BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 19 SEPTEMBER 2017
HEMSWORTH COMMUNITY CENTRE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Andrew Balchin

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 11 July 2017
b Action sheet from the meeting held on 11 July 2017
c Minutes of the Extraordinary Governing Body meeting in
parallel with Wakefield CCG and North Kirklees held on
3 August 2017

6.

Matters arising

7.

Engagement Annual Report 2016/17

8.

Chief Officer Briefing

9.

Pontefract Engagement – Next Steps

10.

Annual Audit Letter 2016/17

11.

Governing Body Assurance Framework

Ruth Unwin

12.

Risk Register

Ruth Unwin

13.

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

Andrew Pepper/
Jo Pollard

14.

Finance Report Month 5 - 2017/18

Andrew Pepper

Lead officer

All present

Jo Pollard
Jo Webster
Jo Pollard
Andrew Pepper
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15.

Receipt of minutes and items for approval
a
b

c

d
e
f
g

Audit Committee
(i) Minutes of meeting held on 25 May 2017
Integrated Governance Committee
(i) Minutes of meeting held on 15 June 2017
(ii) Minutes of meeting held on 20 July 2017
Clinical Cabinet
(i) Minutes of meeting held on 22 June 2017
(ii) Minutes of meeting held on 27 July 2017
Connecting Care Executive
(i) Minutes of meeting held on 8 June 2017
Probity Committee
(i) Minutes of meeting held on 13 June 2017
Health and Well Being Board
(i) Minutes of meeting held on 1 June 2017
Decisions of the Chief Officer – verbal update

16.

Any other business

17.

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

18.

Date and time of next Public meeting:
Tuesday, 14 November 2017 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 11 July 2017
Boardroom, White Rose House
Present:

Sandra Cheseldine
Dr Phil Earnshaw
Stephen Hardy
Diane Hampshire
Richard Hindley
Dr Pravin Jayakumar
Dr Hany Lotfallah
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Pat Keane

Lay Member
CCG Chair
Lay Member
Nurse Member
Deputy Chair
GP, Trinity Medical Centre
Secondary Care Consultant
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader
Chief Operating Officer

In attendance:

Esther Ashman

Head of Strategic Planning (item
17/118)
Head of Finance (item 17/123)
Head of Contracting and
Performance (item 17/121)
Associate Director – Service Delivery
and Quality
Head of Quality and Engagement
(item 17/121)
Deputy Director HR & OD (item
17/117
Associate Director of Corporate
Affairs
Interim Governance & Board
Secretary

Marie Bedford
Lorraine Chapman
Michele Ezro
Laura Elliott
Suzie Tilburn
Ruth Unwin
Gareth Webb

17/108 Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed members to the meeting.
17/109 Apologies for Absence
Apologies were received from:
Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
Programme Commissioning Director
Integrated Care
Director of Public Health, Wakefield
Council
GP, New Southgate Surgery
GP Chapelthorpe Medical Centre

Melanie Brown
Dr Andrew Furber
Dr Deborah Hallott
Dr Clive Harries
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Jo Webster

Chief Officer

17/110 Public Questions and Answers
A question was received from a member of the public. The question related
to DNAs (Did Not Attends) that had occurred at Mid Yorkshire Hospitals NHS
Trust (MYHT) and why this information is not included in the Annual Report
published by MYHT and could we request that providers publish their DNA
figures. Dr Earnshaw informed the committee that this information is wanted
by the CCG but the onus is on the providers to provide it. Dr Earnshaw
agreed to provide a response to the member of the public and include a copy
as an appendix to the minutes of this meeting.
17/111 Declarations of Interest
Diane Hampshire declared an interest as a Governing Body member of the
North Leeds CCG Board. The Chair noted this declaration.
Ruth Unwin declared an interest in any agenda items relating to Mid Yorkshire
Hospitals NHS Trust (MYHT) explaining that she is currently seconded from
MYHT. The Chair noted the declaration and as Ruth is not a voting member
of the Governing Body it was determined that Ruth could provide input into
the debate.
17/112 a. Minutes of the meeting held on 9 May 2017
Dr Pravin Jayakumar advised that The Grove surgery has now merged with
Almshouse and has been re-named Trinity Medical Centre.
The minutes of 9 May 2017 were agreed as a true record subject to the minor
amendment above.
b. Action sheet from the meeting held on 9 May 2017.
All actions were noted as complete.
c. Minutes of the Extraordinary Governing Body meeting in parallel with
NHS North Kirklees CCG – 22 June 2017
The minutes of 22 June 2017 were noted.
Diane Hampshire commented that there was a particular section in the
minutes that she was not very clear on. It was agreed that Diane would
speak to Pat Keane following the meeting to discuss and the paper would be
brought back for approval at the September Governing Body meeting.
17/113 Matters arising
There were no matters arising.
17/114 Patient Story
Justine Bilton, Chief Executive of Carers Wakefield and District attended the
meeting and introduced JF who had come along to the Governing Body to
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share her experience of caring for her mum following a diagnosis of
dementia.
JF gave a moving account of her personal experience and that of her family
following the diagnosis. JF went on to detail the support that she had
received as she cared for her mum including the courses she was able to
access which gave her the skills to adapt to the role of carer.
JF was asked what she felt were the key messages following her experience
and Julie’s response was:
 Obtaining a diagnosis quickly
 Being listened to
 Information available to be able to understand the implications of the
diagnosis
 Education for the children in the family
JF advised that as currently there is no support available in the district for
young carers in this situation she was having to seek support for her children
in Kirklees from Dr Barnardo’s. Justine Bilton informed the committee that Dr
Barnardo’s Wakefield had been decommissioned 3 to 4 years ago. Dr Phil
Earnshaw commented that unfortunately the members of Governing Body
from the Local Authority were not here today but agreed to raise this issue
with them.
Dr Phil Earnshaw thanked JF for sharing her experience which was very
insightful and moving.
17/115 Chief Officer Briefing
Pat Keane highlighted the following from this report which provides an update
on areas not covered on the main agenda.
The West Yorkshire and Harrogate Sustainability and Transformation
Partnership held its first meeting in public on 4 July 2017. The focus of the
meeting was a discussion on the public engagement about issues raised and
the recognised need for changes of acute stroke services going forward.
The new Chief Executive of Wakefield Council came into post on 19 June
2017. There is a commitment to further develop an integrated commissioning
approach, particularly in-view of the increase in the population level.
Pat reported that the Mid Yorkshire System Recovery Group (MYSRG) that
there were significant pressures within the system and The Mid Yorkshire
Hospitals NHS Trust, North Kirklees and Wakefield were working together to
address the significant challenges around performance and financial delivery.
It was recognised that some of the solutions required a different approach.
The System Recovery Group led by the Chief Executive of MYHT and the two
CCG Chief officers is looking at new ways of working and The system is being
encouraged externally to identify opportunities to look at ways to commission
services together.
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Due to recognised health benefits of good housing for our most vulnerable
people in Wakefield, Pat informed the Governing Body of the secondment of
Sarah Roxby, Service Director for Wellbeing for Wakefield District Housing
who will be joining the CCG management team as Associate Director of
Housing and Health Transformation. Dr Earnshaw has also been appointed
as a Board member on the Wakefield and District Housing Ltd (WDH) Board
with a view to working together to improve the health of the district and
reduce health inequalities by developing innovative solutions for an ageing
population.
It was RESOLVED that:
(i)

The Governing Body noted the content for information and supported the
on-going developments outlined in the report

17/116 Scheme of Reservation and Delegation – Approve Continuing Health
Care packages for physical and mental health
Dr Earnshaw informed the Governing Body that this item was on the agenda
as Continuing Health Care had recently been brought back into the CCG.
Ruth Unwin presented this paper explaining that during a review of the CCG’s
Scheme of Delegation and Reservation it was identified that although there
was a process in place for agreeing Continuing Health Care packages of care
and a process for counter signing there was no delegated authority in the
CCG Scheme of Delegation and Reservation to support this.
Also the process for counter signing was not suitable for agreeing urgent
packages of care.
It was agreed that appropriate delegation should be made; counter signatures
should be obtained at the appropriate level of responsibility; with flexibility to
agree urgent packages of care; and ensure this is reported to the appropriate
committee.
It was noted that a full review of the Scheme of Reservation and Delegation is
currently being undertaken and will be presented to a future meeting of
Governing Body.
It was RESOLVED that:
(i)

Members approved the Continuing Health Care high cost packages
Scheme of Delegation and Reservations entry – financial limits, financial
signature controls and financial reporting

17/117 Staff Survey and Action Plan
Jo Pollard presented the background to this item following the survey taken in
2016. The organisation received an overall 84% response rate (of 141
employees) and results of the survey were presented at the May 2017
Governing Body. The CCG ha subsequently developed an action plan in
response.
Suzie Tilburn, Deputy Director HR & OD described the action plan to the
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Governing Body stating that the plan had been developed from the results of
the staff survey together with information obtained from: exit interviews;
training data; personal development reviews; and an analysis of workforce
data. Following the plan, extensive engagement has been made which
included discussions at the Governing Body in May 2016, Staff Forum,
Partnership Working Group, Union groups, and the Executive Team. As this
year’s information has been more at the Directorate level the HR team have
held discussions with Directors. Highlights of the plan were contained in
section 2 of the report.
There were five themes to the plan; leadership; communication and
engagement; wellbeing; equality and diversity; and development.
Key highlights in the report were:







Training
The empowerment of line managers
Moving forward together programme
Behavioural change programme
Initiative around wellbeing
Developing the workforce

Stephen Hardy commented that recognising the challenges that staff were
facing training alone would not be sufficient. Staff should be enabled to act in
the face of the challenges they face. Diane Hampshire asked whether the
action plan was too ambitious, Suzie responded by saying many of the
actions would rest with the HR team and they were able to complete the
actions.
Part of the development of staff is the Moving Forward Together programme
which is currently taking place providing staff with an opportunity to have a
say and gain new skills to help with day-to-day work. The aim of the
programme is to provide a framework of concepts and techniques that
develop strong leadership and a ‘can do’ culture and ethos. All staff including
the senior management team are taking part in this programme. Suzie
commented that positive feedback had been received from those who have
already completed the programme.
It was RESOLVED that:
(i)

Members noted the contents of the report, the actions already taken and
the attached action plan

17/118 NHS Wakefield CCG 360 Stakeholder Survey 2016
Pat Keane introduced this paper advising that this survey is conducted by
NHS England to evaluate the strength of relationships and stakeholder
engagement.
Esther Ashman attended to present the highlights of this paper explaining that
as part of a national programme this was the third survey the CCG had taken
part in and many of the questions were repeat questions which has enabled
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us to look at any trends. The programme looks at five different areas:
Engagement and Communications; Commissioning Services; Leadership;
Plans and priorities; and Monitoring and Reviewing Services.
Esther advised that a full summary of the survey results is available and a
document detailing all verbatim comments. If any member of the Governing
Body would like to receive a copy they are asked to contact Esther Ashman.
The results are used by NHS England as assurance on our leadership so it is
important that the CCG use this as an element of focus.
The survey shows that generally the CCG is doing well. The CCG’s response
rate was on a par with CCGs in Yorkshire and Humber, showing the interest
and commitment of our partners in commissioning excellence. There are
many areas where the CCG perform over and above other CCGs within our
cluster but significantly in the following key areas:
 Local System Leader
 Decisions made within wider health community in voluntary services
 Improving patient outcomes is a core focus of the CCG
Improvements from the last plan were:
Performed highly on our role as Local System Leader; how we make
decisions in the wider health community and voluntary services and how we
are improving patient outcomes. The report highlighted where the CCG had
made improvements but the plan looks at areas for future development. One
area of focus going forward will be our relationship with GP Members,
Practices and volunteers from primary care were asked to take part in
developing an action plan. Dr Phil Earnshaw and Dr Adam Sheppard have
volunteered to be involved in this work.
It was RESOLVED that:
(i) Members noted the content of the Survey findings;
(ii) Recognised and appreciated the CCG’s achievements since 2016; and
(iii) Acknowledged and supported the ambitions for excellence.
17/119 North Kirklees and Wakefield CCGs Joint Acute Commissioning
Working Group
Pat Keane presented Terms of Reference to establish a North Kirklees and
Wakefield CCG Joint Acute Commissioning Working Group. This group will
be a key enabler in:
 Strengthening and aligning commissioning focus and resources
 Providing a platform to enable greater alignment and delivery of acute
commissioning across the West Yorkshire and Harrogate STP
 Facilitating internal realignment of the CCG workforce within North Kirklees
and Wakefield CCGs with a more explicit separation and focus upon place
based acute commissioning
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It was noted that this will not be a formal sub-committee of the Governing
Body. A discussion took place regarding the membership of this group with
the suggestion that clinical leads from both planned care and urgent care in
both CCGs should be members. A query was also raised whether a member
of the Contracting Team should also be included. Pat Keane noted the
comments regarding membership and agreed to clarify the membership of the
group.
A change in the role of the MYHT Executive Contract Board may also need to
be considered.
It was RESOLVED that:
(i)

Members approved the establishment of the Joint Acute Commissioning
Working Group outlined within Appendix 2

17/120 Working Together Joint Committee of CCGs
Pat Keane presented this paper detailing some minor changes to the South
Yorkshire Working Together Commissioners Manual:
The specific changes proposed are:
 Arrangements for a CCG which is not a member of the Joint CCG
Committee to make a decision through a common process with the Joint
Committee of CCGs, where the non-member CCG has delegated authority
to an individual to make the decision
 Agreement to collaborate on patient and public engagement taking into
account updated guidance
 Inclusion of the STP director as a non-voting attendee
It was RESOLVED that:
(i)

Members accepted the changes to the South Yorkshire Working
Together JSCC Manual

17/121 Integrated Quality and Performance Summary Report
Lorraine Chapman before presenting the highlights of the performance report
declared an interest advising that she has a friend who is employed by the
Yorkshire Ambulance Trust and is involved in the commissioning of this
contract. The Chair noted this declaration. As this is not a “decision making”
item the Chair determined that Lorraine could provide input into the debate of
this report.
Andrew Pepper introduced the performance section of the report highlighting
that the report is now in a new format with the aim of providing more detailed
analysis against the constitutional measures and including a number of new
measures that will be monitored throughout the year. It was noted that the
report had been discussed in detail at the Integrated Governance Committee
on 15 June 2017.
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Lorraine highlighted the following from the performance section of the report:
 Cancer waiting time targets – 6 of the 9 cancer waiting time targets
achieved the constitutional target at the end of April. Those measures that
failed to achieve the standard were 31 days wait for subsequent treatment
where that treatment was surgery; 62 days wait from an urgent GP referral
to first definitive treatment for cancer and 62 days wait for first definitive
treatment following the upgrade of a priority of patient.
 Diagnostics 6 weeks – performance against the 6 week diagnostic target
for Mid Yorkshire Hospital NHS Trust (MYHT) has remained stable. There
is an action plan in place to improve the clinical pathway and capacity.
 Referral to treatment 18 weeks – performance this month has remained
stable for the CCG. Performance for MYHT has slightly fallen by 1% to
80.1%. The number of patients waiting for treatment reduced in the month
by 511 patients however the over 18 week backlog increased by 272
patients. There is recovery plan in place.
 Urgent Care – With regard to A&E 4 hour waits April’s performance
reported a reduction with performance reporting at 91.4%. Performance
against the 15 minute Acute Trust and Ambulance handover target
experienced a reduction this month. Performance against the 8 minute
RED target continues to show an improvement with April’s performance
reporting at 71.2%.
 Mental Health – The latest Improving Access to Psychological Therapies
(IAPT) referral to treatment data demonstrates performance above the
national standard. April’s performance against the early intervention in
psychosis target has also reported an increase with latest performance
reporting at 100%.
A discussion followed and it was acknowledged that the A&E handover target
has seen improvement from December onwards and the Trust is now one of
the better performing Trusts for A&E handover in Yorkshire.
Jo Pollard introduced the quality section of the report and asked members for
any feedback on the new format.
Laura Elliott referred to the action being taken with regard to Clostridium
Difficile infection (CDI) noting that the Post Infection Review (PIR) tool and
process are under review due to a new checklist on local assessment of CDI
cases from NHS Improvement. Laura advised that a Consultant Antimicrobial
Pharmacist will join MYHT in August 2017 and a part time Consultant
Microbiologist started in February 2017. Action plans for CDI are to be
monitored by Infection Prevention and Control (IPC) divisional group and
reported into the MYHT IPC monthly group.
Laura Elliott advised that a new smartphone/iPad application for healthcare
inspections named Perfect Ward® will enable walkabout teams to monitor the
quality of care in care homes. Within the app there are four audits which are
completed on each inspection; environment, resident experience, leadership
and documentation. Positive feedback has been received on the use of the
app which will enable improvements to be monitored more easily.
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To support the health economy to achieve the new quality premium measure
for 2017/18 to reduce gram negative blood stream infections (BSI) with a
reduction target of 10% in all E.coli BSI the CCG are required to collect and
report a core primary care data set. It was noted that outcomes from this
information will be shared and seek to link with the work of the Vanguard.
A discussion on maternity services took place and it was noted that
colleagues from MYHT are to attend the Integrated Governance Committee
on 20 July to which will include the impact of the hospital re-configuration and
what issues need to be addressed. Dr Hany Lotfallah, the Governing Body
Secondary Care Consultant was invited and agreed to attend the Integrated
Governance Committee. Michele Ezro also commented that there is a
Maternity Services Improvement Group which oversees the maternity services
dashboard to consider improvements made and actions to take.
It was RESOLVED that:
(i)

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

17/122 Finance Report Month 2 – 2017/18
Andrew Pepper presented the month 2 Finance Report advising that the
financial plans for 2017/18 and 2018/19 show this year will be a very
challenging year.
QIPP is being progressed at pace and the monitoring and reporting processes
have been strengthened including a monthly report to the Integrated
Governance Committee.
Andrew Pepper gave an update on the May 2017 trading position with MYHT
advising that there is a significant overtrade on non-elective and out-patient
procedures. The MYHT Executive Quality Board, Planned Care Improvement
Group and the A&E Improvement Group are all monitoring the position on a
regular basis.
A discussion followed and it was noted that improvements with the MYHT
position should be realised in quarter two as the new commissioning policies
and integration schemes take effect.
It was RESOLVED that:
(i)

Members received and noted the contents of the report

17/123 Referral Support Systems Business Case
Pat Keane presented this paper explaining that this business case is an
outcome of joint working across the Mid Yorkshire health economy of NHS
North Kirklees CCG, NHS Wakefield CCG and the Mid Yorkshire Hospitals
Trust.
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The purpose of this business case is to establish the most appropriate option
across NHS Wakefield CCG and NHS North Kirklees CCG for the
implementation of a ‘Referral Support System’ model that incorporates all four
dimensions detailed below:
 Provision of locally developed clinical guidelines hosted within a single
point of access known as OSCAR (Online Support and Clinical Advice
Resource)
 A gateway/IT portal integrated within the clinical systems that enables
consistent referral approaches, providing filtering and data collection
 A referral support service that administers the process and provides
patients with choice and booking
 Peer review that supports clinical decision making
A discussion took place regarding the financial cost and Pat Keane
responded advising that the costings have been tested and are supported by
the Clinical Cabinet. Dr Phil Earnshaw commented that this proposal is
fundamental to the further development of the referral process.
Pat Keane confirmed that by tracking the referrals process this will support
and inform how the CCG commissions services. Progress of this business
case will be monitored by the Clinical Cabinet and it was suggested that the
Integrated Governance Committee should also receive regular updates on the
progress.
It was RESOLVED that:
(i)

Members approved the clinical and financial case for change as set out
within the Referral Support System Business Case; and
(ii) Approved the financial investment required to deliver the Referral
Support System as set out within the Referral Support System Business
Case.
17/124 Strategic development of urgent and emergency care services for the
Wakefield district
Pat Keane presented this paper which sets out the case for change for urgent
and out of hours care for the Wakefield district, with a particular focus in
provision at Pontefract Hospital.
It is proposed that to consider the position in relation to provision of urgent
care service a process of clinical and public engagement should be
undertaken to support development of options for the future definition and
design of urgent care service at Pontefract hospital.
It was RESOLVED that:
(i) Members agreed to a process of public engagement to support
development of options for the future definition and design of services
17/125 Minutes of Audit Committee
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The minutes from the Audit Committee were presented.
It was RESOLVED that:
(i) Members noted the minutes of the Audit Committee meetings held on 13
April and 4 May2017
17/126 Minutes of Integrated Governance Committee
The minutes from the Integrated Governance Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee
meetings held on 20 April and 18 May 2017.

17/127 Minutes of Clinical Cabinet
The minutes from Clinical Cabinet were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
27 April and 25 May 2017

17/128 Minutes of Connecting Care Executive
The minutes from Connecting Care Executive were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meetings
held on 13 April and 11 May 2017.

17/129 Minutes of Probity Committee
The minutes from Probity Committee were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meeting held on
25 April 2017

17/130 Minutes of Health and Well Being Board
The minutes from Health and Wellbeing Board were presented.
It was RESOLVED that:
(i)

Members noted the minutes of the Health and Well Being Board meeting
held on 23 March 2017
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17/131 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
17/132 Any other business
There was no other business.
It was RESOLVED that:
(i)

representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest” (Section 1 (2) Public
Bodi0es (Admission to Meetings) Act 1970).

17/133 Date and time of next meeting in public:
Tuesday, 19 September 2017, 1.00 pm at Hemsworth Community Centre
followed by NHS Wakefield CCG AGM at 4.30 pm.
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Ref: PE/kaw
Verbal Enquiries: Phillip Earnshaw
Email address: Phillip.earnshaw@wakefieldccg.nhs.uk
Telephone Number: 01924 317640

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

30 August 2017

Name and address removed

Dear
Thank you for your letter which we received on 16 August 2017. I apologise for the delay in
replying to you as I have been away from work on holiday.
I am aware that you have been reappointed to the health Overview and Scrutiny Committee
and cannot see that would in any way compromise your ability to attend public meetings of
the CCG as a member of the public.
The statistics you provide on paramedic call-outs to people requiring mental health services
are very interesting. The Governing Body is due to have a detailed development session on
mental health in the autumn and we will take account of the importance of effective
management of mental health needs for the whole system.
I note your comments on bonus payments and would like to reinforce that NHS Wakefield
CCG does not make bonus payments to any of its staff – including managers.
In respect to your enquiry regarding DNA’s (Do Not Attend). We routinely monitor DNA rates
for our IAPT service (Improving Access to Psychological Therapies), as well as appointments
cancelled in advance (CNAs). We are in the process of changing the information we receive
from SWYPFT (South West Yorkshire Partnership Foundation Trust), and the new reports
will include DNA rates. Additionally we monitor DNAs in relation to first outpatient
appointments, which stands at 10.5% for our population. We do not monitor general practice
DNA rates, this is monitored on a practice level.

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

I am grateful for the support you show to myself and colleagues in the health and care
system. As you know your challenge is equally welcome.
Kind regards.
Yours sincerely

Dr Phillip Earnshaw
Clinical Chair

Chair: Dr Phillip Earnshaw

Chief Officer: Jo Webster

Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 11 July 2017
Minute
Topic
Action Required
No
17/110 Public Questions Dr Phil Earnshaw agreed to write
and Answers
to MYHT to ask this question
and agreed to provide a
response to the member of the
public and include a copy as an
appendix to the minutes of this
meeting.
17/112 Minutes of the
It was agreed that if there were
Extraordinary
any amendments required of the
Governing Body minutes these would be remeeting in
presented for approval at the
parallel with
September Governing Body
NHS North
meeting
Kirklees CCG –
22 June 2017
17/119

North Kirklees
and Wakefield
CCGs Joint
Acute
Commissioning
Working Group

To clarify the membership of the
group.
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Who
Dr Phil Earnshaw

Date for
Completion
19 September
2017

Progress
Complete
Letter attached as
appendix to minutes
of July Governing
Body meeting.

Gareth Webb and
Diane Hampshire

19 September
2017

Complete
Gareth spoke with
Diane who was
satisfied that the
minutes should be
approved as
discussed by
Governing Body

Pat Keane

19 September
2017

Complete
Terms of Reference
updated to reflect the
Governing Body
members comments.

Agenda item: 5c
NHS Wakefield Clinical Commissioning Group
EXTRAORDINARY GOVERNING BODY MEETING
IN PARALLEL WITH WAKEFIELD CCG AND NORTH KIRKLEES CCG

Minutes of the Meeting held on 03 August 2017
Andrew Balchin

Present:

Melanie Brown
Sandra Cheseldine
Dr Phil Earnshaw
Dr Deborah Hallott
Stephen Hardy
Dr Clive Harries
Richard Hindley
Diane Hampshire
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Pat Keane

In attendance:

Corporate Director, Adults, Health & Communities
– Wakefield Council
Programme Commissioning Director Integrated
Care
Lay Member
Chair and GP Member
GP Member, New Southgate Surgery
Lay Member
GP Member, Chapelthorpe Medical Centre
Lay Member and Deputy Chair
Nurse Member
Chief Financial Officer
Chief of Service Delivery and Quality
GP Member and Deputy Clinical Leader
Deputy Chief Officer (Non-voting member pending
Constitutional change)

Michele Ezro

Associate Director – Commissioning and
Integration
Ruth Unwin
Associate Director –
Gareth Webb
Governance and Board Secretary
Les Morgan
AHR Manager
Martin Barkley
Chief Executive, MYHT
Jules Preston
Chair, MYHT
David Melia
Chief Nurse, MYHT
Dr. Mark Freeman
Consultant, MYHT
Members of the North Kirklees CCG Governing Body, including Dr David
Kelly who Chaired the meeting
Charlotte Allen (CA) PA to North Kirklees CCG Chair & Chief

Apologies for Absence
Apologies for absence were received from:

Dr Andrew Furber
Hany Lotfallah
Dr Pravin

Director of Public Health, Wakefield Council
Secondary Care Consultant
GP Member, Grove Surgery

Jayakumar
Jo Webster

Chief Officer

1. Welcome and Introductions
The Chair opened the meeting by welcoming all those in attendance and the Governing
Body (GB) members introduced themselves.
It was highlighted that this was a meeting in Public and not a Public Meeting and
questions could be raised by members of the public and would be answered accordingly
as indicated on the agenda.
2. Apologies for absence
The Governing Body noted the apologies of absence

3. Declarations of interest
Ruth Unwin declared an interest due to being seconded from Mid Yorkshire Hospital Trust
(MYHT).

4. Questions from the public
A number of questions were received by the North Kirklees Chair and it was agreed that
the North Kirklees Governing Body would answer the questions within the discussion of
the paper and to clarify in the questions section at the end of the agenda if any questions
are outstanding.
It was agreed that the questions that did not relate to the agenda would be answered
through the North Kirklees Governing Body meeting minutes.
There were no questions from members of the public for Wakefield CCG.
5. Recommendations from the Star Chamber to consider changes to hospital
services
Pat Keane presented the paper to the Governing Bodies which highlights the
recommendations of phase 3 of the Star Chamber. Pat reminded the Governing Bodies of
the extensive work and the significant engagement with members of public throughout the
process of the Meeting the Challenge programme.
One of the key issues discussed with the Trust was the bed reconfiguration and the
reduction of beds which was previously agreed at Star Chamber. It was clarified that a
number of those bed were ‘frailty beds’ and Pat explained the meaning of frailty for the
members of public.
A quality impact assessment has been completed to ensure that quality and safety are
maintained throughout those significant changes within the service.

It was confirmed that assurance had been given by the Trust with regards to staffing levels
and recruitment concerns.
Pat informed the Governing Bodies of the plan to extend the hours of ambulatory
emergency care at Dewsbury Hospital and stated that the plans are still in development
with an anticipation that this service would operate alongside the clinical decision unit
which would be a 24/7 service. Therefore the ambulatory care service would operate for
longer hours.
The Governing Bodies considered the risks associated with not completing the final phase
of the hospital reconfiguration and Pat assured the Governing Body that there are
mitigations in place on those risks. The QIA balanced the risks of proceeding against the
risks of not proceeding.
It was noted that in section four of the paper further information was required before
entering the final phase of implementation and Pat confirmed that some information had
been received and further clarification was being sought.
Pat concluded the paper highlighting the recommendation for the Governing Bodies to
consider.
Discussions then took place around a number of aspects of the paper to seek clarification.
The Trust were asked whether their plans of reducing the extra capacity beds in line with
CQC requirements was on target and MYHT confirmed that plans are in place and are on
track.
There was assurance given with regards to resuscitation and crash teams which will still
remain sited at Dewsbury Hospital.
The Governing Body noted that more assurance and discussion is required from Yorkshire
Ambulance Service (YAS). A letter will be drafted to YAS to seek those assurances
around service delivery and financial implications.
The equality impact assessment that was produced at the beginning of the phase and
assured Governing Body there wasn’t a requirement to produce a new one, however there
has been a number of service changes and these will further mitigate any impact on
groups.
Pat was asked for assurance around the delivery of the implementation and are all
partners involved ready for the delivery date of 4th September 2017 in particular YAS. Pat
replied that YAS have been a key partner through the Meeting the Challenge Programme
and been involved throughout the phases. MYHT have explained the model they have
developed with YAS regarding the ambulance transfers and assurances have been given
with regards to that service.
Within the context of the service changes both CCGs needed to fully understand what the
implications are for YAS and seek assurance on their ability to deliver the changes in both
the short term and longer term.
Dr Kelly highlighted that the Star Chamber had requested confirmation in writing from YAS
that they are ready and could deliver from the 4th September 2017.

It was asked if YAS do not provide those assurances whether the Changes can go ahead
or not. Pat clarified that as a caveat to the recommendations the CCGs would seek to gain
these assurances. DK stated that we should seek to gain assurance from YAS in writing.
The patients are expecting a service to be running as soon as possible and if there are
delays this could have critical quality and safety implications for patients, therefore there is
a need for a definite assurance that YAS can deliver. Dr Kelly clarified that if those
assurances are not received from YAS then the Governing Bodies may not be able to
support taking the recommendations forward.
A question was raised about the risks of not delivering on the 4th September. It was
answered that the service may not be able to be implemented until May 2018 and that will
have a negative impact on winter plans. It also raised that as commissioners there is a
concern for patient safety in not taking the plans forward.
Recommendation:
Based on the deliberations of the Star Chamber it is recommended that the Governing
Body assures itself that satisfactory information has been provided in relation to the
specific areas identified in Section 4.0 before approving the following changes
commencing on 4th September 2017:
• Centralisation of acute medical inpatient admissions to Pinderfields Hospital
• Centralisation of critical care beds to Pinderfields Hospital
The Governing body SUPPORTED the recommendation to proceed subject to assurance
from YAS that they can support the changes recurrently from 4th September 2017, noting
the system will need to work with YAS to address the financial and performance
consequences and that that this agreement does not constitute agreement to the financial
requests.
The Chairs agreed to assure content of the assurance from YAS on behalf of the
Governing Bodies.
ACTION: Pat Keane to seek assurance from YAS in writing and ensure chairs were
assured.
6. Evaluation of the Meeting the Challenge (MtC) Programme
Pat Keane presented the evaluation of the MtC programme. As the programme
approaches completion, the Mid Yorkshire System Oversight and Assurance Executive,
which includes senior leaders from both CCGs and the Mid Yorkshire Hospitals NHS
Trust, has agreed to commission the Good Governance Institute to carry out independent
evaluation of the programme.
The evaluation will review whether the commitments in the Full Business Case have been
delivered, and identify the impact of any variance from the original proposals. Pat clarified
that the evaluation will be presented to a future Governing Body for sight and sign off.
Andrew Balchin mentioned that it is critical as the changes are relatively new and the
evaluation to have credibility with the public on how the public and engagement
experience is built in with the evaluation.

Recommendation
It is recommended that the Governing Body note the independent evaluation that has
been commissioned from the Good Governance Institute and agree any follow up action
The Governing Body NOTED the report and AGREED to receive the evaluation at future
Governing Body meeting for final sign off.
7. Questions from the Public
None received
8. Close
The Chair closed the Governing Body meeting.
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Foreword
I would like to welcome you to our 2016-2017 Patient and Public
Engagement Report for NHS Wakefield Clinical Commissioning
Group (CCG). The report shows just how much has been achieved
during the year and there is much that we can be proud of:














Last year’s work within networks of GPs has been invaluable
and we have made sure that the good things are taken
forward, for example making practices young people friendly
and accessible to those with sensory impairment as well as
practices improving access for patients with Dementia. You
can read more about the work around Dementia and what has
been done at local practices.
Some difficult decisions about what we pay for had to be made
this year and we really appreciated input from the public, be it through surveys,
meetings or events.
We are continuing our work around improving patient experience and here you can
see the formal channels as well as the way we have responded to the concerns
raised by our public assurance group and patients. We aim to do this next year to
make sure that we listen to and act on the feedback you give us.
A lot has happened within our local Vanguards, both in engagement and the steps
we have already taken to help improve things for residents. It is great to see new
ways of working and how these help. We will continue this next year as more and
more exciting work is planned locally to improve the way in which services are
delivered to our communities.
We also started to prepare for engagement around Urgent and Emergency Care,
including building on previous work and focussing on extending urgent care that you
can get at your GP practice.
We have continued our work throughout the year to maintain the number of patient
groups and to set these up where they may have folded. This again showed that
only ongoing support to these groups will result in all practices having a patient
group. We will continue this in the following year to make sure that we support
patient groups in voicing patients' priorities and developing them to be more involved
in fighting for patients' interests in the NHS.
This year, we wanted to do something different around the Equality Delivery System
and have set up a panel of lay representatives to look at this. We hope that this work
will continue into the future.

We would like to thank everyone who has contributed during the year with their views,
thoughts and time, and look forward to another busy year.
Stephen Hardy, Lay Member, Patient and Public Involvement
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Introduction
About us
NHS Wakefield Clinical Commissioning Group (CCG) was formally established in April
2013 and has the responsibility for making sure that the approximately 354,000 people
in and around Wakefield have access to the health services they need.
In 2006, patient involvement was strengthened by the NHS Act. Sections 242 and 244
of the Act place a duty on NHS organisations to involve and consult local people and
stakeholders in the planning and development of services.
The Health and Social Care Act 2012 introduced significant amendments to the NHS Act
2006, especially with regard to how NHS commissioners function. These amendments
include two complementary duties for Clinical Commissioning Groups (CCGs) with
respect to patient and public participation and also a duty to promote the NHS
Constitution which was refreshed in 2013.
This report provides an overview of the consultation and engagement activities that have
taken place over the past year (from 1 April 2016 until 31 March 2017) and includes a
summary of what people told us, what the outcome was and where you can find further
information. It also includes details of some of the consultation and engagement
activities that are planned for 2017/18.

Our approach
Our vision is “to commission quality services that will improve local patients’ experiences
of care and improve their health. To do this, we want to involve and listen to patients,
practices, partners and staff when altering or changing our services.”
The views of patients, carers and the public matter to NHS Wakefield CCG. We want to
involve them, as well as doctors, nurses, other healthcare professionals and managers
in the decisions we make. By working with patients, carers, patient organisations and
the public, we are able to develop services which meet the health needs of our
community.
“We must put citizen and patient voices absolutely at the heart of every decision
we take in purchasing, commissioning and providing services.”
Transforming Participation in Health, 2013
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The NHS Five Year Forward View published in October 2014, also sets out how
the health service needs to change, arguing for a new relationship with patients
and communities (NHS England, Five Year Forward View, 2014).
We have a ‘Communications, engagement, equality, diversity and human rights strategy’
which sets out our plans until 2018. During 2017 we are working to develop a new
strategy that is fit for the health and social care world going forward. We will engage with
patients and our partners to do this. Our strategy enables us to meet our responsibilities
under the Health and Social Care Act 2012 as well as reflecting the direction set in the
NHS Five Year Forward View:





putting patients at the heart of everything we do
focusing on improving those things that really matter to our patients
empowering and liberating clinicians to innovate, with the freedom to focus on
improving healthcare services and,
the recommendations of the Francis Report

The strategy shows that we are committed to ensuring that we actively engage with
patients, the public and other key stakeholders to ensure that the commissioning,
design, development, delivery and monitoring of healthcare in Wakefield meets the
needs of our population. By listening to patients, and learning from their experience of
health care we can understand what really matters to people.
We want to make sure we hear from all the people and communities in and around
Wakefield - everyone’s opinions matter. We understand that the way we ask for people
to share their views can make a big difference to who responds so we ensure we design
our engagement processes with this in mind. We also use equality monitoring to assess
the representativeness of the views we have gathered and where there are gaps or we
identify trends in opinion these will be looked into and plans made to address them.
Activity is also designed to ensure all the nine Protected Characteristic Groups are
effectively represented, in line with equality and diversity legislation, and that it reflects
the demographics of local communities.
The nine Protected Characteristics Groups are:
1.
2.
3.
4.
5.

Age
Disability
Sexual Orientation
Religion and Belief
Race
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6.
7.
8.
9.

Pregnancy and Maternity
Marriage and Civil Partnership
Sex (gender)
Transgender

This annual report is our opportunity to present the work undertaken, catalogue our
activities and present any changes as a result of this work.

The Patient and Public Engagement Annual Report
When there are decisions to be made which affect how local NHS services are
commissioned, we make sure we talk to those patients who will be most affected and for
those larger pieces of work we make sure the general public are made aware of any
proposals so they too have the chance to have their say. We carry out one off pieces of
work as well as involving patients and the public on an ongoing basis through the
partnership arrangements we have in place with local patients and communities.
The report includes all consultations that have been undertaken and completed during
2016/17, including any that started before 1 April 2016 or that started during the period
of this report, but are not yet completed. It also includes details of our work planned for
2017/18.
There are other ways for people to get involved in local health services and to share
their views. Some of these are noted in the next section.

Patient and Public Engagement: How to Get Involved
We are working hard to include people in the shaping of local health services. We want
to do this because it helps us to make sure we are improving our services in ways that
meet your needs.
It is really important for us to hear people’s comments, ideas and suggestions about
ways in which we can make services better.
If people would like to get involved in the development of new and existing services and
share their experience, then they can join our engagement database. We contact
people on this database when an opportunity arises for them to get involved. This can
range from being part of a discussion group, completing a questionnaire, joining a
service user group or telling us what they think about some of the documents we
produce.
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There are other ways for people to get involved in local health services and sharing their
views, like:
Local Patient Reference Groups (PRGs) - the building blocks for engagement at GP
practice level. GP practices have set up groups of patients who are interested in
engaging with their work. If you would like to be part of a group like this, ask at your
practice.
Patient Participation Group (PPG) Network – organised by the CCG, it acts as the link
between local PRGs and the commissioning group (see page 23).
Healthwatch Wakefield - Healthwatch Wakefield became an independent Company
Registered in England on 1st April 2016. Healthwatch Wakefield is the independent
consumer champion – or watchdog – created to listen to and gather local people’s
experiences of using health and care services. This includes services like doctors,
chemists, hospitals, dentists, care homes and community based care. Information on
Healthwatch can be found at http://www.healthwatchwakefield.co.uk/
Public Involvement and Patient Experience Committee (PIPEC) – our assurance
group with members of the public and representatives of local, voluntary and community
sector organisations, who make sure we meet our statutory duty to engage (see page
25). This has been highlighted in the latest NHS England’s guidance around
participation. We were pleased to be involved in the development of this new guidance.
NHS England incorporated two case studies from the CCG.
Maintaining our relationship matrix of community and voluntary groups; developed to
ensure that we engage with groups representing the nine protected equality
characteristics (see page 11).
NHS Wakefield CCG website – our website provides information about our work online.
It includes an overview of all sections of work the CCG undertakes and links to other
useful sites including partner, and programme sites. To support our engagement work
there is a section called ‘Get Involved’. This is where we post all details of current
engagements / consultations’. We use the website to inform readers of our plans to
engage, raise awareness of any consultation activity and also provide opportunities to
become involved. This website is updated regularly so we can report on the outcomes of
all consultations and what we have done as a result of our activity. Our website is at:
http://www.wakefieldccg.nhs.uk/
Twitter – We post regularly on Twitter @NHSWakefieldCCG with the latest information
about the CCG and key health and wellbeing information and links to related
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content. Readers can also interact with comments, information, questions and add their
own content links. At present we have 10,000 followers on Twitter. To support our social
media we have a social media policy which all staff are aware of and support.
Facebook – We post regularly on Facebook (www.facebook.com/HealthyWakefield)
with the latest information about the CCG and key health and wellbeing information with
links and attachments to related content. Facebook users can also interact with posts,
post comments, post on our timeline, like or react to content and share content further.
At present we have 746 page likes on Facebook. To support our social media we have a
social media policy which all staff are aware of and support.
CCG engagement events - wider engagement events with local people on health care
related topics. At NHS Wakefield CCG we recognise that engagement with patients and
the public is not a one off activity, but an ongoing dialogue. Patient feedback is integral
to developing quality services which meet the needs of the population we serve. By
developing different ways in which people living in the District can get involved in
shaping the services, we aim to maximise the opportunities for public participation.
Patient advice and liaison service (PALS) - PALS helps the NHS to improve services
by listening to what matters to patients and their families and making changes when
appropriate. PALS provide the following functions to the population of Wakefield:


Providing the public with information about the NHS and helping with any other
health-related enquiry



Helping resolve concerns or problems for those using the NHS



Providing information about the NHS complaints procedure and how to obtain
independent help if the person decides they want to make a complaint



Providing information and help, for example, support groups outside the NHS



Improving the NHS by listening to concerns, suggestions and experiences
ensuring that people who design and manage services are aware of the issues
raised



Providing an early warning system for NHS Trusts and monitoring bodies by
identifying problems or gaps in services and reporting them.

Governing body meetings - The CCG holds regular governing body meetings and an
annual general meeting (AGM). These are open to members of the public and allow
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people to find out more about what the CCG does and ask questions. We also invite
patients to share their stories, in order to keep our work patient focussed.
Papers are made available online prior to meetings and public feedback is considered in
the development of future polices and wider services in the CCG.
Details of dates, venues and papers for Governing Body meetings can be found here:
Care Opinion and NHS Choices - Care Opinion is a feedback platform for the public so
they can share their story or experience of healthcare services. Anyone can post an
opinion on the website. NHS Choices also provides a similar facility. NHS Wakefield
CCG search these facilities by provider to pick up what patients are saying about local
NHS services.
National and local surveys - National and local surveys take place throughout the year
from various providers including local GP practices. Patients are encouraged to
contribute to these surveys. The public can use surveys to have their say on current
services and NHS Wakefield CCG is able to use such surveys to understand the
patient’s view of the service. In addition surveys can be used collectively to inform
commissioning decisions and contract monitoring.
Friends and family test (FFT) – This test was rolled out to GP practices in December
2014, building on what was done in hospitals and expanding the national programme. It
aims to gather as real time patient feedback as possible with every patient being given
the opportunity to give feedback. NHS England publish information on a regular basis.
Service re-design activities - Throughout the year we actively promote any activities
for people to become involved. In addition, we ask if people would like to have their
name stored on our engagement database so we can contact individuals directly about
healthcare services.
Engagement as part of the development of our commissioning intentions will feed into
the overall themes arising locally and support our decision making in respect of future
actions. We will continuously cross reference the themes which arise from patient and
public engagement to update and reflect on the intelligence we have to date.
Audit of engagement – during 2016, Audit Yorkshire undertook work to assure the
CCG and themselves that we had robust arrangements for engagement and using
patient experience appropriately. As a result, the CCG received Significant Assurance
for the Patient Safety and Experience audit, with Full Assurance being given for two of

Page 10

the sections; Patient Experience and Safety, and Governing Body Assurance. The
Engagement Audit also received Significant Assurance.

Relationship Matrix
The Relationship Matrix provides a detailed breakdown of the relationships the
Engagement Team has developed in the local area. The Relationship Matrix is not a
mailing list but the detailing and tracking of those key relationships which support the
day to day business of the engagement team. A relationship is defined as a two way
conduit, built on mutual understanding and trust which has evolved over time.

How has the Relationship Matrix been created?
The Relationship Matrix was created as a result of extensive mapping and networking.
Using the nine protected characteristics, outlined in the Equality Act 2010, a baseline
account was taken of the primary characteristics for all organisations where relationships
are developed. The nine protected characteristics are:
1.
2.
3.
4.
5.
6.
7.
8.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
Sex (gender)
9. Transgender
Apart from the recognised protected characteristics, we also consider people from other
disadvantaged groups, including people who fall into “Inclusion Health”
groups, who experience difficulties in accessing, and benefitting from the NHS.
These other disadvantaged groups typically include but are not restricted to:
• People who are homeless
• People who live in poverty
• People who are long-term unemployed
• People in stigmatised occupations (such as women and men involved in prostitution)
• People who misuse drugs
• People with limited family or social networks

Page 11

• People who are geographically isolated
Who can use the Relationship Matrix?
The Relationship Matrix is used as a tool by the Communications and Engagement
Team to assist customers and colleagues in reaching the organisations who engage
with patients, carers and the public on an ongoing basis.
This is done by working directly with an ‘Enabler’ who has links into, or who works for,
the group or organisation. This is the Primary Relationship. The Enabler ensures that
any correspondence is shared with their members, volunteers and client group.
On completion, the Matrix was reviewed to ensure that our engagement processes
included relationship with groups representing the nine protected characteristics. As a
result of this gap analysis, we built stronger links with MESMAC (Men who have Sex
with Men) and the Wakefield & District Society for Deaf People. We have also now
included organisations representing the Eastern European Community, refugees and
asylum seekers. We successfully achieved this during the year, not only in gaining a
relationship matrix representation, but also incorporating this into membership of PIPEC,
our public assurance group (see page 23).
What did we do?
We have regularly used the contacts within the Matrix to share information about events,
consultation and engagement opportunities and general engagement information
published by us or other NHS partners. This has included local initiatives noted within
this report as well as national consultations and opportunities to get involved, for
example in our events.
We will continue to share information, including opportunities to get involved. We used
the matrix to establish our Equality Health Panel. The panel has been put together
following the success of the Equality Delivery System process
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Events
Throughout the year, we continued to hold events with members of the public. You can
read about pieces of work supporting individual projects throughout the report. Here is
highlighted our public event which covered all aspects of our remit.
What was the engagement about and when did it
take place?
To create an opportunity for our teams to engage with
the public on their areas of work and the current CCG
priorities, we organised a public event in January 2017.
Through these discussions, we wanted to support our teams in their work, having
ongoing conversations where current engagement was taking place, and starting new
conversations in preparation for emerging pieces of work. Both ultimately leading to
transparency in how we plan and purchase services on behalf of people in Wakefield
District.

