk Management Audit Report 2020/21
Pam Vaines presented this report advising that Audit Yorkshire carried
out a review of the risk processes undertaken by the CCG to ensure
that robust processes are in place to identify and record all risks
relating to Covid-19 together with existing risks.
The Internal Audit report provides Significant Assurance regarding risk
management processes with one recommendation that was already on
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the CCG agenda, to carry out a deep dive intro entries contained in the
Governing Body Assurance Framework and this will take place during
2021/22.
Ruth Unwin commented that this was a thorough report and provides a
good level of assurance that systems and processes were maintained
through the current recent challenges of the pandemic.
It was RESOLVED that:
i)
ii)

21/40

members noted the Internal Audit Report; and
approved the action to establish a programme of ‘deep dive’
reviews of the Governing Body Assurance Framework (GBAF)

Information Governance Update
Caroline Squires joined the meeting to present this update providing an
update on the progress of the information governance work
programme. It was noted that the intention in the future is to adapt the
format of this report to a more concise dashboard style of reporting.
There has been positive progress of the Data Security and Protection
Toolkit (DSPT) 2020/21 and a baseline assessment and submission
was made on 25 February 2021. At that point 30 out of 89 evidence
lines had been completed.
The format and timing of the annual internal audit of the DSPT
submission is yet to be confirmed and will follow a new and prescriptive
independent audit framework for the DSPT called ‘Strengthening
Assurance’.
As at 12 March 2021 the DSPT related risk present on the corporate
risk register remains with a current risk scoring of 9, following the next
review cycle this score will be reviewed and may reduce.
A Data Security Improvement Plan was prepared earlier in the year
detailing actions required to mitigate identified vulnerabilities from the
NHS Digital IT Health Check. An update on the plan will be included in
the next IG report to the Committee.
Caroline advised that the current Data Security awareness annual
training compliance is 77.48% and further reminders will be sent out to
staff to work towards a 95% compliance requirement.
A table top data security exercise was undertaken on 16 February
2021 over MS Teams. A number of areas of good practice and
learning were identified. The action plan from this exercise can be
found at Appendix B of this report. Details of the feedback from the
exercise will be shared at a future Staff Briefing.
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Dr Deborah Hallott extended thanks to the Information Governance
Team for their support in the development and governance for carers
regarding data sharing and appreciated that this was an additional
piece of work for the team.
Jonathan Webb referred to the training compliance and the current low
level on uptake. Amrit confirmed that it is the aim to achieve 100%
compliance, however it does rely on line managers ensuring that their
staff are compliant with their mandatory training and support is
requested of Directors to support this compliance. Daily reports are
received from HR advising of those who are not compliant.
Ruth Unwin commented that compliance with mandatory training is not
unique to IG training, noting that some staff have been working in
different areas throughout the pandemic. It was suggested that a
discussion is held by the Senior Leadership Team to consider the
tolerance of compliance, bearing in mind staff working in other areas.
It was RESOLVED that:
i)

21/41

members noted the contents of the Information Governance
Update

Workforce Report Q3 2020/21
Suzie Tilburn joined the meeting to present this report providing a
range of workforce information and key workforce actions.
Suzie highlighted some of the key headlines from the report:
•
•
•
•
•

•
•

The BAME Network continues to meet on a bi-monthly basis and
the BAME Development Fellowship programme is ongoing.
The staff sickness absence rate remains low and as at 31
December 2020 was 1.31% with most absences relating to
COVID.
Additional actions are in place to address employees experiencing
MSK issues whilst working from home.
Further communications to take place to encourage employees to
record if they are a working carer
An employee Health and Wellbeing Week was held in November
2020 with several workshops being held over the week covering
taking care of your back, better sleep and managing mood and
anxiety and encouraging protected time at lunch to encourage
employees to exercise
The Workplace Behaviour Ambassador’s continue to have regular
meetings to discuss any themes of concern and encourage
wellbeing conversations with staff.
The Mental Health First Aiders continue to work on how they offer
their support virtually in relation to mental wellbeing.
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•

Work is ongoing to ease the return to the office to ensure the right
support is in place for staff.

