BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 13 MARCH 2018
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Dr Clive Harries, Stephen Hardy

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 16 January 2018
b Action sheet from the meeting held on 16 January 2018

6.

Matters arising

7.

Appointments to the Governing Body

Ruth Unwin

8.

Chief Officer Briefing

Jo Webster

9.

Public Health Annual Report

10.

End of Life Care - Case for Change

11.

Acute Hospital Services Review – South Yorkshire,
Bassetlaw, North Derbyshire and Mid Yorkshire – Stage 1B
report

Pat Keane

12.

West Yorkshire and Harrogate Health & Care Partnership Next steps to better health and care for everyone

Jo Webster

Lead officer

All present

Anna Hartley (Interim
Director of Public
Health)
Pat Keane/Tina Turner,
Chief Executive
Wakefield Hospice
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13.

Refreshing NHS Plans for 2018/19
a
b

Operational Plan 2017/18 – 2018/19
Financial Recovery 2017/18 – 2018/19

Pat Keane
Andrew Pepper

14.

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

Andrew Pepper/
Clare Linley

15.

a
b

Andrew Pepper

16.

Finance Turnaround Committee Terms of Reference

Ruth Unwin

17.

Joint Acute Commissioning Working Group Terms of
Reference

Pat Keane

18.

Conflicts of Interests

Ruth Unwin

19.

NHS Wakefield CCG Risk Register

Ruth Unwin

20.

NHS Wakefield Governing Body Assurance Framework

Ruth Unwin

21.

Receipt of minutes and items for approval
a
b

c

d

e
f
g

Finance Report Month 10 - 2017/18
Process for sign off of 2017/18 Annual Report and
Accounts

Audit Committee
(i) Minutes of meeting held on 5 December 2017
Integrated Governance Committee
(i) Minutes of meeting held on 21 December 2017
(ii) Minutes of meeting held on 18 January 2018
Clinical Cabinet
(i) Minutes of meeting held on 14 December 2017
(ii) Minutes of meeting held on 25 January 2018
Connecting Care Executive
(i) Minutes of meeting held on 14 December 2017
(ii) Minutes of meeting held on 11 January 2018
Probity Committee
(i) Minutes of meeting held on 28 November 2017
Health and Well Being Board
(i) Minutes of meeting held on 23 November 2017
Decisions of the Chief Officer – verbal update

22.

Any other business

23.

The Board is recommended to make the following
resolution:
“That representatives of the press and other members of
the public be excluded from the remainder of this meeting
having regard to the confidential nature of the business to
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be transacted, publicity on which would be prejudicial to
the public interest” (Section 1 (2) Public Bodies (Admission
to Meetings) Act 1970)”.
24.

Date and time of next Public meeting:
Tuesday, 8 May 2018 at 1.00 pm in the Boardroom, White
Rose House.
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 16 January 2018
Boardroom, White Rose House
Present:

Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
Lay Member
CCG Chair
GP, New Southgate Surgery
Lay Member
GP, Chapelthorpe Medical Centre
Lay Member, Deputy Chair
GP, Trinity Medical Centre
Chief Operating Officer
Chief Financial Officer
Assistant Clinical Leader
Chief Officer

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

Lorraine Chapman

Head of Contracting & Performance
(item 18/14)

Laura Elliott

Head of Quality & Engagement (item
18/14)
Associate Director Commissioning &
Integration
Member of Patient Group,
Middlestown Health Centre (item
18/07)
Senior Commissioning Manager (item
18/13)
Associate Director Finance &
Contracting
Minute taker
Governance & Board Secretary
Chief Executive Wakefield Hospice
(item 18/13)
Associate Director of Corporate
Affairs

Michele Ezro
Paulette Huntington

Michala James
Karen Parkin
Angela Peatfield
Amrit Reyat
Tina Turner
Ruth Unwin

18/01

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed members to the meeting.
Dr Earnshaw welcomed Amrit Reyat as the newly appointed Governance &
Board Secretary to her first Public Governing Body meeting.
Dr Earnshaw advised that Dr Andrew Furber had formally resigned from the
Governing Body following his appointment as Centre Director for Yorkshire
and the Humber for Public Health England. Anna Hartley will be formally
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acting as Interim Director of Public Health for Wakefield for six months and
will join the Governing Body in this capacity.
Dr Earnshaw referred to the current busy winter period and the challenging
financial times and extended his thanks to staff for their continued support
and commitment.
Dr Earnshaw welcomed Paulette Huntington to the Governing Body meeting.
Paulette is a member of the Patient Participation Group at Middlestown
Health Centre and will be giving a talk to the Governing Body as part of the
presentation of the Communication, Engagement and Equality Strategy.
18/02

Apologies for Absence
Apologies were received from:
Melanie Brown

Programme Commissioning Director
Integrated Care
Interim Director of Public Health
Chief of Service Delivery & Quality
Nurse Member
Secondary Care Consultant

Anna Hartley
Jo Pollard
Diane Hampshire
Dr Hany Lotfallah

18/03

Public Questions and Answers
Two public questions were received.
A member of the public asked three questions relating to:
1. Missed appointments at Mid Yorkshire Hospitals NHS Trust (MYHT)
2. Financial situation following the selling of 7 hospitals across the district
3. Why the MYHT Finance Report does not reference any monies received
From the cost of car parking on the hospital sites.
Dr Phil Earnshaw confirmed that a response will be provided and will be
forwarded to the individual and a copy will be appended to the agenda papers
at the March Public Governing Body meeting.
A question was raised by a member of Unison who attended the meeting.
The question was regarding arrangements for the use of special purpose
vehicles advising that if this action goes ahead there will be industrial action.
A ballot of members has taken place and resulted in a unanimous decision for
action. The Unison member wanted to put on record to the CCG the decision
of members whilst this situation is progressing.
Dr Phil Earnshaw thanked the Unison member for the raised awareness and
it was noted that any action would be considered and agreed by the
Governing Body. Jo Webster commented that the CCG have a Procurement
Policy which details how healthcare is purchased following legal procurement
law. It was noted that the collaboration of NHS providers as part of the
Sustainability Transformation Plan/Accountable Care System aims to improve
services as part of working together to improve services not in order to
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privatise services.
18/04

Declarations of Interest
12b – Governing Body Members Terms of Office
Following discussion it was agreed that the GP members of the Governing
Body will leave the meeting whilst this item is discussed.
15 – Integrated Quality & Performance Report
Lorraine Chapman declared an interest in this item as she has a close friend
who is employed by the Yorkshire Ambulance Service and this service is
referred to in the report. The Chair noted the declaration. As this is not a
“decision making” item, the Chair determined that Lorraine could provide input
into the debate.

18/05

a. Minutes of the meeting held on 14 November 2017
The minutes of the meeting held on 19 September 2017 were agreed as a
correct record.
b. Action sheet from the meeting held on 14 November 2017
All actions were noted as complete.

18/06

Matters arising
There were no matters arising.

18/07

Communication, Engagement and Equality Strategy
Ruth Unwin presented this item advising that this Strategy replaces the one
developed in 2013. This Strategy describes how the CCG will communicate,
listen to and make sure that all views are heard across Wakefield District,
from individuals, communities, staff and partners with the aim of supporting
the population to live longer lives in good health.
Ruth introduced Paulette Huntington who is a member of the Patient
Participation Group at Middlestown Health Centre who was invited to attend
the Governing Body to share some of her experiences as an active supporter
of patient engagement.
Paulette thanked members for the invitation and went on to explain that she
has been supporting patient engagement for 25 years, initially through the
Community Health Council and recently with the Vanguard Programme and in
particular West Wakefield. Paulette has also provided support to newly
developed Patient Groups.
Paulette provided suggestions regarding engagement with the public advising
that 14% of the population do not have access to the internet and alternative
methods of communication with the public should be considered. It was
suggested the CCG produce some of their public engagement information in
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printed form as well as on the CCG website.
Paulette was thanked for giving an insight into patient engagement and the
suggestions of how communication methods can be improved. It was
acknowledged that reaching a younger audience continues to be a challenge.
Paulette advised that some patient groups have younger student members
and this will be encouraged with other patient groups.
It was RESOLVED that:
(i) members approved the Strategy; and
(ii) supported the direction and actions in the Strategy.
18/08

Chief Officer Briefing
Jo Webster presented the Chief Officer Briefing highlighting the following:
 Topics to be discussed at the Health and Wellbeing Board in January.
 System pressures noting that all services in Wakefield have been under
pressure due to the number of people needing care.
 Appendix A of the report refers to a West Yorkshire and Harrogate Health
and Care Partnership Memorandum of Understanding (MOU) which will
strengthen the current joint working arrangements and support the next
stage of development. Following the completion of the MOU this will be
presented to the Governing Body for approval.
 Appendix B sets out the changes to the way ambulance services prioritise
work and how performance is measured with effect from September 2017.
 Special Educational Needs and Disability (SEND) Written Statement of
Action Update noting that good progress is being made on reducing the
number of children and young people waiting for Autism Spectrum
Disorder (ASD) assessments. The latest position is that 51 assessments
took place in December 2017, the number of young people waiting for
assessment is now reduced to 337 young people and the longest wait is 1
year and 15 weeks. The service waiting times are planned to be NICE
compliant by July 2018. Staff involved were thanked for this considerable
improvement.
 NHS Confederation visit to the Connecting Care Programme took place on
11 January 2018. The evaluation from the event was very positive.
Discussions followed regarding winter pressures, noting that additional beds
had been open at MYHT. Reference was made to the recent Care Quality
Commission report following which beds were closed due to staffing
pressures. Jo Webster commented that appropriate and robust risk
assessments had been undertaken before additional beds were opened to
ensure patient safety. Jo Webster advised that additional money received
from NHS England resulted in the commissioning of 15 community care beds
and additional support for transport etc. Dr Adam Sheppard confirmed that
there had been pro-active management of discharges and the ‘Winter Room’
which is manned at a senior level were keeping the CCG updated on a daily
basis. It was acknowledged that there is a constant focus on discharge and
there is regular dialogue across all organisations to improve the flow of
patients whilst learning from the past weeks helps to make improvements
where possible.
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It was agreed that there is a need for all services to discuss and learn lessons
to consider what improvements can be made for next year acknowledging
that the learning needs to be applied all year round.
Understanding the changes to patient illness and the demography of the area
will support future planning.
It was RESOLVED that:
(i)

members noted the content for information and supported on-going
developments outlined in the content of the report;
(ii) agreed the CCG’s approach to supporting development of the MOU for
West Yorkshire; and
(iii) noted the arrangements for the Director of Public Health representation
on the Governing Body.
18/09

Progressing our collaborative journey with Wakefield Council
Jo Webster presented this paper which describes how the CCG will prepare
to meet the requirements to have integrated care delivery in place by 2020 to
meet the requirements of the Five Year Forward View for integrated care at a
place level.
The next step in the journey will be a focus on how health and care
commissioners develop a local vision and organise themselves accordingly.
A single leadership model is proposed designed to support delivery of the six
outcomes in the Health and Wellbeing Plan all of which are priority areas for
both the Local Authority and the CCG.
Jo Webster referred to her secondment role working alongisde Local Authority
colleagues and how this can support working together in order to design the
new local integrated health care system.
It was suggested and agreed that a future Governing Body Development
Session should take place. The session will consider the proposed Integrated
Care System and the related terminology to better understand the changes
and provide an opportunity for a detailed discussion.
Sandra Cheseldine referred to the involvement of lay members noting that
there is no lay member involvement in sub committees of the Health and
Wellbeing Board. This issue will be considered as the part of the
collaborative work.
It was RESOLVED that:
(i)

18/10

members noted the progress report and supported the process

West Yorkshire and Harrogate Sustainability and Transformation
Partnership Plan (STP) Draft Work Plan
Ruth Unwin presented this paper and advised that following consultation with
programme Senior Responsible Officers (SROs) a refreshed work plan is
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attached for information. Ruth advised that the Memorandum of
Understanding (MoU) requires each CCG to ensure that all matters in the
Joint Committee work plan are properly and lawfully delegated.
Changes to the work plan must be agreed by the membership of each CCG
and a draft report for use by the CCGs has been produced. It is proposed
that this document and the amended work plan are circulated to all member
practices with a template inviting them to comment on it by mid-February so
that comments can be collated. The Clinical Chair and Chief Officer will then
able to contribute the views of members at the Joint Committee meeting to be
held in public on 5 March 2018.
Ruth referred to future Joint Committee matters advising that the MoU
requires that before any new service areas are delegated to the Committee
they should be tested against ‘gateway conditions’ which are:






delivery of shared outcomes
consistency with the STP principles of collaborative working
delivery of CCG statutory duties
having sufficient resources to run the programme.
clarity on the ‘ask’ of each place in delivering the programme
successfully

Appendix 2 of the paper sets out the options for decision making by the Joint
Committee.
It was RESOLVED that:
(i)

(ii)

18/11

members agreed the proposed arrangement to seek approval from the
CCG membership on the West Yorkshire and Harrogate Sustainability
and Transformation Partnership (STP) draft work plan; and
agreed delegated authority to the Clinical Lead and Chief Officer to
represent the views of the membership in the STP discussion at the
meeting of the Joint Committee on 5 March 2018.

Review of the Constitution and Appendices
Ruth Unwin presented this paper detailing the proposed changes to the
Constitution and the Scheme of Delegation. Ruth advised that the changes
are relatively minor as it is anticipated a more comprehensive review will be
required to support the evolution of joint commissioning arrangements in the
next two years. It was noted that the title of the previous Operating Scheme
of Delegation has been changed to Standing Financial Instructions (SFIs),
reflecting the fact that this relates purely to financial decision making
authority.
A new Operating Scheme of Delegation has been developed which sets out
who within the organisation is authorised to make operational decisions, in
line with existing policies to support efficient and effective decision making.
The Procurement Policy is due for review in April 2018 and the SFIs align
closely to this policy. It may be necessary for further review of the SFIs
following the review of the Procurement Policy.
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A discussion followed and it was noted that Sandra Cheseldine had already
forwarded her queries to Ruth which will be considered. Andrew Pepper
commented that there needs to be consideration of the role of eMBED.
Increased flexibility within committees will be required as collaborative
arrangements progress with the Local Authority.
It was RESOLVED that:
(i)
(ii)
(iii)
(iv)
(v)
18/12

Members approved the changes to the Constitution;
approved the changes to the Scheme of Delegation;
approved the changes to the Prime Financial Policies;
approved the Standing Financial Instructions; and
approved the Operating Scheme of Delegation.

Nominations Committee Terms of Reference
Ruth Unwin presented the revised Nominations Committee Terms of
Reference advising that the Practice Manager representative role on the
Governing Body has been removed from the membership following changes
to the Constitution and Standing Orders. This is to reflect the future
landscape where there is increased influence of practice managers at
Federation level.
It was RESOLVED that:
(i)

Members approved the amended Nominations Committee Terms of
Reference

Dr Deborah Hallott, Dr Clive Harries, Dr Pravin Jayakumar and Dr Adam
Sheppard left the meeting whilst the following item was discussed.
18/13

Governing Body Members Terms of Office
Ruth Unwin presented this paper advising that the Nominations Committee
had met on 21 December 2017 and made the following recommendations to
the Governing Body:
a. The four GP Governing Member posts are open to elections
b. The Lay Member (Audit) – propose term of office is extended by three
months to June 2018 to ensure continuity for the close down of the Annual
Accounts
c. Approve the proposal to commence recruitment to appoint a new Lay
Member (Audit) so that they are in post from May 2018
d. Approve the re-appointment of the Registered Nurse for a further term of
three years
e. Agree the proposed timetable for the election of the GPs to the Governing
Body
It was noted that the Local Medical Committee will be managing the elections
to the four GP Governing Member posts process and will be writing out to all
GPs in the district inviting nominations.
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It was RESOLVED that:
(i)
(ii)
(iii)
(iv)
(v)

Members noted the terms of office for all members of the Governing
Body;
approved the extension for the current Lay Member, Audit for a further
three months;
approved the proposal to commence recruitment to appoint a New Lay
Member, Audit;
approved the re-appointment of the Registered Nurse for a term of three
years; and
noted the proposed timetable for the election of GPs to the Governing
Body.

Dr Deborah Hallott, Dr Clive Harries, Dr Pravin Jayakumar and Dr Adam
Sheppard returned to the meeting.
18/14

End of Life Care – Outline Business Case for change
Pat Keane introduced this item advising that the presentation to be given by
Tina Turner, Chief Executive of Wakefield Hospice is on behalf of the End of
Life Project Board of which Pat is the Chair and CCG executive sponsor.
Tina Turner gave the presentation explaining that the intention of the End of
Life Project Board is to design and deliver an integrated service model that
addresses the key challenges and results in a ‘Right Care, Right place, Right
time’ outcome for patients in the last year of life. Quality is the primary focus
of this work however system recovery and cost effectiveness are important
considerations.
It was noted that following an options appraisal the preferred option was to
develop an Alliance Contract between partners. This was approved, in
principle, by the End of Life Project Board on 5 December 2017.
A draft implementation plan has been developed with the assumption of
developing the scope of the alliance in quarters 1 and 2 of 2018/19 and to
operate in shadow form in quarters 3 and 4 2018/19 will full implementation
from 1 April 2019.
Work will continue with key partners to understand how the End of Life
alliance will fit with the new Models of Care and other transformation
schemes.
Dr Phil Earnshaw and Jo Webster thanked Tina Turner for attending the
meeting and giving this presentation acknowledging the need for change
and participation from all partners is necessary for this to be achieved.
It was RESOLVED that:
(i)

Members supported the Case for Change for the development of an
alliance contract relating to End of Life Care; and
(vi) received the final Case for Change at the March 2018 Governing Body
meeting.
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18/15

Integrated Quality and Performance Summary Report
Lorraine Chapman and Laura Elliott attended the meeting to present this
report providing a high level overview of performance and quality. The report
is divided into two sections; acute commissioning (Mid Yorkshire Hospitals
NHS Trust – MYHT) and place based reporting (Wakefield CCG).
Lorraine provided highlights from the report and gave a verbal update
following receipt of some November data:
 In November the CCG achieved 6 out of 9 cancer standards compared
with 7 out of 9 in October, the additional under performance against the
target was for 62 days from screening to treatment due to three breaches,
each with a complicating factor leading to delay to treatment;
 In November MYHT achieved 6 out of 8 standards, the same as in
October. It was noted that the 31 day treatment of surgery became
compliant, however 62 days from urgent GP referral fell to 84.6% which is
just below the required standard of 85%;
 November Referral to Treatment performance has shown a small
improvement for both CCG and the Trust;
 Both the CCG and the Trust achieved the standard for diagnosis within 6
weeks;
 Urgent Care – winter pressures have had an impact on performance,
however A&E is currently being supported by the “Winter Room” and this
has led to some A&E performance improvement but winter pressures
continue to impact on performance;
 There has been an improvement in the A&E Handover target at MYHT due
to the establishment of the “Winter Room” however it is anticipated there
may be a ‘dip’ in December due to winter pressures;
 The Yorkshire Ambulance Service (YAS) Crew Clear target remains an
area of focus;
 Following the national roll out of the Ambulance Response Programme to
Phase 3 has resulted in reporting by YAS against the performance
measures. The standards become a contractual requirement from
February 2018 for those CCGs who agree to sign up to the programme.
Wakefield CCG has not yet signed up to this programme;
 There has been a drop in performance due to revised methodology for the
Dementia performance measure. It is anticipated that the 67% target will
been achieved for December 2017.
A discussion followed with particular reference to the importance of end of
year targets and the need to understand what can be achieved.
Dr Clive Harries referred to the cancer targets and Jo Webster confirmed that
these are discussed in detail by the Cancer Locality Board who consider the
reasons for the breaches and look at what can be put in place to ensure
improvement. Pat Keane agreed to share information with Dr Clive Harries
as Planned Care Lead to provide a further understanding of the issues
relating to cancer targets.
A query was raised regarding the ‘other’ category included in the Referral to
Treatment Dashboard and what services were included? Clarification will be
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sought and shared with Governing Body members.
Laura Elliott referred to the Quality Section of the report and advised that
MYHT achieved a Level B in the latest Sentinel Stroke National Audit
Programme (SSNAP) which is their highest achievement to date. Below is a
breakdown of how MYHT achieved the overall Level B score.
Domain 3: Thrombolysis - During December – March 2017 achieved a Level
C but in the most recent publication MYHT has improved to a Level B.
Domain 8: Multidisciplinary Team (MDT) Working - previously in December –
March 2017 scored a Level E but in the most recent publication the Trust has
improved to a Level D.
The Trust has also achieved a Level A for 3 out of 10 of the domains which
include occupational therapy, standards of discharge and discharge
processes.
Speech and Language Therapy (SALT) performance remains a concern and
has deteriorated. However, three new Speech and Language Therapists
have been recruited and the Trust is expecting an improvement.
Laura advised that following the Care Quality Commission visit to Eastmoor
Health Centre a warning notice was issued. Progress has been made within
the practice and the Care Quality Commission will be undertaking a further
inspection in due course.
It was RESOLVED that:
(i)

Members noted the current performance against the CCG strategic
objective and Quality Premium;
(ii) Noted the actions being taken to address areas of performance; and
(iii) Noted the discussion points from Integrated Governance Committee.
18/16

Finance Report Month 9 – 2017/18
Andrew Pepper presented the finance report noting that a copy of Month 9
Finance Report had been shared with Governing Body members prior to the
meeting. The CCG is reporting an ‘off plan’ position for forecast out-turn. The
CCG plan was to achieve a total surplus of £10.5m (£6m historic surplus plus
a further £4.5m in year surplus). The reported position is £13.4m ‘off plan’,
leaving a forecast deficit of £2.9m. In addition there remains an unmitigated
risk of £1.0m, which if not mitigated would crystallise an off plan position of
£14.4m.
This forecast position remains deliverable but is predicated on the
achievement of the CCG financial recovery plan which includes acute system
recovery schemes, such as independent sector and Any Qualified provider
(AQP) and Internal Recovery schemes such as Prescribing and Continuing
Healthcare (CHC) efficiencies and resolution of an outstanding contract
challenge in relation to the national issue of Sepsis coding.
A high level draft long term financial plan has been submitted as part of the
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overall STP refresh exercise demonstrating recovery over three years to
deliver in-year financial balance in 2020/21. The CCG plan to make a 1% of
allocation improvement of the in-year position each year as per the 2017/18
planning guidance. A financial plan refresh submission to NHSE is expected
in January 2018.
Andrew Pepper advised that the deficit forecast would require the External
Auditors to write to the Secretary of State. In addition, Andrew advised that
he would be meeting with the External Auditors to understand what the next
steps are for the CCG to receive a positive Value for Money opinion in the
external auditors report. Discussions will also take place with MYHT to review
the impact of the winter pressures and with the Local Authority to optimise the
use of partnership funds. Detailed discussions regarding the financial
recovery continue to take place at the Finance Turnaround Committee and it
was noted that a paper on a Cash Management Plan will be presented at the
Audit Committee on 6 February 2018.
A discussion followed and the question of whether a Turnaround Director had
yet been appointed? Jo Webster advised that conversations with possible
candidates were continuing and Jo will be meeting with Moira Dumma,
Director of Commissioning Operations at NHS England. It was acknowledged
that there is a need to understand the financial situation in further detail and a
Governing Body Development Session will be held shortly to give Governing
Body members an opportunity to discuss the issues in detail and to
understand the implications for the CCG of an aligned incentives contract.
It was RESOLVED that:
(i)
18/17

Members received and noted the content of the report

Minutes of Audit Committee
The minutes from the Audit Committee were presented.
It was RESOLVED that:
(i) Members noted the minutes of the Audit Committee meeting held on 26
September 2017

18/18

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

18/19

Members noted the minutes of the Integrated Governance Committee
meetings held on 19 October and 16 November 2017

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

18/20

Members noted the minutes of the Clinical Cabinet meetings held on
26 October and 23 November 2017

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

18/21

Members noted the minutes of the Connecting Care Executive meetings
held on 12 October and 9 November 2017

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

18/22

Members noted the minutes of the Probity Committee meeting held on
24 October 2017

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

18/23

Members noted the minutes of the Health and Well Being Board meeting
held on 21 September 2017

Joint Committee of Clinical Commissioning Groups
The minutes from Joint Committee of Clinical Commissioning Group were
presented.
It was RESOLVED that:
(i) Members noted the minutes of the Joint Committee of Clinical
Commissioning Group meeting held on 18 October 2017

18/24

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

18/25

Any other business
There was no other business.

18/26

Date of next meeting
Tuesday, 13 March 2018, 1pm in the Boardroom, White Rose House
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 16 January 2018
Minute
Topic
No
18/03
Public Questions

Action Required


18/09

Progressing our
collaborative
journey with
Wakefield
Council



18/14

Integrated
Quality &
Performance
Report





18/16

Finance Report



Who

Date for
Completion
Dr Phil Earnshaw/ March 2018
Tony Rider

Letter in response to
questions posed to be sent
to member of public
Agreed Governing Body
Development Session to
discuss Accountable Care
System

Agreed to share information
on Cancer breaches to Dr
Clive Harries, as Planned
Care Lead
Clarify what is included in the
‘other’ section on the
Referral to Treatment
dashboard
Governing Body
Development session on
finance and capacity and
Capability Review

1

Ruth Unwin/Amrit
Reyat

April 2018

Natalie Tolson

February 2018

Lorraine
Chapman/Natalie
Tolson
Andrew
Pepper/Ruth
Unwin

Progress
Complete
Appendix A to the
action sheet
Complete
Accountable Care
System to be
discussed at 10 April
Governing Body
Development Session
Complete
Information shared
with Dr Clive Harries
Complete
Detail in attached
Appendix B

March 2018

Complete
Finance discussion
taking place at
Governing Body
Business Session on
27 March

Appendix A
Details below of the formal response to questions raised at the January
Governing Body Public meeting:

Do not Attends (DNAs) - In respect to the questions you raised, in regard to DNA’s
may I refer you to previous responses on this and assure you that at a local level we
continue to do all we can to ensure DNA’s are kept to a minimum.
Clayton Hospital - Regarding what is the position of Clayton Hospital, is the site
sold now? I can inform you that the sale is in its final stages and should be sorted in
the next few weeks.
Car parking revenue - In respect to your final question regarding what happens to
the revenue generated from car park charges? The revenue raised from the car park
charges at Mid Yorkshire Hospitals Trust is reinvested in the car parks, it helps pay
towards the staff to run the car parks, it ensures the car parks are monitored and
kept them secure, and finally it helps support the general grounds maintenance.
Carillion - NHS Wakefield CCG is not aware of any local arrangements with
Carillion.
Special Purpose Vehicles (SPVs) - We are aware that nationally some NHS trusts
are using or are looking to use SPVs, however as far as we are aware these are
purely on a value for money basis. In respect to NHS Wakefield CCG, this is not
something we have looked at or been asked to consider, and as such we do not
have a formal policy on SPVs. However we do have a policy on procurement
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Corporate_do
cuments/Policies/WCCG_Procurement_Policy_-_April_2017_-_IGC_approved.pdf
which details our approach to the purchase of services which fits under legal
procurement law.
Across the West Yorkshire and Harrogate area, discussions are taking place around
how partners could support each other in respects to estate management and
functions. This has been misinterpreted by some as privatisation, I would like to take
this opportunity to clarify that this is not the case. The regional working through West
Yorkshire and Harrogate Health and Care Partnership is a collaboration opportunity
for NHS providers to strengthen working arrangements, to make the best use of
facilities to deliver better patient value whilst making the most of the resources
available.
In respect to local acute trusts, the West Yorkshire Association of Acute Trusts is a
partnership of all six of the acute hospital trusts across West Yorkshire and
Harrogate. Their aim is to work more closely together to improve the quality and
sustainability of the services they provide to the population of West Yorkshire and
Harrogate, and beyond. The projects the partnership is working on look at different

ways of providing services, including estates and facilities, so that they continue to
be safe, high quality and more sustainable into the future.
You will be aware that one of the projects being explored is to create a wholly owned
subsidiary for each Trust to manage the estates and facilities functions. This is not
an attempt to privatise services. The companies will be wholly owned by the NHS.
For Airedale and Harrogate NHS Foundation Trusts these plans are well developed.
For the other Trusts, the projects are in the early stages and there is more to do
before any final decisions are made. All of the organisations are committed to
consulting fully with their staff on this; and with their recognised Trade Unions.

MYHT 18 Weeks Incomplete Waiting List Position Analysis by Specialty
November 2017

Specialty

National Return Specialty

CARDIOLOGY
DERMATOLOGY
ENT
GASTROENTEROLOGY
GENERAL MEDICINE
GENERAL SURGERY
GERIATRIC MEDICINE
GYNAECOLOGY
NEUROLOGY
OPHTHALMOLOGY
ORAL SURGERY
ACCIDENT AND EMERGENCY
ANAESTHETICS
AUDIOLOGICAL MEDICINE
BREAST SURGERY
BURNS CARE
CLINICAL HAEMATOLOGY
CLINICAL ONCOLOGY
CLINICAL PHYSIOLOGY
COLORECTAL SURGERY
CRITICAL CARE MEDICINE
DIABETIC MEDICINE
ENDOCRINOLOGY
GYNAECOLOGICAL ONCOLOGY
HEPATOLOGY
INTERVENTIONAL RADIOLOGY
NEONATOLOGY
OBSTETRICS

CARDIOLOGY
DERMATOLOGY
ENT
GASTROENTEROLOGY
GENERAL MEDICINE
GENERAL SURGERY
GERIATRIC MEDICINE
GYNAECOLOGY
NEUROLOGY
OPHTHALMOLOGY
ORAL SURGERY
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER

Data Source: Incomplete Waiting List Position

Total
Incomplete
Waiters List
Size

Total
Incomplete
Waiters <18
Weeks

Total
Incomplete
Waiters >18
Weeks

952
916
2309
1872
1
1308
51
1845
849
4892
2117
1
68
0
467
1
537
43
0
1114
1
241
485
45
209
70
0
1

880
867
2059
1705
1
897
49
1572
821
3587
1553
1
66
0
463
0
473
42
0
947
1
219
428
45
149
65
0
1

72
49
250
167
0
411
2
273
28
1305
564
0
2
0
4
1
64
1
0
167
0
22
57
0
60
5
0
0

Total
% Below
18 Weeks
92.4%
94.7%
89.2%
91.1%
100.0%
68.6%
96.1%
85.2%
96.7%
73.3%
73.4%
100.0%
97.1%
99.1%
0.0%
88.1%
97.7%
85.0%
100.0%
90.9%
88.2%
100.0%
71.3%
92.9%
100.0%

Specialty

National Return Specialty

ORTHODONTICS
ORTHOPTICS
ORTHOTICS
PAED BURNS CARE
PAED CARDIOLOGY
PAED DIABETIC MEDICINE
PAED ENDOCRINOLOGY
PAED GASTROENTEROLOGY
PAED NEPHROLOGY
PAED RESPIRATORY MEDICINE
PAED RHEUMATOLOGY
PAEDIATRIC EPILEPSY
PAEDIATRIC NEURODISABILITY
PAEDIATRIC NEUROLOGY
PAEDIATRICS
PAIN MANAGEMENT
PALLIATIVE MEDICINE
RESPIRATORY PHYSIOLOGY
SPINAL INJURIES
STROKE MEDICINE
TRANSIENT ISCHAEMIC ATTACK
TRANSPLANTATION SURGERY
UPPER GASTROINTESTINAL SURGERY
VASCULAR SURGERY
WELL BABIES
COMMUNITY ‐ OTHER
PLASTIC SURGERY
RESPIRATORY MEDICINE
RHEUMATOLOGY
TRAUMA AND ORTHOPAEDICS
UROLOGY

OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
OTHER
PLASTIC SURGERY
RESPIRATORY MEDICINE
RHEUMATOLOGY
TRAUMA & ORTHOPAEDICS
UROLOGY

GRAND TOTAL
OTHER TOTAL

OTHER

Data Source: Incomplete Waiting List Position

Total
Incomplete
Waiters List
Size

Total
Incomplete
Waiters <18
Weeks

Total
Incomplete
Waiters >18
Weeks

161
86
0
2
23
1
14
11
18
27
12
17
35
0
332
1283
8
647
39
24
31
0
109
456
2
577
1561
1096
816
2616
2099

119
79
0
2
23
1
13
11
17
27
12
17
35
0
327
1155
8
447
34
24
31
0
97
423
1
577
1319
759
729
2365
1759

42
7
0
0
0
0
1
0
1
0
0
0
0
0
5
128
0
200
5
0
0
0
12
33
1
0
242
337
87
251
340

32586

27390

5196

84.1%

7286

6468

818

88.8%

Total
% Below
18 Weeks
73.9%
91.9%
100.0%
100.0%
100.0%
92.9%
100.0%
94.4%
100.0%
100.0%
100.0%
100.0%
98.5%
90.0%
100.0%
69.1%
87.2%
100.0%
100.0%
89.0%
92.8%
50.0%
100.0%
84.5%
69.3%
89.3%
90.4%
83.8%
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Report Author and Job Amrit Reyat, Governance and Board Secretary
Title:
Responsible Clinical
Dr Phillip Earnshaw, Clinical Chair
Lead:
Responsible
Ruth Unwin, Associate Director of Corporate Affairs
Governing Board
Executive Lead:
Recommendations:
It is recommended that the Governing Body notes the four GP governing body members who
were re-elected unopposed and the Term of Office for each member:
1. Dr Adam Shepard
Three year term of office to commence from 1 April 2018
2. Dr Clive Harries
Three year term of office to commence from 1 April 2018
3. Dr Deborah Hallott
Two year term of office to commence from 1 July 2018
4. Dr Pravin Jayakumar
Two year term of office to commence from 1July 2018
Executive Summary:
NHS Wakefield Clinical Commissioning Group (CCG) commenced their election process on
22 January 2018 inviting expression of interest from GPs from member practices. The
deadline for expressions of interest to stand for election to the Governing Body closed on
Monday 5 February.
NHS Wakefield CCG received four nominations from the existing GP members of the
Governing Body. No further Expressions of Interest were received.
The Nominations Committee met on 13 February 2018 where the Governance and Board
Secretary confirmed to the committee that all four candidates were eligible to serve on the
Governing Body in line with the National Health Service (Clinical Commissioning Group)
Regulations 2012.

The committee reviewed the applications and agreed that each four applicants had:
“demonstrated satisfactory leadership potential and relevant skills and experience to be a
Governing Body member”.
The Nominations committee further agreed that differing terms of office would be given to
ensure that re-elections are staggered therefore mitigating the risk of all four GP Governing
Body Members terms of office ending at the same time. The Nominations committee noted
that this had happened due to previous member of the governing body retiring from their
position earlier.
As all four GP governing body members terms of office were due to end during 2018 two of
the GP Governing body members, Dr Sheppard and Dr Harries were give a three year term of
office and two, Dr Hallott and Jayakumar were given a two year term of office.
The benefit to offering differing terms of office would ensure greater stability to the
organisation when the term of office ended for each member, mitigating the risks we faced this
year. However, the benefit to offering all four candidates the same term of office i.e. three
years would mean a greater level of continuity for the period.
It was also noted that as NHS Wakefield CCG received the same number of nominations for
the places open for election these individuals would be appointed to the Governing Body
without the need for a full election. Hence the existing GP governing body member members
being re-elected unopposed.
Link to overarching
principles from the
strategic plan:

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

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

Not applicable

Not applicable

Not applicable



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

Human Resource,
LMC,
GP governing Body Members

Reference document(s) /
enclosures:

No applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable’

Nominations committee 13 February 2018
Governing Body 16 January 2018
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Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Responsible Clinical
Dr Phillip Earnshaw, Chair
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation:


To note the content for information and support on-going developments outlined in
the content of the report.

Executive Summary:
The report covers





West Yorkshire Health and Care Partnership
South Yorkshire Working Together programme – legal challenge on stroke services
Capacity and Capability review
CCG Improvement and Assessment Framework (IAF) – Patient and Community
Engagement Indicator
 National NHS Staff Survey
 Pontefract Urgent Treatment Centre
Link to overarching
Reduction in hospital admissions where appropriate

principles from the
leading
to
reinvesting
in
prevention
strategic plan:
New Accountable Care Systems to deliver new

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








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

Not applicable

Not applicable

CCG Leadership Team

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

Reference document(s) /
enclosures:
Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable
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West Yorkshire Health and Care Partnership
The West Yorkshire Health and Care Partnership (formerly STP) joint committee met
on 6 March 2018.
Key agenda items included:




Arrangements for commissioning acute inpatient mental health care
Development and procurement options for integrated urgent and emergency
care
Standardisation of commissioning policies, with a focus on high level
pathways in eye care and musculo-skeletal (MSK) and the approach to
procedures of limited clinical value and prescribing

South Yorkshire Working Together Programme
The South Yorkshire Working Together has been notified of a legal challenge to their
plans to reconfigure hyper acute stroke services.
The Joint Committee of CCGs (JCCCG) which includes NHS Wakefield CCG
approved a Decision Making Business Case on 15 November 2017 which proposed
changes to hyper acute stroke services which would consolidate hyper acute stroke
services for the South Yorkshire and Bassetlaw Accountable Care System at
Doncaster Hospital, the Royal Hallamshire Hospital in Sheffield, Pinderfields Hospital
in Wakefield and continuation of hyper acute stroke services at Chesterfield Hospital.
The decision followed a formal public consultation exercise.
An individual from Barnsley has submitted a letter before claim for Judicial Review
claiming that the JCCCG failed to consider the impact in terms of increased travel for
patients, ambulance transfers and visitors. The JCCCG has submitted a response
defending the claim.
Capacity and capability review
The CCG has jointly commissioned, with NHS England, a review of its Capacity and
Capability to determine where the CCG fits in the national assurance process, which
is applied to organisations that are not delivering their financial plan. The review will
inform a decision by NHS England as to whether the CCG needs to be placed in
‘Special Measures’.
The review began during February and will involve a comprehensive analysis of the
organisation which covers:





The financial position;
Financial recovery plan;
Governance and reporting arrangements; and
Leadership capacity and capability
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The Capacity and Capability review will be similar to a CQC or OFSTED
inspection. The team have requested a wide range of information to review and
have conducted interviews with members of the Governing Body and senior
team. The review is expected to be completed by the end of March.
CCG Improvement and Assessment Framework (IAF) – Patient and Community
Engagement Indicator
In summer 2017, NHS England wrote to all CCGs to let them know that they would
be undertaking a desktop review of CCGs’ work to engage with the people and
communities. This assessment followed the publication of the guide to annual
reporting in April 2016 and the revised 2017 statutory guidance for CCGs and NHS
England commissioners on Patient and Public Participation in Commissioning Health
and Care. The assessment has been done against the domains and criteria within
the new ‘patient and community engagement’ indicator, which is a standalone
indicator within the CCG Improvement and Assessment Framework (IAF).
The assessment related to the ten key actions listed within the guidance, and
involved a desktop review of each CCG based on information, such as Corporate
Annual Reports, CCG websites, and documents and information published on CCG
websites.
Initial annual assessments were undertaken during July 2017, and we were notified
of our rating in November 2017. We were successful in achieving a Green rating
broken down into 5 domains:Domain A - Governance
Outstanding
Domain B - Annual Reporting
Outstanding
Domain C - Practice
Good
Domain D - Feedback and Evaluation
Good
Domain E - Equalities and health inequalities Good
NHS England fed back that our annual report, supporting information, website was
useful and informative, and a good example of what can be produced. However,
they highlighted that there were no clear instructions for the public about how to get
information in different formats (e.g. Easy Read, Braille, community languages).
We are, therefore, reviewing the information on our website to ensure that clear
instructions are available to the public on how they can get information in different
formats, and will engage our Equality Health Panel in progressing this work.
National NHS Staff survey
The National Staff Survey 2017 was sent via email to all directly employed staff of
the organisation at 31st August 2017.The survey is designed to provide insight into
opinion on many aspects of staff experience and engagement. The survey contains
data on a wide range of employment issues including wellbeing, satisfaction levels
and line manager relationships. The importance of staff experience and engagement
is recognised by the staff pledges which are part of the NHS Constitution. The
organisation received an overall 82% response rate with 128 staff responding. Our
HR, L&D and OD Team will now work with the Staff Forum and Trade Unions to
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develop an action plan at both an organisational and directorate level. A summary of
the staff survey results is attached as Appendix 1.
Pontefract Urgent Treatment Centre
Plans are progressing to change the designation of urgent care services at
Pontefract Hospital to an Urgent Treatment Centre with effect from 9 April this year.
Work continues to raise public awareness of the role of the Urgent Treatment Centre
as an integral part of the overall provision of urgent and out of hours’ health care.
Special Educational Needs and Disabilities (SEND) Service
Following concerns raised at a Joint CQC and Ofsted Inspection of Special
Educational Needs and Disabilities (SEND) Services in Wakefield in June 2017 the
CCG were asked to lead the development of a Written Statement of Action (WSA) to
describe how waits for ASD assessment would be reduced. The WSA was
submitted on 13th November 2017. Ofsted wrote to the CCG on 20th November to
confirm the WSA was deemed ‘fit for purpose. Details of progress attached at
Appendix 2.

Jo Webster
Chief Officer
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Appendix 2
Wakefield Written Statement of Action
Update Report – March 2018


Following concerns raised at a Joint CQC and Ofsted Inspection of Special
Educational Needs and Disabilities (SEND) Services in Wakefield in June
2017 the CCG were asked to lead the development of a Written Statement of
Action (WSA) to describe how waits for Autistic Spectrum Disorder (ASD)
assessment would be reduced.



Wakefield CCG chaired an ASD Summit to engage partners in the recovery
process. A Task and Finish Group was established to lead the development of
the WSA.



Parents and Carers were engaged throughout the development of the WSA. A
number of ‘listening events’ were held with parents/carers to gather feedback.
A sub-groups of parent/carers was set up to work through the WSA in detail
and members of the sub-group attended the Task and Finish Group.



The WSA was submitted on 13th November 2017.



Ofsted wrote to the CCG on 20th November to confirm the WSA was deemed
‘fit for purpose’. A copy of the letter is included with this report.



Feedback from Ofsted with regards the WSA included:
“The statement of action is deemed to be fit for purpose in setting out how the
local area will tackle the significant areas of weakness identified in the
published report letter.”
“I note the strong commitment from partners in the local area to transforming
the experience of children, young people and families. A significant strength of
the local area’s response to the inspection findings is the involvement of
parents and carers in co-producing your strategy and the statement of action.”
“Governance arrangements for the statement of action and the ASD
transformation action plan are robust. The mechanism for gathering
information about the impact of the plan on children, young people and
families is also clear. Importantly, understanding the experience of children
and young people and reflecting on the views of parents and carers feature
significantly in your approach to checking the effectiveness and impact of your
work.”



In support of the recovery work NHS England and the Department for
Education undertake quarterly assurance visits to Wakefield, to review
progress against the WSA. The quarter 2 visit was in January 2018. The
feedback from the visit was very positive in relation to the progress made
against the recovery plan, and Wakefield CCG were asked to present at a
regional event to share the good practice of our response to the Inspection.



The quarter 3 assurance meeting is scheduled for April 2018. The CCG
continues to robustly monitor progress against the WSA. We have also
commissioned Healthwatch Wakefield to undertake consultation
questionnaires with families to gather feedback on the impact of the recovery
work, and to continue to improve services.



The number of children and young people on the waiting list for an
assessment continues to reduce, as does the length of time children and
young people have to wait for their assessment. The table below details the
reductions.

At Inspection (June 17)
At publishing of WSA (Nov 17)
At Q2 Assurance Meeting (Jan
18)
Current (end Feb 18)

Number of CYP
Waiting
614
393
337

Length of Wait
1 year 49 weeks
1 year 22 weeks
1 year 15 weeks

286

1 year 8 weeks



The increased assessment capacity to support the recovery is being
maintained by our provider services, and the number of assessments
undertaken continues to be higher than projected (with forecasts based on
undertaking 30 month, and the current average assessments per month being
50).



The reduction in referrals is also being maintained. The community led referral
process was introduced in January 2017 and has significantly improved the
quality of referrals and ensured children and young people can be seen
quickly on the right pathway.



The increased assessment capacity and steady referrals is significantly
reducing the number of children and young people waiting for an assessment.



The table below highlights the reduction in referrals and the steady
maintaining of the number of referrals.

2016
2017

Jan

Feb

Mar

Apr

34
14

41
23

31
23

43
14

Ma
y
66
21

Jun

Jul

44
11

39
23

Au
g
30
13

Sep

Oct

42
8

60
17

No
v
43
12

Dec Ave
21
7

Recommendations:
 It is recommended that the Governing Body note the progress made in the
recovery of the Autistic Spectrum Disorder (ASD) waiting list, and the
feedback from Regulators through the assurance process.
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Report Author and Job Dr Andrew Furber, Director of Public Health
Title:
Responsible Clinical
Anna Hartley, Interim Director of Public Health
Lead:
Responsible
Not applicable
Governing Board
Executive Lead:
Recommendation :
It is recommended that the Governing Body note the content and recommendations of the
report and discuss how the CCG could respond.
Executive Summary:
The Annual Public Health Report 2017 is all about promoting mental health and wellbeing. It
looks at how we can do this in Wakefield from a child’s earliest years through to older age. It
covers things we can do to reduce the risk factors which can lead to mental illness and to build
resilience in people and communities.
Link to overarching
principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)

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

Not applicable



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

Not applicable

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

Not applicable

Reference document(s) /
enclosures:

The full report can be accessed at
www.wakefield.gov.uk/dphreport

Risk Assessment:

The risks faced by the population of Wakefield district from rising
levels of mental health problems are significant.

Finance/ resource
implications:

Not applicable

Not applicable

Formally considered and published by Wakefield Council
Cabinet at their meeting on 12th December 2017.
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Report Author and Job Michala James, Senior Commissioning Manager
Title:
Responsible Clinical
Dr Abdul Mustafa, Clinical lead
Lead:
Responsible
Pat Keane, Chief Operating Officer
Governing Board
Executive Lead:
Recommendation :
It is recommended that the Governing Body/Committee approve the Case for Change for the
development of an alliance around End of Life Care.
Executive Summary:
A presentation was delivered to the Governing Body in January 2018 providing an outline of
the End of Life Case for Change in advance of this final case being presented.


The Case for Change is being presented on behalf of the End of Life Project Board,
of which Pat Keane is the Chair and CCG executive sponsor.



As a result of the ageing population, more people are expected to die at an older age
and will be more likely to have complex needs and multiple comorbidities. This will
increase the level and intensity of end of life care required in the UK and is likely to
put even more pressure on the urgent care system flow.



Alongside the demographic pressure, financial pressures might not allow CCGs to
invest significantly in the redesign of end of life care provision. This requires a change
in funding regimes towards a more integrated approach aiming to create incentives
that bring commissioning partners together for delivering agreed outcome measures.



The challenges to service delivery and experience include; a limited awareness of and
inconsistent coordination of services, inequity of patient access and experience,
and service provision that may be ‘in the wrong place or at the wrong time’.



The intention of the End of Life Project Board is to design and deliver an integrated
service model that addresses the key challenges, and results in a ‘Right Care, Right
place, Right time’ outcome for patients in the last year of life. Quality is the primary
focus, however system recovery and cost effectiveness is key.



Improving EoLC will play an important role in delivering many STP priorities, in
particular those highlighted in the Next Steps on the NHS Five Year Forward View
such as mental health, cancer, urgent and emergency care, as well as improving
financial sustainability.



Focussing on improving care for people at end of life will;
 improve outcomes and experience for patients,
 improve health and care flow, reducing the pressure on ambulances, urgent
and emergency care and hospital beds through timely and appropriate
responses to urgent unscheduled needs in their usual place of care,
 help to reduce unnecessary and unwanted admissions
 improve early supported discharge to a place of care that best meets the
needs of the patient, therefore reducing the likelihood of unnecessary readmission.



An options appraisal has been undertaken to review the options available for an
integrated service model. The options were; Option 1. Do nothing, Option 2a. Develop
a Memorandum of Understanding between partners, Option 2b. Develop an Alliance
Contract between partners, Option 3. Develop a lead provider model, and Option 4.
Develop a single organisation to deliver end of life care.



The preferred option was to develop an Alliance Contract between partners. This
was approved, in principle, by the End of Life Project Board on 5 December 2017.



Engagement has taken place with key partnership boards and the following
organisations have agreed to sign up, in principle, to enter into an alliance;







Wakefield Hospice
The Prince of Wales Hospice
Mid Yorkshire Hospitals Trust
Wakefield Council
South West Yorkshire Partnership Foundation Trust
Age UK Wakefield District



On 14 February 2018 End of Life Care was accepted as a priority for the New Models
of Care Board. This will ensure alignment with the End of Life Care Alliance and the
emerging Accountable Care System.



A proposed implementation plan has been developed. Work will commence on the
development of the alliance from April 2018.
 Quarters 1 and 2 will focus on scoping the alliance, governance arrangements,
the financial framework and outcomes and the integrated end of life care
pathway will be designed to improve patient care and experience;
 The alliance will work in shadow form, to test the new ways of working, from
October 2018; and,
 Will be fully implemented from 1 April 2019.

Link to overarching
principles from the

strategic plan:

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






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

Not applicable at this stage

Management of Conflicts
of Interest:
Assurance departments/
organisations who will
be affected have been
consulted:

None

Previously presented at
committee / governing

Outline Case for Change – Wakefield CCG Governing Body –
January 2018.

Key stakeholders
 A full stakeholder mapping and engagement plan has been
developed and is available.
Public/patient
 A representative of the CCG Public Involvement and Patient
Engagement Committee (PIPEC) is an active member of the
End of Life Project Team.
 A Service User Reference Group has been established led by
Healthwatch
Clinical
 The CCG Clinical Lead has been involved in this work and
the work of the Project Team
 MYHT specialist palliative care clinicians are actively
engaged in this work.
 A Clinical Reference Group is being established.

Pat Keane, Chief Operating Officer, Wakefield CCG
Michelle Ezro, Associate Director – Acute Commissioning,
Wakefield CCG
Tina Turner, Chief Executive, Wakefield Hospice
David Stewart, Chief Executive, The Prince of Wales Hospice
Dr Lynda Wright, Clinical Lead, Wakefield CCG
David Melia, Director of Nursing and Quality, MYHT
Dawn Parkes, Deputy Director of Nursing and Quality, MYHT
Karen Benstead, Lead Nurse for Quality and Patient Experience
/Deputy Head of Nursing, MYHT
Sharon Carter, Change & Innovation, SWYPFT

body:
Reference document(s) /
enclosures:

End of Life Care: Case for Change

Risk Assessment:

Not applicable

Finance/ resource
implications:

Resource and financial implications will be explored during the
development of the end of life care alliance.

End of Life Care: Case for Change

1

Project name:

End of Life Care Project

Document name:

End of Life Care: Case for Change

Version:

Final draft

Date:

26 February 2018

Authors:

Michala James, Senior Commissioning Manager, NHS
Wakefield CCG;
Tina Turner, Chief Executive, Wakefield Hospice
David Stewart, Chief Executive, The Prince of Wales Hospice
Jo Schofield, Clinical Services Manager, The Prince of Wales
Hospice
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Executive Summary
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“How we care for the dying is an indicator of how we care for all sick and vulnerable
people. It is a measure of society as a whole and a litmus test for health and social
care services.”
(End of Life Care Strategy 2008).
When someone’s illness is deemed as no longer curative then quality of life
becomes the focus of care. For the patient, there is only one chance to make this a
comfortable and dignified phase of their life. For the family, a poor experience can
have a long term impact on their health and wellbeing. Getting it right requires
access to different types of palliative care services as well as timely and coordinated
services to ensure people die in their preferred place when the time comes.
Key partners delivering End of Life Care services have undertaken an 18 months
transformation project to review the pathway, gain feedback from patients, the public
and professionals, to identify any improvements that are needed. Relationships and
trust amongst partners have developed and matured to the point where it is
recognised that integrating services will provide huge benefits for patient care and
service delivery.
This Case for Change outlines the vision for an integrated End of Life Care system,
for adults in their last year of life, to improve patient care and the coordination of
services to ensure patients receive the right care at the right time in the right place.
It is widely recognised that improving end of life care will play an important role in
delivering many Sustainability and Transformation Plan (STP) priorities, in particular
those highlighted in the Next Steps on the NHS Five Year Forward View such as
mental health, cancer, urgent and emergency care, as well as improving financial
sustainability.
This Case for Change is supported by national strategies recognising that alongside
the demographic pressure, financial pressures might not allow CCGs to invest
significantly in the redesign of end of life care provision. This requires a change in
funding regimes towards a more integrated approach aiming to create incentives that
bring commissioning partners together for delivering agreed outcome measures.
Following an options appraisal of different models of an integrated End of Life Care
system, all partners have agreed, in principle to develop and enter into an End of Life
Care Alliance based around collective accountability for delivery integrated care and
improving patient experience. The ‘Formal Alliance’ model was recommended to the
Project Board, and with their approval presented to the outline case for change to the
Wakefield CCG Governing Body in January 2018.

