BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 10 MAY 2016
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Jo Webster, Alison Sugarman

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 12 April 2016
b Action sheet from the meeting held on 12 April 2016

6.

Matters arising

7.

Appointment of the NHS Wakefield Clinical Commissioning Group
Chair and Clinical Leader

Rhod Mitchell

8.

Spotlight on Health and Social Care Transformation: Feedback and
Learning from visit to Bromley by Bow – Presentation

Anna Middlemiss, Local
Authority

9.

Chief Officer Briefing

10.

Integrated Quality and Performance Summary Report
[Report measuring the quality and performance of local services]

11.

Transforming Care ‐ Presentation

12.

Integrated Care ‐ Memorandum of Understanding

Melanie Brown

13.

2015/16 Finance Report Month 12

Andrew Pepper

14.

Primary Care Update – Presentation

Dr Greg Connor

15.

South Yorkshire Working Together Collaborative Commissioning

All present

Pat Keane
Andrew Pepper/Jo Pollard

Jo Pollard
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Pat Keane

16.

Committee Annual Reports 2015/16

Committee Chairs

17.

Senior Information Risk Owner (SIRO) Annual Report

Andrew Pepper

18.

Integrated Risk Management Framework

Andrew Pepper

19.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 11 February 2016
b Integrated Governance Committee
(i) Minutes of meeting held on 18 February 2016
(ii) Minutes of meeting held on 17 March 2016
c Clinical Cabinet
(i) Minutes of meeting held on 25 February 2016
(ii) Minutes of meeting held on 24 March 2016
d Connecting Care Executive
(i) Minutes of meeting held on 11 February 2016
(ii) Minutes of meeting held on 10 March 2016
e Probity Committee
(i) Minutes of meeting held on 26 January 2016
(ii) Minutes of meeting held on 22 March 2016
f Health and Well Being Board
(i) Minutes of meeting held on 28 January 2016
g Decisions of the Chief Officer – verbal update

20.

Any other business

21.

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)”.

22.

Date and time of next Public meeting:
Tuesday, 10 May 2016, 1pm 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 12 April 2016
Boardroom, White Rose House
Present:
Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
GP, Pinfold Lane Surgery
Lay Member
Chair and Clinical Leader
Lay Member
Secondary Care Consultant
Lay Member
Chief of Service Delivery and Quality
Chief Financial Officer
Practice Manager, Northgate Surgery
Chief Officer

Dr Avijit Biswas
Sandra Cheseldine
Dr Phil Earnshaw
Stephen Hardy
Hany Lotfallah
Rhod Mitchell
Jo Pollard
Andrew Pepper
Alison Sugarman
Jo Webster
In attendance:
Esther Ashman
Mel Brown
Katherine Bryant
Michele Ezro

Head of Strategic Planning (Item 16/84)
Programme Director Integrated Care
Governance and Board Secretary
Associate Director – Service Delivery and
Quality
Senior Commissioning Manager (Item 16/87)
Associate Director – Finance, Governance and
Contracting
Minute Taker
Programme Manager (Item 16/85)

Alix Jeavons
Karen Parkin
Gemma Reed
Martin Smith
16/77

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting.

16/78

Apologies for Absence
Apologies for absence were received from:
Dr David Brown
Dr Ann Carrol
Sharon Fox
Dr Andrew Furber
Dr Deborah Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Pat Keane
Dr Adam Sheppard

16/79

GP, Kings Medical Centre
GP, Outwood Park Medical Centre
Governing Body Independent Nurse
Director of Public Health – Wakefield Council
GP, New Southgate Surgery
GP, Chapelthorpe Medical Centre
GP, Grove Surgery
Chief Operating Officer
Assistant Clinical Leader

Public Questions and Answers
1

There were no questions from the public
16/80

Declarations of Interest
There were no declarations of interest.

16/81

a. Minutes of the meeting held on 8 March 2016
There was one amendment to the minutes in relation to item 16/50 – CCG Network
Reconfiguration – It was agreed that the minute should read that practice representatives
should not take part in the final decision making.
Following this amendment, the minutes were agreed as an accurate record.
b. Action sheet from the meeting held on 8 March 2016
Executive Team portfolios to be shared prior to May 2016 Governing Body meeting.