Suzie referred to the training summary and advised that details of the
training compliance and support provided will continue to be discussed
with the Senior Leadership Team. Completion of mandatory training is
part of the Pay Progression Policy and it was noted that it is the
employee’s responsibility to ensure they undertake their mandatory
training. Details of any further actions agreed regarding mandatory
training will be detailed in future reports.
Richard Hindley thanked Suzie for the report and referred to the
working at home arrangements and whether the reduction in sickness
absence was a cause for concern?
Suzie responded to say that work is ongoing to try to understand this
reduction and reflected that now the staff are working in a different way
and no longer need to travel to work this can make working easier.
Work is ongoing to ensure staff do not feel under pressure to work
when they are ill.
It was RESOLVED that:
i)

21/42

members noted the content of the workforce update provided
within this report and the actions proposed

Staff Survey Summary Results 2020
Suzie Tilburn presented this paper advising that the survey offers
insight into the themes outlined in the NHS People Plan and the
organisation received an overall 83% response rate which is above the
median response rate of 80% for other CCGs participating in the staff
survey nationally.
The summary information provides an overview of how the
organisation has benchmarked against other CCGs in relation to
themed areas which take into account responses to relevant groups of
questions. The organisation is above average or equal with other
CCGs on all areas.
Following the results of the survey, an action plan is currently being
developed with employee engagement and input with actions to
include the following:
•
•

Further embed the role of Workplace Behaviour Ambassador’s to
promote positive behaviours and with additional communication to
remind employees how to raise concerns
Arrange for sessions for employees in relation to home working to
include; correct posture; setting up a safe working environment
and regular breaks between meetings
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•
•

An analysis into the potential link between employees having
unrealistic work pressures, working additional hours and feeling
unwell as a result of work related stress
Review of the 1:1 form to include more emphasis in relation to the
health and wellbeing of employees

Stephen Hardy referred to the results including ICS staff and whether
this can be separated so issues identified by CCG staff can be made
clear?
Suzie Tilburn responded that as this is a national anonymous survey it
would be quite restrictive to retrieve this information. Suzie agreed to
go back to the survey provider to seek what could be extracted.
It was RESOLVED that:
i)

21/43

members reviewed the organisational results from the national
Staff Survey 2020 and noted the next steps.

Public Sector Equality Report 2021
Ruth Unwin presented this report which provides an annual update of
activity undertaken to embed equality within the organisation and its
activities.
The equality agenda is critical to our success and is reinforced by our
vision and values. We work to understand the communities we serve
and make better decisions ensuring the services we plan and buy
meet the needs of the population of Wakefield. This report provides
evidence of our compliance with the Public Sector Equality Duty and
demonstrates our commitment to equality and inclusion.
The work to address health inequality includes the embedding in
practice the Quality Impact Assessment in practice and the Quality
Team and Equality Team have worked hard to ensure changes have
been achieved. The CCG will continue to deliver on the equality
agenda and support providers with a focus on integrating equality and
improving health inequalities both through the pandemic and as we
learn and embed what has worked well for patients and communities.
It was also noted that the ICS now has a Health Inequalities Academy
with a collaborative approach to closing the health and wellbeing gap
across West Yorkshire and Harrogate which can link to other regional
and national resources.
It was RESOLVED that:
i)

members noted the assurance provided on progress against the
equality agenda and approved the report for publication
9

21/44

Executive Management Group – Policy Review
Amrit Reyat presented this paper and referred to a recent letter from
NHS England advising NHS providers and CCGs to take steps to
release capacity to support the front line response to the pandemic by
reducing non-essential activities. Based on this information, a paper
was presented to the Governing Body on 9 March 2021 where it was
approved that all policies reviews are to be extended to April 2022
unless required by exception to respond to a change in circumstances
or legislation.
Therefore, the Executive Management Group, who currently meet to
review revised policies will be stood down and will only meet where
necessary to respond to a change in circumstances or legislation.
It was RESOLVED that:
i)

21/45

members noted that all policy review dates have been extended
to April 2022 and the Executive Management Group will no longer
meet on a regular basis to review revised policies unless required
by exception to respond to a change in circumstances or
legislation

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

21/46

Mid Yorkshire A&E Improvement Group – minutes of meetings
held on 19 January and 16 February 2021
Quality Intelligence Group – minutes of meetings held on 12
January and 9 February 2021

Matters to be referred to other committees or Governing Body
21/38 – Governing Body Assurance Framework
Present GBAF at the June Public Governing Body meeting.