A proposed implementation plan has been developed. Work will commence on the
development of the alliance from April 2018. Quarters 1 and 2 will focus on scoping
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the alliance, governance arrangements, the financial framework and outcomes. The
alliance will work in shadow form, to test the new ways of working, from October
2018 and will be fully implemented from 1 April 2019.

2.

Vision for End of Life Care

Despite much positive progress in recent years, there are significant challenges
facing the delivery of services to the people of the Wakefield district who are in their
last year of life.
Challenges to service delivery and experience include a limited awareness of and
inconsistent coordination of services, inequity of patient access and experience, and
service provision that may be ‘in the wrong place or at the wrong time’.
The vision is for an integrated End of Life Care service, providing effective health
and social care for the adult residents of the Wakefield District in the last year of life,
and for those who care for them, including those who are bereaved.
The Case for Change sets out the need for and the benefits of a seamless service
supporting the whole care pathway, and offered in a care setting of the patients
choice.
The service model will be designed and delivered collaboratively with the advantage
of a multi-disciplinary and cross-organisational approach, and will address the key
challenges identified in the current state.
System-leadership principles will ensure that the improvement process continues to
be led by aspirational patient-experience drivers, quality indicators, and value for
money criteria.
The success of the Project will be measured against the objectives created through
comprehensive stakeholder engagement and approved by the Project Board:






Effective, timely communication and coordination of care and service
provision by service providers
Improved awareness of service provision and changes across the
health/social and 3rd sector service providers
Equality of access to high quality, timely and consistent support
Patients and carers at the centre of service provision
Patients supported achieve their preferred place of care and death.

The system-wide ‘Right Care, Right time, Right place’ outcome is at the forefront
of the work.
3.

Introduction & Background
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This Case for Change proposes changes to the delivery of end of life care services
across the Wakefield District. Our aim is to work with our health and social care
partners, the voluntary sector and local communities, to deliver a cost effective, truly
joined up model of care that breaks new ground in how we support our citizens in
their last year of life across the district.
We believe this Case for Change provides a compelling vision for the End of Life
Care model of care we want to commission and the outcomes we want to achieve
and deliver as a system.
As a result of the ageing population, more people are expected to die each year for
at least the next forty years: more of them will die at an older age and will be more
likely to have complex needs and multiple comorbidities. This will increased the level
and intensity of End of Life Care required in the UK, and will put even more pressure
on health, social care and voluntary sector services.
Alongside these demographic pressures, financial pressures will limit investment in
End of Life Care services, and funding schemes must be built on collaboratively
redesigned services which maximise resource in terms of funding, expertise, and
capacity across all sectors. National guidance encourages CCGs to consider joint
commissioning arrangements, and explore the potential of pooled budgets, looking
to bring partners together to agree a range of appropriate and ambitious outcome
measures.
On this basis the Project Board was established in September 16 and partners
across the health and social care economy were asked to work together to construct
the outline case for change. Recommendations from Phase 1 were approved by the
Board in March 2017 and indicated the need for:




A named lead professional for service users in the last year of life.
Managed access to specialist palliative care when necessary.
A network of providers working together in a formal or semi-formal alliance.

The Phase 2 Project Plan articulated the action plans of five working groups
established to deliver the objectives above, in terms of pathway improvements within
the current system, and also the co-design of a new network model. The Phase 2
Project Plan can be found at appendix B.
Partners have worked together to ensure that their efforts are underpinned by clinical
evidence, supported by user engagement, and communicated consistently to a wide
and increasing stakeholder membership.

The work has been constructed under the leadership of clinicians at many levels and
across disciplines, with the explicit intention to improve the identification of patients
in the last year of life, to work with them and with their family to build a plan of care
7

appropriate to their needs and preferences, and to make this support real and
accessible when the time is right.
In addition it is recognised that an extensive programme of public and professional
awareness raising must be delivered, and a cultural shift to encourage and facilitate
the discussions required must be supported.

4.

National Context
“How people die remains in the memory of those who live on”

(Dame Cicely Saunders, founder of the Modern Hospice Movement July 2008).
A decade ago (July 2008), the Department of Health published an end of life care
strategy that sought to promote high quality care for all adults at the end of life. In so
doing, the Department recognised that almost half a million persons die in England
each year, two thirds of whom are over the age of 75, and that that number was
likely rise by 20% in the next two decades.
Moreover, whilst many persons died as they so wished and had experienced
excellent care in hospital, a hospice, a care home or in their own home, many had
not.
The strategy set in train a number of initiatives and developments the progress of
which was captured in documents such as the NICE Quality Standards for End of
Life Care, an independent review of palliative care funding, ‘One Chance to Get it
Right’, a systems-wide response to the review of the Liverpool Care Pathway; and
‘What’s Important to Me. A Review of Choice in End of Life Care’’ by The Choice in
End of Life Care Programme Board.
In 2015, the National Palliative and End of Life Care Partnership brought that work
together and built on it to provide a framework for national and local health and care
system leaders to take action to improve end of life care. The framework is laid out
and explained in its publication, ‘Ambitions for Palliative and End of Life Care: A
national framework for local action 2015 - 2020’. The framework has six ambitions:
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Meanwhile, the Department of Health, whilst recognising that end of life care in
England was rated as the best of the world (Economist Intelligence Unit, 2015),
acknowledged that not everyone was receiving the best possible care. For example,
more than 30% of those who died in hospital were reported by their carers to have
received “poor’ or “fair” care and 40% did not always receive the dignity and respect
they deserved at the end of life. Moreover, only 19% of persons dying at home
received complete relief from pain all of the time.
The Department also acknowledged that too few people were involved in decisions
about their care, die in the place of their choice and receive care sufficiently
focussed on their needs and preferences.
It therefore commissioned a review of choice in end of life care to provide
independent advice on improving the quality and experience of care for adults at the
end of life and for their carers and others important to them, by expanding choice.
That review, which reported in 2016, clearly demonstrated that high quality care and
personalised care based on individuals’ choices were inseparable, and that those
options had to be real and based on high quality end of life care services being
available in all areas of the country and in all settings.
The Department then gave the commitment that, as someone approached the end of
life, they should be given the opportunity and support to:
1. have honest and open discussions about their needs and preferences for their
physical, mental and spiritual wellbeing so that they can live well until they die;
2. make informed decisions about their care, supported by clear and accessible
information on quality and choice in end of life care;
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3. have a personalised care plan, based on what matters to them;
4. have that care plan shared with their care professionals, enabling them to
take account of individual wishes and choices in care, and to be able to
provide feedback to improve care;
5. to the extent that they wished, involve their family, carers and those important
to them to be involved in discussions about their care, and its delivery, and to
provide feedback on it; and
6. know who to contact at any time if help and advice were needed.
This commitment was aligned to, and supported, the ‘Ambitions for Palliative and
End of Life Care’ published the year previously.
The case for change put forward in this document will allow that commitment to be
discharged locally through the collaborative realisation of the six objectives in the
‘Ambitions for Palliative and End of Life Care’ document.
5.

Local Context

Project governance
Wakefield has a good track record of partnership working across health and social
care, with mature relationships between commissioners and providers and across
the statutory and the voluntary sector. Key relationships continue to be strengthened
in end of life care.
Excellent engagement from key partners continues through involvement with the
Project Board, Project Team and Work Stream groups. With clinical and service
user input embedded within the Project Board and Project Team, this input has been
strengthened thought the End of Life Service User Reference Group and the
Specialist Palliative Care Clinical Reference Group. The current governance
structure is provided below.
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The End of Life Project Board is responsible for the strategic oversight and delivery
of the project and for directing and approving the work of the Project Team.
The End of Life Project Team is responsible for developing and articulating the
scope and objectives of the project and for delivering key aspects of the project.
Organisations represented include; Wakefield CCG, Wakefield Hospice, The Prince
of Wales Hospice, Mid Yorkshire Hospitals Trust, South West Yorkshire Partnership
Foundation Trust, Age UK Wakefield District, Wakefield Council, Healthwatch,
Wakefield and District Carers Association.
Stakeholder analysis, communications and engagement plan
Using a simple analysis of influence and interest, key groups of stakeholders have
been assessed so that we can identify the best way to approach them. This has, and
will continue to be, kept under review as we go through different stages of the
programme.
The Stakeholder analysis, communications and engagement plan can be found in
appendix C.
It is important that the right key messages are used throughout the process and
these are used to the right stakeholder – these will be consistently developed as the
plan becomes more timed.
There has been excellent engagement from all local stakeholders in the co-design of
this Case for Change.
Patient and Public Involvement
Engaging with and involving the public in the redesign of end of life care services is
crucial. Throughout the development of the project the End of Life Project Team has
been supported by representation from the Wakefield CCG Public Involvement and
Patient Engagement Committee (PIPEC). The End of Life Service User Reference
Group was established to strengthen the patient and public involvement.
Local data and performance
There are a range of outcome measures for end of life care that can indicate how we
are performing at different stages of the patient pathway. An outcomes framework /
dashboard will be developed as part of the End of Life Care alliance and will be
monitored on a regular basis.
It is estimated, nationally, that 1% of a population of a GP registered population will
be in the last year of life. The GP registered population for the Wakefield district is
372,282 and therefore our 1% population equates to 3,722 people. The main
causes of death in the district making up two-thirds, are cancer, circulatory disease
and respiratory disease.
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In Wakefield around 0.43% of patients are on the GP palliative care Quality
Outcomes Framework register, and around 0.28% of patients are on the Electronic
Palliative Care Coordination System which is a tool to identify those at the end of life
and is used for advance care planning.
The proportion of people in Wakefield who die in their usual place of residence is
increasing, but, at a slower rate than in other comparable areas. In 2015;





6.

46% of people died in hospital.
22.2% of people died in a care home.
22.2% - 23.8% died at home.
4.3% - 7.8% died in a hospice.

Case for Change

Improving end of life care will play an important role in delivering many Sustainability
and Transformation Plan (STP) priorities, in particular those highlighted in the Next
Steps on the NHS Five Year Forward View such as mental health, cancer, urgent
and emergency care, as well as improving financial sustainability.
It is recognised, in the end of life care: Sustainability and Transformation Partnership
support tool October 2017and by the Department of Health in 2016, that focussing
on improving care for people at end of life will:
1. Improve outcomes and experiences for patients, and reduce formal
complaints. For example, 10% of persons receiving hospice care who have
engaged in advance care planning (ACP) die in hospital, compared to 26% of
those who have not engaged in ACP. Moreover, not only does ACP improve
end of life care and patient and family satisfaction, it reduces care home
admissions, stress, anxiety and depression in surviving relatives;
2. Improve health and care flow, reducing the pressure on ambulances, urgent
and emergency care and hospital beds through timely and appropriate
responses to urgent unscheduled needs in their usual place of care. In
addition, economic evaluation of electronic palliative care co-ordinated
systems (EPaCCS) indicates that financial savings can be made where the
systems are in place to share end of life care records – recurrent savings of
about £270,000 after four years for a population of 200,000;
3. Help to reduce unnecessary and unwanted admissions to hospitals. Hospital
costs are by far the largest cost elements of end of life care costing an
average of more than £4,500 a person in the last three months of life;
4. Improve early supported discharge to a place of care that best meets the
needs of the patient, therefore reducing the likelihood of unnecessary readmission. In addition, if access to community-based end of life care
improved, £104 million could be redistributed to meet individuals’ preferences
for place of care.
12

5. Support improved palliative responses to those with dementia, and those
experiencing mental health problems initiated or exacerbated by issues
relating to death and dying.
6. Facilitate improved transition to palliative services for those with a long term
condition.
7. Contribute to the system-wide support of increasing numbers of older people,
ensuring personalised care and dignity for the severely frail.
As for the benefits of collaboration, approximately 30% of those in the last year of life
use some form of local authority funded social care, and, nationally, the hospice
sector spends over £1 billion of charitable funding in local communities to meet
palliative care needs.
The following organisations have formally agreed, in principle, to enter into the End
of Life Care Alliance,








7.

Wakefield CCG
Wakefield Hospice
The Prince of Wales Hospice
Mid Yorkshire Hospitals Trust
Wakefield Council
South West Yorkshire Partnership Foundation Trust
Age UK Wakefield District

Options Appraisal

The co-commissioning workstream of the Phase 2 Project Team (established to
include senior representatives from all partner organisations), were tasked with
outlining the main model options for the provision of effective EoLC services in line
with the vision, and with undertaking a systematic and thorough appraisal of these to
enable a clear recommendation of the preferred model to the Project Board.
Models identified included:






Option 1: No change from the current system.
Option 2a: An informal alliance supported by a MOU.
Option 2b: A formal contracted alliance arrangement.
Option 3: The lead provider model.
Option 4: A single organisation.

These options clearly reflect increasing levels of integration, and mirror those
considered on a wider scale across the health and social care economy, and which
have been formalised in the recent Provider Alliance arrangement.
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Membership of the group established to consider EoLC differs in respect of the
inclusion of the two independent hospices.
These options were appraised against a number of agreed criteria, representing the
collective views of the partners as to implications and significance. A thorough, and
well-considered consensus was reached on the basis of each model being
measured against its ability to facilitate:








Patient centred services
Fit with wider agenda, future-proofing
System stability, resilience and recovery
Provision across the whole pathway
Achievability, acceptability
Seamless coordination of provision
Robust governance, clear accountabilities

Model 2b, services established on the basis of a formal contractual alliance
between providers, was identified as that which best met the stated criteria.
This is understood to describe an arrangement where there is one agreed
performance framework (supported by one or more contracts), aligned objectives
and collective accountability for their delivery, a shared risk and reward framework,
and a ‘no blame’ culture for underperformance.
The ‘Formal Alliance’ model was recommended to the Project Board, and with their
approval presented to the CCG Governing Body in January 2018. The support in
principle of the Governing Body, and since then of all the partner organisations (at
Board level) has provided the remit for the recognition of End of Life Care as the
fourth priority for Wakefield, and its inclusion in the agenda of the NMOC Board.

8.

Proposed Implementation Plan

The proposed plan for the development and implementation of the End of Life Care
alliance is provided in the table below. Work will commence on the development of
the alliance from April 2018. The alliance will work in shadow form from October
2018 and will be fully implemented from April 2019.
Embedding the End of Life Care alliance within the New Models of Care Board, will
ensure continued alignment with the development of the Accountable Care System.
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Timeframe

Outcome


Quarter 1
2018/19








Quarter 2
2018/19





Quarter 3
2018/19





Quarter 4
2018/19

The scope of the alliance will be agreed by member organisations.
This will include the agreed level of shared accountability for
outcomes and commissioning, i.e. the level of co-commissioning
from a fully delegated approach to a phased approach and the
level of financial control.
A dashboard for key outcomes measures will be developed with
the baseline and target measures for improvement.
Progress against the three pathway work streams (Identifying
those at the end of life and advance care planning, education and
training and public awareness and support to carers) will be
presented to the alliance with recommendations for the alliance
work plan.
The end of life care governance structures throughout the
development and implementation of the alliance will be reviewed.
End of life care will be embedded within the New Models of Care
Board and the lines of accountability agreed.
Key tenets of the End of Life Care alliance will be drafted to
support the development of the Alliance contract.
The financial resources initially available to the Alliance will be
understood.
A final draft of the Alliance contract will be agreed
The Alliance will design the integrated end of life care pathway to
improve patient care and experience, keeping in mind the outcome
of phase 1 of the project to have named lead professional for those
in the last year of life. The Alliance will start to look at workforce
planning, training and education.
The Alliance will operationalise in shadow form to test the new
model of care, prior to full implementation, and will focus on the
realising the efficiencies of integrating end of life care.
Organisations will undertake the required procedures to sign up to
the Alliance contract. This takes into consideration the fact that
quarter 4 is a challenging time, due to winter pressures, for the
system.
The alliance will make a formal recommendation to the Wakefield
CCG Governing Body on the proposed financial framework and
governance structure.
The alliance will continue to operate in shadow form and will
undertake a review of the shadow period to ensure a smooth
transition to the full implementation on 1 April 2019.
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9.

Next steps

Following approval of this Case for Change the End of Life Project Board, one of the
key steps will be to review the governance arrangements required for the End of Life
Care alliance and how this aligns with the New Models of Care Board. Once these
have been agreed work will commence on progressing quarter 1 activities from April
2018.
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Wakefield End of Life
Project: Phase 2
Project Plan and Key Messages 2017/18

Introduction


Wakefield and Pontefract hospices were asked to support the CCG in the
collaborative development of an integrated and comprehensive End of Life
Care service for the Wakefield and Pontefract population in all care settings,
and to support the construction of a business case which describes a long term
vision for this, and identifies the steps which will be needed to achieve it.



Throughout 2016/17 a Strategic Outline Case was developed, with multiagency partners, for End of Life Care Services across the Wakefield district.



This project plan;
•

Outlines the key stages for developing the Outline Business Case for End of
Life Care Services across the Wakefield district.

•

Has been developed in line with national strategies, including; Ambitions
for Palliative and End of Life Care: A national framework for local action
2015 – 2020; Commissioning Person Centred End of Life Care: A toolkit for
health and social care; Cost-effective Commissioning of End of Life Care.

•

Is owned by the End of Life Project Board.

Recommendations from Phase 1
1.

Every patient should be assigned a lead professional - for liaison, assessment,
signposting, provision/ intervention where appropriate.

2.

Develop a formal Strategic Network supports the service:

•

a 'tight' Network (separate orgs, one leading and holding budget, hold sub-contracting
arrangements with others)

•

a 'loose' Network (separate accountability and contracts, formal governance structure to
agree protocols / pathways etc)

3. There is a well-defined role for specialist services - expert advice and input readily and
equitably accessible, but only when required.

(Increasing support for a tight network arrangement, perhaps phased in line with ACO).

Project governance
End of Life Project Board

•

The End of Life Project Board is responsible for
the strategic oversight and delivery of the
project and for directing and approving the work
of the Project Team.

•

The End of Life Project Team is responsible for
developing and articulating the scope and
objectives of the project and for delivering key
aspects of the project.

•

To strengthen the project we have a Specialist
Palliative Care Clinical Reference Group and a
Service User Reference Group

•

Organisations represented include; Wakefield
CCG, Wakefield Hospice, The Prince of Wales
Hospice, Mid Yorkshire Hospitals Trust, South
West Yorkshire Partnership Foundation Trust,
Age UK Wakefield District, Wakefield Council,
Healthwatch, Wakefield and District Carers
Associations.

•

The End of Life Project Team also has patient
representation from the Wakefield CCG Patient
Involvement and Public Engagement Committee

•

Partners attend in a decision making capacity for
their respective organisations and ensure that
their own organisation is fully briefed on
partnership decisions. All partners are
ultimately accountable to their own Governing
Body / Board of Trustees.

Chair: Pat Keane, Wakefield CCG

Specialist Palliative
Care Clinical
Reference Group
Chair: Dr Anne-Marie
Seymour, MYHT

End of Life
Project Team
Chair: Lynda Wright,
Wakefield CCG

End of Life Service
User Reference
Group
Chair: Nichola Esmond,
Healthwatch

The Project Team
•
•
•

Project Lead: Tina Turner, Wakefield Hospice
Clinical Lead: Dr Linda Wright, Wakefield CCG
Commissioning Lead: Michala James,
Wakefield CCG

Covering the whole patient pathway
Identifying people approaching the end of life (last 12 months)
Advance care planning
Coordination of care
Delivering high quality services in all locations
Care in the last days of life
Care at the time of death
Bereavement

End of Life Project Principles & Objectives
1

• Effective, timely communication and co-ordination of care and service provision
between service providers

2

• Ensure improved awareness of service provision and changes across the
health/social and 3rd sector service providers to support effective care delivery

3

• All service users will have equal access to high quality, timely and consistent
appropriate service provision

4
5

• Patients and carers will be put at the centre of Health and Social Care Provision
• All Service Providers will support patients to achieve their preferred place of
care/death at end of life

End of Life Project: Phase 2 work streams
Outline Business Case for End
of Life Care Services

End of Life Pathway Developments

Co-Commissioning
Model

Identifying People at the End
of Life

Leads: Linda Wright, Tina Turner,
David Stewart

Leads: Tina Turner & Helen
Morris

Design the co-commissioning
model for End of Life services in
line with National policy and
guidance.
Clarification of the Financial
Envelope. Financial modelling for
co-commissioning for End of Life
care services.
Explore the development of a
managed clinical network.

Personalised Care Planning &
Shared Records
Leads: Jo Schofield & Jane Dacre

GP practices identify their 1%
population at the End of Life
Pathway to support
identification of patients at the
End of Life including improved
use of EPaCCS

Every patient is assigned a lead
professional.
Hospice quality care in the
community.
Gold Standard Framework is
implemented across the
pathway.
Personalised care plans to be
available to all professionals
involved in the patient’s care.

Education and Training
Leads: Alison Harwood & Jane
Dacre – linking into existing
work stream

All professionals needs to have
up to date information, and
needs to be supported to
enable them to play their part
in good end of life care.

Public Awareness &
Support to Carers
Leads: Alison Harwood &
Bob Ince

Design public awareness
campaigns to increase
public awareness and
empowerment in talking
about end of life issues.
All carers have access to
pre and post bereavement
care and support.

Leadership
Co-design
Evidence and Information
Communications and Engagement
4

Key messages
•

Significant challenges for end of life care services

•

Aim of the project is to ensure patients get right care, right place, right time

•

Quality is the primary focus, however system recovery and cost effectiveness
is key

•

Redesign of services will impact all current service providers

•

Governance arrangements must be robust and transparent

•

Work will run in alignment with wider integration plans

END OF LIFE PROJECT

STAKEHOLDER ANALYSIS,
COMMUNICATIONS AND
ENGAGEMENT PLAN

OCTOBER 2017

1
Version 5

1. STAKEHOLDER ANALYSIS

High

Influence

Wakefield CCG

Interest /
Availability

Stakeholder

High

Action

Goals, motivations and interests

Communication strategies

Key decision making boards

Key Player





Partnership working through the
Project Board / Team and Work
Stream meetings
Communicate to staff and key
individuals / groups via email,
briefings or attendance at key
governance meetings.
Ensure EOL is linked with other local
strategies





Partnership working through clinical
lead representation at the Project
Board / Team and Work Stream
meetings
Communicate to practices via GP
Federation chairs, email
newsletters, attendance at network
/ federation meetings
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.



Wakefield CCG Clinical
Cabinet (GP Federation
chairs attend)



Board of Trustees







GP Practices

Medium

High

Meet their
needs




Wakefield
Hospice & The
Prince of Wales
Hospice

High

High

Key Player





Commissioner of health care services in
Wakefield.
Key decision maker regarding the
allocation of NHS funds, commissioning of
services, service development and system
transformation.
A key partner in leading the Health and
Wellbeing agenda.
Key contributor to the EOL Programme
CHC commissions fast track packages of
care for end of life.
Key link to care home vanguard and MCP
developments
Providers of primary care medical and
nursing services.
A key partner in identifying those at the
end of life and advanced care planning

Third sector providers of in‐patient and day
therapy specialist palliative care and end of
life services.
Providers of bereavement and support
services.
Key contributor to the EOL Programme.














Executive Team
Clinical Cabinet
Integrated Governance
Committee
Governing Body
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High

Influence

MYHT

Interest /
Availability

Stakeholder

High

Action

Goals, motivations and interests

Communication strategies

Key decision making boards

Key Player









Trust Board
Clinical Executive
Committee



Directorate Management
Team (Adults, Communities
& Health)
Senior Management Team
(Adults)




Wakefield
Council

High

High

Key Player






Age UK

High

High

Key Player







Healthwatch

High

High

Key Player






Provider of acute in—patient care.
Provider of specialist palliative care
services.
Provider of community healthcare services.
Key decision maker in service development
and system transformation
Key contributor to the EOL Programme
Commissioner and provider of social care
provision across the district
Key decision maker regarding allocation of
local authority funding, service
development and system transformation
A key partner in leading the Health and
Wellbeing agenda.
Key contributor to the EOL Programme
Third sector provider of services to older
people across the district
A key partners in leading the Health and
Wellbeing agenda
Leading partner in the local Frailty Strategy
Key contributor to the EOL Programme
Independent consumer champion created
to listen to and gather local people’s
experiences of using health and care
services in Wakefield
A key partners in leading the Health and
Wellbeing agenda
Key contributor to the EOL Programme












Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.





Board of Trustees



Board of Trustees
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High

Influence

Marie Curie

Interest /
Availability

Stakeholder

Medium

Action

Goals, motivations and interests

Communication strategies

Key decision making boards

Show
consideration







Provide an overnight care service for EOL
patients


Macmillan

High

Medium

Show
consideration



Provide cancer support services to patients
and their families



Carers
Wakefield &
District

High

High

Key Player




Third sector provider of support to carers
Key contributor to the EOL Programme




South West
Yorkshire
Partnership
Foundation
Trust

High

Local Media

High

High

Key Player





Medium

Show
consideration





Public and
Patients

High

Medium

Show
consideration




Provider of mental health services in
Wakefield.
Key link for specialist advice on mental
health and dementia
A key partner in leading the Health and
Wellbeing agenda
Key contributor to the EOL Programme
Key partner in disseminating public
information
Public interest in testing the acceptability
of service improvements / redesign
Users of EOL services as patients, families
and carers
Key stakeholder for engagement and
consultation to test the acceptability of
service improvements / redesign








Communicate to key individuals in
organisation
Engage as part of co‐commissioning
work stream
Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.
Partnership working at the Project
Board / Team and Work Stream
meetings
Communicate to key individuals and
groups via internal updates and
attendance at key governance
meetings.
Utilise media as part of the
communications plan to the public

Engage and consult with patients
and public EOL service redesign





Board of Trustees




Operational Management
Group
Business Delivery Unit
Management Meeting



N/A



EOL Service User Reference
Group
CCG Patient and Public
Engagement Committee
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High

Influence

Health and
Wellbeing
Board

Interest /
Availability

Stakeholder

High

Action

Goals, motivations and interests

Communication strategies

Key decision making boards

Key Player





Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Submit the EOL business case for
approval



Health and Wellbeing
Board is a decision making
board

Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Submit the EOL business case for
approval
Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Submit the EOL business case for
approval
Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Communicate and engage with
members to ensure they are well
informed about the End of Life
project.
Communicate and engage with
members to ensure they are well
informed about the End of Life
project



Overview and Scrutiny
Committee is a decision
making board



Connecting Care Executive
is a decision making board
for community provision



N/A



N/A



N/A



Overview and
Scrutiny
Committee

High

High

Key Player




Connecting Care
Executive

High

High

Key Player




Key decision making body consisting of
senior leaders within health and social
care.
Responsible for the health and wellbeing
plan.
Will have the influence to approve / ratify
plans.
Key decision making body in the provision
and redesign of health and social care
services.
Will have the influence to approve / ratify
plans.
Key decision making body in the
integration and redesign of health and
social care services.
Will have the influence to approve / ratify
plans involving community provision.










YAS

High

Medium

Show
consideration



Pathway changes affecting ambulance
services (999 & Patient Transport Service)



Wakefield &
District Housing

High

Medium

Show
consideration



Community engagement and housing
initiatives – System working with
Connecting Care



West Yorkshire
Fire & Rescue

High

Medium

Show
consideration



Community engagement and support to
end of life services ‐ System working with
Connecting Care
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High

Influence

Private care
providers

Interest /
Availability

Stakeholder

Medium

Action

Goals, motivations and interests

Communication strategies

Key decision making boards

Show
consideration







Social care provision for end of life

Communicate and engage with
members to ensure they are well
informed about the End of Life
project.

N/A
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2. END OF LIFE PROJECT ‐ KEY MESSAGES
What you should know about End of Life Care in the Wakefield district…


Despite much positive progress in recent years, there are significant challenges facing the
delivery of services to the people of Wakefield who are in their last year of life.



Challenges to service delivery and experience include a limited awareness of and inconsistent
coordination of services, inequity of patient access and experience, and service provision that
may be ‘in the wrong place or at the wrong time’.



The explicit intention of the Project Team is to design and deliver a service model that addresses
the key challenges, and results in a ‘Right Care, Right place, Right time’ outcome for patients in
the last year of life.



Quality of service provision and improvements to patient experience are a primary focus for this
work; the resilience of the health and social care system, and value for money considerations
must also remain a priority.



Key stakeholders from statutory and third sector organisations are working actively together to
redesign and integrate End of Life Care (EoLC) services; workstreams have been established
around the key challenges, and service‐users and carers have been engaged to contribute to the
work.



The significance of demographic changes has been recognised, and Public Health colleagues will
support the team to design services fit for the future as well as relevant for today.



The project scope and plans are captured in the final Project Plan Phase 2 and are available on
the link below.



The redesign of services will impact all current providers, and early and consistent engagement
is essential to ensure that all relevant organisations are able to influence the outcome
appropriately.



Service users, carers, and staff at all levels are invited and encouraged to contribute their
thinking to the developing plans.



The governance arrangements to support the project, and to ensure its validity and probity are
robust and transparent; the Project Board includes senior officers from provider and
commissioner organisations, and those representing service‐users.



The Project objectives are aspirational, and it is recognised that the work must not only run in
alignment with the wider system agendas for Accountable Care Organisation, but that the
timetable of activity must be led by this too. The redesign and integration of End of Life Care
services is a forerunner of the wider integration plans and our work will reflect their
opportunities.
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3. KEY COMMUNICATIONS AND ENGAGMENT ACTIVITIES
Stakeholder group
Partners
End of Life Project
partners

What

When

Lead

Presentation to Wakefield CCG
Clinical Cabinet (includes GP
federation chairs)
Presentation to Connecting Care
Health & Social Care Partnership

14 December 2017

Michala James /
Tina Turner /
Bob Ince
Tina Turner /
David Stewart

Presentation to MYHT Clinical
Executive Committee

15 November
2017

Dawn Parkes /
Tina Turner

Presentation to Wakefield
Hospice Board of Trustees

16 October
2017

Tina Turner /
Alison Harwood

Presentation to The Prince of
Wales Hospice Board of Trustees

30 October 2017

David Stewart /
Jo Schofield

3 January 2018

Julie Chapman

Presentation to Wakefield
Council
‐ Directorate Management
Team
‐ Senior Management Team
Presentation to JDOG

Other key partners

General Practice
GP federations
Political
Overview & Scrutiny

14 December 2017

Presentation SWYPFT

January 2018

Presentation to Age UK Board of
Trustees
Presentation to Wakefield and
District Carers Board of Trustees
Marie Curie –Invite to be
involved in project
Macmillan – Invite to be involved
in project
YAS – Invite to be involved in
project
WDH – member of CC H&SCP

January 2018

Kate Parker
Tina Turner /
Kate Parker
Salma Yasmeen /
Tina Turner
Paula Bee

January 2018

Justine Bilton

1 December 2017

Michala James

1 December 2017

Jane Dacre

1 December 2017

Michala James

14 December 2017

Tina Turner /
David Stewart
Tina Turner /
David Stewart

21 December 2017

Fire & Rescue – member of CC
H&SCP

14 December 2017

Briefing to GP federations / GP
practices

1 December 2017

Personal briefing to Chair

Michala James

Pat Keane /
Andrew Balchin

Presentation / updates at
meeting
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Health & Wellbeing
Board

Pat Keane /
Andrew Balchin

Personal briefing to Chair
Presentation / updates at
meeting

Patients and Public
Service User Reference
Group workshops led
by HealthWatch
Wakefield CCG Public
Engagement and
Involvement
Committee
Media
Local media

Engagement workshops /
meetings led by Healthwatch

5 December
2017

Presentation to PIPEC

Press release to local media
outlining changes and
improvements to EOL care

Nichola Esmond

Nichola Esmond
/ Michala James

On completion of
business case

Wakefield CCG in
partnership
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Title of
meeting:

Governing Body

Date of
Meeting:

13 March 2018

Paper Title:

Acute Hospital Services Review
South Yorkshire, Bassetlaw, North
Derbyshire and Mid Yorkshire: Stage 1B
Report

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

Assurance
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Public/Private Section:

Public
Private
N/A

Information



Report Author and Job South Yorkshire and Bassetlaw Accountable Care System
Title:
Responsible Clinical
Dr Clive Harries
Lead:
Responsible
Pat Keane
Governing Board
Chief Operating Officer
Executive Lead:
Recommendation:
It is recommended that the Governing Body note the report and current progress with the
Acute Hospital Services Review
Executive Summary:
The South Yorkshire and Bassetlaw (SYB) Accountable Care System, as well as the acute
providers in Mid Yorkshire and North Derbyshire (SYBMYND) are in the process of developing
plans to put their health economies onto a more sustainable footing and to deliver better
services for patients. One important part of this is to ensure that acute hospital services are
providing good quality care for patients, and are sustainable for the future.
To support this process an independent review of acute hospital services (the ‘Review’) was
commissioned to set out recommendations regarding the future shape and nature of these
services
The attached document sets out:
• Where the review has got to
• Methodology
• Emerging themes from clinical engagement
• Themes emerging from patient and public engagement
• Evaluation criteria
• Next steps
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care



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

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

Detail in attached paper

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

South Yorkshire and Bassetlaw Accountable Care System

Reference document(s) /
enclosures:

Link to Acute Hospital Services Review – South Yorkshire,
Bassetlaw, North Derbyshire and Mid Yorkshire: Stage 1B report

Detail in attached paper

Not applicable

Governing body

https://www.healthandcaretogethersyb.co.uk/application/files/961
5/1809/8702/Hospital_Services_Review_1b_report.pdf

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable

Title of
meeting:

Governing Body

Date of
Meeting:

13 March 2018

Paper Title:

West Yorkshire and Harrogate Health and
Care Partnership – Next Steps to Better
Health and Care for Everyone

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

Assurance
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Public/Private Section:

Public
Private
N/A
If private, insert here reason for
inclusion as a private paper

Information



Report Author and Job Ruth Unwin, Associate Director of Corporate Affairs
Title:
Responsible Clinical
Dr Phillip Earnshaw, Chair and Clinical Leader
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendation :
It is recommended that the Governing Body note the Expression of Interest submitted by the
WY&H HCP to join the Integrated Care System Development programme
Executive Summary:
The Joint Committee of the WY&H HCP has delegated authority to make decisions on behalf
of the six member CCGs in relation to an agreed annual work plan. Five priority areas are
identified in the work plan:
 Cancer
 Mental health
 Stroke
 Urgent and emergency care
 Standardisation of Commissioning Policies
The Next Steps to Better Health and Care for Everyone report has been published by the
Partnership and describes progress in delivering the agreed priorities to date and proposals
for how the Partnership will work in the future.
Proposed refinements to the work plan for 2018/19 were presented to the Governing Body in
January and have been circulated to member practices for comment.
The System Leadership Executive Group has agreed to refresh the Memorandum of
Understanding that describes the way constituent CCGs will work together and make
decisions. The CCG will need to seek support from the membership for the changes to the
Memorandum of Understanding s these sit outside the scope of the work plan.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new




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





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

Not applicable

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

The HCP includes clinical and executive members of all six
CCGs

Reference document(s) /
enclosures:

http://www.wyhpartnership.co.uk/application/files/1015/1964/754
0/Revised_WYSTP1152_-_Next_Steps_Document_WEB.pdf

Risk Assessment:

Participation in the health and Care Partnership is designed to
mitigate risks associated with sustainability of the system

Finance/ resource
implications:

None

The HCP includes Healthwatch in its membership and works
through constituent CCGs to ensure strong public engagement
and to support consultation on service proposals where required
None noted

The Terms of Reference and current MOU have been approved
by the Governing Body

Title of
meeting:

Governing Body

Date of
Meeting:

13 March 2018

Paper Title:

Refreshing NHS Plans for 2018/19

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion
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Public/Private Section:

Public
Private
N/A
Assurance



Information

Report Author and Job Esther Ashman, Head of Strategic Planning
Title:
Responsible Clinical
Dr Phillip Earnshaw, Clinical Chair Wakefield CCG
Lead:
Responsible
Pat Keane, Chief Operating Officer
Governing Board
Andrew Pepper, Chief Finance Officer
Executive Lead:
Recommendations:
Governing Body Members are asked to;
• Note the guidance for refreshing operational plans for 2018/19;
• Note, comment on and approve the planned detail of the operational plan submission in
the accompanying presentation; and
• Following recommendation from the Finance Turnaround Committee that the Governing
Body is asked to approve the current iteration of the draft financial plan.
Executive Summary:
The CCG agreed a two year operational plan for 2017/18 – 2018/19, which represents the
delivery of years 2 and 3 of the Wakefield Health and Wellbeing Plan. NHS England (NHSE)
and NHS Improvement (NHSI) published a new set of planning guidance on the 2nd February
which outlines what is required of CCG’s and providers in terms of refreshing the second year
of these plans, 2018/19. A summary of this guidance is attached for information.
An accompanying presentation will be provided in the meeting to set out the detail of the
supporting activity and finance and how this fits with the key priorities within the plan alongside
an approach to submission to NHSE.
An accompanying report sets out the CCGs financial planning assumptions, risks and
opportunities for 2018/19 in the context of the revised planning guidance, including the
developments in Wakefield Place and West Yorkshire Place and plans for recovery.
Link to overarching
principles from the
strategic plan:

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





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







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

Not Applicable

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

All departments within the CCG have been consulted throughout
the development of the plan.

Reference document(s) /
enclosures:

Refreshing NHS Plans for 2018/19.

Risk Assessment:
Finance/ resource
implications:

Public engagement has taken place through the development of
the original 2017/18 – 2018/19 operational plan.

None Known.

The 2017/18-2018/19 operational plan was previously submitted
to Governing Body at its March 2017 meeting.

https://www.england.nhs.uk/publication/refreshing-nhs-plans-for2018-19/
The risk register is continually reassessed to account for new
planning guidance.
As outlined in the accompanying papers.

Refreshing NHS Plans for 2018/19
Part a) Planning Guidance

Following the setting of two year contracts and priorities set for 2017/19, NHS England has
now released planning guidance for the second year of this period. Incorporated in to this
guidance are details around the additional NHS revenue funding of £1.6b announced in the
Autumn statement, which is directed towards increasing funding for emergency and urgent
care and elective surgery. In addition to this a further £540m is being available for core
frontline services such as mental health and primary care.
The guidance sets out a continued commitment to protect investment in mental health,
cancer services and primary care, in particular around waiting time standards, the mental
health standards and the GP Forward View. It also has a focus on the move towards
Integrated Care Systems (the new terminology for where health and care organisations
voluntarily come together to provide integrated services for a defined population).
Financial Framework
CCG’s will see an increase of £1.4b nationally mainly to focus on emergency activity,
additional elective activity, mental health standards, cancer services and primary care. This
will be through:
 The requirement to underspend 0.5% of allocation has been lifted for 18/19 to fund
local pressures and transformation. The requirement for 0.5% of allocation to be
kept for non-recurrent purposes has also been lifted.
 £600m will be added to CCG allocations for this year.
 A New £400, Commissioner Sustainability Fund (CSF) has been created to enable
CCG’s to return to in-year balance.
CCG’s are required to plan against financial controls provided with the guidance and after
deployment of the CSF are expected to achieve financial balance. CCG control totals will
take in to account 17/18 financial performance. Where a CCG has overspent in this period
they will be expected to improve in year financial performance by at least 1% of allocation.
Commissioner Sustainability Fund
Where it’s agreed a CCG is unable to operate within its recurrent allocation for 18/19, it will
need be required to commit to a credible plan, agreed and aligned at STP level, it will then
qualify to access the CSF provided it delivers its financial control total. All CCGs are
expected to achieve a minimum of financial balance with no deficit after CSF allocations.
Provider Sustainability Fund (PSF – previously the STF)
£650m to be added to the £1.8b Sustainability and Transformation Fund (STF) to create a
£2.45 PSF which will have the same objectives as the previous STF. 30% of the total fund
will be linked to A&E performance and to access the performance element providers need
to achieve A&E performance in 18/19 which is the better of either 90% or the equivalent

quarter for 17/18. Similar to the CSF, providers will need to deliver a balanced income and
expenditure position for 18/19 after receiving PSF.
Provider plans must make clear if their Boards have confirmed acceptance of its control
total. If the control total isn’t accepted this is likely to trigger action under the single
oversight framework. Providers who accept their control totals and so have access to the
PSF will continue to be exempt from the application of an agreed range of contractual
performance sanctions. These providers will also be eligible to considered for any
discretionary capital allocations.
Capital and Estates
The Autumn Budget also allocated a further £354m of public capital for 18/19, setting out
the commitment to delivering its share of investment as recommended in the Naylor review.
The guidance is clear that the refresh of plans shouldn’t assume any more capital resource
unless having received confirmation of it. At STP level additional capital will be contingent
on a compelling estates and capital plan, aligned with the overarching strategy for service
improvement and financial sustainability. It needs to show how individual organisations will
work to deploy capital to support integrated service models and maximise sharing of capital.
National Tariff
The two year national tariff payment system remains in place but with local systems
encouraged to consider local payment reform. Local systems are also encouraged to
introduce local tariffs for emergency ambulatory care to replace current A&E and nonelective tariffs for appropriate conditions.
Underlying Assumptions
Local systems are expected to continue to implement the priority efficiency programmes
within the 10 point efficiency plan. This includes the implementation of ‘Getting it right first
time’ recommendations. Other key areas of focus are on the use of Rightcare, elective care
redesign, urgent and emergency care reform, medicines optimisation and more integrated
primary and community services.
The current high level of discretionary prices for generic drugs in short supply will not persist
in 2018/19. CCG’s will receive the remaining period of temporary benefit from changes
made to category M generic drug prices designed to recover excess community pharmacy
from previous years. CCG’s also need to consider how they locally implement guidance on
the 18 ineffective and low clinical value medicines and to consider the potential impact on a
consultation around reducing prescribing of over the counter medicines for 33 minor, short
term health concerns as well as vitamins and probiotics.
When considering options across an STP footprint, STP’s must ensure the alignment of
commissioner and provider assumptions and to ensure that plans continue to meet
requirements for A&E, RTT and cancer. The impact of changes to NHS pay beyond the
assumptions published in the 2017/19 guidance should be excluded from plans.

Specialised Commissioning
The contracting approach for specialised services continues into 2018/19, aligned to
implementation of the Carter review. Specialised commissioners and providers will need to
review the 2018/19 activity plans and agree any contract variations required in accordance
with the contractual process and to the national timetable. Activity plans for 2018/19 will be
reviewed as part of routine in-year contract management, incorporating delivery of QIPP
planning and appropriate CQUIN benefit realisation.
Planning Assumptions for Emergency Care and Referral to Treatment Times
Emergency Care
The guidance is clear that control totals, CSF and PSF should enable health systems to
fund and plan in a way that enables improved A&E performance. It sets out that aggregate
performance against the 4 hour A&E standard should be over 90% for the month of
September 2018, with the majority of providers achieving the 95% standard for the month of
March 2019 and the NHS returning to 95% overall performance within the course of 2019.
The system needs to review assumptions for levels of A&E attendances and non-elective
admissions to ensure reflecting recent trends and to adjust as appropriate for demand
management and efficiency schemes and agree collectively.
Commissioner and provider plans should show they will complete implementation of the
integrated urgent care strategy and set out how capacity will be available to meet planned
growth through additional beds and/or: reductions in DTOCs to reduce the proportion of
beds occupied by DTOC patients to 3.5%, reductions in average length of stay. Providers
of community services will be invited to participate in a new local incentive scheme with the
CCG where they can reinvest savings from excess bed costs to expand community and
intermediate care services.
Referral to Treatment Times (RTT)
Commissioners and providers should plan on the basis that their RTT waiting list will be no
higher in March 2019 than in March 2018 and where possible should reduce. Numbers
nationally of patients waiting more than 52 weeks for treatment should be halved by March
2019 and locally down to zero where possible. Nationally planning assumptions are for:




4.9% growth in total outpatient attendances
Up to 3.6% growth for in elective admissions
0.8% growth in GP referrals

Systems will be expected to plan and report separately on day case and inpatient elective
activity based on trend performance, profile of expected referrals and composition of
existing list. They will also need to demonstrate to regional teams that their RTT plans are
robust and realistic and make flexible use of capacity actoss the STP footprint.

Integrated System Working
The guidance sets out an expectation that in this planning round STPs should take more of
a role in planning and managing improvements to services, in particular to:








ensure a system-wide approach to operating plans that aligns key assumptions
between providers and commissioners which are credible in the round;
work with local clinical leaders to implement service improvements that require a
system-wide effort; for example, implementing primary care networks or increasing
system-wide resilience ahead of next winter;
identify system-wide efficiency opportunities such as reducing avoidable demand and
unwarranted variation, or sharing clinical support and back office functions;
undertake a strategic, system-wide review of estates, developing a plan that supports
investment in integrated care models, maximises the sharing of assets, and the
disposal of unused or underutilised estate; and
take further steps to enhance the capability of the system including stronger
governance and aligned decision-making, and greater engagement with communities
and other partners, including where appropriate, local authorities. STPs should also
take steps to resource their own ‘infrastructure’. Although these should be mainly
drawn from their constituent organisations, NHS England will be making a further
nonrecurrent allocation within each STP to support its leadership in 2018/19 on the
same basis as last year.

Integrated Care Systems
The voluntary roll out of ICS will continue seeking to create robust cross-organisational
arrangements to tackle challenges, support population health management approaches,
deliver more care through re-designed community based and home based services and
allow systems to take collective responsibility for financial and operational performance and
health outcomes. The 8 areas designated as ‘shadow’ accountable care systems will now
complete a single system operational plan narrative across CCG’s and providers, producing
a credible plan that delivers the system control total. No shadow area will be able to go fully
operational unless they have produced such a plan.
For these areas, NHSE and NHSI will focus their assurance on these top level plans and
then system leaders will assure and track progress of organisational level plans. A new
oversight and support framework has been developed by NHSE and NHSI to support this
work. ICS’s will be supported by new financial arrangements:




All ICS’s will work within a system control total however they will be given flexibility
on a net neutral basis to vary individual control totals and agree in year off-sets of
financial over performance in on organisation against financial under-performance in
another.
Systems are encouraged to adopt a system based approach to CSF and PSF, where
there will be no payment unless the system control total has been met. If the system
meets it but individual organisations do not, funds will still be provided however
shares to each organisation will be agreed with NHSE and NHSI.





Systems operating the full incentive structure will have a more autonomous
regulatory relationship with NHSE and NHSI. The regulators will also work closely
with the system leader should there be any need for regulatory intervention in a trust
or CCG.
All ICS’s will be required to operate under these system control total incentive
structures by 19/20. Those not ready to do so in 18/19 will be allowed to adopt an
interim approach whereby funding in PSF will be linked to system financial
performance. In this scenario if the system achieves but individual organisations
don’t, the share of the organisations will be apportioned in consultation with the
system leader however, if the system doesn’t meet it and individuals do, they will
retain their share of PSF and CSF.

New ICS’s
STPs that can demonstrate their readiness to move to an ICS (as they demonstrate their
ability to take collective responsibility for financial and operational performance and health
outcomes) will have their applications reviewed by March 2018. STP’s will be chosen if they
demonstrate:
 Strong Leadership with mature relationships with Local Government and the right
capability and infrastructure to deliver priorities.
 A track record of delivery with evidence of progress against the Next Steps on the
Forward View. Also meeting constitutional standards or confidence that as working
as a system they are likely to be recovered.
 Strong financial management with a commitment to shared financial risk
management.
 A coherent and defined population that reflects patient flows and where possible
coterminous with Local Government boundaries.
 Compelling plans to integrate primary care, mental health, social care and hospital
services using population health approaches to redesign care around people at risk
of becoming acutely unwell.
Public Engagement
Systems need to involve and engage with patients and the public, democratic
representatives and other community partners.
Process and Timetable
The plan for 18/19 should be: stretching and realistic in line with control totals; be the
product of partnership working across STPs with clear triangulation between commissioner
and provider activity and finance plans; and include phasing profiles to reflect seasonal
changes in demand and ensure efficiency savings are not back loaded into the later part of
the financial year.
Contract Variations
Where a plan has changed, contract variations should be signed no later than 23rd March.
The NHS Standard Contract sets out clear rules around this and therefore there should be
no disputes. Any mediation may be undertaken within STP’s if both parties agree.

Plan Submissions
All commissioners and providers are required to submit a full suite of operating plan returns
according to the timetable set out.
CQUIN and Quality Premium
An update to the 17/19 CQUIN guidance will shortly be published. This will set out some
changes to the anti-microbial resistance indicator to take in to account supply issues. The
sepsis indicator will also be updated to require providers to replace local protocols with a
National Early Warning Score (NEWS) by March 2019. Organisations will also be required
to make a one off data return in relation to the healthy food and drink indicator at the end of
Q4.
NHSE and NHSI have agreed that there will be a temporary relaxation in that should the
provider have multiple initiatives supporting the discharge agenda, the ‘proactive and safe
discharge’ indicator can be suspended for this coming year, with the remaining indicators
increasing weighting from 0.25% to 0.3%. Due to this there will be an updated indicator for
care provider. For community providers the CCG’s either need to include a local CQUIN in
their contract or increase the weighting of other indicators in the scheme.
In addition the 0.5% risk reserve CQUIN will be withdrawn in 18/19 and will be added
instead to the engagement CQUIN bringing that to 1%. NHSE and NHSI will be trialling a
new triangulated provider/commissioner finance return to confirm whether CQUIN returns
have been earned.
The 2018/19 Quality Premium will be restructured to include an incentive on non-elective
demand management which will make up the majority of the QP scheme. A number of
existing measures will also be retained and moderation will continue to be maintained
through existing finance and quality gateways.
Winter Demand and Capacity Plans
There will be no additional funding for 18/19 therefore systems will need to demonstrate
plans are embedded in their system plans and organisational operational plans, including
realistic phasing of non-elective and elective activity across the year. Each system will need
to produce a separate winter demand and capacity plan, triangulating finance and activity
implications. Further guidance on this will be available by March 2018.
Timetable
Local decision to enter into mediation for 18/19 contract variations
Draft 18/19 Organisational operating plans submitted
National deadline for signing 18/19 contract variations and contracts
Final Board or Governing Body approved Organisational Operating Plans
2018/19 Winter demand and capacity plans submitted
Final date for experts to notify outcome of determinations for 18/19 update

2 March 2018
8 March 2018
23 March 2018
30 April 2018
30 April 2018
8 June 2018

NHS Wakefield Clinical Commissioning Group
Part b) Financial Recovery 2018/19

Overview
1.

The purpose of this paper is to update the Governing Body on the
financial planning assumptions, risks and opportunities for 2018/19 in
the context of financial recovery.

2.

The CCG’s financial plan has been built using the agreed principles
developed through Governing Body development sessions. It reflects
the latest NHS Planning Guidance issued on 2 February 2018. An
earlier version of this paper was presented to Finance Turnaround
Committee on 27 February 2018 and the committees resolutions are
included.

3.

Prior to the publication of planning guidance, the CCG had developed
several iterations of the financial plan in order to inform both local and
STP-wide planning assumptions incorporating feedback from NHS
England as required.

4.

This current financial plan is the first iteration since the planning
guidance and forms a DRAFT position which was submitted locally on
2 March 2018 and nationally on 8 March 2018 with FINAL plans being
submitted on 30 April 2018.

The National Financial Context
5.

Through the comprehensive spending review, NHS real terms growth
remained at low levels in 2018/19 (c£0.4bn c0.4%) and 2019/20
(c£0.8bn c0.7%). Planned real terms growth in 2020/21 increases to
£1.6bn (1.4%). This growth is required to fund inflation and to invest in
sustainability and transformation in line with the Five Year Forward
View.

6.

In addition, in the November budget the Chancellor announced a
further £1.6bn in 18/19 and £0.9bn in 2019/20; and the NHS England
board undertook to finalise a plan for its Board meeting and outlined
key principles; being:





The need to fund activity which is driving current financial
pressures in CCGs
The need to focus on urgent and emergency care
Planned investment in Mental Health and Primary Care should
continue
To be realistic about what the remaining funding can deliver that is
stretching but practical
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That the Treasury would fund Agenda for Change pay increases.