16/82

Matters arising
There were no other matters arising.

16/83

Chief Officer Briefing ‐ Verbal
Jo Webster provided a verbal update, highlighting the good news for Wakefield District in
developing future models of care across the district. The CCG in collaboration with the
Provider Alliance, Local Authority and NHS England are developing the integration agenda
across the Health and Social Care System. Wakefield has been chosen as one of six
geographical area to deliver a new MCP contract from April 2017 and develop a capitated
budget. Work is taking place to develop the scope of services for delivery and commissioning,
and will need to describe what services will look like, what will the organisational form be,
what are the relevant core service specification standards in managing professional
governance issues, price incentives, risk management and bigger risk share pool and manage
commissioner risks etc. The CCG will also need to work through the arrangements for existing
GMS contracts within primary care. The CCG will receive direct support from NHS England.
Wakefield is signed up to work in a proactive way with NHS England and Wakefield Council to
determine what this will look like locally and work together as an accountable care system.
This allows an understanding of what the demographics look like and meet the needs of local
people, being patient centred, driving efficiency and improving quality. It was noted that form
must follow function.
Action: Jo Webster to share letter from NHS England. Further workshop to take place at
Governing Body Development Session in May 2016.
It was RESOLVED that:
(i) Members note the verbal update provided.

16/84

Delivery of the Forward View NHS Planning 2016/17 – 2020/21
Esther Ashman updated members regarding the Sustainability and Transformation Plan. She
confirmed that a draft submission to NHS England is due on 15 April 2016 regarding early
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thinking in preparation for the final submission on 30 June 2016. Final sign off of this will be by
Dr Earnshaw, Jo Webster, Andrew Balchin, Cllr Garbutt (Chair – Health and Wellbeing Board
and Joanne Rooney (Chief Executive – Wakefield Council).
The submission will focus on:
 Leadership, Governance and Engagement
 Improving the Health of people in your area
 Improving care and quality of services
 Improving productivity and closing the local financial gap
 Your emerging priorities
Members of the Governing Body thanked Esther and acknowledged the hard work undertaken.
Feedback from Governing Body members was that this needs to describe the outcomes which
Wakefield wants to achieve across 5 years, focussing on giving people a great start, care in a
safe place, taking care of the vulnerable and providing dignity for the elderly. There needs to
be a stronger narrative regarding the population deprivation profile, highlighting the priorities
of primary care, integration and prevention.
It was RESOLVED that:
(i) Members note the contents of the report and presentation.

16/85

Better Care Fund Plan 2016/17
Martin Smith and Melanie Brown updated members regarding the Better Care Fund
submission due on 2 May 2017. Informal feedback to date from NHS England has been
positive and that there is a strong plan in place. The plan narrative needs to be strengthened
regarding Delayed Transfers of Care, Information Governance, Mental Health and Dementia.
Alongside the plan, the development of a partnership agreement (Section 75) with the Local
Authority is taking place. It was noted that the CCG will continue to host the Better Care Fund
and the governance around this will be led by the Connecting Care Executive reporting to the
Health and Wellbeing Board and CCG Governing Body.
It was noted that CCGs are encouraged to have a risk share arrangements including the Better
Care Fund. Further work is required once the CCGs contract negotiations with MYHT are
complete.
It was RESOLVED that:
(i) Agreed Wakefield Clinical Commissioning Group will enter into a section 75 agreement
with Wakefield Council in relation to the governance and management of the Better Care
Fund for 2016/17.
(ii) Delegate approval for the final Section 75 Agreement to the Chief Officer, Clinical Leader
and the Chair of the Audit Committee within the approved sum of £58.5 million.
(iii) Agreed Wakefield Clinical Commissioning Group will continue to host the Better Care Fund
pool in 2016/17.
(iv) Approved the Better Care Fund plan and submit it to NHS England on 3 May 2016
(appendix1)
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16/86