21/47

Any other business
None

21/48

Date and time of next meeting:
Thursday, 27 May 2021, 9.00 to 11.00 am.
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HEALTH AND WELLBEING BOARD
Thursday, 25 March 2021
Present:

Councillor Mrs Heptinstall
Dr A Sheppard
Councillor Mrs Collins
Ms A Hartley
Ms M Brown

Dr D Hallott
Mr S Hardy
Ms S Cookson
Mr M England
Ms S Roxby
Mr S Rayner

Chief Superintendent
McManus
Ms M Sutcliffe
Dr L Harris

Chair
Deputy Chair
WMDC
Director of Public Health
Programme Commissioning
Director of Integrated Care,
CCG
CCG
Non-Executive Member,
CCG
CCG
Mid Yorkshire NHS Trust
Wakefield District Housing
South West Yorkshire
Partnership NHS Foundation
Trust
M West Yorkshire Police
Chief Executive, NOVA
Spectrum representative

19.

APOLOGIES FOR ABSENCE
Apologies for absence submitted prior to the meeting were accepted on behalf of
Councillor Forster, Beate Wagner, Jo Webster, Lee Miller, Nichola Esmond, Gary Jevon
and Martin Barkley.

20.

MINUTES - 24 SEPTEMBER 2020
Resolved – That the Minutes of the meeting of the Health and Wellbeing Board held on
24 September 2020 be approved as a correct record.

21.

CHAIR'S ANNOUNCEMENTS
The Chair, Councillor Mrs Heptinstall took the opportunity to reflect on twelve months
since the first lockdown, paying respect to all those who had lost loved ones and
thanking everyone who had worked tirelessly through the pandemic. Councillor Mrs
Heptinstall also paid thanks to everyone involved in vaccine delivery across the District.
Councillor Mrs Heptinstall welcomed the news that Jo Webster, Chief Officer, Wakefield
CCG would be taking on the role of Corporate Director, Adults, Health and Wellbeing for
Wakefield Council from 1st April 2021 in addition to her current role. Councillor Mrs
Heptinstall looked forward to enhancing the current partnership working.

22.

MEMBERS DECLARATIONS OF INTEREST
No declarations of interest were made.

23.

PUBLIC QUESTIONS
No public question had been received.

24.

ACTION LOG
Esther Ashman gave an update to the Board on the Action Log which continued to be a
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standing item on the agenda to help inform strategies and plans going forward.
It was accepted there had been disruption to services throughout the last twelve months
due to the pandemic which had affected progress against some of the actions but these
would be progressed over the coming months. A summary of these were detailed for
Members.
Data on Referrals for people admitted to hospital for self-harm and requiring links to
specialist support was still being progressed along with the opportunity to link the skills
of adults who were socially isolated with young people who may need additional
support. Updates on these two actions would be brought back to the next meeting.
An update on the Healthy Schools Programme would be provided at the next meeting
but linking with this programme, Esther Ashman and the Chair had received a
presentation entitled Happy, Healthy, Holidays which would be shared with the Board.
The three actions detailed at the September meeting of the Board had been delayed
due to Covid-19 but Members were reminded of the need to progress these matters in
order that an update could be provided at the next meeting:-

Born in Bradford project
Partners to consider the possibility of offering a webinar on relevant subject
matters to assist businesses in supporting their staff, and
Partners to share details of available services to support the Make Every Contact
Count approach.

-

Resolved – That the Action Log be noted.
25.

FOCUSSED DISCUSSION - REDUCING HEALTH INEQUALITIES IN THE
WAKEFIELD HEALTH AND CARE SYSTEM UNDER THE HEALTH AND
WELLBEING PLAN PRIORITIES

26.

WHITE PAPER: INTEGRATION AND INNOVATION: WORKING TOGETHER TO
IMPROVE HEALTH AND SOCIAL CARE FOR ALL
Esther Ashman explained that the Government White Paper ‘Integration and Innovation:
Working together to improve integration and innovation for all’ had been published on 11
February 2021 following an engagement and consultation exercise in November 2020.
It was noted that many, but not all, of the comments submitted during the consultation
had been incorporated into the White Paper.
The Paper highlighted that statutory Integrated Care Systems (ICS) would be formed
made up of a statutory ICS NHS body and a separate statutory ICS Health and Care
Partnership, bringing together the NHS, Local Government and partners. The ICS NHS
body would take on the commissioning functions of the Clinical Commissioning Group
(CCGs) and some of those of NHS England. Each ICS NHS body would have a Board
responsible for:
•
•
•

developing a plan to meet health needs of the population within their defined
geography;
developing a capital plan for NHS providers within their health geography;
securing the provision of health services to meet the needs of the system
population.