What did we engage about?
The objectives of the event were to bring the public and professionals together:




to raise awareness of plans for local healthcare and our priorities
to support individual work streams in their current and future work
to contribute to the CCG’s engagement agenda by providing a forum to talk to the
public and other stakeholders about local work and plans

Healthy Wakefield was a large public event, where our staff and clinicians met with
patients, voluntary and community sector representatives and local communities. We
wanted to hear people’s views on a range to topics, with over 110 people taking part in
the discussions around:
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Our current strategic plans, both local and West Yorkshire and Harrogate wide
Urgent and emergency care
Primary care
Connecting Care
Dementia
Care homes settings
Medicines and prescribing
Tell us what you feel our steps forward should be

Those attending had an opportunity to ask questions, share their views and also see
information from organisations and teams from within the District. Our Clinical Lead, Dr
Phil Earnshaw, also saw patients on a one to one basis to listen to their views and
answer their questions.
How did we engage?
The event was open to the public, voluntary and community groups,
patient groups and key stakeholders. We invited all those involved in our
work via our engagement database, Patient Reference Groups and
contacts within our Relationship Matrix to take part on the day. Our
partner organisations also shared the invitation via their contacts and
posters and leaflets were shared within community settings, including
Care Hubs, pharmacies and GP practices.
Each topic of discussion was given two round table discussions. This allowed the public
to choose what topics were of interest to them and participate freely in the conversations
facilitated by staff and clinicians working in that specific area. Those taking part could
ask any questions on the current work, future plans as well as share their views.
The event used traditional ways of seeking views as well as technology. Feedback from
the event was also recorded both in writing and graphic design.:
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What did people tell us?
Feedback was wide-ranging and touched on:
Transforming Health and Social Care in Wakefield
An overview of the West Yorkshire and Harrogate Sustainability and
Transformation Plan (STP) was given. The STP is made up of six local
plans (Bradford & Airedale, Calderdale, Kirklees, Harrogate, Leeds &
Wakefield) and supported by nine priorities which will work across a larger
footprint.
We also shared information about the Wakefield Health and Wellbeing
Plan. The plan is a Wakefield system wide plan and has been developed
and jointly owned with the Wakefield Health and Wellbeing Board.
Significant engagement has taken place over the last year with various stakeholders and
members of the public. The plan is underpinned by 6 outcomes and they will be
implemented and monitored jointly with the Health and Wellbeing Board.
The open discussions covered the following topics:




Workforce and estates funding – what is the
CCG’s responsibility and how is the funding
divided up.
The financial pressures within the wider
system, increasing costs and whether the
projected costs could change.
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The geographical area of the STP and how is the STP plan going to make a
difference, especially considering the large footprint.
The role that technology plays and how this could be used within the STP work.
Managing changes in the system and the need for consistent messages.
The impact of rural areas having reduced primary care services as small branch
surgeries close.
The need to educate patients, especially around those services that are not
provided in GP practices.
Consider the changing population, e.g. new estates being built, and work together
with the Local Authority to determine what health provision is needed.

Connecting Care
Information was given around this work and the key areas discussed included
the following.
New models of care:
 The role which voluntary carers play
 The potential benefits or impacts of delivering the service under one
contract.
 The need for good communication between departments
 Consideration as to whether the expectations are achievable, e.g. if
there is enough capacity to have the same person looking after a patient.
 Questions were also asked in terms of funding, the levels of this and whether this
will be under a new organisation or having different providers under one contract.
It was also suggested that any contract needs to include deliverable outcomes.
 It was noted that information for the public and raising public understanding will
be needed.
 The key role which GP practices play in delivering this and being the point of
contact for patients as often, patients see this as a ‘secure’ point of contact for
NHS services.
Intermediate care:
 Patients need appropriate care when they leave hospital and arrive home.
 Inappropriate discharge, especially during the night, needs to be addressed.
 GPs could provide more flexibility when accessing appointments.
 Consider increasing the role of pharmacies.
 The number of hospital beds should not be reduced. Consider the demand for
beds.
 There is a need to look into the use of beds as this is not always appropriate.
 How do we support patients with other aspects, e.g. housing, are needed.
Information sharing:
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Consider confidentiality and consent.
Need to make sure that potential risks are also looked at, for example information
going to a wrong place and put in place systems to protect the information.
It is acceptable to use for professionals and shared where appropriate to support
care.
Need to make sure that information is correct and that patients are involved.
Timely information for other providers, e.g. hospices, would be useful to be able
to plan.
Consider people being automatically opted into this unless they say they don’t
want to be part of it.

Primary Care
 Patients don’t always see their named GP and locums are used in
their practice.
 Problems with the practice’s telephone system – a lot of waiting
and listening to long messages
 Interested in social prescribing and how this would work for groups
of people with communication problems
 Access for the deaf community and difficulties people experience,
including triage service.
 How adjustments are made for people with learning
disabilities/autism, and other groups of people that need
consistency by seeing the same clinician in practice
 Concerns around King Street closing and the potential impact on other practices.
 It was noted that clinical staff often spoke to the carer of a patient rather than directly
to the patient themselves, if that person had complex needs and this could be
humiliating.
 The role of self-care and how this could save clinical time was also noted.
The Wakefield General Practice Workforce Development Academy was explained and
positive feedback was received. Care navigation was also discussed and the need for
patients and the wider public to be more aware of the roles of other staff noted. Those
who took part in discussions on this topic felt that it would be beneficial to educate
patients on this.
We talked about the additional access appointments in practice over the last two years
within the core hours, and whether people had noticed any difference in practice, along
with extended access appointments. Some people commented that it was still taking a
long time to get an appointment in GP practices, so it would be much worse if these
schemes were removed.
Dementia Care
The discussions taking place around Dementia Care were varied and included the
following:
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Diagnosis:
 It is important to get a diagnosis for the type of dementia you have
but it needs to be recognised that not everyone agrees with it.
 How does one make the decision to go along to see their GP and
is there anything available to help you make that decision?
 There needs to be ongoing contact with the person until they are
ready to receive a diagnosis.
 If there are other medical or physical issues these also need to be
factored in, for example depression can have a massive impact in
the diagnosis. Another example is if someone has a urinary
infection then this can easily be misconstrued as having dementia
and therefore the incorrect medication could be prescribed. Far
too often people say “oh they have dementia, they’re ok!”
 It’s about ongoing contact and about someone being there!
 People with learning difficulties will be hard to diagnose in six weeks as they have
other issues as well
Good decision making:
 There needs to be trained staff who know what they are doing so you don’t
feel patronised, this is where a really good advocacy service comes in.
 You need to look at services that are available and who can help when a
person with dementia goes into hospital as when a dementia person is in
hospital things are dismissed because ‘that person has dementia’.
 We need some kind of liaison nurse in hospital who could work with patients
and their families and carers.
 It would be good if we knew what support was available and where to get it
from.
 We need to know who to turn to if we want to ask questions, what is the
norm?
 It feels like there are lots of referrals to fragmented different places and
nobody pulls it all together.
 How are nurses expected to be able to deal with people with dementia on the
wards in hospital – Mid Yorks are working towards making dementia training
mandatory for all staff members.
Support for Carers:
 Does it mean that when you meet the needs of a person living with Dementia, you
also meeting the needs of the carer? What about if the carer is a young person?
 Carers becoming ill needs to be picked up sooner. Respite for both the carer and
the person living with dementia are needed.
 Carers noting that they are ok when asked often leads to the assumption that
they are managing well. But often this does not reflect the reality. This needs to
be addressed and longer periods of care support provided.
 Carers need support but this also needs to be advertised and information on what
is available shared. Timely support will prevent crisis point.
 Carers need to be involved in the care to support discussions.
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Information and support should be available for carers without having to ‘fight’ for
it. This can be difficult for carers.
There needs to be a link between services.

Those taking part also looked at what is important in planning for good death, noting that
plans should be put in place soon after diagnosis.
Urgent and Emergency Care
The discussion on this topic included the difficulties in getting a GP
appointment and how this can often lead to patients going to the A&E. The
need to educate the public about not misusing this service was also
suggested. There was recognition that there needs to be a national
overhaul but that there were limitations to what can be changed at local
level.
The walk-in service provision was also discussed and what the plans were
locally for this type of service. The current needs and usage of the services as well as
thoughts on future improvements were shared and looked at with participants.
The groups questioned the commissioning decisions, e.g. the need for change, as well
as the practical aspects of services, for example the long ambulance waits. The groups
also suggested using information to help patients make different
decisions about their care, for example by increasing the
knowledge of what an Advance Nurse Practitioner can provide
and the need for self-care.
Medicines and Prescribing
This discussion table looked at the current
engagement around prescribing changes in
respect of the routine prescription of gluten free products, over the
counter products and the use of generic as opposed to branded
products.
The groups also looked at prescriptions and electronic repeat
dispensing where we asked participants about our policy for
issuing prescriptions and how this would work for patients.
Participants also considered packaging and the need to consider
this for those who are blind. When this is later on in life, patients may not be able to
read Braille and find it difficult to interpret the information.
Discussion also took place around waste management, with the groups sharing useful
feedback on what could be done to reduce this.
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Another topic looked at was the role of a Pharmacy Technician in GP practices. The
proposal for this was shared and was seen as a positive improvement, which would also
help with GP capacity. Training on how to support patients with different needs, e.g.
blind / deaf was noted.
Care Homes setting
Those taking part in the event also had the opportunity to hear about the
developments, work that has taken place and future plans for improving
care in care homes, including links with the voluntary and community
sector on delivering some services. An example of the work with Age
UK was shared.
The discussions looked at transport between care homes and the local
hospitals, GP visits, end of life care as well as the project itself and the
funding available to deliver this work.

One to one discussion with the CCG’s Clinical Lead
Everyone attending the event had an opportunity to see our Clinical Lead
and raise any questions or make comments.
The topics that people discussed included:
 The proposals and current work within primary care, including the
good work of the West Wakefield initiative. Getting more services
within practices was seen as a positive step and so were different ways or
working with a community centred approach.
 The need to have larger representation from across diverse communities within
the structure of the CCG.
 The out of hours services was seen as not as efficient as could be with some
negative feedback on the low patient satisfaction with NHS 111 service and at
times, difficulties in navigating which services to use.
 Suggestion was made to consider different way of recruiting staff, e.g. targeting
staff who have left the NHS.
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A comment was made on the increased cost of management within Mid Yorkshire
Hospitals NHS trust and the need for the CCG to closely monitor the hospital.
Increased awareness raising about the services that are available to patients is
needed, e.g. via advertising.
A participant noted their thanks for Dr
Earnshaw’s help with a personal matter
around referral to services. Further input
was also given by the PALS service.
Discussion took place around the complaints
process and the need to bring together
various organisations across the public
voluntary sectors, all having some feedback
on the quality of local services.
Concern was raised about the CCGs not
being allocated enough resources to deliver
what they are expected to deliver and the impact this may have on clinical staff
roles.
The role of self-care and activities in helping people, especially the older
generation, to continue to socialise and be active.

What did we do?
People attending the event were divided into groups according to the topic they wanted
to participate in. Staff and clinicians involved in these areas of work were present on
each table to have a detailed discussion about what matters to people and to address
any questions they might have had.
The feedback received was incorporated into the work of each relevant team, informing
their ongoing and planned work. The overall feedback has also been used as part of our
strategic planning.
Where can you get more information about this work?
You can find more information about each of the areas by following the links below:








Our current strategic plans, both local and West Yorkshire and Harrogate wide
can be found here
Urgent and emergency care
Primary care
Connecting Care
Dementia work
Care homes settings
Medicines and prescribing
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Safeguarding Children – Listen to you event

December 2016

Young people of Platform 1 Tuesday Club, All Stars group, the SEND (Special
Educational Needs) Forum and UKYP (UK Young People) met with members of the
Safeguarding Children Board and shared their knowledge and experience of being
young carers and the challenges for children with disabilities. They provided to Board
members important insight about how services and people who work with them can
respond in more helpful ways to their additional needs.
What did they engage about?
This engagement was to gain insight into the experience of young carers and the
challenges faced by children with disabilities.
How did they engage?
The event was by invite only to the groups mentioned above. The event included a quiz
about young carers, a presentation by young carers of their own experiences and a
Disability Awareness Challenge (SEND groups) as well as a session about “What would
help?”
What did people tell them?
This event was about listening to young people.
Key points for young carers
 Would like recognition
 Young people want the opportunity to tell teachers that they are young carers.
Teachers need to understand why this is important to young carers.
 Young carers want people to be understanding if they get upset and be more
understanding of their personal circumstances.
 Schools to be more lenient. If a young carer arrives late or their homework is
late. They should not feel worried.
 Schools need to understand what young carers responsibilities are at home.
 A young carer wants things to do and chances to socialise with other young
people. They need a safe and fun environment to go to. Prioritise funding.
 How do we ensure that mental health services are readily available to young
carers and their families?
Key points for young people with disabilities





Young people with disabilities have asked for smaller classes and groups so that
they are better understood.
Being treated fairly and have some rights within school.
Support and helpful tutors.
Buildings to have more accessibility and be disabled user friendly.
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People to understand different disabilities by using social media and sending
messages within school assembly’s etc.
It’s important to have a safe place to go eg, Youth clubs, support groups (Youth
Work Team currently run two sessions each week. Prioritise funding).
Young people want to be respected and treated no differently to others and want
to be treated fairly.
Schools need to understand disabled students personal situations and be
understanding.

What did they do?
This information was shared with the Safeguarding Children’s Board and helped them
with future planning.
Where can you get more information about this work?
You can find more information on this work at https://www.wakefieldlscb.org.uk/

Patient Participation Group Network (PPGN)
The Patient Participation Group Network supports local Patient Reference Groups
(PRGs) within GP practices to enable engagement at practice level. It provides
opportunities to work with the CCG, as well as sharing areas of good practice among
individual PRGs. The Network draws on the collective views of practice representatives
and the wider practice population.
PPG Network members share information and updates on initiatives aimed at enhancing
patient experience. Engagement at practice level is enabled through this mechanism
and consequently the views of local people are fed through to the CCG.
A number of groups have now set up newsletters to share information with
patients. Many individual practice level groups have undertaken surveys on patients’
experiences within practices and the results of these have influenced their practice’s
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individual work plans for the year. This is an example of how GP service design has
been driven by the patients not by the GPs.
‘Sharing of good practice’ is a constant element of the group and offers the Network the
opportunity to share ideas for their groups and their work plans. It also provides an
opportunity for individual PRG members to raise concerns and have these
addressed. These have included practice-specific questions as well as CCG-wide, for
example the move towards co-commissioning and the impact this may have on the work
of individual practices.
A sample of the topics that were discussed at successive Patient Participation Group
Network meetings is detailed below:


Outpatients appointment system at Mid Yorkshire Hospitals NHS Trust



E-Referral system – needs to change from a patient’s point of view



Prescribing changes engagement from the CCG



Connecting Care Hubs - what is happening locally



Urgent and Emergency Services.

We have also held two events this year to bring members together, celebrate the
achievements and continue to build this group. These were held in June to coincide
with the National Patient Participation Awareness week, and in November.
Network members are hugely important, they provide:
 Ongoing feedback through the course of successive meetings, adding to the
debate as required for feedback to the CCG
 Feedback on communication and engagement plans, documents and reports
which has helped to shape our approaches
 Feedback on local services which is used to feed in as part of the commissioning
work and also to help shape the agendas and work of the group.
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There is a commitment to growing the membership of the PPG Network and the support
we have given has been both to the network as well as individual groups. We have
worked with practices on a one to one basis to help them establish and grow their
groups. The development of Clinical Networks, their priorities and engagement plans
has also provided a steer in the engagement of registered patients.
The PPG Network is highly valued by the CCG, and there is commitment this meeting
and to utilising the feedback from members of the Network to inform practice level
working as well as wider commissioning work.

Patient Involvement and Patient Experience Committee (PIPEC)
The PIPEC is our public assurance group which meets on a quarterly basis. Members
are drawn from across Wakefield to represent patient views and to inform
commissioning decisions and to identify possible improvements. PIPEC provides a
single recognised structure to oversee the delivery of patient involvement and patient
experience activity and ensure impact and change is demonstrable both internally and
externally.
The role and input of this group has been recognised nationally within NHS England’s
guidance on involving people in health and care.

PIPEC members provide opinions and comment on documents, policies, often away
from formal meetings, this ensures that decisions are not restricted purely to meeting
discussions.
The group has provided general feedback on local services which has been used to
influence commissioning plans. This has included various topics such as access to
services, for example, the needs of the deaf and hard of hearing community in
accessing various services, access to services for asylum seekers and refugees and
reflecting the needs of the transgender community in care home setting.
The Committee is chaired by the CCG’s Lay Member with responsibility for Patient and
Public Involvement. Minutes of the Committee are submitted to the CCG and this
completes the reporting mechanism between the Governing Body of the CCG and the
public representatives.
Throughout the year the group met quarterly, a sample of what they looked and
contributed to is detailed below:




GP patient access policy
Care homes
Transport in Mid Yorkshire Hospitals.
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Primary Care
Engagement with our Clinical Networks
The Network Development Framework (NDF) ended on 31 March 2016 and provided an
evidence base moving forward in 2016 – 2017. This was superseded with further
schemes including: Wakefield Premium Practice Contract (WPPC); Additional Patient
Access Contract (APAC), and Network Clinical Commissioning Contract (NCCC)
In April 2016 NHS England published General Practice Forward View which describes
‘GP services for the future’ and represents a step change in the level of investment and
support for general practice to help build resilience to make them sustainable for the
future.
The landscape across Wakefield has changed this year with Co-Commissioning, 24/7
patient care, vanguards as well as changes in the numbers of clinical networks, reducing
from seven to six and the formation of five federations.
The contracts this year enabled the GP practices in Wakefield to continue to improve
access for all patients and reach out to vulnerable members of the community.
Sensory impairment and dementia friendly training was rolled out to practices and they
had an opportunity to have practice staff trained to become Sensory Impairment
Champions. Practices worked with Wakefield Youth Association to enable all practices
to become Young Person friendly.
All six networks have Patient Participation Groups in place and meet on a quarterly
basis. Areas for discussion have included; Out of Hours service, Pharmacy in General
Practice and changes in prescription restrictions. The members then take information
back to individual Practice Reference Groups and feedback at the next session.
The APAC offered patients additional clinical contacts, within core hours, and the total
number for 2016 – 17 was 145,835 contacts across all the GP practices in Wakefield.
In terms of extended access, outside of normal GP surgery hours, practices have been
providing services in hubs delivered at; Trinity Health Centre, Outwood Medical Centre,
West Wakefield Health & Wellbeing and Pontefract General Infirmary.
Care Navigation training has been delivered to all practices across the district to ensure
patients are signposted to the appropriate clinical services and hopefully this will result
in reducing the traditional reception queues and create new ways of helping people.
The GP practices have all worked on promoting Patient On-line in their surgeries and at
the end of March 2016, across Wakefield, the average number of patients registered
stood at approximately 18% who were able to book appointments and request repeat
medication. This work will continue into 2017-18.
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Almshouse Surgery, Sandal Castle Medical Centre and Grove Surgery July –
September 2017
When did the engagement / consultation take place?
Engagement began in July 2016 for an eight week period.
What did we engage / consult on?
The aim of the engagement was to make stakeholders and patients aware of the
proposals and listen to any concerns or ideas raised.
The proposal being made was for the two practices; Almshouse Surgery (incorporating
Sandal Castle Medical Centre) and Grove Surgery, to merge and become Trinity
Medical Centre. The Sandal Castle Medical Centre would still remain open as a branch
site of the main surgery.
How did we engage / consult?
Patient Reference Group - as both surgeries had active Patient Reference Groups,
these were heavily involved in the engagement process. The first step was to put
together an engagement plan with them. During the engagement period, the members
would visit the surgery during the busier periods and speak to patients in the waiting
room to give them information about the proposed merger. The practice also held an
open evening for all patients and stakeholders to have the opportunity to come and talk
to practice staff.
Posters/leaflets/publications - various summarised and detailed publications were
distributed in various ways e.g. making them available for patients to pick up in practice
and sending them out with letters to patients.
Social media - the event was advertised through the Almshouse Surgery Facebook
page and the practice also created a public event through Facebook. Advertising was
used for both the page and event to be promoted to local Facebook users.
Surgery advertisement – there was a large display in both Almshouse and Grove
reception areas. We also had a large banner installed on the outside of the surgery
buildings to advertise the open evening.
Local media - local media were contacted about the proposed merger and a statement
sent to the local press.
Text messages - 2731 SMS messages were sent to all patients who had consented to
receive these from the surgeries. This message was sent to remind patients about the
open evening that was being held.
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Website & email - a dedicated website was developed about the proposed merger:
www.tmcwakefield.co.uk There was also a dedicated email address for patients to
use to give any feedback: suggestions@tmcwakefield.co.uk
Open evening took place in mid-August. This was heavily publicised, including on
NetMums website, and well attended. GPs and practice staff from both surgeries were
available throughout the evening for patients to ask questions and give feedback. PRG
members were present and helped engage patients. We also used this opportunity to
invite local community and support groups to attend and promote their services and
engage with the patients.
Who did we engage / consult with?
Key stakeholders including neighbouring GPs, Pharmacies and MPs. However, the
main audience were the patients registered at the surgeries and their carers.
What did they tell us?
104 responses were received and the feedback was grouped into the following
categories:
Access, staffing, the buildings, positive responses, concerns for continuity of care,
queries about services available and comments that no change would be preferable.
Overall the feedback received was mainly positive. The surgeries felt the engagement
period was successful in educating both patients and other local service providers about
the merger and the benefits.
What decision has been taken based on the feedback?
The engagement report formed part of the evidence presented to Probity Committee in
October 2016. This Committee was tasked with making the final decision and agreed
that the merger should take place on 1st April 2017. Feedback from the PRG and
engagement led the surgeries to pick the name Trinity Medical Centre for the newly
merged facility.
Where can people find more information about your project?
The engagement report formed part of the papers received by Probity Committee at the
October meeting. These can be found on the CCG website here.
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Orchard Croft and Netherton Branch Surgery

February – April 2016

The practice submitted a proposal to close a branch surgery and engagement with their
patients and stakeholders took place.
What did we engage / consult on?
The objectives were to:


Raise awareness of and provide information on changes being proposed to
services provided at Netherton branch surgery.



Involve patients and stakeholders in discussions around the proposed closure,
and draw out any issues or concerns



Work with patients to consider potential solutions to issues raised

Orchard Croft Medical Centre proposed to close their Netherton Branch Surgery and for
patients to attend the former or reregister with another practice.
How did we engage / consult?
Key stakeholders were sent information regarding the proposal via email. These
included local councillors, parish council, local surgeries and pharmacies. 536 letters
were sent out to households in Netherton and Midgley regarding the proposal to close
Netherton branch surgery. The households were all patients registered with the practice.
Posters were put up in the local shops and pharmacies and also Netherton Surgery and
Orchard Croft. An information leaflet giving further information and a frequently asked
questions sheet was produced and placed in both surgeries and on the website.
A questionnaire was designed with input from the Patient Reference Group (PRG) and
CCG engagement team and put in both surgeries along with an electronic version
available on the practice website. Two drop in sessions were advertised in the
information leaflet and on posters for February and March. A media release was also
sent to the Wakefield Express.
The PRG group met 23 February 2016. At this meeting a PRG member raised a point
regarding whether further information could be sent out to patients and to publicise the
March drop in event. A leaflet was therefore included with the delivery of the magazine.
The magazine is circulated to every home in the Sitlington district which included
Netherton, Midgley, Middlestown and Overton.
Who did we engage / consult with?
Key stakeholders including MPs, Councillors, GPs and Pharmacies. Representatives
(GP and Practice Manager) were also asked to present at the Adults and Health
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Overview and Scrutiny Committee. However, the main target audience were people
using the services at Netherton Branch Surgery. Face to face discussions took place
with 77 people and 118 responses to the survey were received in addition to an on-line
and paper petition.
What did they tell us?
Concern
Transport

Mitigation
Feed into the 231 bus consultation
Talked with Dragon Community Transport
Provisional agreement with Metro Access bus
service. The responses from the questionnaire show
that 64% of patients who have accessed services at
Orchard Croft drove there themselves

Home Visits

Assurance to all patients that visits will be made on a
clinical need basis regardless of patients address

Appointment Times

A GP and management meeting has been planned
for July to review the appointment system, this could
include protected appointment times to coincide with
the Netherton bus times

Access Times

The surgery is open 8.00am to 6.30pm Monday to
Friday and also has appointments on a Saturday
morning. The practice is also part of West Wakefield
Health and Wellbeing who have an out of hours
service from 6.30pm to 8.00pm Monday to Friday
and 9.00am to 3.00pm Saturday and Sunday.
Patients can book appointments via the surgery for
these clinics

What decision has been taken based on the feedback?
The engagement report formed part of the evidence put before the Probity Committee in
September. At this stage further work was requested about concerns raised during the
engagement. In January 2017 the Probity Committee looked at the additional
mitigations and a decision was made that the branch surgery should close from 31st
March 2017.
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Where can people find more information about your project?
This document was included in both September 2016 and January 2017 Probity
Committee Papers available on the CCG website here.
Park View and Queen Street Practices September – October 2017
The practices submitted a proposal to the CCG for Park View Surgery to move all its
services to Queen Street surgery by 1 April 2017 and for Park View Surgery to close its
building on Castleford Road. The boundaries of the surgeries would remain as they
were so that no existing patients would be disadvantaged in terms of access.
What did we engage on?
The aims of this engagement were:
 To hear the views of people who are currently registered at Park View and Queen
Street practices as well as Ferrybridge Medical Centre and Dr Bance and
Partners.
 To ensure key stakeholders know how they can contribute to the discussion
about the future of these services.
 To use the response to the communications and engagement activity to inform
the plan for the proposed changes.
 To identify any patterns of concern raised by patients and stakeholders and to
address those concerns.
 To understand if there are any unintended impacts of the proposals on any
protected group and plan mitigation.
 Through the preparation of an equality impact assessment properly inform
decision makers on whether such a change could be considered unlawful
discrimination.
Who did we engage with and how did we do it?
Patient Letter and Questionnaire
Park View and Queen Street patients were encouraged to respond with their thoughts
about the proposed merger using as many media as possible including telephone,
email, letter, verbal to members of the reception staff.
All Park View and Queen Street patients were all sent a letter and questionnaire to their
households by post, informing them of the proposed changes to their practices and
inviting them to respond with their comments by completing the survey or contacting the
surgery. The questionnaire was enclosed as a hard copy and the letter and
questionnaire was also promoted on both Park View and Queen Street surgery
websites. This was to ensure that those who did not have access to a computer, were
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still able to respond. It is a misconception that access to a computer is universal and we
wanted to ensure every patient who wished to, had the ability to contribute their view. In
the letter we offered the option of its translation into foreign languages, such as Polish.
This was informed by the ethnic demographic information which indicates that there is a
very small minority of Eastern European nationals as registered patients of both
Practices.
The letter and questionnaire were also offered to patients by receptionists at both Park
View and Queen Street surgeries. The questionnaire could also be completed by on line
via a link on the Park View and Queen Street websites.
Posters/Leaflets/Publications
We created various summarised and more detailed publications and distributed these in
various ways such as making them available for patients to pick up in both practices a
local pharmacy and sending them out with letters patients.
Surgery Advertisement
We placed a display in both Queen Street and Park View reception areas to draw
attention to the publications available about the merger.
Local Media
We contacted the local media about the proposed merger and sent a statement to the
local press.
Patient Surgery Engagement Sessions
Four sessions were organised, two at Queen Street and two at Park View. The sessions
were held at different times in order to speak to patients from different cohorts and
questionnaires. These sessions, where patients were able to speak with us, were
planned around times such as ‘flu and phlebotomy clinics, when there was a higher
number of patients attending the practices. We also used these sessions as an
opportunity to gather comments from patients and their carers who may not always be
able to visit the surgery themselves. Therefore we approached the sheltered
accommodation opposite Park View Surgery and were able submit their contribution in
the form of completed questionnaires.
Suggestions
We provided a ‘suggestion box’ in reception with reply slips which staff encouraged
patients to complete.
Events
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The Practices had a stand and health pod at the annual Normanton Gala held on the
weekend of 10th September which thousands of local residents attended. This further
raised awareness of the proposed plans and again questionnaires were completed by
patients of the surgeries.
Stakeholders
A covering letter was sent with the patient letter to all the pharmacies in Normanton, all
the local GPs and Normanton Town Councillors for them to disseminate amongst their
networks and to encourage their response. It was also noted at the Public Involvement
and Patient Experience Committee at the CCG and by the Overview and Scrutiny
Committee during the period of engagement.
What did they tell us?
262 respondents shared their views. There were a number of themes that came out of
the engagement and the practices’ proposed responses to these were:
Car Parking - 25% of total comments
There is currently a patient car park at Queen Street surgery, whereas at Park View
surgery there isn’t a patient car park only off road parking. The parking at Park View is
also limited as some of it is reserved for the sheltered accommodation next to the
surgery and others is used for residents and those visiting friends or relatives in the
sheltered accommodation across the road from the surgery.
Queen Street Surgery has 11 car parking spaces in total.
Our proposal to increase the capacity of these spaces post the proposed merger are:
1. Ensure that the car parking spaces are used for Queen Street and Park View
patients as opposed to patients who are visiting Novus by clearly marking the car
park spaces.
2. Release some of the spaces to patients by requesting that staff park elsewhere,
apart from the GP and ANP who are required to do home visits, sometimes at
short notice.
3. Allocate a proportion of the car parking to disabled for those who are disabled or
their carers to make it more convenient for them to park.
4. Encourage those who are able to park in the Community Centre, which is free
and a two minute walk away from the Queen Street surgery, to do so.
Another aspect considered was public car parking near the surgery and making
enquiries about an unused piece of land for potential car parking spaces.
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Access to appointments, waiting times, and levels of service – 20% of total
comments
Retaining the number of GPs and avoiding any reduction in the number of clinical or
non-clinical staff. The only difference will be the location of the surgery for Park View
surgery patients.
Convenience of Queen Street as a location – 10% of total comments
The change in the location of the surgery from Park View to Queen Street would
inevitably mean that some patients would be further away than they were previously.
The practices mapped the public transport links in the areas and conducted some
analysis of the distribution of patients for Park View and Queen Street surgeries by the
postcode at which they live. The Practices provide and would continue to provide a
home visit service for patients who aren’t able to attend the surgery themselves using
the existing criteria.
What decision has been taken based on the feedback?
Following patient engagement, the practices submitted their findings to the Probity
Committee and decision to approve this was given. The practices have since worked
with their patient groups to develop a communications plan to ensure that patients in
both practices were given enough information about the change.
Where can people find more information about your project?
The engagement report formed part of the Probity Committee documents and you can
also see the full report here.

October – December 2016

King Street GP practice

The contract for the GP practice at King Street was approaching its natural end and as a
result the CCG needed to review the service in its entirety to make sure that it would
meet the needs of the local population. As part of this, we undertook a 12 week patient
engagement regarding the GP practice.
What did we engage on?
The engagement looked at two key options going forward:
 Try to extend the current GP service either with the current organisation or a new
one
 Support patients to register at other surgeries instead.
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Who did we engage with and how did we do it?
We designed a survey with input from the organisation running the practice, asking five
key questions regarding the GP service at King Street Health Centre. Considering the
demographics of the practice, the survey was also translated into Polish, Czech,
Lithuanian and Latvian.
The five key questions were:
1. What works well with your care that you would want to keep?
2. What do you think could work better?
3. Is there anything else you would like to tell us about the GP service at King
Street?
4. What would worry you if the service was to change?
5. If the practice closed what support, if any, would you need to register at another
practice?
The survey was administered in paper (postal questionnaire) and online format.
The survey was distributed via post by King Street Health Centre to each household
registered with the practice. The covering letter asked for patient feedback on the
service and outlined the two options currently open to the CCG as well as the way in
which patients could have their say. As the CCG could not access the details, the
organisation in charge of the contract were responsible for this being sent out. All
documentation was made available to them as part of the engagement process. The link
to the online version of the survey was detailed in the covering letter. The survey was
also promoted in the following ways:
 Email to patients by the practice
 The survey was also promoted at the Health Centre on the information screens.
 Letter sent by the practice to their virtual Patient Reference Group members
 Patient drop in sessions delivered by CCG staff. These were organised to cover
the 12 week period, different days of the week and different time slots. There
were no changes or cancellations to these slots.
 The practice was asked to support the engagement by sending out text reminders
where possible and also to have information on the display screen within the
waiting room.
 The information provided by the practice indicates that there was a considerable
proportion of registered patients who speak Polish. As such, the patient letter
included translated information on how to share feedback (in Polish and Czech).
Translation was also available on the day at some of the drop in sessions as was
a patient letter and survey in additional languages.
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The City of Sanctuary, a local organisation supporting asylum seekers and
refugees, and a nurse working with the Travelling Community supported the
engagement. Although it is recognised that the Walk in Centre might be a service
of choice for these communities as opposed to the General Practice, it was
important to make sure that all those who are registered at King Street GP
practice were given an opportunity to share their views.
The engagement was shared with the Public Involvement and Patient Experience
Committee (PIPEC), the CCG’s public assurance group in September 2016, prior
to going live, and again discussed at December 2016 meeting. It was also shared
with colleagues at the Local Authority e.g. the Equalities and Cohesion
Partnership, the Community Engagement Partnership and Healthwatch to raise
awareness and help support the process.
The CCG’s District wide PPG Network also received information about this
engagement taking place.
Information was also available for CCG staff.

What did they tell us?
What works well at the health centre
Respondents provided mainly positive feedback on what works well with the care they
receive from King Street Health Centre
 Just over a third (36%) said that waiting times were short and that it was easy to
get an appointment
 Three in ten (30%) said staff were caring and professional
 Almost a quarter (23%) were happy with the good location and that it was easy to
get to
What improvements could be made?
 When asked about possible improvements, over two in five (44%) said they were
happy with the service and did not have a suggestion
 One in eight (13%) said more appointments and shorter waiting times would
improve the health centre
 7% would like to be able to see the same doctor during each appointment
Additional comments about the health centre
Positive comments included:
 Half (49%) said that they were happy with the service
 One in five (21%) said the staff were pleasant, professional and helpful
 7% said the health centre was efficient and provided a well-run service
Negative comments included:
 Staff attitudes needed improving including doctors becoming more sympathetic
(6%)
 There were too many inaccurate diagnoses, referral mistakes and wrong test
results (5%)
 There needed to be more consistency of doctors (4%)
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Patient concerns about service changes
When asked what would make them worry if the service was to change, respondents
provided a range of concerns:
 A quarter (24%) were worried about having to travel further and it being less
convenient
 17% were concerned about having to establish a relationship with a new doctor
and continuity of care
 16% said they were worried about longer waiting times
 One in seven (14%) said they were concerned about finding a new practice that
was accepting patients
Support needed
Generally, the support needed to register with another practice is practical support:
 One in five (21%) would need advice about other practices (opening hours,
services provided etc)
 13% want to see a list of GPs accepting new patients
 9% would like advice on how to register at a new practice
 5% said they would need an interpreter or information translated
 43% said they would not need any support
What decision has been taken based on the feedback?
Following on from the engagement, all information was presented at our Probity
Committee. Decision was taken to end operating a GP practice from King Street Health
Centre. We wrote to all registered patients again and invited them to register with
another GP practice, giving them information about these as well as ways in which they
could get help with this. We also included information on some of the aspects patients
might want to know about and did more drop in sessions for everyone to be able to
come and talk to us. This was repeated several times to make sure that all patients from
this GP practice were registered with another practice close to them.
The changes did not affect the walk in service provided from King Street Health Centre,
which remains open from 8am to 8pm daily.
Where can people find more information about your project?
The engagement report for King Street is available here. You can also see the full report
which was submitted to our Probity Committee here.
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Connecting Care +

September 2016

This engagement was led by Wakefield Healthwatch but commissioned and supported
by the CCG. Further engagement, building on these results will take place in 2017.
What did we engage / consult on?
The key aims of the engagement were to discuss ideas around:
 developing existing integrated care being provided under the Connecting Care
initiative


the six outcomes developed for the new MCP contract



information sharing and consent to share health and care records



a single assessment form



self-care, early support and help for carers

During the focus groups, the proposals were explained in stages. Questions were
asked after each section. Attendees were all asked to complete a survey after the
discussion to obtain quantitative information to add to the qualitative data.


described background and context



described what it will look like and how it differs from now



talked about particular need therefore to change the way information is currently
shared between health and care professionals



asked questions on three main areas:



the model of care itself



self-care and early help



information sharing and consent

Full explanations of the proposals were given and information provided for people to
take away, including answers provided by the CCG to previously voiced concerns about
the new model of care
How did we engage / consult?
Focus Group
Location

Date

Youth Parliament

21 November 2016

Wakefield City
Centre
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No. of
participants
5

St Georges Community
Centre – Tuesday Leisure
Club (also open to the
general public)

Lupset

22 November 2016

11

Local Health Campaigning
Group (also open to the
general public)

Newmillerdam

28 November 2016

10

Pontefract New College –
health and care students
and one teacher

Pontefract

28 November 2016

19

Wakefield Deaf User
Partnership
Airedale Neighbourhood

City Centre

30 November 2016

12

Airedale

1 December 2016

10

Kinsley and Fitzwilliam
Pharmacy User Group
Well Women Centre

Fitzwilliam

1 December 2016

10

Wakefield City
Centre

5 December 2016

6

Total

73

Who did we engage / consult with?
Participants were resident or working in Wakefield District and eligible to receive health
and care services. We occasionally had some health/social care/VCS staff or volunteers
join the groups as well as members of the public. There were 27 men in the focus
groups and 56 women, but this was slightly skewed by the 18 health and social care
students at Pontefract New College, who were all young women.
What did they tell us?
 The key messages from the surveys are summarised below, but these should be
read in the context of some of the focus group discussions and provisos detailed
in the main body of the report. The survey responses mirrored the focus group
discussions.
 83% of people agreed that the outcomes for the new model of care are the right
ones.


78% of people agreed that people should take more responsibility for their own
health and wellbeing.



People gave mixed responses to the question about whether they, or someone
they know, would actually access support to help look after themselves better.
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95% of people think that the new model of care should include support for those
caring for family or friends.



Nearly 70% of people said they would be willing to help support friends and
neighbours, but indicated some concerns about how that might work in practice.



74% of people agreed that giving health and/or care professionals access to their
relevant health and care records is likely to make their care more effective.



73% of people agreed they would be happy for their own health and/or care
records to be shared.



Concerns about sharing health and/or care records included the risk that
decisions detrimental to us might be made based on what people see in our
records and that opening up records to a wider audience might make information
more open to misuse.



80% of people agreed that a single, joint assessment shared by health and care
professionals is a good idea.



85% of people agreed that organisations should work together more closely and
78% agreed that they thought this would make their care more effective.



People were generally unsure whether fewer organisations delivering care under
one contract would make our care more effective, with significant concerns about
what this step might lead to in the future and the fear of large scale privatisation.



93% of respondents said they understood what was being planned in the new
model of care and 63% said they thought it was probably the right thing to do.

What decision has been taken based on the feedback?
A communications and engagement plan has been developed based on this feedback.
This includes further engagement around: Self-care, sharing information (care records)
and future models of health and care organisation in the future which we will be looking
at next year.
Where can people find more information about your project?
You can find a report with more details and information on our website here.
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Maternity Services Liaison Committee (MSLC)
The Maternity Services Liaison Committee (MSLC) is a place where people who are
pregnant or have had a baby in the last 4 years, can meet together with staff from the
maternity services. This includes midwives, obstetricians, breast feeding peer
supporters and staff from the Clinical Commissioning Group who commission services
on behalf of local people.
MSLC is a place where people who have used maternity services can say what they
think about the care they and their family got. You can also influence how services are
planned and delivered in the future.
What have we done as part of the engagement and what was the result?
Over the past year the group discussed the re-configuration of maternity services across
Dewsbury and Pinderfields and have received presentations from Homestart family
charity, PANDAS (Pre and Postnatal Depression Advice and Support) and Mid Yorkshire
Hospitals Trust (MYHT) Matron for Children who discussed care from health visitors and
wider children’s services.
Over the year, MYHT maternity services has been working with service users from the
MSLC to design the new patient held notes. These are now being used with women.

Where can people find more information on this work?
We have previously shared information on the Pitter Patter website. We do have plans
to merge this information and include this on the CCG website so please look here for
more details.
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November –January 2017

Developing Dementia Pathway

Our vision is for people living with dementia, their families and carers, is to have
enjoyable and meaningful lives supported by people with the right skills and
understanding.
What did we engage / consult on?
We are considering how Dementia Services are provided and as part of this, we
engaged to gather the views of those who use and/or provide the services.

The purpose of the engagement was to build on the data that had already been collated,
by gaining the views of the public on their views of Dementia services and their
suggestions on how these services could be improved.
How did we engage / consult?
We looked at information that we already had from feedback via the Patient Advice and
Liaison Service (PALS), Complaints and Care Opinion site to give us a view what
patients and their families were saying about local services.
To build on this, a discussion group was held with patients to gather more qualitative
information on their experience of the service. In addition to this, and to make sure
everyone had an opportunity to be involved, the engagement team developed a survey.
The survey was circulated via the engagement team’s existing communication
mechanisms as well as through various dementia groups and partner organisations.
Who did we engage / consult with?
We talked to patients, their families as well as wider public and organisations who
support patients living with Dementia.
What did they tell us?
We used I-statements at the CCG event to guide the discussions:
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You can see the key themes arising from the discussions in the Events section of this
report.
In terms of the survey, 88 were returned which gave us feedback on choices available to
patients and carers, their involvement in care planning, their perception on the level of
treatment and support given, being treated with dignity and respect, selfcare and
isolation and timeliness of appointments they receive in hospitals and GP practices. The
survey also looked at their community involvement and whether their wishes for end of
life care are being respected.
What decision has been taken based on the feedback?
We are using the feedback to help us redesign services for people living with dementia
and their carers in order to improve their experiences. We are focussing on improving
the provision of information so people are aware of the choices available to them. We
are prioritising improvements to post-diagnostic support; raising awareness of dementia
and its impact across the wider health and social care workforce through the Connecting
Care Workforce Programme. We will develop a framework that will hold local
organisations to account for the delivery of high quality services for people living with
dementia, centred around the things that matter most to patients and their carers.
We have also worked with local organisations to prepare a toolkit for all our GP practices
to help them support patients and their carers. This was piloted with several practices
and is now in place across all of them.
Where can people find more information about your project?
You can find more information about our work on dementia here.

Learning Disability Transforming Care Programme (LDTCP)
The Calderdale, Kirklees, Wakefield and Barnsley (CKWB) Transforming Care
Partnership has been formed to collaboratively develop a programme that will transform
our community infrastructures and reshape services for people with a learning disability
and autism.
The transformation plan is framed around ‘Building the Right Support’ and the ‘National
Service Model’ October 2015 for transforming services. The service areas requiring
transformation include:





Mental health services
Services that support specific neurodevelopmental syndrome
The criminal justice system
Lower level health or social care services
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Inpatient care

Each local area (CKWB) within the partnership had an initial programme of work to help
transform services. The aim of the partnership was to share knowledge of each local
plan and work towards developing a joint plan for the whole area.
Who did we engage with and what did we ask?
An event was arranged on 25th May 2016 by NHS Greater Huddersfield CCG on behalf
of the CCG partners to support engagement with key stakeholders on the ‘Transforming
Community Partnership Plan’ for people with a learning disability across Barnsley,
Calderdale, Greater Huddersfield and Wakefield. The purpose of the event was to
engage service users, carers, organisations and other key stakeholders on the
‘Transforming Care Partnership Plan’ and the strategy for engagement and
communications. The event objectives were:






To provide those attending with an overview of current Learning Disability
services
To engage people on Learning Disability services
To use the findings from the engagement to help shape
the ‘Transforming Care partnership Plan’
To identify the best approach for communications and
engagement
To engage people in a fun day so they will continue to involve themselves further

The engagement part of the event was based on the draft ‘Transforming Care
partnership Plan’. The plan already set out a number of areas of transformation. Each
of these areas required further engagement with key stakeholders. The areas for
engagement were:










Crisis response/safe place accommodation
Respite care/short breaks
Response to challenging behaviour
Homes in the community
Supported living services
Personalisation
Transition
Finance – including how money should be spent on services.
Engagement, Equality and communication strategy – which will gather views on
our approach to engagement and communication and what we need to consider
for equality.

What did they tell us?
Overall findings from this event are as follows. Key themes:
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Keeping active
 Through exercise (especially group/team sports)
 Through arts/community activities
 Through socialising and relationship building
Keeping healthy
 Through self-management (with help where necessary)
 Through working with staff (clinical and non-clinical)
Being happy
 Staying happy is easier when you try to keep active and healthy
 Relationships are very important in keeping happy, especially parents, siblings,
friends and staff
When asking for advice from attendees on how best to communicate, we heard:
 Attendees enjoy receiving information in a written format such as a letter or
newsletter
 Attendees also like taking part in group meetings and events like the ‘My Health
Day’
When asking for advice from attendees on how best to listen, we heard:
 Attendees enjoy taking part in group meetings and sharing their stories with
others
 They also see the benefits of doing surveys
When asking for advice from attendees on how best to involve everyone, we heard:
 In order to involve everyone, more easy read materials need to be available
(especially online)
 Attending more group meetings
What did we do?
The findings for the event will be used to support the development of the Transforming
Care Partnership Plan. The Transforming Care Programme Board has received the
findings and identified actions from improvements using the feedback provided.
In addition, the findings from each of the service areas have been used to further inform
developments. A number of workshops held in winter 2016 used the findings from the
engagement to make sure they were considered as part of future proposals.
Where can you find more information about this work?
A report of the findings from the engagement process was produced in July 2016. This
report can be found on here.
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An asset based approach – supporting people with a learning
disability to have a voice
Voluntary Action Calderdale (VAC), an organisation that specialises in community and
voluntary sector support and advice, developed a programme to help give a voice to
people with learning disabilities. This programme was used to support a 6 month pilot
for the Learning Disability Transforming Care Partnership across Kirklees, Wakefield,
Calderdale and Barnsley. The purpose of the pilot was to create a mechanism where
participants could gain the confidence to respond to any planned engagement and
consultation activity.