Yorkshire and Humber Collaborative Commissioning
Jo Pollard outlined that 23 CCGs across Yorkshire and Humber have been working together
over last 9 month with Yorkshire Ambulance Service (YAS) regarding what the function is of the
lead commissioner for 999 and 111 and what this will look like in the future. This will
strengthen decision making, governance and delegated authority to act.
There are two strategic changes which are required; first the need to align current
commissioning of 999 and 111 services and second commissioning of YAS will be done on a
Yorkshire and Humber footprint.
The governance arrangements include the development of a Joint Committee for 999 and 111
by 1 October 2016. Each CCG will delegate authority to the Joint Committee to make decisions
on their behalf. Contract management boards will remain but will not have delegated
authority to make decisions unless there is a contract or performance issue. All financial
decision making is reserved for each CCG, the lead contractor cannot confirm without CCG
approval.
A Memorandum of Understanding (MoU) for 999 and 111 has been developed which reflects
draft terms of reference for a Joint Strategic Board. The scheme of delegation includes the
local decision making, strategic decision making and contract management board.
All CCG Governing Bodies across Yorkshire and Humber are being asked to move to this
governance structure.
It was agreed that there is a need to reflect the system changes taking place and how joint
commissioning and the local authority can feed into this work. Clarification is required how
Overview and Scrutiny Committees link into this.
It was RESOLVED that:
(i) Approved a Strategic Approach to Commissioning Ambulance 999 & NHS 111 Services in
Yorkshire and the Humber
(ii) Note the report for governing bodies which sets out the proposal for the collaborative
commissioning of 999 & NHS 111 services by Yorkshire and Humber CCGs, with a lead
commissioner/contractor.
(iii) Approved the Memorandum of Understanding for the collaborative commissioning of 999
ambulance services between Clinical Commissioning Groups across Yorkshire and the
Humber.
(iv) Approved the Memorandum of Understanding for the collaborative commissioning of NHS
111 services between Clinical Commissioning Groups across Yorkshire and the Humber.

16/87

Improving Access to Psychological Therapies – Tender Contract Award
Alix Jeavons informed the Governing Body that the Improving Access to Psychological
Therapies (IAPT) contract has been in place since 2007. Work has taken place to re‐procure
this service over the last year. The specification was approved by Clinical Cabinet in October
2015, Probity Committee in November 2015 approved the financial model and contracting
route and an European open tender process was agreed.
Five expressions of interest were received, of which all translated into formal bids. An award
system was used to evaluate and communicate and bids were scored by a panel on areas
including cost of service, financial information, service delivery, service quality, patient
experience and performance and monitoring.
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The proposal is to award the contract to bidder five as the highest scoring bid.
Clarification was sought between the financial risk between bidder three and bidder five. Alix
Jeavons confirmed that bidder three did not truly demonstrate management of financial risk.
The Governing Body thanked Alix and the teams involved for delivering a transparent
commissioning process where the CCG has been sighted on every aspect of the commissioning
cycle.
It was RESOLVED that:
(i) Approved a contract be awarded to Bidder 5 for the provision of an IAPT Service for a
period of 3 years commencing 1 September 2016. There is the potential for two further
extensions to the contract of one year each. This award was based on a ‘best value’ basis.
16/88

Any other business
There was no other business discussed.
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)”.

16/89

Date and time of next meeting
Tuesday, 10 May 2016, 1pm in the Boardroom, White Rose House
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 12 April 2016
Minute
No

Topic

16/46

Chief Officer
Update

16/83

Chief Officer
Update : New Care
Models – Intensive
Development of
the MCP Contract
(Capitation
Budgets)

Action Required

Who

A briefing is to be provided to
Governing Body members following
the change to the Executive Team
Portfolio’s.
Letter from NHS England confirming
CCG is one of 6 chosen geographies
committed to implementing new MCP
contract. To be shared with Governing
Body. Further workshop to take place
at Governing Body Development
Session in May 2016.

1

Date for Completion

Progress

Jo Webster

May 2016

Complete
See attached appendix

Jo Webster

May 2016

Complete. Copy of letter
included as part of agenda
item 12.