7.

As part of the planning guidance, NHS England issued revised
allocations to CCGs recognising the underlying financial pressure
faced by CCGs by setting CCG control totals and creating a
Commissioner Sustainability Fund (CSF) of £0.4bn to support CCGs in
deficit; so that every CCG delivers a balanced position or better in
2018/19. In addition, business rules and growth assumptions have
been revised. More detail is provided later in this report.

8.

The national financial picture continues to be challenging. NHS
providers are predicting a £0.9bn deficit in 17/18 and CCGs forecasting
£0.3bn deficit with an underlying deficit of £0.4bn-£0.5bn.

Local Financial Challenges
9.

Our local system partners are facing financial challenges themselves.
a. The Local Authority has identified that it faces increased
pressure of £28m next year without taking any mitigating action.
However, through the planned use of a combination of additional
receipts (through housing and economic growth) and increases
in Council Tax and the Adult Social Care Precept are seeking to
mitigate cost reductions to £7m. This includes a potential £1m
in joint working with the CCG to jointly commission services and
reduce external costs. In addition, the Local Authority is
planning to deploy the improved Better Care Fund (iBCF)
resources of £4.7m in 2018/19 in supporting the rising costs of
residential and home care, facilitating early supported discharge
from hospital and providing additional social work and
reablement services.
b. Mid Yorkshire Hospitals NHS Trust (MYHT) and South West
Yorkshire Partnership Foundation Trust (SWYPFT) have
received notification of their control totals from the Provider
Sustainability Fund (formerly Sustainability and Transformation
Fund or STF) and must decide if they will accept the offer when
they submit plans. Securing a realistic control total will assist the
health economy to deliver an Aligned Incentives contract (see
later) through ensuring that system resources are focussed on
transformation.
c. North Kirklees CCG have a challenging financial situation and a
deficit control total and will be accessing the Commissioner
Support Fund.

STP
10.

Currently, at a West Yorkshire place level, commissioning
organisations are responsible for a single commissioner control total
2

and are jointly responsible for prioritising capital investment. The CCG
has a key responsibility in meeting the West Yorkshire control total;
through delivery of its plan (or better).
11.

The redesignation of the Secretary of State for Health to include Social
Care signals a national intent to ensure continued alignment and the
revised planning guidance provides more focus and opportunity on the
development of Integrated Care Systems (ICS).

12.

The current system that is in operation in non-ICS systems (i.e. STPs)
is that each NHS provider and commissioner has been set
organisational control totals. Individual organisational performance
against these control totals determines access to the Provider
Sustainability Fund (PSF) or the Commissioner Sustainability Fund
(CSF).

13.

NHS planning guidance for 2018/19 sets out the new financial
arrangements for Integrated Care Systems:
a. all Integrated Care Systems will work within a system control
total. They will be given the flexibility (on a net neutral basis and
in agreement with regulators) to vary individual control totals
during the planning process.
b. in 2018/19, systems are encouraged to adopt a full or partial
system-based approach to the PSF and CSF under which no
payment will be made unless the system as a whole has
delivered against its system control total. As such, realistic and
deliverable control totals underpin a shared-system approach to
risk.
c. systems adopting a full incentive structure will operate under a
more autonomous regulatory relationship.
d. all approved Integrated Care Systems will be required to operate
under this fully-developed system control total incentive
structures by 2019/20.

14.

The key benefit that comes from being able to work within a system
control total is that it provides a way to secure full access to the PSF
and CSF, as long as any shortfall against control totals in one part of
the partnership is compensated by over-performance against control
total in another. To work in this way will require trust, understanding,
an open-book approach and willingness to support and challenge each
other.

15.

The indication is that, if we move to become an Integrated Care
System, West Yorkshire could expect to receive at least c.£50m p.a.
for three years as the share of the national transformation monies
(which is currently accessed through bidding processes).
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16.

A pre-requisite of a credible financial plan will to ensure that planning
assumptions between commissioners and providers within places are
fully aligned. The movement towards Aligned Incentives mechanisms
between commissioners and providers, and acceptance that there is a
finite resource and that places will “live within their means” will be a
core part of risk management in 2018/19 and 2019/20.

17.

There are a number of current STP wide workstreams in place to
support transformation including Supporting Healthier Choices,
reviewing procedures of limited value, outpatient services, reviewing
prescribing and medicines optimisation. Also recognising the placebased approach to “left-shift” to primary and community models (such
as the Vanguard work we have led in Wakefield CCG), mental health
investment, as well as developing a model of planned care at scale,
consolidation of back office support, review of specialised services and
rationalisation of estate.

York Health Economic Consortium
18.

York Health Economic Consortium (including Keith Derbyshire Network
Analytics {KDNA}) was commissioned through the STP to provide
external Health Economics advice to the system in order to identify
where opportunities exist and how organisational behaviours may
support change.

19.

An initial review of variation (below) against peer groups illustrates that
the CCG performs better than peers across a broad spectrum of
measures.
Percentage difference between the CCG and the average
of the 5 most similar per capita funding
(Values normalised to 2016-17 Rate per 100,000 needsweighted population)

20.

The CCG has engaged Keith Derbyshire Network Analytics (KDNA) to
undertake further bespoke work to better understand some of the core
drivers for inefficiency.
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21.

Given that the cash limit of each CCG is largely determined by a
complex set of weighted capitation formulas for each area of spending,
by comparing actual spend with the formula target share the CCG will
be able to identify where there is variance.

22.

The specification has been shared with the Finance Turnaround
Committee. Intelligent benchmarking identifies to the CCG where the
key outlying areas of investment are for real focus and review.

23.

The Finance Turnaround Committee noted the national and local
context and the planned health economic support which will inform our
recovery strategy.

Local Financial Planning
24.

A key determinant of the 2018/19 planning target is the CCGs 2017/18
financial position. The CCG has reported a variance to plan of £14.4m.
The monthly finance report has detailed the causes of the variance to
plan and the actions required to mitigate any residual risks of delivery.

25.

This position has formed the basis for the construction of the financial
plan taking account of recurrent and non-recurrent elements of
investment and QIPP as well as revised assumptions for growth,
investment and business rules.

26.

Additional work is also ongoing to review the recurrent and nonrecurrent aspects of activity taking into account the increase in elective
activity which has reduced the number of patients waiting over 18
weeks and improved performance during the year. When complete,
this will identify the core recurrent demand in the acute system required
to deliver sustainable performance in the long term.

27.

The CCG is required to submit a budget which is both credible (in that
it meets NHS England business rules) and is deliverable.
a. The CCG was notified of its control total on 5 February 2018. A
copy is provided at Appendix 1. The CCG control total is to
breakeven. This assessment has been made by NHS England
taking into account the in-year run-rate, the release of the
national risk reserve, the release of the Category M drug pricing
reserve and the assumptions that national cost pressures
associated with No Cheaper Stock Obtainable drugs will reduce.
A summary reconciliation is provided below.

17/18 Variance to plan
Adjustment for planned surplus in 17/18
In-year run-rate deterioration
1% improvement on core allocation
5

£m
(14.4)
4.5
(9.9)
5.2

Anticipated deficit plan before adjustments
Release of 0.5% risk reserve
Reduction in Cat M costs and NCSO drug costs
Control Total

(4.7)
2.9
1.8
breakeven

b. There remains a requirement to provide a 0.5% contingency and
although the requirement to provide for 0.5% non-recurrent
investment has been lifted, the current plan assumes that the
CCG will continue to prioritise investment into those areas which
require the greatest transformation. An analysis of proposed
non-recurrent expenditure is provided below.

Reprofiling of integrated care partnership
investment
Reserve for investment in end-of-life provision
Investment in TRISH and OSCAR
Delivery of an Enterprise PMO
Other (incl resilience, VCS)
Sub Total
Reserve
Total non-recurrent (formerly 0.5%)

£m
1.1
0.2
0.6
0.2
0.1
2.2
0.7
2.9

c. The Mental Health Investment Standard remains in place (which
will be audited from 2018/19).
d. The allocation increase included in the plan for Wakefield CCG
is £4m which is broadly comparable to the additional growth
investment required in the updated growth assumptions; and is
already included in the plan.
e. The new Commissioner Sustainability Fund (CSF) which has
been created to support CCGs in deficit does not apply to
Wakefield CCG as it is required to deliver a breakeven plan.
f. The 2-year tariff structure remains in place.
g. Overall; financial headlines are as follows:


The programme allocation (incl GPFV) is £513,328k (an
increase of 2.8%).



The co-commissioning allocation is £56,883k (an increase of
1%).



The running cost allocation is £7,619k (a reduction of £14k).



Our total in-year resources are £577,830k.
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h. The assessed efficiency target is £17.2m which represents c.3%
28.

The Finance Turnaround Committee considered the non-recurrent
investment priorities to balance the need to invest in transformation
against the financial challenges of the CCG.

29.

Subsequently, an additional non-recurrent allocation of £203k has also
been indicated relating to specific funding items.

Delivering Efficiency

30.

The CCG has introduced a turnaround approach to delivering
efficiency.

31.

The Finance Turnaround Committee has overseen the implementation
of an Enterprise PMO to drive and support the delivery of realising
efficiencies on a consistent basis across the organisation.

32.

The CCG is finalising QIPP delivery plans (plans on a page), highlight
reports and milestone trackers. These will be reviewed in detail
through the Finance Turnaround Committee to both risk-assess and
assure deliverability by providing challenge and support to the QIPP
delivery process.

33.

A verbal update on 2018/19 QIPP Delivery will be provided at the
meeting.

Risks and Opportunities
34.

There is a strong likelihood that further efficiencies will be required to
create headroom against any cost pressures or QIPP slippage both in
terms of scale and timing. A summary risk table is provided below.

Risk
MYHT contract setting (e.g. pricing
and tariff issues or demand issues)
MYHT contract overtrade

Management Plan
Delivery of a clear storyboard and
joint understanding of shared issues
Adoption of the Aligned Incentives
approach
Undertake a full review of core
commissioning requirements across
all NHS and non-NHS providers
To maintain open dialogue regarding
investments and challenges in the
system
To ensure clear visibility of in-year

Other contract overtrades

Partnership support with Local
Authority
Delivering the 2017/18 year-end
7

Delivering new Ambulance Response
standards
QIPP delivery risk

35.

risks and any mitigating actions
To work with YAS to identify areas of
efficiency and value for money
investment.
Establishment of a PMO to actively
manage schemes during 2018/19 and
forward plan into 2019/20

Further opportunities will need to identified and delivered during the
year. This would include:
a.

Implementing changes to commissioning and access polices to
ensure that elective care is delivered in a best-value manner.

b.

Reviewing all aspects of primary care commissioning budgets
whilst recognising the potential un-funded cost pressure on the
DDRB settlement.

c.

Using all the analytics available to the CCG to ensure effective
commissioning including KDNA, the NHS England Menu of
Opportunities and the Financial Resilience Handbook

d.

Maintain close scrutiny of proposed non-recurrent investments to
ensure that schemes provide value for money and a return on
investment by ensuring routine review.

e.

The success of the schemes funded through the New Models of
Care programme will form a key part of the recovery strategy;
and although further non-recurrent external vanguard resources
are no longer available, the successful components will need to
be funded from existing resources including areas of success
with both the Care Home Vanguard and MCP Vanguard.

f.

Ensuring key lines of enquiry are followed through with regard to
Ambulatory Care and non-elective care at the A&E Improvement
Board.

g.

Ensure that the proposed commissioning review of all elective
provision though a coordinated and structured process allows
full-line of sight for all NHS contracts and non-NHS contracts.

h.

The need for continued focus on managing Continuing Health
Care in order to deliver the best possible support to patients
within the financial parameters of the system; this would include
working even closer with both the Local Authority and SWYPFT
through the year.

i.

The continued drive to evidence the RightCare data packs to
inform efficiency plans (albeit that the high level of opportunity
identified initially has been moderated through the work of
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YHEC). Significant work has already been undertaken to identify
potential areas of opportunity (e.g. MSK) and to identify areas of
best practice in coding. However, continued pursuance of this
particular workstream will ensure that identifying and managing
variation in line with national priorities remains a CCG focus.
j.

Continued partnership and engagement in the STP including the
proposals for pathway changes to eye-care and MSK/elective
orthopaedic pathways, the proposed list of procedures to
address in the Procedures of Limited Value programme and
utilising the expertise of Cancer Alliance to improve Cancer
Outcomes.

36.

As outlined in the paper, the significant scale of financial challenge will
require a disciplined and pragmatic approach to identifying and
realising efficiencies and the infrastructure required for turnaround
(including Turnaround Director, Finance Turnaround Committee and
Programme Management Office) will need to continue at least for a
further 12-18 months. In addition, we will use the national QIPP review
process commissioned by NHS England to further strengthen and
assure our organisational approach to delivery and governance.

37.

With regard to CCG running costs, the cash reduction along with
inflationary pressures, including incremental drift, will require the CCG
to review its overall vacancies and discretionary non-pay spend as well
as sources of income. A further running costs efficiency will be
required in year in order to live with the specified allocation.

38.

The Finance Turnaround Committee considered the range of activities
described to deliver further opportunities and as part of additional
assurance it was agreed the all plans need to be in one dashboard that
includes any known risks and the value of any considered decommissioning.

MYHT Envelope
39.

The current iteration of the financial plan includes an assessment of the
MYHT envelope (including acute, community and legacy costs) taking
into account anticipated forecast outturn, increased CQUINs from 2%
to 2.5%, tariff inflator and growth in line with national assumptions.

40.

A process is taking place between both CCGs and the Trust to agree
the contract in line with the national deadlines. This is being led
through the joint acute commissioning workstream.

41.

To date, the contract storyboard has been built on forecast outturn as
the basis for negotiation, however as referenced above, additional work
is ongoing to review the recurrent and non-recurrent aspects of activity
taking into account the increase in elective activity which has reduced
the number of patients waiting over 18 weeks and improved
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performance during the year. This important analysis will inform the
demand plan and financial plan to deliver the updated requirements of
the planning guidance.
42.

It will also enable the CCG to understand both what improvements in
waiting lists would be achieved if we commissioned 2017/18 outturn
activity in 2018/19 (and its impact on 18 week performance) compared
to other scenarios.

43.

This approach – alongside the external review being undertaken by
KDNA – will enable the CCG to identify (a) core demand in a steady
state environment (b) key areas of legacy investment that require
review (c) where a review of local tariffs is required to ensure cost is
allocated to the most appropriate part of the system. In addition,
internal Business Intelligence will compliment this analysis through
ongoing variance and activity dashboards to support the Planned Care
Improvement Group and A&E Delivery Group.

44.

Overall, however, the intent of all parties is to enter into an Aligned
Incentives contract which manages risk at the start of the year. The
dynamics of this approach will rest in ensuring that the overall envelope
is affordable. An aligned incentives briefing note was provided to the
Committee.

45.

The Finance Turnaround Committee supported the approach to an
Aligned Incentives contract provided that there was sufficient account
taken of the CCG demand plan (being the right levels of recurrent and
non-recurrent activity were commissioned) and sufficient account taken
of local price reviews (being the right tariff applied to the appropriate
activity).

Planning Timelines
46.

The following table highlights the key dates of the current planning
round. It should be noted that there are a number of opportunities to
review the planning assumptions throughout the process.

Item

Date

Finance Turnaround Committee

27 February 2018

ICS system control total changes and assurance statement submitted

By 1 March 2018

Local decision to enter into mediation for 2018/19 contract variations

2 March 2018

Draft 2018/19 Organisational Operating Plans submitted

8 March 2018
(locally 2 Mar 18)

Draft 2018/19 STP Contract & Plan Alignment template submitted

8 March 2018
(locally 2 Mar 18)

Governing Body

13 March 2018
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Finance Turnaround Committee

15 March 2018

National deadline for signing 2018/19 contract variations and contracts

23 March 2018

Finance Turnaround Committee

27 March 2018

Integrated Governance Committee

19 April 2018

2018/19 Expert Determination paperwork completed & shared by all parties

27 April 2018

Final Board or Governing Body approved Organisation Operating plans
submitted

30 April 2018

Draft Recovery Plans Submitted
2018/19 Winter Demand & Capacity Plans submitted

30 April 2018

Final 2018/19 STP Contract & Plan Alignment template submitted

30 April 2018

Governing Body

8 May 2018

Integrated Governance Committee

17 May 2018

Final date for experts to notify outcome of determinations for 2018/19 update

8 June 2018

Final recovery plans submitted

30 June 2018

Summary
47.

The CCG is required to prepare a credible plan which meets the
business rules and links activity, service and finance.

48.

The CCG has a challenging financial plan for next year with a
challenging control total to reach breakeven.

49.

Through initiating an Enterprise PMO and entering into an Aligned
Incentives Contract, the CCG is looking to manage significant risks
which have contributed to the 17/18 financial run-rate. These positive
steps should reduce variability but the CCG will need to maintain close
scrutiny on the emerging risks and opportunities at the beginning and
during the year to maintain its position; especially in relation to QIPP
Delivery Plans.

50.

The Finance Turnaround Committee has recommended to the
Governing Body to approve the current iteration of the draft financial
plan.

Recommendations
51.

It is recommended that:
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Following recommendation from the Finance Turnaround Committee
that the Governing Body is asked to approve the current iteration of the
draft financial plan.

Andrew Pepper
Chief Finance Officer
5 March 2018

Appendix 1 – Control Total notification
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By email:

Finance
NHS England (North)
6NE
Quarry House
Quarry Hill
Leeds
LS2 7UE

Andrew Pepper
CFO
NHS Wakefield CCG

0113 825 3029
5th February 2018

Dear Andrew,
2018/19 CCG Financial Control Totals
Following publication of the 2018/19 planning guidance, which reiterates the
importance of NHS organisations living within their means, I am writing to confirm
your CCG’s individual financial control total for 2018/19.
All CCG’s will be expected to plan against fixed in-year control totals. The control
total for each CCG has been set by NHS England to take account of the business
rules, the 2017/18 expenditure profile and the additional funding allocation for
2018/19 for each CCG. Where CCGs plan to merge on 1st April 2018 the financial
position of the combined entity has been considered.
The default position for all CCGs being compliance with the business rules, i.e. the
delivery of a break even position each year, and in addition the requirement to
maintain a minimum cumulative 1 percent underspend in 2018/19.
2018/19 control totals have been set for all CCGs with consideration to the following
factors:
•
•
•
•

The previously communicated control total for 2018/19;
The 2017/18 month 9 forecast outturn, adjusted for the impact of the short
stock pressures and the category M margin rebate;
Allocation of additional monies announced for 2018/19 as part of the Autumn
budget Statement;
Other changes to CCG financial management including specifically the
removal of the requirement for a risk reserve; and

Health and high quality care for all, now and for future generations

OFFICIAL

•

The expected financial pressures set out in the planning guidance, which
CCGs will be expected to fund from a combination of the above referenced
increase in allocations and removal of restrictions on non-recurrent monies.

The 2018/19 control total for NHS Wakefield CCG set by reference to the in-year
allocation is to breakeven.
If you have specific queries related to the contents of this letter please contact your
regional or local finance lead in the first instance.
Yours sincerely

Tim Savage
North Director of Finance
cc. Jon Swift, Director of Finance

NHS England Yorkshire and the Humber

Health and high quality care for all, now and for future generations
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Executive Lead:
Recommendations:
It is recommended that the Governing Body:1. Note the current performance against the CCG strategic objectives and Quality Premium
2. Note the actions being taken to address areas of performance
3. Note the revised amendments to the Integrated Quality & Performance Report
Executive Summary:
The Governing Body are presented with a summary of the Integrated Quality and Performance
(IQP) Reports presented at Integrated Governance Committee in January and February 2018.
During December 2017 the CCG was under-performing in all of the 5 performance domains:
Access to cancer
diagnosis and
treatment

A step change in the
productivity of elective
care

Mental health service
transformation

System wide quality
measures

Citizen
participation &
empowerment

Detail behind the performance of each domain is available within the IQP Summary report.
The key achievements include:
 CQC – GP Practices
 Maternity Experience Survey 2017
 MYHT CQC feedback
 Achievement of the cancer 62 day wait (from an urgent GP referral) standard by the CCG
The key concerns include:
 Deterioration of the CCG’s diagnostic 6 week performance
 Under-performance against national constitutional targets, in particular A&E and RTT
 Dementia diagnosis rates
 YAS Crew Clear times
 Quality Premium



CQC – GP Practices and Care Home summaries

Link to overarching
principles from the
strategic plan:

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



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

Not applicable

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

A joint report between Performance and Quality Team.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource
implications:

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

Integrated Governance Committee – 18 January and 15
February 2018

Integrated Quality and Performance Report
Monthly Summary – December 2017/January 2018
Acute Commissioning & Place-based Reporting

Governing Body Summary
March 2018
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Executive Summary
This summary report provides a high level overview of performance and quality reported in the Integrated
Quality and Performance Report. The Integrated Quality and Performance Report (IQP) is discussed in
detail at the Integrated Governance Committee.
The Governing Body are presented with a summary of the IQP Reports presented at Integrated
Governance Committee in January and February 2018. The summary of items covered in the January and
February Integrated Quality and Performance Reports included the following:



Healthcare Associated Infections
exception reports

Continuing Healthcare (CHC) Performance
– Quarter 3



Strategic performance – Dec /Q3

CQUINs: MYHT, SWYPFT and YAS –
Quarter 2



Patient Advice and Liaison Service
Contacts



Complaints and Compliments






Quality Measures – MYHT
Registered Nurse Staffing exception
report



Review of 2017/2018 GP Incidents –
Quarter 1 and Quarter 2



Serious Incidents (SI) Summary

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

A step change in the Access to the highest
productivity of elective
quality urgent &
care
emergency care

System wide quality
measures

Citizen
participation &
empowerment

Access to cancer diagnosis and treatment
In terms of monthly performance against the cancer waiting time standards, the Trust achieved 7 of the 8
cancer access standards in December, including the 62 days wait from an urgent GP referral. The Trust
failed to achieve the 62 days wait for first definitive treatment following a consultant’s decision to upgrade a
priority patient (83.3%).
A step change in the productivity of elective care
Referral to Treatment - Performance for the Trust remains below the 92% national standard and monthly
STF trajectory, with December’s performance reporting at 83% for the Trust. The total waiting list
decreased in the month by 432 patients but the over 18 week backlog increased in month by 281 patients.
The over 18 week backlog now stands at 5,477. Five specialities performed above the national standard at
the end of December.
Diagnostics 6 weeks – The Trust achieved the 99% national standard at the end of December and the
Trust achieved the monthly STF trajectory.
Access to the highest quality urgent and emergency care
A&E waits – December’s performance against the A&E 4 hour waiting time target reported at 80.8% and a
12 hour breach was also reported in month. January’s performance reported at 78.8%.
Acute Trust and Ambulance turnaround – Validated performance data against the 15 minute Trust
handover target decreased in December to 87.2%.
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System Wide Quality Measures
Healthcare Associated Infections
MRSA - 0 cases of MRSA were assigned to MYHT during December 2017.
Clostridium Difficile - During December 2017 two case of Clostridium Difficile were assigned to MYHT
against a target of two per month.
CQC – MYHT feedback - An unannounced visit to the Trust was carried out on the 30th October 2017 to
check on progress that had been made against the CQC warning notice. The warning notice was issued in
regard to breaches of regulations within the medical care directorate at the Pinderfields and Dewsbury and
District hospital sites. The warning notice was issued on 19 June 2017 and identified a number of areas for
improvement including staffing, escalation of deteriorating patients, use of extra capacity beds, monitoring
patient’s nutritional and hydration needs and lack of robust assessment of patients’ mental capacity. As a
result of the visit the warning notices were lifted.
Citizen Participation and Empowerment
Maternity Experience Survey 2017
In January 2018 the Maternity Experience Survey 2017 was published by the Care Quality Commission
(CQC). During 2017 MYHT did not perform any better or worse compared to other providers for the
Maternity Survey.
NHS Wakefield CCG (Place based)
The CCG is underperforming in all five performance domains (YTD):
Access to cancer
diagnosis and
treatment

A step change in the
productivity of
elective care

Mental health service
transformation

System wide
quality measures

Citizen
participation &
empowerment

Access to cancer diagnosis and treatment
The CCG achieved 8 of the 9 cancer waiting time constitutional targets at the end of December. The 62
days wait from an urgent GP referral target was achieved for the first time since June 2016 with monthly
performance reporting at 88.3%. The CCG failed to achieve the 62 days wait for first definitive treatment
following a consultant’s decision to upgrade a priority patient (85.7%).
A step change in the productivity of elective care
Referral to Treatment – December performance for the CCG showed a slight reduction with performance
reporting at 87.1%. The number of incomplete RTT pathways at the end of December reported at 24,724
and the over 18 week backlog now stands at 3,194.
Diagnostics 6 weeks – For the CCG, December’s performance reported slightly below the national
standard at 98.8%.
Mental Health service transformation
Improving Access to Psychological Therapies (IAPT) - The latest IAPT referral to treatment data
against both the 6 and 18 week targets reported at 100% for December. The latest quarterly performance
(Q3) against the IAPT Prevalent Population Entering Treatment reported slightly below target at 3.93%.
Dementia - Performance against the dementia diagnosis rate target increased by 0.5% in the month of
December with performance reporting at 66.6%.
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Early intervention in psychosis (EIP) – Performance against EIP reported at 100% at the end of
December.
System Wide Quality Measures
Healthcare Associated Infections
MRSA - One case of MRSA was assigned to Wakefield CCG during December 2017 which results to three
cases year to date. For this case Post Infection Review (PIR) is in progress which will identify the root
cause.
Clostridium Difficile - During December 2017 four cases of Clostridium Difficile were assigned to
Wakefield CCG against a target of six per month. There are 67 cases year to date against an end of year
target of 72.
Primary Care
Care Quality Commission (CQC) GP Practices
The latest published CQC ratings for GP Practices include:
Lupset Health Centre - Previously, Lupset Health Centre was rated Good overall with the Responsive
domain being rated Requires Improvement. After a recent inspection during November 2017 the practice
was rated Good overall, achieving Outstanding for the Responsive domain.
Ash Grove Medical Centre - Previously, Ash Grove Medical Centre was rated as Good overall. However,
after a recent inspection the practice has been rated Requires Improvement overall. The practice achieved
Good for the Safe, Effective and Well-led domains and Requires Improvement for the Caring and
Responsive domains.
GP Incidents – Quarter 1 2017/18 - In Quarter 1 2017/2018 26 out of 38 (68%) GP practices reported a
total of 176 incidents.
GP Incidents – Quarter 2 2017/18 - 194 incidents were reported on the Datix system in quarter 2 with
100% of practices reporting an incident by the end of Q2.
Other
Quality Premium
The CCG’s quality premium funding allocation for 2017/18 is £1,846,810. The CCG has to date achieved
five of the local quality premium measures. However funding is dependent on the CCG achieving the
constitutional gateway measures – RTT, A&E and cancer 62 day waits.
Other Providers - YAS
Response Times – The category 1 response target is now 7 minutes (mean) and December’s
performance for YAS reported at 8 minutes and 12 seconds (mean).
Crew Clearance - Performance against the crew clear target decreased in the month of December to
57.8%.
Further details explaining the reasons for under-performance and the recovery actions in place can be
found within the individual metric sections of this report.
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Performance Trend Key:

B = Better - Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change - Performance Stabilised

MRSA – Both CCGs have a further post-48 hour case each. One case at Barnsley for a Wakefield resident and the case at Alder Hey for a North Kirklees resident.
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard
Key Performance Indicator

Target

Lates t Monthly trend

2017/18
Q2

Oct‐17

Citizen participation & empowerment

23

FFT - A&E

87%

FFT - Inpatient

96%

FFT - Outpatient

94%

FFT - Community

96%

FFT - Maternity: Antenatal

96%

FFT - Maternity: Labour Ward

96%

FFT - Maternity: Postnatal Ward

94%

FFT - Maternity: Postnatal Community

98%

Key Performance Indicator

Nov‐17

Target

0
0
0
0
0
0
1
1

Dec‐17

24

2017/18
Q3

2017/18
YTD

25

NC

94.7%

95.0%

95.0%

95.3%

NC

97.3%

97.0%

97.0%

97.4%

B

97.0%

94.0%

98.0%

96.8%

NC

97.0%

97.0%

97.0%

97.4%

‐

94.7%

95.0%

‐

95.7%

‐

96.0%

100.0%

‐

96.9%

‐

88.3%

96.0%

‐

92.3%

‐

98.0%

94.0%

‐

Lates t Monthly trend

2017/18
Q2

Oct‐17

Nov‐17

98.3%
Dec‐17

2017/18
Q3

2017/18
YTD

Maternity

D

15.2%

16.0%

15.1%

19.2%

16.8%

15.9%

‐

1
1

‐

3.9%

5.1%

2.9%

5.8%

4.6%

3.9%

70%

0

D

69.4%

69.1%

71.7%

63.6%

68.1%

69.2%

6.8%

1

B

1.9%

4.7%

2.7%

1.4%

2.9%

2.3%

2.1%

0

B

0.0%

1.2%

2.7%

1.4%

1.8%

1.8%

2.2%

0

B

0.0%

0.0%

2.7%

1.4%

1.4%

1.4%

8.4%

1

D

21.6%

30.6%

26.0%

50.7%

35.8%

21.1%

Safety Thermometer: Physical harm free care

78.3%

0

NC

90.7%

88.2%

89.0%

89.0%

88.7%

88.5%

Quality Measures

Target

2017/18
Q2

Oct‐17

Nov‐17

Dec‐17

2017/18
Q3

2017/18
YTD

% of patients risked accessed for Venous Thromboembolism

>95.0%

0

B

‐

‐

95.3%

‐

‐

95.4%

% of patients receiving harm free care

>95.0%

B

‐

93.4%

‐

94.98%

‐

93.5%

Maternity Dashboard: Emergency C-section rate (%)
Maternity Dashboard: Post partum haemorrhage - >1500ml as % of
women delivered
Maternity Dashboard: % of live births resulting in feeding initiation
(babies) - breast
Safety Thermometer: Proportion of women that had a maternal infection
since the onset of labour or within 10 days of birth
Safety Thermometer: Proportion of women that had a 3rd/4th degree
perineal trauma
Safety Thermometer: Proportion of women who reported being left alone
at a time that worried them during labour or birth
Safety Thermometer: Proportion of women who reported they had
concerns about safety during labour and birth that were not taken
seriously

<15.2%

Lates t Monthly trend

Proportion of patient safety incidents that are harmful (acute)

<29.0%

Proportion of patient safety incidents that are harmful (community)

<50.0%

Summary Hospital Mortality Indicator

<100.0%

1
1
0
1
1
0

Hospital Standardised Mortality Ratio (elective & emergency
admissions)

<100.0%

0

B

‐

Hospital Standardised Mortality Ratio (weekend)

<100.0%

B

‐

90.2

‐

‐

‐

100.87

WTE registered Nurse vacancies (acute and community)

<137.31

D

‐

230.42

‐

233.65

‐

‐

B

‐

5.82

‐

‐2.11

‐

‐

‐

88.07

‐

65.76

‐

‐

Number of never events

0

Number of new serious incidents for the month

‐

NC

0

0

0

0

0

1

37

5

9

8

22

90

B

‐

26.3%

‐

25.1%

‐

23.9%

B

‐

62.7%

‐

57.4%

‐

55.5%

D

‐

‐

‐

‐

‐

‐

93.62

‐

‐

‐

93.74

WTE registered Midwife vacancies

<12.4

1
1
0

WTE Healthcare Assistant vacancies (acute and community)

<80.5

1

B

Sickness Absence Rate

<4.8%

‐

4.84%

4.99%

‐

‐

5.05%

63%

D

54.0%

‐

‐

‐

‐

55.0%

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

80%

1
1
1

D

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

NC

62.0%

‐

‐

‐

‐

62.0%

Performance Trend Key:

B = Better - Performance Improvement

D = Deteriorated – Performance Worsened

NC = No change - Performance Stabilised

*Nurse staffing September 2017 – Trust Overview Vacancy Position
A staffing vacancy position was not provided this month due to awaiting confirmation of agreed ward budgets following the Acute Hospital
Reconfiguration (AHR).
Latest available data for Maternity FFT is October 2017.
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Mid Yorkshire Hospitals NHS Trust & NHS Wakefield CCG
Performance & Quality Summary
Access to cancer diagnosis and treatment
Explanation of the performance
Wakefield CCG
In the month of December the CCG achieved 8 of the 9 cancer waiting time targets. The CCG achieved
the national 85% standard against the 62 days wait from an urgent GP referral for the first time since June
2016. Of the 9 patients that waited longer than 62 days for the start of 1st treatment, 3 were on a shared
pathway with Leeds Teaching Hospital Trust. The breaches were reported against Haematology (3),
Urology (3), Lung (2) and Head and Neck (1).
The CCG remained below the national standard against the national 62 days wait for first definitive
treatment following a consultant’s decision to upgrade the priority of a patient. In month performance
reported at 85.7%. A breach was reported against the Lung speciality and was due to a late referral onto
the pathway (day 51) and then surgery being cancelled due to the patient experiencing cardiac issues.
In terms of year to date performance, the CCG achieved 6 of the 9 cancer waiting time targets. The CCG
failed to achieve the national standard against the 62 days wait from an urgent GP referral (83.2%), 31
days wait for subsequent treatment where treatment is surgery (93.6%) and 62 days wait for first definitive
treatment following a consultant’s decision to upgrade the priority of a patient (82.4%).
Mid Yorkshire Hospitals NHS Trust
For the Trust, in the month of December, 7 of the 8 cancer waiting time targets were achieved, including
the 62 day wait from an urgent GP referral with performance of 86.4%. However this reported below the
monthly STF trajectory of 86.6%.
% 62 Days from urgent GP Referral Performance
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Dec-16

Feb-17
Month (CCG)

Apr-17
Month (Trust)

Jun-17

Aug-17
Target

Oct-17

Dec-17
Trajectory

The measure that reported below national standard was the 62 days wait for first definitive treatment
following a consultant’s decision to upgrade a priority patient, with performance reporting at 83.3%. The
three breaches were reported against the Lung speciality and were due to a late referral onto the pathway
(2) and a delay in a CT guided biopsy (1).
In terms of performance against the 62 days wait from an urgent GP referral cancer waiting time measure,
of the 18 accountable breaches reported in December, 8 were shared pathways with another provider.
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Details of the breaches are as follows:
Number of People Receiving First
Treatment For Cancer in Dec

CANCER TYPE

Breast
Lower Gastrointestinal
Lung
Other
Skin
Urological (Excluding Testicular)

TOTAL

10
12.5
4.5
28
23
28.5

Number Of People Receiving First Treatment For Cancer in Dec

TREATED
WITHIN 32 TO 39 TO 49 TO 63 TO 77 TO 90
WITHIN AFTER
WITHIN
31 DAYS 38 DAYS 48 DAYS 62 DAYS 76 DAYS DAYS
62 DAYS 62 DAYS
62 DAYS

10
12.5
1
20.5
22
26

0
0
3.5
7.5
1
2.5

100.0%
100.0%
22.2%
73.2%
95.7%
91.2%

2
0
1
5
9
7

3
0
0
4
5
3

2
3
0
2.5
3
2

3
9.5
0
9
5
14

0
0
1
4
0
1

0
0
1
3
0
0.5

91 TO
104
DAYS

AFTER
104
DAYS

0
0
0
0
0
1

0
0
1.5
0.5
1
0

Recovery actions in place
Mid Yorkshire Hospital Trust continue to maintain a Trust wide Cancer Wait Time (CWT) recovery action
plan. The action plan continues to undergo weekly review and updates by the Trust Lead Cancer
Management Team.
A performance trajectory has been put in place for 2017/18 to support the improvement and monitoring of
performance against the national standard.
The Yorkshire & Humber Clinical Cancer Network are developing an outline business case to support early
implementation of a regional Faecal Immunochemical Test (FIT) Service from September 2018 in
conjunction with the three constituent Cancer Alliances (bowel cancer screening FIT roll out not included in
scope of this work).
There is a significant focus on Lung Cancer through the Cancer Alliance Lung Cancer Transformation Fund
(CTF) Proposal. There is approximately £1m across the MYHT and Bradford footprint, plus additional
Alliance funding to strengthen the overall pathway using low dose CT in the community, smoking cessation
and campaigns. The aim is for 2018/19 implementation but work will be carried over to 2019/20.
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A step change in the productivity of elective care
Referral to treatment 18
Explanation of the performance
Wakefield CCG
Performance this month experienced a slight decrease for the CCG, with December reporting at 87.1%.
This remains below the 92% national standard.
At the end of December there were 24,724 incomplete RTT pathways and 3,194 patients had been waiting
over 18 weeks from referral. This was a decrease of 190 incomplete RTT pathways against the position
reported at the end of December but the 18 week back log increased by 196 patients.

Mid Yorkshire Hospitals NHS Trust
For the Trust, December’s performance against the 18 week referral to treatment measure reported at
83%, which was a 1.1% decrease from the previous month. This remains below the 92% national standard
and monthly STF trajectory.
Five specialities performed above target at the end of December. These were Cardiology (95.1%),
Dermatology (95.1%), Neurology (95%), General medicine (100%) and Geriatric medicine (96.3%).
For the Trust, of the 32,154 incomplete RTT pathways at the end of December, 5,477 had been waiting
longer than 18 weeks from referral. This was an increase from 5,196 over 18 week waits reported at the
end of December.
The total waiting list decreased in the month by 432 patients and the over 18 week backlog increased by
281 patients.
The three specialities with the highest volume of patients waiting over 18 weeks at the end of December
were General Surgery, Oral Surgery and Ophthalmology.
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Recovery actions in place
The Trust has put in place an STF trajectory to support performance improvement throughout 2017/18.
A number of further actions and system wide assurance arrangements are also in place to address underperformance. There has been an agreement between the CCG and Mid Yorkshire Hospital Trust on a
number of implementation projects that form part of the overall Outpatient Improvement Programme.
These are:









The continued management of patients waiting over 35 weeks
The General Practice review of Appointment Slot Issues (ASIs)
Ongoing refinement of the inter-provider transfer processes
The implementation of primary review for the follow-up backlog across all Wakefield District General
Practices to ascertain those patients who could be safely managed in primary care.
A working agreement with the Trust to look at a plan to phase out paper referrals, which can create
unnecessary admin time, both for primary and secondary care, and create unnecessary waits for
patients to access care.
The transfer of booked appointment slots to alternative community providers.
Development of speciality level plans to minimise demand and capacity imbalances at MYHT.
A further three specialities have moved onto e-consultation, including Gastroenterology and
Rheumatology.

These actions have collectively reduced the size of the waiting list by 5,800 patients over the last 12
months and the 18 week backlog has reduced by 2,500 over the same period. Whilst this has yet to result
in the required 92% incomplete performance it puts the Trust in a good position to be able to sustain both
current performance increases and to meet the required standard.
These actions will be delivered throughout 2017/18 led by the Planned Care Improvement Group.
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Diagnostic 6 week waits
Explanation of the performance
Wakefield CCG
The CCG failed to achieve the 99% constitutional target for patients on diagnostic pathways who were
waiting less than 6 weeks at the end of December with performance of 98.8%. The number of patients
waiting over 6 weeks for a diagnostic test increased from 17 at the end of November to 67 at the end of
December. At the end of December there were 3 patients waiting over 13 weeks for a diagnostic test.
The total number of patients waiting for a diagnostic test increased in month by 3% to 5,777.
Mid Yorkshire Hospitals NHS Trust
The Trust continues to achieve the 99% national standard against the number of patients on diagnostic
pathways waiting less than 6 weeks, with December’s performance reporting just above target at 99.1%.
This was a decrease from the previous month of 99.8%.
Of the 7,494 patients waiting for a diagnostic test, 70 were waiting over 6 weeks at the end of December,
which was an increase from 14 waiting at the end of November. At the end of December there was 1
patient waiting over 13 weeks for a diagnostic test.
The majority of the patients waiting at the end of December were waiting for a non-obstetric ultrasound
(74%). The number of breaches was higher than expected as significant pressure on acute services has
meant that routine diagnostic work has been displaced and replaced with high levels of acute diagnostic
activity. This has led to an increase in the number of appointments offered at short notice. A number of
these breaches, although offered within 6 weeks are breaches due cancellation by the patient due to failure
to offer reasonable notice.

Recovery actions in place
Mid Yorkshire Hospitals NHS Trust has undertaken a full capacity and demand review for these diagnostic
areas accounting for the increase in acute diagnostic activity. This has identified a gap in core slots and as
a result the division have been working to re-provide as much additional capacity as possible throughout
January and February. Whilst additional is being provided, the Trust struggles to offer reasonable
appointment notice to the patient, which is resulting in a number of cancelled appointments. A recovery
plan is being internally challenged at the Trust and the under-performance will be raised at the next
meeting of the Contract Management Board.
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Access to the Highest Quality Urgent and Emergency Care
A&E Waiting Times - A&E 4 Hour Performance
Explanation of the performance
January’s performance demonstrates that 78.8% of patients attending the Trusts Emergency Department
were admitted, transferred or discharged within 4 hours of arrival, which is a 2% decrease compared to
December’s performance.
January’s performance for non-admitted patients was 89.6% and for admitted patients it reported at 42.8%.
Of the three Trust sites, the Pinderfields site has the lowest performance against the 4 hour standard with
63.7%. For the week ending 28 January 2018, the Mid Yorkshire Hospitals NHS Trust ranked 67th out of
137th for Type 1 Weekly ED performance.
Mid Yorkshire Hospitals NHS Trust admitted 4,568 patients in January 2018 which was a reduction from
the number of patients admitted at the end of December. ‘Waiting for a bed’ continues to be one of the
most common reasons for breach of the 4 hour standard. MYHT has relied on additional beds to manage
demand in January.
The conversion rate from A&E to emergency admission was 23.1% in January. The conversion rate for
the Pinderfields site was 36.8%, 10.4% for the Dewsbury site and 10.9% for the Pontefract site.
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14

15

16

17

18

19

20

21

25
YTD

Same
period
prev yr

Apr‐17 May‐17 Jun‐17

Jul‐17

Aug‐17 Sep‐17 Oct‐17 Nov‐17 Dec‐17

% initial assessment (triage) within
15 minutes

43.1%

40.9%

45.1%

45.1%

42.7%

42.4%

43.0%

49.2%

45.4%

44.1%

‐3.8%





% treatment within 60 minutes

48.8%

45.7%

48.5%

49.2%

51.3%

46.5%

46.3%

46.8%

39.4%

47.0%

‐7.4%





Unplanned A&E reattendance within
7 days

8.8%

8.8%

9.3%

9.6%

9.5%

9.5%

8.8%

8.4%

9.0%

9.1%

0.6%





Left without being seen
(assessment)

0.8%

0.9%

1.0%

1.8%

1.1%

1.0%

1.2%

0.8%

1.2%

1.0%

0.4%





Left before seen by a doctor

3.4%

3.2%

4.3%

4.6%

4.3%

4.1%

4.4%

3.2%

5.1%

4.0%

1.9%





Mthly Change

Trend
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Recovery actions in place
From 1 November 2017 MYHT launched their Winter Room. The room is executive led and is now
operating from 10am-10pm 7 days a week. This arrangement will be in place throughout winter and
replicates the measures undertaken in March 2017.
Changes made to patient flow and discharge to support performance improvement includes:








Increased ambulance crews to support inter hospital transfers and discharges.
Commissioning of 15 community beds in Wakefield from Wednesday 3 January 2018 to support
hospital discharges.
Wakefield Council has recruited 8 full time discharge coordinators to who will be based on wards to
support discharge.
MYHT have recruited discharge coordinators for the wards which will start in February 2018.
System support to discharge medically optimised patients in January from MYHT.
Wakefield Walk-In Centre opening hours changed from 10am-10pm 7 days a week to increase
urgent care access out of hours.
The Locala Walk-In Centre opening hours extended to 10pm up to 31 March 2018.

An STF trajectory is also in place for 2017/18 to support performance improvement and the achievement of
the 95% national standard.
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A&E Handovers
Explanation of the performance
A&E Handovers (MYHT):
Following validation there were 169 ambulance handovers that took place over 30 minutes from arrival at
the Trust in December against the target of zero. This equates to 87.2% of total handovers taking place
within 30 minutes, which is a performance reduction compared to 93.9% being reported at the end of
November.
Based on December’s performance, the Trust ranked 7 out of 14 Trusts in the Yorkshire and Humber
region for the proportion of handovers taking place over 30 minutes.
Of the three Trust sites, performance at the Dewsbury site was 97.9%, Pontefract 100% and Pinderfields
86.1%.

The main cause for under-performance continues to be:
•
•
•

Lack of A&E clinical staff for handovers.
Cubicle availability (specifically in Pinderfields and Dewsbury)
Clinically appropriate patients in resus

Recovery actions in place
YAS have identified ambulance handover performance as one of its main priorities for improvement this
winter. YAS local management teams continue to work with Mid Yorkshire Hospitals NHS Trust managers
around providing individual patient identifiable number (PIN) to the ED staff, to enable more robust
reporting of handover and the audit of any exceptions.
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Care Quality Commission (CQC)
Mid Yorkshire Hospitals Trust (MYHT)
Background
A focused inspection was carried out on 30 October 2017 to follow up on warning notices issued to the
Trust in June 2017. This identified concerns and areas for improvement in the medical division at
Pinderfields and Dewsbury and District hospitals.
During the inspection in May 2017, the CQC found that the Trust had improved in some areas, particularly
within community services. However, MYHT remained rated as Requires Improvement overall. The Safe,
Effective, Responsive and Well-led domains were rated as Requires Improvement and the Caring domain
rated as Good.
The CQC issued a warning notice to the Trust in regard to breaches of regulations within the medical care
directorate at the Pinderfields and Dewsbury and District hospital sites. The warning notice was issued on
19 June 2017 and identified a number of areas for improvement including staffing, escalation of
deteriorating patients, use of extra capacity beds, monitoring patient’s nutritional and hydration needs and
lack of robust assessment of patients’ mental capacity.

Progress
An unannounced visit to the Trust was carried out to check on progress that had been made against the
CQC warning notice. As a result of the visit the warning notice was lifted.
The following improvements had been identified:






Staffing fill rates had generally increased across medical wards at both hospitals sites. The Trust also
had medium and long-term plans in place to recruit further nurse and healthcare support staff.
The CQC saw that national early warning (NEWS) scores were consistently recorded and escalated for
patients that were reviewed. An audit programme had also been commenced to further monitor and
improve compliance.
The CQC saw that falls risk assessments were consistently completed for patients that were reviewed.
An audit programme had also been commenced to further monitor and improve compliance.
Fluid and nutrition charts at Pinderfields were generally completed appropriately. An audit programme
had also been commenced to further monitor and improve compliance.
The use of extra capacity beds had significantly reduced since the time of our initial inspection. Bed
moves after 10.00pm had also significantly reduced and were now recorded as incidents. This had
resulted in a positive impact on the privacy and dignity of patients receiving care.

Areas for improvement
Action the Trust MUST take to improve:




Continue work to ensure that there are suitably skilled staff available taking into account best practice,
national guidelines and patients’ dependency levels.
Continue work to ensure that there is effective monitoring and assessment of patient’s nutritional and
hydration needs to ensure these needs are met.
Continue work to ensure that there is a robust assessment of patients’ mental capacity in relation to the
Mental Capacity Act and Deprivation of Liberty Safeguards.

Action the Trust SHOULD take to improve:



Continue work to ensure that there is effective assessment of the risk of patients falling.
Continue work to ensure that the privacy and dignity of patients being nursed in bays where extra
capacity beds are present is not compromised.
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Continue work to ensure that there is effective escalation and monitoring of deteriorating patients.

Actions
The report detailed the regulations where improvements were required:
Regulation 11 HSCA (RA) Regulations 2014 Need for consent
11(1) Care and treatment of service users must only be provided with the consent of the relevant person.
Why there is a need for significant improvements:
• It remained difficult to identify in the medical and nursing records where an assessment of capacity had
been made/documented.
• Mental scoring, capacity assessment and DOLS documentation was not always completed.
Regulation 14 HSCA (RA) Regulations 2014 Meeting nutritional and hydration needs
14(1) The nutritional and hydration needs of service users must be met.
Why there is a need for significant improvements:
• The majority of food and fluid charts we reviewed at Dewsbury were not completed.
Regulation 18 HSCA (RA) Regulations 2014 Staffing
18(1) Sufficient numbers of suitably qualified, competent, skilled and experienced persons must be
deployed in order to meet the requirements of this Part.
Why there is a need for significant improvements:

• Average nurse fill rates remain below 80% on some wards.
Requirement notices


Nurse to patient ratios were not always maintained in line with trust guidance.

The full report can be found here.

Actions



CQC action plan presented at Executive Quality Board (EQB) during February 2018.
The MYHT Chief Nurse presented to Wakefield Governing Body in November 2017 and attended North
Kirklees Clinical Strategy Group (CSG) on the 14 February 2018.
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Care Quality Commission (CQC)
Maternity Experience Survey 2017 (Published January 2018)
Background
The CQC has published the results of the Maternity Survey for MYHT. The 2017 Maternity Survey included
130 NHS trusts. The total number of mothers sampled was 50,008 and 18,426 of them responded to the
questionnaire (37.4% response rate). Women aged 16 and over at the time of delivery were eligible for the
survey if they had a live birth during the month of February 2017. The maternity pathway includes different
stages: antenatal care, labour and birth and postnatal care. This report provides an analysis of mothers’
experiences during labour and birth.

MYHT Results
156 responses were received from patients at The Mid Yorkshire Hospitals NHS Trust.
Each trust also received a rating of ‘About the same’, ‘Better’ or ‘Worse’.
Question
Labour and birth
Advice at the start of labour
Receiving appropriate advice and support
Moving during labour
Being able to move around and choose the most comfortable position
during labour
Skin to skin contact
Having skin to skin contact with the baby shortly after birth
Partner involvement
Partners being involved as much as they wanted
Staff during labour and birth
Staff introduction
Staff introducing themselves before examination or treatment
Being left alone
Not being left alone by midwives or doctors at a time when it worried them
Raising concerns
Concerns being taken seriously once raised
Attention during labour
If attention was needed during labour and birth, a member of staff helped
them within a reasonable amount of time
Clear communication
Being spoken to during labour and birth, in a way they could understand
Involvement in decisions
Being involved enough in decisions about their care during labour and birth
Respect and dignity
Being treated with respect and dignity during labour and birth
Confidence and trust
Having confidence and trust in the staff caring for them during labour and
birth
Care in hospital after the birth
Length of hospital stay
Feeling the stay in hospital after the birth was the right amount of time
Delay in discharge
Discharge from hospital being delayed
Reasonable response time after birth
If attention was needed after the birth, a member of staff helped within a
reasonable amount of time

Patient
response
8.8/10

Compared with
other Trusts
About the same

8.6/10

About the same

8.1/10

About the same

8.9/10

About the same

9.5/10

About the same

8.8/10

About the same

9.4/10

About the same

7.1/10

About the same

8.2/10

About the same

8.8/10

About the same

9.7/10

Better

8.7/10

About the same

9.4/10

About the same

9.1/10

About the same

7.0/10

About the same

7.0/10

About the same

4.6/10

About the same

6.4/10

Worse
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Information and explanations
Receiving the information and explanations they needed after the birth
Kind and understanding care
Being treated with kindness and understanding by staff after the birth
Partner length of stay
That their partner who was involved in their care was able to stay with
them as much as they wanted
Cleanliness of room or ward
Thinking the hospital room or ward was clean

7.6/10

About the same

7.9/10

Worse

6.4/10

About the same

9.0/10

About the same

Key messages


During 2017 MYHT performed overall about the same as other providers for the maternity survey and
the Trust did not perform any better or worse compared to other providers.



The results identified that MYHT attained a ‘better’ score compared to other trusts for clear
communication during labour and birth by achieving 9.7 out of 10. This positive score and good practice
identifies that mothers feel that staff communicate to them in a way that they understand.