The programme aim was to give local people a say in the delivery of health and social
care services. The ‘voice’ is facilitated through training sessions which build
participants’ confidence. The training programme covered the following areas:



Why engage? (Explaining why the NHS needs people’s views)
Engagement skills (The various methods and ways people can have their say on
health)

During the sessions, participants were encouraged to tell us how they wanted to be
involved and if the pilot could support them to give their views.
Who did we engage with and what did we do?
The pilot was led by VAC and the project aims were to:


Develop capacity for people with a learning disability to engage in co-production
conversations



Create a network of service users who could work with commissioners and
providers in developing learning disability services



Identify opportunities for future events to be service user led and include the
voice through patient stories

What did the pilot tell us?
The learning from the pilot is as follows:


It was clear early on that the training approach for asset based engagement used
in Calderdale and Kirklees needed to be adapted to work with a wide range of
abilities and needs. The initial model developed in Calderdale was not as relevant
and so the format and content had to be adapted to those with more complex
needs. This learning was used when approaching groups in Wakefield area.
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The facilitators and trainers also needed to be flexible and adaptable in their
approach to delivering the training to meet people’s needs
The asset based model of training people to engage and consult with others was
not appropriate for this group of people. Individuals needed more support to
represent their own views
Training had to focus on raising awareness of the importance of engagement
A group of 10 adults with learning disabilities requires considerable resource.
Much of the support required was on a one to one basis. Because of the
individual support required, delivery of the sessions required two
facilitators/trainers rather than the one per session which had originally been
proposed
The positive response to this training from voluntary and community groups
indicates there is a desire amongst groups to have the views of their service
users represented
Voluntary and community groups appear to be willing to be involved
It is important to develop a partnership approach with the CCGs and local
authorities in each area

What did we do?
The pilot helped to determine the process required to involve people with a learning
disability in engagement and consultation.
18 adults with learning difficulties attended 2 training sessions in Wakefield and have
been supported to understand the importance of engagement, given the means to
express what is important to them and asked how they want to give their views.
Contact was made with 7 organisations working with adults with learning difficulties in
Wakefield of which 1 expressed an interest in hosting a session for their users. Contact
and relationships with the organisations and their service users have been maintained
and provides a solid platform for a network prepared to work with commissioners and
providers on an ongoing basis. The 18 trainees are registered as Engagement
Champions for participation in future engagement exercises.
In addition to the above, equality monitoring data was collected at each of the sessions.
Not surprisingly – as this was self-selecting – attendance was primarily by single, white
British, heterosexual males and females with disabilities that include visual and hearing
impairment as well as long term conditions, in addition to learning disabilities.
Where can you find more information about this work?
For more information about this work and the Transforming Care Partnership in
Wakefield go to this website.
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Prescribing Changes

14 November – 28 December 2016

What did we engage / consult on?
The aim of the engagement was to:




raise awareness of the prescribed product change proposals
encourage people to have their say in respect to the proposals
meet our legal duties in respect to engaging with patients, the
public and health scrutiny

We engaged about:






Gluten-free foods - Our proposal is to not routinely fund
gluten-free foods on a
prescription basis
Branded medicines - We are proposing that requests for more expensive brands
of medicines are not routinely supported in cases where there is no scientific
evidence of a difference between products
Over-the-counter medicines - We are proposing to stop the routine prescribing
of products that are available in shops and pharmacies, and which provide
limited health benefits to patients. This would not affect medicines which need to
be prescribed by a doctor

What information was provided?
A full engagement document was available online and in hard copy. This outlined the
clinical case for the proposed changes to prescribing.
How did we engage / consult?
 Online and paper surveys – we received 275 responses for gluten free foods; 154
for branded medicines and 159 for over the counter medicines
 Outreach sessions – the CCG attended 19 specific sessions during this period
 Meetings with key organisations, such as Coeliac UK and the Overview and
Scrutiny Committee (OSC)
 Emails from members of the public (one via the Health and Wellbeing Board)
 During the engagement period we also received correspondence from MPs.
We were also aware of a debate in the House of Commons during this time.
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Who did we engage / consult with?
The audience for this engagement was the public but we specifically targeted those who
might be affected by the proposed change e.g., low income, older people, people with
Coeliac Disease.
What did they tell us?
Gluten free foods
People were asked to share their views on the proposed changes to the prescribing of
gluten-free foods 43.91% (83) of survey respondents who were not prescribed gluten
free foods, agreed or strongly agreed with the proposal and didn’t think that the NHS
should be providing food on prescription, as they felt that gluten free food is widely
available in supermarkets. This compared to only 4.05% (3) of people that were
prescribed gluten free food who supported the proposal. 92.6% (70) of respondents who
were prescribed gluten-free products either disagreed or strongly disagreed with the
proposal. This was also mirrored by those who care for someone who receives glutenfree prescriptions where 87.24% (41) disagreed or strongly disagreed with the proposals.
It should be noted here that five respondents within this group were from postcodes
outside of the CCG’s registered or resident area. A few people responded that they were
coeliac patients who chose to buy their own gluten free food for various reasons. Many,
however, commented that this was a clinical condition and not a lifestyle choice.
Branded medicines
People were asked to share their views on the proposed changes to the prescribing of
branded medicines. 82.78% (125) of survey respondents agreed or strongly agreed with
the proposal, this support was also seen in previous engagement activities (including the
Commissioning Maze) and activities carried out during this engagement, such as the
outreach sessions.
Over-the-counter medicines
People were asked to share their views on the proposed changes to the prescribing of
over-the counter medicines. 77.27% (119) of survey respondents agreed or strongly
agreed with the proposal, this support was also seen in previous engagement activities
(including the commissioning maze) and activities carried out during this engagement,
such as the outreach sessions.
What decision has been taken based on the feedback?
The engagement report formed part of information that was examined by the CCG’s
Clinical Cabinet. They made the decision to stop routinely prescribing over the counter
medicines and branded medicines from 1st April and stop routinely prescribing gluten
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free products from 1st July. Due to feedback it was decided not to have a blanket ban on
these products/medicines but that in all cases the final decision would be made by the
patient’s GP.
Where can people find more information about your project?
The engagement report can be found on the CCG website here.

Urgent and Emergency Care
When did the engagement / consultation take place?
The engagement took place during the whole year and has been a continuation of
previous engagement that started with Meeting the Challenge (MtC). As national
guidance was updated and new guidance published, the details of the model have
changed.
What did we engage / consult on?
The aim of this work was to transform urgent and emergency care across all
stakeholders, to simplify accessing the system in line with national guidance and have a
district wide model for Primary Care.
What specific issues were stakeholders asked about?
What experience patients have when faced with an urgent care issue, from contacting
111, to available appointments with their GP or attendance at the Walk in Service, or
attendance at A&E.
What information was provided?
That opinion from all engagement events is being taken on board and plans are being
made to simplify and create a District wide model for urgent and emergency care
including what is available in primary care.
By attending events, we confirmed that the transformation was continuing, project has
no confirmed end date as is a longer term transformation with all parts of the system
undergoing change. All need to change and work together in conjunction within one
another and that services cannot change in isolation as all have a major part to play in
delivering a service fit for purpose.
Who did we engage / consult with?
We attended various meetings and events with patients, key partners and stakeholders:
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Patient Participation Group Network and PRG meetings at GP Practices
Quarterly Practice Managers meeting Monday 16 May 2016
Network 3 Practice Manager meeting Thursday 19 May 2016
Public at Wakefield CCGs Engagement event 10 January 2017
Colleagues from Wakefield CCG and Mid Yorkshire Hospitals Trust attended a
workshop in January 2017
GP membership event (5 Year Forward View) February 2017
Patient representatives at PIPEC March 2017

What did they tell us?
We asked what changes they wished to see, many had experienced delays in getting
appointments or waiting for long periods of time to get urgent treatment. Patients did
say they were confused where to go for specific issues and that the many options
available made the decision to attend anywhere complicated.
What decision has been taken based on the feedback including how has the
feedback influenced any decision?
The feedback from the events has been taken into consideration when developing the
Strategic Outline Case which looks at the whole of the Urgent and Emergency Care
system to help understand the current issues and pressure and what needs to change to
make a simplified system with patients seen at the right place first time, without
accessing care at different places until they are satisfied.
Where can people find more information about your project?
Further information can be found here

West Yorkshire and Harrogate Health and Care Partnership
Guidance published by NHS England in December 2015 asked every health and care
system to come together to create their own plan for the delivery of NHS England’s, Five
Year Forward View https://www.wakefieldccg.nhs.uk/stp/. These plans, known as
Sustainability and Transformation Plans (STPs), set out a clear vision for how the
challenges presented in the Five Year Forward View will be met by 2020/21.
West Yorkshire and Harrogate (WY&H) draft STP is built from six local area place-based
plans; Bradford District and Craven, Calderdale, Harrogate and Rural District, Kirklees,
Leeds and Wakefield which all focus on the health and social care needs of local people
and nine area wide priorities. These include prevention of disease and illness, primary
care, cancer, stroke, urgent care and hospitals working together.
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The majority of the work happens in each of our 6 places (Bradford, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield) which build on existing partnerships i.e.
Health and Wellbeing Boards, and Health and Wellbeing Strategies.
Where we do work collectively at WY&H level it is for one of 3 reasons:
 We need to look at how we best provide services across a wider footprint than place
 There is benefit in doing the work once and sharing
 We have a collective difficult issue and working together
would help solve it.
The six local plans and these WY&H priorities together form
the STP. Both are important parts of our health and care partnership (known as the
STP).
What did we engage / consult on?
We have strong track record of public engagement and community participation across
our area and we want to further improve. We have published an engagement and
consultation document which summarises some of the work that has taken place over
the past three years https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/whatwe-do/stp/conversations-engagement-and-consultations/
Our approach is a partnership rather than a single plan – and rather than engaging and
consulting on our collective work in its entirety, we engage and consult on the
development and design of options on a case by case basis, for example stroke
services https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/what-wedo/stp/conversations-engagement-and-consultations/
Healthwatch organisations across the area have supported engagement with local
people across a number of the WY&H priorities in the last 18 months. From urgent care
and stroke to health optimisation, which is all about promoting a healthy lifestyle to
prevent as much ill-health as possible, we have been able to keep people’s views at the
heart of discussions.
Healthwatch also supported the engagement around the ‘Hear See & Treat’ model of
emergency care in partnership with Yorkshire Ambulance Service in autumn 2016 http://www.healthwatchwakefield.co.uk/wp-content/uploads/2016/10/Hear-see-and-treatengagement-report-FINAL-1.pdf
We’ve used the same approach to engage around follow up appointments, stroke
services and explored patient views around health optimisation, and over the counter
medicines.
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You can find more information about the engagement Healthwatch organisations jointly
supported at http://healthwatchkirklees.co.uk/our-work-new-version/
We have established a WY&H Public and Patient Involvement (PPI) Lay Member
Reference Group made up of PPI lay members from our 11 CCGs. This group
provides support to our communication and engagement activity, helping and ensuring
that we act in accordance with these steps. A similar approach is being considered for
hospital non-executive directors.
Where can people find more information about your project?
You can find out more about West Yorkshire and Harrogate Health and Care
Partnership here https://www.wakefieldccg.nhs.uk/stp/

Commissioners working together (CWT) – hyper acute stroke and
paediatric surgery and anaesthesia services consultations
Both consultations launched on 3 October 2016 and ran until 14 February 2017.
A decision on the future of both services will be taken at the Joint Committee of Clinical
Commissioning Groups (made up of the partners in Commissioners Working Together)
on 24 May 2017.
What did we engage / consult on and how?
There were two consultations which had taken place during the year:



Consultation to change hyper acute stroke services in South Yorkshire, Bassetlaw
and North Derbyshire
Consultation to change children’s surgery and anaesthesia services in South and
Mid Yorkshire, Bassetlaw and North Derbyshire

Who did we talk to?
The public and stakeholders within South Yorkshire, Bassetlaw and North Derbyshire
were consulted. Residents of Wakefield were not consulted as the proposed changes, if
they went ahead, would not adversely impact on its
population. The Wakefield Health and Overview
Scrutiny Committee agreed with this approach.
All people living in Barnsley, Bassetlaw, Chesterfield,
Doncaster, North Derbyshire, Rotherham and Sheffield
were given the opportunity to have their say.
A total of 1109 responses were received for the
consultation to change hyper acute stroke services and
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1268 responses for the consultation to change children’s surgery and anaesthesia
services.
A full breakdown of the respondent profile, with all demographics is available in the
consultation analysis. This is available on the Commissioners Working Together website.
The link is http://bit.ly/consultationanalysis
What did we ask people?
Hyper acute stroke services
As one of the partners in Commissioners Working Together, we proposed to improve the
experience of patients needing stroke care in Barnsley, Bassetlaw, Chesterfield,
Doncaster, Rotherham and Sheffield. There was one proposal on which we sought views
- to have three hyper acute stroke service centres in Chesterfield Royal Hospital,
Doncaster Royal Infirmary and The Royal Hallamshire Hospital, Sheffield. Hyper acute
stroke services are where people are cared for up to the first 72 hours after having a
stroke when they need more specialist 'critical' care.
Our proposal meant that Barnsley and Rotherham hospitals would no longer provide
hyper acute care for people who have had a stroke. For residents of these towns who
have a stroke, after the first 72 hours of receiving critical care and if they are well enough,
they would be transferred to back to Barnsley or Rotherham hospital for the remainder of
their care. We were not proposing to make changes to 'acute' stroke care, which is care
received after the first 72 hours until people go home from hospital and this will still be
provided in all our local hospitals. Rehabilitation services, such as speech and language
and physiotherapies, which help people to get better once they leave hospital, would also
still be provided closer to where people live.
Children’s surgery and anaesthesia services
As partners in Commissioners Working Together, we proposed to change a small number
of services to improve the care of children needing operations in Barnsley, Bassetlaw,
Chesterfield, Doncaster, Rotherham, Sheffield and Wakefield. The proposal was for
children who need an operation under general anaesthetic (where they are sent to sleep)
at night, at a weekend or where they need to stay in hospital overnight. This was for the
following services only - ear, nose and throat (ENT), general surgery (for conditions
usually of the abdomen/tummy - eg, appendicitis), ophthalmology (for any condition of the
eyes), oral surgery (for any condition of the mouth or teeth), orthopaedics (for any
condition of the bones, muscles, nerves etc) and urology (for any condition of the groin,
genitals or bladder).
We recommended three options for the future of children's surgery and anaesthesia
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services, with one preferred option (option 2). They were:
Option 1: Surgery on children at night, on a weekend or where they need an overnight
stay at Chesterfield Royal Hospital, Doncaster Royal Infirmary, Pinderfields General
Hospital in Wakefield and Sheffield Children's Hospital
Option 2: Surgery on children at night, on a weekend or where they need an overnight
stay at Doncaster Royal Infirmary, Pinderfields General Hospital in Wakefield and
Sheffield Children's Hospital
Option 3: Surgery on children at night, on a weekend or where they need an overnight
stay at Pinderfields General Hospital in Wakefield and Sheffield Children's Hospital
Based on our review of current treatments at all our hospitals, we expected that the
number of children affected by the proposed changes in each would be very small
compared to the overall number of children needing an operation in South and Mid
Yorkshire, Bassetlaw and North Derbyshire. For all options, children would be taken to
the next nearest hospital.
What information did we share?
People were able to read or hear the information within the paper and online consultation
document and questionnaires and audio/visual versions of the consultation proposals
were made available. There were no requests for translations into additional languages.
Easy read versions of the document and survey were also available but none returned.
In addition, a range of background information to the consultation was made available,
including:
 Pre-engagement reports, including the Equality Impact Assessment
 Pre-consultation business case
 Pre-consultation communications and engagement report
 Communications and engagement strategy and plans
 Strategic cases for change
 Consultation mandate
 Health needs assessment
 Responses from the Yorkshire and Humber
Clinical Senate
 Consultation documents, including easy read
versions
 Ambulance service travel times
 Travel impact analysis
 Yorkshire and Humber Clinical Network
‘blueprint’ for hyper acute stroke services
 Royal College of Surgeons – Standards for
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Children’s Surgery
All materials can be found on the Commissioners Working Together website:
For hyper acute stroke services: http://www.smybndccgs.nhs.uk/what-we-do/critical-carestroke-patients
For children’s surgery and anaesthesia services: http://www.smybndccgs.nhs.uk/whatwe-do/childrens-surgery
What did they tell us?
Hyper acute stroke services:
There was a mixed response to the three centre option. 54% of self-selecting
consultation survey respondents disagreed with this option and 50% of telephone survey
responses agreed with it. The patterns of agreement were similar across both survey
channels – a) paper and online survey (self selecting responses) and b) telephone
survey (taking a random representative sample of the population) - except for
Bassetlaw, Sheffield and Wakefield where the majority of self-selecting consultation
survey respondents disagreed with the three centre option compared to the telephone
survey respondents in those areas. There were high levels of support for the three
centre option in Doncaster and North Derbyshire and Hardwick (which cover hospitals
where the hyper acute stroke services are being proposed). There was low level of
support for this option in the Barnsley CCG area.
Where people disagreed, themes were:
 Not being able to access high quality care quickly and patient safety
 Social impact
 Other concerns (lack of funding for the NHS, wish to have a centre in local area
so could access high quality care, additional pressure on the ambulance service)
Where people agreed, themes were:
 Quick and easy access to high quality care
 Better quality of care and improved health outcomes
 More effective allocation of resources
 Other comments (support for Chesterfield to be one of the three centres, positive
personal experiences at the Royal Hallamshire Hospital and a small number of
respondents said they trusted the commissioners to make the right decision)
A number of respondents felt they could not comment on the proposed changes
(especially from the telephone survey where respondents had been less likely to have
been aware of the consultation or have read the consultation document).
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Alternative suggestions: Almost half of the consultation survey respondents had
alternative suggestions to make. The majority were making the case for Barnsley District
General Hospital to have a hyper acute stroke unit to make sure that local people could
have quick access to time-critical care. The other main suggestions were to have a
hyper acute stroke unit in every hospital and to start investing in the right calibre of staff
to make this happen.
Children’s surgery and anaesthesia services:
Respondents tended to agree with the proposed changes (63% of telephone survey
respondents agree and 43% of self-selecting survey respondents agreed)
However, there were over a third of self-selecting respondents (39%) who disagreed
with the proposals compared to 13% of randomly selected telephone survey
respondents. There were higher levels of disagreement with the proposals from selfselecting consultation survey respondents. These responses tended to come from
Barnsley, Bassetlaw, Wakefield, North Derbyshire and Hardwick.
Where people disagreed, themes were:
 Not being able to access high quality care closer to home
 Impact on patient outcomes and patient safety
 Other concerns (if staffing is an issue, this should not impact on patients and
families, some people had had good experiences and could not see the need for
change and some were sceptical about the motivation for change)
Where people agreed, themes were:
 Better quality of care and better health outcomes for children
 Fairer and equal access to the best services
 More effective allocation of resources
 Trust in NHS locally
A number of respondents felt they could not comment on the proposed changes
(especially from the telephone survey where respondents had been less likely to have
been aware of the consultation or have read the consultation document).
The options:
 Almost one in four consultation survey respondents (23%) did not agree with any
of the options
 42% of consultation survey respondents supported option 1
 Telephone survey respondents 64% stated that option 2 was their preferred
option
 The highest lack of support for these options came from consultation respondents
in the Barnsley area
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The highest level of support for option 1 was from North Derbyshire

Alternative suggestions:
People were also asked if there were other options they would like CWT to consider.
The majority of people did not have alternative suggestions. Of those who did, the key
alternatives raised were:
 A plea to keep things as they are
 To have centres in all of the areas
 Keeping services at Barnsley District General Hospital (most commonly cited)
 Just have one place specialist children’s hospital
 Isolated cases for services to be offered at Bassetlaw and Rotherham
What decision has been taken based on the feedback?
The Decision Making Business Case will be heard by the Joint Committee of Clinical
Commissioning Groups on 24 May 2017 and is expected to make a decision. The
feedback from the public and stakeholders forms a part of the business case and will be
taken into account.
Where can people find more information about your project?
A highlight report is available here or on the CCG website. This also links to the
consultation analysis here

Putting Patients First
Putting Patients First is our initiative to deliver our vision to ensure that quality and
patient experience are at the heart of the CCG.
A key driver for this work was the publication of the Francis report, which challenged
CCGs to better engage patients in order to drive quality of services. We were shortlisted
for an NHS England Excellence in Participation to Achieve Insight and Feedback:
Commissioner Award at the NHS England Excellence in Participation Awards in 2014.
We have a systematic approach to engagement and quality, better sharing of lessons
learnt and a robust approach to identifying
themes arising from patient feedback.
We gather insight from local people from
many sources: surveys, direct feedback,
consultation, social media, personal
comments and statements, letters, and
feedback from our member practices and
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partners alongside the standard channels of PALS and complaints. The uniqueness of
our work is in how we join up this feedback and use it to take collective action around
future commissioning decisions.
Putting Patients First helps us understand and use the experience of a wide variety of
patients reflecting the diversity of our local population to influence every stage of the
commissioning cycle through:







Quarterly patient experience reports to inform service transformation available at
(add website).
At the end of 2016/17 we changed the format of the reports based on feedback from
commissioners and patients. The first report in the new format focussed on end of
life care and was used to inform the work of the End of Life Strategic Outline Case
Project Group. The group reported to Clinical Cabinet in February 2017 highlighting
the need for ongoing staff training, equitable bereavement services, psychological
support and improved community access to good quality end of life care across the
district.
Comprehensive engagement to inform strategic planning and service reviews;
Quality Intelligence Group to inform the monitoring of current providers; and
Public Involvement and Patient Experience Committee (PIPEC) and Patient
Participation Group (PPG) Network involvement to hold us to account as
commissioners, see pages 21 and 22.

The initiative has been achieved through a partnership approach with users of our
services and stakeholders. There is a focus on using patient experience feedback and
insight to inform our strategic priorities with local people feeling part of shaping our
commissioning decisions and a clear process for feeding back to them.
We feel confident in being able to use insight to design and commission services to
ensure a positive patient experience for now and the future. PIPEC and PPG Network
have helped shape engagement approaches, given feedback on services, inputted in
programme work and provided assurance – whilst growing in membership and strength.
Our internal processes underpin all of this with the Quality Intelligence Group pulling all
this feedback together, identifying any themes around services, agreeing actions and
following these to realise change.
Putting Patients First reflects how the CCG lives the NHS values
by using feedback as insight to make improvements in the delivery
of compassionate care. Our approach ensures that everyone
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counts, by not basing our decisions on the views of one group or a few individuals.
We make sure that those who are often not represented have a way of sharing their
views either directly or via their representatives. The initiative encourages and
welcomes feedback from everyone to improve the quality of commissioned services.
We would like to recognise the involvement and contribution of our PIPEC and PPG
Network members for their contribution in this initiative.
Where can you get more information about this work?
We are proud to say that the work has been recognised nationally, being shortlisted in
NHS England’s Excellence in Participation 2014 Awards. A short video summarising
this work can be found at http://vimeo.com/87883772
Quality Intelligence Group
Our Quality Intelligence Group was established in August 2013 in response to the
Francis report. Since it started membership of this group has included representatives
from across the CCG as well as Healthwatch and the Local Authority. Members provide
feedback and soft ‘intelligence’ from local people about the services we purchase (such
as hospital, ambulance, community mental health services and GP Practices). We
theme feedback gained through various sources, including our engagement work, PALS
enquiries, Patient Opinion posts and learning from complaints.
How did we engage / consult?
The Quality Intelligence Group is a monthly meeting which aims to capture positive and
negative experiences of health care from a range of sources including: Healthwatch,
Patient Advice and Liaison Service, Care Opinion/NHS Choices, CCG engagement
activities, complaints sent to the CCG and social media.
Representatives from different organisations and teams within the CCG share examples
of good practice and areas for improvement. Although patients do not attend the
meeting, the majority of the information gathered is based on what patients are telling us.
Who did we engage / consult with?
The information captured is based on a range of sources including, patient safety
walkabout feedback from patients and staff, patient surveys, patient complaints, online
patient reviews and staff feedback.
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What was the feedback?
Key themes identified included:
 Praise for the quality of care received at MYHT
 Positive feedback was received about many of the GP practices in the Wakefield
District
 Areas for improvement included: patient flow at Mid Yorkshire Hospitals Trust,
access to GP appointments and delayed and cancelled hospital outpatient
appointments, staff attitude and communication about changes to repeat prescribing
systems
What have we done with the feedback?
Action plans are in place for the above areas. The impact of these actions on patient
safety and experience continues to be closely monitored. Bringing together colleagues
and their information helps us to gather key themes that are coming up and jointly
across the members of the group agree the actions to be taken.
Where can you find more information about the project?
Key themes from all Quality Intelligence Group meetings are included in the monthly
Integrated Quality and Performance Report, which is included in the Wakefield CCG
Governing Body meeting papers. Governing Body papers are published on the CCG
website. https://www.wakefieldccg.nhs.uk/

Patient Safety Walkabouts
Wakefield and North Kirklees CCGs conduct a Patient Safety Walkabout on a monthly
basis. These are completed at various settings across the services provided by the Mid
Yorkshire Hospitals NHS Trust.
Patient Safety Walkabout information is included in our patient experience reports as
well as the work of the Quality Intelligence Group and includes staff perceptions of
patient experience following observation and conversations with MYHT staff and
patients on the units visited. Healthwatch Wakefield volunteers also join in these visits.
What did we engage / consult on?
Walkabouts involve a small team of clinical and non-clinical staff walking onto ward
areas to note their first impressions and talk to patients and staff to identify areas of
good practice and areas for improvement. Patients share their views on topics including
whether they feel staff are caring, the quality of food and level of involvement with their
care plan and discharge plan.
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Who did we engage / consult with?
We talk to patients, visitors and staff on the wards which we visit. We record their
comments and note observations about things such as cleanliness.
What have people told us?
Some key themes which emerged from the walkabouts included:
 Patients described MYHT staff as kind, caring and incredibly hardworking – often
doing their best in challenging circumstances.
 Patients feel included in their care, are treated calmly and with dignity
 Improvements in documentation and use of safety support workers to reduce falls
and medication issues
 Areas for improvement identified included staffing levels, documentation and patient
flow.
What did we do as a result of the feedback?
 Feedback from every walkabout is given to staff on the wards visited and senior
management within MYHT.
 MYHT has action plans in place for the areas of improvement identified above. The
impact of these actions on patient safety and experience continues to be closely
monitored.
 The walkabout reports are discussed formally with senior colleagues at MYHT each
month.
Where can you find more information about the project?
Summaries of all Patient Safety Walkabouts are included in the monthly Integrated
Quality and Performance Report, which is included in the Wakefield CCG Governing
Body meeting papers. Governing Body papers are published on the CCG website.
https://www.wakefieldccg.nhs.uk
Patient Advice and Liaison Service (PALS)
This service helps us to improve services by listening to what matters to patients and
their families. The service helps the public to resolve concerns or problems they might
have when using NHS services and provides information about local services.
What did we engage on?
The service collects information on the number of calls, emails and visits at the CCG
offices there have been during the year. This helps us to know how used the service is,
what people are mostly contacting them about and the difference this is making.

Page 62

Who and how did we engage?
Any person living in our area can contact the service and ask for help. If their query
relates to the services that we are responsible for, PALS will help them. If this is about
another service, like hospitals, PALS will point them to the right people.
What have people told us?
There were a total of 385 PALS cases and 236 posts on Patient Opinion. The autumn
2016 surge in PALS cases around prescription changes is clearly visible. The monthly
average count for PALS was 32 and for Patient Opinion 20. There was an increase in
March 2017 in the number of contacts and this related to patients who were registered
at King Street Medical Centre and were seeking advice on registration with alternative
practices.
Looking at themes and trends from these, the three most frequently occurring were:
access to care at 216 cases or 56% of total cases; information, communication and
education at 92 cases or 24% of the total; and respect for patient centred values at 31
cases or 8% of all cases. Access to care was the most frequent theme in every month in
except October and November. This reflects the surge in prescribing cases relating to
changes in ordering repeat prescriptions and the engagement period at that time and for
information, communication and education cases.
What did we do as a result of the feedback?
PALS produce a report each month and this is shared within the Quality Intelligence
Group meetings, adding to the feedback generated each month and the themes that
come out of this. The report is also summarised in the monthly Integrated Quality and
Performance Report.
Below are two case studies which help to show how the service supports our patients.
Healthy Wakefield – Prescribing Changes
As part of its drive to make efficiency savings and better use its resources, Wakefield
CCG has been reviewing ordering of repeat prescriptions. Among the aims are to reduce
waste, prescribe less expensive medicines where they have the same effect, and
discontinue prescribing medicines that are available in shops and pharmacies. In
Autumn 2016 the CCG asked the eMBED PALS team to support its efforts and began
signposting patient enquiries around the changes to the team. This was to ensure that
patients had the best possible quality of information about the changes and how they
might be affected by them.
The repeat prescribing changes came into play from 1 November 2016. During October
and November the PALS service received 71 calls regarding the new prescribing policy.
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The enquiries continued into December 2016 – February 2017, although the number of
contacts did decrease. The nature of the calls varied, however the key theme throughout
was for PALS to manage the expectations of the patients. There was a lot of feedback in
terms of the new prescribing process and most often it was elderly patients who were
the most impacted by the changes. PALS worked with the practices and the CCG to
ensure that each patient was as well informed as possible. We took on board all
feedback from the patients and ensured we gave them information regarding alternative
methods. We discussed options such as online access, vulnerable patients (dependent
on local GP policies), and telephone access. There were cases where patients were
unhappy at the changes and they wished to take this further, here we helped them by
liaising more closely with the Medicines Optimisation Team and raising any
complaints/concerns through them and the CCG complaints procedure.
The service also looks at Care Opinion (formerly Patient Opinion), a site where the
public can share their views on local services. A case study from a patient story posting
on the Care Opinion site is below.

“You’re wasting the staff’s time”
Once I knew I was in labour I went to Pinderfields only to be left outside triage for an hr
with contractions every 2 mins because they were "short staffed" then I was checked
because they needed to be sure I was actually in labour to be then sent to the labour
ward where I had my son 7 mins later, the staff did not put me on the system so no one
knew I was there which resulted in the standard checks on my son not being done until
9 hours after he was born, once on ward 18b we was left for a further 3 hrs after being
told we would be going home in the next half an hr, we asked the staff what was
happening regarding our notes only to be told that there was more important people to
deal with at that moment, I respect the fact that there was poorly babies on the ward but
surely it would be better to get us out so they could make room for other women, after
discharging me and my son we then had to wait 3 days for the paperwork to actually be
done even though we had rung each day and each time they were "doing the paperwork
as we speak" I would never recommend this hospital but I would recommend that the
staff are sent on training courses to teach proper manners and how to fill in simple
paperwork.
All the feedback is used to include as part of PALS reports submitted to the CCG’s
Quality Intelligence Group (QIG). The QIG uses this information to monitor service
quality and direct service improvement, e.g. by targeting patient safety walkabouts. You
can see more about the work of this group in a separate section of this report.
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Equality delivery system (EDS) 2
The Equality Delivery System (EDS2) is a tool designed to help NHS organisations, in
partnership with local stakeholders, to review and improve their performance for
individuals and groups protected by the Equality Act 2010, and to support them in
meeting the Public Sector Equality Duty (PSED).
The aim of the EDS2 is to embed equality into business practices and foster a culture of
transparency and accountability in the CCG. It helps the CCG to review current equality
performance and identify future priorities and actions, whilst also being a vehicle for
continuous dialogue with local stakeholders. It also provides a mechanism for supporting
the CCG to fulfil its requirements under the Equality Act 2010.
At the heart of the EDS is a set of eighteen outcomes grouped into four goals:
1.
2.
3.
4.

Better health outcomes for all
Improved patient access and experience
Empowered, engaged and well-supported staff
Inclusive leadership at all levels

How did we engage?
This year, the CCG worked in partnership with several large healthcare providers
including the Mid Yorkshire Hospitals NHS Trust, South West Yorkshire Partnership
NHS Foundation Trust and the Yorkshire Ambulance Service to deliver a joint approach
to engaging with local communities and delivering the EDS2.
A new model for delivery of the EDS2 was developed with input from the voluntary and
community sector (VCS) and local healthcare providers. An assessment panel was
established with membership drawn from the VCS representing a range of protected
characteristics.
The sessions were held across several months:
 EDS2 Briefing – 29th November 2016
 EDS2 Panel – 12th January 2017
 EDS2 Grading Panel – 21st February 2017
The CCG highlighted the work around improving access to primary care services for
those with sensory impairment, dementia and young people and the work that has taken
place in improving mental health services for children and young people, which we
shared in our last report (Future in Mind project).
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During the period of April 2016 to March 2017 we have continued to invest energy,
enthusiasm and commitment into making sure equality was a decisive factor in
delivering evidence based commissioning and service improvement, excellent patient
care and creating a positive workplace environment that is considerate of our workforce.
This has been achieved through the implementation of various initiatives, and projects
including:






Continuing progress on our equality objectives
Improving respect, dignity and access for young people and patients with Sensory
Impairment
Development of Communication Access Passport with Wakefield Deaf Society
Equality and Diversity Training
Development of an integrated impact assessment

What did they tell us?
To ensure robust governance and effective equality assured decision making, any
engagement and work that the CCG undertakes or commissions is always equality
monitored and then assessed by equality characteristic. This ensures that we have
reached a representative sample of our community and heard the voices that are often
ignored, where gaps are found communities and groups are targeted for
engagement. Once data is analysed this is utilised alongside data and intelligence
gathered on the service or area to report on any potential impacts and where negative
impact is found to recommend mitigation of the affect. This is all reported to our
decision makers so they can take this into account when deciding the appropriate
actions and services are designed to meet everyone’s needs.
What did we do?
Equality impact assessments make sure that we proactively identify and address any
potential inequalities against equality characteristics. Action plans supporting the
delivery of our objectives have also been produced, taking into consideration new
information and current and emerging work of the CCG.
The national Equality Delivery System (EDS2) was implemented as a performance
framework to understand better our current position in discharging our statutory duties
as enshrined within the Equalities Act 2010.
We have used all the feedback from the EDS2 sessions to create an action plan for the
CCG and each partner organisation has formulated their own, based on what
participants have told us. The panel also decided the final grading. The feedback will
influence the development of a new set of equality objectives for the CCG and we hope
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for a new Equality Health Panel to be established, when the EDS2 Panel meet again in
April 2017.
Where can you find more information about this work?
A full report with recommendations will be published on the CCG website. A copy of our
Public Sector Equality Duty can be found at here.

Engagement Activity Planned for 2017 - 2018
A range of engagement activities are planned for 2017/18. These include:

Patient Experience
We will continue the Putting Patients First initiative and activity within the individual
aspects to support our commissioning decisions. Equally, our Quality Intelligence Group
will continue to oversee the feedback that is coming into the CCG and establish actions
in respect of any areas where staff and patient feedback indicates a concern.

Quality of Service
We will continue to include patient and carer experience information when assessing the
quality of services. Providers are expected to have mechanisms for gaining patient
experience as part of their contract. This information is shared at quality meetings. This
includes NHS England’s Friends and Family Test and national patient survey.

Engagement and Communication
We will continue to develop the ways in which we engage and communicate with local
people and organisations, be it through technology and developing new relationships.
Our strategy – we will look at our communications, engagement and equality and
diversity strategy to make sure that it is up to date and reflects our aims. We will do this
with patients and partners.
Engagement in commissioning decisions – we will continue to support and maintain
our assurance group and ensure that we include the public in procurement work
whenever possible. Engagement will continue to be an integral part of the decision
making process and below are just few examples of planned work areas.
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We will continue to support our patient participation groups, bringing them together
across the district and consider how our district wide group can support the emerging
federations.
As we build on the work done with Clinical Networks, we will continue to support local
practices be it in the delivery of their work, planning of services or building their patient
participation groups. This will not be done in isolation, but will take into consideration
the work of patient groups in our area.
Engagement for integrated care (connecting care) – we will continue to engage
around developing integrated care inclusive of the work associated with our care
homes Vanguard, the connecting care initiatives noted in this report and upcoming
developments in primary care to make sure that our plans reflect the views of our
communities. We want our services to be robust, make better use of resources,
including GPs’ time, and be simpler for the public to navigate through. This will
include engagement about sharing care records.


Vanguards – we will continue with engagement in support of all our Vanguard
projects, making sure that we hold our discussions across the CCG rather than
just across projects, group our events and use feedback we already have in the
best way possible.

Urgent Care – As part of on-going work we will consider the plans and future
developments of this service, linking with colleagues across West Yorkshire where
it is right.
Following on from previous engagement, we will continue to gather feedback in
respect of our urgent care services in line with our work following the Meeting the
Challenge consultation as well as the developments in primary care.






Mental health – we will continue to engage the public around the provision of
mental health services locally to make sure that we provide services that meet
the needs of our communities. We will also consider taking our work around
Dementia further.
Primary care – as we are taking on more responsibilities from NHS England,
we will be more involved in looking at what is happening within GP practices
and will either do or support the practices to engage with patients.
Working Together – building on the engagement done this year, we will work
with our colleagues in South Yorkshire on developing plans further.
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Engagement into the views of the Eastern European Community – we have
become part of a project initiated by the Local Authority. Its aim is to find out
views of the Eastern European community, including their views on health
related aspects. We hope to be able to successfully progress this area of work
together with our partners.
Sustainability and Transformation plan and Health and Wellbeing Plan –
We will continue our discussions around the future plans and what should be
within these. This is an ongoing work and will build on what we have done
already and what people have told us they would like to see in local services.
This will be linked to what we need to do as part of working with other CCGs in
the wider West Yorkshire area as well as colleagues from the Local Authority
and providers. Through the central team, we will publish our engagement and
consultation timeline – setting out our plans to engage on the WY&H priorities
Over the course of the year, engagement will continue on vascular (arteries and
veins), work force planning, maternity services and cancer.
Healthy Wakefield – we recognise that there is a lot of detailed work that we
want to talk to the public about and to make it easier, we will do an overarching
project of engagement.
Equality Health Panel – we are aiming to establish a panel to ensure an
ongoing conversation with the VCS sector representing protected charateristics.
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Appendix 1 – Legal duties in relation to patient and public
engagement
Section 14P - Duty to promote NHS Constitution
(1) Each clinical commissioning group must, in the exercise of its functions—
(a) Act with a view to securing that health services are provided in a way which
promotes the NHS Constitution
Section 14U - Duty to promote involvement of each patient
(1) Each clinical commissioning group must, in the exercise of its functions, promote the
involvement of patients, and their carers and representatives (if any), in decisions which
relate to—
(a) The prevention or diagnosis of illness in the patients, or
(b) Their care or treatment.
Section 14Z2 - Public involvement and consultation by clinical commissioning
groups
(1)This section applies in relation to any health services which are, or are to be, provided
pursuant to arrangements made by a clinical commissioning group in the exercise of its
functions (“commissioning arrangements”).
(2) The clinical commissioning group must make arrangements to secure that individuals
to whom the services are being or may be provided are involved (whether by being
consulted or provided with information or in other ways)—
(a) In the planning of the commissioning arrangements by the group,
(b) In the development and consideration of proposals by the group for changes in the
commissioning arrangements where the implementation of the proposals would have an
impact on the manner in which the services are delivered to the individuals or the range
of health services available to them, and
(c) In decisions of the group affecting the operation of the commissioning arrangements
where the implementation of the decisions would (if made) have such an impact.
NHS Constitution (Refreshed March 2013)
The NHS Constitution produced by the Department of Health establishes the principles
and values of the NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve, together with
responsibilities, which the public, patients and staff owe to one another to ensure that
the NHS operates fairly and effectively. The Secretary of State for Health, all NHS
bodies, private and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required by law to take
account of this Constitution in their decisions and actions.
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A copy of the refreshed NHS Constitution and supporting handbook can be accessed
via the following link;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
Seven key principles guide the NHS in all it does. They are underpinned by core NHS
values which have been derived from extensive discussions with staff, patients and the
public. Principle Four focuses around patient engagement and involvement and is
emphasised through the Patient’s Rights Section.
Principle Four
The NHS aspires to put patients at the heart of everything it does. It should support
individuals to promote and manage their own health. NHS services must reflect, and
should be coordinated around and tailored to, the needs and preferences of patients,
their families and their carers. Patients, with their families and carers, where appropriate,
will be involved in and consulted on all decisions about their care and treatment. The
NHS will actively encourage feedback from the public, patients and staff, welcome it and
use it to improve its services
Patient Rights - Involvement in your healthcare and in the NHS:
You have the right to be involved, directly or through representatives, in the planning of
healthcare services commissioned by NHS bodies, the development and consideration
of proposals for changes in the way those services are provided, and in decisions to be
made affecting the operation of those services.
The NHS also commits:
•
•
•
•

To provide you with the information and support you need to influence and
scrutinise the planning and delivery of NHS services (pledge);
To work in partnership with you, your family, carers and representatives (pledge);
To involve you in discussions about planning your care and to offer you a written
record of what is agreed if you want one (pledge); and
To encourage and welcome feedback on your health and care experiences and
use this to improve services (pledge).
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Get in Touch | Contact Us
If you would like to be involved in the future work of NHS Wakefield Clinical
Commissioning Group or would like to share your views on local health services, please
contact us in any of the following ways
Go online:

www.wakefieldccg.nhs.uk

Call us on: 01924 213050
Twitter:

@nhswakefieldccg

Facebook: NHS Wakefield CCG
Write to us at:
NHS Wakefield Clinical Commissioning Group
White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT

If you need this report in another format, for example, large print,
audio tape or in another language, please call our
Communications Team on 01924 213050.
Jeśli potrzebują Państwo ten raport w innym formacie, na przykład, duży druk, taśmy
audio lub w innym języku, prosimy o kontakt z naszym Zespołem Komunikacji pod
numerem tel. 01924 213050.
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Chief Officer’s Report September 2017
Collaboration with Wakefield Council
There have been some exciting developments to support collaboration between
health and social care to address the wider determinants of health.
The Chief Officer of NHS Wakefield CCG has been invited to regularly attend the
senior management team of the local authority.
A secondment arrangement has also been put in place to enable key members of
the Public Health team to work across the local authority and CCG.
Both of these arrangements are designed to facilitate closer alignment of health and
social care commissioning and, along with the recent appointment of Dr Phillip
Earnshaw to the Wakefield District Housing Board and the secondment of one of
their directors to work in the CCG, are a tangible demonstration of the strength of
local commitment to true partnership working.
Better Care Fund
The Wakefield Better Care Fund 2017-19 plan as agreed by the Governing Body
was signed off by both the Chair of the Health and Wellbeing Board and the Chair of
Wakefield Clinical Commissioning Group who is also the Vice- Chair of the Health
and Wellbeing Board before it was submitted to NHS England on 11th September
2017.
Our Wakefield system continues to pool more money into its BCF pool than the
mandated minimum (£77.9m rather than £24.8m for 2017/18) showing the ambition
of the Wakefield system. This BCF pooled fund will be increased further for 2018/19
to £82.8m.
The increase from £58.5m from our previous Better Care Fund plan in 2016/17 to
£77.9m is mainly due to the inclusion in the funding of the new Improved Better Care
Fund resources, increases by including in the BCF services such as Improving
Access to Psychological Therapies, additional monies allocated to the Care Home
Vanguard Scheme and the inclusion of an Enhanced Community & Primary Care
services that are provided by Any Qualified Providers that Wakefield Clinical
Commissioning Group contract with.
In 2017-2019 guidance that has been issued by NHS England outlines a number of
changes for areas to respond to in our Better Care Fund plan including the reduction
in the number of national conditions, the introduction of the High Impact Change
Model as a requirement of the fund, greater emphasis on reducing delayed transfers
of care (there is a national requirement to deliver 3.5% DTOC in quarter 3 of
2017/18) plus additional monies made available to the Council through the Improved
Better Care Fund (iBCF). All of these changes have been incorporated into the
Wakefield BCF plan.

Page 3 of 7

Wakefield Virtual MCP Alliance Agreement
On the 22nd August 2017 13 partners across Wakefield signed an alliance agreement
that supported our new model of care for integration for Adults across our system
The key asks for our system through this agreement is to work together through a
different approach to our new model of care across the whole Wakefield system to
achieve the following outcomes for Wakefield system:
(a) people can access information and advice that is clear, up to date and consistent;
(b) care and support is responsive, timely and joined up;
(c) support is provided by caring, considerate people with the right skills;
(d) people live in safe and positive communities;
(e) people are encouraged and supported to be healthy; and
(f) people are assured that services and resources are efficient
To achieve these outcomes the New Models of Care Board has been established
and there is a work programme of schemes that are being implemented such as care
navigation, pharmacy in general practices, late visiting service, integrated MDTs
working in our Wakefield Connecting Care Hubs and support into care homes.
Meeting the Challenge hospital reconfiguration
Following the meeting of the Governing Bodies of NHS North Kirklees and NHS
Wakefield CCG on August 3rd 2017, the final phase of changes to hospital services
provided by the Mid Yorkshire Hospitals NHS Trust has been implemented.
In accordance with the delegation arrangements agreed at the meeting on August
3rd, the Chair of NHS North Kirklees CCG and deputy Chair of NHS Wakefield CCG
(due to the Chair being on annual leave) considered the additional assurances
provided in relation to arrangements for maintaining YAS performance following the
changes.) Clinical support to this process was provided by Dr Adam Sheppard as the
clinical lead for system resilience and urgent care.
As a result of these changes, acute inpatient care and critical care beds are now
centralised at Pinderfields. Dewsbury Hospital continues to provide 24/7 open
access A&E services, complemented by ambulatory care and frailty assessment and
a clinical decision unit, together with a comprehensive range of outpatient and
planned care and rehabilitation for stroke and orthopaedic patients.
As a result of actions taken to improve patient flow and discharge management prior
to implementing the changes, the number of extra capacity beds in use across the
Trust had reduced by 100 at the beginning of September, which will improve staff to
patient ratios and have a consequent benefit for the quality of care and patient
experience.
Care Home evaluation update
Wakefield system published the 12 month evaluation of the care home vanguard in
July 2017. It is available for Board members to access herePage 4 of 7

https://connectingcarewakefield.org/wp-content/uploads/2017/07/07a-Care-HomeEvaluation-Report-v3.0.pdf
The key outcomes achieved through the care home vanguard have been the
following:
 Emergency admissions in the phase one cohort have fallen by 13%
compared to both the baseline and the control group.


A&E attendances in the phase one cohort have fallen by 6% compared to the
baseline and by 10% compared to the control group.



Ambulance call outs in the phase one cohort have fallen by 5% compared to
the baseline and by 23% compared to the control group.



Total bed days in the phase one cohort have fallen by 28% compared to the
baseline and by 22% compared to the control group.