It was explained that ICSs would be able to delegate significantly to place level and to

HEALTH AND WELLBEING BOARD - THURSDAY, 25 MARCH 2021
provider collaboratives. The ICS Board would, as a minimum, include a Chair, the CEO
along with representatives from NHS trusts, general practice, local authorities and
others determined locally including non-executives and possibly lay members. The
Board would be directly accountable for NHS spend and performance within the system,
with its Chief Executive becoming the Accounting Officer for the NHS money allocated
to the NHS ICS Body.
To support the ambition for ICSs to address broader health outcomes (including
improving population health and tackling inequalities) an ICS Health and Care
Partnership would be made up of a wider group of organisations than the ICS NHS
Body. This Partnership would develop a plan to address the health, social care and
public health needs of their system. Each ICS NHS Board and Local Authority would
have to have regard to this plan. Members could be drawn from a number of sources
including Health and Wellbeing Boards, partner organisations with an interest in health
and care (e.g. Healthwatch, voluntary and independent sector partners and social care
providers), and organisations with a wider interest in local priorities. The membership
and detailed functions for the ICS Health and Care Partnership would be up to local
areas to decide.
Place-based arrangements between local authorities, the NHS and providers of health
and care would be left to local organisations to arrange. The statutory ICS would work
to support places to integrate services and improve outcomes. Health and Wellbeing
Boards would continue to have an important responsibility at place level to bring local
partners together, as well as developing the Joint Strategic Needs Assessment and
Joint Health and Wellbeing Strategy.
ICSs would be able to decide how they align their allocation functions with place, for
example through joint committees. Whilst NHS provider organisations would remain
separate statutory bodies and retain their current structures and governance, they would
be expected to work in close partnership with other providers and with commissioners or
budget holders to improve outcomes and value. NHS England would have an explicit
power to set a financial allocation or other financial objectives at a system level. There
would be a duty placed on the ICS NHS Board to meet the system financial objectives
requiring financial balance to be delivered. NHS providers within the ICS would retain
their current organisational financial statutory duties, but this would be supplemented by
a new duty to compel them to have regard to the system financial objectives.
The White Paper introduced a duty to collaborate across the healthcare, public health
and social care system, placing a reciprocal duty to collaborate on NHS organisations
and local authorities.
The White Paper made it easier for organisations to work closely together through joint
committees. Provisions would set out the governance of these joint committees and the
decisions that could be delegated to them; and separately, allowing NHS providers to
form their own joint committees.
In respect of competition and procurement, a new provider selection regime would give
a framework for NHS bodies and local authorities to follow when deciding healthcare
services providers. Consultation on the regime was currently being undertaken and the
Partnership would be responding.
The Secretary of State would be given powers to intervene at any point of the
reconfiguration process but with a requirement to seek appropriate advice in advance of
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the decision, including in relation to value for money.
There would be a more clearly defined role for Social Care within the structure of an ICS
NHS Board, giving Adult Social Care (ASC) a greater voice in NHS planning and
allocation.
The White Paper made it easier for the Secretary of State to direct NHS England to take
on specific public health functions.
It was noted by the Chair that the proposals very much reflected what was already in
place in West Yorkshire and Harrogate and aligned well to the journey Wakefield was on
and these proposals would strengthen that arrangement.
Esther Ashman stated that there were a number of concerns absent from the White
Paper which covered the abolition of CCG’s including accountability, clinical leadership,
public/patient engagement at place and no acknowledgement of the cumulative
disruption on staff.
Over the next twelve months, transitioning would take place with six key work streams:- The ICS operating model review work would look at the structure, operation and
the interaction between sectors, programmes and places.
As the foundations of the ICS operating model, the Integrated Care Partnership
(ICP) development framework would describe the essential features and working
arrangements of place level ‘integrated care partnerships’ building on best practice
across WY&H, designed to support place based partnership arrangements in their
ongoing development.
The Finance Forum was developing proposals for a new financial framework.
The Clinical Forum was developing proposals for system clinical leadership
arrangements at place and ICS level.
There was a new workforce duty in the Bill. The People Board and CCG Human
Resources were working together to develop a common human resources
framework to support the organisational change process.
The commissioning futures work connected the ICS operating model, ICP
development and workforce work streams, setting the framework for future working
at ICS, place and neighbourhood level.
This detailed how the Partnership would function from April 2022 and regular updates
would be brought to the Board for information.
Melanie Brown stated that Wakefield had been working as an ICP for a number of years
and shared best practice with those who had not yet begun the process. The main
priorities for Wakefield were detailed for the Board which included health and
inequalities, bringing together health and care commissioning systems across the CCG
and Council, practical health and care integration delivery and enhancing partnership
working.
A number of work streams were also planned including feedback received from
residents/patients who received care during the pandemic to help inform better services
for the future. Details of that work would be brought back to a future meeting of the
Board. Further work was planned around access to mental health services in
partnership with the Mental Health Alliance. It was accepted that the pandemic had
seen to deepen health and inequalities in some areas of District and more targeted work
was planned around this.
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Strengthening the ICP was also key to meeting the legislative changes in the White
Paper and shadow arrangements could take place in September 2021 in order to test
the system before going live in April 2022.
The Chair thanked Esther Ashman and Melanie Brown.
Resolved – (1) That the report be noted.
(2) That the implications for the Wakefield Health and Care System be noted.
(3) That a progress report be brought to the July meeting of the Health and Wellbeing
Board.
27.