However, when analysing the scores for the care mothers received in hospital after the birth, patients
did not score MYHT as well as other providers. MYHT was rated as ‘worse’ for the following measures:
o

Reasonable response time after birth

For this question the Trust scored 6.4 out of 10. As MYHT was rated as ‘worse’ than other providers for this
question, the score suggests that not all mothers felt that if they needed attention after the birth, not all staff
helped in a reasonable amount of time.
o

Kind and understanding care

For this question the MYHT scored 7.9 out of 10. As the Trust was rated as ‘worse’ than other providers for
this question, this score suggests that not all mothers felt that staff treated them with kindness and
understanding after the birth.

Actions





Maternity was discussed at a previous Executive Quality Board during December 2017.
The survey findings will be shared at the next Maternity Quality Partnership group during February 2018
to discuss the action the Trust is taking.
This summary has been shared with the Engagement Manager and will be used to compliment the
current maternity work.
The summary will be shared at the next Quality Intelligence Group (QIG) in February 2018.
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Patient Safety Walkabouts
Walkabouts involve a small team of clinical and non-clinical staff walking onto a ward to note their first
impressions and talk to patients and staff to identify areas of good practice and areas for improvement. This
summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury and District
Hospital on 13 December 2017 and Pontefract General Hospital on 23 January 2018.

Clinical Decisions Unit, Dewsbury and District Hospital
The walkabout team were very much welcomed on to the new unit. Interactions witnessed between staff
and patients (nursing, housekeepers and physio staff) were all friendly, professional and respectful of the
patients. Medical notes were stored outside the bays and were not lockable so confidentiality put at risk. All
sharps bins were labelled correctly and not overfull. Very few patient buzzers were heard and when they
were, staff responded quickly.

Ward 11, Dewsbury and District Hospital
The team were welcomed in a professional and friendly manner by the Ward Manager. The ward was
peaceful and had a calm atmosphere on arrival. Do Not Attempt Cardiopulmonary Resuscitation
(DNACPR) forms were fully completed and legible. All staff are up to date with their mandatory training.
Some parts of the ward appeared cluttered, for example trolleys and large cages of equipment stored in the
corridor. We observed many caring interactions between staff and patients. Dignity was maintained with
dignity curtains, providing privacy for patients. Patients felt comfortable and safe on the ward and advised
the walkabout team that buzzers were answered quickly.

Emergency Department, Pontefract General Hospital
On entering the Emergency Department the walkabout team were greeted in a warm and welcoming
manner. The department was extremely calm, appeared well organised, free from clutter and well
maintained. There were sufficient stocks of Personal Protective Equipment and staff were observed using it
appropriately. It was noted that there was out of date information displayed within the unit, for example,
safe staffing levels, falls and complaints. Dignity and privacy curtains were utilised. Controlled Drugs
Register was up to date and legible. The walkabout team tested a call buzzer within a patient toilet area
and this was answered rapidly by a member of staff.

Elective Orthopaedics, Pontefract General Hospital
On arrival to the ward and during the walkabout the atmosphere was calm, quiet and peaceful. Many kind
and caring interactions were heard during the walkabout and the walkabout team could hear staff informing
their patients. It was observed that patients had regular access to drinks. Food was described as good but
not all patients thought the food was served hot. Throughout the walkabout some buzzers were heard. Staff
responded very quickly. The walkabout team asked the ward manager what she is most proud of. The ward
manager said that she is proud of the team ethic and that she has recruited a very warm set of nurses who
are professional, kind and courteous.

Medical and Stroke Rehabilitation Unit, Pontefract General Hospital
Overall, the ward was large and busy, which was peaceful and had a calm atmosphere. The environment
was clean, fresh and there were no unpleasant smells. One set of notes were reviewed and the DNACPR
form was legible and fully completed. There is a breakfast club each morning in the day room. The ward
has 42 beds organised for nursing staff to work in 4 teams. There were less staff on duty than planned so
staff were working in 3 teams. Signage from within hospital refers to old wards which may be confusing for
visitors. The walkabout team heard the call bells being used by patients on a number of occasions – all
were answered promptly.

Actions
All immediate issues were raised on the day of the Patient Safety Walkabout. A debrief takes place
immediately after the Walkabout with senior nursing staff and an MYHT Director. The full report and
MYHT’s response are shared at a future MYHT Executive Quality Board.
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NHS Wakefield CCG Strategic Performance & Quality Summary
(Place based)
Quality Premium
Latest position at December 2017:
The CCG’s quality premium funding allocation for 2017/18 is £1,846,810. The CCG has to date achieved
five of the local quality premium measures. However funding is dependent on the CCG achieving the
constitutional gateway measures – RTT, A&E and cancer 62 day waits.
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Mental Health Service Transformation
Dementia
Reasons for under-performance
Performance against the 67% dementia diagnosis rate target increased in the month of December by 0.5%
and performance now reports at 66.6%. The CCG anticipates that the national standard will be achieved in
the month of January.
The number of patients aged 65+ diagnosed with dementia reported at 2,675 at the end of December. The
estimated number of patients aged 65+ diagnosed with dementia reports at 4,016.

Recovery actions in place
The CCG has been working with Primary Care colleagues to promote the value of early diagnosis and to
support them to become Dementia Friendly organisations. Performance by GP practice is detailed in the
chart below.
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System Wide Quality Measures
Healthcare Associated Infections – Wakefield CCG
Exception Report - MRSA (Last exception report – January 2017)

Lessons learned from post infection review



Correctly requesting and prescribing suppression treatment (suppression treatment helps to reduce the
amount of MRSA bacteria a person has, or may carry on them)
Removing Peripherally Inserted Central Catheter (PICC) lines in a timely manner

Despite these learning points it is felt that patient compliance was also a major factor in the development of
this infection. Several attempts to have Tissue Viability involvement were made, however patient always
refused.
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Care Quality Commission (CQC)
GP Practices
Date of Inspection
15th November 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Lupset Health Centre
Review Type
Announced comprehensive
inspection
Previous CQC Rating
Good
Good
Good
Requires Improvement
Good
Good

Link to Report
Lupset Health Centre
Current CQC Rating
Good
Good
Good
Outstanding
Good
Good

CQC History:
The practice had been previously inspected on 22 September 2015 when it was rated as Good overall, with
Requires Improvement for the Responsive domain. This was a follow up visit of the Responsive domain.
A summary of the report is available via the web link above.

Date of Inspection
6th December 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Ash Grove Medical Centre
Review Type
Announced Comprehensive
Previous CQC Rating
Good
Good
Good
Good
Good
Good

Link to Report
Ash Grove Medical Centre
Current CQC Rating
Good
Good
Requires Improvement
Requires Improvement
Good
Requires Improvement

CQC History:
The practice had been rated as Good overall at the previous inspection which was carried out on 19th
January 2016.
A summary of the report is available via the web link above.
Actions being taken to support the practice were discussed at IGC and include:




The practice has accessed resilience funding for an external review.
The practice have asked an experienced Practice Manager who has worked in Wakefield to undertake
a review of their practice systems and processes and are expecting a report in the next month.
The practice has successfully recruited additional clinical staff.
The CCG will continue to offer additional support to the practice from Quality, Communications and
Engagement along with the Primary Care team.

23

Care Quality Commission (CQC)
Care Homes
Date of Inspection
1st and 3rd November 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Castle Mount Residential Care Home
Review Type
Unannounced
Previous CQC Rating
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

Link to Report
Castle Mount Care Home
Current CQC Rating
Inadequate
Inadequate
Good
Requires Improvement
Inadequate
Inadequate

CQC History: During October 2016 the care home had been rated as Requires Improvement overall,
achieving Good for the Caring domain.
Type of home: Castle Mount is registered to provide care for a maximum of 15 people.
A summary of the report is available via the web link above.
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Care Home Walkabouts – Perfect Ward®
Perfect Ward® is funded by the Wakefield Safeguarding Adults Board and is a new smartphone/iPad
application for healthcare inspections that enables walkabout teams to monitor the quality of care in care
homes. Perfect Ward® was developed for use in hospital settings, but has been adapted for care home
settings in Wakefield. Within the app there are four audits which are completed on each inspection:
Environment, Resident Experience, Leadership and Documentation. When using the app the walkabout
team answer different closed questions and the team are able to add comments and take photographs,
when appropriate to evidence good practice or areas for improvement. The app provides instant feedback
after each audit is submitted and RAG (red (0<70%), amber (70<90%) and green (90%)) rated by
generating a detailed report for each module. This summarises the findings from each care home that have
taken place recently.

Performance Trend Key:

B
B
D
D
B

B = Performance Improvement

71.6%
70.4%
71.1%
Not inspected

76.6%
47.7%
61.9%
59.3%
90.4%
80.4%
82.8%
52.3%

D
D
B
D

Not inspected

93.3%
83.3%
Not inspected

D = Performance Deteriorated

63.7%
77.8%
82.5%
52.6%
74.1%
59.8%
54.4%
11.1%

B
D
D
D

64.8%
85.2%
78.0%
99.1%
81.5%
70.0%
84.6%
77.2%
75.0%
80.4%
66.0%
100.0%

Trend

70.7%
90.2%
72.3%
94.3%
82.6%
56.7%
82.6%
65.6%
71.1%
73.9%
72.8%
87.8%

Leadership (L)

First
Third
First
Second
First
Third
First
First
Second
First
First
Second

Trend

Dec-17
Dec-17
Dec-17
Dec-17
Dec-17
Dec-17
Jan-18
Jan-18
Jan-18
Jan-18
Jan-18
Jan-18

Documentation
(D)

Vicarage Court
Manor Park
Snapethorpe Hall
The Laurels
Ashby Lodge
Riverside Court
Holyrood House
Roop Cottage
Hemsworth Park
Warde Aldam
Priory Gardens
Carr Gate

Trend

Visit
number

Resident
Experience (R)

Date of Visit

Trend

Care Home

Environment
(E)

Modules

D
B
D
B

NC = Performance Stabilised

25

Citizen participation and empowerment
Quality Intelligence Group (QIG)
The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority
and Healthwatch. At each meeting a template captures and triangulates ‘soft’ intelligence from sources
such as: Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are
identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and
judgement on the level of concern.
69 items of intelligence were gathered at December’s meeting.
Themes
Discharge information
Maternity
GP receptionist attitude
Opthalmology

Ash Grove

Actions taken
1. Task and Finish Group established – first meeting held in
October 2017.
2. Share information from workshop with all Wakefield GPs.
1. Include feedback to maternity engagement and patient
experience reports.
1. Feedback to Primary care Academy for customer services
workshop.
1. Confirm waiting time position.
2. Improvement plan being implemented through Planned
Care Improvement Group.
1. Await CQC report outcome.
2. Discuss at next Primary Care Performance meeting
(January 2018).
3. Ash Grove has had an Annual Practice Visit.
4. The Practice has had further meetings to monitor their
performance and look at their resilience.

Information from Healthwatch was not available and was shared at the January 2018 meeting.

149 items of intelligence were gathered at January’s meeting.
Themes
Ophthalmology
Clarity of pathway/appointments

GP Practice
Rude and unhelpful reception staff
Access to appointments (confusion)
GP
2o care
Baghill House (SWYPFT)

Actions taken
1. Planned Care Improvement Group (PCIG) workstream re:
18 weeks.
2. Feedback to commissioning manager – use patient
experience as example.
3. Incident re: optometry being investigated by MYHT.
1. Propose to Primary Care Workforce Academy regarding
Customer Services Training.
2. Discuss at Primary Care Performance Meeting.
1. Discuss with Communications team re: care navigation.
2. Discuss information with Communications team re: Trinity
Care and GP Care Wakefield.
1. See how much intelligence re: this service/site over the last
12 months.

In January’s meeting November’s and December’s Healthwatch intelligence was shared and captured at the QIG.
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South West Yorkshire Partnership NHS Foundation Performance & Quality
Reporting
Strategic Balanced Scorecard
South West Yorkshire Partnership Foundation Trust

Target

La tes t Monthl y trend

2017/18
Q2

Oct‐17

Nov‐17

Dec‐17

2017/18
Q3

2017/18
YTD

Safety Thermometer: Proportion of patients that have self harmed in the
last 72 hours
Safety Thermometer: Proportion of patients that report feeling safe at the
point of survey
Safety Thermometer: Proportion of patients that have been the victim of
violence/aggression in the last 72 hours

3.2%

0

D

3.0%

3.7%

2.5%

6.4%

4.2%

3.2%

87.2%

1

B

78.2%

84.0%

72.0%

82.1%

79.4%

79.2%

1.3%

0

D

1.9%

1.5%

0.6%

1.6%

1.2%

1.2%

Safety Thermometer: Proportion of patients that have had an omission of
medication in the last 24 hours

15.3%

0

D

24.3%

17.5%

15.3%

16.7%

16.5%

19.6%

Staff FFT: % of staff recommending place of work

63%

1

B

64.0%

‐

‐

‐

‐

62.0%

Staff FFT: % of staff recommending care

80%

1

B

75.0%

‐

‐

‐

‐

74.5%

FFT Wakefield BDU : % of patients recommending inpatient services

88%

1

D

85.0%

‐

‐

‐

‐

87.5%

FFT Wakefield BDU : % of patients recommending community services

88%

1

D

92.0%

‐

‐

‐

‐

93.5%

FFT Wakefield BDU : % of patients recommending CAMHS services

86%

0

B

72.0%

‐

‐

‐

‐

65.5%

FFT ‐ Mental Health

88%

NC

84.3%

86.0%

86.0%

NC

0

0

0

0

0

0

4

2

2

1

5

12

Number of never events

0

Number of new serious incidents for the month (Wakefield BDU)

‐

1

84.5%
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Yorkshire Ambulance Service Performance & Quality Reporting
Am
Quality Balanced Scorecard
Yorkshire Ambulance Service Quality Measures

Target Latest Monthly trend

2017/18
Q1

Jul‐17

Aug‐17

Sep‐17

2017/18
Q2

Oct‐17

Nov‐17

Dec‐17

2017/18 2017/18
Q3
YTD

% of patients with STEMI who received an appropriate care bundle

75%

1

B

77.6%

81.6%

90.6%

‐

‐

‐

‐

‐

‐

81.0%

Cardiac arrest: % of patients who were discharged from hospital alive
following resuscitation by ambulance service following a cardiac arrest

9%

0

D

9.3%

14.4%

12.0%

‐

‐

‐

‐

‐

‐

10.8%

Stroke: % of patients with a Stroke who received an appropriate care
bundle

98%

D

98.2%

99.3%

98.7%

‐

‐

‐

‐

‐

‐

98.6%

Staff absence: Trust absence rate

5%

D

5.2%

5.6%

5.9%

5.9%

‐

5.7%

5.8%

‐

‐

5.6%

Staff FFT: % of staff recommending place of work

63%

D

53.0%

‐

‐

‐

50.0%

‐

‐

‐

‐

51.5%

Staff FFT: % of staff recommending care

80%

B

85.0%

‐

‐

‐

87.0%

‐

‐

‐

‐

86.0%

FFT: % of patients recommending the Yorkshire Ambulance Service

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Number of never events

0

NC

0

0

0

0

0

0

0

0

0

0

0

1

Exception Reporting
Ambulance Response Times
Yorkshire Ambulance Service is continuing to participate in NHS England’s Ambulance Response
Programme (ARP) pilot and has now moved to the next stage, Phase 3. This has resulted in a change to
how performance is both calculated and reported. The calls now split into four main categories with
healthcare professional (HCP) calls now being monitored separately. The category 1 standard is now 7
minutes.
Performance against the 7 minute standard reported at 8 minutes 12 seconds at the end of December.
Performance excluding inter-facility transfers reported at 8 minutes 23 seconds.

Crew Clearance Delays
Reasons for under-performance
In terms of the 15 minute crew clear target, December reported performance of 57.8% which was a slight
decrease from the previous month. Yorkshire & Humber regional wide performance against the 15 minute
crew clear target reported at 72.5% at the end of December.
Performance against the percentage of crews who are able to accept new calls within 30 minutes reports
remained static at 94.6% for December.
Of the three Trust sites, performance was the highest at the Pontefract site with performance of 76.2%.
Performance at the Dewsbury site reported at 64% and performance at the Pinderfields site reported the
lowest rate at 57.2%.
28

Recovery actions in place
The average crew clear wrap up time across all Trusts is around 14 minutes. Mid Yorkshire Hospitals NHS
Trust is an outlier at around 16 minutes. YAS have now started to receive daily crew reports for all A&E
departments across the Trust to monitor performance on a daily basis and improve crew clear wrap up
time.
YAS local management teams are working with Mid Yorkshire Hospitals NHS Trust managers around
providing individual PIN to the ED staff, to enable more robust reporting and the audit of any exceptions.
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Clinical and Commissioning Leads
Indicator(s)

Commissioning
Lead

Clinical Lead

CCG Assurance
MYHT Executive
Contract Board
Planned Care
Improvement Group
MYHT Executive
Contract Board
Planned Care
Improvement Group
MYHT Executive
Contract Board
Planned Care
Improvement Group
MYHT Executive
Contract Board
A&E Improvement
Group

Risk
Register
ID

Constitutional
Cancer Waiting
Time measures

Michelle Ashbridge

Dr Abdul Mustafa

Referral to
Treatment 18 &
52 week waits

Pat Keane

Dr Patrick Wynn

Diagnostic 6
Week Waits

Pat Keane

Dr Patrick Wynn

Jenny Beckett

Dr Adam Sheppard

Laura Elliott

Dr Andrew Furber

MYHT Executive
Quality Board

862

Jenny Beckett

Dr Adam Sheppard

111 West Yorkshire
Quality Group

323

Jenny Beckett

Dr Adam Sheppard

YAS Contract
Management Board

426

Alix Jeavons

Dr Clive Harries

Turning Point Contract
Meetings SWYPFT
Quality Board

1124
1057

Laura Elliott

Dr Patrick Wynn (Acute)
Dr Debbie Hallott (Maternity)
Dr Clive Harries (Mental Health)
Dr Greg Connor (GP)

Provider-specific
Quality Boards
Practice Visits

N/A

Ruth Unwin

Dr Adam Sheppard

Laura Elliott

tbc

Judith Wild

Judith Wild

A+E 4 hour waits
Healthcare
Associated
Infections
Urgent and
Emergency Care
– YAS 111
Urgent and
Emergency Care
– YAS 999
Mental Health
Service
Transformation
Friends and
Family Test
NHS Wakefield
Complaints
Patient Advice
Liaison Service
Continuing
Healthcare
(CHC)

Integrated Governance
Committee
Quality Intelligence
Group
Integrated Governance
Committee

621

879

776

758

N/A
N/A
1096
1087
757
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Title of
meeting:

Governing Body

Date of
Meeting:

Tuesday, 13 March 2018

Paper Title:

Finance Report Month 10 2017/18

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

15a

Public/Private Section:

Public
Private
N/A
Assurance



Information

Report Author and Job Karen Parkin
Title:
Associate Director of Finance and Contracting
Responsible Clinical
Not applicable
Lead:
Responsible
Andrew Pepper, Chief Finance Officer
Governing Board
Executive Lead:
Recommendation:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The CCG is reporting an ‘off plan‘ position for forecast out-turn. The CCG plan was to achieve
a total surplus of £10.5m (£6m historic surplus plus a further £4.5m in year surplus). The
reported position is £14.4m ‘off plan’, leaving a forecast deficit of £3.9m
The forecast position remains deliverable but is predicated on achievement of the CCG
financial recovery plan which includes a number of identified recovery schemes.
In addition, further efficiencies will need to be identified during the remainder of the year to
deliver the current forecast this includes settlement of the MYHT contract.
A separate financial planning paper for 2018/19 will be provided at the meeting.
Link to overarching
principles from the
strategic plan:

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

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



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

Not applicable

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

Elements of the Finance Report are also reported to NHS
England via standard template returns. These are Headline
Position, QIPP, Non-Recurrent Funds and Risks & Opportunities.
The plan has been externally assured by NHSE.
The report is a regular monthly report which is presented to IGC
and also presented on a bi-monthly basis to Governing Body.

Reference document(s) /
enclosures:

Month 10 Finance Report.

Risk Assessment:

Risks are identified on the CCG risk register
 Risk 1015 Score 20
There is a risk that the 18/19 financial challenge remains
at a high level for the CCG, the local health system and
the Sustainability & Transformation Plan (STP) footprint.
 Risk 991 Score 20
There is a risk that the local Mid Yorkshire health and care
system does not deliver its combined financial
requirements 2017/18.
 Risk 989 Score 20
There is a risk that the CCG will not deliver its control total
for 2017/18.
 Risk 990 Score 20
There is a risk that CCGs in the STP (including Wakefield
CCG) – as part of the STP system – does not deliver its
part of the wider STP financial control total for 2017/18
Current potential off plan position of £14.4m in total as described
in the report which has implications for future planning years in
achievement of business rules and QIPP target.

Finance/ resource
implications:

Not applicable

None identified

Finance Report
Month 10
2017/18
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date : 09th February 2018

Executive Summary – Key Indicators
Indicator

Apr‐17

May‐17

Jun‐17

Jul‐17

Aug‐17

Sept‐17

Oct‐17

Nov‐17

Dec‐17

Jan‐18

Variance to Plan
YTD

0

0

0

0

0

(8.9m)

(8.6m)

(11.8m)

(14.2m)

(13.4m)

Variance to Plan
FOT

0

0

0

0

0

0

0

(9.6m)

(13.4m)

(14.4m)

Net Risk

0

0

0

0

0

0

(14.4m)

(4.8m)

(1.0m)

0

QIPP Delivery
FOT

20.6m

20.6m

20.6m

20.6m

20.6m

20.6m

13.8m

13.8m

13.7m

13.7m

Total
Surplus/(Deficit)

10.5m

10.5m

10.5m

10.5m

10.5m

10.5m

10.5m

0.9m

(2.9m)

(3.9m)

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.6m

7.6m

7.6m

7.4m

7.4m

7.4m

7.2m

Feb‐
18

Mar‐18

Headlines
The CCG is reporting an ‘off plan‘ position for forecast out‐turn. The CCG plan was to achieve a total surplus of £10.5m (£6m historic surplus plus a further £4.5m in year surplus). The
reported position is £14.4m ‘off plan’, leaving a forecast deficit of £3.9m
The forecast position remains deliverable but is predicated on achievement of the CCG financial recovery plan which includes a number of identified recovery schemes.
In addition, further efficiencies will need to be identified during the remainder of the year to deliver the current forecast this includes settlement of the MYHT contract.
The Financial Planning refresh guidance for 2018/19 was issued on 2nd February 2018. Headline changes include :
The CCG’s share of the £600m additional NHS funding
The CCG must breakeven. To achieve this the requirement to make a 0.5% uncommitted reserve has been lifted and CCGs should assume that the current high level of discretionary
prices for generic drugs in short supply will not persist in 2018/19.
• The requirement to spend 0.5% non recurrently has been lifted
• Higher Levels of growth for Outpatients (4.9%), Elective (3.6%) Non‐Elective (2.3%) and A &E (1.1%)
• A new £400 million Commissioner Sustainability Fund (CSF) will be created, partly mirroring the financial framework for providers, to enable CCGs to return to in‐year financial balance,
whilst supporting and incentivising CCGs to deliver against their financial control totals
The deadline for draft submission is 8th March 2018 with final plans required for 30th April 2018.
A separate financial planning paper for 2018/19 will be provided at the meeting.
•
•
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Movement in Risk Position
P9

P 10
includes transacted schemes, additional
identified efficiencies and in‐month movements

Gross Risk

20.30

17.80

Acute Schemes
Internal Schemes
Excl Drugs
Challenges
CHC
MYHT Movement
Planned New Initiatives:
WMDC iBCF transactions
WMDC investment fund bids
Review of Winter Resources
Review of invoices in dispute
Review of Referral Support Service expected capital receipt
Sub Total
Assessed value of additional MYHT outturn risk

‐1.10
‐1.10
‐0.10
‐1.00
‐0.30
‐2.30

‐0.20 relating to residual AQP scheme
‐0.20 relating to residual prescribing schemes
0.00
0.00
‐0.30
0.00
‐1.60
‐0.30
‐0.30
‐0.70
‐0.10
14.10
1.10

Additional potential mitigations
Net Risk

‐0.80
14.40

3

14.40

includes finalisation of MYHT negotiation e.g.
sepsis, cquins

Risks and Mitigations
All risks have now been crystallised into the position. The recovery plan is
described on the previous page

.
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Reported Financial Position 17/18
Total
NR
£'000
£'000
568,540
4,835
7,556
7,556
4,955
5,514
326 ‐ 1,249
178
178
2,702
2,702
788
788

Allocations Table

Opening
Budget agreed
by Governing
Body
£'000

Variance
FOT
FOT
Budget to
Expenditure
to date Expenditure Variance
Date
to Date

Change

Annual
Budget

£'000

£'000

£'000

£'000

4,227
670
15,418
761
2,650
1,734

291,159
47,989
56,390
35,078
61,895
54,827

242,716
39,991
46,992
29,231
51,579
45,689

257,428
14,712
39,840 ‐
151
47,417
426
27,593 ‐ 1,638
51,992
413
45,544 ‐
145

309,163
18,004
47,802 ‐
187
56,899
509
33,778 ‐ 1,299
62,391
496
54,653 ‐
174

4,290
13,609
2,360
4,304
282
‐
2,745
19,827
464
345
108
11
19,816

21,520
‐6,968
2,360
623
2,499
2,804
35
570,210
7,438
76
108
7,622
577,832

18,131
‐5,807
1,967
647
‐
2,804
29
473,969
6,198
64
90
6,352
480,320

17,827
0
0
‐
‐
0
‐
487,642
6,067
‐
‐
6,067
493,709

21,079
0
‐3,479
146
2,499
‐
35
584,965
7,267
‐
‐
7,267
592,232

£'000

£'000

Expenditure
Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning

295,385
48,658
40,972
34,317
64,545
56,561

Other Services
QIPP
QIPP ‐ Internal Recovery
Non Recurrent Investment
0.5% Uncommitted (Held)
0.5% Contingency
Contingency Held for Risks
Total Programme Services
Running Costs
RC QIPP
RC QIPP ‐ Internal Recovery .
Total Running Costs Services
Total Expenditure

17,230
‐20,577
0
4,926
2,780
2,804
2,781
550,383
7,902
269
‐
7,633
558,016

Allocation
Allocation
Historic Bfwd Surplus from 16/17
Total Allocation
Surplus
Technical Surplus

‐

‐
‐

‐
‐

‐
‐
‐
‐

‐

562,551
5,985 ‐
568,536

4,539

19,820
4
19,816

5,981

582,371
5,981
588,352

10,520

‐

‐
‐
‐
‐
‐
‐
‐

304
5,807
‐1,967
647
‐
2,804
29
13,673
131
64
90
285
13,388

‐
‐
‐
‐

‐
‐
‐
‐

442
6,968
5,839
477
‐
2,804
‐
14,755
171
76
108
355
14,400

Opening Allocation
Received P3
Received P4
Received P5
Received P6
Received P7
NCM Q3 vanguard funding ‐ Wakfield MCP
NCM Q3‐4 Local Evaluation funding ‐ Tower
Hamlets MCP
NCM Q3‐4 Local Evaluation funding ‐
Wakefield EHCH
Charge Exempt Overseas Visitor (CEOV)
Adjustment ‐ tim.heneghan@nhs.net
Total P8
Funding for vulnerable adult at risk with
COPD
STP Comms and Engagement
Market Rent
Structured Education: Diabetes
Transformation Fund

GP WIFI ‐ rounding correctn to M3 Allocation ‐
Additional Winter Funding ‐ (GP Winter
Access Bid etc. )
Received P9
Pre‐assessment
Pre‐assessment LTHT ‐ secondary care
dental

74

34

34

263 ‐
633

263
633

10

10

25

25

166

166

6

6

1 ‐

1

28
234
37

28
234
37

10

10

1,555

1,555

138

138

40

40

NCM Q4 funding ‐ Wakefield EHCH vanguard

102

102

NCM Q4 funding ‐ Wakefield MCP vanguard

787

787

2,669

2,669

588,352

22,513

Month 10 Early Diagnosis allocation
Month 10 Living With and Beyond Cancer
allocation
Acute hospital urgent & emergency liaison
MH

Received P10
Total Allocations
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‐

74

R
£'000
563,705
‐
559
1,575
‐
‐

565,839

Financial Position-Narrative
Other Acute
There continues to be high levels of overtrades on other NHS Acute services mainly at Leeds Teaching Hospitals NHS Trust in Critical Care,
Gastroenterology, Spinal and Vascular Surgery. Overtrades at Barnsley Hospitals Foundation Trust are mainly in Trauma and Orthopaedic.
Activity relating to December is lower than in previous months.
There are also large overtrades within Independent Sector and Any Qualified Provider (AQP) mainly in Trauma and Orthopaedic and Cataract
activity. The services are being reviewed as part of system financial recovery to ensure that access is more equitable for all patients.
Prescribing
NHS Business Services Authority (NHSBSA) is available for November. The position has moved favourably in P10. There continues to be a national
issue with No Cheaper Stock Obtainable (NCSO) which is factored into the position but also continues to be volatile.
Currently, the saving as a result of changes to Category M drug prices is being held in a risk reserve. NHS England will advise nearer to the year
end on how this should be treated within CCGs financial positions.
Continuing Healthcare
Throughout the year there has been intensive focus on improving the quality of data within the QA system (patient database). This has been
progressed and the next phase will include a full review of expenditure by Liaison Services, for which the contract agreement has now been
signed. The outcome will identify any opportunities to add value to the billing and payment processes.
Capital
The CCG has collated its potential capital requirements for 2018/19 and submitted to NHS England as the first part of the review process. This
includes IT investment (including GPIT), support for Technology development and data sharing, Connecting Care investment to support
development and agile working, and some identified Estate improvements (non ETTF). NHS England will now consolidate this return across the
STP. 2017/18 funding for White Rose House refurbishment (£11k), RSS (£100k) and CHC Agile Working (£58k) has now been submitted for the
next stage of approval.
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MYHT FOT Dashboard Month 9 Flex
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MYHT Trading Position
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MYHT Trading Analysis – FOT overtrade

Other
NEL
£1.6m

NEL
Casemix
£3m

NEL
£2m

NEL
Casemix
£1.8m

NEL
£2m

ARMD
£1.7m
AEC
£3m

Note: Paediatrics was included in previous months trading position but has now been highlighted as a significant overtrade area and
forms part of the queries to the Trust.

Cash and Better Payment Practice Code
Cash

Better Payment Practice Code (BPPC)

£000

P8

P9

P10

Annual cash drawdown

572,410

572,644

591,013

591,013

Cash drawdowns from NHSE

45,000

45,000

55,000

434,000

Payments made by NHS BSA

5,003

5,098

5,079

50,271

50,003

50,098

60,079

484,271

Balance of MCD left

Cum YTD

106,742

Percentage of MCD utilised
Percentage of months completed in year

Closing bank balance
% of monthly drawdown

8.7%
8.3%

8.7%
8.3%

10.2%
8.3%

465
1.03%

261
0.58%

575
1.05%

81.9%
83.2%

* Note MCD is calculated on Revenue Resource Limit, excluding planned surplus, 1st April Bank
balance and technical ajustments. This has been increased in P10 due to CCG I & E position
worsening
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Month 10 2017/18
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

Nov‐17
Dec‐17
Jan‐18
Number £000's Number £000's Number £000's

8,010
7,897
99%

82,336
81,905
99%

1,968 241,358
1,932 240,622
98%
100%

8,894
8,769
99%

95,318
94,619
99%

9,677 111,278
9,539 110,242
99%
99%

2,209 272,800
2,169 271,936
98%
100%

2,407 306,689
2,359 305,553
98%
100%

Statement of Financial Position analysis
Statement of Financial Position

Aged Debtors and Creditors

31‐Jan‐18 31‐Mar‐17
£000
£000
Non‐current Assets
Property, Plant & Equipment
Total Non‐current Assets

267
267

91
91

Current Assets
Inventories
Trade & Other Receivables
Cash & Cash Equivalents
Non‐current Assets held for Sale
Total Current Assets

582
2,408
575
0
3,565

582
2,030
678
0
3,290

Total Assets

3,832

3,381

Current Liabilities
Trade & Other Payables:
Provisions
Total Current Liabilities

(36,716)
0
(36,716)

(26,590)
(238)
(26,828)

Total Assets less Current Liabilities

(32,884)

(23,447)

0

0

(32,884)

(23,447)

Total Non‐current Liabilities
Total Assets Employed
Financed by Taxpayers’ Equity
General Fund
Total Taxpayers’ Equity
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(32,884)
(32,884)

(23,447)
(23,447)

Month 10 Receiveables past their due date
Nov‐17
Dec‐17
Jan‐18
£000
£000
£000
By up to three months
83
96
141
By three to six months
8
67
72
By more than 6 months
243
199
199
334
362
412
By more than six months Jan‐18
£170k ‐ WMDC for joint funded CHC patients 94k credit requested, with
CHC for review
£6k ‐ Eastmoor Health Centre, The CCG had an agreement for Eastmoor to
repay an overpayment but no payment has been received. A payment
plan is currently being negotiated.
£4k Salary overpayment ‐ this has now been sent for external debt
Three ‐ Six months Jan‐18
£47k ‐ NKCCG ‐ recharge of spot purchase bed in Horizon Centre
Month 10 Payables past their due date
Nov‐17
Dec‐17
Jan‐18
£000
£000
£000
By up to three months
2,143
2,084
2,265
By three to six months
516
473
786
By more than six months
1,199
742
699
3,858
3,299
3,750
By more than six months Jan‐18
£302k relates to Mid Yorks market rent increase and continence invoices
£280k relates to CHC
By three to six months Jan‐18
£96k relates to CHC
£326k relates to NHSPS
£170k relates to CQUIN recharged by SWYPHT, being disputed

Reported Financial Position WY & H STP

Period 9 Position

Net Risk

In Year Surplus/(Deficit)
YTD In Year
Surplus/(Deficit)
Variance to Plan
£m

West Yorkshire & Harrogate
CCG Name
NHS Harrogate and Rural District CCG
NHS Airedale, Wharfedale and Craven CCG
NHS Bradford Districts CCG
NHS Bradford City CCG
NHS Leeds North CCG
NHS Leeds West CCG
NHS Leeds South and East CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS North Kirklees CCG
NHS Wakefield CCG
subtotal
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FOT In Year
Surplus/(Deficit) Month 9 Net Risk
Variance to Plan
£m

(5.7)
0.0
0.0
0.2
0.0
0.0
0.0
0.0
0.0
(9.8)
(14.2)
(29.5)

QIPP

£m

(7.6)
0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0
(13.3)
(13.4)
(34.3)

(0.5)
0.0
0.0
0.0
0.0
0.0
0.0
(3.6)
(2.1)
(0.4)
(1.0)
(7.6)

Underlying Position

YTD QIPP
Forecast QIPP
Variance to Plan Variance to Plan
£m
£m

(3.2)
(0.1)
(2.7)
(0.1)
(2.0)
(3.2)
(2.8)
(3.6)
(3.3)
(4.0)
(8.2)
(32.9)

(5.2)
(1.1)
(4.7)
0.4
(2.7)
(4.2)
(3.8)
(4.3)
(4.5)
(5.8)
(7.0)
(42.9)

2017/18 exit underlying
position
£m

(11.1)
(0.5)
2.2
1.1
1.6
2.6
2.3
(3.6)
(4.8)
(8.0)
(9.2)
(27.4)

%

(5.1)
(0.2)
0.4
0.7
0.6
0.6
0.5
(1.2)
(1.4)
(3.0)
(1.6)
0.7

Better Care Fund Financial Plan Summary
Wakefield Better Care Fund 2017‐18
WCCG
Direct
£'000

Full Year Plan
WMDC WMDC
S75
Direct
£'000 £'000

Total
£'000

Full Year Forecast
WCCG WMDC Total
Lead
Lead
£'000 £'000 £'000

Variance
Full
Year
£'000

BCF Commissioning by scheme
Scheme 1 Proactive Care:
Scheme 2 Prevention & Self Care
Scheme 3 Community Solutions
Scheme 4 Mental Health
Scheme 5 ICES & Wheelchair Service
Scheme 6 Care Homes Vanguard
Scheme 7 MCP Vanguard
Scheme 8 Enhanced Community Services

25,664
0
384
3,128
0
801
2,805
10,500

8,813 40,545
8,933 10,466
1,796 3,369
69 6,028
863 3,363
0
801
0 2,805
0 10,500

25,636 14,661 40,297
0 10,348 10,348
349 2,915 3,264
3,219 2,647 5,866
0 3,342 3,342
753
0
753
3,043
107 3,150
10,283
0 10,283

(248)
(118)
(105)
(162)
(21)
(48)
345
(216)

Total BCF Pool Expenditure by scheme

43,281 14,121 20,475 77,877

43,283 34,020 77,304

(574)

WCCG
Direct
£'000
BCF Commissioning by cost type
MYHT Community Nursing
Other MYHT Community
Acute services in the Community
Mental Health (exc MH social care)
Self care, prevention, social care, DFG,
other
ICES & Wheelchairs
Connecting Care commissioning
Social care funding transfer
Reablement services
Care Act Funding
Improved Better Care Funding
Vanguards
Total BCF Pool Expenditure by type
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6,068
1,533
1,190
2,831
2,500
0
0
0

Full Year Plan
WMDC WMDC
S75
Direct
£'000 £'000

Total
£'000

Full Year Forecast
WCCG WMDC Total
Lead
Lead
£'000 £'000 £'000

12,952
12,403
10,500
3,434

0
0
0
0

0 12,952
0 12,403
0 10,500
0 3,434

12,952
12,403
10,283
3,501

349
0
0
0
3
0
0
3,641

455
2,500
426
7,383
2,507
850
0
0

9,253 10,057
863 3,363
0
426
69 7,452
1,476 3,985
0
850
8,813 8,813
0 3,641

349
0
0
0
0
0
0
3,795

43,281 14,121 20,475 77,877

0 12,952
0 12,403
0 10,283
0 3,501
9,623
3,342
418
6,946
3,921
850
8,813
107

Full
Year
£'000
0
0
(216)
66

9,972
3,342
418
6,946
3,921
850
8,813
3,903

(85)
(21)
(8)
(506)
(64)
0
(0)
262

43,283 34,020 77,304

(574)
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Note the processes outlined and give approval to the proposals outlined there in.
Delegate authority to the CCG Chair, Chief Officer and Audit Committee Chair to
approve and submit the final audited accounts, annual report and supplementary
information by the required deadlines.

Executive Summary:
The CCG is required to prepare and submit draft year end accounts by 27 April 2018 and final
accounts by 30 May 2018.
An accounts plan has been provided to and assured by the Audit Committee. The plan covers
all aspects of the production of the accounts, annual report and associated documentation in
line with Department of Health guidelines. This paper seeks to assure the Governing Body that
appropriate arrangements are in place and seeks delegated authority to transact the
necessary submissions overseen and assured by the Audit Committee.
Link to overarching
principles from the
strategic plan:

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

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



Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
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On 6 February 2018, the Audit Committee received a paper
outlining the processes for delivering accounts from a CCG and
Audit perspective. This also covered the assurance level that
could be gained from the Finance Department and that the
accounts will be delivered in a robust, timely and accurate
manner.
None
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Not applicable

Not applicable

Risk Assessment:

Not applicable
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NHS Wakefield Clinical Commissioning Group
Governing Body
13 March 2018
Process for sign off of final accounts for 2017/18
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Introduction
The CCG is required to prepare and submit draft year end accounts by 27 April
2018 and final accounts by 30 May 2018.
An accounts plan has been provided to and assured by the Audit Committee. The
plan covers all aspects of the production of the accounts, annual report and
associated documentation in line with Department of Health guidelines. This
paper seeks to assure the Governing Body that appropriate arrangements are in
place and seeks delegated authority to transact the necessary submissions
overseen and assured by the Audit Committee.
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CCG Annual Reporting Guidance 2017-18
The key dates relating to the submission of draft and final accounts and annual
reports are provided below:
January 2018
 Early January: Pension data submitted to NHS Pension Agency - completed
 20th: Final date for Period 9 debtors and creditors Agreement of Balances
(AOB) – completed
February 2018
 6th: Final date for income/expenditures AOB - completed
 Week commencing 19th: Interim audit – completed no issues found
March 2018
 9th March: Submission of supplementary cash requests to NHSE or return of
cash to NHSE
 16th March: Draft Head of Audit opinion to be issued
 20th March (TBC): Submission of additional supplementary cash request to
NHSE or return of cash to NHSE
April 2018
 7th April: Final date for AOB
 17th April: Audit Committee
 20th April: Submission of draft Annual Report (excluding accounts and staff
details)
 27th April: Submission of draft accounts
 27th April: Final Head of Audit opinion to be issued
 Final audit to commence 30th April (estimated date)

May 2018
 3rd May: Audit Committee (the “page turn” – detailed analysis of the accounts)
 24th May: Audit Committee (final review and sign-off)
 19th – 23rd May (TBC): ledger open for audit adjustments
 30th May (9 am) : Full draft accounts, ISFE consistency data collection and
statement, signed by the CE and CFO
 30th May (Noon): Auditors to submit one original signed copy of the full
Annual Report & Accounts to NHS England
June 2018
 No later than 5 pm on 15th June: Publish Annual Report & Accounts in full on
the public website
September 2018
 Hold a public meeting at which the Annual Report & Accounts should be
presented, by no later than 30th September.
The Governing Body meeting on 8th May 2018 will receive a copy of the draft
accounts and draft Annual Report. Audit Committee meetings to review the draft
accounts and provide assurance to the development of the Annual Report and
final accounts are scheduled for 3rd May and 24th May 2018.
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CCG Annual Reporting
Annual Report
The Annual report continues to be a three part document:
•

The performance report
Includes:
 An overview.
 A performance analysis.

•

The accountability report
 A Corporate Governance Report including:
 Directors’ report.
 Statement of Accountable Officer’s responsibilities.
 Annual Governance Statement.



•
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A Remuneration and Staff Report
A Parliamentary Accountability and Audit report.

The financial statements

Other supporting documentation
The guidance sets out the minimum content of the Annual Report and Accounts
(ARA). Beyond this however, the CCG must take ownership of the document and
ensure that additional information is included where necessary to reflect the
2

position of the CCG within the community and give sufficient information to meet
the requirements of public accountability.
The ARA as a whole must be fair, balanced and understandable.The Accountable
Officer shall sign and date the following within the ARA to confirm adherence to
the reporting framework:




Performance Report
Accountability Report, including the Corporate Governance
Report/Statement), the Remuneration and Staff Report
Statement of Financial Position

A model Statement of Accountable Officer’s Responsibilities must be used
unchanged by all clinical commissioning groups, other than the replacement of
items with clinical commissioning group specific information. The Statement of
Accountable Officer’s Responsibilities is a personal statement by the Accountable
Officer, and will be signed and dated by them.
The Chief Officer and Chief Financial Officer must sign and submit two
consistency statements to provide assurance to NHS England, as last year:




The first should confirm that the Integrated Single Financial Environment
(CCG ledger system) accurately reflects the data used to compile the
signed Financial Statements and is consistent with the signed Financial
Statements; and,
The second should confirm that the data contained in the supplementary
data collection templates is an accurate reflection of the data in the signed
Financial Statements.

The Chief Financial Officer also is required to sign to say that summary returns
are consistent with the CCG accounts.
These would be required at both draft and audited and signed submissions.
The supplementary data collection templates, pro forma consistency statements
and more detailed technical guidance are not currently available and will be
issued by NHS England a date to be confirmed.
5

Assurance
The CCG is in regular contact with both external and internal auditors to ensure
that any matters arising are dealt with promptly. This open approach also ensures
that technical guidance can be shared and interpreted. The Audit Committee has
received papers on the accounts and audit processes including the proposed
Greenbury Pension disclosures. In addition, estimates and judgements were
discussed including where critical judgements or estimations are required.
An interim and a final Head of Internal Opinion are required to be submitted to
NHS England as last year.

6

Recommendation
The Governing Board is requested:
3




To note the processes outlined and give approval to the proposals outlined
there in.
Delegate authority to the CCG Chair, Chief Officer and Audit Committee Chair
to approve and submit the final audited accounts, annual report and
supplementary information by the required deadlines.

Eamonn May
Corporate Financial Accountant
05 March 2018
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Chief Officer
Recommendation :
It is recommended the Governing Body approve the arrangements and terms of reference for
the Finance Committee
Executive Summary:
Agreement was reached in autumn 2017 to establish a dedicated sub-committee to provide
oversight and assurance to the financial recovery programme, in response to the CCG
forecasting that the Financial Plan would not be delivered. It was agreed that a Financial
Turnaround sub-committee would be established as a sub-committee of the Integrated
Governance Committee (IGC) and that minutes would be presented to both IGC and the
Governing Body so that the Governing Body was fully sighted on issues that were being
considered in the sub-committee.
Terms of reference were approved by the Governing Body in November 2017 and the subcommittee has been meeting regularly since then. It was agreed that the functioning of the
committee and Terms of Reference would be subject to review within six months.
Following discussion at the Finance Turnaround Sub-Committee on 27 February 2018. It is
proposed that the sub-committee will be replaced by a Finance Committee reporting directly to
the Governing Body to provide rigorous scrutiny of medium and long term financial planning as
well as financial recovery plans and assurance on delivery. This will be complementary to the
role of IGC in seeking assurance on the integration of the financial plan and its delivery with
quality and service delivery priorities. The Committee will have provision to refer matters to
other committees or to Governing Body where required. This provision is already made in the
terms of reference of all committees and will be highlighted as a standing agenda item to
reinforce the interface between committees and Governing Body.
The Finance Committee will meet monthly from April 2018 once schemes to deliver the
2018/19 cost improvements are identified and the delivery and monitoring arrangements are
fully developed.

Proposed revisions to the terms of reference are marked as tracked changes on the attached
document.
Link to overarching
principles from the
strategic plan:

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

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

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




Not applicable

The stakeholder engagement and consultation requirements will
be considered when approving schemes.

Members are required to declare conflicts of interest on any item
being considered by the Committee and there is provision made
in the terms of reference for matters where there is a conflict to
be referred to Probity Committee for decision.
Not applicable

November 2017

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Finance is identified as a key strategic risk on the risk register

Finance/ resource
implications:

Not applicable

TERMS OF REFERENCE FOR NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
FINANCE IAL TURNAROUND SUB-COMMITTEECOMMITTEE
The Financial Turnaround sub-committeeFinance Committee is
Accountability
established as a sub-committee of the Integrated Governance
arrangements and
Committee of the Governing Body Committee of NHS Wakefield
authority
Clinical Commissioning Group (CCG), in accordance with the
scheme of delegation. which gives authority to Committees of the
Governing Body to establish sub-committees.
The Financial Turnaround sub-committee Finance Committee will
remain in place until financial turnaround has been delivered,
subject to regular review of its effectiveness by the Integrated
Governance Committee.
The sub-committee will operate as a corporate body for the
functions delegated to it. Therefore the Governing Body cannot
overrule decisions of the Financial Turnaround Sub-Finance
Committee that fall within its delegated authority.
The membership, remit, responsibilities and reporting arrangements
of the Financial Turnaround sub-committee 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 sub-committeeCommittee has no executive powers, other than
those specifically delegated in these terms of reference or otherwise
agreed by the Governing Body.
The sub-committeeCommittee 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 sub-committeeCommittee 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 Financial Turnaround sub-committee is a sub-committee of the
Integrated Governance Committee.Finance Committee is a
Committee of the Governing Body.
Minutes of meetings will be presented to the Integrated Governance
Committee and to the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
Other committees of the Governing Body for NHS Wakefield CCG
will refer items to the Financial Turnaround sub-committee Finance
Committee where it is deemed that these may have an impact on
the financial Turnaround plan Financial Plan and/or where additional
assurance is required on the financial implications of the matter
under consideration.

Role and function

The role of the sub-committeeCommittee is to provide additional
assurance to the Governing Body, through the Integrated
Governance Committee, and to external regulators on all aspects of
financial turnaround. 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 turnaround 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.
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 the financial
turnaround plan.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 turnaround plan
• Risk assess the deliverability of the financial plan and the
organisation’s capacity and capability for implementation
• Ensure objectivity and challenge in identifying financial
turnaround opportunities
• Oversee the process for assessing the impact of financial
turnaround plans, including Quality Impact Assessment
• Ensure appropriate arrangements for stakeholder
communications and engagement in development and
delivery of the financial turnaround planfinancial plans,
including recovery schemes, and including compliance with
the CCG’s statutory duties in relation to public engagement
and consultation
• Ensure compliance with the CCG’s governance
arrangements and robust evidence of decision making
• Monitor the delivery of financial turnaround 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 Probity Committee where

•

•

Membership

there is a potential conflict of interest) on decisions to
commit expenditure – (postpone, avoid or fund)
Ensure the impact of financial turnaround plans, including
recovery schemes, on member practices are fully
understood and communicated
Ensure member practices are engaged in delivery of the
financial turnaround plan

The Chair of the Committee (Lay member who is chair of the
Integrated Governance Committee.)
The Clinical Chair
The Clinical Members for Planned and Unplanned care
A Clinical representative of the commissioning networks
Chief Officer
Chief Finance Officer
Chief Nurse
Turnaround DirectorChief Operating Officer
Associate Director of Corporate Affairs

In attendance

Chair

Quorum

Frequency of
meetings
Frequency of
attendance

Conduct

Declaration of
interest

The membership and attendance will be kept under review
Chair of Audit Committee
Chief Operating OfficerTurnaround programme Lead
Associate Director of Finance
The Chair of the sub-committeeCommittee will be the lay member
responsible 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 sub-committeeCommittee will be quorate if one third of its
members are present, including at least two lay/clinical members
and one executive member.
Meetings will usually be held fortnightlymonthly. 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.
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 will be declared and dealt with in
line with the CCG’s policies / procedures for handling conflicts of
interest

Declarations of interest will be an agenda item at each meeting.

Administration

Urgent matters
arising between
meetings

Everyone at a meeting will be required to declare any interest they
have in any agenda items as soon as it becomes apparent. The
Chair will determine whether the individual will be excluded from
relevant parts of meetings, or be able to join in the discussion, but
not participate in the decision making itself or vote. All declarations
of interest will be recorded in the minutes.
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 2 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 Sub Committee, the Chief Officer and Chief
Finance Officer, in consultation, may also act together on urgent
matters arising between meetings of the Sub Committee.
In the absence of the Chair, the Chief Officer and Chief Finance
Officer and the Clinical Chair, in consultation, may act together.

Date approved

These matters will be ratified at the next meeting of the Sub
Committee.
The IGC The Governing Body will will monitor the effectiveness of
the Committee through
receipt of the minutes.
Tbc13 March 2018

Review date and
monitoring

These terms of reference will be subject to review within six
monthsin November 2018

Monitoring of
compliance
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Gemma Gamble, Strategy and Transformation Manager
Dr Philip Earnshaw, Clinical Chair
Pat Keane, Chief Operating Officer, Wakefield and North
Kirklees CCG

It is recommended that the Governing Body approve the revised terms of reference for the
Joint Acute Commissioning Working Group.
Executive Summary:
The JACWG is established to advise and support the Governing Bodies in the effective and
efficient commissioning of acute services at MYHT and independent sector associated with
delivery as described in the roles, functions and responsibilities outlined within the attached
terms of reference.
The terms of reference were presented at the Integrated Governance Committee on 15
February 2018 and were approved following amendments to the:
 Clinical Engagement responsibilities and
 The role of the chief nurse in part B.
Link to overarching
principles from the
strategic plan:

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

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

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

Not Applicable

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

Not Applicable

Not Applicable

Not Applicable

Not Applicable

Reference document(s) /
enclosures:
Risk Assessment:
Finance/ resource
implications:

Not applicable
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Terms of Reference

Current Status:
Authors:
Issue Date:
Approved by:
Review Date:
Change History:

FOR APPROVAL

Governing Body
June 2018

This table records the stages of development of the current document:

Version
No:

Changes Applied

By

Date

1

Pat Keane

25.05.17

2

Pat Keane

05.06.17

3

Presented to North Kirklees CCG
Governing Body

Pat Keane

14.06.17

4

Presented to Wakefield CCG
Governing Body

Pat Keane

11.07.17

5

Following discussions with Chairs
and CO of both Wakefield and North
Kirklees CCG’s in relation to
assurance via sub-committees

Pat Keane

27.12.17

6

Following joint ECB/EQB changes
made to membership, role and subgovernance structures

Julie Bolus

08.01.18

7

Following Joint Acute
Commissioning Working Group

Gemma Gamble 31.01.18

8

Following Integrated Governance
Committee

Michele Ezro

9

Following Quality Performance and
Finance Committee

Gemma Gamble 06.03.18

21.02.18

Accountability
arrangements
and authority

The Governing Bodies for NHS North Kirklees and NHS Wakefield
Clinical Commissioning Groups resolve to establish a joint
working group of the CCGs to be known as the Joint Acute
Commissioning Working Group (JACWG).
The JACWG will operate within the legal framework for NHS North
Kirklees and Wakefield CCG.
The powers and responsibilities of the JACWG are set out in
these terms of reference. The JACWG is established to advise
and support the Governing Body in the effective and efficient
commissioning of acute services at Mid Yorkshire Hospitals Trust
(MYHT) and independent sector associated with delivery as
described in the roles, functions and responsibilities outlined
below.
The JACWG has no executive powers, other than those
specifically delegated to qualifying individuals as outlined in
paragraph 3(3) of schedule 1A of the NHS Act 2016.
Appointments to JACWG will be approved by the Governing Body.
The JACWG 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 JACWG is delegated to approve policies and procedures for
all areas within its remit. The JACWG has full authority to
commission any reports or surveys it deems necessary to help
fulfil its obligations.