A report will come to a future Governing Body Board meeting to share a update
about both the care home and Multi-speciality Community Provider vanguards work
programme.
Extended access to GP care launched
GP’s in Wakefield have come together, in a new scheme to enable patients across
the district to have access to GP support after normal practice hours.
“GP Care Wakefield”, part of the Connecting Care programme, started a phased
launch across the district from 5th September with the full scheme due to be in place
across the district by the 10th October.
The scheme enables patients to have access, through their normal GP practice
telephone number between 18:00 and 22:00hrs Monday to Friday and from 09:00 to
15:00hrs Saturday, Sunday and Bank Holidays, to medical advice and, if required,
access to a Wakefield GP appointment.
Using supportive telephone technology, patients only have to call their normal GP
number to access this service managed by Wakefield GPs. Patients who use the
service are provided with medical advice from a dedicated nursing team, who can
then refer the patient to a GP appointment that day, if required, at one of two sites
across the district.
Utilising a patient record sharing system, the scheme enables the GP seeing the
patient to have access to the patient’s records if the patient gives consent.
It is hoped by broadening the availability of GP access to patients, and by providing
medical advice from experienced nursing staff, patients will be able to receive
support quicker and therefore no longer seek to go to A and E for conditions that are
not suitable.
Outwood Medical Park GP practice – proposal to close the branch surgery at
Wrenthorpe.
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Following the decision of Probity Committee to support the Outwood Park Medical
practice to consult with the public over proposals to close the Wrenthorpe branch
surgery, a petition has been received by the CCG. The local MP, Andrea Jenkyns,
has also indicated that she is gathering a petition.
No decision has been made
System recovery principles
Positive progress is being made following the agreement reported to the last meeting
by NHS Wakefield and NHS North Kirklees CCGs to adopt a system recovery
approach to addressing quality, performance and financial challenges in support of
the financial strategy that is already in place.
A key part of the framework for system recovery is agreement to a set of principles
and ways of working based on mutual trust, commitment to a common goal,
transparency of data and analysis and evidence-based discussions and decisions.
The plan prioritises conditions and pathways where there is considered to be the
greatest opportunity as well as identifying opportunities to deliver more care close to
home. Opportunities will also be explored for MYHT to deliver activity that is currently
outsourced to the independent sector.
Pat Keane is the Senior Responsible Officer for the work programme and will be
supported by a team drawn from all three organisations.
We have established a shared set of principles and behaviours as follows:
 Trust. Behave in a way which supports mutual trust and do what we say we
are going to do
 Escalation. Have a clear process of escalation to unblock issues quickly
 Common Goal. Ensure that across the system we are all working to a
common goal
 No surprises. Have early, clear and open discussions about our individual
intentions
 Shared data. Use one agreed data set
 Shared analysis. Take a single approach to data analysis with a single
understanding of issues
 No anecdotes. Stop using ‘numbers and data’ that have no hard evidence
base
 Evidence-based decisions. Make sure all our decisions have an agreed
evidence base or rationale
Julie Bolus has been brought into the CCG for a time-limited period to review nursing
and quality leadership to support commissioning of acute care , which will support
this agenda.

Page 6 of 7

Information Governance week
The CCG is running a week of activities from September 25th to promote and raise
awareness about Information Governance responsibilities. The week will include
various activities to help staff understand the new responsibilities under the recently
introduced General Data Protection Regulations. There will also be an intensive
focus on mandatory IG training with all staff being required to undertake training
based on the new regulations.
Jo Webster
Chief Officer
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In summary:
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 A report is awaited following review of the service model by the Yorkshire and Humber
Clinical Senate
 A Deliberative Event has been held to enable members of the public, clinicians and
system leaders to consider the feedback received
 A further meeting with the Overview and Scrutiny Committee has taken place
 The second checkpoint meeting with NHS England has been scheduled for September
21st
 An extraordinary meeting of the Board of the Governing Body has been scheduled for
October 12th 2017 to consider the outputs from the clinical and public engagement and
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 Consultation will commence in October subject to agreement with OSC about the
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options prior to consultation commencing

Assurance departments/
organisations who will
be affected have been
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Transforming urgent and emergency care services in England
(NHSE: August 2015)
https://www.england.nhs.uk/wp-content/uploads/2015/06/transuec.pdf
National guidance on CCG statutory duties to engage and
involve the public
https://www.england.nhs.uk/wp-content/uploads/2017/05/patientand-public-participation-guidance.pdf

Risk Assessment:

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

Finance/ resource
implications:

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

Pontefract Urgent Care: progress report
1

Introduction
The Board of the Governing Body agreed at its meeting in July to embark on a
process of public engagement to support a review of urgent care for the district,
focusing on the role of Pontefract Hospital.
The strategic case for change described at the meeting was based on a commitment
to commission first class urgent health care that provides the best possible outcomes
for the people in the Wakefield District and is delivered as close to home as possible.
The purpose of this paper is to report on progress and arrangements for developing
options based on the public and clinical engagement that has taken place since July,
along with assessment of sustainability.
It was confirmed that Pontefract Hospital is central to the future provision of health
care in the district and that the CCG’s is to ensure it remains a vibrant hospital,
playing a key role as part of the wider health and social care system for the district,
and offers a range of services that are complementary to those at Pinderfields, as the
main acute centre, and out of hospital. In addition to playing a key role in the
provision of urgent care services, Pontefract Hospital will continue to be developed
as a centre for planned surgery to ensure the sustainability of the whole system.
The strategic approach to development of urgent and emergency care services for
Wakefield district has been designed in collaboration with general practice and with
the Mid Yorkshire Hospitals NHS Trust (MYHT) as the main provider of hospital
services. Consideration has also been given to the wider strategic plans under the
auspices of the West Yorkshire and Harrogate Health and Care Partnership and
collaborative work across the area to ensure services meet population demands.
Proposals for development of same day access and out of hours’ general practice
services are well advanced. Since 2015 all patients registered with Wakefield CCG
practices have been able to access extended hours services. These have been
operated at network level and provide Wakefield patients with better access to
healthcare outside hospital.

NHS Wakefield CCG has also committed to develop a consistent model of
access to urgent and routine appointments in general practice on weekday
evenings (6pm to 10pm) and from 9am to 3pm on weekends and bank holidays.
Patients presenting with what they perceive to be an urgent care need will have
an initial clinical telephone assessment. If they need emergency care they will be
directed to the most appropriate medical professional for their needs. If they have
an urgent but non-emergency care need they will be seen by the most
appropriate general practice clinician. Those patients for whom routine care is
deemed more appropriate will be offered a pre-bookable appointment for the
following day or when appropriate.
The Governing Body were reminded that Pontefract Hospital will become the centre
from which the extended hours service is provided for people living in the east of the
Wakefield district, offering access to a local GP out of hours’ service for the first time.

The location of the service for the west of the Wakefield district is yet to be
determined.
Developing a consistent approach to general practice out of hours’ services across
the district will enable the options for urgent care to be more clearly described to the
public and so ensure people access services that are most appropriate to their
needs.
The national vision is for urgent care services includes an expectation that urgent
treatment centres will form an integral part of the overall emergency healthcare
provision. New guidance has recently been published which defines the model of
care provided within urgent treatment centres. The model of care that is currently
provided at Pontefract aligns more closely with the definition of an urgent treatment
centre than a traditional A&E service.
The decision to engage with the public to support the development of options for
urgent care service at Pontefract Hospital in the future is set in the context of these
wider changes to the health system, including enhanced access to same day and out
of hours’ general practice.
2

The process for developing options
As reported at the meeting in July 2017, the CCG and MYHT (as the current
provider) have agreed that options which result in no change are not viable as they
would not deliver services which are more sustainable or easier to navigate. A range
of different options for the service will need to be explored and tested.
If options involve substantial changes to services, the requirement for public
consultation will be agreed with NHS England and the Overview and Scrutiny
Committee, in line with the CCG’s statutory duties set out in Section 14Z2 of the NHS
Act 2006, as amended by the Health and Social Care Act 2012.
There is agreement in the local health and care system that transformation of urgent
care should deliver the following benefits for local people.








Any options to be considered must enhance safety and quality of services for the
whole district population
The proposed service model(s) should reflect local need and be based on best
practice guidance
The way services are organised should make the best possible use of workforce
enabling specialist clinicians to be prioritised to care for the most urgent &
complex cases and reducing reliance on locums
The risk of the service needing to be closed at short notice because of staff
shortages with little or no opportunity to communicate the closure to the public
needs to be eliminated
It should be clear to the public what services are available at each hospital: the
current description of the service at Pontefract Hospital as an A&E could result in
people self-presenting at the hospital whose needs would be better met in an
emergency department with greater consultant presence and access to specialist
review
Options should make the most of the opportunity for Pontefract Hospital to play a
more integral role in the service offer for the whole district, offering faster access
to diagnostics for people with less serious conditions who may currently
experience delays in receiving treatment if they attend Pinderfields because of
their lower clinical priority compared with other patients
2



The financial resources that are deployed to cover the additional payment to Mid
Yorkshire hospitals for maintaining two emergency departments for the district
would be reinvested in alternative services.

The proposed future service model would need to meet the Department of Health’s
four tests for service change detailed below:
Informed by
patient/public
engagement

Patient choice

There has been extensive engagement with the public in
relation to urgent and out of hours care. This provides strong
evidence and intelligence about people’s expectations and use
of urgent care services, including information about why
people choose to use A&E services.
Further engagement to establish the expectations of local
people needing urgent care and why people make the choices
that they do will be carried out over summer 2017. The
option(s) will be subject to formal consultation, if substantial
changes are proposed.
The proposal to base the primary care out of hours service at
Pontefract Hospital between 6pm and 10pm would give more
equitable access to primary care walk in services across the
district (The Eastern side of district currently has no walk in
primary care facility)
Changes will be designed to make clear the difference
between the services offered at each hospital so that people
can make an informed choice about where to go. This could
have benefits for the whole population.

Clinically
evidence based

Options will be subject to integrated impact assessment which
takes account of the impact on people with protected
characteristics.
Options will be based on national guidance & evidence that
came out of Keogh review into urgent care services.
There is strong evidence that people with serious and lifethreatening conditions are more likely to have a good recovery
if they go directly to an appropriate specialist centre.

Supported by
commissioners

3

The options will be designed to make better use of clinicians.
Clinicians in the Trust and primary care have been involved in
assessing the current service and developing proposals for
future provision and the quality and safety of all potential
options will be independently assured by the Yorkshire and
Humber Clinical Senate.
The case for change is understood by commissioners and
proposals will be developed jointly with MYHT and primary
care

Progress to date
Proposals for service change in the NHS are subject to rigorous process which is
overseen by NHS England and involves prescribed assurance ‘gateways’ which the
CCG must pass through.
3

The first strategic sense check with NHS England took place on June 23rd 2017 and
a further Strategic Sense Check meeting has been scheduled for September 21st
2017 following which NHS England will produce a report confirming whether or not
they support the case for change.
Public engagement commenced on 17 July 2017. Alongside this, the Trust and CCG
have engaged with the Yorkshire and Humber Clinical Senate, which is established
to provide independent critical assurance of proposals for service changes. The role
of the Clinical Senate is to advise on current evidence and practice and to provide
clinical leadership and credibility on service change proposals
The meeting with the Clinical Senate took place on 3 August 2017 and their final
report setting out their deliberations is awaited.
Statutory responsibility to lead public engagement rests with the CCG. In order to
ensure impartiality the CCG has engaged independent support from Healthwatch
Wakefield and from the Campaign Company. In addition, the engagement
programme has been independently assured by The Consultation Institute. The
engagement exercise has been widely publicised through GP practices, local
authority members, print and broadcast media and social media, which has been
promoted by partner organisations including Wakefield Council, the Mid Yorkshire
Hospitals NHS Trust and Wakefield District Housing.
Engagement undertaken by Healthwatch has involved face to face contact with the
public in a wide range of settings, including market places, hospitals and other health
premises, and attending community and interest groups, including targeting groups
with protected characteristics. Healthwatch has also supported an on-line survey,
which received 2,068 responses in addition to verbal feedback from face to face
meetings. Qualitative data is still being analysed and will be formulated into a report
for consideration by Governing Body members.
Review of responses to the Healthwatch survey shows:










70% said their first choice for care for a non-life threatening condition would be
primary care
47% said they would choose a same day GP appointment over A&E depending
on what the problem was
25% said they would make a judgement about going to A&E based on whether a
GP would be able to provide the diagnostics or treatment they needed (eg: Xray/stiches)
50% had used Pontefract A&E in the last 2 years (96% arrived by own transport,
with a friend or by taxi; 48% chose Pontefract because it was closest and 30%
because they thought it would be quicker than going lsewhere
28% had used the A&E between 10pm and 8am
79% thought Pontefract could treat life threatening conditions
42% were surprised to hear they would be transferred elsewhere if had a life
threatening condition
There was strong support for keeping a 24/7 service
A lot of people felt the hospital was under-utilised and wanted to see more
services provided there
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The main concerns people expressed were distance to travel (particularly if using
public transport), difficulty people would face getting back home at night if they went
to Pinderfields and did not need admission, pressure on Pinderfields and general
concerns about increased demand due to population growth in the district.
In addition to the Healthwatch survey, the Campaign Company has been engaged to
carry out a telephone survey of 1,000 people selected randomly.
Feedback from this survey was broadly similar:













49% said their first choice for urgent, but not life threatening, care would be to
contact primary care services (GP or 111).
17% would call 999 (compared to 6.36% in the Healthwatch survey)
16% said they would choose first to go to A&E for urgent, but not life threatening
care.
88% said they would choose to see a GP on the same day rather than go to A&E
22% said they had used Pontefract Hospital A&E in the last two years.
89% made their own way there, the majority being taken by family member,
friend, or taxi. 4% had used public transport.
45% went because it was closest to them.
40% gave “other” reasons – including: advised by a health professional; the
situation was felt to be an emergency that a GP could not handle such as a
fracture or if the situation took place at a weekend or when other services were
not open.
16% have used A&E between 10pm and 8am.
11% did not think Pontefract Hospital A&E would be able to treat serious life
threatening conditions
36% said they were surprised to hear that if they presented with a life threatening
condition that they would be stabilised and sent to Pinderfields Hospital to access
specialist staff and equipment.

The Campaign Company also coordinated a deliberative event on 12 September
2017 where members of the public, clinicians and system leaders came together to
review the key themes from the engagement exercise and the outputs from the
Clinical Senate review. This process is designed to support the development of
options. Feedback from this event will be incorporated into the final report following
analysis.
An integrated impact assessment to assess risks and benefits in terms of quality,
safety, patient experience and the impact for groups with protected characteristics
will be carried out on any options that are taken forward.
Potential options will be formally considered at an extraordinary Board meeting of the
Governing Body of NHS Wakefield CCG on 12 October 2017, subject to the outcome
of the second strategic sense check with NHS England, which takes place on 21
September 2017.
A progress report was presented to the Overview and Scrutiny Committee (OSC) on
14 September 2017. The requirements and arrangements for formal consultation will
be determined following discussion with OSC and will depend on the extent of the
changes being proposed. Formal consultation, if required, will commence in October
and the findings will be reported to a future meeting of the Governing Body to enable
a decision to be made on the preferred option.
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Recommendation :
It is recommended that the Governing Body note the Annual Audit Letter for 2016/17.
Executive Summary:
The Audit Commission’s Code of Audit Practice requires auditors to prepare an annual audit
letter and issue it to each audited body.
The purpose of preparing and issuing annual audit letters is to communicate to the audited
body and key external stakeholders, including members of the public, the key issues arising
from auditors’ work, which auditors consider should be brought to the attention of the audited
body.
The letter confirms that the auditors have nothing further to report, after the presentation of the
ISA260 to the Audit Committee on 25 May 2017. This letter has been posted to the CCG’s
web site.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the
leading to reinvesting in prevention
strategic plan:
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial

economy
Organising ourselves to deliver for our patients
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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) /
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Not applicable

Not applicable

Not applicable

By Auditors to July Audit Committee



NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
19 September 2017
Annual Accounts 2016/17 Annual Audit Letter

1

Introduction
The Audit Commission’s Code of Audit Practice requires auditors to prepare an
annual audit letter and issue it to each audited body.
The purpose of preparing and issuing annual audit letters is to communicate to
the audited body and key external stakeholders, including members of the public,
the key issues arising from auditors’ work, which auditors consider should be
brought to the attention of the audited body. The annual audit letter covers the
work carried out by auditors since the previous annual audit letter was issued.

2

Summary
Following the presentation of the ISA (International Standard on Auditing) 260,
report to the Audit Committee on 25 May 2017, the auditors in the attached
Annual Audit Letter, confirm:






3

they issued an unqualified regularity opinion on the CCG’s 2016/17
financial statements, meeting the Department of Health’s deadline of 31
May 2017
concluded that there were no matters arising from their use of resources
work that need to be reported
there were no matters in the public interest to report or refer to the
Secretary of State in 2016/17
there were no recommendations made arising from their 2016/17 audit
work
their fee for audit work was £67,500 excluding VAT, plus an additional
£1,500 excluding VAT due to their additional work on co-commissioning

Action Required
The Governing Body is requested:


To note the Annual Audit Letter for 2016/17.

Eamonn May
Corporate Financial Accountant
13 September 2017

Annual Audit
Letter 2016-17
NHS Wakefield Clinical Commissioning Group
3 July 2017
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Alison Ormston
Senior Manager, Leeds
KPMG LLP (UK)
Tel: 0113 231 3942
Alison.ormston@kpmg.co.uk

This report is addressed to NHS Wakefield Clinical Commissioning Group (the CCG) and has been prepared for the sole use of the CCG. We take no responsibility to any
member of staff acting in their individual capacities, or to third parties.
External auditors do not act as a substitute for the audited body’s own responsibility for putting in place proper arrangements to ensure that public business is conducted in
accordance with the law and proper standards, and that public money is safeguarded and properly accounted for, and used economically, efficiently and effectively.
We are committed to providing you with a high quality service. If you have any concerns or are dissatisfied with any part of KPMG’s work, in the first instance you should contact
Rob Jones, the engagement lead to the CCG, who will try to resolve your complaint. If you are dissatisfied with your response please contact the national lead partner for all of
KPMG’s work under our contract with Public Sector Audit Appointments Limited, Andrew Sayers (on 0207 6948981, or by email to andrew.sayers@kpmg.co.uk). After this, if you
are still dissatisfied with how your complaint has been handled you can access PSAA’s complaints procedure by emailing generalenquiries@psaa.co.uk, by telephoning 020 7072
7445 or by writing to Public Sector Audit Appointments Limited, 3rd Floor, Local Government House, Smith Square, London, SW1P 3HZ.

© 2017 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”),
a Swiss entity. All rights reserved.
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Introduction

Introduction
Background
This Annual Audit Letter (the letter) summarises the key issues arising from our 2016-17 audit at NHS Wakefield Clinical Commissioning Group (the CCG). Although this letter is
addressed to the Members of the Governing Body of the CCG, it is also intended to communicate these issues to external stakeholders, such as members of the public. It is the
responsibility of the CCG to publish this letter on the CCG’s website.

In the letter we highlight areas of good performance and also provide recommendations to help the CCG improve performance where appropriate. We have reported all the
issues in this letter to the CCG during the year and we have provided a list of our reports in Appendix A.
Scope of our audit
The statutory responsibilities and powers of appointed auditors are set out in the Local Audit and Accountability Act 2014. Our main responsibility is to carry out an audit that
meets the requirements of the National Audit Office’s Code of Audit Practice (the Code) which requires us to report on:

We provide an opinion on the CCG’s financial statements. That is whether we believe the financial statements give a true and fair view of the
financial affairs of the CCG and of the income and expenditure recorded during the year.
Financial Statements
We are also required to form a view on the regularity of the CCG’s income and expenditure i.e. that the expenditure and income included in the
including the regularity
CCG’s financial statements has been applied to the purposes intended by Parliament and the financial transactions in the financial statements
opinion and Governance conform to the authorities which govern them.
Statement
We also confirm whether the CCG has complied with the requirements of the NHS England in the preparation of its Governance Statement. We
also confirm whether the balances you have prepared for consolidation into the Whole of Government Accounts (WGA) are not inconsistent with
our other work.

Value for Money
conclusion

We conclude on the arrangements in place for securing economy, efficiency and effectiveness (value for money) in the CCG’s use of resources.

© 2017 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”),
a Swiss entity. All rights reserved.
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Introduction (cont.)
Adding value from the External Audit service
We have added value to the CCG from our service throughout the year through our:
— attendance at meetings with members of the Governing Body and Integrated Audit and Governance Committee to present our audit findings, broaden our knowledge of the
CCG and to provide insight from sector developments and examples of best practice;
— training for the Governing Body on external audit and role of Governing Body members;
— accounting update events for CCG staff to attend;
— audit committee technical update papers;
— a proactive and pragmatic approach to issues arising in the production of the financial statements to ensure that our opinion is delivered on time; and
— building a strong and effective working relationship with Internal Audit to maximise assurance to the Integrated Audit and Governance Committee, avoid duplication and
provide value for money.

Acknowledgement
We would like to take this opportunity to thank the officers of the CCG for their continued support throughout the year.
Fees

Our core fee for the audit was £67,500 plus VAT (£70,100 in 2015-16). This fee was in line with that highlighted within our audit plan agreed by the Audit Committee.
However, due to the additional audit procedures required via NHS England to gain assurance on Co-commissioning expenditure, additional fees have been sought. We have
agreed with management an additional fee in this respect (£1,500) and this will be subject to final determination by Public Sector Audit Appointments Limited.

© 2017 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”),
a Swiss entity. All rights reserved.
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Headlines

Headlines
This section summarises the key messages from our work during 2016-17.

Financially, 2016-17 was a challenging year for the health economy. However the CCG met its key financial targets for 2016-17, reporting a surplus
of £5.9m notwithstanding payment following an adverse arbitration decision of £5.4m and 1% contingency released from the national strategic risk
reserve.

Overall financial
results and other
key messages

The CCG achieved savings of £9.3m in the year compared to a plan of £12.4m. The shortfall was due to activity pressures within the system.
Looking ahead, the CCG for 2017/18 has adopted a partnership approach with its main provider including development of contract variations in the
contract to share management of financial risk.

We issued an unqualified opinion on the CCG’s accounts on 30 May 2017. This means that we believe the accounts give a true and fair view of the
financial affairs of the CCG and of the income and expenditure recorded during the year.
Financial
Statements audit
opinion

No significant adjusted or unadjusted audit differences were identified as part of the audit. There were no significant matters which we were required
to report to ‘those charged with governance’
The draft financial statements, supporting working papers and the draft annual report provided by the CCG were of a good quality.
Finance staff responded promptly to any queries raised during our audit work.

Value for Money
(VFM) conclusion

We concluded that the CCG has put in place proper arrangements to secure economy, efficiency and effectiveness in its use of resources.

Regularity Opinion

We are required to form a view on the regularity of the CCG’s income and expenditure i.e. that the expenditure and income included in the CCG’s
financial statements has been applied to the purposes intended by Parliament and the financial transactions in the financial statements conform to the
authorities which govern them.
We reviewed the CCG’s expenditure and income and in our opinion, in all material respects, it has been applied to the purposes intended by
Parliament and the financial transactions conform to the authorities which govern them.

© 2017 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”),
a Swiss entity. All rights reserved.
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Headlines (cont.)
We are required to apply the concept of materiality in planning and performing our audit. We are required to plan our audit to determine with
reasonable confidence whether or not the financial statements are free from material misstatement. An omission or misstatement is regarded as
material if it would reasonably influence the user of financial statements. Our materiality for the audit was £8 million (2015-16: £8 million).
Financial
statements audit
work undertaken

We did not identify any significant risks of material misstatement in the financial statements as part of our External Audit Plan 2016-17.
Professional standards require us to communicate the fraud risk from management override of controls as significant because management is
typically in a unique position to perpetrate fraud because of its ability to manipulate accounting records and prepare fraudulent financial statements by
overriding controls that otherwise appear to be operating effectively. Our procedures, including testing of journal entries, accounting estimates and
significant transactions outside the normal course of business, identified no instances of fraud.

We undertook a risk assessment as part of our VFM audit work to identify the key areas impacting on our VFM conclusion and considered the
arrangements you have put in place to mitigate these risks.
Our work identified the following significant risk:

VFM conclusion risk
areas

The CCG’s main secondary acute provider is dealing with some significant financial and quality issues. There are requests on the CCG to help in the
providers’ recovery actions.
We held discussions with management to understand the overall position the CCG took with its lead providers to address the issues identified.
We sought to understand the reasons as to why an arbitration arose with Mid Yorkshire Hospitals NHS Trust at the start of 2017 and the measures
the CCG had taken before, during and after this arose and were satisfied that the CCG had taken the appropriate measures regarding this.
Our discussions with management and review of arrangements in respect of contract management and performance monitoring provided us with
sufficient assurance to conclude that the CCG has satisfactory arrangements in place in this area.

Governance
Statement

We confirmed that the CCG complied with the NHS England requirements in the preparation of its Annual Governance Statement.

Recommendations

Public Interest
Reporting

We are pleased to report that there are no high risk recommendations arising from our 2016-17 audit work.
The CCG has implemented the recommendation raised in 2015/16.

We have a responsibility to consider whether there is a need to issue a public interest report or whether there are any issues which require referral to
the Secretary of State. We did not issue a report in the public interest or refer any matters to the Secretary of State in 2016-17.
© 2017 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”),
a Swiss entity. All rights reserved.
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Appendix

Appendix

Summary of our reports issued
2017

Audit Plan
(February 2017)

The Audit Plan set out our approach to the
audit of the CCG’s Financial Statements
(including the Annual Governance
Statement) and our VFM conclusion work.

January
February
March
April

Audit Report
(May 2017)

The Audit Report provides our audit
opinion for the year, the Value for Money
conclusion, and our Audit Certificate.

May

June

External Audit
Findings
Memorandum
(May 2017)

The External Audit Findings Memorandum
provides details of the results of our audit
for 2016-17 including key issues and
recommendations raised as a result of
our observations.
We also provided the mandatory ISA260
declarations as part of this report.

July
Annual Audit Letter
August

(June 2017)

This Annual Audit Letter provides a
summary of the results of our audit for
2016-17

September

October
November
December
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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) was revised in July and August 2017 and
considered at the Integrated Governance Committee on 17 August 2017. The previous version
was approved at Governing Body on the 17 January 2017.
During August 2017 the GBAF has been reviewed by the Lead Manager, Lead Director and
Lead Clinician allocated to each entry and the revised document is attached.
Five entries have reduced scores, due to the success of the controls in place:
4- Older people. Reduced from 9 to 6
5- Cancer. Reduced from 16 to 12
6- Highest Quality Care. Reduced from 16 to 12
7- Specialised Commissioning. Reduced from 12 to 8
9- Commissioning Quality Care. Reduced from 16 to 12
Entry 7 – Specialised Commissioning addresses the local needs of the Wakefield population –
has reached the target appetite. It will continue to be monitored.
One entry has unfortunately increased in score:
11- Financial stability. Increased from 16 to 20. Numerous controls and actions are in
place. This is a national issue which has resulted in the regulators seeking a system
recovery plan.

Plans are in place for a Governing Body development session to review the GBAF and how it
is used to inform risk management in the organisation. This will be delivered by Internal Audit
in October 2017 prior to the next review cycle in early 2018 to encourage clarity, consistency
and brevity and ensure the GBAF is an effective and functional tool.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the

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

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








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

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:

Each risk has a nominated Lead Governing Body Member, Lead
Director and Lead Manager and they have been consulted
regarding the assurance framework.

Reference document(s) /
enclosures:

Not applicable

Not applicable

The Assurance Framework was last reviewed by the Governing
Body in January 2017. The current version was presented for
comment at the Integrated Governance Committee on 17 August
2017.
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:

Not applicable

Appendix 1
5 Year Outcomes
Reduction in hospital admissions where appropriate leading to reinvesting in prevention
New Accountable Care Systems to deliver new models of care

x
x

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 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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy

x
x

Organising ourselves to deliver for our patients

x

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
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 workforce capacity with appropriate competencies leading to increasingly long waiting times

budget constraints across health and Local authority

10
8
6
4
2
0

Risk Score

Jul‐17

Nov‐16

Feb‐16

Sep‐15

Feb‐15

Risk
Appetite
Initial

Initial Appetite: 3x3=9
Current Appetite 2x3 = 6

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: July 2017

Jun‐14

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

x

Key controls in place
1. 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
outcomes for children and young people.
2. The Health and Resilience Board jointly chaired by the CCG and Wakefield Council reviews the
C&YP Outcomes framework and ensures that targets are being met. This is reviewed at the
Children’s and Young Peoples Partnership Board.
3. Connecting Care Executive Board seek to improve joint working between Health and Local
Authority services.
4. Mid Yorkshire and SWYPFT Contracts, underlying service specifications and Key Performance

Rationale for Current Score
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 meet regularly 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
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.
4. Regular reports to Governing Body

5.
6.
7.
8.
9.

10.
11.
12.
13.

14.

Indicators (KPIs).
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
Future in Mind Work Programme – National Programme which supports early intervention of
children with mental health
Ongoing review of Joint commissioning arrangements with CCG and Wakefield Council.
Maternity Quality Partnership group considers key quality data, audits and national
recommendations
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.
LSCB leading challenge to CAMHS service around waits. Regular reporting and presentation to
board planned
Review of children’s community services at MYHT
Review of children’s Continuing Health Care process
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 waits will be developed in partnership locally and NHS England and will be updated
on the inspection process and recovery planning
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

Gaps in controls
1. Complex care review agreed as a priority in the Joint Commissioning Strategy
2. Service specification for Children’s Continuing Care service in development
3. Consideration being given to local authority and the health and resilience board becoming part of
the early years partnership board.

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).

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
3. Report from SEND inspection June 2017
Link to risk register:
535 – Children’s autism assessment (score 12)

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.
3. Meeting being established to address ASD at senior level

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. Response to SEND inspection report

5 Year Outcomes
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

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

x

10
5
0

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: July 2017

15

Risk Score
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. Robust Mental Health Five Year Forward View Plan in place
4. Significant investment being made in mental health services as a result of the Mental Health Five

x

Organising ourselves to deliver for our patients

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
Threats against the achievement of the characteristic and vision:
There is a risk that we fail to deliver parity of esteem for mental health.
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

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. Robust contract management in place to monitor activity and waiting lists

5.
6.
7.
8.

9.
10.
11.
12.
13.
14.

Year Forward View.
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

Gaps in controls
1. Lack of focus on mental health in the acute trust – service improvement plan needs to be agreed
building on current delivery of Psychiatric Liaison Services
2. Lack of a robust economic evaluation to support the shift in investment

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 self‐assessment to NHS England
5. Monthly reporting to MCP programme office
6. Monthly reporting to A&E Improvement Group

Gaps in assurances
No gaps identified

Link to risk register:
1057 – IAPT therapist training gap (score 16)
Actions from gaps in controls
1. Task and Finish group in place to oversee review of psychiatric liaison service and the relationship
between physical and mental health in the Acute Trust.
2. Plans to be developed for each work stream including economic evaluation.

Actions from gaps in assurances
None required

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

x

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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy
Organising ourselves to deliver for our patients

Characteristic and Vision 3: Long Term Conditions
Vision: To improve the management and outcome of individuals with a long term condition
Threats against the achievement of the characteristic and vision:
•
Health related behaviours
•
Employment
•
Education
•
Wider determinants of health
•
Aging Population
•
Associated co‐morbidity
•
Too much reliance on a medical model and not on a holistic approach to the individual
Evidenced by:
o The quality of life of carers (health status score) in Wakefield is below both the national and regional average.
o High predicted and actual rates of long term conditions and people living with more than 1 LTC
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
(likelihood x consequence)
Initial: 3x4 = 12
Previous: none
Current: 3x4=12

10
5

Risk
Appetite
Nov‐16

Jul‐17

Key controls in place

7.

Lead Manager: Michala James, Senior Commissioning
Manager

New area of focus for the CCG and a core objective of the Wakefield Health and Wellbeing Plan.

Initial

5.
6.

Lead Director: Pat Keane, Chief Operating Officer

Rationale for Current Score

Risk Score

0

4.

Lead Clinician: Dr Clive Harries, Governing Body Member

Date last reviewed: July 2017

15

Current Appetite: 2x4=8

1.
2.
3.

x

Care planning for patients and individual support funding in place.
Vanguard Program – Multi Community Provider (MCP) established.
Person held records and self‐care apps will support people with LTC to understand their conditions and
take greater responsibility for self‐care. (SystmOne).
Workforce framework ‐ Shaping the future together the Wakefield Connecting Care Integrated Workforce
Framework.
Primary Care Strategy seeks to modernise and transform Primary Care, focusing on self‐care.
A shift to early detection and identification of long term conditions, through a skilled primary care
workforce supported by specialists.
Through development of a shared self‐care narrative we will ensure that people with LTC are supported to

Internal Assurances
1. Reduction in the number of Emergency Admissions for urgent care sensitive conditions
2. Monthly Connecting Care Executive oversees programme of development of MCP programme

External Assurances
1. NHS England provide assurance regarding Vanguard
2. National organisations provide assurance regarding specific conditions e.g. Diabetes UK

take responsibility for self‐care.
Use data and intelligence to identify future challenges and enable proactive responses for example
Rightcare, NICE guidance,
9. Review clinical care pathways to ensure appropriate management of patients with LTC.
10. Continue to develop multi‐disciplinary teams to underpin new care models in the right place at the right
time by the right person (as outlined in our two Vanguards, the Care Home Vanguard and West Wakefield
Health and Wellbeing Ltd MCP).
11. Share information across multi‐disciplinary teams to underpin new care models in the right place at the
right time by the right person
12. Encourage use of e‐consultations
8.

Gaps in controls
Long Term Conditions Care Management
1. Additional support for people out of hospital – prevention strategies and supported discharge
2. initiatives introduced through the Wakefield Premium Practice Contract will need to be built into a system
of internal measures and an assurance process that will facilitate delivery of readily available dashboards
to show the rate of progress and also areas that require further action
3. Investment in integrated hubs may not deliver integrated working at scale

Actions from gaps in controls
1. Implementation of the Implementation Strategy with Public Health (don’t know what this is)
2. A&E implementation plan to be developed by end of Q4
The Planned Care Improvement Programme will ensure that work remains ongoing to deliver the following:
1.
2.
3.
4.

increasingly clarified local needs through continuing analysis of national and local information (this
will include RightCare, health profile, Joint Strategic Needs Assessment, mortality and morbidity data
Engagement with patient, carers and the Wakefield population will inform the local priorities and
actions
increasing clinical appraisal of information to ensure that agreed local priorities meet the identified
local needs across primary and secondary care
continuous review of governance arrangements and resources alignment to ensure ongoing delivery
of improvements across the system

3.

The Planned Care Improvement Group (PCIG) across the Mid Yorkshire locality will have an
overview of names areas of specialty care to ensure that joint working across the local health
economy reporting to the System Oversight and Assurance Executive Group which accounts to
the Health and Well Being Boards.

Gaps in assurances
1. Integrated Acute Stroke Service
2. Non‐implementation locally of National Cancer Plan

Link to risk register
621 – failure to meet 2 week cancer referral target (score 6)

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.

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

x
x

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

Characteristic and Vision 4: Older People – Healthy, resilient people, living fulfilled lives into older age

Lead Clinician: Dr Ann Carroll

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
•
Increase in emergency admissions of urgent care sensitive conditions
•
Dementia diagnosis and availability of post‐diagnostic support
•
Higher number of emergency bed days per 1,000 population
•
Delayed Transfers of Care
•
Premature mortality for stroke
•
Higher than average population with COPD
•
Higher than average admission to care homes
•
85+ have three or more complex conditions
Risk Rating
10
(likelihood x consequence)
8
Initial: 3x3 = 9
Risk Score
Previous: 3x3 = 9
6
Current: 2x3=6

Lead Director:
Melanie Brown, Programme Commissioning Director –
Integrated Care

4

Risk Appetite 1x3 = 3

Risk
Appetite

2
0
Initial Nov‐16 Jul‐17

Key controls in place
1. Robust governance arrangements for integrated care for older people. EG The Connecting
Care Executive and New Models of Care Board, in conjunction with Provider Alliance
partners.
2. Review of the dementia pathway underway with a new Dementia Health Action Plan
3. Care Homes Vanguard model has been extended to cover an additional 12 homes which
had a minimum ‘requires improvement’ CQC notice.
4. Expand the Multi‐Speciality Community Provider model to a district wide offer including
Physio and Pharmacy.
5. Grant funding agreements in place for voluntary and community sector (VCS)
organisations who are working directly in the hubs (currently provided by Age UK
Wakefield District and Carers Wakefield and District) and new health roles such as
community‐based pharmacists and Mental Health support workers as integral members
of the team.
6. Continue to fund Age UK to provide a variety of services including information and advice,
befriending, hospital to home service.

Lead Manager: Martin Smith, Programme Manager,
Commissioning Strategy & Integrated Care

Date last reviewed: July 2017
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 the Accountable Care Organisation, more can be done to support older people for
example through the Dementia Pathway review and the fully operational care coordinator roles within the
integrated health and social care hubs.
Internal Assurances
1. Regular reporting to the Connecting Care Executive including Better Care Fund reporting (monthly).
2. Connecting Care Health and Social Care Partnership (monthly).
3. Robust contract management in place to monitor activity (monthly).
4. Probity Committee held quarterly.
5. Governing Body held every 2 months.
6. New Models of Care Board
7. Dementia Strategy Board (monthly).
8. CCG Assurance Framework.
9. A&E Improvement Group (monthly)
External Assurances
1. Connecting Care Workforce Group.
2. Frailty Strategy Group developing new members and an agreed action plan for 2017.
3. NHS England quarterly assurance meeting.
4. National publication of the MCP and Care Homes Vanguard Dashboard.
5. Adult Social Care Outcomes Framework (quarterly).

7.
8.

New intermediate care offer in place wef 1 April 2017. –
Continue to work with the Rapid Elderly Assessment Care Team (REACT) assessment
model and established an Older Persons Assessment Unit (OPAU) at Pinderfields Hospital,
Wakefield.
9. Continue to support the Community Mental Health Teams for Older People in the
Wakefield District.
10. Redesign the Integrated Community Equipment Services (ICES) including new IT ordering
system.
11. Improve data sharing and standardise assessments across providers, such as Personal
Integrated Care file has been developed.
12. Work towards an age friendly district through the development of dementia libraries and
our work on falls. EG: ‘becoming dementia friendly’ guide for GPs and currently
developing similar for care homes.
13. Developing a longitudinal research programme with one network using surgery by surgery
Electronic Frailty Index (EFI) reporting.
14. Developed Frailty Champions required from each partner organisation.
15. Co‐produced an Assisted Living Resilience Road Show to support tenant well‐being with to
cover Frailty, Alcohol and Health and Balance checks with Spectrum
16. Arrangements are being finalised for the provision of a falls exercise programme with
referrals from MY Therapy
17. Work continues with key partners to promote home safety utilising updated local Staying
Steady resources
18. Virtual consultations available to support people in pilot care home.
19. Strategy in place for Guide to Healthy Ageing across Connecting Care distributed to all
Connecting Care Partners
20. Developed Frailty Induction Model for all Connecting Care partners
21. Attending the Kirklees CCG Frailty meetings to take learning and share experience to date
22. Scoping the development of in‐reach model to support the avoidance of inappropriate
admissions and discharges into the community.
23. Attendance at TARGET events when necessary to provide updates or training
Gaps in controls
1. No standardised assessment of individuals at risk of falls across the district.
2. Currently no bone health strategy for Wakefield CCG.
3. No standard application of risk stratification in general practice
4. No clinical role for Frailty or frailty champions
5. More clarity on role of community geriatrician working with the MDT
6. Develop of virtual consultations to support people in their own home
7. The use of NHSmail and SystmOne is on hold nationally.
Actions from gaps in controls
1. Falls assessment incorporated as part on the personal integrated care file across the
district (end of Q2 2017/18).
2. Working with Medicines Optimisation in relation to interventions to improve Bone Health
(end of Q3 2017/18).
3. Risk stratification in general practice supported via the MCP (target of full usage by Q4
2017/18).
4. Work commenced to Develop a Frailty clinical role and champions as part of frailty
blueprint (ongoing)
5. Geriatrician review currently underway. (Specification expected Q3 2017/18)
6. Self ‐are strategy in development, including the use of technology to help people in their
own homes

6.
7.
8.

Patient interventions from Healthwatch (quarterly).
Update to Overview and Scrutiny Committee as required (meets every 2 months)
Health and Wellbeing Board (quarterly).

Gaps in assurances
None identified

Link to risk register
74‐ BI data accuracy and timely reporting
Actions from gaps in assurances
None identified

5 Year Outcomes
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

x

x

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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy
Organising ourselves to deliver for our patients

Characteristic and Vision 5: Cancer
Vision: to assure effective prevention and early presentation associated with cancer
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

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 4x4 = 16
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: July 2017

25
20

Risk Score

15

Rationale for Current Score
Significant monitoring is undertaken by the CCG to identify performance variance in
relation to NHS Constitution elective care measures such as the 2 week cancer waits, 62 day
cancer waits

10
5

Risk Appetite

0
Initial Apr‐16 Nov‐16 Jul‐17
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. Work plans and metrics are being developed and draft response provided to Alliance in June 2017. Subject to
feedback a more detailed work plan and metrics will be approved by the Alliance and the local Cancer Board.
3. 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. Recognising that Wakefield is a national outlier, we are focusing on the reduction in smoking in partnership with
Public Health via the commissioning of smoking cessation programmes.
5. Managing the impact of the growth for non‐urgent, non‐cancer referrals from primary care through the Planned
Care Improvement Group, e.g. Two week wait referral forms implemented within Wakefield district in line with
NICE guidance (summer 2015).
6. Understanding and tackling any unexplained variation in non‐urgent, non‐cancer referrals from primary care
7. 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.

Internal Assurances
1. Work plans are being refreshed and then presented at the Alliance and the local
cancer board.
2. Agreed metrics with Public Health relating to smoking. Monitored through
specification of smoking cessation service.
3. Increase in the percentages of new cancers diagnosed at stages 1&2 as a proportion of
all new cases of cancer diagnosed.
4. CCG involved with the new Cancer Alliance Board (West Yorkshire group) which links
to Healthy Futures programme.
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
an urgent GP referral who have had a first definitive treatment for all cancers within
62 days.
6. 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.

8.
9.
10.

11.
12.
13.
14.

Mid Yorkshire Hospital NHS Trust Contract in place to ensure delivery of NHS Constitution Cancer Standards.
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, 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.
Smoking Cessation Service targets high risk groups such as pregnant women, deprived areas, routine manual
workers, people with learning difficulties etc.
Supporting Trading Standards to take elicit tobacco off the streets
Breath 2025 campaign to encourage a smoke‐free generation
Smoke free play‐parks being established to de‐normalise smoking in public places

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).

Actions from gaps in controls
1. Every Contact Counts continues
2. Reiterate to Providers that they are contractually responsible for ensuring Every Contact Counts
3. Engagement with GP Network Chairs.
4. Ongoing discussions with West Yorkshire and Harrogate Cancer Alliance colleagues with regard to timely data.

7.

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. National review of cancer plan and site specific plans to West Yorkshire Cancer Alliance
annually.
2. 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.
3. The CCG is working in partnership with the Cancer Research UK (CRUK) Facilitator on
Earlier Diagnosis initiatives.
4. 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 assurances
None identified.
Link to risk register
621 – failure to meet 62 day cancer referral to treatment target (score 6)
Actions from gaps in assurances
None identified

5 Year Outcomes
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

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 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

x
Lead Clinician: Dr Adam Sheppard, Governing Body
Member
Lead Director: Jo Pollard, Chief of Service Delivery and
Quality

Characteristic and Vision 6: Access to the Highest Quality Urgent and Emergency Care
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.

Not meeting constitutional targets regarding 4 hour A&E

Not meeting constitutional targets regarding 8 mins red ambulance response

System resilience
Risk Rating
(likelihood x consequence)

Lead Manager: Jason Storey, Urgent Care Lead

Date last reviewed: July 2017

25
15

Risk Score

10
5

Risk Appetite
.

Jul‐17

Nov‐16

Feb‐16

Sep‐15

Feb‐15

0
Initial

Appetite: 2x4 = 8

20

Jun‐14

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

Key controls in place
1.
2.
3.
4.
5.
6.
7.

Rationale for Current Score
Urgent care transformation schemes are starting to come live, therefore risk is reduced,
however due to not meeting the A&E 4 hour constitutional and ambulance targets the risk
remains. .
Health and social care system service change needs to be implemented

Clinical Advisory Service delivery plan, as delivered through the West Yorkshire Urgent and emergency care
vanguard. To increase the number of clinical calls triaged by 111
Improving urgent care access in Wakefield Primary Care. GP Care Wakefield Service with extended Out of Hours
with a staged approach by Sept 2017.
A&E Improvement Plan in place
Winter plan for 2017/18 in progress.
Implementation of a Primary Care Streaming Service co‐located to Pinderfields ED (In line with National
Requirements by Sept 2017)
Extending current Walk In Centre for two years with a future‐proof option within the specification to including
the option of Urgent Treatment Centre (UTC) going forward.
In negotiation with MYHT to agree a clinical model that is safe and sustainable in line with a UTC. Draft outline
business case for PGI has been submitted for consideration.

Internal Assurances
1. A&E Improvement Board meetings fortnight
2. System oversight and assurance executive established meetings quarterly
3. HST/CAS Board meets monthly (Hear See Treat/ Clinical Advice Service)
4. MYHT Executive Contract Board meets monthly
5. Executive Quality Board meets monthly
6. Executive Improvement Board meets quarterly – one of the key priorities is 4 hour A&E
7. Regular discussion at Integrated Governance Committee including deep dives
8. IQP with monthly exception reports
9. YAS contract management board
10. 999/111 Joint Quality Board meet quarterly
11. YAS JSCB
External Assurances
1. West Yorkshire and Harrogate STP meet monthly
2. Healthy Futures Board

Gaps in controls
1. Review flow from ED to rest of hospital
2. Review emergency care activity to understand the Decision To Admit (DTA) process/pathway
3. Reduce the number of patients that are in acute beds that require ongoing social support.