KEY IMPACTS OF COVID ON HEALTH INEQUALITIES IN WAKEFIELD
Anna Hartley gave a detailed presentation on the findings of the Marmot Review which
included the impacts of Covid-19.
It was explained that ten years on from the last Marmot Review; health inequalities had
widened, life expectancy had decreased for 10% of the most deprived women, mortality
rates were increasing, there were marked regional differences in life expectancy and
health, the amount of time spent in poor health had increased and social determinants
had been affected by austerity.
The Marmot’s Review recommended the following:-

A national strategy on inequalities
Proportionate universalism
High priorities to be given to regional inequalities
Give every child the best start in life
Reduce inequalities in education
Improve outcomes for children and young people
Creating fair employment and good work for all
Ensure a healthy standard of living for all
Create and develop healthy and sustainable places and communities
Strengthening the role and impact of ill health prevention
Build a public health system based on taking action on the social determinants of
health and reducing inequalities
Develop social determinants of health interventions to improve health behaviour
and reduce inequalities
Public Health to inform development of a national health inequalities strategy
Funding for Public Health to be 0.5% of GDP

The Chair thanked Anna Hartley for the presentation.
Resolved – (1) That the presentation be noted.
(2) That the Wakefield Integrated Care Partnership be tasked to develop proposals to be
brought to a Board development session for tackling the issues raised.
28.

WAKEFIELD CLIMATE CHANGE ACTION PLAN
It was noted by the Chair that the climate change lead for West Yorkshire and Harrogate
had briefed Members of the Board on the work being led at an ICS level.
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Councillor Hemingway, Deputy Leader and Portfolio Holder for Climate Change and
Green Space recognised the climate was in a state of emergency and required a
fundamental change to our current way of life. The Wakefield Climate Change Action
Plan aimed to become net zero by 2030 but it was accepted that everyone needed to
work together to collaborate and maximise effort.
Gary Blenkinsop gave a detailed presentation on the Wakefield Climate Change Action
Plan (CCAP) informing Members that the NHS aimed to deliver net zero by 2040 (direct
control emissions) and 2045 (indirect emissions).
There were six work streams to the CCAP:- Low carbon estate - looking at the Council’s buildings
- Low carbon fleet - looking at the Council’s vehicles
- Renewable energy
- Carbon offsetting - the Northern Forest and other tree planting initiatives
- Behaviour change and influencing
- Place (District wide) – linking with West Yorkshire Combined Authority
Action was now required at every level to embark on this very challenging journey
towards a net zero-led economy and society. Gary Blenkinsop stated that partners on
the Health and Wellbeing Board could help by; leading by example, understanding their
organisations emissions and developing a net zero plan, using influence particularly in
procurement and commissioning, incorporating climate change into decision making and
collaborating with partner organisations.
In response to a question, Gary Blenkinsop stated that unfortunately Covid’s impact on
travel over the last twelve months had done very little for climate change. There had
been an impact but significantly more was needed.
Gary Blenkinsop welcomed the opportunity to link with lead officers for climate change
in partner organisations.
The Chair thanked Councillor Hemingway, Glynn Humphries and Gary Blenkinsop for
attending.
Resolved – (1) That the presentation and accompanying action plan be noted.
(2) That consideration be given to the contribution of health and care to achieving the
aims of the Climate Change Action Plan.
(3) That each Member shared the details of the appropriate lead for climate change from
their organisation with Gary Blenkinsop as the Wakefield health and care lead for
climate change.
29.