Relationship
and reporting

The JACWG is a working group of NHS North Kirklees and
Wakefield CCGs and will submit the minutes of its meetings to the
Quality, Performance and Finance Committee for North Kirklees
CCG and the Integrated Governance Committee for Wakefield
CCG as part of the CCGs assurance process.
Reports on specific issues may also be prepared when necessary
for consideration by the Governing Bodies.
In addition, regular reports will be prepared for the Governing
Body in relation to financial and contractual performance, and
compliance with nationally and locally mandated/agreed targets
and quality standards and for the Audit Committee in relation to
this working group’s progress against its work plan.
The JACWG will establish task and finish groups, if required, to

ensure delivery of agreed work programmes as required.
Role and
function

The purpose of the JACWG is to:
 Ensure a robust contractual, market and procurement
framework which maximizes the delivery of effective and high
quality services within an agreed financial envelope;
 Ensure effective stakeholder engagement in the; development
and maintenance of patient centered care pathways;
 Ensure compliance with nationally and locally
mandated/agreed quality targets and standards.

Responsibilities Management
 Ensure the robust management of all contracts within the
agreed scope of Acute Commissioning to maximize agreed
outputs and value for money;
 To work within an agreed procurement framework which
maximizes opportunities to develop and work within a market
which enables cooperation and choice.
Financial Management
 To work within agreed delegated powers to ensure robust
financial management within the agreed scope of Acute
Commissioning and system recovery;
 To develop and deliver a QIPP programme which maximizes
cost reduction and quality improvement.
Quality and Safety
 Commissioning of safe and high quality services within the
scope of Acute Commissioning;
 Ensuring robust systems to monitor and where necessary,
intervene in the delivery of high quality, patient centered
services.
Transformation
 To enable the transformation of services and care pathways
which seek to deliver the right care, in the right place by the
right person in partnership with MYHT (part b of the JACWG)
Clinical Engagement
 To ensure that there is engagement with relevant clinical
bodies as appropriate
Membership

The membership of the Joint Acute Commissioning Committee is
stated in Annexe 1. Nominated deputies will be named and
agreed in advance of the meeting by the Chair.

Chair

The Chair of the committee will be the Chief Operating Officer –
Acute Commissioning.
The Chief Finance Officer for Wakefield CCG will be the Deputy
Chair.

The meetings will be run by the Chair. In the event of the Chair’s
absence meetings will be chaired by the Deputy Chair.
Quoracy

The JACWG will be considered quorate when the chair or deputy
chair and one lead clinician from each CCG are present.

Frequency of
meetings

There shall be appropriate flexibility as to the frequency of
meetings but these shall normally be monthly.

Frequency of
attendance
SubCommittees /
Groups

Attendance required to maintain quoracy as above.

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in
line with the each CCG’s policies / procedures for handling
conflicts of interest.

(see appendix 1) but to include
Planned Care Improvement Group
Accident and Emergency Improvement Group
Acute System Recovery Board (Part B)
Programme Office – system recovery

All declarations of interest will be minuted.
Administration

Secretariat support for the JACWG will be provided by designated
administrative support agreed by both CCGs.
They will ensure that minutes of the meeting are taken and
provide appropriate support to the Chair and Working Group
members. Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Working Group, Chief Finance Officer, and a
clinical member in consultation together, may also act on urgent
matters arising between meetings of the Working Group. These
matters will be ratified at the next meeting of the Working Group.

Monitoring of
compliance

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

Date agreed

Approved by:
 North Kirklees CCG Governing Body on 14.06.17 and
 Wakefield CCG Governing Body on 11.07.17

Review Terms

A formal review of the Working Group will take place 6 months

of Reference

after establishment to determine effectiveness and future
governance arrangements (potential to move the Board subcommittee).
Any amended Terms of Reference will be agreed by the working
group for recommendation to a subsequent meeting of the
Governing Body.

Annexe 1
Joint Acute Commissioning Working Group
List of Membership and those in attendance
Members:
Chief Operating Officer – Acute Commissioning (1)
CFO – Wakefield and North Kirklees CCGs (or delegated deputies)
(2)
Clinical leads – Wakefield (2) and North Kirklees (2)
Head of Quality – Acute Commissioning (or delegated deputy) (1)
Associate Director – Finance and Contracting, Acute Commissioning
(or delegated deputy) (1)
Associate Director – Transformation, Acute Commissioning (or
delegated deputy) (1)
Lay membership will be formally considered should the Working Group
be moved to formal Governing Body sub-committee. Lay oversight for
the delivery of work plans will be provided by the Integrated
Governance Committee (Wakefield CCG) and by the Quality
Performance and Finance Committee (North Kirklees CCG)

In Attendance: Part A and B
Head of Finance and Contracts – Acute Commissioning
Head of Performance – Acute Commissioning
Transformation leads – Planned and non- elective pathways, Acute
Commissioning
System Recovery - Programme Director
Turnaround Director – Wakefield and North Kirklees CCGs
In Attendance: Part B
All members as listed above plus: Programme Director System Recovery
Director of Finance (MYHT)
Medical Director (MYHT)
Chief Nurse (MYHT)
Director of Operations (MYHT)
Turnaround Director – Wakefield and North Kirklees CCGs
Chief Nurse, Wakefield CCG, will be the joint representative for North
Kirklees and Wakefield CCGs
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Report Author and Job Amrit Reyat, Governance and Board Secretary
Title:
Responsible Clinical
Dr Phillip Earnshaw, Clinical Chair
Lead:
Responsible
Jo Webster, Chief Officer
Governing Board
Executive Lead:
Recommendations:
It is recommended that the Governing Body
i) Note the action taken in relation to raising awareness of the need for staff to declare
any conflict of interest and update their declaration; and
ii) Note the action taken in response to the new NHS England online Conflict of Interest
training
iii) Note the published conflict of interest register on NHS Wakefield CCG webpage
Executive Summary:
Conflict of Interest
The revised statutory guidance for CCGs was issued on 16 June 2017. This guidance was
adopted by NHS Wakefield CCG and replaced the previous statutory guidance issued in June
2016.
Since then NHS Wakefield CCG have made staff aware of the changes via Skyline and
through staff briefings informing all employees of their duty to declare any conflict of interest
and update their declarations in line with the policy.
In January 2018 NHS England wrote to CCGs confirming the mandatory online training
package for selected member of staff was available for CCGs to roll out and that compliance
on Module one for relevant staff should be ensured by 31 May 2018 (Appendix A).
The attached paper documents the activity undertaken to ensure compliance with the training
requirement and defines the members of staff who are required to complete module one by 31
May 2018.

NHS Wakefield CCG has 67 members of staff who have been identified as being required to
complete module one conflicts of interest training, two of whom will be required to access the
training via the e-learning hub provided by NHS England as they do not hold an ESR account
with NHS Wakefield CCG.
The Governance and Board Secretary delivered a face to face conflict of interest training
session to 10 Governing Body members on 13 February 2018 who are now marked as
compliant on their ESR record. For the remaining members of staff and the Governing Body
members who were unable to attend, the Learning and Development team have logged the
training as a required competency against their ESR record.
Staff will be reminded of the need to complete the online training module on a regular basis
and compliance will be monitored to ensure NHS Wakefield CCG is able to reach the 95%
compliance rate set by NHS England by 31 May 2018.
Register of Interests
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a
Register of Interests for all staff to be maintained. The revised guidance in 2017 requested a
change to the way that CCGs published their registers to ensure more transparency. It
required that CCGs only publish the registers for ‘decision making staff’.
The Governance and Board Secretary is working to review the current published conflict of
interest register to ensure that the amendments are made in line with the revised guidance.
Please follow this link to view the current published register.
https://www.wakefieldccg.nhs.uk/home/work-with-us/corporate-documents-andpolicies/conflicts-of-interest/
Breach
There have been no breaches of the standards of business conduct policy.

Link to overarching
principles from the
strategic plan:

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



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

Not applicable

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

Learning and Development team

Reference document(s) /
enclosures:

Appendix A – letter from NHS England regarding mandatory
online conflict of interest training

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable

Not applicable

Not applicable

Governing Body Members
Not applicable

NHS Wakefield CCG – Management of Conflicts of Interest
1. Introduction
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements
require a Register of Interests to be maintained.
2. Conflicts of Interest policy and mandatory online Conflict of Interest
training
NHS England published revised statutory guidance for managing conflicts of interest
on 28 June 2016. https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
Conflicts of interest are inevitable in commissioning and it is how we manage them
that matters. The guidance includes a number of strengthened safeguards to
mitigate the risk of real and perceived conflicts of interest arising in CCGs. The key
changes in the revised guidance have been reflected in the CCG’s Conflicts of
Interest Policy which was approved by the Integrated Governance Committee in
October 2016.
The revised policy was shared with Governing Body, Clinical Leads and all CCG
employees and staff have been made aware via staff briefings and skyline of their
duty to update their declarations in line with the policy and ensure they have
completed a declaration even if it is a ‘nil’ return.
NHS England wrote out to all CCGs on 25 January 2018 (appendix A) confirming the
release of the mandatory online Conflict of Interest training package developed in
collaboration with NHS Clinical Commissioners which aims to raise awareness of the
risks of conflict of interest and how to identify and manage them and further
reinforces the importance of:


ensuring upmost transparency in the publication of registers of interests, gifts
and hospitality and procurement decisions;



considering public perception when accepting gifts and hospitality. CCG staff
should not accept any gifts or hospitality that may affect, or be seen to affect,
their professional judgement or give rise to a perception of impropriety;



ensuring that any sponsorship is clearly identified and declared.



The online training and adherence to the statutory guidance will help to
mitigate conflicts of interest risks and support CCGs to make good
judgements. It will also help to protect CCGs from criticism and adverse
publicity.

NHS England further provided a requirement regarding which types of staff were
required to undertake module one by their extended deadline 31 May 2018.


CCG Governing Body Members







Executive members of formal CCG committees and sub-committees
Primary Care Commissioning Committee members
Clinicians involved in commissioning or procurement decisions
CCG governance leads
Anyone involved or likely to be involved in taking a procurement decision(s)

The Governance and Board Secretary has worked with the Learning and
Development team following identification of the relevant staff and has ensured that
the mandatory module one conflict of interest training is listed within their
competencies on ESR making this a requirement. As this will only apply to staff
employed by NHS Wakefield CCG, staff who are required to undertake the training
but are not employees of the CCG will be contacted with the link on how to complete
the training via e-Learning for Healthcare Hub, which is hosted by Health Education
England.
NHS Wakefield CCG has 67 members of staff who have been identified as being
required to complete module one conflicts of interest training, two of whom will be
required to access the training via the e - learning hub.
The Governance and Board Secretary delivered face to face Conflict of Interest
training at the Governing Body Development session on 13 February 2018 to 10
Governing Body members who are now marked as compliant on their ESR record.
For the remaining members of staff and members of the Governing Body the
Learning and Development team have logged the training as a required competency
against their ESR record.
Staff will be reminded of the need to complete the online training module on a
regular basis and compliance will be monitored to ensure NHS Wakefield CCG is
able to reach the 95% compliance rate set by NHS England by 31 May 2018.

Gateway Ref: 07637
Strategy and Innovation Directorate
NHS England
Skipton House
80 London Road
SE1 6LH
Email: england.co-commissioning@nhs.net
25 January 2018

To: CCG Accountable Officers and CCG Clinical Chairs
Cc: CCG Audit Chairs, NHS England Regional Directors and Directors of
Commissioning Operations

Dear colleagues,
RE: Conflicts of interest online training
To further support CCGs to manage conflicts of interest, we have launched new
online training. The training package has been developed in collaboration with
NHS Clinical Commissioners and aims to raise awareness of the risks of conflicts
of interest and how to identify and manage them.
We all know how important it is that individuals are aware of their roles and
responsibilities in relation to conflicts of interest management. You will be aware
of recent articles in the BMJ and Independent, alleging that a number of CCGs
have accepted inappropriate gifts and not fully disclosed payments from private
companies and charities to the public. Whilst this investigation pre-dates the
publication of the 2017 CCG statutory guidance on managing conflicts of interest
which we know CCGs have been working hard to implement, it nonetheless
reinforces the importance of:





ensuring upmost transparency in the publication of registers of interests,
gifts and hospitality and procurement decisions;
considering public perception when accepting gifts and hospitality. CCG
staff should not accept any gifts or hospitality that may affect, or be seen
to affect, their professional judgement or give rise to a perception of
impropriety;
ensuring that any sponsorship is clearly identified and declared.

The online training and adherence to the statutory guidance will help to mitigate
conflicts of interest risks and support CCGs to make good judgements. It will also
help to protect CCGs from criticism and adverse publicity. Further information on
the training and how to access it can be found in Annex 1.
Annex 1 lists which staff need to complete module one of the training on a
mandatory basis – please note we have agreed a more targeted approach with
High quality care for all, now and for future generations

NHS Clinical Commissioners. We are keenly aware of the potential burden that
additional mandatory training can add to CCGs’ already heavy workloads, so we
have focused on minimising any unnecessary requirements.
The deadline for relevant staff to complete module one of the training has been
extended to 31 May 2018. We will be undertaking a full evaluation of the training
in the first year. You are invited to provide feedback via a short survey at the end
of each module. This will help us to improve the training and consider our future
approach.
If you have any queries, please don’t hesitate to contact us at england.cocommissioning@nhs.net.
Yours sincerely,

Ivan Ellul
Director of Commissioning Policy Group
NHS England

High quality care for all, now and for future generations

Annex 1 – Guide to the online conflicts of interest training

A.

Overview of the conflicts of interest training package

The training package contains three modules:


Module 1 covers what conflicts of interest are; how to declare and
manage conflicts of interest, including individuals’ responsibilities; and
how to report any concerns.



Module 2 provides further information on managing conflicts of interest
throughout the whole commissioning cycle and in recruitment processes.



Module 3 provides advice on how chairs should manage conflicts of
interest; an overview of the safeguards that should be applied in Primary
Care Commissioning Committees; and how to identify and manage
breaches of conflicts of interest rules, through a series of practical
scenarios.

Each training module ends with a short assessment – individuals will need to
achieve 80% in the assessment to pass each module.
B.

Who should complete the training?

Following joint work with NHS Clinical Commissioners, we have agreed a more
targeted approach. We have agreed that module 1 of the training will only be
mandatory for:







CCG Governing Body Members
Executive members of formal CCG committees and sub-committees
Primary Care Commissioning Committee members
Clinicians involved in commissioning or procurement decisions
CCG governance leads
Anyone involved or likely to be involved in taking a procurement
decision(s)

CCGs may wish to invite other individuals to undertake the training if they are
involved in CCG business.
Modules two and three are optional but may be of interest to the following:


Module two: individuals in decision-making roles, including contract and
performance managers, commissioning leads, primary care teams,
strategy and planning teams, locality managers etc.



Module three: senior CCG staff with high exposure to conflicts of interest,
such as governing body members, the senior management team, GP
clinical leads, governance leads, Conflicts of Interest Guardian and
High quality care for all, now and for future generations

procurement leads.
C.

How to access the training

The training modules are now available in the Electronic Staff Record (ESR)
system. To access them:
1. Go to http://www.esrsupport.co.uk/access.php and log in.
2. Go to ‘My Learning’.
3. Type ‘conflicts of interest’ into the search field and press ‘Go’. The three
modules will then be listed.
4. Enrol on your chosen module by clicking ‘Choose or enrol in class’
(briefcase icon) and press ‘Apply’.
5. You will then see the module listed in a blue table. Press ‘Play’ icon in the
right column to start the module.
Tip: If you cannot see the whole page of the module, you can adjust the
zoom in the top right corner of the screen.
Alternatively, the modules can be accessed at e-Learning for Healthcare Hub,
which is hosted by Health Education England: https://www.elfh.org.uk/programmes/conflicts-of-interest/. Please follow the introductions on
screen. For any technical queries, please contact support@e-lfh.org.uk.
Those who are not CCG employees but are involved in CCG business can get
free access to the e-LfH Hub by registering their NHS email address at:
https://portal.e-lfh.org.uk/Register. CCGs can email support@e-lfh.org.uk to
request access for those who do not have an NHS email address.
Word versions of the training modules, which are suitable for screen readers, can
be made available upon request to england.co-commissioning@nhs.net.

D.

Reporting

It is expected that module one of the online training is completed by 31 May 2018
by those staff for whom module one is mandatory. We will ask CCGs to report
completion rates via the CCG Improvement and Assessment Framework from
2018/19 onwards.
CCGs can extract reports on their completion rates from ESR and/or the e-LfH
Hub. We encourage CCGs to direct their staff to complete training in only one of
the two learning environments so that reports can be extracted easily from one
source. Before doing so, all staff members should ensure their place of work is
recorded correctly so that the reports capture all relevant staff.
With regards to ESR, records of all e-learning activity will be retained in the
CCG’s local ESR system. CCGs using the e-LfH Hub should ensure their system
High quality care for all, now and for future generations

administrators email support@e-lfh.org.uk to request reporting permissions.
Once the right permissions for that location have been set up, the system
administrator will see a new menu option of ‘Admin’, with a sub-menu of ‘Reports’
where they can run a report on those who have completed the training.

High quality care for all, now and for future generations
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It is recommended that Governing Body:
i

note the Risk Register as of 29 January 2018.

Executive Summary:
As at 29 January 2018 there were 60 risks on the Risk Register following a full review cycle.
A review cycle consists of a review by the Risk Owner, Senior Manager and Director. Each
risk is scored, allocated a risk appetite score (target score) and, where necessary, cross
referenced to any entry on the Governing Body Assurance Framework (GBAF). The controls
and assurances in place are reviewed and updated.
The Risk Register was accepted as an accurate representation of the risks faced by Wakefield
CCG at the Integrated Governance Committee on 15 February 2018.
The Risk Register was then archived in preparation for the next cycle which will commence
early in Quarter 1 2018/19.
The Risk Register is brought to Governing Body twice a year for oversight.
At the end of the Quarter 4 2017/18 risk cycle, seven risks were identified for closure and
three new risks were added to the risk register.
The risks scored as follows:
Critical Risks (scoring 25-20) – 3
Serious Risks (scoring 16-15) – 6
High Risks (scoring 12-8) – 29

Other risks (scoring 6 or below) – 22
Details of the Critical and Serious Risks are detailed at Appendix 1 and the full Risk
Dashboard is attached at Appendix 2.
Link to overarching
principles from the
strategic plan:

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



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

The relevant equality impact assessment was carried out as part
of the Integrated Risk Management Framework.

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

All sections of NHS Wakefield CCG have been consulted
regarding the Risk Register.

Reference document(s) /
enclosures:

Attached to the report are the high level risks and the risk profile
as at 29 January 2018.

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG

Finance/ resource
implications:

None identified

Not applicable

None identified

The Risk Register was approved at Integrated Governance
Committee on 15 February 2018. An earlier version was
presented to Governing Body on 19 September 2017

Appendix 1 - High Level Risks
Risk Risk
Risk
Target Risk
Risk
Owner
ID
Rating Score Risk
Score
Compo Rating Compon
nents
ents

Senior
Final
Principal Risk
Manager Reviewer

Key Controls

Key Control Gaps

Reports are produced internally
There are regular formal
within organisations but there is not meetings with Health Economy
a health economy report produced. Partners which are formally
recorded.
Forecast outturn conversations to System Oversight Group have
be finalised and position on Sepsis line of sight of scale of challenge
coding.
and key schemes to manage the
position overall
Focus on Risks and Mitigations
and internal QIPP.
Attain / CHKS provide an
objective independent review of
any plans

991

20 (I4xL5)

4 (I4xL1)

Liz
Goodson

Karen
Parkin

Andrew
Pepper

There is a risk that the local Mid
Yorkshire health and care system
does not deliver its combined
financial requirements for 2017/18
due to non-delivery of financial
plans including CIP's, income
assumptions, system alignment
risk, activity/cost pressures and
access to STF resources resulting
in loss of reputation for the system,
restriction of access to national
resources, access to capital and
restriction of local control.

The CCG has a robust budget setting and control
process
Clear system-alignment risk identified including
requirement to deliver a system-recovery plan refreshed
on several occasions throughout the year - last iteration
January 2018
Monthly reporting to Integrated Governance Committee
and Governing Body
QIPP is given a higher focus and is being driven forward
Early intelligence reported to executive team.
Risks and mitigations are given a high focus and
reported to ET.
Working with providers and partners within the local
health economy to prepare for emerging financial risks
within the system
New governance introduced to manage system issues.
Agreement for a joint approach to Acute Commissioning
across CCGs
Twice-weekly system risk meeting - all 3 organisations
and all levels.
Joint commissioning reporting between CCGs
introduced.

990

20 (I4xL5)

4 (I4xL1)

Liz
Goodson

Karen
Parkin

Andrew
Pepper

There is a risk that CCGs in the
STP (including Wakefield CCG) –
as part of the Sustainability &
Transformation Plan (STP) system
– does not deliver its part of the
wider STP financial control total for
2017/18 due to misaligned
reporting or undelivered local plans
due to high levels of QIPP delivery
resulting in loss of reputation and
the reputation of other
organisations within the CCG
footprint, access to national
resources, access to capital and
restriction of local control.

The CCG has a robust planning and budget setting
Currently trading / activity
procedure which underpins the NHSE plan submissions. information is not always available
STP is constructed using the NHSE plan.
quickly with variability in forecasts.
System 'place-based' gap reported
Reporting at STP level will be included in the monthly
as per regulator discussions and
Integrated Governance Report
YHEC recommissioned to review
Reporting at STP level a key feature of NHS Englandhealth economic data.
led collections and leadership
System risk is done jointly WCCG-NKCCG-MYHT
Whole STP positions reported monthly at CFO's

Assurance Controls

Monthly reporting to IGC and
Governing Body
Attain and CHKS acting as
brokers and validators
supporting our 3 organisations
NHSE data collection in standard
format monthly.

Positive Assurance

Assurance Gaps

GBAF GBAF Entry Risk
Ref No Description Status

Contracting / Commissioners and
Acute system governance
Finance meet regularly with partners to arrangements need to bed-in.
discuss all issues and share
intelligence.
Star Chamber undertaken

11

transforming Static - 1
to become a Archive(s)
sustainable
financial
economy

See linked finance risks

11

Transforming Increasing
to become a
sustainable
financial
economy

Joint cross-CCG leadership
and response needs to be
agreed in-year as part of the
joint acute commissioning
process

989

1015

20 (I4xL5)

16 (I4xL4)

4 (I4xL1)

8 (I4xL2)

Liz
Goodson

Liz
Goodson

Karen
Parkin

Karen
Parkin

Andrew
Pepper

Andrew
Pepper

There is a risk that the CCG will not
deliver its control total for 2017/18
due to delivery-risk of high levels of
efficiency targets, cost pressures,
activity increases, inflationary
pressure and the impact of
transformational schemes in
planned care and urgent care at
MYHT and growth resulting in the
CCG requiring various levels of
response including internal
turnaround, external support and
intervention to enable it to deliver
its financial targets leading to some
potential loss of local control and
commissioning decisions.

Budgets have been agreed and signed by budget
holders. Contracts have been signed. Budgetary control
policy in place which outlines budget holders roles and
responsibilities and also outlines the procedure for
budget setting (training has also been provided)
- Earlier reporting of position for MYHT and main
providers as soon as information is available. Detailed
analysis being undertaken internally.
- Regularly monthly reporting.
- Risks and mitigations discussed regularly at Executive
Team on a weekly basis.
- Routine reporting through CCG governance
- Agreement of balances exercise 1/4ly with nhs
providers
- Establishment of QIPP clinics
- Establishment of QIPP dashboard and regular
reporting process
- Appointment of Attain to provide external wider
knowledge, good practice and benchmarking. Extra
support to aid delivery.
- Monthly reporting to NHSE through the Non ISFE
process
- Quarterly assurance process with NHSE
- Preparation of system-recovery action plan and Q1
narrative
- Identification of overall system risk at an early stage
- data analysis sessions set up on a weekly basis with
MYHT & NK to explore overtrades
- BVG refocused on system recovery
- Star Chamber held on Acute System Recovery
schemes
- 3 way Monthly budget meetings take place with
There is a risk that the 2018/19
Draft plan in place as part of 2-year planning round
financial challenge remains at a
Long list of high-impact schemes being maintained
high level for the CCG, the local
Detailed 18/19 look forward planned by CCG
health system and the STP
Detailed focus on underlying position in response to
footprint due to continued low
NHSE review in October 2017
levels of allocation growth,
Regular discussions at Executive Team.
ambitious QIPP/CIP plans, reliance 3 way monthly internal budget meetings take place with
on STF resources, continued high Finance Contracting and Commissioners.
levels of activity, pace of
Monthly reporting to NHSE with focus on future years.
transformational changes and
Planning and control template refreshed monthly.
inflationary pressures resulting in
Newly implemented QIPP delivery tracking process will
high levels of challenge against
track current and future year impact
system control, increased
Governing Body development session discussed key
regulatory scrutiny, restricted
thematics for 18/19 QIPP plan (November 2017) and
access to funding sources and
detailed planning assumptions (January 2018)
system changes implementation at
pace and scale.

Need to strengthen assurance
offered by EMBED regarding
Business Intelligence and currently
working towards a BI hub with
dedicated staff.
Prescribing data available 2 month
in arrears. National timetable
cannot be influenced locally.
Monitoring of action plans
implemented by Planned Care
Improvement Group and A&E
Improvement Group in relation to
efficiency.

Executive Team discuss risks
and position on a monthly basis
or more often if early intelligence
is received.
ET also review QIPP report
monthly.
Clinical Cabinet receive monthly
briefings on key Better Value
Group actions.
The Planned Care Improvement
Group and A&E Delivery Group
are key delivery vehicles for
transformation schemes
Overview of Attain as an external
support
Introduction of turnaround
governance.
Improvements to acute system
recovery governance.

Early identification of potential impact
on financial position. Issues are
reported to CCG main commitees and
groups, i.e Integrated Governance
Committee, Better Value Group, Clinical
Cabinet and discussed regularly with
Executive team.
Draft financial risks and mitigations plan
produced and reviewed on a routine
basis. Engagement with internal
stakeholders.

Need to continue to improve
11
and strengthen processes
including harnessing clinical
engagement and enhanced
tracking and management and
action the audit
recommendations.
Need to establish a properly
resourced PMO
Need to finalise appointment of
Turnaround Director.

Transforming Static - 1
to become a Archive(s)
financially
sustainable
economy

Effectiveness review of Better Value
Group undertaken and some
recommendations. Best practice on
financial recovery review undertaken
internally.

Audit Committee review of key
estimates and judgements
undertaken.

Key schemes to be prioritised and
finalised.
PMO to track 18/19 schemes
through plans on a page and
milestone trackers.
Need to finalise the Aligned
Incentives contract

NHSE deep dive visit took place
on 2-3 Oct & 11-13th Oct to
review financial position,
forecasting methods, systems
and processes.
NECS review of processes
undertaken.
Implementation of milestone
Newly implemented track
delivery tracker which
incorporates 18/19 schemes.
Planned Care Improvement
Group and A&E delivery group
are key delivery vehicles for
transformation schemes.
Audit Committee review of key
estimates and judgements
3 way monthly internal budget
meetings take place with
Finance Contracting and
Commissioners.

Issues reported to CCG main
None identified
committees and links to various delivery
groups including PCIG, A&E Group,
Better Value Group.
Move towards Acute commissioning
which will strengthen the intelligence
across WCCG and NKCCG

11

Transforming Static - 3
to become a Archive(s)
sustainable
finance
economy

758

16 (I4xL4)

6 (I3xL2)

Andrew
Lorraine Pat Keane There is a risk that some patients
Singleton Chapman
attending Mid Yorkshire Hospitals
NHS Trust (MYHT) Emergency
Departments may not get treated
within 4 hours, due to the Trust not
achieving the 95% ED 4 hour
standard.
This would result in the CCG failing
to deliver on the NHS constitutional
standard. This may impact on YAS
handover and turnaround times,
reputational damage to the CCG
and wider health and social care
system, with potential increase in
costs.
(the quality aspect of this risk is
captured by risk number 1002)

The following measures are in place;
- Operational Pressure Escalation Level (OPEL)
framework in place to help manage increases in
pressure across the health and social care system.
- Patient flow nurse in place at Pinderfields to enable
prompt handover for patients arriving via ambulance.
- Primary care streaming in place at Dewsbury and
Pinderfields.
- Streaming to ambulatory care, frailty units and primary
care streaming available from Emergency Departments.
- Number of measures to help free up beds sooner by
improving discharge processes including roll out of
SAFER on all wards, establishment of 24:7 discharge
hub and twice weekly system DTOC meetings.
- A&E Improvement Group work plan updated in May
2017 to reflect updated national guidance, including the
Next Steps on 5 Year Forward View and NHS Delivery
Plan.
- MYHT Executive led Winter Room established from 1
November 2017 from 10am-10pm to focus on achieving
the 4 hour ED target.

A business case is being developed for presentation at None identified
IGC to restructure the mental health and learning
disability clinical provision across the CCG to address
three non-CHC client groups currently sitting within CHC
services resulting over time in a drain on the current
staff resource and the non-compliance of legislative
requirements for CHC. Currently there are 3 posts
advertised for the LD team - 1 full time replacement and
2 fixed term post to assist in addressing the number of
overdue reviews in this client group.

757

16 (I4xL4)

4 (I4xL1)

Lee
Oldfield

Judith
Wild

Julie
Bolus

There is a risk to patient quality
and safety from overdue reviews
for Continuing Health Care (CHC)
Mental Health & Learning Disability
service users.
Due to capacity and productivity in
the team; family and social worker
availability .
Resulting in poor patient
experience, reputation risk and
potential financial implications to
the CCG.

685

16 (I4xL4)

4 (I4xL1)

Natalie
Tolson

Lorraine Pat Keane This risk is regarding the underChapman
performance against the national
constitutional standard for the 18
week referral to treatment target.

System wide assurance arrangements have been
finalised though PCIG.
The CCG and MYHT have developed an RTT resilience
plan to improve waiting list numbers and deliver robust
and sustainable performance across 18 week pathways.
There is a risk that Mid Yorkshire
Capacity of both consultant led community services and
Hospitals NHS Trust (MYHT) will
alternative providers has been finalised, along with the
continue to fail to meet the required volume of patients on waiting lists that could transfer to
standard for Incomplete 18 week
them from MYHT with non-recurring resources from
Referral to Treatment (RTT), which NHS England.
would result in the CCG failing to
A series of key transformation schemes have been
deliver the NHS Constitutional
agreed in the contract which require implementation at
standard. This risk is due to an
pace during the year via PCIG and reporting to Clinical
increase in the number of RTT
Cabinet.
A trajectory has been put in place by MYHT for 2017/18,
breaches, which has led to a
which shows full RTT recovery by April 2018.
worsening of the RTT position.
A work programme has commenced to transfer patients
This is due to operational
performance at MYHT resulting in from MYHT to other providers.
a possible failure to meet key
national standards. The adverse
effect of under-performance at
MYHT could have a financial
impact on the CCG as patients who
are already on the system will be
directed to other care providers,
and there would also be failure to
achieve the Quality Premium.

Challenge is around sustaining and
improving ED performance on the
Pinderfields site, which was 87% in
November, Dewsbury and
Pontefract achieved the 95% in
November.
Gaps in medical staffing in
emergency and acute medicine.
Delays in implementing and
embedding discharge initiatives
including discharge to assess,
trusted assessor October 2017 in
line with national timeframe and in
time for winter.

The Mid Yorkshire A&E
ED performance improved to 90.7% in
Improvement Group receives
November 2017 from 84% in October
fortnightly updates on the key
2017.
controls in place to identify risks
and challenges to
implementation and
improvement.
Monthly monitoring of the
standard at the CCG is reported
to Integrated Governance
Committee.
Daily report of performance
against the 95% A&E standard.
Monitoring of A&E Improvement
Plan
Monitoring of the OPEL status.

Weekly productivity report is
produced detailing number of
reviews and overdue reviews
completed for that week.
There is an overdue reviews
trajectory which is monitored and
reviewed weekly.
CHC obtained additional
capacity in the team and have
temporary nurses who are
completing overdue reviews.

RightCare opportunity of Elective
1. Monthly RTT Tracker
Care to be accelerated through
2. Monthly Contract
Planned Care Improvement Group. Management Group meeting
3. Monthly Executive Contract
Deliverability of CCG QIPP
Board and Executive Quality
transformation schemes adopted
Board
system-wide e.g. outpatients,
4. Detailed specialty level
commissioning policy via the
tracking report routinely reviewed
Memorandum of Understanding.
at Planned Care Improvement
Group
There is a risk that performance
5. CHKS engaged to support the
could deteriorate due to the Trust
contract delivery process.
suspending all planned elective
Actions overseen by the Planned
work due to winter pressures
causing extra demand on its urgent Care Improvement Group.
and emergency services.

Sustaining improvements
throughout winter demand for
acute beds and patient acuity
increases.

6

Static - 2
Archive(s)

and 8 NHS
Constitution
targets

Overdue reviews and reviews have
None currently identified
been booked into the CHC Nurse
Assessors diaries and these are being
completed as planned.
As of December 2017 over 65% of
Learning Disability CHC reviews and
7% of Mental Health CHC case reviews
are overdue. The MH/LD team
members within the service are also
depleted with the Team Leader being
off on long term sick; and one of the
nurse advisors leaving the service on
the 7th January – these two factors are
also contributing to the current
pressures within this aspect of the
service.
The controls in place allow for a high
level of scrutiny on the impact of
operational plans for RTT performance
improvement.
Mid Yorkshire Hospitals NHS Trust
continues to develop speciality level
plans to minimise demand and capacity
imbalances at the Trust.
A further three specialities have moved
on to e-consultation, including
gastroenterology and rheumatology.
The CCG continues with the general
practice review of appointment slot
issues (ASIs).
Performance against the 92% target
has gradually been increasing with
October's performance reporting at 84%
for the Trust and 87% for the CCG.
6 of the 16 specialities achieved the
92% constitutional target at the end of
October 2017, which is an improvement
from 2 specialities achieving the 92%
target at the end of June.
The Trust has reduced the size of the
waiting list by 5.8k patients over the last
12 months (from November 2016) and
the 18 week back log has reduced by
2.5k patients over the same period.

Access to
the highest
quality
urgent and
emergency
care

Further work being undertaken 8
by MYHT to understand and
mitigate the risks to bring
performance back in line.

Increasing

NHS
Static - 3
Constitution Archive(s)
targets

624

426

16 (I4xL4)

15 (I3xL5)

4 (I4xL1)

6 (I3xL2)

Natalie
Tolson

Lorraine Andrew
Chapman Pepper

Andrew
Jenny
Singleton Beckett

Julie
Bolus

There is a risk the CCG Quality
Premium NHS Consitution rights
and pledges will not achieve the
required operational standards,
resulting in a reduction of the
eligible Quality Premium (QP)
funding.

1. Integrated Governance Committee oversight of NHS
Constitution Rights and Pledges.
2. Individual provider performance management of
National Operational standards as identified in Schedule
4 of the NHS Standard Contract through Contract
Management meetings.
3. Escalation route to Executive Quality and Contract
Boards
4. Elective care and Urgent Care plan in place to
address Constitution targets.

A number of indicators do not have
data reported against them - this is
a national issue and the dataset is
being developed. For some other
indicators the reported
performance is below the required
position for the YTD position.

Monthly NHS Constitution
Dashboard and Quality Premium
Dashboard reported in the
Integrated Quality and
Performance Report.

There is a risk that YAS will
continue to not meet the
performance targets for patients
Category 1 and 2 responses due to
paramedic staff shortages,
ambulance handover delays and
increased levels of demand. This
will result in the CCG failing to
deliver this NHS constitutional
target, and a negative financial
impact to the CCG.

Commissioner investment into the 999 service for
initiatives relating to workforce and staffing.
YAS are undertaking the Ambulance Response
Programme (ARP) therefore performance has been
monitored in line with the ARP requirements - Red
performance remains below 75% target).
Improving Hear and Treat rates by expanding the
number of jobs in the clinical queue which in turn
reduces the demands on ambulance staff.
Clinical Advisory Network established between 111 and
999 services.
YAS active liaison with local acute providers to discuss
turnaround issues since turnaround has presented
adverse impact on YAS resources available.
Joint Strategic Commissioning Committee and Board
established as key forum for YAS Y&H wide strategy.
Contract Management Board in place as formal monthly
meeting to review performance, quality and finance.
YAS Clinical Quality Dashboard in place.
Quality Impact Assessment in place.
Additional resources have been put in place by YAS
over the winter period using their national allocation of
winter funding. YAS have also developed a 'low acuity'
service using their own internal resources (PTS
resource on overtime) to undertake inter-facility
transfers where a paramedic is not required, freeing up
clinical crews to respond to 999 calls.

System-wide reconfiguration review
process.
Outcome of Y&H system wide call
to be discussed at YAS Joint
strategic commissioning board

Contract Management Board
formally monitor performance
and action plan development
- Reporting through YAS board
and governance structures
- Reporting through CCG
governance structures (in
Wakefield through IGC monthly)
- Monitoring and system
resilience considered through
A&E improvement boards

There are no identified clinical risks and CQC findings
published Feb 2017 had a GOOD rating.
YAS clinical dashboard in place

1. Monthly Integrated Governance
Committee & Governing Body
2. Monthly Contract Management
Boards
3. Monthly Executive Contract Boards
4. Monthly Quality Board

Clear description of QP
composition and discussion at
IGC.

Challenges on delivery of the
11
national indicators on RTT 18
weeks and the 4 hour standard
mean that the overall mitigation
may be greater.

transforming Increasing
to a
sustainable
financial
economy

There is ongoing performance
management of providers (see
linked risks)

MYHT has undertaken positive work to
reduce ambulance hand over delays,
with performance above 80% from June
- November.
Performance 1 September - 30
November
Category 1 mean response 7minutes 21
seconds against a target of 7 minutes.
90% of category 1 calls were responded
to within 13 minutes 22 seconds against
a target of 15 minutes.
Category 2 mean response 21minutes
18 seconds against a target of 18
minutes.
90% of category 2 calls were responded
to within 45 minutes 22 seconds against
a target of 40 minutes.

Sustaining improvements in
ambulance handover
long-term investment to
support the 'low acuity' tier

6

Access to
the highest
quality
urgent and
emergency
care

Static - 2
Archive(s)

Risk Cycle 4, December 2017 –
January 2018

Appendix 2: CCG Risk Dashboard
for Integrated Governance Committee 15 February 2018

CCG Risks Cycle 4

Movement of Risks in Cycle 4

Risk Score Increasing

6

Total Risks

60

New Risks

3

Risks Score Decreasing

10

Open Risks

53

Marked for
Closure

7 (including one detailed in the
Private Session of IGC)

Risk Static

34

Risk Overview

Total scores on open risks
700

New Risk
Risk Score Increasing
Risk Score Decreasing

Risk Score Static

564
519
495

597594
568

Score

Risk Level

600

1-3

Low risk

500

4-6

Moderate risk

400

2015/16

8-12

High risk

300

2016/17

15-16

Serious risk

200

20-25

Critical risk

100

507
476
418

541
499501

2017/18

0

Closed Risk

1

2

3

4
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It is recommended that members of the committee:
i) Approve the updated 2017/18 Governing Body Assurance Framework for NHS
Wakefield Clinical Commissioning Group
Executive Summary:
The Governing Body Assurance Framework (GBAF) last approved at Governing Body on the
19 September 2017. It was presented for assurance at Audit Committee on 26 September
2017.
During January 2018 the GBAF has been reviewed by the Lead Manager, Lead Director and
Lead Clinician allocated to each entry and the revised document is attached.
The revised GBAF was noted at Integrated Governance Committee on 15 February 2018.
The risk score for the majority of entries on the GBAF remain higher than the risk appetite with
the exceptions of:
7 – Specialised Commissioning: The risk score was reduced to 8 to meet the risk
appetite at the last review and remains consistent. The entry remains live to enable
sustained monitoring.
9 – Quality care: The risk score remains static at 12 but the risk appetite has been
increased to 12.
The risk appetite for most entries remains unchanged with the exceptions of:
4 – Frailty. Appetite decreased from 3 to 2 to reflect acceptance by Accountable Care
Partnership that more can be done to support older people.
9 – Quality Care. Appetite increased from 8 to 12 to reflect the increasingly challenging
environment for providers in relation to finance, demand and capacity.

Two entries have reduced risk scores, due to the success of the controls in place:
4- Older people. Reduced from 6 to 4
10- Delivering GP Forward View. Reduced from 12 to 8
Two entries have increased in risk score:
6- High quality Urgent and Emergency care. Increased from 12 to 16
8- NHS Constitutional targets. Increased from 16 to 20
Controls and actions are in place to address constitutional targets. There has been a
challenge throughout 2017/18 in achieving:
 4 hour A&E target
 18 week Referral to Treatment target
 62 day Cancer Referral to Treatment target
Recovery of these targets is part of the local system recovery plan.
The risk score for the entry 11 - Financial Economy was increased at the last review and
remains at 20 due to the CCG being off target to achieve its financial plan. This is significantly
above the risk appetite of 8.
Link to overarching
principles from the
strategic plan:

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










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

The relevant equality impact assessment was carried out as part
of the Integrated Risk Management Framework.

Assurance departments/
organisations who will

Each risk has a nominated Lead Governing Body Member, Lead
Director and Lead Manager and they have been consulted

Not applicable

None identified

be affected have been
consulted:
Previously presented at
committee / governing
body:

regarding the assurance framework.

Reference document(s) /
enclosures:

Appendix 1 – Governing Body Assurance Framework

Risk Assessment:

This is an aspect of the risk assessment mechanism for NHS
Wakefield CCG and each entry references any associated risks
contained within Wakefield CCG Risk Register.

Finance/ resource
implications:

None identified

The Assurance Framework was last reviewed by the Governing
Body in August 2017. The current iteration was noted at
Integrated Governance Committee on 15 February 2018.

Characteristic and Vision 1: Early Years: A strong and co‐owned strategy for ensuring safe and healthy futures for our children and young people
All children will have timely access to high quality care and support to maximise child health and wellbeing
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

x

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

x

Collective prevention resource across the health and social care sector and wider social
x
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:

early intervention activities not supporting activities which impact on health care demand, including mental health

insufficient system capacity leading to long waiting times

budget constraints across health and Local authority

Risk Rating
(likelihood x consequence)
Initial: 3x3 = 9
Previous: 3x3 = 9
Current: 3x3 = 9
Initial Appetite: 3x3=9
Current Appetite 2x3 = 6

x
x

Lead Governing Body Member: Dr Debbie Hallott,
Governing Body Member
Lead Director: Melanie Brown, Programme
Commissioning Director – Integrated Care
Lead Manager: Ian Holdsworth and Morna Cooke,
Senior Commissioning Managers

Date last reviewed: January 2018

10
8
6
4

Risk Score

2

Risk Appetite
Jan‐18

Jul‐17

Nov‐16

Feb‐16

Sep‐15

Feb‐15

Jun‐14

Initial

0

Key controls in place
1. Mid Yorkshire and SWYPFT Contracts, underlying service specifications and Key Performance Indicators
(KPIs) – robust mechanisms for contract management and service improvement in place.
2. Extensive consultation and engagement with parents and carers and children and young people to
gather feedback to support service improvement and triangulate contract and performance information.
Monthly parent forum. Quarterly consultation leads by Healthwatch and joint Listening events bi‐
monthly.
3. Autism Spectrum Disorder (ASD) Strategy Group is addressing the problem with the ASD waiting list and
is being overseen at Chief Executive level at CCG, MYHT and SWYPFT
4. Specific programme of consultation, engagement and information sharing with parents/carers and
children and young people (cyp) around Autism recovery from September 2017 to June 2018.

Rationale for Current Score
Demand for services continues to grow in both numbers and complexity of cases, while resourcing of
services remains static, or in some case, (eg Early Help) reduces.
Considerable work in this area has been undertaken in the last year around hospital reconfiguration,
Future in Mind programme and public health interventions however, risk remain the same as paediatric
workforce capacity remains a concern, increasing levels of complexity are being seen in children with
disabilities and mental health needs and impact of public health work /early intervention has yet to be
seen. The current position on ASD has an action plan which is demonstrating improvement and
therefore does not increase the risk score for this GBAF entry, although this has been challenged
through a recent joint CQC/Ofsted inspection of SEND services which requires the publication of an
improvement plan. There is strategic ownership of the issue and a summit to report current progress
and further direct improvement is established
Internal Assurances
1. CCG clinical lead & commissioning managers meets monthly to consider current issues and risk
2. Action plan from national maternity review in place and reviewed bi‐monthly by Maternity Quality
Partnership (MQP) – reports to EQB, providing external support and challenge to drive
improvement in maternity services locally
3. Reports and briefings are presented to Clinical Cabinet, IGC, Executive Team and Governing Body
as appropriate, resulting in appropriate challenge and sign off as required in accordance with
committee work plans. EG the plans for recovery of ASD waiting list have been developed and
approved through this process.
4. Children & Young People’s Partnership Board with Governing Body level membership from NHS
Wakefield CCG which oversees the work of relevant partners, ensuring they co‐operate to improve

5.

6.
7.
8.

9.
10.
11.

12.

13.
14.

Future in Mind Work Programme – National Programme which supports early intervention of children
with mental health and emotional wellbeing support, commissioning additional services and improving
capacity within the system to provide early support.
On‐going review of Joint commissioning arrangements with CCG and Wakefield Council to improve
efficiency, value for money and align strategic priorities.
Maternity Quality Partnership group considers key quality data, audits and national recommendations
and drive service improvement locally
Transformation of CAMHS service to reduce waiting times and increase capacity with process mapping
work completed and fortnightly transformation sessions underway driving change. Workforce mapping
is completed with gaps identified and short/medium plans in place to increase capacity to meet local
need. SWYPFT signed up to the improvement process, and need to deliver additional capacity through
workforce plans.
Review of children’s community services at MYHT to improve efficiency and access to services. Looked‐
after Children services completed, review of therapy service currently underway.
Review of children’s Continuing Health Care process underway to improve assessments and support and
the effective rollout of children’s personal health budgets
Ofsted and CQC inspection of services for children with Special Education Needs and/or Disabilities
(SEND) to challenge and focus improvement (June 2017). An improvement plan in relation to ASD has
been developed in partnership locally. This as been approved by CQC and Ofsted. Recovery phase will
be completed in August 2018.
Special Educational Needs and Disabilities (SEND) Transformation Board and subgroups in place, to
respond to recommendations from the recent SEND inspection, including a process to update NHS
England on progress which is improving integrated working and access to services. Jointly commissioned
SEND support service will be in place from April 2018.
The health and resilience board had become part of the early year’s partnership board to improve
strategic planning for integrated health and social care services in August 2017.
Service specification for Children’s Continuing Care service in place.

Gaps in controls
1. Complex care review agreed as a priority in the Joint Commissioning Strategy.

5.

6.

outcomes for children and young people. Quarterly meeting.
Connecting Care Executive seek to improve joint working between Health and Local Authority
services. This has shaped the effective improvement of ASD services, the jointly commissioned
SEND service, Future in Mind service and local authority Early Help provision. January 2018 was
the last time CCE was updated on FM, ASD and SEND services.
Local Safeguarding Children Board (LSCB) leading challenge to CAMHS service around waits in
December 2017. Regular reporting and presentation to board planned. Presented at September
2017 Board around improvement to CAMHS service. Met with Chair of the Board to provide
assurance around autism waiting times in December 2017 and will continue to report during 2018.

External Assurances
1. Reporting to Children’s Partnership Board including report on outcomes framework quarterly.
2. Operation of Connecting Care Executive Board to consider joint / collaborative commissioning
arrangements and use of pooled budgets as required.
3. Health and Well Being Board have oversight of the overall children’s and maternity plan, and have
lead oversight of the mental health and emotional wellbeing transformation programme. The
H&WB Board has key responsibility for maintaining strategic oversight of delivery.
4. Ofsted and CQC inspection of services of services for children with Special Education Needs and/or
Disabilities (SEND) to challenge and focus improvement (June 2017).
5. NHS England and Department for Education are supporting the ASD recovery through quarterly
monitoring meetings (4 January 2018)
6. Quarterly assurance meetings with NHS England to monitor the Future in Mind Work Programme
7. Fit for purpose letter received from CQC/Ofted regarding ASD Written Statement of Action on 6
December 2017

Gaps in assurances
1. Continue reporting of mental health transformation through H&WB Board, in line with national
guidance
2. Feed in to a review of JSNA for maternity, children’s and mental health. Public Health review of
number of referrals for children’s ASD diagnosis
Link to risk register:
535 – Children’s autism assessment (score 4)
775 – PHB budgets (score 8)
696 – children’s complex care budgets (score 8)
140 – cost of children’s very complex care packages for continuing care (score 6)
1109 – poor financial control of children’s PHB (score 4)

Actions from gaps in controls
1. Develop working groups to plan and deliver the review of complex care and block contract
2. Develop specification for children’s Continuing Care Service once timetable agreed with MYHT.

Actions from gaps in assurances
1. Reporting to continue through the Future in Mind project Board to feed in to H&WB Board and
other strategic planning
2. Respond to SEND inspection report once received

Characteristic and Vision 2: Mental Health Service Transformation
Vision: To improve and raise awareness of Mental Health and Psychological Wellbeing across Wakefield through the delivery of the Mental Health Five year Forward View
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
x
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:
There is a risk that we fail to deliver sustainable, high quality mental health support required by our population.
Due to:

Conflicting demands on financial resources across the health & social care sector

The required shift in funding from Long Term Conditions and physical health to mental health is not achieved.
Resulting in:

Financially unsustainable transformation of mental health services

Disproportionate funding of mental healthcare relative to the scale and impact of mental health problems

Misconceptions and stigmatisation

Increased numbers of people experiencing mental health co‐morbidities

Increased waiting lists and insufficient service provision to deal with demand across all services including primary care, community care and
unplanned hospital care

Poor outcomes for patients

Poor patient experience

Failure to reduce preventable premature deaths
Risk Rating
(likelihood x consequence)
Initial: 3 x 4 = 12
Previous: 3 x 4 = 12
Current: 3 x 4 = 12
Appetite: 2 x 4 = 8

X
x

Lead Clinician: Dr Clive Harries, Governing Body
Member
Lead Director: Melanie Brown, Programme
Commissioning Director – Integrated Care
Lead Manager: Alix Jeavons, Senior Commissioning
Manager

Date last reviewed: January 2018

15
10
5

Risk Score

0

Risk Appetite

Key controls in place
1. Mental Health is a priority in the Wakefield Health and Wellbeing Plan
2. Ownership of the ‘approach’ to transforming mental health services owned by the Health and
Wellbeing Board (HWB)
3. Mental Health has been identified as a priority work stream by the New Models of Care Board
which gives an opportunity to consider how partnership working across the whole system can

Rationale for Current Score
Delivering parity of esteem is a complex objective and dependent on a whole system approach to
commissioning and prioritising mental health issues. There are programmes of work underway to deliver
quantifiable improvements in mental health provision for both adults and children; however these are
challenging long established ways of working.
The appetite score is because the approach being taken has inherent risk due to the nature of the change
required.