Phil Earnshaw

Jo Webster

Jo Pollard
Pat Keane

Melanie Brown

Greg Connor

System Transformation
(internal/external)
• Interim Chief
Operating Officer for
Wakefield & North
Kirklees CCG
• Strategy (3 levels)
• Planning
• Programme
management
• Benefits realisation

Commissioning
and Integration
• Health and
Social Care
Integration
• Commissioning
Programmes
• Prevention
• Information
technology

Person centred
Primary
Care
• 5 pillars of Primary
Care
• Co‐
commissioning/GP
practice
commissioning
• Network
development

Quality, Safety
and Workforce
• Quality
Improvement
• Clinical
Effectiveness
• Safeguarding
• Meds
Optimisation
• Emergency &
Urgent Care
• Systems
Resilience
• Workforce
• Comms and
Engagement
• CHC

Andrew Pepper
Finance,
Performance and
Delivery
• Financial
effectiveness
• Contract
management
• Market
management
• Procurement
• Governance
• Estates

Paper 7

Appointment of the
NHS Wakefield Clinical Commissioning Group
Chair and Clinical Leader

Verbal Update

Paper 8

Spotlight on Health and Social Care Transformation
Feedback and Learning from visit to
Bromley by Bow

Presentation

Title of meeting:

Governing Body

Date of Meeting:

10 May 2016

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
paper is for):
Report Author and Job Title: Jo Webster, Chief Officer
Responsible Clinical Lead:

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

To note the content for information and support on‐going developments outlined in the content of the report.
Executive Summary:
To provide a brief update to members of the Governing Body on areas not covered on the main agenda.

Link to overarching principles
from the strategic plan:

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

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



Not applicable

Not applicable

CCG Leadership Team

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

Reference document(s) /
enclosures:

Chief Officer Report attached

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
10 May 2016

EIP Preparedness ‐ Wakefield
The CCG has been working with South West Yorkshire Partnership Foundation Trust to ensure that we
are ready to meet the new access standard for those experiencing their first episode of psychosis. We
have received confirmation from NHS England that they are assured that we are ready to meet the
standard, which will mean that anyone in the District experiencing psychosis for the first time will
start their treatment within 2 weeks of being referred to specialist services, with a NICE approved
package of care.
The Insight team at SWYPFT provide extensive support including psychological and social
interventions, medication, support to maintain or get back into work or education, and also support
and information for the family as a whole. This holistic, family centred‐approach aims to improve the
long‐term outcomes for people experiencing psychosis, by early detection of psychotic experiences
and providing an accessible and flexible approach.
Healthy Futures West Yorkshire Sustainability & Transformation Plan (West Yorkshire STP)
The Healthy Futures Collaborative Forum supported by a PMO (hosted by NHS Wakefield CCG) has
submitted a first iteration of the West Yorkshire (including Harrogate) West Yorkshire STP to NHSE on
the 15th April. This WY STP comprises of six local STPs and an overarching West Yorkshire narrative
outlining the Healthy Futures Collaborative approach and the emerging priority work streams where
transformation can only occur at a collaborative level across all West Yorkshire stakeholder
organisations in order to address the gaps in outcomes (health and well‐being, quality and finance)
and a move towards a sustainable system.
The approach to identifying and prioritising potential work programmes has been to scrutinise and
frame the intelligence and insight available through a West Yorkshire ‘lens’ as outlined below:

The PMO is currently delivered through an interim programme management team from Attain
supported by leads from each CCG, provider and local authority organisations. Recruitment to the
substantive PMO posts has commenced and an established PMO is expected to be in place by October
2016.

Healthy Futures West Yorkshire Sustainability & Transformation Plan (West Yorkshire STP)
(Continued)
Following submission of the West Yorkshire STP, the Healthy Futures PMO team are now working with
all six local STP planning teams (commissioners, local authority planners, public health teams and
provider planners) to ensure there is a robust understanding of the detail within local STPs and
initiatives for transformation and closing the identified gaps, as well as how West Yorkshire‐wide
priority work streams impact locally.
This will also support the Healthy Futures Collaborative Forum and the 11 CCGs within West Yorkshire
to clearly understand:







where there are further opportunities for consistent working across all CCGs and STPs
the cumulative impact of six local STPs on pathways across West Yorkshire (the primacy of local
STPs remains at the core of achieving sustainability in West Yorkshire) and what the West
Yorkshire landscape and story looks like
the ‘touch points’ between STPs and between each STP and the relevant providers
the cumulative impact of all STPs on our providers, patient flows between providers and local STP
footprints and the implications for reconfiguration of services to deliver transformation and move
to a sustainable system
how West Yorkshire‐wide priority work streams for collaborative work will be embedded and
impact in each local STP