SUPPORTING CARERS AND VULNERABLE GROUPS DURING COVID
The Chair reflected on the importance of carers especially in the response to Covid and
the need to ensure they continued to be supported.
Pam Sheppard, Justine Bilton and Maria Green Lynch gave a detailed presentation on
the support given to carers and vulnerable groups during Covid.
Members were informed that a report published last year by Carers UK gave some stark
figures on the impact of Covid including 70% of carers were now providing more care
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which had affected them physically, emotionally and financially. With only 8,000 carers
registered with Wakefield GP practices, many more were not and there was concern
that vulnerable carers may not know how to access the vaccine or understand their
eligibility.
In February 2021, the West Yorkshire & Harrogate Unpaid Carers Programme worked
with partners to deliver a regional approach to raise awareness to increase carer
registration and uptake of the vaccine to eligible cohort 6 recipients. Wakefield was the
first area in West Yorkshire and Harrogate to achieve a Gold Standard process with
1,000 carers being registered with the service in the initial three week period. It was
stated that the Clinical Champion for Carers, Dr Debbie Hallott played a vital role and
thanks was given to her. It was further explained that data sharing and governance had
been key to the whole process.
Maria Green Lynch detailed recent successful funding allocations and the ongoing
partnership working to support carers including transport services pathways, Pfizer
vaccine opportunities for young carers and pilot twice weekly Lateral Flow Testing
(LFT).
Justine Bilton praised everyone involved in the successful outcome of this process with
feedback from practices and carers being positive. Registered carers would now benefit
from other services provided by GP practices and initiatives from partners. A number of
case studies were detailed for Members.
Initiatives for young carers were detailed for Members which included zoom sessions,
newsletters, establishment of a Young Carers Forum, work on a young carers app,
training delivered by The Children’s Society for key staff working with young carers and
surveys sent to schools to get an understanding of young carers in the District.
Board Members congratulated the collaborative partnership working which had taken
place to achieve this positive impact for carers. They were also congratulated on the
work undertaken on the Working Carers Passport.
The Chair thanked Pam Sheppard, Justine Bilton and Maria Green Lynch for their
presentation.
Resolved – (1) That the offer from Carers Wakefield to work in partnership with Age UK
on the vaccination programme in Wakefield be supported.
(2) That the cascading of wider communications with services and networks to raise
awareness amongst the carers population about the need to register with their GP
practice and their eligibility for the vaccine be supported.
(3) To enable carers to access vaccinations through triangulating of information and
recording carer details on appropriate clinical systems, to ensure that they were invited
to up the vaccine at the earliest opportunity to enable them to continue safely caring for
the most vulnerable.
30.

CONNECTING CARE EXECUTIVE MINUTES
Melanie Brown highlighted that the Third Sector Framework had been launched to all
voluntary community organisations within Wakefield and Jenny Lingrell had been
appointed to the post of Service Director for Health and Wellbeing starting in June 2021.

HEALTH AND WELLBEING BOARD - THURSDAY, 25 MARCH 2021
Resolved – That the Minutes of the Connecting Care Executive meetings held on 10
September 2020 and 14 January 2021 be noted.
31.

DATE AND TIME OF NEXT MEETING
The Chair stated that a development session would be taking place in May or June and
Members were asked to prioritise the date once it was confirmed.
Resolved – That the next meeting of the Health and Wellbeing Board will provisionally
be held on Thursday 15 July 2021 at 1.30pm following confirmation at Annual Council in
May.
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Item No.
01/21

Action
Welcome, introductions and apologies
The Chair welcomed everyone to the meeting. Members of the public were able
to watch the livestream of the meeting. Apologies were noted. The Chair noted
that we had entered 2021 with a return to national lockdown, as there were still
dangerously high levels of Covid-19 in our communities. The Chair thanked all
colleagues who were working hard to keep people safe and well, including
everyone involved in the West Yorkshire Vaccination Programme.

02/21

Declarations of Interest
MB asked Committee members to declare any interests that might conflict with
the business on today’s agenda. It was noted that all GP members of the
Committee had an interest in relation to agenda item 07/21 - Commissioning out
of hours primary medical care services. The Chair noted the declaration and
agreed that the GP members could participate in the discussion of the item.