Actions from gaps in controls
1. Working group (Executive lead) leading on DTA this piece of work
2. Pre‐winter plan review on DTA flow with MYHT before November 2017

3. MCP Vanguard
4. NHSE Assurance meetings
5. NHSE & NHSI monthly reports regarding winter plan
6. Regular meetings and data exchanges from MYHT
Gaps in assurances
None
Link to risk register
758 – A&E 4hr waiting time (score 12)
426 – YAS red target (score 15)
880 – 12 hour A&E breach (score 6)
1013 – Quality and sustainability (score 12)
323 – LCD not meeting contractual KPIs (score 9)
Actions from gaps in assurances
None

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

x
x

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 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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy

Threats against the achievement of the characteristic and vision:

Increasing demand for specialised services which impact on all of our biggest killers – cancer and vascular disease

Increase in children & young people, coupled with >65 will be key demographic drivers with impact on neonatal specialist services, 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

The ethnically diverse population of West Yorkshire will also impact on specialised services e.g. genetics, cystic fibrosis

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

20
15
10
5
0

x

Organising ourselves to deliver for our patients

Characteristic and Vision 7: To ensure Specialised Commissioning addresses the local needs of the Wakefield population

Risk Rating
(likelihood x consequence)
Initial: 4x4 = 16
Previous: 3x4 = 12
Current: 2x4 = 8
Appetite: 2x4 = 8

x
x

Lead Clinician: Dependent on the Specialty/Specialised
Service
Lead Director: Pat Keane, Chief Operating Officer

Lead Manager: Linda Driver, Head of Service
Development and Transformation, NHS Wakefield CCG.

Date last reviewed: July 2017

Risk Score

Rationale for Current Score
Mechanisms in place (key controls section refers.) Assurance is at target, subject to further review
throughout 2017/18

Risk Appetite

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. The West Yorkshire and Harrogate Specialised Services Group (which has representation from NHSE,
CCG’s, West Yorkshire Association of Acute Trusts (WYAAT) and Cancer Alliance Board) meet bi‐monthly
to review progress against STP specialised service priorities to ensure inter‐dependencies, key actions,
risks and actions to mitigate risks are understood by STP partners;
3. 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
4. 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

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. Reports 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.
External Assurances
1. NHS England remains accountable for commissioning of specialised services and provides
regular updates and monitoring reports for cascade.

of CCG’s meetings. Information is cascaded to the appropriate NHS Wakefield CCG commissioning leads
(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 17/18.

Gaps in assurances
None identified.

Actions from gaps in controls
None identified at this stage however this will be subject to ongoing review during 17/18.

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 17/18.

5 Year Outcomes
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

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
Organising ourselves to deliver for our patients

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

Lead Clinicians: Dr Clive Harries, Clinical Lead
Dr Adam Shepherd, Governing Body Member

Threats against the achievement of the characteristic and vision:

Referral to treatment times are inconsistent across outpatient specialities. In some performance against the incomplete standard that 92%
waiting for treatment should be under 18 weeks is being achieved, and some it is not. For those specialities where it is not, there is
exhibited variation in performance

Performance against the A&E waiting time standard of 95% has been poor

Performance against the cancer waiting time standard of maximum 62 days from urgent GP referral to first definitive treatment remains
unsatisfactory (see Cancer objective)

Lead Director:
Pat Keane, Chief Operating Officer (18 week RTT & Cancer)
Jo Pollard, Chief of Service Delivery (4 hr A+E)

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 4x4 = 16
Current: 4x4 = 16
Appetite: 3x3 = 9
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x

Lead Manager:
Simon Rowe, Outpatient and analytics Lead
Jason Storey, Urgent Care Lead (A+E)

Date last reviewed: July 2017

Risk Score
Risk Appetite

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.
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.

Key Controls in Place
Planned Care Implementation Group Programme overseeing
1. Implementation of Clinical threshold management/Referral Support System
2. Promoting the use of e‐consultation to minimise the need for primary care referrals for face‐to‐face outpatient
appointments;
3. Supporting secondary care clinicians to initiate e‐consultations with primary care, as an appropriate alternative to
an outpatient referral;
4. Re‐modelling at services which require provision in a hospital environment and those that do not; A+E
Implementation Group Programme overseeing
5. The potential to minimise hospital face‐to‐face outpatient follow‐ups by primary and secondary care clinicians
adopting shared‐care protocols and revised care pathways;

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.

Increasing Ambulatory Care opening hours and working towards implementing a 24:7 Clinical Decisions Unit for
patients with a length of stay less than 24 hours; and
7. Increased primary care streaming at Pinderfields Emergency Department. With full streaming from January 2017.
8. Work is being undertaken by MYHT to understand and mitigate the risks in bringing performance back in line to the
STP trajectory and against the constitutional target (90% by October 2017 and 95% by March 2018)
9. A detailed review of capacity and demand in each clinical specialty within MYHT has been undertaken via PCIG.
Specialty level action plans are now being taken forward in conjunction with NHSE and NHSI
10. The development of an approach for General Practices to review their current number of patients awaiting a booked
first outpatient appointment at MYHT. These are known as ‘Appointed Slot Issues’.
11. The further development of an approach for General Practices to review their patients currently awaiting a booked
follow‐up appointment at MYHNT to establish is safe and appropriate discharge may be made to their care.
Gaps in controls
1. As lead commissioner for Yorkshire Ambulance Service, we will continue to seek assurance and work with the trust on
the implementation of its actions following their required improvement rating in 2015.
2. We will continue to drive forward improvement through our Quality Premium measures and our constitutional
targets
3. Communication with MYHT does not always highlight 52 week breaches that have occurred. There has been a
notification gap between each breach and communication with the CCG due to reporting restrictions on Unify.
4. Assurance that the current controls will deliver a long term sustainable solution to the pathway capacity issues that
impact on cancer quality and performance.
Technology
5. We will continue to work regionally to develop a PACS programme.
6. We will continue to work regionally to develop a PACS programme.
7. We aim to develop a digital patient record (Shared Care Record) with key data shared and accessible across settings
and providers.
8. We will continue to ensure where appropriate that E‐referrals are the primary route to referring in to secondary care.
9. We will continue to expand the number of specialities where e‐consultation is available to ensure the best advice at
the right time in the right place.
10. The development and implementation of the Referral Support System will be a significant enabler in supporting
robust clinical pathways and referral guidelines
Actions from gaps in controls
1. The CCG are working, via agreement at the Contract Management Group, to develop a process with MYHT for the
early identification of individuals likely to breach 18 weeks, and for there to be a prompt re‐offering of patient choice;
2. The CCG requested that MYHT improve assurance systems in‐line with CEO intentions to prevent further 52 week
breaches.
3. A cancer waiting times recovery plan is in place, aiming to deliver compliance with 31 and 62 day waiting times for
the end of Q1 2017/18
4. A zero tolerance approach to 52 week waits – currently 0 within the Trust (July 2017)

6.
7.
8.

Executive Improvement Board for MYHT – two of the priorities are 18 weeks RTT
and A&E.
Monitoring of GP referral trends through a developed ‘referral dashboard’
Monitoring of referrals, waiting list size and the number of Appointment Slot
Issues, through a MYHT dashboard

External Assurances
1. A system wide executive level A&E Improvement Group meets fortnight
2. A system wide Planned Care Improvement Group meets fortnightly
3. NHSE/NHSI assurance meetings.
Gaps in assurances
1. Ongoing assurance work through Executive Improvement Board work‐streams.

Link to risk register
879 – 52 week breach (score 6)
685 – 18 week RTT (score 16)
758 – A&E 4hr wait (score 12)
880 – A&E 12 hour wait (score 6)
1003 – Referral to treatment (score 16)

Actions from gaps in assurances.
None identified

5 Year Outcomes
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

x
x

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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy

x

Organising ourselves to deliver for our patients

x

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

Lead Clinician: Dr Phillip Earnshaw

Threats against the achievement of the characteristic and vision:
Lead Director:
Jo Pollard, Chief of Service Delivery and

Risk of commissioning poor quality care and unsafe services due to inadequate safety controls, and care non‐compliant with evidence based best guidance
Quality

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 of care home provision across the district
Lead Manager: Laura Elliott, Head of

Risk of issues around staff recruitment and retention in provision of all health and social care
Quality and Engagement

Significant financial constraints

Increased partnership working puts constraints on the ability to effectively hold providers to account
Risk Rating
Date last reviewed: July 2017
20
(likelihood x consequence)
Rationale for Current Score
Initial: 4x4 = 16
15
Robust quality assurance arrangements in place for all providers. The Care Quality Commission has
Previous 4x4 = 16
rated our main acute and community providers – MYHT ‐ as ‘requires improvement’. SWYPFT and
10
Current: 3x4 = 12
Risk Score
YAS are rated as ‘good’. 1 GP practice has been rated as ‘inadequate’ with all others ‘good’ or
Appetite: 2x4 = 8
‘outstanding’.
5

Risk Appetite

Jul‐17

Nov‐16

Feb‐16

Aug‐15

Feb‐15

Jun‐14

Initial

0

Key Controls in Place
1. Meeting the Challenge – acute hospital reconfiguration (AHR) of services at MYHT. Star Chamber
process quality assures each phase of AHR prior to implementation.
2. Monthly CCG Patient Safety Walkabouts at MYHT, 15 steps walkabouts at SWYPFT, regular visits to
Emergency Operations Centre (EOC) at YAS, and PerfectWard® visits to care homes.
3. CCG and providers signed up to national ‘Sign up to Safety’ campaign to reduce avoidable harm to
patients.
4. Adopted NHSE quality review process as part of quality surveillance.
5. Monitoring areas of risk at MYHT through commissioner representation on key improvement groups at
MYHT – mortality, falls, pressure ulcer, hip fracture, patient experience
6. Quality domain included in GP Wakefield premium practice contract
7. Additional capacity within quality team to support improving quality of primary care.
8. Package of support for care homes and domiciliary care providers regarding quality through care home

The reduced score reflects improvement in ratings for two of our main providers. The appetite score
reflects a reduced risk to quality and patient safety once providers improve their CQC rating to
‘good’.

Internal Assurances
1. Executive Quality Boards for main providers: MYHT, South West Yorkshire Partnership
Foundation Trust (SWYPFT) and Yorkshire Ambulance Service (YAS).
2. Monthly Integrated Quality & Performance (IQP) report presented to Integrated Governance
Committee (IGC) monthly and summary to Governing Body.
3. Regular IGC Deep Dives on risks to provider safety and quality.
4. Overview of quality in care homes presented at IGC Feb 2016 and Nov 2016
5. CQC Inspection for safeguarding and Looked After Children report and action plan presented to
Governing Body
6. A&E and Planned Care Improvement Groups provide assurance and updates on progress with
key MYHT risks
7. Risks to quality and safety accurately reflected in corporate risk register.
8. Quality Board, QIG and PIPEC minutes submitted to IGC.

vanguard.
9. CQC Safeguarding and Looked After Children action plan completed
10. Recruitment and retention programmes in MYHT. Wakefield General Practice Workforce Development
Academy (WGPWDA) launched on 1st April 2017.
11. Quarterly meetings with CQC (all directorates) and Healthwatch.
12. NHS standard contract used for all providers including national and local quality requirements
13. Patient Experience Framework and ‘Putting patients first’ work‐streams – Quality Intelligence Group
(QIG); quarterly Patient Experience report; and Public involvement and Patient Experience Committee
(PIPEC)
14. Quarterly Patient Experience Network across CKW (commissioners and providers)
15. A&E and Planned Care Improvement Groups and Executive Quality Board implementing actions to
address key performance and quality risks

Gaps in controls
1. Continue to work with MYHT and other providers rated as Requires Improvement or Inadequate to
implement the findings from the CQC inspections.
2. Vacancy for Clinical Quality Manager post with focus on quality in care homes
3. Limited provider quality assurance for care homes and Independent Providers (any contracts held by a
non‐NHS provider)
4. Limited escalation triggers and risk management process for primary care providers.
5. Lack of Lead Clinician

Actions from gaps in controls
1. Monitor implementation of CQC action plans through quality board meetings (ongoing)
2. Re‐advertise Clinical Quality Manager post with focus on quality in care homes (September 2017).
3. Establish a Care Home quality board by April 2018.
4. Agree escalation triggers and risk management in primary care at meeting September 2017.
5. Lack of Lead Clinician to be raised at ET

External Assurances
1. NHSE Quality Risk Profile (QRP) refreshed for MYHT in December 2016. Profile agreed at
Executive Improvement Board in January 2017.
2. NHSE Quality Risk Profile (QRP) produced for Eastmoor in May 2017. Agreed at Quality Review
meeting in June 2017.
3. West Yorkshire Quality Surveillance Group Provider Surveillance Report (two monthly)
4. CQC Inspection reports – MYHT, YAS, SWYPFT, GP practices. 39/40 GP practices rated as Good
or Outstanding (as at July 2017).
5. CQC Inspection report for Safeguarding and Looked After Children (Dec 2015)
6. Internal audit report on Patient safety and experience shows ‘significant assurance’ (July 2017)
7. Internal audit report shows ‘significant assurance’ for the reporting of accurate and relevant
performance information in the IQP.
8. NHS England Excellence in Participation Awards 2014
9. Quarterly CCG assurance for NHS England.
10. Quarterly CQC meeting 24 July 2017 confirmed at that point in time, there are no inadequate
care homes in Wakefield area.
Gaps in assurances
1. Ongoing assurance work through A&E and Planned Care Improvement Groups and Executive
Quality Board.
2. Awaiting outcome of internal audit on Contract/Provider Management focused on management
of CQUINs
Link to risk register
529 – MYHT CQC (score 12)
688 – risk of falls (score 9)
686 ‐ risk of pressure ulcer (score 12)
1003 – clinical risk RTT/18 weeks (score 16)
773 – delays in treatment of hip fractures (score 12)
862 – health care associated infections (score 12) 1002 – clinical risk ED waits (score 12)
Actions from gaps in assurances.
1. A&E and Planned Care Improvement Groups work will report into Acute Commissioning Joint
Working Group (September 2017)
2. Confirm timescale of reporting against internal audit on Contract/Provider Management focused
on management of CQUINs (August 2017)

5 Year Outcomes
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

x
x

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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy
Organising ourselves to deliver for our patients

x

Characteristic and Vision 10: Delivering the GP Forward View to transform Primary Care to ensure future sustainability

Lead Clinician: Dr Pravin Jayakumar

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 and

constrained/reduced resources (inadequate funding, increasing workforce shortages and underdeveloped alternatives to traditional models
of care)

existing values, cultures and beliefs of the workforce

Lead Director: Melanie Brown, Programme Commissioning
Director Integrated Care

Risk Rating
(likelihood x consequence)
Initial: 4 x 4=16
Previous: 3x4 = 12
Current: 4 x 4 = 16
Appetite: 2 x 4 = 8

Date identified: July 2017

20
15
10
5
0

Lead Manager: Chris Skelton, Head of Primary Care Co
Commissioning

Risk Score

Rationale for Current Score
Progress has been made in a number of areas however several practices are currently struggling
and therefore the score has remained unchanged.

Risk Appetite

Key Controls in Place
1. Development of the Wakefield General Practice Workforce Development Academy
2. Collaborative Working with the Connecting Care Workforce Programme
3. TARGET sessions, district and network level
4. MCP Consultation and engagement
5. Development of Networks and Federations and Confederation
6. Local contracting arrangements in place with practices which address access, joint working and
effectiveness
7. Local Estates Forum to ensure forward thinking planning around estates and primary and community care
access.
8. Online resource to support clinical decision making ‐OSCAR – Online Support and Clinical Advice Recourse

Internal Assurances
1. Engagement and consultation with Primary Care
2. Probity Committee updates on a quarterly basis
3. Apprenticeships and new roles within Primary Care are currently being developed/offered
4. Mentors and ATP training practices
5. Care Navigation training delivered in Primary Care
6. Primary Care working collaboratively with the connecting Care Workforce Programme
7. Key learning and action plans from Target sessions shared and presented at ET.
8. Reports to Clinical Cabinet as appropriate
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

Gaps in controls
1. Secondary Care Consultants attachment to Networks
2. Revising the skill mix and increasing the training capacity for the new workforce which these changes will
require across organisations to provide integrated care
3. Pooling resources, including estates and staff, with other care providers in order to maximise efficiency and
resilience
4. Using digital technology to provide information, advice and care navigation in order to improve access to
appropriate care.
5. Ensuring the availability of the single care record in the integrated hubs.
6. Establishing sharing of care plans and patient notes.
7. OSCAR Communications Campaign launched across WCGG and NKCGG to ensure OSCAR is embedded
across our system
Actions from gaps in controls
1. Funding requested for development of the Primary Care Training Academy via MCP submission.
2. The Primary Care Workforce Steering Group will oversee the Workforce Transformation Project and
timeless for delivery.
3. Negotiation with MYHT regarding contracts
4. Consultation and engagement with the LMC and General Practices regarding implementation of GP forward
view has commenced

Gaps in assurances
None identified
Link to risk register
74 ‐ BI information (scoring 6)

Actions from gaps in assurances
None identified

5 Year Outcomes
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 A strong ambitious co‐owned strategy for ensuring safe and healthy futures for
children
Transforming to become a sustainable financial economy

x

Organising ourselves to deliver for our patients

Characteristic and Vision 11: Transforming to become a sustainable financial economy
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 including Carter and Rightcare
•
Risk of funding for policy impact affecting system resources e.g. GP Forward View, Care Act, Public Health
•
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 Rating
25
(likelihood x consequence)
20
Initial: 4x4 = 16
Previous 4x4 = 16
15
Risk Score
Current: 5x4 = 20
10
Appetite: 2x4 = 8
Risk Appetite

Lead Clinician: Dr Adam Sheppard, Assistant Clinical Leader
Lead Director: Andrew Pepper, Chief Finance Officer

Date of last review: July 2017
Rationale for Current Score
The overall scale of challenge in the system is of a national scale; crystallised through
contracts and trading; and regulators have a sought a system recovery plan.

5
0

Initial

Aug‐15 Feb‐16 Nov‐16 Jul‐17

Key controls in place
•
Transformation work streams in place for planned care and urgent care supported by governance mechanisms,
including reduced A&E attendances and admissions, discharge, co‐consultations, non‐face to face appointments,
waiting list validation from Primary Care, referral support system.
•
Enhanced QIPP environment with improvements to reporting, tracking and delivery.
•
Dedicated resource reviewing RightCare opportunities.
•
Organisational focus on QIPP delivery through Executive Team, QIPP clinics, Better Value Group etc.
•
Additional external resource from Attain across MYHT partners and from Capita to provide an assurance role.
•
Refocus of joint acute‐commissioning to match place‐based system approach.
•
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.
•
Continuing to explore efficiencies at West Yorkshire, scale includes back office, acute collaboration, and other delivery
work streams. West Yorkshire collaboration regarding single version of the truth, acute, STPs
•
Planned introduction of new models of urgent care including extension to AEC
•
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.
•
Detail QIPP report developed and implemented.
•
Conclusion of final phase of Meeting the Challenge to work towards reduced bed day occupancy
•
Robust financial governance in place including scheme of delegation.
•
Regulators fully aware of key intelligence.

Internal Assurances
1. Financial reports to every meeting of the Governing Body provide assurances on
financial delivery and risk.
2. IGC challenges and assures on current financial performance and financial planning
on a monthly basis
3. Clinical Cabinet work plan‐ monthly review of QIPP
4. Audit Committee scrutinises and provides guidance on Internal Audit reports.
5. Annual Governance Statement is the Governing Body assessment of how well
governed the organisation is May 2017
6. Clinical Cabinet is held to account on QIPP delivery.
7. Governing Body approve annual CCG financial budget prior to start of financial
year.
8. Mid Yorkshire System Oversight. & Assurance Executive provides sorting if system
initiative.
External Assurances
1. CCG continues to use Shared Business Services (SBS) which has previously provided
appropriate assurance (annual).
2. NHS England has the opportunity to review and challenge through monthly
financial reporting including deep dive exercise undertaken in November 2016.
3. Unqualified external Audit Report including value for money assessment and
regulatory opinions

4.
5.

Gaps in controls
1. Development of 10 year financial model and service specification including new payment models and commercial risk
assessment for the ACO
2. Identifying and delivering cashable aspects of RightCare variations. Implementation of Urgent Care and Planned Care
initiatives.
3. Finalising delivery of residual QIPP as QIPP report.
4. System wide deliberation of treatment of acute‐overtrade
5. System wide financial recovery plan.
6. Transforming thematic approach for 18/19 schemes into detailed delivery programs.

Actions from Gaps in controls
1. Establish activity baseline, finalise contract model and undertake risk assessment.
2. Maintain Clinical Cabinet focus on variation leading to efficiencies including lessons learned from North Kirklees CCG.
3. Maintain organisational focus on QIPP including fully embedding dashboard into organisational business process.
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.

Internal Audit HoIA opinion provides ‘significant assurance’
Internal Audit financial systems and budgetary management provide ‘significant
assurance’

Gaps in assurances
1. GB needs to review and inform draft financial recovery plan.
2. Regulators and other partners, including audit needs to be briefed on emerging
financial positions as part of recovery process.
Link to risk register
624 – Quality Premium (score 12)
1015 – 18/19 financial challenges (score 16)
991 – MYHT financial plans (score 16)
990 – STP finance (score 16)
998 – control total for 2017/18) (score 16)
Actions from Gaps in assurances
1. Develop engagement programme across system for informing the draft recovery
approach in order to inform next steps with partners.
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It is recommended that Governing Body:
i

note the Risk Register as of 11 August 2017.

Executive Summary:
The Risk Register was considered at the 17 August 2017 Integrated Governance Committee where it
was agreed that it be presented to the Governing Body.
The Integrated Governance Committee requested that one risk scoring 16 be considered in the private
section of the Governing Body due to the sensitive nature of the issue.
Prior to this the Risk Register was subject to a review cycle. A review cycle consists of a review by the
Risk Owner, Senior Manager and Director.
Part of the review cycle for Senior Managers included checking that the guidelines had been followed.
The Senior Manager’s review also includes a requirement to identify and inform the Clinical Lead of
relevant risks. All Clinical Leads have access to the risk register.
During this review cycle (Quarter 2) the Risk Register was also reviewed at Better Value Group and at
an Executive Team meeting. Six risks were identified for closure and three new risks were identified.
Following the review of the risk register by the Integrated Governance Committee, the risk register was
archived.
As of 18 August 2017 there were 53 open risks on the risk register as follows;
Critical Risks (scoring 25-20) – 0
Serious Risks (scoring 16-15) – 11
High Risks (scoring 12-8) – 24
Other risks (scoring 6 or below) – 18

The Serious Risks are as follows:
Risk 1057 – scoring 16
There is a risk that the CCG's IAPT provider (Turning Point) is unable to recruit sufficient IAPT
(Improving Access to Psychological Therapies) therapists in order to deliver increasing NHS England
IAPT Access Targets as per the Mental Health Five Year Forward View. Due to insufficient supply of
training places from Health Education England. Resulting in failure to deliver NHS England Mandate.
Risk 1015 – scoring 16
There is a risk that the 18/19 financial challenge remains at a high level for the CCG, the local health
system and the STP footprint due to continued low levels of allocation growth, ambitious QIPP/CIP
plans, reliance on STF resources, continued high levels of activity, pace of transformational changes
and inflationary pressures resulting in high levels of challenge against system control, increased
regulatory scrutiny, restricted access to funding sources and system changes implementation at pace
and scale.
Risk 1002 – scoring 16
There is a risk that some patients attending Mid Yorkshire Hospitals NHS Trust (MYHT) Emergency
Departments might not receive treatment within 4 hours.
Due to the Trust not achieving the 95% ED 4 hour standard. Pinderfields is the site with the lowest ED
performance, with bed availability the main reason for breaches.
Resulting in the CCG failing to deliver on the NHS constitutional standard; poor patient experience;
poorer patient outcomes; 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 performance aspect of this risk is reflected in risk number 758).
Risk 991 – scoring 16
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.
Risk 990 – scoring 16
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.
Risk 989 – scoring 16
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.
Risk 758 – scoring 16
There is a risk that some patients attending Mid Yorkshire Hospitals NHS Trust (MYHT) Emergency
Departments might 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).
2

Risk 685 – scoring 16
There is a risk that Mid Yorkshire Hospitals NHS Trust (MYHT) will continue to fail to meet the required
standard for Incomplete 18 week Referral to Treatment (RTT), which would result in the CCG failing to
deliver the NHS Constitutional standard. This risk is due to an increase in the number of RTT
breaches, which has led to a worsening of the RTT position. This is due to operational performance at
MYHT resulting in a possible failure to meet key national standards. The adverse effect of underperformance 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.
Risk 539 – scoring 16
There is a risk that YAS will continue to not meet the performance targets for patients requiring a
response within 8 minutes (75% of red calls to be responded to in 8 minutes) 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.
Risk 426 – scoring 15
There is a risk that YAS will continue to not meet the performance targets for patients requiring a
response within 8 minutes (75% of red calls to be responded to in 8 minutes) 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.
There is one further risk scoring 16 which is reported in the Private section of the Governing Body.
Appendix 1 shows risks scoring 15 and above.
Other risks
Never Risks – Risks which have a potential consequence of 5 or catastrophic but a likelihood of 1.
There is one risk identified as follows:
Risk 289 - scoring 5
There is a risk that the health system in Wakefield will be unable to meet the level of demand due to a
large scale incident (e.g: natural disaster, terrorist attack, pandemic, etc). This will result in mass harm
to the population of Wakefield district.
The full risk register is available on request from the Governance Team and will be made available on
Skyline.
Statistics.
Appendix 2 provides an ‘at a glance’ description of the current risk register and movement of risks.
There are 53 live risks on the register. During the Quarter 2 risk review cycle, three new risks were
identified and six were marked for closure.
For comparative purposes with the previous cycle, the scores excluding risks marked for closure are:
The total risk score is 519 (previously 499)
The mean average risk score is 9.79 (previously 8.18)
The proportion of critical/serious risk scores to the total risk is
33.72% or 175 (Previously 27.86% or 139)
Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network
development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
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A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients







Outcome of Integrated
Impact Assessment
completed (IIA)

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

Outline public engagement
– clinical, stakeholder and
public/patient:

Not applicable.

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

None identified

Reference document(s) /
enclosures:

Attached to the report are the high level risks and the Risks
Dashboard.

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource
implications:

None identified.

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

Integrated Governance Committee on 17 August 2017.
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Appendix 1 - High Level Risks (Public Section)
Risk Risk
Risk
Target Risk
Risk
ID
Rating Score
Risk
Score Owner
Compo Rating Comp
nents
onents

Senior
Final
Manager Reviewer

Principal Risk

Key Controls

Key Control Gaps

Assurance Controls

Positive Assurance

Assurance Gaps

GBAF GBAF Entry
Ref
Description
No

Risk
Status

none identified

2

Mental Health
Service
Transformation

New - Open

11

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

1057

16 (I4xL4)

8 (I4xL2) Alix
Michele
Jeavons Ezro

Melanie
Brown

There is a risk that the CCG's IAPT
provider (Turning Point) is unable to
recruit sufficient IAPT (Improving
Access to Psychological Therapies)
therapists in order to deliver increasing
NHS England IAPT Access Targets as
per the Mental Health Five Year
Forward View. Due to insufficient
supply of training places from Health
Education England. Resulting in failure
to deliver NHS England Mandate.

Raised issue with NHS England Intensive
Support Team.
Raised with local Yorkshire and Humber
Health Education England rep.
Awaiting response from both.
Raised with West Yorkshire STP to identify
regional solution
Raised with Wakefield GP Academy to
identify local solution
Exploring interim solutions eg shifting the
proportion of non-qualified to qualified
workers, oversees recruitment

none identified

early stage

early stage

1015

16 (I4xL4)

8 (I4xL2) Liz
Karen
Goodson Parkin

Andrew
Pepper

There is a risk that the 18/19 financial
challenge remains at a high level for
the CCG, the local health system and
the STP footprint due to continued low
levels of allocation growth, ambitious
QIPP/CIP plans, reliance on STF
resources, continued high levels of
activity, pace of transformational
changes and inflationary pressures
resulting in high levels of challenge
against system control, increased
regulator scrutiny, restricted access to
funding sources and system changes
implementation at pace and scale.

Draft plan in place as part of 2-year planning
round
Long list of high-impact schemes being
maintained
Detailed 18/19 look forward planned by CCG
Detailed focus on Risks and Mitigations and
consideration of whether the risk is recurrent.
Regular discussions at Executive Team.
Monthly reporting to NHSE with focus on
future years.
Planning and control template refreshed
monthly.
Newly implemented QIPP delivery tracking
process will track current and future year
impact
Governing Body development session
discussed key thematics for 18/19 QIPP plan

Lack of trading data available in early
months.
QIPP delivery tracking newly
embedded which will require regular
monitoring and development.
Key schemes to be prioritised and
Clinical and Management leads to be
identified
Key thematics need to be developed
into detailed plans in conjunction with
the system wide recovery plan

Clinical cabinet routine overview of
current year
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
.
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
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There is a risk that some patients
attending Mid Yorkshire Hospitals NHS
Trust (MYHT) Emergency Departments
might not receive treatment within 4
hours.
Due to the Trust not achieving the 95%
ED 4 hour standard. Pinderfields is the
site with the lowest ED performance,
with bed availability the main reason for
breaches.
Resulting in the CCG failing to deliver
on the NHS constitutional standard;
poor patient experience; poorer patient
outcomes; 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 performance aspect of this risk is
reflected in risk number 758)

The following measures are in place;
1. Operational Pressure Escalation Level
(OPEL) framework was established in 2016
and is designed to help manage increases in
pressure across the health and social care
system. This is currently being re-reviewed to
ensure that it is fit for purpose.
2. Patient flow nurse in place at Pinderfields
to enable prompt handover for patients
arriving via ambulance.
3. Primary care streaming in place at
Dewsbury and Pinderfields.
4. Medical and Surgical Ambulatory Care at
Pinderfields opened 24/7 to support patient
flow out of ED.
5. Continued implementation of A&E
Improvement Plan to enable improvements in
performance.

1. Consultant availability to support
extended ambulatory care opening
hours.
2. Nurse vacancies (12.7% 19.72 WTE
June 2017).

1. The Mid Yorkshire A&E Improvement
Group receives fortnightly updates on
the key controls in place to identify
risks and challenges to implementation
and improvement.
2. Monthly monitoring of the 4 hour
standard and nurse/medical staffing is
reported to Integrated Governance
Committee, Executive Contract Board
and Executive Quality Board.
3. Daily report of performance against
the 95% A&E standard.
4. 12 hour breaches are reported to the
CCG and full root cause analysis
undertaken in line with national
requirements.
5. The CCG undertake Patient Safety
Walkabouts across the Trust, including
EDs, to support quality assurance of
patient safety and patient experience.

1. ED performance improved in March
and April 2017, with over 90% of
patients treated within four hours.
However, this has now fallen below
90% in May 17 with a FYT of 88.9%.
2. Improvement in ambulance handover
performance contributed to better
patient experience and reduced
overcrowding in ED departments.
3. Meeting minutes and accompanying
performance reports against the 95%
A&E standard are available, which
demonstrates that discussions are
taking place to ensure actions
implemented to mitigate the negative
impact.

12 (I4xL3) Miranda
Berry

Laura
Elliott

1. Quality impact is not reported in as 6
systematic or robust way eg
complaints, incidents, left without being
seen
2. 4 hour ED standard needs to be
considered as part of broader work to
improve patient flow across the hospital
setting, and also capacity across the
healthcare system.

Access to the
highest quality
urgent and
emergency care
also GBAF 9,
Commissioning
quality care

Increasing
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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 nondelivery 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 systemrecovery plan
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.
Working with providers and partners within
the local health economy to prepare for
emerging financial risks within the system
Risks and mitigations are given a high focus
and reported to ET.
Closer working with partners to identify areas
of cost-reduction to the system overall.
Agreement for a joint approach to Acute
Commissioning across CCGs
Place based system reporting to NHSE
Weekly system risk meeting - all 3
organisations

Reports are produced internally within
organisations but there is not a health
economy report produced.
Acute Commissioning arrangements to
be finalised
System gap identified to NHSE financial recovery plan being
developed
Link between different groups - eg.
PCIG, A&E IG, ECB, Acute
Commissioning Board

There are regular formal meetings with
Health Economy Partners which are
formally recorded. There are policies
and procedures for escalation of
issues.
System Oversight Group have line of
sight of scale of challenge 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

Contracting / Commissioners and
System Oversight Group joint reporting 11
Finance meet regularly with partners to to be developed
discuss all issues and share
intelligence.

transforming to
become a
sustainable
financial economy

Static - 1
Archive(s)
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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 procedure which underpins the NHSE
plan submissions. STP is constructed using
the NHSE plan.
The financial position is discussed regularly at
ET and regular reports produced.
QIPP is a key focus within the CCG.
Reporting at STP level will be included in the
monthly Integrated Governance Report
Reporting at STP level a key feature of NHS
England-led collections and leadership
System risk is done jointly WCCG-NKCCGMYHT
Whole STP positions reported monthly at
CFO's

Currently trading / activity information is
not always available quickly.
QIPP monitoring and reporting to be
embedded
System 'place-based' gap reported and
NHSE have requested a financial
recovery plan which is currently under
development

Monthly reporting to IGC
Weekly discussions at ET
Early intelligence reported to senior
executives
Risks and Mitigations give a high focus
weekly
Better Value Group discuss QIPP
progression
Attain and CHKS acting as brokers and
validators supporting our 3
organisations

Budgets have been entered in ledger in
month 1. Budget book process
embedded. Budget Holders were
engaged in the planning process.
NKCCG and WCCG working more
closely together particularly in joint
acute commissioning

Joint cross-CCG leadership and
11
response needs to be agreed in-year
as part of the joint acute commissioning
process

Transforming to
become a
sustainable
financial economy

Static - 1
Archive(s)
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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

At present there is no weekly
monitoring and information available
from MYHT (raised formally at ECB in
16/17) update 21/7/17 - UPDATE More
monitoring information now available
Need to strengthen assurance offered
by EMBED regarding Business
Intelligence.
Prescribing data available 2 month in
arrears - UPDATE although this will not
change, current year data has started
to flow
Reporting of QIPP dashboard requires
embedding and regular monitoring
Review of process and group for QIPP
and links to Better Value Group, PCIG
and A&E Group
QIPP clinics to take place and
appropriate actions - UPDATE
Although some clinics have occurred,
others are planned but outstanding
Contract MOU to be signed by MYHT UPDATE schedules unlikely to form
part of any MOU
Monitoring of action plans implemented
by Planned Care Group
Urgent Care Group plans required to
implement QIPP

Executive Team discuss risks and
position on a monthly basis or more
often if early intelligence is received.
Clinical Cabinet receive briefings on
key Better Value Group actions.
Clinical Cabinet own QIPP overall and
have agreed a series of schemes to
implement regarding Planned Care.
Integrated Governance report provides
routine updates.
The Planned Care Improvement Group
and A&E Delivery Group are key
delivery vehicles for transformation
schemes
Overview of Attain as an external
support
Internal Audit Report on QIPP process
providing significant assurance opinion

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.
Significant assurance received from IA
on QIPP audit report May 2017

Need to continue to improve and
11
strengthen processes including
harnessing clinical engagement and
enhanced tracking and management
and action the audit recommendations.

Transforming to
become a
financially
sustainable
economy

Static - 1
Archive(s)

Audit Committee review of key
estimates and judgements undertaken.
3 way Monthly budget meetings take
place with Finance Contracting and
Commissioners

Effectiveness review of Better Value
Group undertaken and some
recommendations. Best practice on
financial recovery review undertaken
internally.
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There is a risk that some patients
attending Mid Yorkshire Hospitals NHS
Trust (MYHT) Emergency Departments
might 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;
Challenge is around sustaining
- Operational Pressure Escalation Level
improvements in ED performance in
(OPEL) framework in place to help manage
April and May 2017.
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.
- Ambulatory Care at Pinderfields opened
24/7 to support patient flow out of ED.
- 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.
West Yorkshire Accelerator Zone funding
provided in 2017/18 to support ambulance
handover, primary care streaming up to
September 2017 and ambulatory care
opening.

This risk is regarding the underperformance against the national
constitutional standard for the 18 week
referral to treatment target.

System wide assurance arrangements have
been finalised though a 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.
Capacity of both consultant led community
services and alternative providers has been
finalised, along with the volume of patients on
waiting lists that could transfer to them from
MYHT with non-recurring resources from NHS
England.
A series of key transformation schemes have
been agreed in the contract which require
implementation at pace during the year via
PCIG and reporting to Clinical Cabinet.
A trajectory has been put in place by MYHT
for 2017/18, which shows full RTT recovery
by April 2018.
A work programme has commenced to
transfer patients from MYHT to other
providers.

There is a risk that Mid Yorkshire
Hospitals NHS Trust (MYHT) will
continue to fail to meet the required
standard for Incomplete 18 week
Referral to Treatment (RTT), which
would result in the CCG failing to
deliver the NHS Constitutional
standard. This risk is due to an
increase in the number of RTT
breaches, which has led to a worsening
of the RTT position.
This is due to operational performance
at MYHT resulting in 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.
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There is a continued risk to patient
safety and experience, and
organisational reputation
Due to specific concerns about quality
of care to patients
Resulting in care at the Mid Yorkshire
Hospitals Trust not improving against
previous CQC rating of 'requires
improvement' with Are services safe?
rated as 'inadequate' (published in
December 2015)

The Mid Yorkshire A&E Improvement
Group receives fortnightly updates on
the key 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.

RightCare opportunity of Elective Care 1. Monthly RTT Tracker
to be accelerated through Planned
2. Monthly Contract Management
Care Improvement Group.
Group meeting
3. Monthly Executive Contract Board
Deliverability of CCG QIPP
and Executive Quality Board
transformation schemes adopted
4. Detailed specialty level tracking
system-wide e.g. outpatients,
report routinely reviewed at Planned
commissioning policy via the
Care Improvement Group
Memorandum of Understanding.
5. CHKS engaged to support the
contract delivery process.

* Enhanced Quality Review meetings held
* Progress with implementation, impact
between commissioners and regulators on19 and sustainability of
April and 25 May 2016. Outcome to not
recovery/improvement plans
progress to Single Item QSG, but to establish
an Executive Improvement Board at Executive
level.
* Executive Improvement Board established meetings held in October 2016 and January
2017 - five key areas for focus - A&E 4 hour
target; RTT/18 weeks target; Cancer 62 day
target; Medical Staffing; Mortality.
* Second Executive Improvement Board held
January 2017, with commissioners, regulators
and MYHT, outcome Board assured on action
plans to improve performance, governance in
place to monitor progress via Planned care
and A&E Improvement Groups.
* In June 2017 regulators and commissioners
agreed to formally closing down the Executive
Improvement Board, and step back into the
official quality assurance process via the
Quality Summit.
* Structures, processes and governance in
place to monitor improvement of the five
areas e.g. Executive Quality Board, Planned
Care Improvement Group and A&E
Improvement group (presented to Wakefield
and North Kirklees Board to Board - 22 June
2017)

ED performance improved significantly ED performance reduced to 86.6 in
in March and April 2017, with over 90% May 2017.
of patients treated within four hours.
Improvement in ambulance handover
performance has been sustained, which
has contributed to better patient
experience and reduced overcrowding
in ED departments.

6

Access to the
highest quality
urgent and
emergency care

Increasing

and 8 NHS
Constitution targets

Meeting minutes and accompanying
performance reports against the 95%
A&E standard are available, which
demonstrate that discussions are taking
place to ensure actions implemented to
mitigate the negative impact.

The controls in place allow for a high
Further work being undertaken by
8
level of scrutiny on the impact of
MYHT to understand and mitigate the
operational plans for RTT performance risks to bring performance back in line.
improvement.

NHS Constitution
targets

Static - 1
Archive(s)

E-consultation activity continues to
grow and the established patient
transfer process continues in across
three specialities.

Performance against the 92% target
Actions overseen by the Planned Care has gradually been increasing with May
Improvement Group.
2017 reporting performance of 81.1%.
The waiting list and 18 week back log
has been reducing month on month.
May 2017 saw the total waiting list
reduce by 782 patients and the 18 week
bag log reduced by 501 patients.
2 of the 14 specialities achieved the
92% constitutional target at the end of
May 2017.

* Monthly Executive Quality Board
* Quality risks included in monthly
Integrated Quality & Performance
report
* Monthly Patient Safety Walkabouts
(PSWs) strengthened to include further
informal 'checks' on areas highlighted
in the CQC reports. Specific wards
visited to support preparation for CQC
inspection (April/May 2017).
* NHSE Quality Risk Profile drafted in
partnership with MYHT, agreed in April
2016. QRP re-run in November 2016.
* Enhanced Quality Review meetings
held between commissioners and
regulators on19 April and 25 May 2016.
* Executive Improvement Board
established with commissioner,
regulator and Trust membership
* Wakefield and North Kirklees Board
to Board held 22 June 2017

* Improved ratings for specific services * Awaiting outcome of CQC inspection 9
at re-inspection - including Children & in May 2017
Young People; Outpatients &
Diagnostic Imaging; Maternity &
Gynecological; Surgery and Medical
Care.
* Quality Summit convened by NHS
England on 29 September 2015 - no
further action required
* Enhanced Quality Review meetings
held between commissioners and
regulators on 19 April and 25 May
2016. Outcome to not progress to
Single Item QSG, but to establish an
Executive Improvement Board at
Executive level.
* Structures, processes and governance
in place to monitor improvement of the
five areas e.g. Executive Quality Board,
Planned Care Improvement Group and
A&E Improvement group.

Commissioning
Increasing
quality care and
holding providers to
account for
providing care that
is safe; effective;
and promotes a
positive experience
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There is a risk that YAS will continue to
not meet the performance targets for
patients requiring a response within 8
minutes (75% of red calls to be
responded to in 8 minutes) 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.
There are no identified clinical risks and CQC
findings published Feb 2017 had a GOOD
rating.
YAS clinical dashboard in place

Monitor contract levels for 2017/18 to
ensure demand is in line with
contracted capacity.
Address hospital handover delays
across Yorkshire.
System-wide reconfiguration review
process.

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

MYHT has undertaken positive work to Some trusts need to improve
reduce ambulance hand over delays
ambulance handover performance
In April 2017 performance against the 8 significantly
minute target was 71.2%
In April 2017 the average response time
was 6 minutes 36 seconds.
In April 2017 75% of calls received a
response with 8 minutes 27 seconds.

6

Access to the
highest quality
urgent and
emergency care
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Appendix 5: CCG Risk Dashboard
for Integrated Governance Committee 17 August 2017

Risk Cycle 2: July– August 2017
CCG Risks Cycle 2

Movement of Risks in Cycle 2

Risk Score Increasing

11

Total Risks

59

New Risks

3

Risks Score Decreasing

6

Open Risks

53

Marked for
Closure

6

Risk Static

33

Risk Overview

Total scores on open risks
700

New Risk
Risk Score Increasing
Risk Score Decreasing

Risk Score Static

564
519
495

597594

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
499

2017/18

0

Closed Risk

1
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Executive Lead:
Recommendation (s):
It is recommended that the Governing Body:
1. Note the current performance against the CCG strategic objectives and Quality
Premium
2. Note the actions being taken to address areas of performance
3. Note the discussion points from Integrated Governance Committee
The Governing Body are presented with a summary of the Integrated Quality and Performance
(IGC) Reports presented at Integrated Governance Committee in July and August 2017.
During June 2017 the CCG was under-performing in all of the 6 performance domains:

The attached report provides further explanation of each domain.
In addition headlines from IGC are:

Further details of the discussion at IGC are provided in the report but in particular these
included:




A report on progress to reduce the number of escalation bed days at MYHT
MRSA bacteria case
CQC rating for Eastmoor Medical Practice







Increase in incident reporting by GP practices in line with requirements in the Wakefield
Practice Premium Contract (WPPC)
System wide actions to address under-performance
Performance against the 6 week diagnostic measure being due to staff shortages in
cardiology
A reported 12 hour A&E breach during May
A reported 52 week referral to treatment breach during May due to a system reporting
error.