This work will support providing a more detailed West Yorkshire STP for submission on the 30 June
2016 and a detailed programme of collaborative work for Healthy Futures which will be mobilised
during 2016/17.
The first narrative for the Wakefield Health and Wellbeing Board Place was also submitted on the
15 April along with all five local STP’s and the West Yorkshire narrative. There will now be a
programme of engagement to develop this initial narrative in to a final Sustainability and
Transformation Plan for the Wakefield place by the 30th June.
Care Home Event 13 April 2016
A successful joint care home event was delivered by the Local Authority, CQC and CCG with market
stalls including the police ( Herbert protocol ), fire and rescue service , LA workforce development ,
Age UK , Voiceability , Mental Capacity Act team , React to red, safer places scheme, Healthwatch and
medicines management. The aim of the event was to support care homes with nurse revalidation and
CQC inspections. The key note speakers were Jo Pollard, Helyn Aris (CQC), Vanguard team and the LA
care and support commissioning team. Over 20 care homes attended the event which evaluated
extremely positive with a request for more events and support. The LA and CCG are now reviewing
the feedback and planning to deliver a further event in 6 months’ time with a focus on learning from
successful care homes and evidenced based practice.
Draft Annual Report, Draft Accounts and Agreement of Balances
The draft Annual Report, draft Accounts and Agreement of Balances exercise were submitted to NHSE
in line with the prescribed timetable. The final audit is currently underway and will be complete by
13 May 2016.
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The Audit Committee meeting on 5 May 2016 will go through the Annual Report and Accounts in great
detail to ensure that the members have the opportunity to ask questions to ensure that they
understand and are assured regarding the details within the report and accounts.
The Audit Committee will meet again to receive answers to any questions they raised on 5 May 2016,
and also to receive and discuss any matters arising from the final audit. The March Governing Body
meeting delegated authority to the CCG Chair, Chief Officer and Audit Committee Chair to approve
and submit the final audited accounts, annual report and supplementary information by the required
deadlines.
Contract Negotiations 2016/2017








NHS Wakefield CCG has now completed contract negotiations for 2016/17 with all main NHS
providers, including MYHT, SWYPFT and YAS.
The acute MYHT contract and the YAS 999 region‐wide contract negotiations have been led by
NHS Wakefield CCG and agreed by all parties, meaning the annual contractual process was
concluded successfully without the need for arbitration.
The YAS 999 contract for 2016/2017 will be a block contract, further supported through the
reinvestment of CQUIN and penalties. This will deliver the required level of YAS activity and
support the trust to address the workforce requirement to improve delivery and achievement
against the ambulance performance targets.
SWYPFT contract has been agreed with the principle that both parties continue to work towards
building an open and transparent relationship. A programme of work has been agreed for
2016/2017 which will enable the CCG to understand service line costs and to build on the mental
health transformation agenda.
The MYHT acute contract will operate as a live national tariff contract, where payment is
determined by cost and volume. The MYHT contract includes a number of shared transformation
schemes which are essential in the delivery of efficiencies across the health system.

PMS Contract Update and Equitable Review
The CCG has issued a notice of variation to PMS practices regarding their PMS contracts to reflect the
model PMS agreement available from NHS England. These variations ensure that contract
documentation is up to date for changes to statutory instruments and partners, reflects the national
PMS template and updates the financial schedules to enact the changes to PMS premium funding.
As PMS contracts are in perpetuity, these amendments are carried out as variations and not the issue
of new contracts. The overall value of PMS contracts as part of the CCG delegated co‐commissioning
budget is c£25m. All PMS practices have agreed to enter into the local Wakefield Practice Premium
Contract (WPPC) and these schedules are currently being finalised. All eligible practices have signed a
letter of acceptance and the full WPPC documentation will be issued in May on a short form NHS
Standard Contract.
Procurement Regulations Update