Internal Assurances
1. Regular reporting to the Mental Health Strategic Programme Group on a 6 weekly basis.
2. Monthly oversight of the national targets by the Integrated Governance Committee
3. Quarterly reporting to the Clinical Cabinet
4. Bi‐monthly reporting to the Dementia Strategy Board
5. Robust contract management in place to monitor activity and waiting lists

4.
5.
6.
7.
8.
9.
10.
11.

12.
13.
14.
15.
16.
17.

support sustainability by shifting the focus to prevention and early intervention.
Robust Mental Health Five Year Forward View Plan in place
Significant investment being made in mental health services as a result of the Mental Health Five
Year Forward View.
Programme of work in place to implement IAPT therapists into Long Term Condition Pathways.
Programme of work in place to increase awareness of dementia, improve the diagnosis rate and
ensure services are able to support people living with dementia.
Public Health Mental Health Plan in place to focus on prevention and early intervention
Crisis Care Concordat Plan in place to improve outcomes for people experiencing mental health
crisis
Future in Mind Transformation Plan in place to improve outcomes for children and young people
West Yorkshire STP Programme established to; reduce Mental Health in‐patient admissions,
eliminate all out‐of‐area mental health acute placements, reduce unnecessary attendance at A&E
for crisis episodes, reduce all inappropriate emergency service responses, reduce Mental Health Act
detention in Police Cells and reduce number of suicides.
Programme of work in place to deliver the new access and waiting time standards for Children and
Young People Eating Disorders.
Suicide prevention programme in place which aims to reduce suicides by targeting mental health
stigma in key risk groups and supporting early intervention.
Understanding mental health needs through detailed local intelligence about mental health
morbidity.
Tackling social isolation and improving resilience through a new social well‐being service and small
grant VCS fund.
Improving mental well‐being via lifestyle interventions delivered by public health services
National CQUINs scheme focusing on integration of physical and mental health

External Assurances
1. Reporting to HWB on progress of implementing the Crisis Care Concordat action plan on a 6 monthly
basis
2. National publication of the Mental Health Dashboard as part of the CCG Improvement & Assessment
Framework
3. NHS England Assurance Meetings held quarterly
4. Quarterly reporting to A&E Improvement Group

Gaps in controls
1. Lack of a robust economic evaluation to support the shift in investment.

Gaps in assurances
Member practice engagement and communication.

Actions from gaps in controls
1. Plans to be developed for each work stream including economic evaluation.

Link to risk register:
1057 – IAPT therapist training gap (score 16) now 10
757 CHC mental health reviews overdue (score 16)
1087 – inability to process referrals in 28 days (score 9)
1123 – unable to meet requirements regarding changes in police powers (score 4)
Actions from gaps in assurances
Formalise communications with Federations via the Network Chairs meeting.

Characteristic and Vision 3: Long Term Conditions
Vision: To improve the management and outcome of individuals with long term conditions
(NB Living well and beyond cancer is reflected under Vision 5:Cancer)
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children
X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
x
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
x
Organising ourselves to deliver for our patients
x
Lead Clinician: Dr Clive Harries, Governing Body Member
Threats against the achievement of the characteristic and vision:
•
Health related behaviours
•
Unemployment
•
Poor education
Lead Director: Pat Keane, Chief Operating Officer.
•
Wider determinants of health
•
Aging Population
•
Associated co‐morbidity
Lead Manager: Michala James, Senior Commissioning
•
Too much reliance on a medical model and not on a holistic approach to the individual
Manager
Evidenced by:
o The quality of life of carers (health status score) in Wakefield is below both the national and regional average.
Key Partners: Connecting Care, Public Health, Primary
o High predicted and actual rates of long term conditions and people living with more than 1 LTC
Care, CCG Planned Care Team
o Premature mortality from COPD is much higher in Wakefield
o Premature mortality from stroke is higher in Wakefield
o Premature mortality from coronary heart disease is higher in Wakefield
Risk Rating
Date last reviewed: January 2018
15
(likelihood x consequence)
Rationale for Current Score
Initial: 3x4 = 12
Previous: 3x4=12
10
The identification, management and outcome of individuals with long term conditions is complex
Current: 3x4=12
Risk Score
and involves system‐wide activity and transformation, as well as prevention. The development of
the long term conditions strategy is at an early stage and will require 3‐6 months to be embedded
Current Appetite: 2x4=8
5
Risk Appetite
followed by a period of time to deliver and evaluate progress.

0
Initial Nov‐16 Jul‐17 Jan‐18

Key controls in place

LTC care management is included in the Health and Wellbeing Plan for Wakefield recognising the
collaborative approach to prevention, early detection and management of LTC and the wide range of
determinants of health

Self‐Care strategy being delivered to ensure that people with LTC are supported to take responsibility for
self‐care

Patient Activation Measure (PAM) is being rolled out to the Live Well Service that measures how patients
are motivated to self‐manage their LTC. Working with the Wakefield Academy to develop training for
health coaches to assist those with low levels of self‐activation

Care planning in GP practices for patients with LTC as part of the WPPC contract (COPD, Asthma, Diabetes,
CKD, Heart Failure & End of Life)

Clinical pathways for LTC have been reviewed and included on OSCAR (Diabetes, respiratory, renal and
self‐care)

Commission community services to support LTC management and secondary prevention, i.e. Cardiac
Rehab service, PERT team

Developed multi‐disciplinary teams to underpin new models of care (Connecting Care, Care Home
Vanguard and MCP)

Structured diabetes education for patients with; Type 1: DICE ‐ Diabetes Insulin Carbohydrate Education;
and Type 2: DESMOND

Late visiting service pilots in GP practices for housebound patients requiring urgent home visits contribute
to management of LTC and admission avoidance

Long term condition commissioning and mental health commissioning coordinate to review opportunities
within Increasing Access to Psychological Therapies (IAPT)

Internal Assurances

Patient Activation Measure (PAM) assessments are monitored monthly and reported to New
Model Of Care (NMOC) Board and Connecting Care Executive (CCE). ‐ 62 initial assessments
carried out (July – Nov) reported monthly last reported 10/1/18.

Wakefield Practice Premium Contract care planning activity is reported quarterly to Probity
Committee. The target is 100% by the end of Q4. All practices are given monthly monitoring
reports which are discussed at Network Meetings. Care Planning is also on the agenda for the
annual practice visits but as it is an end of year target there is variance as many of the
practices concentrate on this area in the last quarter.

Care home vanguard, connecting care and Multi‐speciality Community Provider (MCP)
highlight reports are presented to NMOC Board on a monthly basis. Last reported 10/1/18,
o Over 65 cohort established as those most likely to benefit from interventions
o ‐Activity compared to 2016/17 baseline (April – October 2017): 5.4% reduction in
emergency admissions
o 2.3% reduction in ambulance conveyances
o 1.5% reduction in A&E attendances
o 1.2% increase in emergency bed days

A quarterly assurance framework is presented to NMOC Board on Ambulatory Hospital
Admissions as above.

Diabetes education activity is reported to the contract management meeting on a quarterly
basis, referrals are still high but the numbers who have attended the programme are lower
due to staffing issues earlier in the year. The Type 1 education activity has improved since
changing to the DICE programme.
External Assurances

Monthly reports are submitted to and quarterly meetings are held with NHS England regarding
the Vanguards finishing in April 2018.

Annual submission of LTC registers by GP practices to NHS England

NHSE have developed an dashboard for the Treatment and Care Transformation programme
and diabetes education activity is reported


Gaps in controls
1. CCG does not have a formal Long Term Conditions Strategy that defines the scope and priorities for the
population
2. CCG does not have a single dashboard to monitor long term conditions and a single reporting governance
process. Data is being collected and reported to various committees and there is a lack of understanding
over what data is missing.
3. There isn’t a clear understanding of the population with multiple co‐morbidities or consistent
management of these.
Actions from gaps in controls
1. A steering group has been established, led by Clive Harries, to develop a Long Term Conditions strategy in
partnership with Wakefield Council public health. A dashboard and governance arrangements to be included
as part of the strategy. The initial meeting of the group was held on 9 January 2018.

All practices submit data to the National Diabetes Audit submissions have been increased to
six monthly for 2018 2019 and will increase to quarterly
Gaps in assurances

No single governance / reporting process for LTC to Governing Body

There is no formal CCG sign off of the LTC registers from GP practices to NHS England

Link to risk register
None identified
Actions from gaps in assurances
1. Regional and local Acute Strategy
2. Regional and local Cancer Strategy
3. Terms of reference of the new assurance framework for planned care will remain under
ongoing review.

Characteristic and Vision 4: Frailty – healthy, resilient older people, living dignified lives into older age
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Threats against the achievement of the characteristic and vision:
•
Increase in injuries from falls in people aged over 65 and over per 100,000 population
•
Higher number of emergency bed days per 1,000 population
•
Delayed Transfers of Care
•
Higher than average admission to care homes
•
85+ have three or more complex conditions
•
Social isolation
Risk Rating
(likelihood x consequence)
Initial: 3x3 = 9
Previous: 2x3 = 6
Current: 2x4=4

8
Risk Score

4
Risk Appetite
Previous:1x3 = 3
Current: 1x2=2

2
0

Lead Clinician: Dr Ann Carroll
Lead Director:
Melanie Brown, Programme Commissioning Director –
Integrated Care
Lead Manager: Martin Smith, Programme Manager,
Commissioning Strategy & Integrated Care and
Lesley Calver, Senior Project Manager
Date last reviewed: December 2017

10
6

Organising ourselves to deliver for our patients

Risk
Appetite

Key controls in place
1. Care Homes Vanguard model working with 27 care homes across the district to support the
reduction in admission to hospital
2. Investment in Voluntary Sector Services to address social isolation eg support to carers or
community solutions to support vulnerable older people
3. Transformation of the Integrated Community Equipment Services (ICES) including new IT
ordering system to support the reduction of delayed transfers of care by speeding up the
process.
4. Developing a longitudinal research programme with one network using surgery by surgery
Electronic Frailty Index (EFI) reporting. (Discussed in December 2017 Frailty Steering Group).
5. Public Health has commissioned a provision of a falls exercise programme with referrals
from MY Therapy.
6. Work continues with key partners to promote home safety utilising updated local Staying

Rationale for Current Score
Wakefield Connecting Care is particularly proud of its integrated care work and rightly so with national recognition
for the Connecting Care programme and integration of health and social care for adults and older people.
The current score reflect progress against the controls and the results from the independent evaluation of around
one thousand staff, carers and patient feedback which highlighted a positive experience.
It recognises that through Wakefield’s Accountable Care Partnership, more can be done to support older people
for example through the Dementia Pathway review.

Internal Assurances
1. Monthly assurance framework for New Models of Care Board for care home vanguard and MCP vanguard,
including highlight reports
2. Regular reporting to the Connecting Care Executive receive quarterly performance report on Better Care Fund
looking at emergency admission (December 2018).
3. Connecting Care Health and Social Care Partnership six monthly update on social cohesion and frailty for Age
UK.
4. Robust contract management in place to monitor activity (monthly).
5. Probity Committee receive a report regarding progress against care plans every quarter under WPPC contract,
including management of long term conditions.
6. Governing Body held every 2 months. In July a session delivered by Age UK regarding progress with frailty.
7. A&E Improvement Group (quarterly) has oversight of the delayed transfers of care.

Steady resources to support our reduction in falls in care homes.
Airedale Telehealth Model is available to support people in care homes to avoid admission
to hospital.
8. Frailty Induction Model for all Connecting Care partners in place.
9. Red Bag scheme rolled out to all care homes as part of the hospitals transfer pathway.
10. Care coordinator in connecting care hubs to support patients who are 85+ with complex
conditions and to reduce the number of bed days per 1000 patient.
11. Wakefield Bed State Tool – a live system which tells the number of available care home
beds – to limit delayed transfers of care.

External Assurances
1. Frailty Strategy Group developing new members and an agreed action plan for 2018/19.
2. Adult Social Care Outcomes Framework (quarterly).
3. Patient Engagements from Healthwatch (quarterly).
4. Update to Overview and Scrutiny Committee as required (meets every 2 months)
5. Health and Wellbeing Board receives an update every six weeks on Connecting Care work programme.

Gaps in controls
1. Working towards the standard application of risk stratification in general practice.
2. Airedale Telehealth Model is only in 3 care homes currently and is to be expanded in 2018.

Gaps in assurances

7.

None identified

Link to risk register
74‐ BI data accuracy and timely reporting (scoring 6)
Actions from gaps in controls
1. Risk stratification in general practice supported via the Alliance Agreement and the virtual
MCP (target of full usage by Q2 2018/19).
2. Work programme underway to develop self ‐care strategy in development, including the use
of technology to help people in their own homes, following work in September 2017.

Actions from gaps in assurances
None identified

Characteristic and Vision 5: Cancer
Vision: To assure effective prevention and early presentation associated with cancer. To support people living with and beyond cancer.
(NB the diagnostic pathway is reflected in Vision 8: NHS Constitutional Targets. Vision 3: Long Term Conditions, also impacts in this Vision)
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants

x

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

Threats against the achievement of the characteristic and vision:
•
Lower than average rate of people with an urgent GP referral receiving a definitive treatment for cancer within 62 days of referral
•
Lower than average one year survival rate from all cancers, this is a particular challenge for lung cancers.
•
Mining legacy and air pollution
•
Late presentation to GP has a significant impact on outcome
•
Lifestyle choices
•
The inability to have new investment in the cancer strategy
Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 3x4 = 12
Current: 3x4 = 12
Appetite: 2x4 = 8

x
Lead Clinician: Dr Abdul Mustafa, Clinical Lead
Lead Director: Pat Keane, Chief Operating Officer.
Lead Manager: Michelle Ashbridge, Commissioning
Manager

Date last reviewed: January 2018

30
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Rationale for Current Score

Risk Score
Risk Appetite

Key controls in place
1. CCG is committed to delivering the new NHS national cancer strategy – 6 key elements, through being part of the
West Yorkshire Cancer Alliance who are overseeing and coordinating the response to the National Cancer
Strategy, and locally through being part of the Mid Yorkshire Hospitals Cancer Board.
2. The approved local strategy was provided to Cancer Alliance in June 2017.
3. Local work streams have commenced to focus on prevention and early diagnosis of cancer and living with and
beyond cancer. Early Diagnosis of Cancer Group operates across from Calderdale, North Kirklees and Wakefield.
4. The WY Research and development team (aligned to the West Yorkshire Cancer Alliance) to continue to work on
behalf of all CCGs contributing to several cancer research studies with the aim of increasing the efficiency of the
cancer diagnosis process. In addition they have a strong collaborative relationship with the Academic Unit of
Palliative Care at Leeds University.
5. Mid Yorkshire Hospital NHS Trust Contract in place to ensure delivery of NHS Constitution Cancer Standards.

The CCG and Public Health work closely to engage with communities but relies on patients
to present early.
The CCG continues to work with MYHT to develop the availability of timely data.

Internal Assurances
1. Local Strategy to be signed off by MYHT Cancer Board and North Kirklees and
Wakefield Cancer Locality Group and presented to Board in March 2018.
2. Agreed metrics with Public Health relating to smoking. Monitored through
specification of smoking cessation service.
3. Regular review of the data contained in the local cancer dashboard.
4. Reports from the Cancer Alliance and Healthy Futures Programme are provided to
Clinical Cabinet on behalf of Governing Body when received. Minutes of Clinical
Cabinet are presented at Governing Body.
5. Mid Yorkshire Cancer Board monitors the delivery of the standard on behalf of MYHT –
the 62 day cancer target is one of the key priorities for the Executive Quality Board and
Executive Contracting Board. Identifying an increase in the percentage of people with

6.

Trust wide Cancer Waiting Time recovery action plan receiving weekly reviewed and updated by the Trust Lead
Cancer Management Team.
As part of the Wakefield Premium Practice Contract,(until 31 March 2018) all GP practices undertake significant
event audits for every patient diagnosed with a new cancer which did not arise from a timely 2 week wait referral
or national screening programme. The overall aim being to reduce the number of patients presenting as an
emergency with a new cancer diagnosis. This will be reviewed during Quarter 4, as part of the new Premium
Contract from 1 April 2018.

6.

7.

an urgent GP referral who have had a first definitive treatment for all cancers within
62 days.
There is an Early Diagnosis of Cancer Group with key stakeholders from Calderdale,
North Kirklees and Wakefield; the purpose being to provide a forum to discuss and
develop plans to support and improve the early diagnosis of cancer. An
implementation plan has been drafted. Six weekly meeting.
National Quality Surveillance Programme (formally known as Cancer Peer Review)
process in place. Action plans are produced as part of the surveillance programme and
are approved by the Local Cancer Board and the National Quality Surveillance Team.

External Assurances
1. Wakefield CCG and MYHT are involved in the South Yorkshire Living with and Beyond
Cancer (LWABC) Programme (Phase 3). The programme supports local
implementation; multi‐disciplinary teams working locally to develop the plans which
work for local patients, carers and communities. The overall aim of the programme is
to enable every adult living with breast, colorectal or prostate cancer (in the eight CCG
areas involved) to have access to the LWABC model of care from diagnosis onwards by
2020. The next stage is planned to include advanced cancer and people requiring
palliative and end of life care.
2. The CCG is working in partnership with the Cancer Research UK (CRUK) Facilitator on
Earlier Diagnosis initiatives.
3. National Quality Surveillance Programme (formally known as Cancer Peer Review)
process in place. Action plans are produced as part of the surveillance programme and
are approved by the Local Cancer Board and the National Quality Surveillance Team.
Gaps in controls
1. Reduction in smoking remains above national average and a local challenge
2. Level of engagement with primary care.
3. Cancer Dashboard – providing timely data on key metrics (in line with the National Cancer Dashboard), to enable
benchmarking.
Actions from gaps in controls
1. Reiterate to Providers that they are contractually responsible for ensuring Every Contact Counts
2. Engagement with GP Network Chairs.
3. Ongoing discussions with West Yorkshire and Harrogate Cancer Alliance colleagues with regard to timely data.
4. Smoking Cessation Service targeting high risk groups such as pregnant women, deprived areas, routine manual
workers, people with learning difficulties etc.
5. Supporting Trading Standards to take elicit tobacco off the streets
6. Breath 2025 campaign to encourage a smoke‐free generation
7. Smoke free play‐parks being established to de‐normalise smoking in public places

Gaps in assurances
The cancer Alliance Dashboard metrics are not up to date which limits the benefits of local
benchmarking
Link to risk register
621 – failure to meet 62 day cancer referral to treatment target (score 6)
Actions from gaps in assurances
To work with MYHT to develop local staging data which can be shared with clinicians in
primary care

Characteristic and Vision 6: Access to the highest quality Urgent and Emergency Care
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
x
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Threats against the achievement of the characteristic and vision:

Demand for emergency and urgent care services is rising.

Increase in ageing population

Complexity of healthcare need and comorbidities

Patient expectation to be seen ASAP

Patient flow across the health and social care system.

Non‐achievement of constitutional targets regarding 4 hour A&E

Non‐achievement of constitutional targets regarding 8 mins red ambulance response

Inability to maintain system resilience

Delivering within the financial envelope
Risk Rating
(likelihood x consequence)

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Lead Director: Pat Keane, Chief Operating Officer
Lead Manager: Jenny Beckett, Urgent Care Transformation
Lead

Date last reviewed: December 2017

Appetite: 2x4 = 8

20
15
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5

x

Organising ourselves to deliver for our patients
Lead Clinician: Dr Adam Sheppard, Assistant Clinical Chair

25

(likelihood x consequence)
Initial: 3x4 = 12
Previous: 3x4 = 12
Current: 4x4 = 16

x

Risk Score

Rationale for Current Score
A&E 4 hours constitutional target, Ambulance targets and LCD out of hours targets are not
currently being met. Plans are in place for winter 2017/18 and transformational improvement
plan joining health and social care is being enacted to support system wide patient flow
improvements.

Risk Appetite

0
.
Key controls in place
1.

2.
3.
4.
5.

Yorkshire and Humber Integrated Urgent and Emergency Care Design and Delivery Programme Board
coordinate the regional response to the national integrated urgent care service specification and coordinate the
commissioning of the clinical advisory service and increase the number of calls being triaged.
Improving urgent care access via embedding GP Care Wakefield service into the Integrated Urgent Care model.
A&E Improvement Plan in place to improved patient flow
Winter plan for 2017/18 in place and being actioned.
Implementation of a Primary Care Streaming Service co‐located to Pinderfields ED (In line with National
Requirements by October 2017 and now ongoing)

Internal Assurances
1. A&E Improvement Board meetings monthly receive reports from system‐wide partners.
Minutes are shared with the Integrated Governance Committee (IGC). IGC minutes are
shared with the Governing Body.
2. System oversight and assurance executive established meetings quarterly and receive
the A&E Improvement plan and performance
3. MYHT Executive Contract Board meets monthly and receive data including trajectories
and activity reports as well as hot topics and deep dives
4. Executive Quality Board meets monthly to review quality of service, staffing, A&E
performance etc

6.
7.
8.

Further developing Walk In services to allow equitable access across the district.
Mobilisation of urgent treatment centre (UTC) in the east of the district, developing a new offer for Pontefract,
in line with National Service Specification
Maturity of ambulatory care pathway delivering responsive urgent care not requiring hospital admission

5.

6.
7.

Regular discussion at Integrated Governance Committee including deep dives. Review
constitutional targets and have update from Contract Boards. Receive regular contract
and quality performance report with issues from any provider. (IQP report)
YAS contract management board
999/111 Joint Quality Board meet quarterly

External Assurances
1. West Yorkshire and Harrogate STP meet monthly. Strategic transformation group which
oversees by exception. Chaired By Dr Sheppard
2. NHS England Assurance meetings detailing performance outcomes. Quarterly
3. NHSE & NHSI monthly reports regarding winter plan and include ad hoc reporting over
winter
4. YAS Joint Strategic Commissioning Board manages strategic alignment of YAS as a
provider across Yorkshire and Humber region. Updates from contract management
boards, updates on performance, quality, trajectories etc. Transformational discussions
for future provision.
Gaps in controls
1. Emergency Care Improvement Programme (ECIP) have reviewed ambulatory emergency care and
recommended implementation of a joint AEC forum. Action plan being developed
2. Reduce the number of patients that are in acute beds that require ongoing social support through the system
response meetings.

Gaps in assurances
None
Link to risk register
758 – A&E 4hr waiting time (score 16)
426 – YAS red target (score 15)
880 – 12 hour A&E breach (score 9)
1013 – Quality and sustainability (score 6)
323 – LCD not meeting contractual KPIs (score 12)

Actions from gaps in controls
1. Working Group with MYHT to set up forum for Ambulatory Emergency Care and agree service improvement
plan
2. System response meeting chaired by Andrew Balchin, Corporate Director – Adult Health and Communities,
Wakefield Council

Actions from gaps in assurances
None

Characteristic and Vision 7: To ensure Specialised Commissioning addresses the local needs of the Wakefield population
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

x

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

x

Initial
Jun‐14
Feb‐15
Sep‐15
Feb‐16
Nov‐16
Jul‐17
Jan‐18

Collective prevention resource across the health and social care sector and wider social
x
x
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:
Lead Clinician: Dependent on the Specialty/Specialised
Service

Increasing demand for specialised services which impact on all of our biggest killers – cancer and vascular disease

Increase in children & young people population, coupled with >65 will be key demographic drivers with impact on neonatal specialist services,
Lead Director: Pat Keane, Chief Operating Officer
CAMHS & place based STP priorities linked to long term conditions e.g. cardio vascular disease & cancer

The region is more deprived than England with important sub‐geography differences & impact on patient flows & sustainability
Lead Manager: Linda Driver, Head of Service

The ethnically diverse population of West Yorkshire may also impact on specialised services
Development and Transformation, NHS Wakefield CCG.

Population health risk factors in Wakefield are worse than England average with scope to look at whole pathway approaches where the
greatest benefit can be gained

Variation exists in costs, quality and outcomes across the region

Workforce sustainability challenges
Risk Rating
Date last reviewed: January 2018
20
(likelihood x consequence)
Rationale for Current Score
Initial: 4x4 = 16
10
Mechanisms in place (key controls section refers.) Assurance is at target, subject to further review
Risk
Score
Previous: 2x4 = 8
throughout 2017/18.
0
Current: 2x4 = 8
Risk Appetite
No concerns raised from commissioning managers.
Entry to remain live for monitoring at the request of Integrated Governance Committee 17 August
Appetite: 2x4 = 8
2017 and ratified at 19 September 2017 Governing Body
Key controls in place
NHS England remains accountable for commissioning all specialised services. A number of mechanisms are in
place to ensure a focused approach across whole system, services and care pathways for example:
1. Within the West Yorkshire and Harrogate Sustainability Transformation Plan (STP) a number of delivery
areas are focussing upon specialised services e.g. Vascular, with collaborative work taking place between
NHS England (NHSE), Clinical Commissioning Groups (CCGs), Hospitals and community service providers
and other key stakeholders, in line with the commissioning cycle;
2. Specialised service outputs related to the agreed Joint Committee of CCG’s work‐plan for 17/18 are
shared with Joint Committee of CCG members and inform cascade and further discussion with CCG’s and
key STP stakeholders as appropriate; and
3. NHS Wakefield CCG specialised services commissioning lead attends the NHS England Specialised Services
Oversight Group (SCOG), West Yorkshire and Harrogate Specialised Services Group and Joint Committee
of CCG’s meetings. Information is cascaded to the appropriate NHS Wakefield CCG commissioning leads

Internal Assurances
1. The CCG has a Specialised Services Commissioning Lead manager in place with accountability
for oversight and cascade of specialist service information which may require action at local
level;
2. Monitoring of specialist commissioning expenditure and agreed metrics;
3. The specialised services commissioning manager cascades relevant issues to the appropriate
CCG commissioning lead, to enable them to report to relevant NHS Wakefield CCG forums e.g.
Clinical Cabinet, Integrated Governance Committee, Governing Body and Contract
Management Groups as appropriate;
4. Regular discussion with CCG Contract and Finance leads; and
5. Regular updates to Lead Director and Director of Finance and reporting by exception as
required.

(clinical and non‐clinical) and to the strategic commissioning lead so that it can be reflected in place‐
based plans and Health and Wellbeing strategy and plans as appropriate.

Gaps in controls
None identified at this stage however this will be subject to ongoing review during 2017/18.

Actions from gaps in controls
SCOG meeting to be held in January 2018 to plan for 2018/19 and to review representation for future. This will
lead to an action plan for CCG

External Assurances
1. NHS England remains accountable for commissioning of specialised services and provides
regular updates and monitoring reports for cascade.
Gaps in assurances
None identified.
Link to risk register
791 – Neuroscience services (score 10) – (to demonstrate mechanisms in place to understand inter‐
dependencies /risks between services)
Actions from gaps in assurances
None identified at this stage however this will be subject to ongoing review during 2017/18.

Characteristic and Vision 8: To ensure compliance with NHS Constitution targets associated with 18 week RTT, A&E waiting times and 62 day cancer targets
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:

18 week Referral to Treatment Times (RTT) are inconsistent across outpatient specialities. In some performance against the 92% incomplete
standard is being achieved, and for some it is not.

Performance against the A&E waiting time standard of 95% has been challenging

Performance against the cancer waiting time standard of maximum 62 days from urgent GP referral to first definitive treatment remains
inconsistent (see Cancer objective in Vision 5 ‐ includes work programmes which will also have an impact on performance)

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 4x4 = 16
Current: 5x4 = 20

Date last reviewed: January 2018
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Appetite: 3x3 = 9

10

Risk Score
Risk Appetite

5

x
Lead Clinicians: Dr Clive Harries, Clinical Lead
Dr Adam Sheppard, Assistant Clinical Chair
Dr Abdul Mustafa, Clinical Lead
Lead Director:
Pat Keane, Chief Operating Officer (18 week RTT & Cancer)
Lead Manager:
Simon Rowe, Outpatient and analytics Lead
Jenny Beckett , Urgent Care Programme Lead
Michelle Ashbridge, Cancer Lead

Rationale for Current Score
There is a risk that MYHT will fail to meet the required standard for Incomplete 18
week Referral to Treatment, which would result in the CCG failing to deliver the STF
trajectory and NHS Constitutional standard. Despite an ongoing reduction in size of
the waiting list at MYHT, and a reduction in the number of long waiters (+ 35 weeks),
there has not yet been a corresponding improvement in performance against the
92% standard for incomplete treatment Operational performance at MYHT has had
an adverse impact on the quality of care and patient experience. Performance at the
end of May 2017 for the CCG was 84.9% and 81.1% for MYHT. The target is 92% for
the end of March 2018.

0
Performance against the A&E waiting time standard continues to show inconsistent
signs of improvement. Reasons for low performance levels continue to be multi‐
faceted and strongly linked to reduced patient flow through the Trust, which causes
overcrowding and pressure in A&E. Winter pressures are significantly impacting on
achievement of this target.

Wakefield CCG and MYHT performance against the cancer waiting time
standard of a 62 day wait from urgent GP referral continues to be challenging
and is consistently below the 85% target. There are a number of tumour sites which
consistently fail to deliver performance, the main reasons being shortfalls in capacity,
diagnostic delays and shared pathways with LTHT. Performance at the end of
November 2017 for the CCG was 79.4% and 84.6% for MYHT.

Key Controls in Place
Planned Care Implementation Group Programme overseeing:
1. Collective ways of managing demand between primary and secondary care;
2. Collective ways of managing hospital waiting list size between primary and secondary care;
3. The impact of the group’s interventions on waiting times;
4. The prioritisation of interventions to improve 18 week RTT performance; and
5. Collective ways of managing the impact of the growth for non‐urgent, non‐cancer referrals from primary care.
A&E Implementation Group Programme overseeing:
1. Collective ways of implementing alternatives to non‐elective admission;
2. Collective ways of managing winter pressures; and
3. Collective ways of managing A&E demand differently, which involve primary and secondary care clinicians.
West Yorkshire and Harrogate Cancer Alliance overseeing:
1. Supporting performance through the delivery of improvement plans and transformation e.g. MYHT Cancer Imaging
Hub. However, they do not routinely get waiting time information;
2. North Kirklees and Wakefield Cancer Locality Group;
3. Receiving quarterly performance information relating to the cancer waiting times and making recommendations to
the CCG Contracting Boards when information shows significant performance variance; and
4. Identifying and prioritising gaps in cancer service provision and supporting the development of cancer services in line
with national and local policy/guidance with key stakeholders i.e. NHS England, Public Health etc.
Mid Yorkshire Cancer Board overseeing:
1. Local performance and improvement (operating as a Trust Board subcommittee), and linking with the wider health
economy.
2. Planning and leading Trust‐level delivery of all aspects of care, service delivery and innovation, linked to regional and
national strategy.

It is proposed that the current score is increased to 20, noting that political
intervention may change what performance levels need to be met locally and given
that there is almost certainty that the targets will not be achieved. Further, the
relationship between performance improvement and the potential for increased
financial expenditure is noted.
Internal Assurances
1. Reduction in waiting list size at MYHT and reduction in long waiters (+35weeks)
2. Monthly Integrated Quality & Performance (IQP) report, details key
performance, activity and quality data and actions to address performance
issues. IQP presented to Integrated Governance Committee (IGC) monthly and
summary to Governing Body.
3. Contract Monitoring Group (CMG) and Executive Contract Board (ECB) monitor
performance at MYHT and related exception reports are internally escalated
through the IQP report, which goes to IGC.
4. A&E Improvement Board at MYHT fortnightly
5. Planned Care Improvement Group (PCIG) fortnightly.
6. Standing agenda items on both of the above groups to monitor performance,
and escalate to contracting groups where necessary.
7. Executive Improvement Board for MYHT – two of the priorities are 18 weeks
RTT and A&E.
8. Commencement of a weekly ‘walk the wall’ process to monitor overall
performance and to agree and implement the actions necessary to improve
performance.
9. Monitoring of GP referral trends through a developed ‘referral dashboard’
10. Monitoring of referrals, waiting list size and the number of Appointment Slot
Issues, through a MYHT dashboard
11. Cancer Locality Group escalates any issues of significance to the Planned Care
Improvement Group.
12. Reports from the Cancer Alliance and Healthy Futures Programme are provided
to Clinical Cabinet (last reports received in December 2017) on behalf of
Governing Body when received. Minutes of Clinical Cabinet are presented at
Governing Body.
External Assurances
1. A system wide executive level A&E Improvement Group meets fortnightly
2. A system wide Planned Care Improvement Group meets fortnightly
3. Standing agenda items on both of the above groups – informed by routinely
available dashboards ‐ to monitor performance, and escalate to contracting
groups where necessary
4. NHSE/NHSI assurance meetings.

Characteristic and Vision 9: Commissioning quality care and holding providers to account for providing care that is safe, effective and promotes a positive patient experience
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:

Risk of commissioning poor quality care and unsafe services due to inadequate safety controls, and care non‐compliant with evidence based best guidance

Risk of avoidable harm to patients and poor patient experience

Lack of dignity and respect resulting in patient harm, and poor quality of care and outcomes for patients

Risks of reduction in availability of NHS funded care home provision

Risk Score
Jan‐18

Jul‐17

Nov‐16

Feb‐16

Feb‐15

Aug‐15

Risk Appetite
Jun‐14

Previous Appetite: 2x4=8
Appetite: 3x4 = 12

Date last reviewed: January 2018
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Risk Rating
(likelihood x consequence)
Initial: 4x4 = 16
Previous 3x4 = 12
Current: 3x4 = 12

x
Lead Clinician: Dr Phillip Earnshaw
Lead Director:
Jo Pollard, Chief of Service Delivery and
Quality
Lead Manager: Laura Elliott, Head of
Quality and Engagement

Key Controls in Place
Contractual
1. NHS standard contract used for all providers includes national and local quality requirements and
CQUINS, including independent providers and care homes.
2. Quality domain included in GP Wakefield premium practice contract
Quality surveillance
3. CCG Patient Safety Walkabouts or equivalent in commissioned services (eg MYHT monthly)
4. PerfectWard® visits to care homes
5. NHSE quality review process – adapted for Primary Care providers (Quality Risk Profile for MYHT (Jan
2017) and Eastmoor (June 2017).
6. Quarterly meetings with CQC and Healthwatch.
Quality improvement
7. Additional capacity within quality team to support improving quality of primary care and care homes.
8. Monitoring areas of risk at MYHT through commissioner representation on key improvement groups.
9. Integrated Impact Assessment (IIA) process to assess and mitigate any clinical quality and patient safety
impacts on commissioning decisions (used for internal recovery schemes)
10. Rapid Quality Impact Review process established for system recovery schemes with specific gateways
and Star Chamber recommendations to CCG Governing Body.
Transformation

Rationale for Current Score
Score: Robust quality assurance arrangements in place for all providers. The Care Quality
Commission has rated our main acute and community provider – MYHT ‐ as ‘requires improvement’.
SWYPFT and YAS are rated as ‘good’. 1 GP practice has been rated as ‘inadequate’ with all others
‘good’ or ‘outstanding’.
Appetite: The appetite score has been increased to reflect the increasingly challenging environment
for providers in relation to finance, demand and capacity.
Internal Assurances
1. Executive Quality Boards for main providers:
2. Monthly Integrated Quality & Performance (IQP) report presented to Integrated Governance
Committee (IGC) monthly and summary to Governing Body.
3. CQC Inspection for safeguarding and Looked After Children report – completed action plan
confirmed at IGC (November 2017)
4. Quality Board, Quality Intelligence Group and Public Involvement and Patient Experience
Committee (PIPEC) minutes submitted to IGC (monthly)

External Assurances
1. Enhanced surveillance of providers (MYHT and Eastmoor) with regulators.
2. West Yorkshire Quality Surveillance Group Provider Surveillance Report (two monthly)
3. CQC Inspection reports – MYHT, YAS, SWYPFT, GP practices. 37/38 GP practices rated as Good
or Outstanding (as at December 2017).
4. CQC Inspection report for Safeguarding and Looked After Children
5. Internal audit reports show ‘significant assurance ‐ Patient safety and experience (July 2017),
Contract Management (CQUINs) (September 2017)
6. Wakefield CCG case study in CQC Joint framework: Commissioning and regulating together

11. Star Chamber process quality assured each phase of acute hospital reconfiguration (AHR) prior to
implementation. Final phase implemented – September 2017.

Gaps in controls
1. Implementation of improvements identified from CQC Inspection for providers rated as Requires
Improvement or Inadequate
2. Limited provider quality assurance for Independent Providers (contracts held by a non‐NHS provider and
NHS run services where Wakefield CCG do not hold the contract)
3. Lack of contract levers where Wakefield CCG does not hold the contract (eg National AQPs)

Actions from gaps in controls
1. Monitor implementation of CQC action plans through quality board meetings (ongoing)
2. Strengthen quality assurance process for independent providers (in addition to CQUIN scheme)

document (Jan 2018)

Gaps in assurances
1. Ongoing assurance work through A&E and Planned Care Improvement Groups
2. Impact of Acute Hospital Reconfiguration on quality and safety of patient care and treatment.
3. Robust quality assurance for GP contracts
Link to risk register
529 – MYHT CQC (score 8)
686 ‐ risk of pressure ulcer (score 12)
1003 – clinical risk RTT/18 weeks (score 12)
773 – delays in treatment of hip fractures (score 9)
862 – health care associated infections (score 9)
1002 – clinical risk ED waits (score 12)
Actions from gaps in assurances.
1. A&E and Planned Care Improvement Groups will report into new Joint Acute Commissioning
Working Group (Jan 2018)
2. Evaluation of Acute Hospital Reconfiguration to be presented to CCG Governing Body (April
2018)

Characteristic and Vision 10: Delivering the GP Forward View to transform Primary Care to ensure future sustainability
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care

x

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children

X

A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Organising ourselves to deliver for our patients
Threats against the achievement of the characteristic and vision:
Primary Care faces the challenges of:

increasing population and population needs

increasing demand for service

increasing complexity of the problems presented due to age and co‐morbidity

constrained/reduced resources (inadequate funding, increasing workforce shortages and underdeveloped alternatives to traditional models of
care)

existing values, cultures and beliefs of the workforce
Risk Rating
(likelihood x consequence)
Initial: 4 x 4=16
Previous: 4x4 = 16
Current: 3 x 4 = 12
Appetite: 2 x 4 = 8

x
Lead Clinician: Dr Pravin Jayakumar
Lead Director: Melanie Brown, Programme Commissioning
Director Integrated Care
Lead Manager: Chris Skelton, Head of Primary Care Co
Commissioning

Date identified: December 2017

20

Rationale for Current Score
Significant progress has been made in a number of areas however a several Practices are
currently struggling and therefore the score has reduced but it still remains a risk

15
10
5
0

Risk Score
Risk Appetite

Key Controls in Place
1. Development of the Wakefield General Practice Workforce Development Academy and the Connecting Care
Workforce Programme
2. TARGET sessions, district and network level. Membership Session 7 December reviewed schemes implemented
with membership
3. Alliance agreement signed across all GP Federations and with key partners in Wakefield. August 2017.
4. Conexus Development across all federations to create a Confederation. October 2017
5. Local contracting arrangements in place with practices which address access, joint working and effectiveness
6. Online resource to support clinical decision making ‐OSCAR – Online Support and Clinical Advice Recourse and
Referral Support System go live early 2018
7. Personalised Integrated Care Files are now available on SystmOne for GPs to refer into the Connecting Care Hubs
with effect from 4 December 2017

Internal Assurances
1. Engagement and consultation with Primary Care – at membership sessions summer and
December 2017
2. Probity Committee updates on a quarterly basis – next update due January 2018
3. Mentors and ATP training practices – General Practice workforce strategy presented at
New Models of Care Board on 6 December 2017. Minutes go to Health and Wellbeing
Board, and New Models of care papers are published on Skyline.
4. Care Navigation training delivered in Primary Care
5. Key learning and action plans from Target sessions shared and presented at ET quarterly.
6. Reports to Clinical Cabinet as appropriate – eg Care Home models discussed at Clinical
Cabinet November 2017

External Assurances
1. Wakefield Primary Care and CCG are members of the West Yorkshire Primary Care (GP)
Workforce Reference Group
2. General Practices receive CQC ratings of good or outstanding
3. Overview and Scrutiny Committee will receive update in January 2018 regarding resilience
of General Practice
4. Briefing to elected members at Wakefield Council on key areas of development, including
General Practice in September 2017
Gaps in controls
1. Revising the skill mix and increasing the training capacity for the new workforce which these changes will require
across organisations to provide integrated care
2. Pooling resources, including estates and staff, with other care providers in order to maximise efficiency and
resilience
3. Using digital technology to provide information, advice and care navigation in order to improve access to
appropriate care.
4. Establishing sharing of care plans and patient notes.
5. Local Estates Forum to ensure forward thinking planning around estates and primary and community care access.

Actions from gaps in controls
1. Funding requested for development of the Primary Care Training Academy via MCP submission. Expected
outcome for Quarter 4 allocation by end January 2018.
2. New Models of Care Board will consider a sustainability paper re primary care training academy for 2018/19 on
10 January 2018.
3. Consultation and engagement with the LMC and General Practices regarding implementation of GP forward view
continues through Target, membership and LMC meetings.

Gaps in assurances
None identified
Link to risk register
923 – Maybush Medical Centre (scoring 16)
793 – Eastmoor Medical Centre (scoring 9)
302 ‐ CCG will not perform well as a membership organisation (scoring 8)

Actions from gaps in assurances
None identified

Characteristic and Vision 11: Transforming to become a sustainable financial economy
CCG Objectives
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners
Expanded Health and Wellbeing board membership to represent wider determinants
Threats against the achievement of the key element:
•
Risk of unmitigated growth and demand in the existing system
•
Risk of efficiency challenge being greater than deliverable through existing approaches
•
Risk of funding for policy impact affecting system resources eg tariff policy change
•
Risk that current planning assumptions change due to current pace of development
•
Risk of transformation not happening to planned pace and scale
•
Risk of system recovery as a whole process across partner organisations
•
Risk of existing contracting mechanisms not being fit for purpose
Risk Rating
25
(likelihood x consequence)
20
Initial: 4x4 = 16
15
Previous 5x4 = 20
10
Current: 5x4 = 20
Appetite: 2x4 = 8

5
0

A strong ambitious co‐owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial economy

x

Organising ourselves to deliver for our patients
Lead Clinician: Dr Phillip Earnshaw, CCG Chair
Lead Director: Andrew Pepper, Chief Finance Officer
Lead Manager: Karen Parkin, Associate Director of Finance

Date of last review: January 2018
Rationale for Current Score

Risk Score
Risk Appetite

Key controls in place
1. Transformation work‐streams in place for planned care and urgent care supported by governance mechanisms,
including acute system‐wide recovery actions.
2. All Turnaround schemes are supported by Plans on a Page.
3. Turnaround approach to efficiency with improvements to reporting, tracking and delivery.
4. Established a fortnightly Finance Turnaround Committee to monitor and challenge performance
5. Weekly Better Value Group to drive internal turnaround performance
6. Additional external resource from Attain across MYHT partners and from Capita to provide an assurance role and
NECS to support turnaround delivery.
7. Aspiring towards a fully integrated model of accountable care for Wakefield and the Connecting Care Programme
focussed on wider system issues including BCF and reducing elective admissions; supported by a business case and
new governance structure.
8. Continuing to explore STP efficiencies at West Yorkshire, scale includes back office, acute collaboration, and other
delivery work‐streams.

The overall scale of challenge in the system is of a national scale; crystallising through
contracts and trading. CCG system has submitted a series of recovery plans to regulators.
CCG has declared a deficit position.

Internal Assurances
1. Financial reports to every meeting of the Governing Body provide assurances on
financial delivery and risk.
2. IGC receives assurance from the financial turnaround committee at each meeting.
3. Clinical Cabinet scrutinise and agree appropriate turnaround schemes. Minutes go to
Governing Body.
4. Audit Committee scrutinises and provides guidance on Internal Audit reports.
5. Annual Governance Statement is the Governing Body assessment of how well the
organisation is governed (May 2017)
6. Governing Body approve annual CCG financial budget prior to start of financial year.
(March)
7. Mid Yorkshire Executive Contract Board scrutinises contract performance and reports
into IGC.
8. Representation on the contract management boards for large contracts (eg YAS and

9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Delivery of Mental Health Investment Standard in line with National Requirements
Full budget management system with budgets and contracts in place; financial plan and risks and mitigations.
High quality routine financial reporting to Governing Body and Committees
Robust financial governance in place including scheme of delegation.
Regulators fully aware of key intelligence.
Submitted several iterations of the Acute System Recovery Plan to regulators (from October 2017 to January 2018)
Established a joint acute commissioning team with North Kirklees CCG (including joint reporting)
Contract challenges concluded with Mid Yorkshire Hospitals Trust
Developed long term financial plan
Star Chamber process undertaken November 2017 to assure system recovery schemes

Gaps in controls
1. Delivering all turnaround plans for 2017/18
2. System wide deliberation of treatment of acute‐overtrade
3. Agreement of a new contract form with Mid Yorkshire for 2018/19 to enable system wide financial recovery.
4. Extending acute system recovery and completion of QIPP plan for 18/19 schemes into detailed delivery
programmes.
5. Turnaround Director to be appointed
6. Development of 10 year financial model and service specification including new payment models and commercial
risk assessment for the ACO
7. Fortnightly system recovery programme management meeting to commence 16 January 2018
8. Investigate Pathway payments, including ambulatory emergency care
9. Potential Capacity and Capability review to be carried out in Quarter 4
10. Sepsis Challenge to be resolved nationally
11. Agree an acceptable and deliverable financial position with STP
12. Maturity of the joint acute commissioning team
Actions from Gaps in controls
1. Maintain organisational focus and governance on recovery actions
2. Complete the settlement and re‐ negotiation of MYHT contract
3. Continue to liaise with NHS England residual issues
4. Continued discussion at Executive Level on financial recovery and impact on the system as a whole versus individual
organisations; including identification areas for future review.
5. Continue to develop and embed the joint acute commissioning team
6. Continue to engage with national agenda re sepsis

SWYPFT)
External Assurances
1. CCG continues to use Shared Business Services (SBS) which has previously provided
appropriate assurance (annual).
2. NHS England has reviewed and challenged forecasting methodologies and risk
assessment through deep dive exercise undertaken in Sept and Oct 2017.
3. QIPP assessment undertaken by NECS in October 2017.
4. Unqualified External Audit Report including value for money assessment and regulatory
opinions (May 2017)
5. Head of Internal Audit opinion provides ‘significant assurance’ (May 2017)
6. Internal Audit financial systems (March 2017) and budgetary management (September
2016) provide ‘significant assurance’
7. Joint regulator meetings have assured the joint recovery system plans
8. NHS England quarterly assurance meetings have focused on finance.
9. STP finance plan refresh has been reviewed by NHS England
Gaps in assurances
1. Governing Body needs to review and agree the updated 2018/19 financial plan (March
2018)
2. NHS England/STP to review and agree the updated 2018/19 financial plan. In
consideration of new guidance and other STP wide control totals
3. Mid Yorkshire contract governance arrangements revisions to be implemented from 25
January 2018
4. External audit processes, eg interim audit, to be refreshed Q4/Q1 and internal audit
work programme to be completed Q4
Link to risk register
624 – Quality Premium (score 12)
1015 – 2018/19 financial challenges (score 16)
991 – MYHT financial plans (score 16) 20
990 – STP finance (score 16)
989 – control total for 2017/18) (score 16) 20
Actions from Gaps in assurances
1. Long term recovery focus required across the system including alignment expectations
on acute system recovery plans

Agenda item : 21a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 5 December 2017

Present:

In
Attendance:

Sandra Cheseldine
(Chair)
Dr Clive Harries
Richard Hindley

Lay Member

Lorraine Chapman

Head of Contracting and Performance (item
17/106)
Audit Yorkshire
Audit Yorkshire
Audit Yorkshire
Corporate Financial Accountant
KPMG
Associate Director Finance & Contracting
Minute Taker
Chief Finance Officer
Governance & Board Secretary
Audit Yorkshire

Jamie Darnton
Jonathan Hodgson
Steve Nicholls
Eamonn May
Matthew Moore
Karen Parkin
Angela Peatfield
Andrew Pepper
Amrit Reyat
Olivia Townsend

Nominated Clinical Member
Lay Member

17/118 Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.
17/119 Apologies for absence
Apologies for absence were received from Dr Adam Sheppard, Dr Debbie
Hallott, Rob Jones.
17/120 Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. No
declarations of interest were declared.
17/121 Minutes of the meeting held on 26 September 2017
The minutes of the meeting held on 26 September 2017 were agreed as a
correct record.
17/122 Action sheet from the meeting held on 26 September 2017
The action sheet was noted.
17/87 – CHC Legacy Provision
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Eamonn May gave a further update on this action advising that there has
been a slight reduction and there are now 6 cases assessed but not paid
totalling £13k.
17/89 – Recovery of salary overpayment
Eamonn May gave a further update confirming that a letter had been issued
by HR to the former employee and a Debt Recovery Agency has been
appointed to recover the debt.
17/123 Governance Exceptions Report
Ruth Unwin presented this report providing an update of the governance
control exceptions for the period 19 September to 24 November 2017
noting the following:
 No declarations were received under the CCG’s Standards of Business
Conduct policy;
 One sponsorship request was received and approved;
 Two quotation waivers and three tender waivers approved during the
period 19 September to 24 November 2017;
 No rebate schemes were submitted for approval;
 The CCG’s seal has not been used to execute any documents;
 There have been no suspensions of Standing Orders; and
 There have been no instances of Losses and Special Payment
Sandra Cheseldine referred to the sponsorship declaration when Chiesi UK
Ltd was providing lunch for an NMP and Nurse Engagement meeting.
Sandra requested clarification that they were only providing lunch and were
not involved in the education and training of nurses attending this meeting.
Ruth Unwin agreed to seek clarification and inform Sandra Cheseldine
following the meeting.
Sandra Cheseldine referred to Appendix 2 detailing the waiver applications
that have been approved. The quotation waiver for the Physioline Service
was approved in October 2017 which appears to be after the start of the
support provided to the CCG by this organisation. Ruth Unwin agreed to
seek clarification and provide an update at the next meeting.
The question was raised regarding how conflicts of interest were being
managed following the agreement that Conexus would run future Target
Events on behalf of the CCG. A discussion followed and it was agreed that
confirmation will be sought that Conexus have a sponsorship and conflicts
of interest policy in place and a process to record conflicts of interest.
It was RESOLVED that:
i)

the Audit Committee noted the Governance Exceptions Report
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17/124 NHS Wakefield CCG Policies Update
Ruth Unwin presented this update providing details of the current position
regarding CCG policies and procedures. Where there had been a delay in
reviewing a policy an explanation was provided.
Although the Audit Committee did not have a role in approving policies, the
paper sought to provide assurance that the organisation has a robust
management and review process in place.
Ruth Unwin referred to the Personal Health Budget Policies and the
Commissioning Principles Policy for NHS Continuing Healthcare explaining
that due to recent management changes in the Continuing Health Care
team this had impacted on the timely review of these policies. Work was
ongoing and the policies would be presented to a future Integrated
Governance Committee (IGC) for approval.
It was noted that with regard to the Information Governance Policies, a full
review was scheduled to take place to ensure all documents were fit for
purpose in relation to the new General Data Protection Regulations (GDPR)
that comes into force in 2018. Ruth advised that discussions had taken
place across the organisations that the CCG had a shared Information
Governance service with to align the review of policies across all
organisations. It was anticipated that all policies would be reviewed and
ready for approval by May 2018. A paper would be presented to the
December IGC to seek approval of this scheduled review of policies.
The development of a Dress Code Policy and Gender Re-assignment
Support in the Workplace Policy were both under discussion and when
progressed would be presented to the IGC for approval.
It was RESOLVED that:
i)

the Audit Committee noted the CCG register of policies and
procedures update

17/125 Register of Procurement Decisions
Lorraine Chapman attended the meeting to present this regular report
providing an update on the Procurement Decisions undertaken by the CCG,
including the authorisation and governance for each procurement process
and a record of the conflicts of interest declared during the procurement.
Lorraine confirmed that both the Hospital Transport and Support Service
and the Tuberculosis Service evaluations were now complete and currently
in stand still period. The services would commence on 1 April 2018 for
three years with an option to extend by two years. Further details of the
procurement would be included in the next report to the Committee.
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It was RESOLVED that:
i)
ii)

the Audit Committee received the Register of Procurement Decisions;
and
approved for publication on the CCG website.