03/21

Questions and deputations
The Chair advised that as the meeting was being held virtually, members of the
public had been invited to send questions in advance. None had been received:

04/21

Minutes of the meeting in public – 6 October 2020
The Committee reviewed the minutes of the last meeting.
The Joint Committee: Approved the minutes of the meeting on 6 October
2020.

05/21

Actions and matters arising – 6 October 2020
The Joint Committee reviewed the action log. EA updated the Committee on the
Commissioning futures programme, which aligned well with the direction of travel
set out in the NHS England consultation document ‘Next Steps for Integrated
Care Systems’. The Joint Committee’s response to the consultation document
had been circulated with the agenda for this meeting. SH thanked EA for her
work on the response, in particular its emphasis on public and patient
involvement and clinical leadership.
The Joint Committee: Noted the action log.

06/21

Urgent and emergency care – provider collaboration review
Louise McKelvey presented a report on the recent Care Quality Commission
(CQC) provider collaboration review (PCR). The review had explored how health
and social care providers were working together in response to Covid. The
reviews aimed to help providers to learn from each other's experience of
responding to Covid. WY&H was one of eight ICSs chosen to take part in this
review. ‘Deep dive’ reviews had been conducted in Kirklees and Harrogate, but
the pathway had been reviewed across all places in WY&H.
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Item No.

Action
CQC had concluded that the system had worked well together, well established
partnerships had allowed effective collaboration and that the response to Covid
had broken down some of the barriers to achieving shared objectives across the
Partnership and within individual sectors. The review had also identified areas for
future focus, including support for digitally challenged and marginalised people.
JT noted that the Clinical Forum was leading work to address some of the areas
of focus identified including digital exclusion. AS highlighted the need to further
support Primary Care Networks to develop clinical leadership and ensure that
PCNs had effective representation across the system. KW outlined work that was
underway to progress the areas of focus with other programmes across the
Partnership. RT emphasised the importance of linking into the Improving
Population Health programme.
The Joint Committee:
a) Welcomed the report and the best practice identified.
b) Noted that the UEC Programme Board would be co-ordinating work across
place, providers and ICS programmes to embed any findings that required
substantial change.

07/21

Commissioning out of hours primary medical care services across West
Yorkshire 2021 to 2024
Martin Pursey presented a report on commissioning primary medical care
services in West Yorkshire. The services were currently provided by Local Care
Direct (LCD).
The current contract expired at the end of March 2021 and work to understand
what would be required from April 2021 had been put on hold by the pandemic.
LCD was a key partner in the integrated urgent and emergency care approach
across the WY system. The response to the pandemic, changes driven by
national policy and potential changes to the commissioner landscape meant that
there was uncertainty about what should be commissioned for the future.
To ensure continuity of service, prevent uncertainty and support system planning
it was proposed that the current service be extended for a further 3 year period.
Members noted the long lead-in times for complex procurements and that in the
current uncertain circumstances a pragmatic approach should be taken. This
would give commissioners time to develop their requirements and inform a further
decision about procurement during 2022.
AS and JW noted that LCD was a key part of the urgent and emergency care
provider network and was fully integrated with extended access services in
Wakefield. MP highlighted that within the overarching specification for WY, the
detailed approach in each place varied to reflect local circumstances. JM
supported the pragmatic approach that was being taken and highlighted the
importance of transparency in communicating the reasons for this externally.
The Joint Committee:
a) Noted the proposed approach, associated risk and mitigation of risk.
b) Approved the direct award of contract and provided authority to Greater
Huddersfield CCG on behalf of West Yorkshire CCGs to negotiate an
extension to the current service from LCD for the period 1st April 2021 to 31st
March 2024 and publish an appropriate notice stating the commissioners’
intentions to directly award a contract to LCD.
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Item No.
08/21

Action
Amendment to Flash Glucose Monitoring Commissioning Policy
Catherine Thompson presented the report.
The Joint Committee had previously approved in 2019 a policy for commissioning
flash glucose monitors - small sensors worn on the skin for monitoring the
glucose levels of people with diabetes. The policy applied to patients with Type 1
Diabetes. The report proposed to amend the policy to include type 2 diabetes
patients with learning disabilities who need to use insulin.
CT advised the Committee that self-management of diabetes by patients with
learning disabilities would promote independence and help to reduce health
inequalities. The proposed amendment was in line with advice from NHS
England and was supported by the Area Prescribing Committee and the Planned
Care Alliance Board. JWb confirmed that the additional in year costs were
relatively small.
The Joint Committee: Agreed the amendments to the WY&H Flash Glucose
Monitoring policy with immediate effect.