The Public Procurement (Amendments, Repeals and Revocations) Regulations 2016 came into
effect on 18 April 2016. These regulations make amendments to several pieces of legislation but
particularly to the Public Contracts Regulations 2015 (PCR 2015). Aspects of relevance to the CCG
are:
The ‘Light Touch Regime’ which applies to the commissioning of health service contracts by NHS
England and CCGs where the expected value of the contract is £589,148 or more. Contract
opportunities above this threshold must be advertised in OJEU with full procurement undertaken,
since there is no longer the exemption that health contracts can be awarded where the services
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are capable of being provided by only one provider. Guidance is expected from Monitor in spring
2016.
In addition there has been a significant amendment to Regulation 72 within the Procurement
Regulations. This means CCGs should take a cautious approach when considering any contract
variations since these are only allowed where the CCG can demonstrate that additional
works/services/supplies are required, the value of the change is less than 50%, and that the
contractor cannot be changed because (1) there are economic and technical reasons AND (2)
changing the contractor would cause significant inconvenience or substantial duplication of costs.

By Royal Appointment
Laura Elliott, Head of Quality and Sue Allan Kirk, HQ Services Manager, have accepted invitations to
the Royal Garden Party on Tuesday 10 May 2016. This is great recognition for their hard work and
dedication, and it means that as the Governing Body meets in Wakefield, our colleagues will be
rubbing shoulders with royalty. We offer them our congratulations – and look forward to seeing the
pictures.
CQC ‘Children Looked after and Safeguarding Inspection’
Following the CQC ‘Children Looked after and Safeguarding Inspection’ in November 2015, NHS
Wakefield CCG has established the following arrangements to monitor compliance across the health
economy with actions required by the CQC:




Quarterly challenge sessions have been arranged with Mid Yorkshire Hospitals NHS Trust and
South West Yorkshire Partnership Foundation Trust. The first challenges will take place during
quarter one;
A combined challenge session will take place in quarters two and four, where all health providers
have been invited;
NHS Kirklees / Calderdale and Greater Huddersfield CCGs have been invited to provider challenge
to NHS Wakefield CCG in relation to the actions we have to achieve, the first session will take
place in quarter one.