17/126 Debtors/Creditors analysis update
Karen Parkin presented this update providing information on the current list
of debtors and creditors. NHS Shared Business Service chased and
resolved both debtor and creditor queries but the CCG also proactively
managed them to aid efficient cash management.
Eamonn May advised that the Local Authority were disputing £93k of the
figure shown on the creditors analysis table and checks were being made
with the HMRC.
Sandra Cheseldine commented on the large amount of outstanding invoices
from the Local Authority in relation to Continuing Health Care. Karen Parkin
responded that the Finance Team were working on streamlining the whole
process advising that invoices were received from several different
departments in the Local Authority. A process had been set up to agree
raising invoices in advance.
Andrew Pepper was arranging meetings with Senior Management to look at
all unpaid invoices and what invoices could be paid.
It was acknowledged that the invoice process was complex but actions
were being taken to resolve the issues.
It was RESOLVED that:
i)

the Audit Committee noted the Debtors/Creditors analysis

17/127 2017/18 Accounts Timetable and Planning
Karen Parkin presented this paper confirming that the 2017/18 Accounts
Manual had been published. There were no major changes to the Annual
Report and Statutory Accounts. The first HFMA Workshop was held last
week and further workshops were scheduled.
There was a significant change to the NHS England accounts submission
format with an addition of the Apprenticeship Levy reporting and additional
information required for Note 45 Purchase of Non NHS Healthcare which
was mainly a presentational change.
Eamonn May advised that there would be a mini year end in Month 9.
Committee members were invited to request a copy of the Accounts Manual
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from Eamonn.
It was intended that External Audit would plan to undertake as much of the
work at the interim stage as they could to ensure the accounts could be
finalised in a timely way.
It was noted that the CCG draft accounts submission would be 27 April
2018 with a CCG audited accounts submission date of 30 May 2018. The
Audit Committee meeting dates for 2018/19 would be confirmed and
scheduled in diaries by the end of this week.
It was RESOLVED that:
i)

the Audit Committee noted the 2017/18 Accounts Timetable and
Planning update

17/128 Impact of financial recovery on Year End
Karen Parkin presented this paper advising that the CCG reported being off
plan by £14.4m at Month 7. In October 2017 the CCG reported net risk
against its risks and mitigation schedule following a series of meetings with
regulators regarding acute system recovery over the summer.
The CCG was required to meet a number of key statutory and
administrative financial duties in relation to Resource limits and Cash limits.
It was noted that under Section 27 of the Health and Social Care Act 2012,
if the CCG breaches or auditors had reasonable expectation that a breach
of resource limits would occur, they must issue a letter to the Secretary of
State. The CCG may also make reference to it as an exception in the yearend value for money opinion in the audit statement.
Audit colleagues were fully aware of the system risks in order for them to
plan their assurances appropriately, as well as support with specialist
advice.
A discussion followed and it was noted that the CCG was likely to breach its
cash flow over the next few months. Eamonn May advised that towards the
year end a formal request could be made to NHSE for additional cash but
there was no guarantee this would be awarded. Eamonn advised that a
cash management plan would be produced and would be shared with the
Audit Committee.
It was RESOLVED that:
i)

the Audit Committee noted the content of this paper

17/129 Internal Audit Progress Report
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Jonathan Hodgson presented the Internal Audit Progress Report which set
out the performance against the agreed plan and identified the scope of
work undertaken and the assurances provided.
There had been two audit reports agreed with Management since the last
Audit Committee and one audit report in draft. Audit reports for Contract
Management (CQUINS) and Emergency Preparedness, Resilience and
Response both received an audit opinion of significant assurance.
Jonathan confirmed that the audit report in respect of Continuing Health
Care should be available soon.
A discussion followed regarding the Internal Audit Annual Plan and it was
agreed that Andrew Pepper and Karen Parkin would review the plan and
prioritise the audit areas in light of the current financial recovery.
Sandra Cheseldine asked to meet with Internal Audit after the meeting to
discuss the report regarding Eastmoor Financial Sustainability Review.
It was RESOLVED that:
i)

the Audit Committee noted the Internal Audit Progress Report

17/130 Audit Committee Effectiveness Survey
Jonathan Hodgson presented this report explaining that the Audit
Committee’s annual work plan includes a self assessment of effectiveness,
which was considered best practice in accordance with HFMA’s NHS Audit
Committee Handbook.
Jonathan proposed that Internal Audit facilitate the completion of a survey
that would focus on agreed specific areas.
A discussion followed and it was agreed that Andrew Pepper, Sandra
Cheseldine and Jonathan Hodgson would meet outside of the meeting to
discuss this proposal further.
Jonathan also presented a revised Internal Audit Charter and asked if any
Committee members had any comments or questions to contact him
directly. (jonathan.hodgson@nhs.net)
It was RESOLVED that:
i)

the Committee agreed that further clarification on the content of the
proposed survey would be discussed outside of the meeting

17/131 Internal Audit Anti-Crime Progress Report
Olivia Townsend presented the Anti-Crime Progress Report advising that
the third edition of the Anti-Crime Team’s newsletter had recently been
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issued. Included with the newsletter was an alert explaining a recent
attempted Fraud known as Whaling which was a sophisticated form of
phishing.
During the month of December the Local Counter Fraud Service (LCFS)
would be publishing a number of blogs and daily memos and further advice
around avoiding scams during the Christmas period.
Olivia referred to the NHS Protect Quality Assessment Visit and confirmed
that the LCFS would work with the Counter Fraud Manager to prepare all
relevant information in advance of the meeting to be held in January 2018.
Olivia would advise Sandra Cheseldine when the date of the visit is
confirmed.
On 1 November 2017 the official launch of the NHS Counter Fraud
Authority was confirmed and this fully replaced NHS Protect.
It was RESOLVED that:
i)

the Audit Committee noted the Anti-Crime Progress Report

17/132 Security Management Self Review Tool
Steve Nicholls presented this paper providing detail of the work completed
against the NHS Protect Standards for Commissioners – Security
Management noting the improvement in grading scores.
NHS Protect had now withdrawn from the provision and monitoring of
Security management services within the NHS.
A discussion took place whether it was appropriate to continue to complete
the Security Management Self Review Tool in future years. Following the
presentation of the Security Management Annual Report in May 2018 it was
suggested that any identified risks would be added to the Risk Register and
managed through that process. Ruth Unwin confirmed that this process
would be sufficient evidence that any risks identified were be managed
appropriately.
It was RESOLVED that:
i)

the Audit Committee noted the improvements in the grading of the
Self Review Tool and approved the Audit Yorkshire Security
Management Tool

17/133 External Audit Technical Update
Matthew Moore presented this update which provides highlights of the main
technical issues which were currently having an impact on the health sector.
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Sandra Cheseldine commented that this update provided useful information
on issues impacting on the health sector.
It was RESOLVED that:
i)

the Audit Committee noted the External Audit Technical Update

17/134 Any other business
None
17/135 Date and time of next meeting
Tuesday, 6 February 2018, 1.00 to 3.00 pm, Boardroom,
White Rose House

Page 8 of 8

Agenda item: 21b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 December 2017
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Dr Pravin Jayakumar
Stephen Hardy
Andrew Pepper

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member
Chief Finance Officer

In Attendance:

Julie Bolus

Nurse Advisor – Acute
Commissioning
Lay Member
Quality Co-ordinator (item 17/282)
Head of Quality and Engagement
(item 17/282)
Head of Health Protection (item
17/283)
Minute taker
Governance & Board Secretary
Senior Information Governance
Officer (item 17/284)
HR Business Partner (item 17/287)
Performance & Intelligence Manager
(item 17/282)
Associate Director of Corporate
Affairs

Sandra Cheseldine
Lucy Dyson
Laura Elliott
Jane O’Donnell
Angela Peatfield
Amrit Reyat
James Siddall
Esther Short
Natalie Tolson
Ruth Unwin

17/277

Apologies for Absence
Apologies were received from Jo Webster, Jo Pollard and Pat Keane.

17/278

Declarations of Interest
Dr Phillip Earnshaw and Dr Pravin Jayakumar declared an interest in
respect of the Integrated Quality and Performance Report as both are
GPs in the district. The Chair noted this declaration. As this is not a
“decision making” item, the Chair determined that Dr Earnshaw and Dr
Jayakumar could provide input into the discussion.

17/279

Minutes of the Meeting held on 16 November 2017

The minutes of the meeting held on 16 November 2017 were approved
as a correct record with the following amendments:
Page 7 -17/255 Procurement of Hospital Transport and Support Service
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Second line of first paragraph should read “Integrated” not “Information”
Governance Committee.
On page 9 the date of the next meeting should read 21 December not 16
November.
17/280

Action Sheet from the Meeting held on 16 November 2017
All actions were noted.

17/281

Matters Arising
There were no matters arising.

17/282

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson presented this report which provided a
high level overview of performance and quality and was divided into two
sections; acute commissioning (Mid Yorkshire Hospitals NHS Trust) and
place based reporting (Wakefield CCG).
Laura highlighted some key areas from the Quality Section of the report.
A ‘never event’ was reported in November 2017 with no harm occurring.
A review would be completed and the findings would be considered by
the Quality Team followed by a decision regarding any transactional
action required.
Sentinel Stroke National Audit Programme (SSNAP) – Mid Yorkshire
Hospitals NHS Trust (MYHT) had previously scored a Level C but
recently achieved a Level B result with a score of 70 during April to July
2017. It was also noted that three new Speech and Language
Therapists had recently been appointed.
In response to a letter received by MYHT from the Royal College of
Physicians regarding Stroke Mortality during 2016/17 the Trust had
developed an action plan to be discussed at the MYHT Executive Quality
Board meeting in December 2017. Julie Bolus thanked the Quality Team
for their contribution to the work undertaken around the stroke service.
Dr Phil Earnshaw acknowledged the improvement but commented that
therapy services input during the weekend had not yet improved and he
had raised this with the Chief Executive at MYHT. It was noted that Dr
Phil Earnshaw and Sandra Cheseldine would be re-visiting the Stroke
Units at both Pontefract and Dewsbury in the near future.
As a result of the final phase of the Acute Hospitals Reconfiguration, the
additional beds and corresponding increase in ward establishments had
resulted in there being more vacancies for registered nurses and
healthcare assistants than previously.
Stephen Hardy referred to the colonoscopy target not being achieved
Page 2 of 8

despite the increase in the gastroenterology capacity through the Any
Qualified Provider process. Laura Elliott agreed to review the information
and the system impact of this target not being achieved.
Natalie Tolson highlighted some key areas from the Performance Section
of the report including Cancer waiting time targets. MYHT achieved 6 of
the 8 cancer access standards in October and the CCG achieved 7 of
the 9 cancer waiting time constitutional targets at the end of October.
Referral to treatment 18 weeks performance for MYHT remained below
the 92% national standard and monthly STF trajectory with October’s
performance reporting at 84% for the Trust.
The total waiting list decreased in the month by 100 patients and the over
18 week backlog reduced by 595 patients. The specialities with the
highest number of patients waiting over 18 weeks were oral surgery,
ophthalmology and thoracic medicine. Both the Trust and CCG achieved
the 99% national standard for the Diagnostic 6 weeks target at the end of
October and the Trust achieved the monthly STF trajectory.
The A&E 4 hour waiting time target remained below the national
standard, with October’s performance at 86% and November’s
performance reporting at 90.7%. The Trust continued with its Winter
Room arrangements.
Performance against the dementia diagnosis rate target slightly reduced
in the month of October with performance reporting at 65.1%.
Natalie referred to the Yorkshire Ambulance Service (YAS) Response
Times and advised that as part of a national move to phase 3 of the
Ambulance Response Programme pilot, this had resulted in a change to
the response time measures and how they were calculated. The
category 1 response target was now 7 minutes and October’s
performance for YAS reported 7 minutes and 11 seconds. Performance
against the 15 minute crew clear target continues to show signs of
deterioration with October’s performance reporting at 56.8%.
A discussion followed and Sandra Cheseldine referred to the 62 day wait
from urgent GP referral to first definitive treatment for cancer target not
being achieved and asked what needed to be done to enable the Quality
Premium to be achieved. Natalie responded that the breaches that had
occurred were as a result of complex care cases where the breach was
split between organisations. Julie Bolus commented that the Senior
Management Team at the Trust were in discussions to consider what
changes could be implemented to make improvements in the area of
complex care cases and seek to reduce the number of breaches that
occurred.
It was RESOLVED that:
i)

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium;
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ii)
iii)

17/283

noted the actions being taken to address areas of performance; and
noted the revised amendments to the Integrated Quality and
Performance Report.

Infection Prevention and Control Update
Jane O’Donnell presented this update including information on how risks
related to healthcare associated infection (HCAI) were being addressed.
The details of reported MRSA bacteraemia cases and clostridium difficile
reported cases were included in the report together with details of the
actions taken.
Jane referred to the section in the report providing information on the E
Coli Blood Stream Infection (BSIs) Trajectories and advised that NHS
Improvement and Public Health England had co-produced an
improvement resource with colleagues across the health economy,
including those working on the first line. The resource suggested a
sample of patients was reviewed to determine common themes. This
was already actioned by the community Infection Prevention and Control
team (IPC) on a monthly basis and themes were provided to the CCG.
The IPC team were willing to provide a quarterly report on individual
practice HCAI data.
A discussion took place and it was acknowledged that actions learnt may
be useful to practices to identify trends or patterns. It was agreed that
Julie Bolus and Jane O’Donnell would discuss this further outside of the
meeting.
It was RESOLVED that:
i)
ii)
iii)

17/284

the Committee received, noted and discussed areas of interest and
concern;
agreed to receive a further update in six months; and
agreed that the information provided confirms assurance that the
risks identified are being mitigated against.

Information Governance Policies Update
James Siddall presented this update explaining that all CCG information
governance policies required, to a variable extent, review and
amendment to include General Data Protection Regulation (GDPR)
provisions. Guidance on the GDPR from the Information Commissioners
Office and Information Governance Alliance was expected to be
published from January 2018 onwards.

A revised policy review timeline was proposed to bring the various IG
related policy review dates in line across NHS Calderdale CCG, NHS
Greater Huddersfield CCG, NHS North Kirklees CCG and NHS
Wakefield CCG.
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It was RESOLVED that:
i)

17/285

the Committee supported this proposal to implement revised review
dates in relation to key information governance related policy
documents

Finance Turnaround Sub Committee Terms of Reference
Ruth Unwin presented the Terms of Reference for the Finance
Turnaround Sub Committee following the agreement by the Integrated
Governance Committee to establish a committee to provide scrutiny and
assurance on matters relating to financial recovery in the light of the
CCG’s forecast deficit year end position.
The committee would be responsible for providing strategic oversight to
decisions regarding expenditure and financial recovery and assuring the
impact in terms of quality, safety and patient experience.
It was RESOLVED that:
i)

17/286

the Committee approved the Terms of Reference for the Finance
Turnaround Committee

Finance Report Month 8 2017/18
Andrew Pepper presented the month 8 Finance Report advising that the
CCG is now reporting an ‘off plan’ position for forecast out-turn.
Andrew commented that the Finance Turnaround Sub Committee had
discussed this report in detail advising that following discussions with
other Chief Finance Officers, CCGs were under increasing financial
pressure mainly due to over-trading by acute Trusts. The CCG plan was
to achieve a total surplus of £10.5m. The reported position was £9.6m
off plan, leaving a forecast surplus of £0.9m. There remained an
unmitigated risk of £4.8m which if not mitigated would crystallise an off
plan position of £14.4m.
A discussion followed and it was noted that providers would be required
to declare any change in their position at the quarter 3 stage at the end
of December 2017. The CCG would be submitting a cash forecast and a
request to access more cash as part of the period 9 process. The cash
forecast would continue to be closely monitored over the following
months.
It was RESOLVED that:
i)

17/287

the Committee noted the contents of the report

Recognition Agreement
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Esther Short presented this revised Recognition Agreement noting that it
was to the mutual benefit of the organisation and its employees that
employees were represented by trade unions. The organisation
therefore recognised the trade unions named within this document for the
purposes of individual and collective representation, consultation and
negotiation.
A discussion followed regarding the Pharmacists Defence Association
Union referred to on page 5. It was agreed that Esther Short would
confirm what the legal status of this union is. If it was a registered union
it would be acceptable to include in the Recognition Agreement, if not it
was agreed reference to the union will be removed.
An amendment to the Partnership Working Group Terms of Reference
was agreed. In the second section headed “Relationship and reporting”
the first bullet point should read “Key communications from the
Partnership Working Group will not be published as discussions may be
incomplete and confidential”.
It was RESOLVED that:
i)

17/288

the Committee approved the Recognition Agreement following
clarification regarding the Pharmacists Defence Association Union

Individual Funding Request Update
Sandra Cheseldine presented this update providing details of the
Individual Funding Requests received during the period 1 April 2017 to
30 September 2017.
It was noted that the highest number of IFRs received was for
Autism/ADHD services and the overall cost associated with approved
requests had increased by 9% (£12,315) when compared to the previous
reporting period.
The new commissioned pathways in place had ensured that the numbers
of funding requests received continued to decrease year on year.
It was RESOLVED that:
i)

17/289

the Committee noted the NHS Wakefield CCG Individual Funding
Request update report for Quarters 1 and 2, 2017/18

Self-Assessment for the commencement of amendments to the
Mental Health Act 1983 as set out in the Police and Crime Act 2017

Alix Jeavons presented this update advising that the government had
formally announced, through regulations laid in Parliament, changes in
law to sections 135 and 136 of the Mental Health Act 1983 as a result of
the Policing and Crime Act 2017 which came into effect on 11 December
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2017.
It was noted that these changes relied on working in partnership with
Wakefield Council and West Yorkshire Police. A self-assessment had
been completed to ensure the CCG were prepared for the changes and
to ensure that all relevant staff had been adequately briefed on the
forthcoming changes and their implications.
A discussion followed and Julie Bolus referred to the Yorkshire
Ambulance role and any implications of the changes to these services. It
was noted that further discussions would take place through the Joint
Quality Board regarding Mental Health training of YAS staff and the need
to ensure that there were clear pathways in place across the whole of
West Yorkshire.
It was RESOLVED that:
i)

17/290

the Committee noted the self-assessment for the commencement
of amendments to the Mental Health Act 1983

Minutes of meetings
The minutes of the following meetings were shared and noted for
information.
It was noted that the Mid Yorkshire Hospitals NHS Trust Executive
Contract Board were shared as “unapproved” minutes.
i)

Finance Turnaround Sub Committee – minutes of meeting held on
28 November 2017;
ii) Mid Yorkshire Hospitals NHS Executive Quality Board – minutes of
meeting held on 19 October 2017
iii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 16 November 2017
iv) Quality Intelligence Group – minutes of meeting held on 14
November 2017
v) South West Yorkshire Partnership Foundation Trust Quality Board –
minutes of meeting held on 10 November 2017
vi) YAS 999 Contract Management Board – minutes of meeting held on
18 October 2017
vii) Joint Strategic Commissioning Board (111/999) – minutes of
meeting held on 29 September 2017
viii) Public Involvement and Patient Experience Committee – minutes of
meeting held on 21 September 2017

It was RESOLVED that:
the Committee noted the minutes of meetings
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17/291

Consider future topics for Deep Dive
Julie Bolus suggested that a paper was presented to the Committee at a
future meeting regarding the changes agreed district wide for decision
making arrangements beneath the Integrated Governance Committee
structure.

17/292

Any other business
None

17/293

Date and time of next meeting:
Thursday, 18 January 2019, 10.30 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item: 21b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 18 January 2018
Present:

Richard Hindley(Chair)
Dr Phillip Earnshaw
Stephen Hardy
Dr Pravin Jayakumar
Andrew Pepper

Lay Member
Nominated Clinical Member
Lay Member
Nominated Clinical Member
Chief Finance Officer

In Attendance:

Paul Carder

Head of Service – WY R&D (item
18/12)
Head of Contracting & Performance
(item 18/11)
Lay Member
Quality Co-ordinator (item 18/06)
Head of Quality and Engagement
(items 18/06, 18/07)
Quality Support Manager (item 18/07)
Minute taker
Governance & Board Secretary
Head of Safeguarding (deputising for
Jo Pollard)
Senior Information Governance
Officer (item 18/08)
HR Business Partner (item 18/13)
Performance & Intelligence Manager
(item 18/06)
Associate Director of Corporate
Affairs

Lorraine Chapman
Sandra Cheseldine
Lucy Dyson
Laura Elliott
Fiona Forbes
Angela Peatfield
Amrit Reyat
Mandy Sheffield
James Siddall
Esther Short
Natalie Tolson
Ruth Unwin

18/01

Apologies for Absence
Apologies were received from Jo Webster, Jo Pollard and Pat Keane.

18/02

Declarations of interest
18/11 Contract Governance and Assurance
Dr Phil Earnshaw and Dr Pravin Jayakumar declared an interest in
relation to their involvement with Conexus Healthcare Ltd which is
referred to in the report. The Chair noted the declaration. As this is not a
“decision making” item Dr Earnshaw and Dr Jayakumar could provide
input into the debate.
18/12 NHS Wakefield CCG Research activity update Q3 2017/18
Richard Hindley declared an interest in relation to his involvement on a
Public Health Research Advisory Board. As this is not a “decision
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making” item Richard Hindley could provide input into the debate.
18/12 NHS Wakefield CCG Research activity update Q3 2017/18
Stephen Hardy declared an interest as the Patient and Public
Involvement Lay Member in relation to a Bradford study concerning lay
member involvement in commissioning processes and decisions. The
Chair noted the declaration. As this is not a “decision making” item
Stephen Hardy could provide input into the debate.
18/03

Minutes of the Meeting held on 21 December 2017
The minutes of the meeting held on 21 December 2017 were approved
as a correct record subject to one amendment:
17/282 – Integrated Quality and Performance Report
5th paragraph of the report - Dr Phil Earnshaw and Sandra Cheseldine
will be re-visiting the Stroke Units at Pontefract and Dewsbury not
Pinderfields.

18/04

Action Sheet from the Meeting held on 21 December 2017
All actions were noted.

18/05

Matters Arising
There were no matters arising.

18/06

Integrated Quality and Performance Report
Laura Elliott, Natalie Tolson and Lucy Dyson attended the meeting to
present this report providing a high level overview of performance and
quality. The report is divided into two sections; acute commissioning
(Mid Yorkshire Hospital NHS Trust) and place based reporting
(Wakefield CCG).
It was noted that this report had been discussed at the Public Governing
Body meeting held on Tuesday, 16 January 2018. A query was raised at
the Governing Body meeting regarding what specialities were included in
the ‘other’ section detailed in the MYHT Referral to Treatment 18 week
Performance table. Natalie advised that the categories used were the
national categories set by NHS England and included for example,
paediatrics, pain management, clinical haematology. It was agreed that
Natalie would share a detailed breakdown of the ‘other’ category with the
Integrated Governance Committee and Governing Body members.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium;
noted the actions being taken to address areas of performance; and
noted the revised amendments to the Integrated Quality and
Page 2 of 7

Performance Report.
18/07

“Perfect Ward” for Care Homes – Resident Safety Walkabouts
Fiona Forbes and Laura Elliott presented this item. Fiona gave a
presentation on the ‘Perfect Ward’ which is funded by the Wakefield
Safeguarding Adults Board and is a new smartphone/iPad application for
healthcare inspections that enables walkabout teams to monitor the
quality of care in care homes. It was originally developed for use in
hospital settings but has been adapted for care home settings in
Wakefield.
There are four audits: environment, resident experience, documentation
and leadership. The app provides instant feedback after each audit and
reports can be generated for each module. Funding has meant that 50
care homes can be visited and they can be visited as many times as is
necessary. There has been positive feedback from all care homes
visited so far with 100% requesting a re-visit. From April 2017 to
December 2017 29 care homes have had a residential safety walkabout
using the Perfect Ward app and 24 re-audits have been undertaken
including themed reviews.
A discussion followed and it was noted that Local Authority colleagues
also accompany the CCG staff on the inspections. Mandy Sheffield
commented that this was a very good tool. It is the intention that analysis
of themes and trends will be completed and shared with the Vanguard
teams to encourage improvements in care homes.
The “Perfect Ward” toolkit has also been useful to identify improvements
required prior to visits from the Care Quality Commission.
The app is currently cost neutral for the CCG. However it has been
proposed that the app could be used as part of the MYHT Patient Safety
Walkabouts and the costings have been included in the paper for
discussion.
It was RESOLVED that:
i)
ii)
iii)

18/08

the Committee noted the progress of PerfectWard®;
considered and agreed future actions; and
agreed to continue to discuss developing the app to utilise for
Patient Safety Walkabouts (PSW).

Information Governance Update
James Siddall attended the meeting to present this update on the current
ongoing work being undertaken by the Information Governance Team.
James highlighted the following:
a) Delivery of Self-Assessment Submission 2017/18
The 2016/17 Information Governance Toolkit self-assessment has
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been reviewed by NHS Digital and they have agreed with the selfassessed score of 95% which the CCG reported last year. This
demonstrates that we are assessing ourselves correctly and ensuring
there is a robust approach to the toolkit.
b) Data Security Awareness Training Compliance
The Senior Information Risk Owner took the decision to reset
everybody’s training compliance to non-compliant to ensure that all
staff were completing the correct Data Security Awareness training
module. As at mid-December 2017 the annual training compliance is
56% but the target is for 100% of staff to have undertaken the training.
c) The analysis, findings and recommendations from the
Information Governance Staff Awareness Survey 2017/18 was
shared for information.
A communication to staff will be issued to raise further awareness
regarding who is the SIRO representative for the organisation and
further information regarding Freedom of Information and Subject
Access Requests.
A discussion followed regarding the security software used by the CCG
and it was noted that The Health Informatics Service (THIS) provide this
through a service contract. Assurance was sought regarding how mobile
devices are regularly updated with security software and Andrew Pepper
agreed to obtain clarification from THIS.
Sandra Cheseldine queried how different the Information Governance
Toolkit was from previous years. James responded to say the toolkit is
very different with a requirement for ongoing compliance to the toolkit
submission noting the document is more user friendly.
It was RESOLVED that:
i)

18/09

the Committee noted the contents of the Information Governance
Update and progress made with the Information Governance Work
Plan 2017/18 including progress towards implementation of the
General Data Protection Regulation (GDPR)

Finance Report Month 9
Andrew Pepper presented this report confirming that the CCG is
reporting an ‘off plan’ position for forecast out-turn. The CCG plan was
to achieve a total surplus of £10.5m made up of £6m historic surplus plus
a further £4.5m in year surplus). The reported position is £13.4m ‘off
plan’, leaving a forecast deficit of £2.9m.
In addition there remains an unmitigated risk of £1.0m which if not
mitigated would crystallise an off plan position of £14.4m.
A discussion followed and a query was raised whether if we are ‘off plan’
in 2017/18 these monies have to be made up next year. Andrew Pepper
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confirmed that yes the CCG would need to make this amount up in
2018/19 onwards. It was noted that the CCG plan is to make a 1%
improvement on the in-year position each year as stated in the 2017/18
planning guidance.
Andrew also advised that the QIPP figure for 2018/19 is expected to be
£24m.
The planning guidance for 2018/19 is awaited.
It was RESOLVED that:
i)
18/10

the Committee received and noted the contents of the report

Budget Book and Long Term Financial Plan
Andrew Pepper gave a verbal update confirming that the draft Long Term
Financial Plan will be shared with members and a full discussion will take
place at the Governing Body Development Session on 23 January 2018.
The Budget Book and Long Term Financial Plan will be presented at the
February meeting.
It was RESOLVED that:
i)

18/11

the Committee noted the verbal update

Contract, Governance and Assurance Report
Lorraine Chapman attended the meeting to present this report providing
an update on 2017/18 contract progression, new awards, variations and
notices served in relation to the contracting round.
A discussion took place regarding Continuing Health Care and the cost
per case. It was noted that the cost of care packages can change over
time due to the nature of the care required. It was suggested that an
appendix is included in future reports which provides an analysis of the
Continuing Health Care contracts and the contract value.
It was RESOLVED that:
i)

18/12

the Committee noted the content of the report

Research Activity Update Q3 2017/18
Paul Carder attended the meeting to present this update providing a
description of the work that the West Yorkshire Research and
Development team has undertaken to ensure that the CCG has met their
statutory obligations with regard to research.
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NHS England has launched a consultation looking at how arrangements
for research in the NHS could be simplified. The proposals set out how
NHS England, the NIHR Clinical Research Network and the Health
Research Authority can work together to implement changes to manage
excess treatment costs better and to further improve commercial clinical
research set-up and reporting. The consultation period runs from 30
November 2017 to 1 February 2018, the West Yorkshire Research and
Development team are currently collating a response to the consultation
on behalf of the West Yorkshire CCGs.
A discussion followed, Paul advised that a copy of a proposed response
on behalf of Wakefield CCG has been shared with Pat Keane and Esther
Ashman. It was agreed that Paul would brief Andrew Pepper following
the meeting to provide further detail regarding the costs involved.
Paul advised that a learning event with a focus on Mental Health is being
organised for 1 May 2018 to be held at the Horizon Centre, Leeds. This
information has been shared with GP practices.
It was RESOLVED that:
i)
ii)

18/13

the Committee accepted the report as a summary of research
activities for Quarters 1 to 3 2017/18; and
agreed to sign post any future opportunities for the West Yorkshire
Research and Development team to engage with the CCGs
commissioning teams and member practices in order to facilitate
further promotion of research and the use of research evidence in
the CCGs commissioning activities.

Workforce Policies
(a)

Hours of Work Policy
Esther Short attended the meeting to present the revised Hours of
Work Policy advising that this has been amended in line with best
practice to make the process for declaring secondary employment
and/or declaring an interest absolutely clear to employees and line
managers.
It was agreed that on page 9, section 9.1 the heading will also
Include reference to ‘unpaid voluntary employment’

(b)

Recruitment and Selection Policy
Esther Short attended the meeting to present the revised
Recruitment and Selection Policy advising that this has been
amended in line with best practice to make the process for
declaring secondary employment and/or declaring an interest
absolutely clear to employees and line managers.
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It was noted that the amendment on page 10, section 17, showing
an amendment to replace the word Secondary with Outside
Employment was not to be actioned and will remain as reference to
Secondary Employment.
On page 9, section 10.2 it was agreed that Allied Health
Professions Council should be added to the list.
It was RESOLVED that:
i)

18/14

the Committee approved the Hours of Work Policy and the
Recruitment and Selection Policy subject to the agreed
amendments

Minutes of meetings
The minutes of the following meetings were shared and noted for
information.
i)
ii)
iii)
iv)

Finance Turnaround Sub Committee – minutes of meetings held on
12 December and 21 December 2017;
Mid Yorkshire Hospitals NHS Executive Quality Board – minutes of
meeting held on 16 November 2017
Mid Yorkshire Hospitals A&E Improvement Group – minutes of
meetings held on 6 September, 4 October and 14 November 2017
YAS 999 Contract Management Board – minutes of meeting held on
30 November 2017

It was RESOLVED that:
i)
18/15

the Committee noted the minutes of meetings

Consider future topics for Deep Dive
None identified

18/16

Any other business
None

18/17

Date and time of next meeting:
Thursday, 15 February 2018, 10.30 am to 12 noon in the Seminar Room,
White Rose House.
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Agenda item : 21c(i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
APPROVED MINUTES
of the meeting held on 14 December 2017
PRESENT
Members:
Dr Adam Sheppard
Dr Aly Damji
Dr Debbie Hallott
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Andrew Pepper
Ruth Unwin

Chair, GP, WCCG
GP, WCCG, Network Chair
GP, WCCG
WCCG Board Lay Member
GP, WCCG
GP Board Member, WCCG, Network Chair
GP, WCCG, Network Chair
Chief Finance Officer
Associate Director of Corporate Affairs, WCCG

Non Members:
Michele Ezro
Dr Andrew Furber
Duncan Cooper
Sean Duffy
Dr Abdul Mustafa
Tony Jamieson
Anna Staples
Gillian McDonald
Dena Coe

WCCG, Associate Director, Acute Commissioning
Director Public Health, WMDC
Public Health
Clinical Director, WY Integrated Cancer Programme (Item 17/108)
GP, Clinical Lead, WY&H Cancer Alliance (Item 17/108)
Clinical Lead Medicines Optimisation, Y&H AHSN (Item 17/109)
Commissioning Manager, WCCG (Item 17/109)
Medicines Optimisation Pharmacist, WCCG (Item 17/109)
WCCG, Minutes

17/103

Apologies for Absence:
Apologies were received from: Dr Chris Barraclough, Dr Tim Dean, Dr Phillip Earnshaw, Jo
Pollard, Dr Patrick Wynn, Dr Omar Alisha, Janet Wilson, Dr Shakeel Sarwar, Dr Colin Speers

17/104

Declarations of Interest
Item 7 - Stroke Prevention in AF – all GPs declared an interest due to discussion regarding
potential contract.

17/105

Minutes of Meeting held on 23 November 2017 and Matters Arising
The minutes of the meeting held on 23 November 2017 were agreed as a true record.

17/106

Action Log
97 - National Consultation on Low Value Medicines
Update; No Chair’s Action required. Stakeholder engagement plan being developed. Full report to
Probity Committee in January 2018 for approval. Action Closed.
95e - Finance update - Scheme 23 – Proposed E-Consultation Pause
Action details conflated – consensus agreed at the November meeting not to pause econsultation.
Radiology, pathology and back pain are subject to different actions.
Update on Schemes 25, 27 and 28 required at next meeting.
95c Finance update Scheme 26 – Back Pain injections – Proposed to ensure use of back
pain injections is consistent with NICE guidance
Chair’s Action has been signed. Letter sent to MYH from Dr Phil Earnshaw and Dr David Kelly
and meeting took place between WCCG / MYHT on 14 December 2017. No further action
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required. Action Closed.
95b Finance update Scheme 27 – Pathology Cost Reduction
Managerial Support list had been supplied by Michele Ezro.
95a Finance update – Scheme 25 and 28 – Direct Access MRI and Ultrasound Scans
Dr Harries had requested that a specific manager be allocated to support scheme 25 to stop direct
access to MRI. Dr Damji had contacted Simon Rowe in relation to scheme 28 to review AQP
arrangements for diagnostics.
Michele Ezro updated on managerial leads ;
Scheme 23 - E Consultation – Simon Rowe
Scheme 25 – Direct Access MRI – Tracy Morton/Simon Rowe
Scheme 26 – Back Pain Injections – Tracy Morton
Scheme 27 – Pathology requests for thyroid and urine – Lisa Chandler
Scheme 28 – Diagnostics – Simon Rowe
Dr Jayakumar reported that the work regarding MSU and thyroid function is included in the 50p
per patient scheme, which all practices have signed up to. Therefore the savings should be
realised by the end of the year.
MRI, radiology and the extra pathology need to be progressed. Dr Harries expressed concern that
this could not be progressed via email, as it required involvement of a secondary care clinician.
This should be documented and brought back to Clinical Cabinet for rapid action. Dr Damji had
requested a meeting with Simon Rowe, which had not yet been arranged but would be progressed
as soon as possible.
It was agreed that the key activity between now and the next meeting was to
agree arrangements with secondary care for MRI referrals.
Action ME AJ to chase up collated MRI figures from Simon Rowe.
70 – ACTION: Progress on arrangement of meeting to be chased. DC
70 - Finance update – an update on CHC – Ruth Unwin highlighted that this item was also on
the IGC agenda for January 2018. After discussion it was agreed an update was still relevant for
the January 2018 meeting.
70 – Perfect Week 2016 - Seek assurance from the Chair, Martin Barkley,
ACTION: AP suggestion to seek assurance at the next A&E Delivery Board, these are the things
that came out of the Perfect Week can we be assured that these are still happening. Action
closed.
59 – Airedale Telemedicine Pilot
No further action required. Action Closed.
17/107

Finance Update
Andrew Pepper gave a summary of the CCG Financial Recovery Report.
The £14.4m risk was confirmed after the proposed mitigating actions have been achieved.
However a further £1.6m additional risk had been identified, which needed to be mitigated. It had
been agreed to continue to report the position to NHSE of £14.4m risk. This meant the CCG was
officially off-plan and a communication statement had been prepared.
The QIPP savings were illustrated by a bar chart which showed the current recovery position.
Further details were given on the Schemes.
Scheme 22 – It was confirmed that there was no appetite to suspend the IMPP, therefore the
Medicines Optimisation team had proposed alternative schemes to achieve the savings. ACTION:
AP requested that the Chair sought assurance from the clinical lead, Dr Chris Barraclough, that
the schemes were in place and would achieve the stated savings. Discussion took place on
£130,000, out of area dispensing, and clarity was requested on the detail.
Scheme 23 – this had been taken to Finance and Turnaround Committee and the consensus was
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not to approve the pause. Therefore the cost savings would not be delivered.
Scheme 24 – ACTION: Clarification was requested from the Clinical Lead for Medicines
Optimisation, Dr Chris Barraclough.
Scheme 25 – Assurance was requested by close of play on Wednesday 20 December 2017. A
brief update was given by Dr Harries. Discussion took place on the issue of consequences of
switching off MRIs. Discussion took place on the option of referral to MSK, as this contract is
blocked and therefore would incur no further costs. It was agreed to decommission direct MRI,
and to refer patients to MSK who will assess and then refer for MRI if required. It was clarified that
this was direct access MRIs only (and did not include ultrasounds). ACTION: Michele Ezro, Dr
Clive Harries and Simon Rowe to support Dr Damji. Proposal to be signed off by Chair’s Action
prior to Contract Board meeting on 21 December 2017. ACTION: Direct access by GP to MRI to
be removed from ICE.
Scheme 26 - ME updated. On Friday 8 December a letter was sent to providers and GPs to
advise regarding the amended commissioning policy. Other providers, e.g. Phoenix, had also
been informed that the letter would be sent. As of 22 December 2017 the new policy would be
implemented and any injections which fell outside of the policy would not be paid for. Those
patients already in the system would be looked at separately. This would be monitored throughout
January by the provider where reductions had not been made there would be a formal audit of
referrals. It was also noted that alongside this discussions are ongoing regarding a modernised
pain service and pathway, which will need to cost less than the current service.
Scheme 27 – it had been identified that one of the main blockages was getting out of the block
contract to a cost per case contract, ideally backdated to April 2017. Andrew Pepper to progress.
Discussion took place on the progress by Dr Speers. The thyroid issue had been progressed.
Other issues outstanding were making the best use of tests, e.g. avoiding duplication etc. It was
confirmed that thyroid and urine had been incentivized by the 50p per patient scheme. It would be
audited by January 2018. AP requested a new plan on a page (i.e. Scheme 27a). ACTION: ME
to be briefed on specifics required and a organise production of plan on a page.
ACTION: Chairs Action to review the plan on a page for scheme 16 reducing inappropriate A&E
attendances.
Discussion took place on de-commissioning, including the summary provided by Phil Smedley.
Andrew Pepper noted that the de-commissioning framework was clear. This had been looked at
the by Better Value Group. It was noted that the Better Value Group had tasked Simon Rowe to
compile the list.
ACTION: It was agreed to have a session on de-commissioning policies in January 2018. Phil
Smedley to be requested to present.
17/108

West Yorkshire & Harrogate Cancer Alliance
Sean Duffy, Dr Abdul Mustafa and Duncan Cooper attended for this item. Sean Duffy briefly
outlined the background and aims of the Alliance, including the key work streams and links to
national strategy and finances.
Discussion took place on sustainability of services should early diagnosis be increased and
thresholds lowered and what investment was required by the health and wider economy to fund
and sustain increased services. It was highlighted that the guidance was evidence based and that
no NICE guidance was funded. Modelling undertaken for the STP has shown a stage shift in
services. In addition by targeting and engaging hard-to-reach patients extra net benefits from the
proactive approach had been achieved. For example patients not already benefiting from statins
had been identified. More detailed evidence was given from the Leeds and Airedale pilots. It was
also noted that increased early diagnosis often resulted in less expensive treatments in the longterm.
The process of cancer screening for the Manchester ACE programme was discussed, including
the “healthy lung” risk identifying programme which had been piloted in Liverpool and Manchester.
These areas, as in Wakefield, had lung cancer as the most common cancer and biggest killer.
There was a collaborative relationship and approach by the health, community, and voluntary
sectors, which resulted in a shift in early diagnosis in the most deprived areas.
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The access to chest x-ray initiative was discussed. Details of the evaluation and pick-up rate were
outlined. This had resulted in a stage shift to patients being offered more treatments for curable
conditions. The scheme automatically referred patients to the correct facility (rather than back to
their GP). The scheme worked with community champions to target previously hard to reach
deprived areas and as result identified patients with other treatable conditions such as COPD.
Discussion took place on the approved bids, including the Bradford vague symptoms pathway. It
was reported that this was based on second wave of ACE, looking for international evidence. The
Denmark multi-diagnostic system was found to be the most effective model. Six places
throughout the NHS had been set up using the Denmark model. These looked at patients with
fatigue, weight-loss via a triaging mechanism. Blood tests, chest x-rays, prescriptions, age, frailty
tests were initiated after an initial test accessed via ACE 2 Protocol
Concerns were raised around the lowering of thresholds and the resulting strain on diagnostic
capacity. Discussion took place on the process of change to primary care assessments, i.e.
perhaps a less complex initial assessment model for referral to specialised assessment at
secondary care level. It was highlighted that evidence suggested that in the short term diagnosis
would go up but that this would result in long-term gains.
Other areas discussed were:
 The developing radiology hub
 The pilot in Bradford for the FOT Test and most effective use of tests overall, including
reduction of colonoscopies
 Contract implications of increased diagnostic model

The Lung Cancer proposal, including smoking cessation and mobilisation in the Wakefield area
was discussed. The Alliance had agreed the proposal for the Wakefield area. It was noted that
collaboration between WCCG, MYHT and WMDC was already agreed. Job descriptions had been
created for the Programme Manager and Band 8 and 7 positions. The programme should be
active from April 2018. It was acknowledged that the risk identification element, working with the
voluntary sector had the longest lead in time, i.e. 6-8 months and that it was critical to get the
timing of public awareness and engagement campaign aligned to activity. It was hoped that
someone from the Manchester pilot would be working on the Wakefield scheme by January 2018
to share experience and best practice. In the first phase they would look to choosing the model
and how the funding should be used, e.g. equipment, health checks or working with practices.
IT WAS RESOLVED: that Clinical Cabinet noted the Cancer Alliance papers and update
provided.
17/109

Stroke Prevention in Atrial Fibulation Tony Jamieson
Declaration of Interest: all GPs declared an interest due to potential of a contract for practices to
undertake extra stroke prevention work going forward. All GPs remained in the meeting and took
part in discussions as no specific contract detail was considered.
Tony Jamieson, Anna Staples and Gillian McDonald attended for this item.
Tony Jamieson from The Yorkshire & Humber Academic Health Science Network (Y&HAHSN)
highlighted that Wakefield already had a good record of improving care for patients with AF but
due to the high number of patients in the area it was still possible to make further improvement.
The strategy is now collaborative rather than commissioner-led and would target the practices with
the largest opportunity.
The objective is to go further and faster; to treat 2439 more patients in the next five years which
equates to a target of 89%.
It was clarified that the known (443) AF patients were likely to be patients who had previously
declined anti-coagulation, who lacked capacity to make a fully informed decision to take
medication or were on incorrect medication. The details of how the (1996) patients not currently on
the AF register was estimated was also outlined.
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It was noted that over the next two years the programme would look to target the practices with
the largest number of patients not prescribed anti-coagulation medication, usually the practices
with the highest number of patients.
It was noted that Dr Jayakumar was lead clinician for this programme.
The Y&H AHSN would support practices to identify patients to target and the details of achieving
this were outlined. Additional clinical time was not supplied under the programme. In essence, as
most practices are already highly achieving, the programme aims to help practices accomplish
more with the limited resources available.
It was recognised that the programme was advocating what was good practice but also that this
would necessitate extra clinical work and the programme would look to ensure that practices who
undertook the extra workload were not disadvantaged.
The option to incorporate within practice contracts was discussed and the possibility of
discretionary funding in primary care to ensure the work was undertaken was also suggested. It
was hoped the programme would be fully functional from April 2018, therefore potentially starting
with the first wave of practices in January 2018. The initial three waves of practices had been
identified.
How the work would be undertaken, the Quality Improvement Methodology and the role of Quality
Improvement Facilitator were outlined. Briefly this was described as small tests of change leading
to sustainable improvements and greater impacts within the practice.
ACTION: It was noted that the Y&HAHSN was exploring the potential for securing an additional
Quality Improvement Facilitator and, if this was to be sponsored, ensuring that the appropriate
governance arrangements were in place.
The ask of the CCG was outlined, including the need to ensure the correct clinical pathway with
additional capacity in place for extra workload.
Technical support to GP practices from the scheme was also summarized, including the ask that a
small number of staff complete the on-line training provided.
It was noted that the first Quality Improvement Facilitator was in place and discussion took place
on how the first wave of targeted practices would be informed. It was agreed to have an initial
clinical discussion with each practice and then Y&H AHSN would make arrangements to liaise
with the practices.
Discussion took place on extending the scheme and the potential for a small task and finish group
to be formed.
ACTION: Michele Ezro to look into options and feedback.
IT WAS RESOLVED: that Clinical Cabinet noted the Stroke Prevention in AF presentation by
Tony Jamieson.
17/110

Minutes from Sub-Committee
Medicines Optimisation Group – 16 November 2017
The draft notes from the MOG meeting on 16 November 2017 were noted.

17/111

Any Other Business
Dr Andrew Furber was thanked for his contributions to the meetings and congratulated on his new
role within Public Health at Blenheim House. This would be his last meeting before moving to his
new role on 15 January 2018.
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Agenda item:21c(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
APPROVED MINUTES
of the meeting held on 25 January 2018
PRESENT:
Dr Adam Sheppard
Dr Aly Damji
Dr Tim Dean
Dr Philip Earnshaw
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Dr Colin Speers
Ruth Unwin

Chair, Assistant Clinical Leader, WCCG
GP, WCCG, Network Chair
GP, WCCG, Network Chair
GP, Clinical Leader/Chair of WCCG
GP, Board Member, WCCG,
GP Board Member, WCCG, Network Chair
GP, WCCG, Network Chair
GP, WCCG, Network Chair
Associate Director of Corporate Affairs, WCCG

Non-Members
Dr Chris Barraclough
Marie Bedford
Linda Driver
Adam Robertshaw
Phil Smedley
Judith Wild
Janet Wilson
Dena Coe

GP, WCCG
WCCG, Head of Finance (Item 17/120)
WCCG, Head of Service Transformation & Devt (Item 17/117)
WCCG, Strategic Projects Accountant (Item 17/120)
WCCG, Senior Commissioning Manager (Item 17/119)
WCCG, Head of Service NHS Continuing Healthcare (Item 17/118)
WCCG, Wakefield Council, Public Health Principal
WCCG, Minutes

17/112 Apologies for Absence:
Apologies were received from: Michele Ezro, Stephen Hardy, Andrew Pepper, Dr
Debbie Hallott
17/113 Declarations of interest
It was recognised all GPs had a potential conflict of interest in the draft
Decommissioning Policy, all remained in the meeting to give clinical input to the
discussion.
17/114 Minutes of the meeting held on 6 December 2018
Dr Aly Damji requested an amendment to the minutes 95a which read : A small task
and finish group should be formed with a view to de-commissioning MRI and possibly
MSK to work through the unintended consequences. To be amended, the sentence to
be deleted as the information already detailed in the amended first paragraph for Item
95a.
95a Scheme 25 and 28 - Dr Harries had requested that a specific manager be
allocated to support scheme 25 to stop direct access to MRI. Dr Damji had contacted
Simon Rowe in relation to scheme 28 to review AQP arrangements for diagnostics.
17/115 Action log from the meeting held on 6 December 2018
The Action Log was reviewed and updated accordingly.
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Item 107c - Detailed information was given regarding item 107c. This highlighted the
crucial need to involve relevant specialist partners in potential changes and also the
lack of data available from service providers on specific volume and costs. A contract
variation was in progress. It was highlighted that relevant clinical data was essential
to assess effectiveness of pathways and it was suggested that production and sharing
of relevant data be incorporated as mandatory into all future contracts. A detailed
email to be sent to all GPs.
Action: Pat Keane to be asked to escalate the issue of lack of clinical data provision
with Mid Yorkshire Hospitals .
Item 95b – Pathology Cost Reduction. An update was given and detailed discussion
took place on the issues highlighted. Savings would be made but not at the envisioned
level, however it was agreed the audit provided useful information and data.
Action – CS to send draft email for further comments to colleagues before wider
circulation.
17/116 Matters arising
There were no matters arising from the minutes of the meeting held on 6 December
2017.
17/117 Weight Management – commissioning update
Linda Driver attended to give a brief update, she reported that a comprehensive
briefing would be provided to the February 2018 meeting.
It was highlighted that the STP were looking into the potential of one contract for West
Yorkshire and Harrogate and increasing the Tier 4 service, making a clear clinical
case for any potential changes.
An issue had been raised regarding patients who were registered with a GP in one
local authority area but lived outside the local authority boundary. For example where
a Selby resident would come under a different local authority to health trust.
Discussion took place on how the issue I was addressed in other areas of the health
service and the need to escalate and resolve the problem more broadly service-wide.
Potential options put forward were to utilise the hubs and shared staff/roles. It was
noted that the issue would be discussed at the next Healthy Futures meeting.
Action: Dr Clive Harries to invite Linda Driver and Dr Debbie Hallott to a future
meeting with Vicky Robinson and Duncan Cooper.
Action: Linda Driver to liaise with Dr Tim Dean to consider potential solutions to the
issue of patients who live outside the local authority boundary specifically on Weight
Management issues.
It was resolved that: Clinical Cabinet noted the update on Weight Management
Commissioning.
17/118 CHC Update
Judith Wild attended to give an update on CHC. Background information was provided
with regard to the service offered, including PHB, commissioning principles, legal
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challenges and budget details.
Discussion took place on CHC reviews which were routinely undertaken at three, six
and 12 month periods and the issue of successful treatment potentially resulting in a
reduction of funding for patients.
Discussion took place on the need for a route for escalation and clinical input in any
proposed pathway. It was suggested that an appropriate approach to appeals would
mirror the IFR panel process.
Dr Nadim Nayyar offered support should clinical input be required.
It was resolved that: Clinical Cabinet noted the CHC update.
17/119 Decommissioning
Phil Smedley attended to give an overview of decommissioning.
Discussion took place regarding previous commissioning. . It was recognised that
there was an opportunity to look at decommissioning services which were not
achieving intended outcomes as well as improve efficiencies and cost effectiveness of
services and pathways.
It was suggested that clinicians identify services and pathways (using rationale from
national guidance) which were not achieving in order to redesign or reconfigure
services more effectively in a joined up approach.
Discussion took place on need for public engagement in addition to clinical input. It
was highlighted that it was proposed to publically engage to agree a set of principles
and guidelines locally in order to develop a framework for future commissioning and
decommissioning of services.
Action: A review of services commissioned in the last five years was requested in
order to assess the given anticipated benefit.
It was resolved that: Clinical Cabinet noted the presentation on decommissioning.
17/120 Finance and Recovery
Marie Bedford and Adam Robertshaw attended to give an update on the current
financial position.
Clarification was given on the direct control elements and the distinctions of Internal
Recovery and Acute System Recovery.
Discussion took place on the crucial need for relevant data to be obtained from service
providers in order to make effective and clinically robust decisions on future
commissioning.
Action: It was requested that a list of the 18 excluded drugs were listed on OSCAR.
Action: Data on decommission of new back pain injections to be obtained from MYHT
in order to assess impact.
It was resolved that: Clinical Cabinet noted the finance and recovery information
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presented.
17/121 Minutes of sub-committees
Medicines Optimisation Group – 14 December 2017
It was resolved that: Clinical Cabinet noted the draft minutes of the MOG from 14
December 2017.
17/122 Any other business
(i) Dr Pravin Jayakumar highlighted the email from an AQP MRI provider which stated
that the current provider was stopping all out-patient MRIs and they could provide the
service within 5-7 days.
Action: Dr Pravin Jayakumar to forward email to Dr Clive Harries, Dr Harries to liaise
with Pat Keane.
(ii) Informal Clinical Cabinet – Dr Phillip Earnshaw gave an overview of the GP
Leadership review and the constitutional changes to the WCCG Governing Body
including the Clinical Cabinet’s evolution to a more strategic advisory role as well as
the continuing and increased resources and support to Networks and Federations. A
review of Informal Clinical Cabinet had taken place and it had been agreed to
establish a forum for clinical leadership, communication, holding each other to account
and strategic development to ensure issues were being effectively covered. It is
envisaged that initially the meetings will involve GPs but as the meetings develop
further invitations will include input from multi-disciplinary secondary care. It will be
chaired by Dr Phillip Earnshaw. It was noted that the Federation Chairs would be
invited.
(iii) Ruth Unwin provided a brief update on the anticipated Capacity and Capability
Review. The probable format/methodology which the review was summarised. It was
noted that a briefing pack would be circulated in advance of the visit.
Date and time of next meeting:
Informal Clinical Cabinet:
Thursday 8 February 2018, 1.00– 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday 22 February 2018, 09.00 – 12.30, Seminar Room, WRH. Deadline for
papers 14 February 2018
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Agenda item : 21d(i)
Connecting Care Executive meeting
Thursday 14 December 2017
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Adam Robertshaw (AR)
Dr Adam Sheppard (DrS)
Neil Hardwick (NH)
Nichola Esmond (NE)
Andrew Pepper (AP)
Dr Ann Carroll (DrC)
Jill Holbert (JH)
Andrew Furber (AF)
Jo Webster (JoW)
In attendance:
Jane Hall (JHa)
Vicki Whyte (VW)
Michelle Domoney (md)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Finance Manager, Strategic Projects, WCCG
Assistance Clinical Chair, WCCG
Group Finance, Children’s and Young People, WMDC
Chief Executive Officer, Healthwatch
Chief Finance Officer, WCCG
GP Board Member, WCCG
Service Director for Strategy and Commissioning, WMDC
Director of Public Health, WMDC
Chief Officer, WCCG

Senior Manager, Commissioning Business Development,
Children and Young People Services, WMDC
Transformation Manager, Integrated Care Service, WMDC
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Pollard, Michele Ezro, Angela Nixon and Eleni Ioannides submitted
their apologies.