Link to overarching
principles from the
strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network
development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency
Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation
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:
Management of Conflicts
of Interest:

Not applicable

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

A joint report between Performance and Quality Teams.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource
implications:

Complaints, PALS enquiries and patient feedback is mapped at
the Quality Intelligence Group are themes identified are detailed
in the report.
None

Integrated Governance Committee – 20 July and 17 August
2017.
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Headlines from IGC
Summary of items covered in July and August IGC quality and performance reports:


Complaints and Compliments



Continuing Healthcare (CHC) Performance
Q4



CQUINS Q4 – 2016/17



Infection Prevention and Control Audit
Results for GP Practices
Medicines Related Thematic Review





MYHT Patient Experience Report – Q3
16/17

 Serious Incidents (SI) Summary



Quality Measures – Falls in MYHT

 Strategic performance



Quality Measures – MYHT Registered
Nurse and Healthcare Assistant Staffing
Patient Advice and Liaison Service
Contacts
Review of Q4 and Annual GP Incidents

 SWYPFT Customer Services Report




 YAS response times

Summary of items discussed at Integrated Governance Committee (IGC)
The Integrated Quality and Performance Report is presented monthly at the Integrated Governance
Committee (IGC). This page summarises the discussion from each meeting.
IGC – July 2017
 The Committee were presented with an overview of the CCG’s performance at the end of May 2017 and
noted the system wide actions currently in place to address under-performance. The Committee were
advised that Mid Yorkshire Hospitals NHS Trust achieved the monthly STF trajectory against the
national diagnostic and cancer waiting time targets. The Trust failed to achieve the A&E and referral to
treatment monthly STF trajectory.
 The Committee were advised that in the month of May, Mid Yorkshire Hospitals NHS Trust had reported
a 12 hour A&E breach. The breach occurred in Dewsbury Emergency Department and was due to the
patient waiting ambulance transport to Pinderfields. The patient was being cared for at all times and
there was no harm as a result of the breach.
 The Committee were also advised that a 52 week referral to treatment breach had occurred in the
month of May at One Health. However, the breach occurred due a system reporting error rather than
the patient waiting for treatment.
 It was confirmed that the pre-48 hour MRSA bacteraemia case reported in May 2017 had been
discussed at the NHS England’s post-infection review arbitration panel and assignment has been
confirmed as NHS Wakefield CCG.
 The Committee were informed about the CQC rating for Eastmoor Medical Practice published on 13
July 2017. The practice is rated Inadequate overall, achieving Requires Improvement for the Caring and
Responsive domains.
IGC – August 2017







The Committee were presented with an overview of the CCG’s performance at the end of June 2017
and noted the system wide actions currently in place to address under-performance.
The Committee were advised that whilst CCG performance against the 6 week diagnostic measure was
showing signs of improvement, performance against the cardiology (echocardiograph) diagnostic test
continued to show signs of deterioration with June’s performance reporting at 97.7%, a total of 18
breaches. Mid Yorkshire Hospitals NHS Trust had advised that under-performance against this
diagnostic test was a regional issue and a result of staff shortages at the Trust, in particular a shortage
of technicians. The Committee were given reassurance that the Trust is investigating a number of short
and long term actions to support the recovery of performance. These actions include working with local
universities to develop a training package and apprenticeship programme. However, the Trust does not
anticipate a short-term recovery.
The Committee were updated on progress with the system-wide actions to reduce the number of
escalation beds at MYHT following the CQC inspection in May. There was discussion about the
sustainability of the use of surge beds, and the impact following the final stage of the Acute Hospital
Reconfiguration (AHR).
It was highlighted that there has been an increase in incident reporting by GP practices in line with
requirements in the Wakefield Practice Premium Contract (WPPC). In 2016/17 293 interface incidents
were reported and 543 Significant Event Audits were shared. A quarterly report of the themes and
learning is shared at the Quality Intelligence Group, as well as with primary care colleagues and
relevant commissioning teams.
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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 CCG was underperforming in all six performance domains:
Access to cancer
diagnosis and
treatment

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

Mental Health
Service
Transformation

System wide quality Citizen participation
Measures
& empowerment

Performance
Cancer waiting time targets – In terms of monthly performance, the CCG and Trust achieved all
constitutional targets with the exception of one each. The CCG failed to achieve the 62 day wait for first
definitive treatment following a consultant’s decision to upgrade the patient (85%) and the Trust failed to
achieve the 62 day wait from an urgent GP referral (84.2%).
At the end of Q1, both the CCG and Trust achieved all except two of the cancer waiting time targets. Both
the CCG and Trust failed to achieve the 94% target against the 31 day wait for subsequent treatment
where treatment is surgery and the 62 day wait for first definitive treatment following a consultant’s decision
to upgrade a patient
Referral to treatment 18 weeks - Performance this month for both the Trust and CCG has shown a slight
increase with June’s performance reporting at 85.4% for the CCG and 81.6% for the Trust. Two
specialities continue to perform above target, these being general medicine (100%) and geriatric medicine
(94.6%). The number of patients waiting for treatment reduced in the month by 150 patients and the over
18 week backlog reduced by 191 patients.
Diagnostics 6 weeks - Performance against the 6 week diagnostic target for the Trust has significantly
increased this month to 97.4% from 94.9% at the end of May. Whilst this still remains below the 99%
standard, it is green against the STF trajectory. Performance for the CCG continues to show signs of
improvement and reported performance of 97.9%. The majority of breaches at the Trust are due to patients
waiting over 6 weeks for an endoscopy procedure. The number of patients waiting over 13 weeks at the
end of June was 4 compared to 105 at the end of April.
A&E waits - Performance against the A&E 4 hour waiting time target experienced a slight increase this
month with June’s performance at 87.6%. This remains below the national standard and STF trajectory.
Acute Trust and Ambulance turnaround – Validated performance data against the 15 minute Trust
handover target showed signs of further improvement this month with performance increasing to 91.2% at
the end of June. Performance against the crew clear target however continues to show signs of
deterioration with June’s performance reporting at 63.6%. However, 96% of crews are ready to accept new
calls within 30 minutes.
Category 1 8 minute response – Performance against the Category 1 8 minute response target continues
to report below the 75% national standard. For the first time in six months, June also reported a slight
reduction with monthly performance reporting at 70.5%.
Mental Health - The latest IAPT referral to treatment data against both the 6 and 18 week targets reported
at 100% for June. June’s performance against the early intervention in psychosis target also reported
above the national target at 90%. Performance against the dementia diagnosis rate target reported slightly
below the 67% target at 66.2%.
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Quality
Healthcare Associated Infections
Clostridium Difficile: 4 cases were assigned to Wakefield CCG and 1 case was assigned to MYHT during
June 2017.
MRSA: 0 cases of MRSA were assigned to Wakefield CCG or MYHT during June 2017.
Quality Measures
MYHT report that falls (based on a rate of 1,000 bed days for 2016/17) have reduced by 11.4% which can
be broken down into:




Falls with no harm reduced by 8.3%
Falls with harm reduced by 17.9%
Falls with severe harm & death reduced by 75.7%

Care Quality Commission (CQC)
GP Practices
Patience Lane was previously rated as Good, achieving Requires Improvement for Safe. After a recent
follow-up the practice, achieved Good for the Safe domain.
Previously Eastmoor was rated as Requires Improvement. However, after a recent inspection this service is
rated as Inadequate, achieving Requires Improvement for the Caring and Responsive domain.
Care Homes
Previously Croft Care Services (domiciliary care) was rated as Inadequate and was placed in special
measures. However, after a recent inspection the service is now rated as Requires Improvement overall,
achieving Good for the Caring domain.
Brantwood Hall Care Home was previously rated Inadequate. However, after a recent inspection the
service is rated as Requires Improvement, achieving Good for the caring domain.
Previously, Advent House was rated as Requires Improvement in November 2016. However, after a recent
inspection, which was prompted by an incident whereby a person who used the service sustained a serious
injury the care home is rated as Inadequate. The Safe and Well-led domains were inspected.
Audits, Reports and Walkabouts
Survey of Adult Inpatients 2016: MYHT is performing ‘about the same’ for survey sections as most other
trusts that took part in the survey with the exception of ‘Nurses’ and ‘Leaving Hospital’. Only two questions
were classified as worse compared to other Trusts, whereas in 2015 this figure was ten. The ‘overall’
experience remains the same as 2015 at 7.8 out of 10.
Infection Prevention and Control Audit: During 2016/17, 37 out of 40 (92%) GP Practices achieved a
green rating.
National Cancer Patient Experience Survey: MYHT scored above the national average (8.7) for the
National Cancer Patient Experience Survey where respondents were asked to rate their care. Overall,
MYHT achieved 8.8 out of 10. Two questions had deteriorated since last year; being given the name of the
Clinical Nurse Specialist and primary care clinicians doing everything they could to support patients during
cancer treatment.
GP Incidents
Since the introduction of the Wakefield Practice Premium Contract (WPPC) the CCG has seen a steady
increase in the reporting of incidents by GP Practices. In 2016/17 293 interface incidents and 543
significant event audits were reported. This enables the CCG to share the learning across all practices and
to identify incident themes for subsequent actioning via committees and/or commissioning managers.
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Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised
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Mid Yorkshire Hospitals NHS Trust Quality Scorecard
Target

Performance
Trend

Jan‐17

Healthcare acquired infections - MRSA

0

B

Healthcare acquired infections - C Diff - MYHT

27

B

Target

FFT - A&E

Key Performance Indicator

2016/17 2016/17
Q4
YTD

Apr‐17

May‐17

Jun‐17

2017/18
Q1

3

0

1

0

1

1

45

1

3

1

5

5

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

2017/18
YTD

Feb‐17

Mar‐17

0

1

1

2

2

5

6

13

Performance
Trend

Jan‐17

Feb‐17

Mar‐17

87%

NC

95.0%

96.0%

96.0%

94.8%

96.0%

96.0%

96.0%

FFT - Inpatient

96%

D

97.0%

97.0%

96.0%

97.0%

98.0%

97.0%

97.5%

FFT - Outpatient

94%

NC

97.0%

98.0%

97.0%

97.3%

97.0%

97.0%

97.0%

FFT - Community

96%

NC

98.0%

98.0%

98.0%

97.8%

98.0%

98.0%

98.0%

FFT - Maternity: Antenatal

96%

B

96.0%

98.0%

98.0%

96.5%

97.0%

98.0%

97.5%

FFT - Maternity: Labour Ward

97%

NC

98.0%

100.0%

97.0%

96.0%

98.0%

98.0%

98.0%

FFT - Maternity: Postnatal Ward

95%

D

96.0%

92.0%

90.0%

91.6%

100.0%

97.0%

98.5%

FFT - Maternity: Postnatal Community

98%

NC

100.0%

100.0%

100.0%

97.4%

100.0%

100.0%

100.0%

Target

Performance
Trend

Jan‐17

Feb‐17

Mar‐17

Apr‐17

May‐17

Jun‐17

<15.2%

D

13.8%

16.2%

14.4%

11.7%

16.8%

17.5%

15.6%

‐

‐

3.8%

3.9%

5.8%

2.6%

4.8%

2.5%

3.3%

70%

B

63.7%

66.9%

70.5%

71.0%

68.0%

70.6%

69.8%

5%

NC

0.0%

7.4%

14.8%

4.7%

6.3%

0.0%

0.0%

0.0%

1.6%

2%

B

2.8%

3.7%

7.4%

3.5%

0.0%

11.1%

0.0%

0.0%

2.8%

1%

B

8.3%

0.0%

0.0%

0.0%

3.1%

5.6%

0.0%

0.0%

2.2%

7%

B

0.0%

0.0%

22.2%

8.3%

12.5%

5.6%

0.0%

20.0%

9.5%

82%

B

88.9%

66.7%

70.4%

83.4%

85.7%

83.3%

88.9%

100.0%

89.5%

Quality Measures

Target

Performance
Trend

Jan‐17

Feb‐17

Mar‐17

Apr‐17

May‐17

Jun‐17

2017/18
Q1

Jul‐17

2017/18
YTD

% of patients risked accessed for Venous Thromboembolism

>95.0%

D

95.7%

‐

95.9%

‐

‐

95.2%

‐

‐

‐

95.7%

% of patients receiving harm free care

>95.0%

NC

92.4%

93.5%

91.9%

‐

93.2%

93.2%

‐

‐

‐

93.2%

Number of never events

0

NC

Number of new serious incidents for the month

‐

System wide quality measures

Key Performance Indicator
Citizen participation & empowerment

13

Key Performance Indicator

14

2016/17 2016/17
Q4
YTD

15

16

2016/17 2016/17
Q4
YTD

17

18

Jul‐17

19

2017/18
YTD

20

2017/18
Q1

Jul‐17

2017/18
YTD

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

Proportion of patient safety incidents that are harmful (acute)

1

0

0

10

7

13

2016/17 2016/17
Q4
YTD

30

4

0

0

0

0

1

1

104

13

16

9

38

7

45

‐

26.0%

25.3%

‐

‐

‐

25.7%

<29.0%

B

25.4%

23.8%

23.1%

Proportion of patient safety incidents that are harmful (community)

<50.0%

D

61.3%

68.4%

59.1%

‐

55.1%

61.5%

‐

‐

‐

58.3%

Summary Hospital Mortality Indicator

<100.0%

B

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Hospital Standardised Mortality Ratio (elective & emergency
admissions)

<100.0%

D

112.78

93.19

105.16

‐

‐

‐

‐

‐

‐

‐

Hospital Standardised Mortality Ratio (weekend)

<100.0%

B

110.69

106.49

94.51

‐

‐

‐

‐

‐

‐

‐

WTE registered Nurse vacancies (acute and community)

<132.8

D

115.02

122.47

135.04

‐

186.63

196.78

‐

‐

‐

‐

WTE registered Midwife vacancies

<13.4

D

6.79

6.22

7.33

‐

8.49

9.05

‐

‐

‐

‐

WTE Healthcare Assistant vacancies (acute and community)

<77.5

D

24.81

36.49

38.09

‐

92.65

97.72

‐

‐

‐

‐

D

‐

5.4%

4.6%

‐

4.4%

4.7%

‐

‐

‐

4.6%

Sickness Absence Rate

<4.0%

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

64%

B

‐

‐

‐

50.0%

‐

‐

‐

‐

‐

‐

‐

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

79%

D

‐

‐

‐

56.0%

‐

‐

‐

‐

‐

‐

‐

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

NC = Performance Stabilised
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South West Yorkshire Partnership NHS Foundation Trust Scorecard
Jul‐17

2017/18
YTD

4.0%

3.7%

2.4%

75.9%

78.7%

72.0%

80.0%

0.4%

0.0%

1.0%

1.8%

0.5%

19.7%

15.8%

13.0%

25.7%

29.4%

18.2%

66.0%

64.0%

‐

‐

‐

‐

‐

80.0%

77.7%

‐

‐

‐

‐

‐

‐

100.0%

88.3%

‐

‐

‐

‐

‐

‐

‐

88.0%

94.0%

‐

‐

‐

‐

B

‐

‐

‐

78.0%

63.5%

‐

‐

‐

‐

89%

D

87.0%

76.0%

83.0%

73.9%

84.0%

81.0%

Number of never events

0

NC

0

0

0

0

0

0

0

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

‐

9

13

8

75

0

2

1

Performance
Trend

Jan‐17

Feb‐17

Mar‐17

<2.0%

D

4.3%

3.7%

3.3%

85.1%

B

79.1%

79.1%

<1.2%

D

0.9%

<13.1%

D

Staff FFT: % of staff recommending place of work

64%

Staff FFT: % of staff recommending care

South West Yorkshire Partnership Foundation Trust

2016/17 2016/17
Q4
YTD

Apr‐17

May‐17

Jun‐17

3.4%

3.2%

0.0%

84.6%

81.0%

85.4%

3.3%

0.5%

1.6%

19.1%

15.8%

20.6%

B

‐

‐

‐

79%

B

‐

‐

FFT Wakefield BDU : % of patients recommending inpatient services

88%

B

‐

FFT Wakefield BDU : % of patients recommending community services

88%

D

FFT Wakefield BDU : % of patients recommending CAMHS services

86%

FFT ‐ Mental Health

Safety Thermometer: Proportion of patients that have self harmed in the
last 72 hours
Safety Thermometer: Proportion of patients that report feeling safe at the
point of survey
Safety Thermometer: Proportion of patients that have been the victim of
violence/aggression in the last 72 hours
Safety Thermometer: Proportion of patients that have had an omission of
medication in the last 24 hours

Target

2017/18
Q1

82.5%
0

0
3

Yorkshire Ambulance Service NHS Trust Scorecard
Target

Performance
Trend

Jan‐17

Feb‐17

Mar‐17

75%

D

65.9%

66.1%

69.5%

Category 2 - Resource 19 min (Life-threatening emergency)

‐

D

78.9%

76.9%

Category 2 - Transport 19 min (Life-threatening emergency)

‐

D

70.9%

Category 3 - Resource 40 min (Serious but not life-threatening
emergency)

‐

D

Category 3 - Transport 40 min (Serious but not life-threatening
emergency)

‐

Category 4 - Transport 90 minutes (Non-emergency)

‐

Category 4 - Hear and Treat Triage 90 minutes (Non-emergency)

Yorkshire Ambulance Service Response Times
Category 1 - 8 minute response

2016/17 2016/17
Q4
YTD

2017/18
Q1

2017/18
YTD

Apr‐17

May‐17

Jun‐17

66.2%

71.2%

72.9%

70.5%

71.5%

84.0%

78.1%

84.2%

83.5%

80.9%

82.7%

70.0%

75.7%

71.0%

77.3%

76.5%

72.2%

75.4%

77.6%

75.0%

82.7%

76.4%

82.6%

83.1%

81.7%

82.8%

D

76.0%

68.5%

78.1%

70.4%

78.2%

78.2%

68.9%

75.4%

D

81.6%

98.0%

83.8%

82.5%

75.1%

74.3%

72.9%

74.2%

‐

D

98.5%

82.2%

99.3%

82.5%

97.7%

98.3%

97.0%

Jan‐17

Feb‐17

Mar‐17

Jul‐17

97.6%

Target

Performance
Trend

% of patients with STEMI who received an appropriate care bundle

75%

B

85.7%

‐

80.0%

‐

‐

80.3%

‐

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

9%

B

8.4%

‐

11.4%

‐

‐

‐

‐

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

98%

‐

99.1%

‐

‐

‐

‐

98.4%

‐

Staff absence: Trust absence rate

5%

B

6.1%

‐

5.6%

‐

‐

‐

5.1%

4.6%

5.1%

Staff FFT: % of staff recommending place of work

64%

B

‐

‐

‐

56.0%

‐

‐

‐

‐

‐

Staff FFT: % of staff recommending care

79%

B

‐

‐

‐

88.0%

‐

‐

‐

‐

‐

Yorkshire Ambulance Service Quality Measures

2016/17 2016/17
Q4
YTD

Apr‐17

May‐17

Jun‐17

FFT: % of patients recommending the Yorkshire Ambulance Service

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Number of never events

0

NC

0

0

0

‐

‐

0

0

0

Performance Trend Key:

B = Performance Improvement

D = Performance Deteriorated

2017/18
Q1

Jul‐17

2017/18
YTD

‐
0

0

NC = Performance Stabilised
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Strategic Performance Reporting
Access to cancer diagnosis and treatment
Reasons for under-performance
CCG performance:
Monthly: In the month of June the CCG achieved 8 of the 9 cancer waiting time targets, with 7 of targets
being achieved at the end of Q1. The CCG failed to achieve the 62 day wait for first definitive treatment
following a consultant’s decision to upgrade a priority patient in the month of June due to 3 breaches which
were all complex cases. This standard also failed for Q1.
Quarterly: At the end of Q1, the CCG failed to achieve the 31 day wait for subsequent treatment where
treatment is surgery. This resulted in the breach of 2 patients and both breaches were due to theatre
capacity issues.
Key Performance Indicator

Target

Access to cancer diagnosis and treatment
Cancer - max 31 days for subsequent treatment where that treatment is
surgery
Cancer - max 62 day wait from urgent GP referral to first definitive
treatment for cancer
(STF Trajectory)
Cancer - max 62 days wait for first definitive treatment following a
consultant decision to upgrade priority of patient

Click circle
for details

Performance
Trend

Apr‐17

May‐17

Jun‐17

2017/18
Q1

2017/18
YTD

D

83.3%

96.9%

95.1%

92.3%

92.3%

84.8%

85.7%

86.4%

85.4%

85.4%

84.8%

85.7%

86.4%

85.4%

‐

81.8%

88.9%

85.0%

83.3%

83.3%

2
94%
85%

1
0

B

84.2%
90%

1

D

Trust performance:
Monthly: For the Trust, in the month of June, 7 of the 8 cancer waiting time targets were achieved, with 6 of
the targets being achieved at the end of Q1. The Trust failed to achieve the 62 day wait from an urgent GP
referral in June and this resulted in the breach of 17 patients. Of these breaches, half were shared
pathways with another provider. The majority of breaches were in urology. However, the Trust achieved
the monthly STF trajectory and the 85% target against Q1 performance.
Quarterly: The Trust failed to achieve the 31 day wait for subsequent treatment where treatment is surgery
at the end of Q1 and this was a result of 7 breaches. All breaches were due to theatre capacity issues.
Under-performance against the 62 day wait for first definitive treatment following a consultant’s decision to
upgrade a patient at the end of Q1 was due to the breach of 5.5 patients. The majority of these breaches
were in lung and were shared pathways with another provider.
Key Performance Indicator

Target

Access to cancer diagnosis and treatment
Cancer - max 31 days for subsequent treatment where that treatment is
surgery
Cancer - max 62 day wait from urgent GP referral to first definitive
treatment for cancer
(STF Trajectory)
Cancer - max 62 days wait for first definitive treatment following a
consultant decision to upgrade priority of patient

Performance
Trend

Apr‐17

May‐17

Jun‐17

2017/18
Q1

2017/18
YTD

1

D

84.6%

96.6%

94.3%

92.3%

92.3%

0

D

85.5%

Click circle
for details

2
94%
85%
84.2%
90%

1

D

85.9%

86.9%

84.2%

85.5%

85.9%

86.9%

84.2%

85.5%

‐

84.0%

92.9%

90.2%

88.8%

88.8%

Recovery actions in place
Demand continuing to exceed capacity at Mid Yorkshire Hospital Trust (across outpatient, diagnostic and
treatment) remains the main cause for under-performance against a number of cancer waiting time targets.
Mid Yorkshire Hospital Trust continue to maintain a Trust wide Cancer Wait Time (CWT) recovery action
plan. The action plan continues to undergo weekly review and updates by the Trust Lead Cancer
Management Team.
A performance trajectory has been put in place for 2017/18 to support the improvement.
8

Dashboard 1: Cancer 62 day waits dashboard
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A step change in the productivity of elective care
Referral to treatment 18 weeks
Reasons for under-performance
Performance this month has shown a further increase for both the CCG and Trust, with June’s performance
reporting at 85.4% for the CCG and 81.6% for the Trust. However, performance remains below both the
national target and STF trajectory.
For the Trust two specialities performed above target; these are general medicine (100%) and geriatric
medicine (94.6%). The three specialities with the highest volume of patients waiting over 18 weeks were
general surgery (35.2%), thoracic medicine (29.6%) and ophthalmology (26.4%). The total waiting list
reduced in the month by 151 patients and the over 18 week backlog decreased by 191 patients.

Recovery actions in place
The Trust has put in place an STF trajectory to support performance improvement throughout 2017/18.
A number of further actions and system wide assurance arrangements are also in place to address underperformance. There has been an agreement between the CCG and Mid Yorkshire Hospital Trust on a
number of implementation projects that form part of the overall Outpatient Improvement Programme.
These are:
 The management of patients waiting over 35 weeks.
 Waiting list validation and patient transfer (as per monies made available from NHS England) for
those patients waiting over 18 weeks, but less than 35 weeks for gastroenterology, T&O and
ophthalmology.
 The implementation of primary review for the follow-up backlog across all Wakefield District General
Practices to ascertain those patients who could be safely managed in primary care.
 A working agreement with the Trust to look at a plan to phase out paper referrals, which can create
unnecessary admin time, both for primary and secondary care, and create unnecessary waits for
patients to access care.
 The transfer of booked appointment slots to alternative community providers.
 Development of speciality level plans to minimise demand and capacity imbalances at MYHT.
Mid Yorkshire Hospital Trust are currently in the process of working through their action plan to improve 18
week performance and are working with the community MSK service to transfer patients who have been
unable to access an appointment at the Trust.
These actions will be delivered throughout 2017/18 led by the Planned Care Improvement Group.
In addition to the above actions, the Trust has put in place regular meetings with the Head of Clinical
Operations in order to ensure that the Head is held directly accountable for the under-performance and to
ensure recovery actions are in place.
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Dashboard 2: RTT 18 week incomplete pathways
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Diagnostic 6 week waits

Reasons for under-performance
At the end of June 97.9% of CCG patients on diagnostic pathways were waiting less than 6 weeks, which
was below the 99% standard. The number of patients waiting over 6 weeks for a diagnostic test fell from
209 at the end of May to 111 at the end of June. The number of patients waiting over 13 weeks at the end
of June also reduced from 17 to 3 at the end of May.
For the Trust, 97.4% of patients were waiting less than 6 weeks. This was above the Trusts STF trajectory
for June but below the national standard. The number of patients waiting for a diagnostic test reduced by
543 at the end of June whilst the number of patients waiting over 6 weeks reduced by 192 to 172. The
number of patients waiting over 13 weeks also reduced to 4 at the end of June from 29 at the end of May.
The majority of these breaches were patients waiting for an endoscopy procedure. There has been an
increased shift from endoscopy to colonoscopy services, which limits the number of scopes that can be
undertaken in the capacity available.
The recent downward trend against cardiology (echocardiograph) diagnostic tests continued into the month
of June with performance reporting at 97.7% (18 breaches). Under-performance against this diagnostic
test is a regional issue and is a result of staff shortages at the Trust, in particular a shortage of technicians.

Recovery actions in place
A number of actions are in place to address the demand and capacity issues within the endoscopy service.
The Trust is working with other AQP community providers to transfer those patients that can be scoped
within the community. The Trust has also increased its resources (through the use of external resources)
in order to increase capacity and achieve performance. Further to this the Trust are also looking at
recruitment into vacant posts.
The Trust is investigating a number of short and long term actions to support the recovery of cardiology
(echocardiograph) diagnostic performance. These actions include working with local universities to
develop a training package and apprenticeship programme. However, the Trust does not anticipate a
short-term recovery.
The Trust has implemented an action plan and overall performance is expected to show signs of
improvement from June with the national standard for diagnostics being achieved from August onwards.
The Planned Care Improvement Group are also looking at the current referral process which is in place for
endoscopy and reviewing the option of adopting a triage model.
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Dashboard 3: Diagnostic 6 week waits
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Access to the Highest Quality Urgent and Emergency Care
A&E Waiting Times
A&E 4 Hour Performance
Reasons for under-performance
June’s performance demonstrates that 87.6% of patients attending the Trusts emergency department were
admitted, transferred or discharged within 4 hours of arrival. Performance was below the 95% national
standard and monthly STF trajectory of 91%. Performance was a 1% increase from the previous month.
Performance for non-admitted patients in June fell slightly to 93.2% and for admitted patients it was 68%,
an increase from 61.4% in May 2017.
Of the three Trust sites, the Pinderfields site has the lowest performance against the 4 hour standard
(80.8%). The 4 hour standard was almost achieved at the Pontefract Site (94.7%) and at the Dewsbury
site (92.3%).
The conversion rate from A&E to emergency admission was 28.4% (all A&E types).
‘Waiting for a bed’ continues to be one of the most common reasons for breach of the 4 hour standard.

Recovery actions in place
West Yorkshire has been chosen as an Accelerator Site to improve A&E performance across the region.
This has provided funding to support ambulance handovers, GP streaming and enhanced ambulatory care
opening at the Pinderfields site.
The A&E Improvement Group has updated the work plan following NHS England’s publication of the Next
Steps on the 5 Year Forward View and Delivery Plan to support further improvement. Key areas of the
plan intended to support further ED performance include:








The Acute Care of the Elderly Units are now open at the Pinderfields and Dewsbury hospital sites to
help prevent admissions and reduce length of stay.
Primary Care Streaming will be strengthened at Dewsbury ED and Pinderfields ED from September
to meet national guidance.
Ambulatory Care is open 24:7 at Pinderfields.
From September the Trust is aiming to open a 24:7 discharge hub at Pinderfields to improve patient
flow.
Opening of the new Medicine and Elderly Care Step Down wards at Dewsbury in September.
Recruitment of two Trusted Assessors for Wakefield to help speed up discharges to care homes.
Extended primary care opening across Wakefield from September, 6pm – 10pm evenings and 9am3pm at weekends. It is intended that this will help ease pressure at busy times for ED.

An STF trajectory has been put in place for 2017/18 to support performance improvement and the
achievement of the 95% national standard.
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Dashboard 4: A&E 4 hour waits
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A&E Handovers & Crew Clearance
Reasons for under-performance
A&E Handovers:
At the end of June validated performance against the 15 minute handover target reported at 91.2%, the
highest it has been over the last 12 months. 52 handovers to A&E took place between 30 and 60 minutes
from arrival at the Trust and 5 ambulance handovers took place over 60 minutes from arrival at the Trust in
June against a target of zero. This was an improvement from the previous month where 109 handovers
took place over 30 minutes.
Of the three Trust sites, performance reported the highest at the Pontefract site (100%), with the Dewsbury
site reporting performance of 96.4% and the Pinderfields site reporting performance of 89.5%.
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

Crew Clear:
In terms of the 15 minute crew clear target, June reported performance of 63.6%. This was a further
performance reduction in comparison to previous month’s performance and performance against the
percentage of crews who are able to accept new calls within 30 minutes has also shown signs of slow
deterioration, with June’s performance reporting at 95.9%.
Of the three Trust sites, performance was the highest at the Pontefract site (80.0%) with the Dewsbury site
reporting the lowest performance of 58.2%. Pinderfields site performance was 65.1%.

Recovery actions in place
YAS local management teams are working with Mid Yorkshire Hospitals NHS Trust managers around
providing individual PIN to the ED staff, to enable more robust reporting of handovers and the audit of any
exceptions.
Mid Yorkshire Hospitals NHS Trust continues to implement the emergency care flow nurse at Pinderfields
and this role is staffed from 10am to 10pm 7 days per week as a minimum. The Trust is now one of the
better performing Trusts for A&E handover in Yorkshire.
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Dashboard 5: Ambulance Handovers & Crew Clear Delays
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Ambulance Response Times
Reasons for under-performance
For the first time in 6 months, performance against the category 1 (RED) 8 minute response time measure
experienced a decline in performance. June reported performance of 70.5% which was a 2.4% decrease
from the previous month and a 4.5% variance against the 75% target.
The Trust continues to experience increased, unpredicted demand which is cited as the main reason for the
underperformance against this standard.
YAS have experienced spikes in demand over 1 to 2 hour periods rather than sustained over longer
periods.

Recovery actions in place
A number of recovery actions are in place to address under-performance. These are:
•

Implementation of the recommendations in the Ambulance Response Programme. YAS has
participated in the pilots. The recommendations include:
•
•

•

•

Change the dispatch model of the ambulance service, giving staff slightly more time to identify
patients’ needs and allowing quicker identification of urgent conditions.
Introducing new target response times which cover every single patient, not just those in immediate
need. For the most urgent patients YAS will collect mean response time in addition to the 90th
percentile, so every response is counted.
A change to the rules around what “stops the clock”, so targets can only be met by doing the right
thing for the patient. This means if a patient requires a vehicle to transport them to hospital, only the
arrival of that vehicle can stop the clock. Previously the arrival of any vehicle would stop the clock,
regardless of whether it was capable of transporting the patient. Multiple vehicles were often
dispatched to the same patient in a race to “stop the clock”.
Implement the “Nature of Call” system which introduces three standardised pre-triage questions to
increase the early recognition of cardiac arrest. Based on London Ambulance Service figures
obtained by Sheffield University, it has been estimated that up to 250 additional lives will be saved in
England every year.

Dashboard 6: Ambulance Response Times
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Mental Health Service Transformation
People entering psychological therapies from prevalent population:
The improving access to psychological therapies target for people entering psychological therapies from
prevalent population was achieved at the end of Q1 with performance reporting at 4.2%.

Psychological therapies referral to treatment:
In terms of improving access to psychological therapies referral to treatment performance, June’s
performance reported at 100% against the 6 week referral to treatment target and 100% against the 18
week referral to treatment target.

Early intervention in psychosis:
Performance against early intervention in psychosis decreased in June by 10% to 90%. However this still
remains above the national target of 50%.

Dementia:
Performance against the dementia diagnosis rate target reported slightly below the 67% target in June at
66.2%. This is due to a change in the methodology of how the performance measure is calculated and
subsequently this has had an adverse effect on the CCG. The number of patients aged 65+ diagnosed
with dementia increased by 15 from 2,605 in May to 2,620 at the end of June.
To improve performance against the national dementia diagnosis measure, the CCG is working closely with
GP Practices and is specially targeting those practices with the lowest performance rates.
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Quality Reporting
System Wide Quality Measures
Healthcare Associated Infections
Exception Report - MRSA
(Last exception report – Wakefield CCG (May 2016) and MYHT (May 2017)
1 MRSA case was assigned to MYHT and 1 case was assigned to Wakefield CCG in May 2017 against a
target of 0 per month.
Domain: System wide quality measures
Description: The number of MRSA cases.
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Reasons for underperformance
2 cases of MRSA bacteraemia in Wakefield residents in May one post case (MYHT) and one pre case.
The pre case was an 89 year old male in a residential home with a long term urinary catheter in situ. The
patient had been an inpatient for 2 months prior to admission to the care home and had no history of
MRSA. He was on the end of life pathway and was admitted against the care homes wishes by the OOH
service and discharged later the same day. He had a catheter inserted whilst an inpatient and was known
to pull it out and tamper with it. This case was deemed as unpreventable however the NHS England
arbitration panel has assigned the case to the CCG.
The post 48 hour case was a 76 year old male admitted on 19/4/17 with abdominal pain and unwell. No
history of MRSA. He had bowel surgery on the 25/4/17 and was transferred to ICU. Blood cultures taken in
ICU. This case was deemed as unpreventable.

Actions to be taken
Lessons to be learnt from the pre case:
 Catheter record to be completed on discharge
 Out of hours service informed of the case and to investigate reason patient was admitted
Lesson to be learnt from the post case:
 Sub optimal documentation around devices (all VIP scores were zero throughout)
 Octenisan not changed to Chlorhexidine wash
 Ticks utilised in signed entry section of prescription chart
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Teicoplanin prescribed OD (once daily) but given BD (twice daily)

Care Quality Commission (CQC)
GP Practices
Date of Inspection
27 April 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Patience Lane
Review Type
Focussed
Previous CQC Rating
Requires Improvement
Good
Good
Good
Good
Good

Link to Report
Patience Lane
Current CQC Rating
Good
Not inspected
Not inspected
Not inspected
Not inspected
Not inspected

CQC History: Previously this GP Practice was rated as Good achieving a Requires Improvement for the
Safe domain in September 2016. This was a follow-up inspection of the issues identified at the original
inspection.
Date of Inspection
12 and 20 April 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Eastmoor Health Centre
Review Type
Comprehensive
Previous CQC Rating
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement
Requires Improvement

Link to Report
Eastmoor Health Centre
Current CQC Rating
Inadequate
Inadequate
Requires Improvement
Requires Improvement
Inadequate
Inadequate

CQC History: Previously this GP Practice was rated as Requires Improvement in August 2016.
The practice has been placed into Special Measures and enhanced quality surveillance measures have
been put in place. A Quality Review meeting with commissioners and the CQC has met twice and the
Quality Risk Profile has been populated. Further verbal briefings have been given to the private section of
IGC and Probity Committee.
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Care Homes

Date of Inspection
03 and 13 April 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Croft Care Services (Domiciliary Care)
Review Type
Announced
Previous CQC Rating
Inadequate
Requires Improvement
Good
Requires Improvement
Inadequate
Inadequate

Link to Report
Croft Care Services
Current CQC Rating
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

CQC History: Previously the service was inspected on 24 August 2016. CQC rated the service as
inadequate overall and placed it in special measures.
Type of home: Croft Care Services provides care and support to people who live in their own homes within
the Wakefield area and the locality of south west Huddersfield. Wakefield CCG funds two patients to
receive this service.

Date of Inspection
25 April 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Brantwood Hall Care Home
Review Type
Unannounced
Previous CQC Rating
Inadequate
Inadequate
Good
Requires Improvement
Inadequate
Inadequate

Link to Report
Brantwood Hall Care Home
Current CQC Rating
Requires Improvement
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

CQC History: This was the first inspection under the new provider for this home but previously was rated
as Inadequate in July 2015.
Type of home: Brantwood Hall Care Home provides accommodation for up to 29 older people in one
house over three floors.
The home is in Phase 2 of the care home vanguard. The team have held an initial introductory meeting with
the home and assessed one resident at the home’s request. The next planned visit is on 22 August, and
the team will visit every 4-5 weeks and offer general support and advice to the staff.

Date of Inspection
20 January and 7 February 2017
Domains
Safe
Effective
Caring
Responsive
Well-led
Overall CQC Rating

Advent House
Review Type
Unannounced focus
Previous CQC Rating
Requires Improvement
Requires Improvement
Good
Requires Improvement
Inadequate
Requires Improvement

Link to Report
Advent House
Current CQC Rating
Inadequate
Not inspected
Not inspected
Not inspected
Inadequate
Inadequate
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CQC History: Previously, Advent House was rated as Requires Improvement in November 2016. This
inspection was prompted by an incident whereby a person who used the service sustained a serious injury.
Type of home: Advent House is a two storey purpose built facility which is registered to provide 24 hour
accommodation and nursing care for up to 10 people who have a learning disability. The CCG funds two
residents at this service.
The CCG undertook a Perfect Ward® visit in July where issues with documentation were identified. There
were no up to date risk assessments for falls, pressure ulcer risk, infection prevention and control or for
moving and handling. The Perfect Ward® app does not investigate when fire drills have taken place but the
walkabout identified that all fire exits were clearly labelled and free from obstruction.
Audits, Reports and Walkabouts

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® provides real-time feedback and 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.
Perfect Ward® Summary

15/06/2017
21/06/2017
22/06/2017
27/06/2017
03/07/2017
05/07/2017
07/07/2017
10/07/2017
11/07/2017
24/07/2017
25/07/2017
27/07/2017
31/07/2017

76.7%
84.4%
85.9%
81.1%
82.7%
74.4%
97.7%
78.9%
57.0%
58.7%
78.9%
69.7%
79.4%

58.6%
89.7%
Not assessed

80.0%
89.2%
86.2%
98.3%
84.8%
83.9%
72.7%
87.1%
92.3%
Not inspected

56.9%
97.2%
80.0%
89.2%
91.2%
80.4%
93.8%
88.8%
17.6%
54.9%
83.3%
15.6%
18.2%

Leadership

Croft House
Attlee Court
Carlton Lodge
Queen Elizabeth House
Earls Court Care Home
Hemsworth Park
Cymar House
West Villa Residential Home
Castle Mount
The Croft Care Home
Riverside Court
Advent House
Ivy Dene

Documentation

Date of
Visit

Resident
Experience

Care Home

Environment

Modules

96.0%
88.0%
44.9%
95.2%
92.0%
80.4%
100.0%
89.1%
95.2%
72.5%
72.9%
62.5%
Not inspected
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Survey of Adult Inpatients 2016 – MYHT
Background
The National Survey of Adult Inpatients 2016 provides a comprehensive account of how patients
experience inpatient care in the NHS. CQC utilise the results of this survey in their regulation, monitoring
and inspection of NHS acute trusts in England. Nationally 77,850 people responded to the survey (44%
response rate). Each question in the survey is scored on a scale from 0 to 10. The higher the score for
each question, the better the trust is performing. Each trust is also given a rating of ‘worse’, ‘about the
same’ or ‘better’ to benchmark their performance against other trusts.

Patient Survey Section
The emergency/A&E department
Waiting lists and planned admissions
Waiting to get to a bed on a ward
The hospital and ward
Doctors
Nurses
Care and treatment
Operations and procedures
Leaving hospital
Overall views of care and services
Overall experience

Score (out of 10)
2015
2016
8.4
8.3
8.6
8.6
6.7
6.5
8.3
7.9
8.3
8.5
8.0
7.6
7.5
7.5
8.4
8.5
6.7
6.8
5.3
5.3
7.8
7.8

Trend
↓
↔
↓
↓
↑
↓
↔
↑
↑
↔
↔

Compared
with other
trusts
No. of
questions
2015
No. of
questions
2016

Worse

About
the
Same

Better

10

63

0

2

74

0

Key points








MYHT received 473 patient responses (39%).
The ‘overall’ experience remains the same as 2015 at 7.8/10.
MYHT is performing ‘about the same’ for survey sections as most other trusts that took part in the
survey with the exception of ‘Nurses’ and ‘Leaving Hospital’.
Although improvements have been made since 2015 with doctors and communication, trust and
confidence in doctor’s remains on the lower side.
The ‘Nursing’ section has decreased with perceived poor staffing, low confidence and trust, and issues
arising from personal care and attention.
Compared to 2015 some overall section scores have deteriorated, for example, the emergency/A&E
department, the amount of time patients are waiting to get a bed, the hospital and ward environment
and care and treatment.
Improvements have been made overall for operations and procedures and leaving hospital, particularly
good practice was rated for answering questions around operations, anaesthesia and pain
management.

High Scores
Q7. Was your admission date changed by the hospital?
MYHT
Highest Trust
Lowest Trust
9.4
9.7
8.2
Q48. Did a member of staff answer your questions about the operation or procedure?
MYHT
Highest Trust
Lowest Trust
9.0
9.5
8.1
Q51. Did the anaesthetist or another member of staff explain how he or she would put you to sleep
or control your pain?
MYHT
Highest Trust
Lowest Trust
9.3
9.5
8.7
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Low Scores
Q31. In your opinion, were there enough nurses on duty to care for you in hospital?
MYHT
Highest Trust
Lowest Trust
6.5 (Ranked ‘worse’)
9.0
6.4
Q65. Were you given clear written or printed information about your medicines?
MYHT
Highest Trust
Lowest Trust
7.0 (Ranked ‘worse’)
9.2
6.8

Actions
The findings from the survey were discussed at MYHT Executive Quality Board (EQB) in August 2017.

National Cancer Patient Experience Survey 2016
Background
The 6th National Cancer Patient Experience Survey was published in July 2017. The Survey is undertaken
by Quality Health on behalf of NHS England. The report shows how MYHT scored for each question in the
survey, compared with national results. It is aimed at helping individual Trusts to understand their
performance and identify areas for local improvement. The report shows how MYHT scored for each
question in the survey and also allows comparison with other Trusts nationally. For the 2016 survey, the
CQC standard for reporting comparative performance, based on calculation of "expected ranges” has been
adopted. This means that Trusts will be flagged as outliers only if there is statistical evidence that their
scores deviate (positively or negatively) from the range of scores that would be expected for Trusts of the
same size.

Key findings MYHT
MYHT received an overall rating of 8.8 out of 10 where respondents were asked to rate their care. The
national average is 8.7.
Total questions results
Higher than expected
3 questions
Expected range
45 questions
Lower than expected
3 questions
Higher than expected score:
• Possible side effects explained in an understandable way (MYHT = 77%, National Average =
72%)
• Patient given practical advice and support in dealing with side effects of treatment (MYHT = 72%,
National Average = 66%)
• Patient was able to discuss worries or fears with staff during Visit (MYHT = 76%, National
Average = 70%)
Lower than expected scores:
• Patient given the name of the CNS who would support them through their treatment (MYHT =
83%, National Average = 90%)
• Always / nearly always enough nurses on duty (MYHT = 55%, National Average = 67%)
• Given clear written information about what should / should not do post discharge (MYHT = 81%,
National Average = 86%)
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Executive Summary Questions

2015

2016

Respondents said that they were definitely involved as much as they wanted to be in decisions
about their care and treatment.

76%

78%

Respondents said that they were given the name of a Clinical Nurse Specialist who would
support them through their treatment.

85%

83%

When asked how easy or difficult it had been to contact their Clinical Nurse Specialist
respondents said that it had been ‘quite easy’ or ‘very easy’.

85%

90%

Respondents said that, overall, they were always treated with dignity and respect while they
were in hospital.

83%

86%

Respondents said that hospital staff told them who to contact if they were worried about their
condition or treatment after they left hospital.

91%

94%

Respondents said that they thought the GPs and nurses at their general practice definitely did
everything they could to support them while they were having cancer treatment.

61%

59%

Actions





To be discussed at future Executive Quality Board (EQB).
Summary shared with the relevant Commissioning Manager and GP Cancer Lead regarding support
from Primary Care.
Discuss at future Mid Yorkshire Cancer Board.
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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 Pinderfields Hospital on
18 July 2017.
Gate 12 (AAU), Pinderfields Hospital
The Ward Manager and all staff who greeted the walkabout team were friendly and welcoming. Dementia
Awareness Board information was displayed for patients and relatives. Although the Personal Protective
Equipment (PPE) and wipes were readily available throughout the ward there were some locations where
they had not been refilled. The notice board (patient safety) on the ward was out of date with incorrect
information. This included staffing levels for the day and all the harm free care information. The crash
trolley was clean and organised. Additional beds on the ward were impacting on staff and patient
experience.
Gate 21 (Haematology), Pinderfields Hospital
The walkabout team were welcomed in a professional and friendly manner by the Ward Manager. The
environment was clean, fresh and there were no unpleasant smells. The ward was peaceful and had a
calm atmosphere on arrival. The Treatment Room door was left open, despite it having a key code lock on
it. The room was cluttered and a dressing trolley was observed to have a small amount of blood on it.
Finally, caring interactions between staff and patients were observed.
Gate 41 (Elderly Care), Pinderfields Hospital
The corridors and rooms all appeared uncluttered, tidy and clean. There was a general smell of cleanliness
throughout the whole ward. Response times to buzzers appeared to take some time; however, from talking
with patients and families they said staff were prompt at responding. A DNACPR form for one individual
was not completed correctly and information was missing. Finally, drug fridge temperatures were recorded
daily and controlled drug registers were completed appropriately.
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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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.
120 items of intelligence were gathered at June’s meeting.

Theme Identified

Pressure Ulcers

Prescribing
 Access
 Errors

Actions taken
1. Share details with MYHT colleagues.
2. MYHT focus on pressure ulcers – reported to EQB through
quarterly quality and safety report.
3. CCG member of pressure ulcer improvement group.
4. Quality team support, root cause analysis (RCA) investigations of
pressure ulcers.
1. Review communication materials for paracetamol, over the
counter and gluten-free products.
2. Reinforce message with practices about criteria for not
prescribing.
3. Share details of specific medicines errors with Medicines Safety
Officer.

Access to GP/continuity of care

1. Access being reviewed as part of post-payment verification (PPV)
visits to all practices – feedback used at visits.
2. Access is part of WPPC contract.

Trinity Medical Centre
 Translator
 Sensory Impairment

1. Raise at PPV visit with practice – suggest sharing approaches
between two merged practices.

80 items of intelligence were gathered at July’s meeting.
Theme Identified
New Southgate and Stuart
Road (Compliments)
Maybush

Actions taken
1. Feedback to practices.

1. Information shared with co-commissioning team.

Neurology

1. Raise at Contract Management Group.

Eye Clinic

1. Feedback to MYHT Patient Experience Committee.

Prescribing

1. Reinforce message with practices about criteria for not prescribing.

GP appointments
(Positive and negative)

1. Access being reviewed as part of PPV visits – all practices –
feedback used at visits.
2. Extended access service being launched in Autumn.
3. Feedback to individual practices.
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Clinical and Commissioning Leads

Indicator(s)
Constitutional
Cancer Waiting
Time measures
Referral to
Treatment 18 &
52 week waits
Diagnostic 6
Week Waits
A&E 4 hour waits
Healthcare
Associated
Infections
Urgent and
Emergency Care
– YAS 111
Urgent and
Emergency Care
– YAS 999
Mental Health
Service
Transformation
Friends and
Family Test
NHS Wakefield
Complaints
Patient Advice
Liaison Service

Commissioning
Lead

Clinical Lead

CCG Assurance

Risk
Register
ID

Michelle Ashbridge

Dr Abdul Mustafa

MYHT Executive Contract Board
Planned Care Improvement Group

492

Pat Keane

Dr Patrick Wynn

MYHT Executive Contract Board
Planned Care Improvement Group

685

Pat Keane

Dr Patrick Wynn

Jason Storey

Dr Adam Sheppard

Laura Elliott

Dr Andrew Furber

MYHT Executive Quality Board

862

Jason Storey

Dr Adam Sheppard

111 West Yorkshire Quality Group

172/323

Jason Storey

Dr Adam Sheppard

YAS Contract Management Board

426/427

Michele Ezro

Dr Clive Harries

Turning Point Contract Meetings
SWYPFT Quality Board

456

Laura Elliott

Dr Patrick Wynn
Dr Debbie Hallott
Dr Clive Harries
Dr Greg Connor

Provider-specific Quality Boards
Practice Visits

N/A

Ruth Unwin

Dr Adam Sheppard

Integrated Governance Committee

N/A

Laura Elliott

tbc

Quality Intelligence Group

N/A

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

734
758

29

Title of
meeting:

Governing Body

Date of
Meeting:

19 September 2017

Paper Title:

Finance Report Month 5 2017/18

Purpose (this
paper is for):

Decision

Agenda
Item:

Discussion

14

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 seeing a high level of risk within the system. There is a large overtrade on Mid
Yorkshire Hospitals NHS Trust (MYHT) and also in acute services provided in the community.
The MYHT overtrade is being reviewed in detail via weekly data analysis meetings with
system partners. Key lines of enquiry are:
The increase in Non Elective (NEL) admissions at the same time as an increase in AEC
(Ambulatory Emergency Care) attendances.
The growth in Ophthalmology Outpatients Procedures (Age Related Macular Degeneration)
and underlying causes.
The casemix change of NEL admissions.
Ensuring systems partners have the same understanding on the underlying cause and effect.
Understanding the difference between Wakefield and North Kirklees CCG trading positions.
Gross risks are £18.6m. The CCG is currently assuming that equal mitigations, both year to
date and forecast out-turn, can be actioned and delivered hence key indicators shown are still
on plan.
A separate QIPP report has been produced for Integrated Governance Committee to track
progress.
BPPC remains within the limit of 95% of invoices paid on time.
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 5 Finance Report.