09/21

Joint Committee work plan and risk management
Stephen Gregg presented a high level summary of progress in implementing the
Joint Committee work plan. He also presented the latest risk update.
The report highlighted improvements in urgent and emergency care, in acute
stroke services and in the detection and treatment of atrial fibrillation. West
Yorkshire and Harrogate Healthy Hearts had improved the treatment of people
with high blood pressure and policies on evidence based interventions had
reduced unnecessary procedures. A more detailed summary would feed into the
Joint Committee’s annual report. RB welcomed the summary and JW noted the
wider impact of commissioning decisions on the work of other programmes
across the Partnership.
SG presented the significant risks to the delivery of the Joint Committee work
plan. Controls, assurances and planned mitigating actions were set out for each
risk. There were currently 7 risks which scored 12 or above after mitigation:
The Joint Committee:
a) Noted the update on the implementation of Joint Committee decisions and
recommendations.
b) Noted the risks to delivery of its workplan and the actions being taken to
mitigate the risks.

10/21

Any other business
There was none.

Next Joint Committee in public – Tuesday 6 April 2021, 11am – 1pm.
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West Yorkshire & Harrogate (WY&H) Joint Committee of Clinical Commissioning Groups
Summary of key decisions - Meeting in public, Tuesday 6th April 2021
Assessment and Treatment Units (ATUs) for people with a learning disability
At its meeting on 6th October 2020, the Committee had endorsed an outline proposal to reconfigure the
commissioning and delivery of ATUs from 3 units to 2 and develop a single system/centre of excellence.
The model also included ATU provision commissioned by Barnsley CCG. Since then, further engagement
and other detailed work had been completed. The collaborative commissioning model, governance
arrangements and financial model had been developed by representatives of all the affected CCGs and
were now presented to the Joint Committee for formal approval. The Committee noted that
commissioners and providers had worked together collaboratively to develop the proposed approach.
The Committee:
a) Approved the oversight framework, collaborative commissioning and risk / benefits approach.
b) Endorsed the proposals to further develop the collaborative commissioning model and agree a
financial investment mechanism for year 2 onwards.
c) Supported the staged implementation of the new model with effect from Quarter 2 onwards
West Yorkshire and Harrogate Healthy Hearts
Project delivery timescales
The successful WYH Healthy Hearts Project had been due to end on 31 March 2021. Due to the impact
of COVID-19, phase three of the project had been delayed. It was therefore proposed that the delivery
timeframe be extended by a further 12 months.
Diabetes Treatment Guidance
Cardiovascular disease (CVD) is a major complication and the most common cause of death in adults
with type 2 diabetes. The Committee considered standardised and simplified treatment guidance for type
2 diabetes patients with CVD or at high risk of CVD. The guidance had been developed for use in primary
care, following extensive stakeholder engagement. It had been approved by the WY&H Area Prescribing
Committee and the Improving Planned Care Board and supported phase three of WY&H Healthy Hearts.
The Committee: Approved the extension of the WYH Healthy Hearts project by a further 12 months until
31 March 2022 to support the implementation of phases two and three of the project and agreed the
Diabetes Treatment Guidance to enable adoption across WY&H.
White Paper: Integration and Innovation
The Committee considered a presentation on the implications of the White Paper, including how
Integrated Care Systems (ICSs) would be established in statute. The presentation focused on how the
proposals would affect CCGs. It outlined the proposed future arrangements, including the employment of
staff working in CCGs, how the change would be managed and the expected timescales. The Committee
noted that the proposals reflected much of how we already worked in WY&H and members highlighted
the need to ensure strong clinical leadership and citizen voice in the future arrangements. Further
detailed information was available on the Partnership website.
The Committee: Noted the update, the implications for CCGs and planned future employment
arrangements.
Risk management
The Committee considered a report on the principal risks to the delivery of the Joint Committee work
plan, and a summary of how these risks were being managed.
The Committee: Noted the update on the risks to delivery of its work plan.

The Joint Committee has delegated powers from the WY CCGs to make collective decisions on specific, agreed
WY&H work programmes. It can also make recommendations. The Committee supports the Partnership, but does
not represent all partners. Further information is available here: https://www.wyhpartnership.co.uk/meetings/westyorkshire-harrogate-joint-committee-ccgs or from Stephen Gregg, stephen.gregg@nhs.net.