2.

Declarations of Interest:
DrS declared an interest during agenda item 6; specifically the discussion
regarding future Care Home Vanguard funding and the possibility of
WCCG using a £4m premium paid to GPs as part of the PMS contract.

3.

Minutes from 9 November 2017:
The minutes from 9 November 2017 were accepted as an accurate
record.

4.

Action Log:
Reviewing the action log, the CCE noted the updates provided. MB
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highlighted the wider SEND improvement plan will be discussed at a
future meeting when appropriate, however earlier this month WCCG
received a ‘Fit for Purpose’ letter from Ofsted regarding the Written
Statement of Action for ASD. MB added the first quarterly meeting with
inspectors will take place on 4 January 2018 and in preparation for this
inspection, MB will meet with Marium Haque to ensure progress can be
shown against all actions, though MB is confident progress can be
shown.
5.

FOR DECISION: a) Children and Young People’s Commissioning Update
and b) Proposal Regarding Progressing Joint Children and Young People
Commissioning:

5a

Noting JH presentation has previously been given at Health and
Wellbeing Board (HWBB) and most CCE members will have seen that
presentation, the CCE agreed to defer a further presentation in favour of
asking questions which were not raised at HWBB. JH however advised
the presentation provides an outline on the direction of travel for some
of the transformation work taking place in Children’s Social Care which
includes links to urgent care activity.
MB asked for more information on the Children First Hubs in terms of
operational staffing and set up etc. and asked if there have been any
issues with Health Visitors being part of this piece of work noting the
existing contract with Bradford. JH advised:
 The 0‐19 contract currently sits with Children Commissioning;
 Regular operational meetings take place with the Service Manager
Lead for the hubs and 0‐19 Service;
 Health Visitors are integrated in terms of delivering activity directly
from the Hubs;
 Both the Children and Social Care Team and the Early Health Teams
are co‐located within the hubs;
 With the exception to the Wakefield Domestic Abuse Service who has
a practitioner based at each hub (due to the current lack of building
capacity) the staff composition within the hubs is mostly social care
early help practitioners. The hubs are not multi‐agency; however
various partners will visit the hubs to deliver sessions.
Discussing the reasons behind reducing the number of hubs from 7 to 4,
JH explained this was an efficiency saving; advising after a review of the
hubs, 3 were identified as office locations therefore the 4 hubs which
were community based have been capitalised upon for members of the
public to access. JH added work is being undertaken to encourage hub
practitioners into schools so that they are more outward facing. In
addition, a future direction of travel will include a hub practitioner being
available within GP surgeries for a few hours a week to signpost
members of the public to an appropriate service.
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Discussing funding of the Edge of Care Team, JH advised efficiency
savings have been made following a review of the Intensive Support
Team (a service which primarily supported social care staff in carrying
out family assessments). This review identified a lot of duplication of
activity and co‐working therefore, a drive on the looked after children
population has been identified, particularly 11‐17 year olds who provide
the highest number. Additional savings have been made with regard to a
residential young person’s unit. The unit’s aim was to provide 8 weeks
respite with a view to children returning home, though that could be
reviewed and extended to 6 months. Unfortunately, some young people
have resided at the unit for more than 6 months whilst a more suitable
placement could be found and only a relatively small proportion
returning home. However following a review of other authority models,
the unit has been closed and relaunched using a revised model offering:
 A 4 bedded unit (as before) with 1 emergency bed and 3 rest‐bite;
 The unit will function from 8am to 11pm and offers wellness,
outreach interventions and intensive support for families at home
where there are children in breakdown and can offer those children
regular rest‐bite.
JH continued to advise a panel has been created which will act as a
gateway to care. In time it is hoped this panel will become multi‐agency
in order to provide collective expertise when developing intervention
care packages to prevent children escalating into high cost out of district
placements.
Continuing to review the presentation, DrC noted:
 There was little reference to Primary Care and GP connections in Early
Help Hubs and asked for assurance this was being considered;
 Unless an update has been given elsewhere, nothing has been heard
regarding how the new Health Visiting service following a change in
Provider is moving forward across the District;
 There is reference to a simplified assessment form and process,
however noting the work which has been undertaken on the
Connecting Care for Adults Personalised Integrated Care (PIC)
template, DrC asked if something similar could be developed for
Children’s Services.
JH advised the development of the ICT facility is still a work in progress
with a Digital Project Board actively driving forwarding and investigating
how ICT can be used more effectively as an enabler (including the
development of electronic referral forms). JH advised she had not seen
the PIC form and asked for a copy to be forwarded to her; noting a
universal form which fits the purposes of different services would be of
benefit. ACTION: MB to ask Richard Main to contact JH to discuss the
PIC form.

MB
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The CCE also discussed how the proposed model fits within wider
strategic commissioning for the district, what lessons can be learnt from
the work which has taken place in adult services (whilst recognising that
everything cannot be transferred to children’s services) the development
of a PIC file and how it could be used in considering families as a whole.
In discussion it was suggested the work Richard Main is leading on with
regard to the PIC should be linked into the model described.
The CCE also discussed Primary Care, noting children are sometimes
invisible unless there are safeguarding issues. DrS suggested there is
probably a lot of work taking place in children’s services which GPs are
not aware off and noted the development of a SystemOne record would
be a real advantage and advance in Primary Care. CCE members noted
several key Providers are in the process of or have already moved their
systems to SystemOne. JH acknowledged the benefit of exploring
SystemOne for Children’s Services.
MB asked what evaluation mechanisms are in place for the redesigned
Early Help Hubs. JH advised improvement work is taking place around
children’s performance currently and although priority needs to be given
to statutory safeguarding data returns, development work has
commenced on an early help scorecard. In addition an outcome based
training programme for all hub practitioners has been delivered which
focuses on how families can be helped; it moves away from family
support to real interventions, puts families at the centre and works
towards agreeing outcomes. Following this training, re‐referral and
escalation rates will be monitored. ACTION: Evaluation reports to be
presented to CCE in the new year

JH

MB suggested there may be an opportunity to stretch the existing
evaluation resources to help JH conduct some evaluation, however MB
caveated she would need to discuss this with Anna Hartley. JH
welcomed this offer, though advised other work needs to take place
before external evaluation support would be of assistance and advised
she will speak to MB when any external support is required.
5b.

JHa gave a presentation on the ‘Proposals for Developing Joint
Commissioning Arrangements between WMDC and WCCG for Children’s
Services’: providing information on vision for joint commissioning,
current and proposed governance arrangements including proposed
commissioning structure and next steps. JHa asked the CCE to consider
and approve the proposed model in order to move the model forward.
Discussing Urgent Care and the possibility of any future joint
commissioning, DrS advised he would like to be involved in such
discussions when they arise.
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The proposed governance arrangements were discussed. JoW
commented all the slides presented were relevant, however JoW
expressed caution regarding future governance arrangements; advising
time needs to be taken when considering any new arrangement to
ensure the correct alignment with different elements of HWBB and its
strategic focus, whilst also responding to the Joint Strategic Needs
Assessment (JSNA) amongst others. JoW supported ‘making things
happen’; advising the establishment of a task and finish group would be
a positive start and suggested the task and finish group considers the
total spend, risks, shared risks etc.
Other members of the CCE agreed; advising time needs to be given to
consider function etc. JHa advised there needs to be a better and
collective understanding of who is doing what; noting outside of
individual organisations, there is little connection and would therefore
welcome the development of a broader strategic understanding whilst
also reviewing what may happen when reviewing contracts. JoW advised
she would support the creation of a virtual commissioning team; to begin
to map the scale of opportunity, the scale of risks etc. to inform the New
Model of Care structure etc.
MB advised previous attempts have been made to bring the different
areas together and there are some earlier pieces of work which,
although require refreshing, could be of benefit including a piece a work
which maps children’s spend across Public Health, WCCG and Children’s
Services. ACTION: MB to forward children’s spend work to JHa. MB also MB
suggested:
 To involve legal and procurement colleagues when required to avoid
barriers which require solutions from the beginning;
 Keeping the Joint Commissioning Framework as an evolving
document; adding priorities will evolve as the task and finish group
meets and makes recommendations to JoW as part of her new role as
Health and Social Care Strategic Lead.
Continuing discussion, the CCE noted there are lots of areas which
require linking together and noted the importance of commencing this
piece of work with a clear picture and information of children and young
people in order to begin to align to adults and as part of that process
begin to identify different ways of working strategically, operationally
and organisationally etc. to ensure value is being added to the totality.
JoW advised if a group of children’s’ commissioners were brought
together in the new year, JoW would meet with that group to talk
through the scope of the first 3 months of the project in terms of
mapping, strategic context and how to report to CMT (noting the
Director of Children’s Services is still to be appointed at WMDC and that
person will want to influence the direction of travel in preparation for
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the large steps to be taken in the future).
The CCE agreed to set up the task and finish group to get the work
progressing. In view of possible future shaping of WMDC responsibilities,
AB also suggested to locate additional discussions to involve WMDC
Management Team and suggested both steps are conducted
simultaneously. JoW also recommended a small group meets to map
where the task and finish group needs to go in order to obtain ownership
of the piece of work, what will the first job of the task and finish group be
and how the group should be developed; adding the adult’s framework
could be used as a starting point.
Existing and new joint contract arrangements were also discussed. JoW
advised who ‘transacts the joint contract’ is still to be established as it
will be dependent on what organisational form is fit for the future,
however acknowledged that the system is currently very fragmented
with some parts of the system being jointly commissioned and others
not and therefore, there is a real opportunity to blend skills, staff,
remove duplication etc. though the collective risks and resources (in
terms of opportunities) for such a change are still unknown. AB also
suggested neither WCCG nor WMDC current procurement processes are
able to fully exploit opportunities around social value and ease of access
as effectively as it might in order to support the development of the kind
of market we are wanting to see.
Referencing the proposal, JH highlighted a couple of risks including how
priorities are to be set; advising due to the size of the piece of work,
there is a risk consideration will only be given to spend on actual
contracts already in place. JH advised there are huge pressures on
placement spends which are critical to both WCCG and WMDC which do
not come under one contract. JH advised consideration needs to be
given to how priorities are set in terms of where the quickest wins can be
achieved by being smarter and efficient in how services are
commissioned. AB and JoW acknowledged this concern and the
importance therefore of scope.
JH also advised discussion took place at the last Children and Young
People Partnership Board (C&YPPB) regarding HWBB and if discussions
regarding children’s services should be delegated to C&YPPB to report up
to HWBB if children’s services are not given HWBB agenda time. JoW
recommended children’s should remain with HWBB and that steps
should be taken to ensure children’s is included on HWBB agenda’s.
6.

FOR DECISION: Progress Regarding Framework and Timescales for
Decisions Regarding Funding NMoC Vanguard Schemes Post April 2018:
Talking the CCE through the supporting paper, MB highlighted the
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following:
 Conexus are developing a report for presentation at January’s New
Model of Care Board (NMoCB) on how they will cover the Care
Navigation service;
 Kate Brentley is working with David Brown on the Primary Care
Training Academy to review what the models and running costs are;
 Commissioning Leads are still working through the following 3
additional areas (not detailed within the supporting paper):
o Care Home Local Enhanced Service for General Practice;
o Physio First, including Physio Live. Tracy Morton is to present a
paper on the model at February’s NMoCB;
o Pharmacy in General Practice. Joanne Fitzpatrick is reviewing the
possibility of having more of a fair share contribution from General
Practices moving forwards. A paper is being developed for
presentation at either WCCG Financial Turnaround Committee or
WCCG Probity Committee.
 With the exception to the additional 3 areas described, the paper
provides solutions for nearly £8m for next year.
MB added a version of the supporting paper will be presented to NMoCB
once MB has obtained advice from WCCG finance colleagues.
The CCE discussed the paper, noting the excellent progress made. MB
advised the 3 additional areas are big spend items i.e. the Pharmacy
model is approximately £700k, however if a fair share contribution is
achieved, that spend will not be as high next year. The Care Home
Vanguard LES is approximately £300k. MB advised DrC has been
discussing with Dr Greg Connor how some key aspects could be picked
up under the new Practice Premium contract, however noting the
financial pressures WCCG are expected to be under next year, further
discussions are to take place. JoW noted the Care Home Vanguard has
delivered significant benefits on reducing demand and suggested if the
model is written correctly, it should pay for itself, however there is
flexibility of £4m which is a premium paid to GPs on the PMS Contract
which could be used to support such activities which are having a bigger
impact on demand within the system. As a practicing GP at a Wakefield
GP Practice, DrS declared an interest in this discussion.
7.

FOR DISCUSSION: ICES Transformation Update:
Referencing the supporting paper, VW talked the CCE through the key
outcomes following a transformation programme of the ICES service
over the last 12 months. AB added the ICES service is now being
delivered within budget as a result of the changes VW has brought in and
of the 5,000 pieces of equipment out in the community not collected;
only approximately 100 pieces remain uncollected.
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The CCE welcomed the report and the positive outcomes which have
been achieved in 12 months of the transformation programme taking
place. On behalf of the CCE JoW advised VW and her team have done a
fantastic job in re‐designing and re‐establishing a service which was
continuously running over budget and is now being run to its maximum
efficiency with patients receiving equipment they truly need, residents
getting better outcomes and staff working with a service which now
functions well. AB also noted the good co‐operation which has taken
place with MYHT in overhauling of the service.
Discussing opening times, VW advised the service currently operates
from 8.30am to 4.30pm in terms of deliveries; however discussions are
taking place regarding extending the opening hours to match the Health
and Social Care system (to 8.00) and possible Saturday opening. VW
confirmed an out of hours service (OOH) does operate on ICES’ behalf;
adding there has been a significant decrease in the use of OOH as a result
of better processes, efficiencies and increased flexibility being introduced
into the ICES service. VW added what was previously being put forward
to the out of hour’s service prior to the transformation, is now being
managed and maintained in house.
VW confirmed there is now a clinical input with every requisition; adding
the clinician works very closely with requisitioners on the types of
equipment being ordered and its appropriateness.
DrC also welcomed the report and the improvement which has been
made to the ICES service, however DrC enquired regarding Care Home
and Nursing Home equipment which is believed to be causing some
delayed transfers of care (DToC). VW advised there is an expectation
that Nursing Homes will provide any required equipment prior to their
patients being discharged; however there are times ICES have been
asked to provide equipment following an assessment on a case by case
basis. VW confirmed patients in Residential Care Homes will receive
equipment. AB advised there are still some issues to be resolved; adding
the transformation programme has tried to be pragmatic in terms of
getting patients out of hospital as soon as possible and steps will be
taken to jointly address remaining issues.
Continuing the discussion, CCE members acknowledged the nursing
home difficulties due to there being numerous different Providers,
however DrC reaffirmed her belief that some DToC were due to
equipment. AB suggested VW links with DrC and Care Home Vanguard
colleagues to discuss further.
NE advised an independent transformation programme was conducted
some time ago (prior to the recent transformation programme) which
identified a need to review Children SEN equipment. NE asked if it was
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now appropriate to consider this area as part of the current
transformation programme. VW advised she has been approached with
regard to incorporating SEN equipment into the equipment service,
however advised the current focus will remain ensuring ICES is running
as efficiently as possible before consideration is given to taking on any
additional responsibility. AB added there are still significant internal
changes and restructuring taking place which should be completed by
the end of February 2018. Once those changes have taken place and
have been embedded, consideration will then be given to other areas.
8.

FOR DISCUSSION: BCF Pooled Financial Monitoring Report:
AR talked the CCE through the key points of the supporting paper;
advising the figures are correct as at October year to date.
The CCE noted the positive view of the report including the work which
has been undertaken to improve (in comparison to last year) the Care
Act position and minimise risk.
MB advised the BCF Partnership agreement for 2018/19 has been signed
by JoW and AB this week and this development will be reported in the
next assurance report in NHSE.
Discussing the BCF, DrC again raised the query regarding equipment;
asking if there was anything which could be done to address the problem
of discharging Nursing Home patients more quickly when equipment is
required; to mitigate against further and future DToC. JoW advised if
WCCG were successful in securing additional winter monies for this year,
some of those resources could be used for adhoc support to Care Homes
where specialist equipment is required. MB advised she would like to
understand in more detail the scale of the problem and how much
additional resource will be required to address the issue. JoW advised
there appears to be a series of possible issues which need to be
understood in more detail:
 Ordering of equipment and doing so more timely;
 Availability of equipment: either standard equipment which should
be easily and readily available in nursing homes and the bespoke
pieces which, if not ordered correctly, may cause some delays within
the system and if this equipment was not in stock, could an interim
arrangement be set up;
 What resources are required?
JoW confirmed if additional winter monies were available, the winter
room could have access to some of that resource in a time limited way to
unblock people; adding it costs more to keep patients in hospital than to
purchase the equipment they need and send them home. Noting a care
home conference call is taking place this morning, JoW suggested DrC
9

asks for details on the last 10 care home DToC cases in order to conduct
a study to determine what actually caused the DToC. The results from
this study should then be reported to the winter room. JoW advised
such a study should identify the real issues and provide the correct
opportunity for care home vanguard team to consider how things could
be managed differently and more pragmatically over the winter period,
with the recognition there needs to be a more sustainable solution
moving forwards.
9.

FOR ASSURANCE: BCF Quarterly Progress/Reports:
Summarising the Quarter 2 BCF submission to NHSE, MB advised most
areas are on track however DToC remains issue. MB advised nationally,
the expectation is that all parts of the country would be at 3.5% by
November 2017; in September, Wakefield were showing 4.5%. MB was
not aware what the implications would be if the national DToC target
was not met by March 2018. DrS advised it was reported at A&E
Improvement Group earlier this week Wakefield’s current weekly DToC
position was below 3%.
MB also advised assurance has been received that the IBCF monies which
WMDC receive from DCFE will only be impacted if the Adult and Social
Care DToC reductions are not met. MB assured CCE members this target
is on track to be met and therefore is not under risk. ACTION: DrS to
DrS &
double check the weekly DToC figure reported and A&E Improvement
MB
Group and advise MB for circulation to CCE members.

10.

FOR INFORMATION: Joint Legacy Reserves:
NH advised the paper provided reflects the forecast plan to date. MB
advised the uncommitted monies allocated for the Airedale
Telemedicine Licences will be spent; adding invoices are still to be raised.
The CCE highlighted the importance of up to date reporting; noting the
legacy report would suggest there are £164k of uncommitted funds.

11.

FOR INFORMATION: Connecting Care Project Management Documents:
Risk Log and Highlight Report:
Referencing the supporting papers, MB advised most items regarding the
Care Home Vanguard and Connecting Care are on track; the only area of
risk highlighted is DToC.

12.

Any Other Business:
 Noting some CCE colleagues are also involved in an NHS
Confederation visit taking place at Wakefield Hospice, JoW suggested
January’s CCE meeting is held at Wakefield Hospice if there is a room
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available. ACTION: Enquiries to be made regarding hosting January’s
CCE meeting at Wakefield Hospice.

MB

 On behalf of all CCE members, JoW thanked AF for all the hard work
he has done for Connecting Care and wished AF all the very best in his
new role for Yorkshire and Humber.
16

Date and Time of Next Meeting:
Thursday 11 January 2018, 9.00 to 11.00am, Venue to be determined.
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Agenda item : 21d(ii)
Connecting Care Executive meeting
Thursday 11 January 2018
9.00am to 11.00am
The Boardroom, Wakefield Hospice, Aberford Road, Wakefield WF1 4TS
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Dr Adam Sheppard (DrS)
Neil Hardwick (NH)
Nichola Esmond (NE)
Angela Nixon (AN)
Anna Middlemiss (AM)
In attendance:
Martin Smith (MS)
Ian Holdsworth (IH)
Adam Robertshaw (AR)
Maria Green‐Lynch (MGL)
Sue Sharpe (SS)
Michelle Domoney (md)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Assistant Clinical Chair, WCCG
Group Finance, Children’s and Young People, WMDC
Chief Executive Officer, Healthwatch
Group Finance Manager, Adults, Health & Communities,
WMDC
Deputy Public Health Director, WMDC

Head of Connecting Care Commissioning, WCCG
Senior Commissioning Manager Children’s Services, WCCG
Strategic Project Accountant, WCCG
Carers Champion, Public Health, WMDC
Interim Service Manager SENDSS, Children and Young People’s
Service, WMDC
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Pollard, Dr Ann Carroll, Michele Ezro, Jill Holbert, Jo Webster (JoW)
and Lesley Carver submitted their apologies.

2.

Declarations of Interest:
No declarations of interest were advised.

3.

Minutes from 14 December 2017:
The minutes from 14 December 2017 were accepted as an accurate
record.

4.

Action Log:
The CCE noted all actions have been completed.
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5.

FOR DISCUSSION: Future in Mind Update:
IH updated CCE members on plans for Children’s Mental
Health/Emotional Wellbeing Transformation and how that work will link
to the sustainability plans for the Future in Mind (FiM) programme and
the work taking place to transform the CAMHS service.
Talking the CCE through the aims, delivery model, how assurance will be
given, CAMHS transformation, resourcing, Forensic CAMHS, challenges
and next steps, IH added:
 FiM Programme funding will cease in March 2020 and steps are being
taken to consider the continuation of the programme post this date;
 The Forensic CAMHS (FCAMHS) service is a branch of CAMHS and is
delivered separately from the core CAMHS offer. FCAMHS primarily
links with the Youth Offending Team. Discussions have taken place
with regard to an intention to align FCAMHS back into the core
CAMHS service whilst ensuring value for money;
 Moving FCAMHS into the core CAMHS service should provide some
financial wins. FCAMHS delivers harmful sexual behaviour and multi‐
systemic therapies which are not currently available in Wakefield.
Having these therapies available in Wakefield will remove the costs
incurred through out of area placements;
 Noting the success of the on‐line and face to face counselling
services, initial conversations are taking place with schools to see if
they would consider funding these services as a traded service.
In discussion, IH advised the review into looked after children
arrangements and the emotional wellbeing service is being conducted
jointly with WMDC. A group has been set up to specifically manage how
this review will take place from finance, resource, pathway and delivery
perspectives to ensure inter‐dependencies are taken into consideration.
Discussing links with Primary Care, some concern was expressed that GPs
may not be aware of all the services available in Wakefield. IH advised
GPs can access services like the Specialist Eating Disorder service via
CAMHS, however IH acknowledged more detailed communication is
needed to share news and information on the development of new
services. IH added there is up to date information available on OSCAR.
The CCE added there will be a need for a detailed communications plan
which clearly shows the direction of travel and steps to be taken for
referring patients to CAMHS via the Single Point of Access (SPA).
Discussing the CAMHS waiting list, IH expressed some caution advising
the figures do not reflect the full story. IH advised there has been a slight
increase to the CAMHS waiting list as a result of better and speedier
identification of cases which includes working more closely with schools.
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The CCE discussed the block contract with FCAMHS and if staff vacancies
were having an impact on waiting times. IH advised the contract
provided by FCAMHS should provide saving opportunities; adding steps
are being taken to support CAMHS with regard to long and short term
staffing issues.
Discussing future actions, AB suggested the following areas are reviewed
in due course:
1) Time should be given at both CCE and the wider Connecting Care
Health and Social Care Partnership (CCHSCP) meetings to reflect on
the learning (both positive and negative) from this piece of work;
2) The CCE should be sighted as early as possible on the sustainability of
the FiM programme post March 2020 in addition to any financial
challenges faced by sustaining the valuable and additional services
which have been delivered; particularly those within the voluntary
sector. Linking to this, consideration should be given to the whole
financial business case for continuing with certain services i.e. there
needs to be an understanding of who benefits, who gains and if
investment in services will save other partners money (WMDC for
example.
6.

FOR DISCUSSION: SEND Improvement Plan:
Referencing the supporting paper, SS advised:
 The updated version presented attempts to align actions to
workstreams;
 The plan goes into 2018/19; there are lots of actions with an Amber
Rag rating however progress is being made to the accumulative point;
 With agreement from the SEND Board, all completed actions have
been removed and these clearly reflect what has already been
achieved;
 Challenges faced include:
o Timeliness of actions. The plan will be presented for discussion at
each workstream meeting in order to identify key priorities. The
broader actions are to be broken down further and task and finish
groups set up to provide more focus on the achievement of those
actions;
o Identifying action owners to ensure actions are taken forward and
any overlaps in actions are picked up. Who the action owners
should be, has been discussed at the SEND Board;
o How the plan will continue to be monitored and where assurances
will be given. The SEND transformation monies will cease in March
2019 therefore steps will need to be taken to ensure SEND
continues to remain high on people’s agenda post March 2019;
 Discussions have taken place regarding how to shorten the plan; one
suggestion being to break the plan down into 6 month timeframes
which will also provide a tighter rag rating on progress, achievements
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and next actions
Discussing the action plan, the CCE asked if the plan includes the right
actions and if there was anything missing. SS asked if CCE members do
see any actions which are not included, to please make her aware;
likewise, if there are any updates for any of the actions, these should also
be forwarded to SS or the SEND Administrative Team for inclusion on the
action log.
Advising the CQC and Ofsted highlighted 14 specific areas; MB suggested
these should be highlighted somehow on the action plan. AB agreed,
suggesting these 14 areas will be the first areas future inspections will
focus on. AB also advised there needs to be assurance that the right
people are progressing the actions; suggesting frequent assessment
should take place to ensure the right people/services are represented at
meetings and the right support provided to deliver all the actions.
ACTION: SS to ensure action log reflects 14 key areas highlighted by CQC
and Ofsted
The CCE discussed workstream membership and if clinical input was
required. MB confirmed Dr Debbie Hallott will have seen and been
involved in the development of the action plan. SS added workstream
colleagues are replied upon to take the detail back into their
organisations to approach and work with the right colleagues to take the
action forward. ACTION: SS to circulate details of who is involved in
each workstream for review to ensure the right involvement

SS

SS

MB advised the Written Statement of Action (WSoA) was presented to
the Health and Wellbeing Board (HWBB) where members queried the
wider SEND plan. MB asked SS when the right time would be to share
the wider plan. Noting the current plan is to be refreshed, that the plan
needs to be narrowed down and meetings with workstreams are to take
place; SS estimated March/April 2018 would be the earliest opportunity.
7.

FOR DISCUSSION: Update re: SEND ASD Written Statement of Action
from 4 January 2018 Assurance Meeting:
Referencing the supporting papers, MB advised:
 A ‘Fit for Purpose’ letter has been received from Ofsted and CQC
following the submission of a WSoA;
 Quarterly monitoring meetings are being held with NHSE and the
Department for Education (DfE) until September 2018. A final
monitoring meeting will take place with wider members from NHSE,
DfE and CQC. After this meeting a final report will be written and
submitted to the Minister which will outline proposed next steps.
MB talked the CCE through the supporting paper; highlighting the latest
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position in terms of assessments and longest waits. MB advised the
updated action plan was discussed at length during the meeting on 4
January 2018 and feedback from the assurance team was very positive.
MB advised the next monitoring meeting will take place on 19 April 2018
and MB asked if NE could provide an update on the work Healthwatch
are doing with WCCG. NE confirmed Healthwatch will be able to provide
information in advance of the next meeting.
Discussing the report, MB advised in addition to reducing the waiting list,
another area of importance to the inspectors was reflecting that families
are receiving some support whilst awaiting their assessments.
Reading the letter received from the CQC, it notes an intention to
increase the number of ways of undertaking assessment. NE asked if
steps will be taken to ensure these assessments are done consistently
and asked if different professionals will be following the same
assessment process. MB confirmed the same assessment process will be
followed, however it was identified in one of the task and finish groups
there was not the same level of consistency in the over 14 pathway to
those in the younger ages.
Discussing the CQC/Ofsted target to reduce the overall waiting time to 6
months by August 2018, AB asked if an early assessment would take
place to review the achievability of this target. MB advised monthly
monitoring will be taking place with a report to be presented to
Governing Body in March 2018. MB added achievement of the target
will be dependent on if the number of new referrals remains under 20;
this level of referral rate allows 30 existing cases (a month) pending
assessments to be actioned; the current capacity available is 50‐51 cases
monthly. ACTION: MB to provide regular update reports to CCE.
8.

MB

FOR DISCUSSION: Mid Yorkshire System Briefing Paper – Additional
Capacity Winter Beds:
Referencing the supporting paper, MS advised NHSE notified MYHT and
the Acute System additional resources were available to support winter
pressures. Due to the timescales, there was an urgent requirement to
prioritise with the Trust how these additional monies would be spent.
One of the key areas was community capacity in the form of beds to
support patient flow and to reduce the Delayed Transfers of Care (DToC).
A model was quickly developed whereby Care Home Vanguard care
homes would accept complex discharge patients who no longer had
acute needs on a temporary basis.
MS explained the process begins with a daily review of patients on the
DToC list to identify which patients would be appropriate before
arranging for an MDT to review those patients and establish the capacity
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of Care Homes prior to discharging if appropriate. MS advised the
supporting paper details which services and Car Homes have been
commissioned. MS added:
 The process is up and running with commissioning arranged via a
block contract. The service is run on a daily basis by Therapy, a nurse
and a mental health nurse from the Vanguard and Social Care each
day, with the DToC list provided the day before by the Lead Discharge
Nurse at MYHT;
 There are 15 (nursing) beds in Wakefield spread around 4 different
Vanguard Care Homes. North Kirklees have also commissioned an
additional 15 beds therefore providing 30 additional beds support for
the MYT system until April 2018;
 A daily conference call takes place at 9.30am to discuss what is
happening;
 Intensive additional Social Care support is also available which has
been invaluable. Social Care colleagues are case managing these
patients to ensure they receive everything they need and are
receiving the right assessments;
 There was some learning in the initial stages with regard to non‐
weight bearing patients; there was an agreement that non‐weight
bearing patients who could, would go home with support from ICT;
that support is in place and those patients who need rest bite are
attending Dovecote Lodge;
 The availability at Dovecote Lodge is not always sufficient therefore it
has been agreed separately to spot purchase additional beds for non‐
weight bearing patients; advising non‐weight bearing patients usually
require 6 weeks rest bite;
 The model involves 3 different agencies providing transport including
YAS and Age UK Hospital to Home. Conversations are taking place
with in‐house local authority transport who move patients from
Dovecote Lodge;
 Monitoring is taking place to assess the length of stay of these
patients in Care Home beds and the support these patients receive.
MS advised the model described is a really good example of the system
working together and developing something quickly together which is
robust and provides patients who no longer require acute care the
temporary care and support they need for up to 2 weeks within a Care
Home setting before they are able to return home etc.
The CCE discussed the model; advising it has also been discussed at the
New Model of Care Board (NMoCB) where what happens post April was
discussed. MB advised between April and October 2017 the system
managed really well with 5 beds continuously available, however a
directive from NHSE was very clear that winter bed investment was
required. MB added the team have done amazingly well to develop and
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set up this model within a very short space of time; from the date the
decision was made 15 December 2017 to the service going live on 4
January 2018. MB hopes with the facilities available in the community,
Wakefield will be able to manage within its bed base from April onwards.
In discussion it was advised that some ‘Plaster of Paris’ patients had been
admitted into the additional winter beds in error. MS was not able to
provide an update on these patients, however confirmed that Social Care
colleagues are intensively working with these patients to find them the
right support bed or at home support with a package of care.
NE advised Healthwatch have been commissioned to do some discharge
evaluation and suggested this could be an opportunity to refer patients
and their families (with the appropriate consent) into that evaluation for
them to be asked about their experience. ACTION: MS will provide
some patient information to NE.

MS

The CCE also discussed EMI/Dementia beds following a suggestion there
are issues with patient flow from EMI. The CCE agreed any future
discussion and review of beds must include EMI/Dementia beds if there
are continuing issues. MS advised after speaking to the care home
managers in setting up the winter bed model, the managers are
accepting a verbal handover because the trust between MYHT and the
Vanguard Care Homes is there; in addition the managers have advised
they will accept patients with secondary Dementia provided patients
have none aggressive behaviours as other Care Home residents need to
be safe. The CCE welcomed this step forwards; commenting this was real
and impressive progress albeit on a small scale.
9.

FOR DECISION: Carers Strategy:
Referencing the supporting presentation, MGL talked the CCE through
the value of cares, proportion of people providing unpaid care and what
Carers want nationally, adding:
 A Carers Strategy is being developed for which Merran McCrae has
agreed to write the Foreword;
 A draft strategy has been circulated to numerous services to ensure
the actions within are deliverable, smart and will provide what Carers
need;
 Over 35,000 Wakefield residents identified themselves as Carers in
the last Census, however only 6,700 are known;
 The Carers strategy will focus on 3 initial key areas where it is hoped
progress can be made quickly;
1) Adult Carers
2) Working Carers
3) Young Carers
 Suggested priorities have been developed for these 3 key areas.
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Discussing the Carers Strategy, NE asked if anything was currently funded
for young carers. MGL advised the early help hubs have a remit to offer
assessments to young carers to see if they require any support in
addition the Youth Care Team offer groups for young carers who are
aged 11yeasr and over. AH advised a gap has been identified with regard
to young carers therefore the aim is to take an early intervention and
prevention approach to identifying issues before they arise and provide
support.
The CCE discussed the Education and Welfare Service and if they’d been
involved as yet. MGL advised she has visited the service and presented
to them; highlighting children who routinely miss school could be
unknown young carers. AH added the Public Health schools survey has
been reviewed by MGL the survey showed there are lots of children who
have self‐identified as carers, however schools are not aware of them
which confirms there is a disconnect.
The CCE discussed communication in Primary Care. In discussion it was
noted that some information has been provided by Carer’s UK in to GP
surgeries (though referral rates are low) and there is now lots of
information regarding Carers on OSCAR, however it was acknowledged
that perhaps more could be done.
In discussion, MGL suggested there is sometimes an expectation that
Cares will ask for help when perhaps Carers should be contacted and
offered support/information. AH added the Carers Survey identified
most new Carers declined any offers of support and suggested perhaps
these people should be contacted again 3 or 6 months later to ask them
again if any support was needed. MS advised steps had previously been
taken to share the Carers Register (which is part of the General Practice
Quality Outcomes Framework), however due to Information Governance
issues, this was not realised; MS suggested this could be re‐invigorated.
Referencing the ‘Owning Our Strategy’ slide in the presentation, the CCE
highlighted:
1) Appropriate representation on the Carers Strategy Implementation
Group: If anyone is missing, CCE members were asked to advise so
that steps could be taken to ensure the right representation;
2) The CCE are committed to progress with the development of a Carers
Strategy. ACTION: Final Carers Strategy Document to be shared at a
future CCE and CCHSCP meeting.

AH/MGL

Noting the good work people are doing within Wakefield District, AB
suggested a Carers Vanguard Programme would be a good development.
Recognising the combined effort which has gone into developing the
Care Home Vanguard across multiple agencies and the relationships
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which have been built as a result, AB suggested a similar approach for
Carers could have benefit and asked if consideration should be given to a
joint approach to NHSE; noting Wakefield has a basis for a Vanguard
Programme and therefore a request could be made to NHSE to see if
they would be interested in funding Wakefield to develop a Carers
Vanguard. The CCE welcomed this suggestion. ACTION: MB and AH to
discuss the best approach to be made.
10.

MB/AH

FOR ASSURANCE: BCF Pooled Financial Monitoring Report:
AR talked the CCE through the supporting paper, advising there no cost
pressures and there is an improving picture.
MB advised a conference call is taking place today regarding Quarter 4
funding for MCP which may cause some future. ACTION: MB to
circulate a virtual update on the outcomes of the conference call to CCE
members.
MB also advised a bid is being made to NHSE for some additional
resources for ICES Children and Young People equipment. ACTION: MB
will advise NH and AN if this bid is successful.

MB

MB

On behalf of the CCE, AB thanked everyone involved in keeping the pool
and budget spend within plan in addition to delivery.
11.

FOR INFORMATION: Improving Continuing Health Care (CHC) Invoice
Information Flows:
This agenda item was noted for information. On behalf of the CCE, AB
thanked Sucha Singh for the report and good work colleagues are doing
to improve the invoice arrangements. AN added the position has
improved greatly.
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FOR INFORMATION: Joint Legacy Reserves:
This agenda item was noted for information.

13.

FOR INFORMATION: Connecting Care Project Management Documents:
Risk Log and Highlight Report:
This agenda item was noted for information.

14.

Any Other Business:
Quarter 3 Better Care Fund (BCF) Return:
MS advised the Q3 BCF Return is due for submission on 19 January 2018,
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however the data required will not be published until 17 January 2018.
In view of this, it is not possible to present the return for sign off in
advance of submission. MB and AB asked that the submission be
forwarded to them for approval prior to submission. The CCE agreed to
this approach.
15.

Date and Time of Next Meeting:
Thursday 8 February 2018, 9.00 to 11.00am, Seminar Room, White Rose
House
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Agenda item: 21e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 28 November 2017
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Registered Nurse
Lay Member (Deputy Chair)
Lay Member (Chair)
Secondary Care Consultant
Chief Finance Officer

Sandra Cheseldine
Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Dr Hany Lotfallah
Andrew Pepper
In Attendance:

Dr Anwar Al-Khaili
Ann Batty
Julie Bolus
Carly Day
Anna Ladd
Nichola Esmond
Glennis Rhodes
Chris Skelton
Ruth Unwin
Pam Vaines

GP ( item 17/098 only)
Practice Manager (item 17/100 only)
Strategic Nurse Advisor. Non-voting
representative for Jo Pollard
Primary Care Medicines Optimisation
Lead (item 17/101 only)
NHS England Representative
Healthwatch Representative
Practice Manager (item 17/098 only)
Head of Primary Care CoCommissioning
Associate Director of Corporate
Affairs
Minute Taker

17/094

Apologies

17/095

Apologies were received from Jo Pollard, Chief of Service Delivery & Quality and
Cllr Pat Garbutt, (Wakefield Health and Wellbeing Board representative)
Declarations of Interest
Sandra Cheseldine declared an interest in item 17/098 as a local resident.
Julie Bolus declared an interest as Non-Executive Director at Locala and as
Executive at National Association of Primary Care.
The Chair noted the declaration and determined that members could provide input
into the discussions.

17/096

(a) Minutes of the meeting held on 24 October 2017
The minutes from the meeting held on 24 October 2017 were agreed as an
accurate record
Action sheet from the meeting held on 24 October 2017
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The action sheet was noted.
17/097

Matters Arising
There were no matters arising.

17/098

Outwood Park – Wrenthorpe Branch Closure application.
Chris Skelton presented the application. Dr Al-Khaili and the Practice Manager,
Glennis Rhodes, attended the meeting to support the application.
Permission for a patient engagement exercise into the proposed branch closure
was granted at Probity Committee on 25 July 2017. The engagement period ended
in October and a formal application for closure was presented to Wakefield CCG
on 14 November 2017.
The practice has cited capacity issues, safety concerns, and physical constraints,
such as disabled access and parking, as the primary concerns at Wrenthorpe. Full
GP services are available at Outwood Park and part of the rationale for closure is
to focus expertise in one area. The report also includes details of the mitigations to
reduce risk to staff and patients.
Chris Skelton explained that the building at Wrenthorpe is owned by NHS Property
Services and as such, Wakefield CCG would be liable for any void costs should the
Practice vacate the premises. The cost would be in the region of £20k.It was also
estimated that the practice is likely to save on expenditure in relation to utilities,
approximately £15k.
Wakefield CCG has received a petition from the local MP signed by 141 people
against the closure. An on-line petition from a local campaign group was also
received at the Governing Body meeting in September 2017. The Practice has
liaised with their Patient Participation Group which is in favour of the closure and
actively supports the recommendation.
The number of appointments available at Wrenthorpe and the uptake is not clearly
stated in the application and Committee members have asked for clarification.
The building was constructed in the 1980s and does not have any scope for
extending or adapting the site. The Practice Manager explained that the constraints
of the building make it difficult to meet the requirement to provide new services.
The Practice has 13,000 registered patients over both sites. There is no separate
list of patients registered specifically at the Wrenthorpe location.
Dr Al-Khaili and Glennis Rhodes confirmed that it had not always been possible to
provide the required number of appointments at Wrenthorpe although a full triage
process is in place. Higher quality and safer care can be provided for acutely
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unwell patients at Outwood as nurses, test options, pharmacist etc are available
there but not at the Wrenthorpe site.
Mel Brown asked how confident the Practice was that the Outwood site would be
able to meet all patient needs for both areas and any possible growth over next few
years. Glennis Rhodes said that a very large housing development was taking
place area so there may be a risk that the Practice would need to expand in future.
Discussion took place as to whether, with this in mind, it was appropriate to close
the branch surgery. Dr Al-Khaili and Glennis Rhodes stressed that the Wrenthorpe
Branch was not fit for extension or development and that centralising existing
functions would put the Practice in an optimum state for any future growth.
Dr Al-Khaili stated that the Practice was very aware of patient discontent. He stated
that number of same day appointments for acute cases had been increased at
Outwood and that currently Wrenthorpe branch is mainly utilised for planned
appointments.
Patient responses suggested there was difficulty getting appointments, even at
Outwood. There were concerns that patients had difficulty accessing the practice if
their problems were not urgent. The Committee questioned whether a branch
closure would help this situation.
The Practice manager explained that over the last year GPs had triaged requests
for appointments, which was a gold standard service. Activity for contacts had
increased three-fold. This gave a very safe service to filter out the non-acute cases,
leaving appointments for patients who needed an appointment. The triage GP
could decide if the patient needed to be seen that day, with a 10 minute
appointment slot, whether it was appropriate to wait for next routine appointment
(which may be some time away) or whether it was appropriate to carry out tests or
signpost to other services.
This process had received excellent feedback from patients and it was hoped that
patients from Wrenthorpe will also find this useful.
Patients in the Wrenthorpe area tend to be in the age bracket which shows lots of
red-flags so did take a lot of GP time.
Julie Bolus raised concerns that the figures quoted in the report were contradictory
or unclear. She asked that a report be brought to a future committee setting out the
data in a clearer manner. Chris Skelton was asked to write to the Practice setting
out the areas which needed to be clarified.
Dr Al-Khaili stressed his concern that the building was not compliant with best
practice requirements for patient access or dignity. There had been two patient falls
resulting in fractures. The building was several feet from the car park or road. It
was not possible, despite attempts over several years, to adapt the building
successfully. He stated that patients arriving at the surgery by taxi had a safer
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access route to Outwood than to Wrenthorpe. He was asked to strengthen this
point in the resubmission.
Diane Hampshire expressed concerns about possible future expansion of the
practice and asked for further clarification.
Sandra Cheseldine reminded the Committee that Warrengate Surgery had closed
their branch at Batley Road several years ago and therefore local residents were
without a local surgery. This was a concern, particularly with several new housing
developments in the area. NHS England had a requirement that there should be
GP provision within a mile.
Mel Brown asked for further information regarding transport/access and Glennis
Rhodes responded that this was a key theme and was reflected when moved from
Leeds Road to Outwood Park. The Practice was aware that this was a challenge,
especially as the local transport provision was poor. The Practice will assist in
canvasing local bus providers.
The Practice had previously trialled transporting patients using LCD drivers (with
CRB and manual handling qualifications) They were not required by LCD during
the day, and were available to help patients into car, drive them in to practice, to
the pharmacy and back home. This service was not taken up sufficiently to
maintain it. However they would look at resurrecting the service. Mel Brown offered
to work with the Practice to ensure that all transport issues had been mitigated.
It was confirmed that home visits would continue to patients in the Wrenthorpe
area.
Dr Greg Connor commented that although he understood the benefits of
centralising services, he was concerned that with an increasing list size it was
counter-intuitive to reduce GP floor-space. He asked that further discussions took
place with NHS Property Services regarding adaptions to either or both premises.
Mel Brown acknowledged the work that had been undertaken and for the excellent
presentation at Overview and Scrutiny Committee but asked for further work to be
carried out and for a revised report to be brought to the January meeting.
It was noted that Glennis Rhodes has now left the Practice and she was thanked
for her work on this matter.
It was RESOLVED that:
(i) The Probity Committee formally received the request by Outwood Park
Medical Centre to close the branch surgery at Wrenthorpe, Wakefield
(ii) The Probity Committee noted the content of the documents produced by the
practice
(iii) The Probity Committee noted opposition to the closure and concerns raised
by the local community
(iv) A further report will be considered at the January 2018 Probity Committee
4

17/099

Station Lane application to change boundary
Chris Skelton presented the application to make amendments to the inner practice
boundary for Station Lane.
The Practice has underutilised GP capacity and was seeking to increase patient
capacity. It should be noted that this practice was close to Crofton which currently
had a temporary list closure.
Chris Skelton confirmed that there were no concerns regarding the quality of
service provided at Station Lane.
It was RESOLVED that:
•

17/100

Probity Committee accepted the proposed change to the practice’s
boundary.

Crofton list closure application
Chris Skelton presented the application for a formal 12 month list closure at
Crofton.
Ann Batty, Practice Manager, attended to respond to any questions from the
Committee.
The Committee was reminded that a temporary list closure was agreed in June
2017 and came to an end in October. A Plan and Progress meeting was held on 3
October and a formal request to close was submitted to the CCG on 10 November
2017.
The Committee was reminded that the Practice has lost several GPs over a very
short period. The Practice is currently employing several Locums to maintain
service.
The List grew by 170 patients between July 2016 and July 2017 which was a 1%
net growth.
The Practice was in a semi-rural location with few surrounding practices. Concerns
were raised that there was a risk that a list closure may mean that some locations
do not have GP coverage. Anna Ladd confirmed that NHS England had a process
for allocating a GP to patients in this position, but it was noted that the process was
a lengthy one.
Ann Batty pointed out that during the temporary list closure they had registered 104
new patients. These were babies and family members moving to the family homes
of people already registered with the practice. The Practice had agreed to contact
188 people who had been declined registration and had subsequently registered
elsewhere, when the list re-opens.
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There were four major building developments in the area which meant that overdemand was likely to be an issue in future. The practice was continuing to work on
plans for the future but had already looked at different ways of working, such as
employing a pharmacy technician. This was a major concern for the practice.
Mel Brown confirmed that the CCG would offer support to the Practice for horizon
scanning for future. Chris Skelton and Dr Greg Connor were to provide support
regarding practice resilience.
Dr Greg Connor acknowledged that the Practice had worked very hard to deal with
a lack of GPs and commented that the innovative way in which they had continued
to provide patient services was excellent.
Crofton Practice had worked closely with other practices in area who had
supported them.
Ann Batty stated that a list closure would allow the Practice a time limited breathing
space to resolve the current issues and plan for the future. She confirmed that the
Practice would continue to accept new patients in order to allow families to stay
together.
It was RESOLVED that:
•

17/101

Probity Committee accepted the proposed list closure application (subject to
continue to work with CCG for the return of the list)

Improvement in Prescribing Plan (ImPP) 2016/17 Annual Report
Nichola Esmond left the meeting.
Carly Day, Primary Care Medicines Optimisation Lead, presented the annual
report.
She drew the Committee’s attention to the disappointing outcome that only 21 out
of 40 practices had achieved plan. This was partially due to increased scrutiny of 6
out of 10 domains but this seemed to have motivated practices, with several
practices being close to achieving targets.
The CCG had introduced medicine safety incident reporting so that it could share
good practice and improve patient safety. It was interesting to note that the six
practices which did not achieve were those that did not take up the offer of training
on the new system. This seemed to be resolved this year.
The Quality Indicators relating to the need to decrease prescribing showed that 11
practices had achieved target, which bearing in mind that a lot of prescribing
comes from secondary care, was a pleasing result.
Carly Day asked the Committee to note that the reduction in antibacterial
prescribing was excellent and supported NHS England targets.
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A lot of work had been carried out on the prescribing of antidepressants, which had
resulted in some practices achieving over 75% reduction.
Carly Day commented that there had been a positive impact as a result of
increased scrutiny of Probity Committee and this had facilitated excellent results.
Stephen Hardy asked if it was possible to identify a return on investment for this
work. Unfortunately it was not easy to calculate savings as this was a ‘foot in the
door’ to other options so could not be calculated in isolation. Stephen Hardy
commented that this work may appear that the CCG was paying practices under
this scheme for work they should be doing as part of the standard contract. Carly
Day said this work was seen as a way to engage practices.
Andrew Pepper commented that thought should be given as part of internal turn
around, and members should consider what impact would there be if this work was
paused for a quarter.
Richard Hindley thanked the Medicines Optimisation Team for their work and
report.
It was RESOLVED that:
i.
17/102

Probity Committee noted the outcomes of the 2016/17 ImPP scheme

Co Commissioning Update
Chris Skelton presented a verbal update.
Post payment verification visits had been carried out and a report would be brought
to the January 2018 Probity Committee.
A task and finish group had been established to look at the WPPC contract for
2018/19, it would review the contract, including the finance element.
Lupset Surgery had recently been subject to a CQC inspection. The report would
be published in a couple of weeks; however the inspection seemed to go well.
The CCG was providing support to Ashgrove Surgery who expected to have a
CQC inspection in December 2017.
A new NHS England guidance manual regarding co-commissioning was expected
in the near future. This was expected to include additional guidance for CCGs.
Julie Bolus asked when a further report would be brought to the Committee. Anna
Ladd explained that NHS England was currently still developing guidance and
therefore timescales were not yet available.
In relation to estates, technology and transformation funding (ETTF), it was noted
that Northgate Surgery and College Lane had now been approved. The process
had started to progress at a greater pace and other practices had started the
process.
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Chris Skelton confirmed that the co-commissioning team were contributing to
system recovery with the CCG’s financial position.
It was RESOLVED that:
(i) Probity Committee noted the contents of the verbal Co Commissioning
update
17/103

Virtual Practice – Strategic update
Dr Greg Connor provided a verbal update. He indicated that due to the current lack
of any additional funding the Virtual Practice had been paused until details of the
discretionary finances for 2018-19 were released. He commented that the scheme
was an excellent one but funding was currently not clear. Discussions were ongoing and a report would be presented in January 2018 which would include the
financial implications for the CCG.
It was RESOLVED that:
(i) Probity Committee noted the contents of the verbal update

17/104

Maybush Medical Centre (Verbal Update)
Dr Greg Connor confirmed that Maybush Medical Centre’s contract variation was
now in place with effect from 1 November 2017. The contract was now held by Dr
Hyatt. CQC registration was being checked. The Committee was asked to note that
a patient engagement day would be held on 8 December 2017 and would be
attended by the local MP and the CCG Communications Team.
Mel Brown commented that this was an excellent result for the CCG and patients.
It was RESOLVED that:
(i) Probity Committee noted the contents of the verbal update

17/105

Any Other Business
No items were identified for discussion.

17/105

Date and Time of Next Meeting
Tuesday 23 January 2018, 15:00pm, The Board Room, White Rose House
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