Risk Assessment:

Risks are identified on the CCG risk register

Not applicable

None identified



Risk 1015 Score 16
There is a risk that the 18/19 financial challenge remains
at a high level for the CCG, the local health system and
the Sustainability & Transformation Plan (STP) footprint.



Risk 991 Score 16
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 16
There is a risk that the CCG will not deliver its control total
for 2017/18.



Risk 990 Score 16
There is a risk that CCGs in the STP (including Wakefield
CCG) – as part of the STP system – does not deliver its
part of the wider STP financial control total for 2017/18

Finance/ resource
implications:

Not applicable

Finance Report
Month 5
2017/18
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date : 12th September 2017

Executive Summary ‐ Key Indicators
Apr‐17

May‐17

Jul‐17

Aug‐17

Variance to
Plan YTD

0

0

0

0

0

Variance to
Plan FOT

0

0

0

0

0

QIPP Delivery
FOT

20.6m

20.6m

20.6m

20.6m

20.6m

In year surplus

4.5m

4.5m

4.5m

4.5m

4.5m

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.6m

7.6m

Indicator

Jun‐17

Sept‐17

Oct‐17

Nov‐17

Dec‐17

Jan‐18

Feb‐18

Mar‐18

The CCG is seeing a high level of risk within the system. There is a large overtrade on Mid Yorkshire Hospitals NHS Trust (MYHT) and also in acute services provided in the
community. The MYHT overtrade is being reviewed in detail via weekly data analysis meetings with system partners. Key lines of enquiry are:
•
•
•
•
•

The increase in Non Elective (NEL) admissions at the same time as an increase in AEC (Ambulatory Emergency Care) attendances.
The growth in Ophthalmology Outpatients Procedures (Age Related Macular Degeneration) and underlying causes.
The casemix change of NEL admissions.
Ensuring systems partners have the same understanding on the underlying cause and effect.
Understanding the difference between Wakefield and North Kirklees CCG trading positions.

Gross risks are £18.6m which are analysed on page 5. The CCG is currently assuming that equal mitigations, both year to date and forecast out‐turn, can be actioned and
delivered hence key indicators shown are still on plan.

2

Financial Position-Narrative
The summary financial position is shown in the table on page 6.
Acute Contracts
The adverse position on Mid Yorkshire Hospitals NHS Trust has reduced at month 5, however there is still a significant amount of risk within the system. The main
overtrades are in Non Elective General Medicine and Geriatric Medicine and in Ophthalmology Outpatients. There is also an overtrade on Ward Attenders due to
high levels of activity in Ambulatory Emergency Care (AEC).
The month 4 flex data is still forecasting a large overtrade for MYHT. A number of data analysis weekly meetings with MYHT have identified important key lines of
enquiry which will enable a greater understanding of drivers for the overtrade. Conclusions will be drawn by the end of September. The next steps will be agreeing
appropriate corrective action which can be taken to reduce the overtrade.
There are also emerging risks on other NHS providers. There is an overspend on critical care and day cases at Leeds Teaching Hospitals NHS Trust (LTHT).
There is also a significant increase in activity in AQP cataract and general surgery services. Community provider waiting times tend to be lower than in Acute
settings and this in part may explain the increase.
Community
There is currently an overspend on Community Services. A newly accredited tier 2 Neuro Rehabilitation unit opened in Barnsley in 2016 which is receiving patients
from Barnsley Hospital and Leeds General Infirmary. The service ensures that patients are being treated in the appropriate care setting rather than occupying a long
term acute bed.
Continuing Health Care
At present there is a forecast underspend on CHC taking into account information contained in the CHC QA database, assumptions about new patients and local
intelligence.
Intensive resource has been invested in CHC to improve processes and identify efficiencies within the system. This is across both clinical and admin areas. The
clinical improvements should improve the flow of information throughout the assessment process. Admin improvements should see a reduction in outstanding
invoices, improve the quality of information received and also enable the CCG to engage with providers and suggest improvements to the process flow.
Prescribing
June 2017 prescribing data is available at the time of writing. The position at this date is forecasting an overspend however additional QIPP schemes have been
introduced in early August and the data will not include the forecast savings. Therefore the CCG is assuming breakeven.
The annual repricing of category M (generic) drugs usually has a net benefit or adverse position on the CCG’s financial position. For 2017/18, the repricing has
resulted in a net benefit, however, a letter has been received from NHS England outlining that CCG’s will not have planned for the windfall savings from the
Community Medicines Pharmacy Margin re‐pricing of category M drugs and therefore the savings will be centrally retained to manage national risk. CCG’s should
not include the savings in the financial position.
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Financial Position-Narrative
Other Services
There is currently a forecast underspend on Other services. This is significantly due to the inclusion of assumed mitigations which have been included in the
year to date and forecast out‐turn position which have yet to be delivered .
CQUIN retained 0.5%
At planning stage national guidance stated that 0.5% of the 2.5% CQUIN value must be held uncommitted, irrespective of whether it is held by providers or
commissioners during 17/18. Further guidance received in July now states that CCGs are required to obtain written assurance from those providers that met
their 16/17 control totals that the 0.5% CQUIN reserve will be held unutilised. Where this is not forthcoming, CCGs must retain the funding. Where providers
did not meet their 16/17 control total, CCGs must retain the funding. Ultimately, NHSE anticipate the release of the risk reserve will be to providers bottom
lines. Within the MYHT system, WCCG are retaining the 0.5% CQUIN and notifying other associate CCGs what they need to retain. A contract variation with
MYHT has been planned to retain the 0.5% within the CCG.
Capital
The West Yorkshire and Harrogate STP was not allocated wave 1 capital expenditure (nationally £325m). Only those STP’s rated good or outstanding in the
recently published STP Progress Dashboard – baseline view received allocations .Directors of Finance are actively looking at a reassessment programme in time
for a possible wave 2 in the autumn capital budget.
Vanguard
The CCG has been notified that elements of Vanguard funding in Q3 & Q4 will be redirected to the STP (based on newly issued guidance regarding the
comparative rates of change of non‐elective admissions)
The CCG is in dialogue with STP leaders regarding this risk, as well as developing contingency plans.
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Risks and Mitigations
Plan 23/3/17 Reported Pd 2
Risk

£m

MYHT Tariff Premium
Inflationary pressures (e.g. CHC, Prescribing)
CHC Restitution claims
Co‐Commissioning (inc.CQC and DDRB)
Elective and Non Elective Activity
Contingency used in YTD position to offset
MYHT
QIPP delivery ‐ additional schemes required
due to the 16/17 MYHT Arbitration outcome.
QIPP delivery ‐ RightCare
Untransacted QIPP risk
AQP activity risk
NHS Acute and AQP Activity
YAS AHR
WIC Contract
Total Risks
Mitigation
.
Remaining Contingency 0.5%
Co‐Commissioning Mitigations
Restriction of Non recurrent Investment
Schemes identified through QIPP clinics
Expedite RightCare opportunities and
identification of additional contingency
schemes
Additional measures to mitigate MYHT
position
Total Mitigations
Net Risk

1.56
0.45
0.10
1.32
2.68

£m
1.50
0.45
0.10
1.32
0.71

4.50
5.10

0.73

6.84

13.68
£m

2.76
1.32
2.76

6.84
‐0.00

5

Reported Pd 3 Reported Pd 4
£m

Reported Pd 5
£m

1.50

1.50

0.10
0.67
7.70

0.00
0.67
10.10

0.00
0.67
8.80

‐1.20

‐1.20

‐1.20

1.78
5.05
2.18
1.00
0.00
0.00

1.78
5.05
2.00

1.78
5.05
1.55

1.00
0.00

18.78

20.90

1.50
0.35
0.10
18.60

£m

£m

£m

2.80
1.32
2.70
1.80

1.60
0.67

1.58
0.67

0.67

1.80

1.78

1.78

5.06

5.06

5.05

5.05

13.68
‐0.00

9.65
18.78
‐0.00

11.82
20.90
0.00

11.10
18.60
0.00

The value of risks has reduced in month 5
mainly due to the net forecast overtrade
change on MYHT and additional QIPP in
respect of Community Pharmacists has
been transacted. In addition, the MYHT
tariff premium and offsetting contingency
have been transacted.
However the value of risks continues to
remain extremely high mainly due to the
MYHT overtrade and slippage in the
achievement of QIPP.
Additional mitigation schemes need to be
identified and QIPP must be expediated to
ensure financial balance in 2017/18. The
CCG needs to identify c£11m of additional
schemes over the current QIPP and
RightCare work streams to ensure financial
balance.

Reported Financial Position 17/18
Opening
Budget agreed
Change
by Governing
Body
£'000
£'000

Annual
Budget

Budget to
Variance
FOT
Expenditure
Date
to date Variance
to Date

£'000

£'000

£'000

£'000

£'000

3,736
80
9,842
761
2,650
1,100

291,649
48,579
50,814
35,078
61,895
55,461

121,812
20,241
21,172
14,616
25,789
23,109

128,703
20,168 ‐
21,398
13,655 ‐
25,789
23,109 ‐

6,891
13,973
73
157
226
238
960 ‐ 1,048
0
‐
0 ‐
0
3,214
‐65
‐
‐
2,804
0
0
0
0

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
Non Recurrent Investment
0.5% Uncommitted (Held)
0.5% Contingency
Contingency Held for Risks
Total Programme Services
Running Costs
Total Expenditure

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

4,844
12,148
3,876
282
‐
2,461
13,411
11
13,400

22,074
‐8,429
1,051
2,499
2,804
320
563,794
7,622
571,416

9,888
‐3,512
1,051
‐
2,804
133
237,103
3,176
240,279

6,674
‐3,577
1,051
‐
0
133
237,103
3,176
240,279

Allocation
Allocation
Historic Bfwd Surplus from 16/17
Total Allocation

562,551
13,404
5,985 ‐
4
568,536
13,400

575,955
5,981
581,936

242,171
2,492.08
244,663

240,279 ‐
‐
‐
240,279 ‐

1,891 ‐ 4,539
2,492 ‐ 5,981
4,383 ‐ 10,520

10,520

4,383

‐

4,383 ‐ 10,520

.

Surplus
Technical Surplus

4,539
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‐
‐

‐
‐

‐
‐
‐
‐

5,981

‐

‐
‐
‐
‐

‐

‐ 10,515
‐
‐
‐
‐ 2,804
‐
‐
0
0
‐
0

Total
568,540
7,556

NR
4,835
7,556

40

40

EHCH ‐ Wakefield NCm vanguard Q2 funding

101

101

MCP ‐ Wakefield NCM vanguard Q2 funding
Wakefield MCP Q1&Q2 Local Evaluation
funding
Wakefield EHCH Q1&Q2 Local Evaluation
funding
PMCF ‐ GP Access Fund and TA Improving
Access Allocations
WYAZ contribution from Central UEC
reserves ‐ Lis Nixon
Cancer Phase 1 Early diagnosis Q2
Total Pd 4
HIV IR Transfer
‐
Additional month5 IR Changes ‐ agreed by J
Stalker Booth
‐
PMCF ‐ GP Access Fund and TA Improving
Access Allocations
Total Pd 5

787

787

76

76

36

36

Opening Allocation
Received Pd 3
Acute hospital urgent and emergency liaison
mental health services

R
563,705

559
2,360
1,555
581,610
101
1,249 ‐
1,676
581,936

559
2,360
1,555
17,346
‐

564,264
101

1,249

16,097

1,676
565,839

Non recurrent expenditure
.

2017/18
£'000
Budget
Connecting Care Total
PMO teams
Mental Health
Hospices 24/7
Resilience
STP
Healthy Futures
GPFV
In year cost pressures
N/R that can be committed

7

650
300
200
200
400
2,025
75
1,095
3,043
7,988

Lead

Mel Brown
Mel Brown
Michele Ezro
Pat Keane
Pat Keane
Pat Keane
Ian Holmes
Greg Connor

2017/18 2017/18 2017/18
£'000
£'000
£'000
Staffing Committed Proposed
0
300
0
0
69
0
75
0
0
445

100
0
135
54
0
892
0
1,095
1,683
3,959

0
0
0
146
40
394
0
0
0
580

2017/18
£'000
Uncommitted
Transferred to QIPP
550
0
65
0
291
739
0
0
1,360
3,005

MYHT FOT Dashboard Month 4 Flex

Note : The £7.8m forecast overtrade is net of £0.9m CQUIN Reserve
An interactive version of the dashboard can be found on Skyline
Weekly data analysis meetings with MYHT & NK CCG are currently underway to investigate the significant overtrade
increase in Non Elective and Outpatients particularly due to the overtrade being driven by cost and not activity.
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Cash and Better Payment Practice Code
Cash

Better Payment Practice Code (BPPC)

Month 5 Cash Position
£000

P3

P4

P5

Maximum cash drawdown

569,986

569,527

569,853

Cash drawdowns from NHSE

41,000

38,000

46,000

208,000

Total drawdowns from NHSE

41,000

38,000

46,000

208,000

Payments made by NHS BSA

4,745

5,102

5,059

24,696

45,745

43,102

51,059

232,696

524,241

526,425

518,794

337,157

8.0%
8.3%

7.6%
8.3%

9.0%
8.3%

40.8%
41.7%

508

530

301

1.24%

1.39%

0.65%

Balance of MCD left
Percentage of MCD utilised
Percentage of months

Closing bank balance
Closing bank balance as
percentage of monthly cash
drawdown (target 1.25%)

Cum YTD
569,853 *

* Note MCD is calculated on Revenue Resource Limit, excluding planned surplus, 1st April
Bank balance and technical ajustments
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Jun‐17
Jul‐17
Aug‐17
Month 05 2017/18
Number £000's Number £000's Number £000's
Year To Date
Non NHS Creditors
Total bills cumulative
3,099 35,578
3,936 44,311
5,139 55,896
Total bills paid within target cumulative
3,059 35,389
3,874 44,221
5,066 55,710
Percentage of bills paid within target
99%
99%
98%
100%
99%
100%
NHS Creditors
Total bills cumulative
733 86,229
890 115,098
1,114 149,384
Total bills paid within target cumulative
723 86,151
868 114,816
1,083 148,655
Percentage of bills paid within target
99%
100%
98%
100%
97%
100%

Statement of Financial Position
Statement of Financial Position
31‐Aug‐17 31‐Mar‐17
£000
£000
Non‐current Assets
Property, Plant & Equipment
Total Non‐current Assets

Aged Debtors and Creditors
Month 5 Receiveables past their due date
Jun‐17
£000
By up to three months
16
By three to six months
224
By more than 6 months
5

121
121

91
91

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

582
2,308
301
0
3,191

582
2,030
678
0
3,290

Total Assets

3,312

3,381

Current Liabilities
Trade & Other Payables:
Provisions
Total Current Liabilities

(34,105)
(238)
(34,343)

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

Total Assets less Current Liabilities

(31,031)

(23,447)

0

0

Total Assets Employed

(31,031)

(23,447)

5,782
6,168
By three to six months
£226k relates to Wakefield Council re CHC
£195k relates to YAS A & E reconfiguration

Financed by Taxpayers’ Equity
General Fund
Total Taxpayers’ Equity

(31,031)
(31,031)

(23,447)
(23,447)

By more than 6 months
£1,272m relates to NHSPS re void spaces
£440k relates to Wakefield Council re CHC

Total Non‐current Liabilities
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Jul‐17
£000
14
238
5

Aug‐17
£000
33
235
7

257

275

245
By three to six months Aug‐17
£170k ‐ WMDC for joint funded CHC patients
£43k ‐ NHSE Development of integrated hubs

Month 5 Payables past their due date
Jun‐17
Jul‐17
£000
£000
By up to three months
3,090
2,965
By three to six months
1,108
1,184
By more than 6 months
1,584
2,019

Aug‐17
£000
1,825
1,078
2,009
4,912

Reported Financial Position WY & H STP
Period 4 Position

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

Net Risk

FOT In Year
Surplus/(Deficit) Month 4 Net Risk
Variance to Plan
£m

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

£m

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

(3.90)
0.00
0.00
0.00
0.00
0.00
0.00
(3.70)
(1.70)
(2.70)
0.00
(12.00)

QIPP

Underlying Position

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

(0.60)
0.00
0.00
0.00
2.00
0.00
0.00
(0.70)
(0.10)
(0.40)
(4.60)
(4.40)

(1.40)
0.00
0.00
0.00
0.00
0.00
0.00
(2.60)
(4.60)
0.80
0.00
(7.80)

2017/18 exit underlying
position
£m

(3.50)
4.10
4.90
1.50
4.30
2.60
3.70
(1.30)
0.60
5.30
6.30
28.50

%

(1.60)
1.80
1.00
1.00
1.50
0.60
0.90
(0.40)
0.20
2.00
1.10
0.80

Agenda item : 15a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 25 May 2017

Present:

In
Attendance:

17/61

Sandra Cheseldine
(Chair)
Dr Clive Harries
Dr Adam Sheppard
Richard Hindley

Lay Member

Katherine Bryant

Governance and Board Secretary

Dr Phil Earnshaw
Eamonn May
Elizabeth Goodson
Jonathan Hodgson
Rob Jones
Stephen Moss
Tony Rider
Karen Parkin
Angela Peatfield
Andrew Pepper
Olivia Townsend
Ruth Unwin
Jo Webster

CCG Chair and Clinical Leader
Corporate Financial Accountant
Commissioning Accountant
Audit Yorkshire
KPMG
Audit Yorkshire
Communications Lead
Associate Director Finance & Contracting
Minute Taker
Chief Finance Officer
Audit Yorkshire
Associate Director Corporate Affairs
Chief Officer

Nominated Clinical Member
Nominated Clinical Member
Lay Member

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.
Sandra read out the following statement:
“In accordance with the Companies Act 2006 Section 418 (requirement
adopted by the Government Financial reporting Manual, but paragraphs
418(5) and 418(6) are not applicable) each member stated that as far as
he/she is aware there is no relevant audit information of which the CCG’s
auditors are unaware. And in addition, that he/she has taken all the steps
that he/she ought to have taken as a member of the Governing Body in
order to make himself aware of any relevant audit information and to
establish that the clinical commissioning group’s auditors are aware of that
information”.
(Note: relevant audit information means information needed by the clinical
commissioning group’s auditor in connection with preparing their report.)
All Audit Committee members confirmed their agreement to the above
statement.
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17/62

Apologies for absence
Apologies for absence were received from Dr Deborah Hallott, Alison
Ormston and Helen Kemp-Taylor.

17/63

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.

17/64

Minutes of the meetings held on 13 April 2017 and 4 May 2017
The minutes of the meetings held on 13 April and 4 May 2017 were agreed
as a correct record.

17/65

Action sheet from the meeting held on 13 April 2017
The action sheet from the meeting held on 13 April 2017 was noted.

17/66

Final Head of Internal Audit Opinion 2016/17
Jonathan Hodgson presented the Final Head of Internal Audit Opinion for
2016/17 confirming that the CCG will receive a significant assurance
opinion for 2016/17. The report provided a summary of activity noting that
137.5 days has been utilised and remaining days will be rolled forward to
2017/18.
Sandra Cheseldine commented that she was delighted with the significant
assurance opinion as 2016/17 has been a challenging year. Sandra
thanked Internal Audit colleagues for their work and support throughout
2016/17.
It was RESOLVED that:
i)

17/67

the Audit Committee noted the Final Head of Internal Audit Opinion
2016/17

Internal Audit and Counter Fraud Progress Report
Olivia Townsend presented this report providing an update on proactive and
reactive counter fraud work conducted since the last progress report
submitted to the Audit Committee in April 2017.
Olivia advised that she will be based at White Rose House two days a
month and the relevant days will be posted on Skyline. Olivia confirmed
that she is working with HR regarding Local Counter Fraud Training for staff
and has posted a blog on Skyline which has received good feedback. The
issues have included phishing emails and the recent cyber attack.
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It was RESOLVED that:
i)

17/68

the Audit Committee noted the Internal Audit and Counter Fraud
Progress Report

Internal Audit 2017/18 Annual Plan
Jonathan Hodgson presented the Internal Audit Annual Plan for 2017/18
and confirmed that this has been aligned with other CCG strategic plans
including the Sustainability Transformation Plans. The plan can be
amended at any time to accommodate changing requirements.
Andrew Pepper referred to the work undertaken by External Audit which
has highlighted through the recent Service Auditor reports a lack of
assurance from eMBED and Capita and suggested that these issues should
be included in the Internal Audit Annual Plan. Jonathan responded to
confirm that this reflects the same intelligence received from other CCGs
and will be included in the Annual Plan.
It was RESOLVED that:
i)

17/69

the Audit Committee approved the Internal Audit 2017/18 Annual Plan

Anti-Fraud, Bribery and Corruption Annual Report 2016/17
Steve Moss presented this annual report which provides a summary of
proactive, strategic and reactive counter fraud work performed during
2016/17. The report includes the CCG’s Counter Fraud Self Review Tool
outlining the organisation’s self-assessment against NHS Protect’s Counter
Fraud Standards for Commissioners.
It was RESOLVED that:
i)

17/70

the Audit Committee noted the Anti-Fraud, Bribery and Corruption
Annual Report 2016/17

ISA 260 Report – Summary of External Audit Findings 2016/17
Rob Jones presented this report and provided a verbal update to confirm
that the report has been finalised with a clean opinion. Rob highlighted the
key findings:
 There are no unadjusted audit differences
 There are no matters to raise regarding the Annual Report and the
Annual Governance Statement
 There are no matters to raise in relation to the regularity of transactions
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Rob confirmed that the additional Audit Fee for 2017/18 will be £1,500
instead of £2,250 plus VAT.
Thanks were extended to the Finance Team for their support in providing all
the relevant information to undertake the audit.
A discussion followed regarding the Co-commissioning Benchmarking
information included in the report. The comparative results for Wakefield
largely provided reassurance that the CCG’s spend in each area fell in line
with those of other CCGs, with some slight variation across individual
practices.
Sandra Cheseldine commented that this was an excellent outcome
following a challenging year. Sandra expressed her thanks to the External
Auditors for their support throughout the year.
It was RESOLVED that:
i)
17/71

the Audit Committee noted the ISA260 Report

Annual Report and Accounts 2016/17
Andrew Pepper presented the Annual Report and Accounts for 2016/17.
(i) The Performance Report
Page 27 - It was noted that the tables were not very easy to follow and
it was suggested that an additional sentence is added before the start
of each table.
Page 29 – Consider whether the information provided regarding tender
waivers could be amended.
(ii) The Accountability Report
Page 40 – Amend list of practices so they are in numerical order,
update list so comments on right hand side line up correctly.
Page 41 – Amend to read “Governing Body Member”
Page 49 – Missing information regarding number of
federations/networks
(iii) The Financial Statements
Page 79 – Re-design the top of the page
It was RESOLVED that:
i)

the Audit Committee approved the Annual Report and Accounts
2016/17
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17/72

Amendments and queries to the Accounts and Remuneration Report
raised at Audit Committee on 4 May 2017
Eamonn May confirmed that details of the amendments and queries raised
at the Audit Committee ‘page turner’ meeting held on 4 May 2017 have
been actioned and details shared with the members of the Audit Committee.
It was RESOLVED that:
i)

17/73

the Audit Committee noted the amendments and queries to the
Accounts and Remuneration Report raised at Audit Committee on 4
May 2017

Audit Certificates and consistency statements
Eamonn May gave a verbal update to confirm that these documents have
been received and the consistency statements have been signed by the
Chief Officer and shared with KPMG, the External Auditors.
It was RESOLVED that:
i)

17/74

the Audit Committee supported the Audit Certificates and signing of
the consistency statements

Management Letter of Representation
Eamonn May confirmed that the Management Letter of Representation
has been signed by Jo Webster, Chief Officer.
Eamonn confirmed that the deadline for submission of the Final Accounts to
NHS England is Tuesday, 30 May 2017. The documents will be published
on the CCG’s website two days after the election which is being held on
Thursday, 8 June 2017.
It was RESOLVED that:
i)

17/75

the Audit Committee supported the signing of the letter of
representation

Service Auditor Reports
Eamonn May presented this paper explaining that as it is not practical for all
NHS bodies to send their External Auditors to these bodies, the CCG relies
on the Service Auditor Reports (SAR) produced by these bodies own
independent auditors.
It was noted that following the adverse SAR opinions on the control
environments for both NHS Digital and Capita this has led to the CCG
having to put further internal controls in place to mitigate the possible
consequences. The CCG will work with both Capita and NHS England as
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well as its external and internal auditors to ensure it has sufficient internal
controls in place, whilst Capita improve their own system. Capita have
acknowledged the findings in their unqualified audit report and have a
defined programme of improvement in place.
Full reports are available on request to Eamonn May.
It was RESOLVED that:
i)
17/76

the Audit Committee noted the Service Auditor Reports

Any other business
Sandra Cheseldine advised that this was the last meeting Katherine Bryant
would be attending as she was leaving the CCG to take up a post as
Company Secretary at Harrogate Foundation Trust Hospital. Sandra
commented that it has been a pleasure working with Katherine and wished
her all the best in her new role.

17/77

Date and time of next meeting
Thursday, 27 July 2017, 1.00 to 3.00 pm, Seminar Room, White Rose
House.
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Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 15 June 2017
Present:

Richard Hindley(Chair)
Dr Pravin Jayakumar
Stephen Hardy
Jo Pollard

Lay Member
Nominated Clinical Member
Lay Member
Chief of Service Delivery & Quality

In Attendance:

Lorraine Chapman

Head of Contracting & Performance
(item 17/119)

Sandra Cheseldine
Laura Elliott

Lay Member
Head of Quality & Engagement (items
17/120, 17/121, 17/122)
eMBED Health Consortium (item
17/119)
eMBED Health Consortium (item
17/119)
Commissioning Accountant
Research Manager WY R&D (item
17/130)
Headquarters Services Manager (item
17/127)
Head of Infection Prevention and
Control (item 17/120)
Quality Co-ordinator (item 17/121,
17/122)
Associate Director Finance,
Contracting & Performance
Minute taker
Senior Information Governance
Officer (item 17/126)
Performance and Intelligence
Manager (item 17/121, 17/122)
Associate Director Corporate Affairs
Governance Officer (item 17/128)
eMBED Health Consortium (item
17/119)
Interim Governance and Board
Secretary
Assistant Manager, IFR Team
(item17/123)

John Fitzsimmons
Mark Garvey
Elizabeth Goodson
Stella Johnson
Sue Allan-Kirk
Jane O’Donnell
Lucy Dyson
Karen Parkin
Angela Peatfield
James Siddall
Natalie Tolson
Ruth Unwin
Pam Vaines
Gary Wilson
Gareth Webb
Claire Wood

17/114

Apologies for Absence
Apologies were received from Dr Phil Earnshaw, Jo Webster, Pat Keane
and Andrew Pepper.
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17/115

Declarations of Interest
Ruth Unwin declared an interest in any agenda items relating to Mid
Yorkshire Hospitals NHS Trust (MYHT) explaining that she is currently
seconded from MYHT. The Chair noted the declaration and as Ruth was
not a member of the Integrated Governance Committee it was
determined that Ruth could provide input into the debate.

17/116

Minutes of the Meeting held on 18 May 2017
The minutes of the meeting held on 18 May 2017 were approved.

17/117

Action Sheet from the Meeting held on 18 May 2017
All actions were noted.

17/118

Matters Arising
There were no matters arising.

17/119

Business Intelligence - Presentation
Lorraine Chapman introduced this item explaining that Mark Garvey,
John Fitzsimmons and Gary Wilson from eMBED Consortium have
attended to give a presentation on the Business Intelligence (BI) service
specification.
eMBED workstreams include performance monitoring, contract
monitoring, transformation support and medicines management
monitoring noting that eMBED are currently rolling out the Risk
Stratification Tool and the Health Intelligence Portal and have been
involved in the Dr Foster tool.
eMBED are also involved in weekly service reviews and attend the Right
Care Group. Mark Garvey commented that eMBED are currently
working with NHS England to be accredited to access Right Care
information.
A discussion followed and it was acknowledged that access to the most
up to date data is the key to ensure the correct commissioning decisions
are made. Currently the data is quite high level and more ‘drilled down’
meaningful information is what is required. Lorraine Chapman
commented that this issue is also being discussed by the Planning
Improvement Group. Ongoing engagement between eMBED and the
Contracting Team is the key to making the necessary improvements to
ensure the correct data is made available.
It was RESOLVED that:
i)

the Committee noted the Business Intelligence presentation
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17/120

Infection, Prevention and Control Report
Laura Elliott and Jane O’Donnell attended to present this report providing
details of how risks related to healthcare associated infection (HCAI) are
being addressed and details of actions from Post Infection Reviews
(PIRS).
Highlights from the report include:







Mid Yorkshire Hospitals NHS Trust (MYHT) reported two post 48
hour MRSA bacteraemia cases from 1 October 2016 to 31 March
2017. There was one pre 48 hour MRSA bacteraemia case and one
post 48 hour MRSA bacteraemia case reported in Wakefield District
residents
MYHT reported 44 cases of post 72 hour cases of Clostridium difficile
(C.diff) against a year-end trajectory of no more than 27 cases.
Within CCG residents there have been 107 cases of C.diff against a
year-end target of no more than 72 cases.
As at 30 April 2017 MYHT had reported 1 post 72 C.diff case against
a target of 27 and there have been 7 cases of C.diff for the CCG
against a target of 72.
New quality premium measure for 2017/18 to reduce E.coli blood
stream infections (BSI). Public Health has set a national target for
reduction of 50% by 2021 with a 10% reduction needed in 2017/18.

Jane O’Donnell confirmed that a whole health and social care approach
is required to achieve the reduction in E.coli BSI. The Infection
Prevention and Control team are working closely with the CCG as the
quality premium requires the collection of a primary care data set for
every E.coli BSI case from 1 July 2017. Laura Elliott advised that actions
have been agreed as to how the E.coli data will be collected from GP
practices.
As part of the CCG Prescribing leads workshop being held in September
2017 there will be a focus on learning from reviews of C.diff and E.coli
and these discussions will be supported by a Consultant Microbiologist
and Consultant Pharmacist from MYHT.
Jane referred to the timeliness of pre-72 hour samples for Clostridium
Difficile Infections taken in general practice. It was noted that some GPs
were not sampling until after seven days and the advice from the
Infection Prevention and Control Team is that samples should be taken
as soon as possible. A discussion took place and it was agreed that Jo
Pollard would discuss the issue with Dr Phil Earnshaw to consider how
this could be included as part of the discussions at the workshop being
held in September 2017.
It was RESOLVED that:
i)

the Committee noted the Infection, Prevention and Control Report
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ii)

for Quarters 3 and 4 2016/17; and
agreed the information provided assurance that the risks identified
are being mitigated against.

Action: Jo Pollard to discuss with Dr Phil Earnshaw samples for C.Diff
and timescales.
17/121

Integrated Quality and Performance End of Year Summary
Laura Elliott and Natalie Tolson presented the Integrated Quality and
Performance End of Year Summary for information. It was
acknowledged that the local health economy has faced a challenging
year and this is reflected in some areas of performance.
It was RESOLVED that:
i)

17/122

the Committee noted the 2016/17 year end performance position
against the CCG strategic objectives

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson presented the monthly Integrated Quality
and Performance Report in the new format providing detailed analysis
against the constitutional measures, together with a number of new
measures that will be monitored throughout the year.
The new report has been divided into two sections:



A detailed summary report including narrative executive summary,
the strategic balanced scorecard and exception reporting
An Integrated Quality and Performance Dashboard showing monthly
performance for NHS Wakefield CCG, Mid Yorkshire Hospitals NHS
Trust, Yorkshire Ambulance Service and South West Yorkshire
Partnership NHS Foundation Trust.

Alongside the new format of the report the intention is for the Dashboard
to be electronically presented at each meeting to enable detailed
exploration of the performance standards.
A detailed discussion took place including the following key issues:




Staffing at MYHT – it was noted that MYHT have partnered with
Bradford Hospital Trust to consider how to attract more nurses back
into the profession. Supporting staff through the re-configuration of
hospital services will be discussed at the MYHT Executive Quality
Board, acknowledging that nurse staffing is a national issue. A deep
dive into MYHT staffing is being presented at the August Integrated
Governance Committee.
Referral to treatment 18 weeks target – a concern was raised
regarding this target noting that the number of patients waiting for
treatment reduced in the month by 511 patients, however the over 18
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week backlog increased by 272 patients. Natalie commented that the
recent bank holidays caused a drop in activity however it was
expected that an improvement will be seen in May but as yet this data
has not been validated.
The new format of the report was discussed noting that the aim of the
report is to ensure that the content reflects the appropriate level of detail
and highlights the relevant key areas. Members were asked to forward
their
feedback
and
comments
to
Natalie
Tolson
(Natalie.tolson@wakefieldccg.nhs.uk)
It was RESOLVED that:
i)
ii)
17/123

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium; and
approved the actions being taken to address areas of performance.

Individual Funding Requests Update and Terms of Reference
Claire Wood attended the meeting to present this report providing details
of the IFR activity during Quarters 3 and 4 2016/17 together with the
revised Terms of Reference. The highest number of IFRs received was
for Autism/ADHD services. A new local Autism pathway commenced on
1 May 2017 and it is anticipated that this will considerably reduce the
number of Autism/ADHD requests being administered via the IFR
process.
Claire referred to analysis of cosmetic referrals and the number that were
declined. This raised a question whether GPs were aware of the latest
guidance in respect of referrals for cosmetic procedures. Claire advised
that a review of the referral form is to be undertaken and consider how to
ensure GPs are aware of the latest guidance to avoid inappropriate
referrals being made.
It was noted that further members have now received training to sit on
the IFR panel but it was felt that additional clinical members would be
helpful. It was agreed that Dr Greg Connor, Executive Clinical Advisor
will be made aware of this request.
It was noted that the IFR Terms of Reference have been updated to
better reflect the IFR screening process, Panel Membership and
clarification on the communications with the referring clinician once a
case is considered by Panel.
It was RESOLVED that:
i)
ii)

the Committee noted the Individual Funding Requests Update; and
approved the revised Terms of Reference.

Action : Jo Pollard/Laura Elliott to highlight to Dr Greg Connor the need
for additional clinical members t be training to sit on the IFR panel.
Page 5 of 10

17/124

Finance Report Month 2 – 2017/18
Liz Goodson presented the month 2 Finance Report. Although in month
2 there is limited information available, the financial plans for 2017/18
and 2018/19 show that this year will be a very challenging year.
The key financial focus for the organisation will be retaining costs within
the expenditure envelope and to deliver QIPP to the required value, both
to deliver in year positions and place the CCG on a proper footing for
future years.
There is currently no hard data intelligence to confirm the effectiveness
of any agreed QIPP schemes. However, soft intelligence is being
gathered through QIPP clinics.
It was noted that Risks and Mitigations are discussed by the Executive
Team on a regular basis.
Richard Hindley referred to cost pressure relating to inflation and Karen
Parkin responded to confirm that inflation is considered as part of the
contracts process. It was noted that any inflationary uplifts regarding
medication will be monitored.
It was RESOLVED that:
i)

17/125

the Committee noted the content of the report

QIPP Report Month 2 – 2017/18
Karen Parkin presented this report providing details of the QIPP Targets,
projects and work ongoing to deliver and monitor the CCGs QIPP for
2017/18.
QIPP can be defined by 4 key areas:





£5.2m – MYHT projects as agreed in the Memorandum of
Understanding during contract negotiations
£5.05m – Right Care opportunities
£5.83m – Prescribing and other schemes
£4.50m – Additional schemes required to meet the additional QIPP
Target following the MYHT arbitration decision in 2016/17

A discussion took place where it was noted that Right Care will be a
critical area of delivery.
There is currently £4.2m of QIPP yet to be identified and an awareness
that some of the schemes may not be achieved. Karen advised that
there are lots of ideas being discussed at the QIPP clinics and these will
also be discussed by the Better Value Group.
Karen also advised that the Executive Team will be reviewing nonPage 6 of 10

recurrent spend. Sandra Cheseldine commented that she has
reservations about the use of non-recurrent spend in relation to QIPP as
this can only be a temporary measure.
Karen commented that there will be a need for firmer contract
management and consideration of whether any services should be decommissioned. Richard Hindley commented that the question of what
services might be de-commissioned needed to be addressed as a
priority. It was noted that the Better Value Group would be the most
appropriate place to have these discussions. Jo Pollard commented that
staff would require support through this type of negotiation.
It was RESOLVED that:
i)
17/126

the Committee noted the content of the report

General Data Protection Regulation (GDPR) Update
James Siddall attended the meeting to present this paper reporting key
changes in data protection legislation and sets out a proposed action
plan to implement the required changes.
It was noted that the GDPR will come into force in 2018 and will replace
the current Data Protection Act 1998. A GDPR Working Group has been
established with the aim of providing national level, sector specific policy
and guidance. A key objective of the group is to develop policy and
guidance which is approved by the Department of Health and endorsed
and published by the Information Governance Alliance.
James highlighted that as part of the GDPR compliance regime,
organisations must appoint a Data Protection Officer (DPO). NHS
guidance on the role is expected to be delivered by the Information
Governance Alliance. It was noted that many organisations have not yet
decided how they intend to resource the role and whether this will be via
additional in-house resource or ‘bought in’ expertise.
Following discussion it was agreed that an update on progress of the
GDPR will be provided as part of the regular Information Governance
Update on a bi-monthly basis to the Integrated Governance Committee.
It was RESOLVED that:
i)
ii)
iii)

17/127

the Committee noted the contents of the report;
agreed to support the GDPR implementation plan; and
agreed to receive bi-monthly updates on progress.

Lone Worker Policy
Sue Allan-Kirk attended the meeting to present this updated policy which
now includes a link to the new Datix reporting system and the contact
details of the CCG’s Health and Safety Adviser at South West Yorkshire
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Partnership Foundation Trust.
A discussion took place regarding staff access to calendars and
reference was made in particular to the Continuing Health Care Staff. It
was agreed that Sue Allan-Kirk and Gareth Webb would discuss this
issue further outside of the meeting to identify a proposed way forward.
It was RESOLVED that:
i)
17/128

the Committee approved the Lone Worker Policy

Risk Register Update
Pam Vaines attended the meeting to present this update advising that as
at 7 June 2017 there were 76 risks on the register. Following a review by
the Executive Team 55 open risks will remain at the end of the current
cycle. Pam advised that a new element will be added to the register in
cycle two to allow a risk to reflect any linked entries on the Governing
Body Assurance Framework (GBAF) advising that a review of the GBAF
will start in July 2017.
A discussion took place regarding the following risks:
Risk Numbers 1003 and 685
It was highlighted that these appear to be the same risk. It was agreed
that Natalie Tolson, Performance and Intelligence Manager, would
review incident number 1003 before recommending to Pat Keane the
Director lead for this risk that this should be closed.
Risk Numbers 990 and 1002
It was noted that these risks have now merged, however it was
considered the risk should be increased to 16 and a discussion will take
place outside of the meeting to agree this score.
Risk Number 730
This risk has now been closed, however as it relates to the recent cyber
incident it was believed that it should not be closed at this time, unless
there is another incident on the register regarding this issue.
It was agreed that the full Risk Register was presented on an annual
basis to the Integrated Governance Committee and a date for this will be
agreed outside of the meeting.
It was RESOLVED that:
i)

ii)

the Committee approved the Risk Register as a correct reflection of
the current position subject to the agreement of the suggested
amendments; and
noted the addition of the link to the Governing Body Assurance
Framework which will be incorporated during cycle 2 2017/18.
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17/129

Cyber Incident Review
Ruth Unwin presented this paper advising that a number of learning
points were identified in relation to on call arrangements,
communications, incident management and cyber security following the
recent ransomware attack which affected 47 NHS organisations.
No NHS organisations in Wakefield or North Kirklees were directly
affected. This is likely to be due to the fact that The Health Informatics
Service (THIS) had recently undertaken an exercise to increase
protection on all computers within the network.
It was noted that an action plan has been developed and the outstanding
actions from the recent Business Continuity Plan exercise are also
included.
Currently 16 practices in the district are not on the THIS network and
work will be undertaken with those practices to encourage them to join
the network and advise of the benefits of being on this system. In the
meantime, a temporary fix for those practices is being offered.
It was RESOLVED that:
i)

17/130

the Committee noted the actions taken and the learning from the
recent Cyber incident

Intellectual Property Policy
Stella Johnson attended the meeting to present the updated Intellectual
Property Policy for approval. Stella advised that only minor changes had
been made including an amendment to Section 8 regarding the
ownership of Intellectual Property.
It was RESOLVED that:
i)

17/131

the Committee approved the Intellectual Property Policy

Minutes of meetings
The minutes of the following meetings were shared and noted for
information.
i)
ii)
iii)
iv)
v)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 20 April 2017
Yorkshire and Humber Joint Strategic Commissioning Board minutes of meeting held on 20 April 2017
Joint Committee of Clinical Commissioning Groups – minutes of
meeting held on 18 April 2017
South West Yorkshire Partnership Foundation Trust – minutes of
meeting held on 12 May 2017
Mid Yorkshire A&E Improvement Group – minutes of meetings held
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on 2 May and 17 May 2017
It was RESOLVED that:
i)
17/132

the Committee noted the minutes of meetings

Consider future topics for Deep Dive
The list of suggested deep dive topics was discussed and the proposed
dates considered. It was noted that there is a Deep Dive scheduled for
August regarding MYHT Staffing with a request that there is sufficient
time on the agenda for this to be fully discussed.

17/133

Any other business
None

17/134

Date and time of next meeting:
Thursday, 20 July 2017, 9.00 am to 12 noon in the Seminar Room, White
Rose House.
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Agenda item: 15b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 20 July 2017
Present:

Richard Hindley(Chair)
Dr Pravin Jayakumar
Stephen Hardy
Jo Pollard
Jo Webster

Lay Member
Nominated Clinical Member
Lay Member
Chief of Service Delivery & Quality
Chief Officer

In Attendance:

Marie Bedford
Gary Carver

Head of Finance (item 17/156)
Head of Service, WY Research
&Development (item 17/160)
Head of Quality & Engagement (items
17/148, 17/149, 17/150)
Contract Manager (17/158)
Commissioning Accountant
Maternity Public Health Matron MYHT
(item 17/147)
Research Manager WY Research &
Development (item 17/160)
Maternity Community and Outpatients
Matron MYHT (item 17/147)
Equality Manager (item 17/149)
Director of Nursing and
Quality/Deputy Chief Executive MYHT
(item 17/147)
Associate Director Finance,
Contracting & Performance
Minute taker
Head of Service for Obstetrics MYHT
(item 17/147)
Senior Information Governance
Officer (item 17/152)
Urgent Care Lead (item 17/159)
Performance and Intelligence
Manager (item 17/148)
Local Counter Fraud Specialist (item
17/157)
Associate Director Corporate Affairs
Governance Officer (item 17/151)
Interim Governance and Board
Secretary

Laura Elliott
Phillip Godfrey
Elizabeth Goodson
Janine Grayson
Stella Johnson
June Lee
Sarah Mackenzie-Cooper
David Melia

Karen Parkin
Angela Peatfield
Chitra Rajagopalan
James Siddall
Jason Storey
Natalie Tolson
Olivia Townsend
Ruth Unwin
Pam Vaines
Gareth Webb

17/142

Apologies for Absence
Apologies were received from Dr Phil Earnshaw, Pat Keane and Andrew
Pepper.
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17/143

Declarations of Interest
Ruth Unwin declared an interest in any agenda items relating to Mid
Yorkshire Hospitals NHS Trust (MYHT) explaining that she is currently
seconded from MYHT. The Chair noted the declaration and as Ruth was
not a member of the Integrated Governance Committee it was
determined that Ruth could provide input into the debate.

17/144

Minutes of the Meeting held on 15 June 2017
The minutes of the meeting held on 15 June 2017 were approved.

17/145

Action Sheet from the Meeting held on 15 June 2017
All actions were noted.
Ruth Unwin advised that the membership of the Integrated Governance
Committee is currently being reviewed as part of the review of the Terms
of Reference.

17/146

Matters Arising
There were no matters arising.

17/147

Maternity Services - Presentation
David Melia, Janine Grayson, June Lee and Chitra Rajagopalan attended
the meeting to give a presentation on the Maternity Services at Mid
Yorkshire Hospitals NHS Trust (MYHT). Following the reconfiguration of
the service in September 2016 there is now one obstetric unit with a
midwifery led unit alongside and two standalone midwifery led units.
Detail of the current staffing levels in Maternity Services was discussed
and whether following the centralisation of services the Consultant model
at MYHT is robust. It was noted that the vacancy rate in June 2017 was
3.82%, however all posts are part of the rolling recruitment programme at
MYHT. Additional Health Care Assistants will be recruited to increase
Maternity Support Workers over the next three years to achieve the
recommended Birthdate Plus Midwifery ratio by 2020.
It was acknowledged that staffing is a national issue across the NHS and
it was noted that all Maternity Service consultant vacancies are covered
by long term locums appointed through NHS Jobs and not agency staff.
Details of the incidents reported within the service were included in the
presentation and it was noted that monthly review meetings are held to
discuss and identify any learning and develop actions plans as
appropriate. A monthly governance newsletter is also produced to share
the learning.
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Jo Webster commented that the presentation had been very helpful and
acknowledged that MYHT are making every effort to provide safe secure
services despite the national challenges. The discussion helped to
clarify the progress and demonstrated the areas that require further
development.
As part of the CCG’s involvement to support the sustainability of
services, Jo Webster asked what the CCG could do to help. David Melia
responded advising that raising awareness of the mid wife led units is
key to the success of the whole service including using social media,
websites etc. to get the message across to the public.
It was RESOLVED that:
i)
17/148

the Committee noted the Maternity Services presentation

Integrated Quality and Performance Report
Laura Elliott and Natalie Tolson attended the meeting to present this
report advising that the new 2017/18 report format provides more
detailed analysis against the constitutional measures and includes a
number of new measures that will be monitored throughout the year.
Performance in all six performance domains remains off target. A full
discussion followed noting that a radical and robust action plan is in the
process of being developed and discussions are being held with local
Trusts to ensure a whole system recovery is achieved. A copy of the
plan will be presented at a future meeting of the Integrated Governance
Committee.
The Care Quality Commission report on Eastmoor Health Centre has
now been published and a link to the report will be emailed to all
members of the Governing Body for information.
It was noted that the Care Quality Commission report in respect of Mid
Yorkshire Hospitals NHS Trust is expected within the next couple of
weeks and the Integrated Assurance Framework is expected to be
published shortly which will show a “requires improvement” received by
the CCG.
It was RESOLVED that:
i)

the Committee noted the current performance against the CCG
strategic objectives and Quality Premium;
ii) approved the actions being taken to address areas of performance;
and
iii) approved the new format of the Integrated Quality and Performance
Report
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17/149

Equality and Diversity Update
Sarah Mackenzie-Cooper and Laura Elliott presented this report
providing an update on the progress made on equality within the CCG
and the Equality Delivery System (EDS2) report.
The EDS2 is a tool designed to help NHS organisations in partnership
with local stakeholders review and improve their performance for
individuals and groups in meeting the Public Sector Equality Duty.
With regard to the EDS outcome grading regarding harassment, bullying
and violence, Jo Pollard, Sandra Cheseldine and the author of the report
are due to meet to review and understand the evidence for this grading
and it was agreed that the EDS report would be brought back to the next
meeting following this review. Ruth Unwin commented that the results
which were obtained from the Staff Survey were also discussed at the
Staff Forum. Other ways of reporting incidents of bullying and
harassment are being considered and a review of what reporting
methods partner organisations offer will take place.
It was RESOLVED that:
i)
ii)

the Committee noted the contents of the report; and
agreed the EDS2 report would be re-presented to the Committee
prior to publication.

Action : Laura Elliott to re-present the Equality Delivery System report to
August Integrated Governance Committee following the review of the
grading in respect of Bullying and Harassment.
17/150

Learning Disabilities Mortality Review (LeDeR) Update
Laura Elliott presented this paper providing an update on the transfer and
arrangements established to manage the Learning Disability Mortality
Reviews. It was noted that the formal handover from NHS England was
completed on 8 June 2017.
The paper details the themes from the Yorkshire and Humber reviews
and it was noted that this information will be fed into the Learning
Disability Strategy.
Discussions are taking place with primary care colleagues regarding the
completion of annual health checks.
An update on the Learning Disability Mortality Reviews will be reported
through the regular Integrated Quality and Performance Report.
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It was RESOLVED that:
i)
ii)

the Committee noted the content of the paper; and
receive regular updates as described through the Integrated and
Quality and Performance Report

Jo Webster left the meeting.
17/151

Incident Report Quarter 1 2017/18
Pam Vaines attended the meeting to present this report advising that
there were 28 reported incidents during quarter one of 2017/18. The key
area of incident reporting continues to relate to information governance
issues.
It was RESOLVED that:
i)

17/152

the Committee noted the incidents reported during Quarter 1
2017/18

Information Governance Update
James Siddall attended the meeting to present this paper providing an
update on the current Information Governance work.
James advised that the Information Governance Team are currently
producing training materials in respect of the forthcoming General Data
Protection Regulation to advise staff what this entails and how it will
impact on day to day functions.
It was noted that the Information Governance Team has been supporting
the Vanguard schemes and have facilitated the process of ensuring a
Privacy Impact Assessment has been started for one of the schemes
within the Multi-Speciality Community Provider Vanguard. NHS England
has been providing support to expedite this matter as it is causing
problems sharing data with the Local Authority.
Work is continuing to enable the provision of data for evaluation
purposes to be completed by the CCG’s data processor. The team has
been drafting applications with the help of CCG colleagues and partners
to enable data sharing to occur. It was noted that the applications have
been sent to NHS Digital but currently NHS Digital are experiencing a
backlog so these are awaiting review.
Richard Hindley commented on the forthcoming General Data Protection
Regulation acknowledging that a lot of work has already been completed.
Ruth Unwin commented that Andrew Pepper and she have been
discussing this issue with the Information Governance Team and
reviewing the options for the additional resource that is required.
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It was RESOLVED that:
i)

17/153

the Committee noted the contents of the report and are assured of
the progress being made by the Information Governance Team

Review of the Guidance for Conflicts of Interest and recommended
actions
Gareth Webb presented this paper advising that NHS England has
provided further statutory guidance on managing conflicts of interest and
the key changes were highlighted, noting that in some areas the new
guidance ‘relaxes’ the requirements and some financial limits are
increased.
Discussions will be held with Directors and GP partners to consider the
recommendations. It is intended the Conflicts of Interest policy and
associated policies will then be presented for approval at the Integrated
Governance Committee meeting to be held in September subject to
agreement of the recommendations.
It was noted that following agreement within the CCG, primary care will
be advised of the CCG’s recommendations acknowledging that
previously GP practices have followed the recommendations of the CCG.
It was RESOLVED that:
i)
ii)

17/154

the Committee noted the NHS England Letter and new Conflicts of
Interest statutory guidance; and
Consider the recommendations ahead of a wider consultation
before the Conflict of Interest policy and associated policies are
brought back to the Integrated Governance Committee in
September 2017 for approval.

Business Continuity Plan Update following Cyber Attack review
Gareth Webb presented this paper and revised Business Continuity Plan.
Following the cyber incident which affected a number of NHS
organisations the CCG undertook a review to identify learning points.
A number of learning points were identified in relation to on call
arrangements, communications, incident management and cyber
security and an action plan has been developed which includes an
amendment to the Business Continuity Plan.
It was RESOLVED that:
i)
ii)

the Committee approved the revised Business Continuity Plan; and
Noted the updates on implementation of Business Continuity
arrangements.
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17/155

Finance Report Month 3 2017/18
Liz Goodson presented this report advising that during the first quarter of
2017/18 the risk profile of the CCG has grown from c£7m at planning
stage to £19m. The CCG is reporting a year to date balanced position
and is forecasting to meet its financial plan at year end albeit reporting a
higher level of risk.
The first quarter of the year has identified a number of key challenges,
including:





an overtrade against the contract at Mid Yorkshire Hospitals NHS
Trust and other local acute hospitals;
the difficulty in delivering cash releasing aspects of RightCare;
the need to finalise QIPP; and
The emerging pressures from other providers including Any Qualified
Providers.

Karen Parkin advised that NHS England along with NHS Improvement
are currently developing a reporting mechanism for the Sustainable
Transformation Plan following which formal reports will be available to
enable progress to be monitored.
Stephen Hardy referred to RightCare and the potential for savings. It
was noted that this is a high risk area and savings may not be available
during 2017/18.
Risks and Mitigations were discussed and it was noted that Andrew
Pepper is developing a list of mitigations for the Executive Team to
review as part of the ongoing financial recovery plan.
It was RESOLVED that:
i)
17/156

the Committee noted the contents of the report

QIPP Report Month 3 2017/18
Marie Bedford attended the meeting to present this report providing
details of the projects and work ongoing to deliver and monitor the CCGs
QIPP for 2017/18.
Monthly monitoring returns which self-populate from the QIPP
Dashboard have been developed and have been sent out for completion
to the lead for each scheme to aid the review of delivery and identify any
barriers to the achievement of the scheme.
It was noted that some schemes affect more than one line of activity, this
will be reviewed and details included in the report next month.

Marie advised that there were two more QIPP clinics scheduled and the
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second round of clinics will be held in September/October.
Following discussion it was noted that some QIPP schemes will generate
savings in future years as part of a rolling programme.
It was RESOLVED that:
i)
17/157

the Committee noted the contents of the report

Anti-Fraud Bribery and Corruption Policy
Olivia Townsend attended the meeting to present this revised Anti-Fraud
Bribery and Corruption Policy advising that the policy has been updated
in line with guidance from NHS Protect. Amendments have been made
in the sections relating to; NHS Counter Fraud Authority; Freedom to
Speak Up Guardian and Recovery of losses sections.
It was RESOLVED that:
i)

17/158

the Committee approved the Anti-Fraud Bribery and Corruption
Policy

Contract Governance and Assurance
Phillip Godfrey attended the meeting to present this paper providing an
update on 2017/18 contract progression, new awards, variations and
notices served in relation to the contracting round.
Stephen Hardy queried the request for external support to develop the
West Yorkshire and Harrogate STP Finance Strategy. Karen Parkin
agreed to speak to Stephen following the meeting to provide further
detail on the service specification and how this support is to be funded.
Richard Hindley queried that the 2016/17 Wakefield Practice Premium
Contract for Maybush Surgery has not yet been signed and if there was
a timescale for this to be completed? It was noted this will be discussed
at the Probity Committee meeting to be held on 25 July 2017.
It was RESOLVED that:
i)

17/159

the Committee noted the content of the report

Mid Yorkshire A&E Improvement Group Update
Jo Pollard presented this paper which included the A&E Improvement
Group Work Plan for 2017/18 noting that the key work streams within the
plan have been divided into two sections; core work streams the group is
responsible for delivering and secondary work streams that the group
has no direct responsibility for delivering but requires assurance on.
The A&E Improvement Group is also responsible for delivering the High
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Impact Change Model across the system and as part of this work the
Executive Discharge Group will be carrying out a self-assessment
against the High Impact Change Model to develop a robust discharge
plan and identify executive leads for each of the 8 high impact changes.
It was RESOLVED that:
i)
17/160

the Committee noted the contents of the report

Research and Development Annual Report 2016/17
Paul Carder and Stella Johnson attended the meeting to present this
report which provides a summary of the research activities for 2016/17.
During 2016/17 member practices of the CCG have recruited 60
participants into research studies.
The report provides a description of the work that has been undertaken
noting that the Research and Development team have been involved as
advisors, collaborators or co-applicants with the development of over 35
research studies.
It was noted that there is to be an event in October to consider service
improvement and stimulate research with regard to Elderly Care
services.
Following the success of the Campaign for Reducing Opioid Prescribing
it is intended that a campaign with regard to Progabalin Prescribing is to
be considered.
Dr Pravin Jayakumar queried the chart in the report that details member
practice recruitment with regard to research. Stella Johnson explained
that when the chart is produced nationally the recruitment result is
tagged to one practice in an area, rather than showing a breakdown to
each individual practice, although each practice is invoiced separately.
It was RESOLVED that:
ii)

17/161

the Committee accepted that this annual report as a summary of
research activities for the year 2016/17

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 25 May 2017
Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 25 May 2017
Quality Intelligence Group – minutes of meeting held on 13 June
2017
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iv)

Mid Yorkshire A&E Improvement Group – minutes of meetings held
on 30 May and 14 June 2017
YAS 999 Contract Management Board – minutes of
meeting held on 27 April 2017

v)

It was RESOLVED that:
i)
17/162

the Committee noted the minutes of meetings

Consider future topics for Deep Dive


17/163

Maternity Led Unit

Any other business
None

17/164

Date and time of next meeting:
Thursday, 17 August 2017, 9.00 am to 12 noon in the Seminar Room,
White Rose House.

Page 10 of 10

Agenda item : 15c(i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Thursday 22 June 2017, 9.00 am – 11.30 pm
Seminar Room, White Rose House
APPROVED MINUTES
PRESENT
Members:
Dr Phillip Earnshaw (Chair)
Dr David Brown
Dr Ali Damji
Dr Tim Dean
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Colin Speers
Andrew Pepper
Jo Pollard
Michele Ezro
Pat Keane
Non-Members:
Simon Dale
Tracy Morton
Pam Sheppard
Joanne Smith
Ranjit Soor
Ruth Unwin
Dena Coe (Minutes)

GP, WCCG
GP, WCCG
GP, WCCG, Network Chair
GP, WCCG, Network Chair
GP, WCCG
GP, WCCG
GP, WCCG, Network Chair
GP, WCCG, Network Chair
GP, WCCG, Network Chair
WCCG, Chief Finance Officer (part attendance)
WCCG, Associate Director, Commissioning & Integration
WCCG, Interim Chief Operating Officer

WCCG, Associate Director, RightCare Operational Lead
WCCG, Senior Commissioning Manager, Service
Development and Transformation
WCCG, Project Manager, Connecting Care
NHSE, Business Manager
NHSE, Head of Workforce and Redesign
WCCG, Communications advisor, Communications and
Engagement
WCCG, Admin Support

27 Apologies for Absence:
Dr Adam Sheppard, Stephen Hardy, Dr Nadim Nayyar, Dr Chris Barraclough, Dr Patrick
Wynn
28 Declarations of Interest
There were no declarations of interest.
29 Minutes of Meeting held on 25 May 2017 and Matters Arising
The minutes of the meeting were agreed to be a true record. There were no matters
arising.
30 Action Log
Michele Ezro briefly updated on the Action Log, confirming there were no outstanding
actions which required consideration.
31 WRaPT Tool
Dr David Brown, Ranjit Soor and Joanne Smith attended to present details of the
1

WRaPT Tool and the proposed Workforce Data Sharing Agreement.
It was noted that the New Models of Care Board had agreed to use the Tool and this
presentation/demonstration was requested by GP Federation Chairs.
The tool was intended to be a whole system workforce planning initiative but was not
NHSE mandated, however there was funding associated with the scheme in order to
facilitate collection of relevant data. In essence the funding should support 10 days’
worth of data collection provision. Once the data has been collected a workshop would
be scheduled in order to ensure that the outputs would be fit for purpose, beneficial and
of value. Once the initial data had been collected this would allow further development.
An overview of how the Tool works and potential modelling scenarios were given (i.e.
how it connects workforce with activity). It was emphasised that validation of data was
crucial and that nuances of detail and anomalies (i.e. secondments) would be looked at
to ensure accuracy of modelling and scenario reports. Further detail on the funding
available to support collection of the data was given.
The next step would be to schedule the baseline workshop followed by sign-up of the
Data Sharing Agreement by Wakefield General Practices.
Discussion also took place on:
 Person sensitive/protective characteristics data such as ethnicity– push back to
‘optional’ requirement
 Employed staff, not Partners, to be included
 Salary Bands – i.e. Agenda for Change etc.
 Links and compatibility to MYHT system
 Future use, i.e. outputs related to demand
 Privacy Impact Assessment requirements
 Links to existing e-rostering systems
 Workforce planning issues
 Need for a clear, detailed narrative to demonstrate and explain the need for
requested data to ensure maximum sign-up to the data sharing agreement.
Discussion took place on the financial and capacity implications on the scheme going
forward. It was noted that the WRaPT tool is free and no further expense on software
would be incurred, however on-going data collection and uploading would require
capacity/future investment going forward.
It was requested that the requirement to provide ethnicity data should be optional.
It was requested that Practice Managers be invited the baseline workshop.
ACTION: Andrew Pepper asked if a Privacy Impact Assessment as part of Information
Governance was required. This would be checked by Ranjit Soor and confirmed. He
also enquired regarding links to MYHT e-rostering system, further detail to be explored.
IT WAS RESOLVED : that Clinical Cabinet broadly supported the strategic intent of the
scheme and attendance at a baseline workshop but urged that a clearly detailed and
articulated narrative of the purpose, potential benefits and safeguarding be developed
before wider dissemination to Practices in order to fully engage practices and gain
maximum uptake.

2

32 District TARGET in October 2017
Dr David Brown requested suggestions for the district TARGET event scheduled for 18
October 2017. The following were put forward :
 OSCAR
 More commissioner focus, i.e. sustainability, transformation, etc.
 Managing referral practices
 The ‘modern world’/whole system; contractual/clinical/transformative/ RightCare
 Transformational challenge, including RSS
33 Clinical Cabinet WorkPlan
Michele Ezro briefly outlined the WorkPlan emphasising the plan is intended as a guide
and an operational document and therefore subject to change/adjustment. It was noted
that the CCG would be undertaking a review of all committees including the role Clinical
Cabinet.
It was suggested that further detail on Primary Care innovation would be beneficial and
Planned Care should be updated.
It was also suggested that the name of the Probity Committee had negative
connotations and a more positive name should be looked at.
IT WAS RESOLVED: that Clinical Cabinet agreed the proposed work plan for 2017-18
was approved on the understanding that the document was subject to change.
34 QIPP Update
a) Modernising Outpatients
Simon Rowe attended to present the report on the work programme to modernise
outpatient care.
Re-Referrals : In September 2016 discussion with MYHT took place on e-consultation,
MYHT were not in full agreement with the proposals. It was now proposed to use econsultation for initial re-referrals.
Discussion took place on the figures in the report, in particular cardiology, difference of
opinions on outcomes with MYHT/CCG, demand and patient experience and clinician
experience.
Dr Clive Harries offered to set up a work-group to look at e-consultation
ASI transfers: An overview was given of the current situation for patients who are point
slot issues and the proposals and options offered to MYHT including the results of T&O
pilot carried out.
Discussion took place on patient choice, demand and capacity issues, communication,
delays and places on waiting list, ownership of risk, directed choice which is
commissioner led, cost and demand analysis.
Telephone follow-ups: Clinical Cabinet were asked to review the listed exceptions.
Discussion took place on length of time of interaction/consultation, level of convenience
for patient against face-to-face consultation and QIPP, in particular quality of
experience.
Primary Care Review Process: Clinical Cabinet were asked to review the process.
Discussion took place on ‘ultimate’ responsibility of discharge, contractual agreement
3

and risk assessment. Also discussed was the turnaround times on reviews to ensure
impact on other work is minimised and also the process of direct contact with patient.
Conversation also took place on engagement, mutual trust and future co-operation to
ensure consensus and successful whole system outcomes.
It was noted that GPs need assurance that responsibility for review of patients under
secondary care lies with the secondary care consultant.
IT WAS RESOLVED that Clinical Cabinet :
 Agreed to re-referrals to the same outpatient speciality for a patient be initially
managed as an e-consultation, rather than as a referral for an outpatient
appointment.
 Agreed it is appropriate to support ASI transfers from MYHT to other service
providers as a way of managing the waiting list for first appointment, rather than
MYHT’s use of e-consultation.
 Agreed that stated exceptions to MYHT offering telephone follow-up
appointments taking into consideration the points as discussed.
 Agreed the current process, between GP and MYHT, for primary care to review
patients awaiting follow-up outpatient care is still valid taking into consideration
the points to change and check as discussed.
b) BCF – delivery of Care Action £1m
Michelle Ezro updated the Committee on the required £1m QIPP saving to delivery the
Care Act, under BCF. It was reported that the first quarter £250,000 had been
achieved. Briefly this had been achieved by budgetary management, savings through
Vanguard and also reduction in spot bed purchases of £50,000. It was anticipated that
the next £250,000 would also be reached on target.
c) Joint Elective & Non Elective RightCare Update Report
Simon Dale presented the report on RightCare. He outlined the agreed methodology
flowcharts and how clinical input and engagement was achieved. It was reported that
NHSE were happy with the CCG’s progress.
Discussion took place on
 eMBED and Dr Foster (BI Support) data – issues need to be resolved via
management with clinical input
 Coding issues, coding audits and contract differently
 Data quality issues – centralised and consistent
 MYHT custom and practice
 Planned Care Group – discussion regarding coding
 New CCG induction – needs to be wider
Further discussions took place specifically around assurance of QIPP savings, including
the £5m savings under RightCare and included:
 Need to step up pace
 Capacity/Mechanisms
 Back to quality issues
 Primary and Secondary care agreements on reducing procedures
 Data quality issues re-iterated and also those which may not be RightCare
issues
 Understanding opportunity and process of transacting change
ACTION: The three summary tables to be circulated as soon as possible.
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ACTION: A table to show progress and further possible achievable options was
requested for the July 2017 Clinical Cabinet meeting.
IT WAS RESOLVED: that Clinical Cabinet agreed to the recommendations – but the
committee were not assured that adequate savings would be made and requested a
table of progress and action to be provided at the July 2017 meeting.

35 Physio First / Physio Line
Pam Sheppard and Tracy Morton attended to present an update of the Physio Line Pilot
in West Wakefield. It was emphasised that this is a pilot and not a district-wide scheme
at present and was hoped to increase and encourage patient self-management and
make cost savings by reducing demand for face-to-face consultation. Information was
also presented on PhysioLine which had been piloted in Newcastle and received very
positive patient satisfaction feedback. A key element of the initiative was to improve
rapid access for patients, access to a personalised programme could be via, pc,
smartphone or tablet.
Discussion took place on:
 Pathway issues and lack of clarity on the process
 Differences and comparison between Wakefield West and Trinity models
 The need to ensure that the wait for consultation was not 48 hours
 Care Navigation through Reception issues
It was acknowledge that there was greater trust and assurance in a clinical triage model
although this may not reduce GP consultation time overall.
The further roll-out to four other practices was outlined. It was reported that it was
intended that Phase Two would look at Self-Referral and is part of an integrated
innovated approach going forward.
IT WAS RESOLVED THAT: Clinical Cabinet noted the update.
36 Minutes from Sub-Committees
There were no minutes from the MOG meeting held in May 2017 as the meeting was
not quorate therefore cancelled.
37 Any Other Business
There was no other business.
Date and Time of the Next Meeting
Informal Clinical Cabinet:
Thursday 13 July 2017, 12.00 am – 1.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday 27 July 2017, 09.00 – 12.30, Seminar Room, White Rose House
Deadline for papers: 19 July 2017
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Agenda item : 15c(ii)
NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 27 July 2017, 9.00 am – 12.30 pm
Seminar Room, White Rose House

APPROVED MINUTES
PRESENT
Members:
Dr Adam Sheppard
Dr Tim Dean
Michele Ezro
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadeem Nayyar
Stephen Hardy
Pat Keane
Dr Colin Speers
Non Members:
Marie Bedford
Meher Shergill
Duncan Cooper
Simon Dale
Linda Driver
James Hoult
Dr Dinesh Nagi
Karen Parkin
Vicky Robinson
Jane Stark
Ruth Unwin
Rachel Wilcox
Janet Wilson
Dena Coe

Chair, GP, WCCG
GP, WCCG, Network 2 Chair
WCCG, Associate Director, Commissioning and Integration
GP Board Member, WCCG
GP, WCCG
GP Board Member, WCCG, Network Chair
GP, WCCG, Network 1 Chair
WCCG Board Lay Member
WCCG, interim Chief Operating Officer
GP, WCCG, Network 4 Chair

WCCG, Project Accountant, Contracting
Attain, Manager
Wakefield Council, RSS Project Manager
WCCG, Associate Director – Delivery & Sustainability
WCCG, Head of Service Development & Transformation, Service
Development and Transformation
WCCG, Senior Commissioning Manager ‐ Learning Disabilities, Service
Delivery & Quality
MYHT, Diabetes Consultant
WCCG, Associate Director of Finance and Contracting
NKCCG/WCCG Planned Care Lead
Wakefield Council, Complex Case Manager, Weight Management
WCCG, Associate Director for Corporate Affairs
Wakefield Council, Programme & Practice Manager (Sport & Health
Improvement)
Public Health Principal
WCCG, Minutes

38

APOLOGIES FOR ABSENCE
Dr Philip Earnshaw, Dr Aly Damji, Jo Pollard, Andrew Pepper, Dr Patrick Wynn, Dr Omar Alisha, Dr
Andrew Furber, Dr Chris Barraclough

39

DECLARATIONS OF INTEREST
There were no declarations of interest.

40

MINUTES OF MEETING HELD ON 22 June 2017 and Matters Arising
The minutes of the meeting were agreed to be a true record. There were no matters arising.

41

ACTION LOG
Michele Ezro briefly updated on the Action Log confirming there were no outstanding actions
1

which required consideration.
Dr Clive Harries reported that the second action under Item 31, regarding IGT, was very near
completion. Discussion took place on the agreement which required sign‐up by all practices.
42

Acute Kidney Injury
Dr Dinesh Nagi attended to present the paper on developments in Nephrology (renal) services,
and in particular AKI (Acute Kidney Injury). He gave an update on progress and achievements,
links with other services, issues regarding service provision and patient care and future potential
options. He requested clinical input on future development.
Discussion took place on the effects which resulted from a lack of direct nephrology provision
within MYHT, this included the impact on intensive care beds, no face‐to‐face patient
consultation available and inconsistent tertiary advice and pathways. Further detail was given
regarding non‐commissioned services from Leeds/Sheffield and methods of ensuring quality of
provision.
It was noted that Wakefield was the only area within the region without an in‐patient nephrology
service. It was recognised that a whole system approach was needed to improve patient care
and it was agreed that a meeting was required with GP colleagues to agree strategic future
development planning to include an agreed “direction of travel” plus both short and long‐term
strategies to ensure an appropriate and adequate level of patient care was available within
MYHT.
Dr Harries recommended that a task and finish group was formed to undertake a whole system
review at pace to include in particular nephrology provision within MYHT. It was suggested a
commissioning manager was assigned and a volunteer clinical lead for AKI was appointed. Dr
Harries requested data and detailed information on current MYHT commissioning of nephrology
provision, including non‐contracted services.
ACTION: Dr Clive Harries, Dr Adam Sheppard and Michele Ezro to ensure the issues were raised
at senior level within the Planned Care and Urgent Care teams.
IT WAS RESLOVED: that Clinical Cabinet noted the developments in both Chronic Kidney Disease
and Acute Kidney Injury and discussed options for improvement for current service for in
patients at MYHT.

43

Weight Management – LA Tier 2/3 and CCG/Healthy Futures Tier 4 Weight Management
Developments
Linda Driver, Rachel Wilcox and Jane Stark attended to update on the Wakefield Council Weight
Management Service commissioning. The current contract was due for renewal at the end of
November 2017. It was highlighted that going forward it was intended that the service would be
less rigid on access to levels of service particularly for more complex cases (which as well as being
more beneficial to patients would also be more cost effective) and that the service would move
towards a central referral hub (which in effect would triage direct to the relevant tier of service).
It was noted that the omission of the link on Skyline was in hand.
There had been two risks identified due to lack of bids for two lots (physiotherapy and clinical
lead) which could have led in a potential gap in service. Reassurance was given that as a result of
further dialogue and discussion with service providers it was anticipated that this would now not
occur.
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A recap was provided on the detail of each of the tiers and discussion took place on access to the
service. It was confirmed that there is a central referral system, accessed via the simple referral
form and that the service is currently in a transition period. It was noted that there is insufficient
GP awareness around the service, particularly with regard to access via the central referral
system. Discussion took place regarding contract details on Skyline. Inclusion on a TARGET event
was also discussed.

ACTION: Clarification on OSCAR was requested, in particular around access to the service and
the central referral hub. It was requested that the information was refined and made as
simplistic as possible. It was agreed that further discussion would take place with Dr Hallott to
confirm appropriate detail was included and communicated to ensure wider GP awareness.

ACTION: Clarification regarding Connecting Care website navigation was requested, it was
agreed to bring back details to a future meeting.
IT WAS RESLOVED: that Clinical Cabinet noted and discussed the Wakefield Council update on
weight management service commissioning.
44

Mental Health Five Year Forward View Update
Michele Ezro gave an update on the Mental Health Five Year Forward View. It was highlighted
that the plan was high profile, cross‐cutting, fully aligned with the STP, interlinked and took
advantage of funding available including Future in Mind and the Mental Health Five Year Forward
View.
Brief discussions took place on :
 Training issues, both national and locally
 Retaining trained therapists
 Funding for training (recurrent and non‐recurrent)
 IAPT and how the Public Health agenda fits in
 Issues with KOOTH
Intermediate access and the potentially missed groups, i.e. late teens/early 20s which fall in
between adult and CAMHS service and also those who require low level support were also
discussed.
It was noted that more awareness was needed regarding suicide prevention and key risk groups.
It was highlighted that it was essential to be mindful of some simple practical safety nets, e.g.
provision of easy access to a clinician e.g. providing phone access to a clinician and support from
clinical colleagues.
Discussion took place regarding a dedicated clinical lead for mental health. Dr Nadeem Nayyar
volunteered with the proviso that the time required was appropriately “ring‐fenced”.
Discussion took place on :
 Issues with RIO/SystmOne
 Potential over whelming of services
 Awareness of community/voluntary sector provision
 High level of out of area commissioning
 Diabetic specific MH issues and mental and physical health links
 Further concordant MH Prevention due in August
It was suggested that individual components of the plan were brought back separately to Clinical
Cabinet in more detail. It was agreed that they would need to be considered from a whole
3

system perspective and not over‐medicalised.
ACTION: Presentation to be circulated to members as soon as possible.
ACTION: Dr Colin Spears gave an example of an issue with Intermediate access via schools, Ian
Holdsworth to be tasked with disseminating relevant information to GPs.
ACTION: Component parts of the Five Year plan to be detailed individually at Clinical Cabinet,
the first to be suicide prevention.
IT WAS RESLOVED: that Clinical Cabinet noted the mental Health Five Year Forward View update.

45

Transforming Care Programme Update
James Hoult attended to present an update on the Transforming Care Programme for Calderdale,
Kirklees, Wakefield and Barnsley.
It was reported that the programme is working well with a project structure in place and the
outcomes more streamlined. In order to give an illustration some anonymous detail was given
on the successful specific specialist services procured for individuals with complex needs to
enable discharge from hospital.
Future developments for improvement included further integrated working with NHSE and
Specialised Commissioning and more partnership working.
In order to address the current high cost of suitable placements for individuals with a high level
of complex needs two market events had been proposed; housing and care. It was hoped that
the events at a Yorkshire and Humber regional level would provide a greater opportunity to
negotiate more favourable options.
Issues regarding training of staff and the impact of over utilisation of other services, i.e.
inappropriate attendance for minor injuries, seizures etc. were discussed. Also discussed were
funding issues around private services not providing adequate facilities and inconsistency of
available accommodation.
IT WAS RESLOVED: that Clinical Cabinet acknowledged the successes of the programme to date
and noted the challenges that remain.

46

Wakefield District Cancer Champion Pilot
Duncan Cooper thanked Clinical Cabinet for accepting the paper at such short notice. He gave
background information regarding the proposal and outlined the overall aim of the programme
to increase cancer screening in a pilot number of practices. The funding of £230k would cover
three Cancer Champions, data collection and administration time for a two year period and
would work towards future sustainability by looking at ways of utilising SystmOne going forward.
It was highlighted that a letter of intent had been received and once further detail had been
provided it was envisaged that sign off would follow.
Further input was requested from Clinical Cabinet on data governance and a suggested
employment model and how the programme would fit within planned care.
Various employment options were discussed including:
 Staff employed by CCG
 Sub contracted from existing shared service
4





Based on Pharmacy Vanguard model
Secondment options
Enhanced service and lead support model

Discussion took place regarding potential expansion of the pilot to further areas. It was
anticipated that evaluation at the 12month stage would clarify effectiveness of the model and
therefore provide an appropriate timescale for re‐assessment.
It was agreed that the scheme was approved from a clinical perspective but further clarification
and advice was required on the employment and HR elements.
ACTION: Duncan Cooper to liaise with James Siddall regarding information governance and Susie
Tliburn on HR/Employment details.
IT WAS RESLOVED: That Clinical Cabinet approved the clinical aspect of the Wakefield District
Cancer Champion Pilot but requested further detail and clarification to be sought regarding the
data governance and HR elements of the proposal.

47

Thinking Radically the Canterbury Experience
Dr Clive Harries, Pat Keane, Vicky Robinson, Marie Bedford, Janet Wilson, Meher Shergill and Pat
Keane presented background detail and information on the Canterbury (New Zealand) model.
Discussion took place on trust issues both organisational and data based and the 18 week wait
backlog which is one the key issues that require urgent action. It was highlighted that many of
the issues and challenges faced by Canterbury were in essence the same as for the Wakefield
area.
Key features and principles of the model are:
 One health system – one budget
 Place‐based
 Resilience
 Alliance – support based not competition centred
 Developed and agreed by intense cross partner discussion and debate
 Actively launched and embedded within the community
 Peer Review
The proposed Referral Support System was outlined, including the four dimensions;
fixed point of localised advice and guidance (OSCAR), Referral Gateway, Referral Support Service,
Peer Review. It was noted that this had already been previously agreed.
It was suggested that the next step was to create a shared vision which was validated by all
partners. It was acknowledged that primary and secondary care providers need to meet to
discuss and agree the way forward and that the steps towards this would be :
 Commit to a high level forum to set out strategic planning going forward
 Agree what validation looks like
 Agree an approach to clinical workshops/summits
 Agree timeline for implementation of Referral Support System
 Support and encourage engagement and buy‐in from all practices
 Support practical steps to improve outstanding 18 week waiting list and other key areas
requiring improvement
Discussion took place on achievability of proposals without a locally accountable body.
5

Dr Clive Harries requested an invitation to Network meetings to support Network Chairs to
communicate/disseminate the plans to all practices. He also requested support from colleagues
in order to delegate and share work on identified work‐streams.
ACTION: Pat Keane to organise a high level meeting with all partners to be scheduled by end of
August 2017
ACTION: Next steps to be agreed, formalised and timeline established.
IT WAS RESLOVED: that Clinical Cabinet agreed, supported and were committed to the proposal
to work toward the Canterbury model and implement the Referral Support System.

48

ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
There were no items for escalation to Probity Committee.

49

MINUTES FROM SUB COMMITTEE TO NOTE
 Medicines Optimisation Group meeting for June 2017 was not quorate and therefore was
cancelled.

50

ANY OTHER BUSINESS
There were no other items of business for discussion.
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 10 August 2017
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 24 August 2017
09.00 – 12.30, Seminar Room, White Rose House ‐ Deadline for papers 16 August 2017
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Connecting Care Executive meeting
Thursday 8 June 2017, 9.00am to 11.00am
Seminar Room, White Rose House

Present:
Melanie Brown (Chair)(MB)
Nichola Esmond (NE)
Neil Hardwick (NH)
Michelle Ezro (ME)
Anna Hartley (AH)
Andrew Furber (AF)
Jo Pollard (JoP)
Andrew Pepper (AP)
Dr Adam Sheppard (DrS)

Director of Commissioning for Integrated Care, WCCG
Chief Executive, Healthwatch
Group Finance, Children’s and Young People, WMDC
Associate Director of Commissioning, WCCG
Deputy Director Public Health, WMDC
Director of Public Health, WMDC
Chief of Service Delivery and Quality, WCCG
Chief Finance Office, WCCG
Assistance Clinical Chair, WCCG

In attendance:
Jon Parnaby (JP)
Adam Robertshaw (AR)
Pam Sheppard (PS)
Megan Larkin (ml)

Project Manager, WCCG
Interim Head of Strategic Finance, WCCG
Project Manager – Connecting Care, WCCG
Minute Taker

Meeting Minutes:
1.

Welcome and Apologies:
Jo Webster, Andrew Balchin, John Wilson, Dr Ann Carroll, Martin Smith, Jill Holbert,
Angela Nixon, Alison Shaw

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 11 May 2017
The minutes were approved as an accurate record.

4.

Action Log
MB updated the CCE on the action log noting there will be a full report on the ICES
IMT Project at the next CCE meeting.

5.

FOR DECISION : BCF Plan 2017‐2019

JP outlined the background and summary of the report adding the policy framework
for 2017‐19 was published on the 31 March adding the CCE should receive further
guidance and templates following the election. JP also noted in the interim there is
further work being developed within the better care fund to ensure all key lines of
enquiries are being answered within the draft narrative. JP doesn’t anticipate a long
period of time between the guidance and templates being issued from NHS England
and the submittal date. JP noted a lot of work has been done around the narratives
and funding.
MB suggested with the new guidance having the focus on health and housing which
Sarah Roxby brought to the connecting care partnership and suggests there is an
opportunity to include this into the better care fund. Adding there is a new health and
housing sub group meeting for the first time on the 22 June. WDH has agreed to
second Sarah Roxby to work with the CCG for 12 months to lead this piece of work full
time.
It was highlighted that due to timescales this will likely be the last time the CCE see
the BCF Plan before it gets submitted. It was agreed that Councillor Garbutt who
chairs the health and wellbeing board will sign it off with Phil Earnshaw and Andrew
Balchin will bring the final copy for information to the health and wellbeing board in
July if NHS guidance has been published.
Action: MB to circulate the revised submission
6.

FOR DECISION : Joint Learning Disability Strategy
ME talked the CCE through the Joint Learning Disability Strategy slides.
The CCE discussed the following:
 To have a bigger profile around LD including people’s experiences for a better
understanding. The CCE agreed to bring a regular report of LD to the CCE more
frequently to raise the profile across the system.


The financial aspect, spending £50,000,000 a year on 1500 people for the
percentage of people in Wakefield. However the £50,000,000 should be
benchmarked.



Apart from 2 specific conditions of learning disability, people should have the
ability to look at being more independent. Starting to look at moving from
residential to the community and to look at the needs of the people and to do
annual reviews and check at each stage they are in the right environment. ME
advised conversations have started with housing developers and providers to
provide the high spec and specialist equipment for people that need it with
others CCG’s.

7.



To look at re‐wording ‘High cost replacement view’



To diagnosis what are the issues that can be supported to make sure the
person is at the heart of the commissioning.

FOR DECISION : Wakefield Self‐Care Strategy
PS talked the CCE through the Self Care Model highlighting the need for significant
culture change across the system to enable patients to feel more activated in their
own care but how we can transform clinical practice to one that is consistently person
centred. The strategy describes how a system wide training programme in partnership
with public health will aim to up skill health and social care professionals and the
voluntary sector so ensure their confident and the patient is able to self‐manage
either a long term condition or minor element to ensure they’re able to live more
independently within their own communities.
Discussion took place around the roll out of the 2000 PAM licenses to pilot in 2017 to
help identify long term conditions cohorts across a range of services including primary
care, mental health, and social prescribing services. PS confirmed the development of
a self‐care referral pathway system ‘OSCAR’ in primary care to support ease of referral
to social wellbeing services and self‐management and ensure patients are receiving
the right support at the right time. Identifying GP and nurse champions to support the
roll out of PAM, health coaching approached and growth of health campions across
primary care including pilots at 2 GP practises is underway and will be critical to the
success of the rollout. PS added the PAM tool has gone live within the Living Well
Service.
The CCE agreed it is a great opportunity to champion this service and promote
awareness of the PAM tool and engage with the federation team to support moving
forward.
PS highlighted to the CCE the support needed for training in the workforce and the
need for a comms campaign for more awareness.
ACTION: MB agreed for PS to bring Wakefield Self‐Care Strategy to the CCHSCP July
meeting.
ACTION: MB and AH to discuss the structures and what is needed.

8.

FOR ASSURANCE : Q4 BCF Quarterly Progress/Reports
JP outlined the introduction and BCF Q4 Performances adding the BCF target was met
for DTOC for 2016/17 and that the Q4 performance was better than target. However

the National DTOC reporting target 3.5% is slightly over at 4.2%.This anomaly has
been raised with NHS England and work has started with Kirklees CCG to get the DTOC
targets aligned.
Discussion took place around the A+E work plan which sits under the A+E
Improvement Group and welcomed more information at the next CCE meeting.
Action: Michala James to send the reporting of the A+E improvement group to Megan
Larkin in preparation of Julys CCE meeting.
JP gave the CCE an update around the Intermediate care bed unit highlighting DTOC
reporting from acute beds is now down to single figures in which is a great reflection
on the work the intermediate unit have been doing. Currently achieving 3.2% of the
7.5% occupied bed target Intermediate care bed units.
9.

FOR ASSURANCE : CCT Pharmacy Update
HL gave the CCE a Pharmacy update adding the following:






The service has the recurrent funding to continue the service as business as
usual.
This year the support has expanded to include the support of the Care home
Vanguard, monitoring any progress and outcomes.
A permanent position has been advertised and is being appointed in the next
4‐6 weeks.
The service is being promoted more, therefore receiving more referrals from
GP’s.
With the patient centre approach it has seen 70% of patients are achieving
100% compliance by the end of the discharge service.

MB asked HL to share with Katie Roebuck some of tools which can be shown to NHS
England colleagues to share good practise and reports which shows progression.
10.

FOR ASSURANCE : Life Chances Fund
MB advised the CCE there are three meetings scheduled to look closely at the Life
Chances Fund which is a funded through commercial investors who can commit up to
10 years investment for a specific project. MB noted the closing date is the end of July
for submissions, emphasising any return investment which is generated goes to the
commercial investors including any potential risks and not the system. MB advised
there weren’t many areas that have applied due to the return of the investment going
to the commercial investors. It is focused on elderly people however there are waves
of cohorts. Age UK and Spectrum have agreed to attend a task and finish group to
support this going forward.

11.

FOR INFORMATION : Improving Health Care (CHC) Invoice
CCE noted the contents of the paper.

12.

FOR INFORMATION : Joint Legacy Reserves
CCE noted the contents of the paper.

13.

FOR INFORMATION: Connecting Care Project Management Documents
CCE noted the contents of the paper.

14.

Any Other Business
There were no other items of business.

15.

Date and Time of Next Meeting:
Thursday 10 August 2017, 9.00 am to 11.00 am
Seminar Room, White Rose House
Deadline for Agenda Items: 19 July 2017
Deadline for Papers: 28 July 2017
Deadline for PowerPoint Presentations: 8 August 2017

Agenda item: 15e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 13 June 2017

Present:
Melanie Brown

Programme Commissioning
Director Integrated Care
Lay Member
Executive Clinical Advisor
Lay Member
Nurse Member
Lay Member (Chair)
Secondary Care Consultant
Chief Finance Officer

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Diane Hampshire
Richard Hindley
Dr Hany Lotfallah
Andrew Pepper

In Attendance:
Liz Blythe
Nichola Esmond
Anna Ladd
Christopher Skelton
Ruth Unwin
Pam Vaines
17/20

Acting Head of Co Commissioning
Healthwatch Representative
NHS England Representative
Head of Co Commissioning
Associate Director of Corporate
Affairs
Minute Taker

Apologies
Apologies were received from Pat Garbutt, Jo Pollard and Jo Webster.

17/21

Declarations of Interest
There were no declarations of interest made.

17/22

(a) Minutes of the meeting held on 25 April 2017
The minutes from the meeting held on 25 April were agreed as an accurate record
subject to two minor changes: a change in title for Diane Hampshire who is the
Nurse Member not the Nurse Representative, and the removal of Dr Hany Lotfallah
as being in attendance.
(b) Action sheet from the meeting held on 25 April 2017
The action to arrange a further meeting has been completed.
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17/23

Matters Arising
There were no matters arising.

17/24

Wakefield Premium Practice Contract – Evaluation Update
Richard Hindley introduced Christopher Skelton, the new Head of CoCommissioning, to the Committee.
Liz Blyth presented the Evaluation Update of the first year of the Wakefield
Premium Practice Contract (WPPC). The first year of the contract has proven
successful and Liz highlighted several examples including that over 90% of care
plans have been completed. The first year of the contract saw a great deal of
support and encouragement provided to practices.
Payment to GP practices is £8.15 per head paid in monthly increments.
Discussions took place as to whether it would be appropriate to withhold payment
to practices who had not complied with the terms of the Contract. It was agreed
that a proposal for withholding payments and contract management would be
brought to a future committee. Including the addition of specific targets aligned to
penalties.
There is an expectation that payment will be withheld from Eastmoor Surgery in
view of their current situation. This will be further explored at future meetings.
Diane Hampshire acknowledged the high percentage of achievements of the
challenging targets for year one.
It was RESOLVED that:
The committee notes the review of performance and evaluation of the first year of
the WPPC and the proposed actions for the second year

17/25

Network Clinical Commissioning Contract (2/head)
Liz Blyth presented the paper and explained that the Scrutiny Panel had reviewed
the revised Network Clinical Commissioning Contract for each of the 40 eligible
practices. Thirty eight practices have met or exceeded the key performance
indicators set.
Network 5 had seen payment reduced due to missing the e-consultation targets,
however these are now being met and therefore the CCG is in the process of
reinstating the withheld monies.
Payments to Eastmoor Surgery have been withheld as they did not submit any
evidence.
Kings Street did not submit any evidence as the registered patient contract ceased
2

on 31 March 2017.
Sandra Cheseldine sought and received assurance that learning is being shared
across networks, not just with practices within a network. Sharing is carried out via
meetings and on Skyline etc.
Dr Conor stated that whilst it was extremely difficult to demonstrate a £2 per head
saving, a great deal of good practice and learning has come out of the project,
such as outpatient follow up.
Work is now underway to identify options for increasing testing that does not have
a negative impact on patients as a way of moving workload between providers.
Diane Hampshire stated that this is a fascinating piece of work, looking to divert a
large proportion of patients who are currently on waiting lists, thereby improving the
patient experience.
It was RESOLVED that:
i)
17/26

the Committee approved the report of the Scrutiny Panel.

Co Commissioning Update
Liz Blythe provided a verbal update. She reported that there are now 1663 Kings
Street patients who are not yet registered with alternative GPs. The CCG is still
awaiting confirmation from NHS England that patients can be allocated to local
Practices.
Liz Blythe reported that Park View Surgery has now re-located to Queen Street and
the contract conditions are currently being agreed.
The various options for the Estates and Technology Transformation Fund (ETTF)
bids are under consideration. Anna Ladd agreed to chase this matter with NHS
England.
Andrew Pepper responded to a question from Stephen Hardy to say that it is
currently not clear whether the Sustainability and Transformation Partnership (STP)
estates strategy will impact upon the ETTF, however currently the STP
prioritisation does not include the GP estate. It is hoped that this matter will be
clarified in future.
It was RESOLVED that:
i)

17/27

the Committee noted the content of the verbal report.

Any Other Business
No items were identified for discussion.
Richard Hindley then reminded the members that representatives of the press and
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other members of the public be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest” (Section 1 (2) Public Bodies
(Admission to Meetings) Act 1970).
17/28

Date and Time of Next Meeting
Tuesday 25 July 2017, 3pm, Meeting Room 3, White Rose House

4