The Governing Body will receive regular assurance in relation to the action plan challenges
Care Home Event 13 April 2016
A successful joint care home event was delivered by the CCG, Local Authority (LA) and the Care
Quality Commission ( CQC) with market stalls including the police ( Herbert protocol ), Fire and
Rescue service , LA workforce development , Age UK , Voiceability , Mental Capacity Act Team , React
to Red, Safer Places Scheme, Healthwatch and the CC’s Medicines Optimisation Team. The aim of the
event was to support care homes with nurse revalidation and using the findings of recent CQC
inspections in Wakefield to improve quality. The key note speakers were Jo Pollard, Chief of Service
Delivery and Quality, Wakefield CCG, Helyn Aris, CQC Inspection Manager, Vanguard Team and the LA
care and support commissioning team. Over 20 care homes attended the event which evaluated
extremely positive with a request for more events and support. The CCG and LA are now reviewing
the feedback and planning to deliver a further event in 6 months’ time with a focus on learning from
successful care homes and evidenced based practice.
Systems Resilience: Junior Doctors Strike
After The British Medical Association (BMA) announced that Junior Doctors would be taking
industrial action on Tuesday 26 April and Wednesday 27 April 2016, the CCG worked with partners to
ensure that the healthcare system could provide services to our a local population. A service resilience
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plan was produced that described the local actins put in place and where additional support had been
put in place, this was then shared with NHS England as part of the regional assurance process.
Continuing Health Care (CHC) and Personal Health Budgets Adults (PHB)
Doncaster CCG hosts the PHB service for Wakefield CCG; this was part of the service transfer from the
CSU. Wakefield CCG has received notification from Doncaster CCG that they want to transfer the
service back to Wakefield CCG. Consequentially we are in negotiation with Doncaster CCG on the
timeline for the service transfer to ensure a smooth transition; we anticipate this will have been
completed by the first quarter of 2016. Information on PHB can be found on the CCG website.
Public Health England Antibiotic Guardian Awards
Wakefield CCG has been shortlisted for the Public Health England Antibiotic Guardian awards for
collaborative stewardship. Antibiotic Guardian supports the UK 5 year antimicrobial resistance
strategy.
Wakefield CCG has worked with partner organisations, the general public, and independent
contractors in the local area to embed the message of antimicrobial resistance and thereby reducing
antibacterial prescribing over the last 12 months. This work has brought about a massive reduction in
antibacterial prescribing in Wakefield of over 11%. Some practices have reduced by over 20%.
Prescribing within Wakefield CCG for antibiotics has the 19th largest reduction out of 208 CCGs; i.e.
there are only 18 other CCGs that have made a larger reduction. Additionally Wakefield has made the
largest reduction in West Yorkshire in the last 12 months.
Wakefield are on track to achieve the Quality Premium for antibiotic prescribing; it was a challenging
target, but through good collaborative hard work and great engagement from GP practices, it should
be achieved with flying colours when next month’s data is published.
In addition, work has taken place to further reduce the prescribing of antibiotics associated with
C.Difficile such as co‐amoxiclav, cephalosporins, and quinolones. Wakefield has lower than the
national average prescribing of these products; and work continues with local provider Trusts to
ensure the right products are chosen that are appropriate for the patient whilst reducing the risk of
C.Diff.
Elections to the Governing Body
In partnership with the Wakefield Local Medical Committee the CCG has just completed this year’s
election process; there were two GP positions available for election. We received one expression of
interest that was considered by the CCG’s Nominations Committee (the Committee includes a
representative from the Local Medical Committee). The Committee concluded that this candidate
had demonstrated the necessary leadership skills and experience to join the Governing Body. The
successful candidate Dr Philip Earnshaw (Ferrybridge) is therefore appointed to the Governing Body
without the need to hold a full ballot of our members. This leaves one vacant position on the
Governing Body.
In addition to serving as a GP member of the Governing Body, Dr Earnshaw is also the Chair and
Clinical Leader. This office is held for a period of three years. Therefore at the Governing Body
meeting on 9 May 2016, in accordance with the Standing Orders (section 2.3.2.2), members of the
Governing Body will be invited consider the re‐appointment of Dr Earnshaw as Chair. When
considering potential candidates the Governing Body will ensure that they meet the national role
guidance issued by NHS England and have the attributes and competencies required.
5

Following selection by the Governing Body (within three calendar months) the candidate selected by
the Governing Body will be presented to the members for approval (by simple majority) on a one GP
one vote basis. The Local Medical Committee will have responsibility for conducting elections and
communicating results on behalf of the CCG.
CCG Assurance Annual Review
As part of the 2015/16 CCG assurance process, the Executive Team attended an annual review
meeting with colleagues at NHS England on the 29 April 2016. As part of the process the CCG are
assessed against all five of the assurance domains, through a combination of self‐assessments such as
the well‐led organisation submission which Governing Body signed off and the Delegated Functions
self‐assessment which was signed off by the Chair of Audit and also through discussions within the
meeting. It was clear that NHS England were impressed with the significant progress made over the
last year and in particular highlighted that Wakefield CCG takes its place as a leader in the system and
does this very well.
The overall outcome was very positive however, with more work still to be done on constitutional
standards. The CCG is awaiting confirmation of our rating.
MCP Vanguard
Ian Dodge, National Director for Commissioning Strategy, NHS England is visiting the District on Friday
13th May, 2016 to meet with staff who have been delivering the vanguard model of care and to see
patients who have been accessing some of these services. Ian will visit Hemsworth Park care setting
and meet care home staff and residents. Ian will also have an opportunity to see how new services
such as Pharmacy and Physio in general practice are working by visiting Outwood Park Medical Centre
as part of the MCP implementation of the model of care

6

Title of meeting:

Governing Body

Date of Meeting:

10 May 2016
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Jo Pollard, Chief of Service Delivery and Quality
Andrew Pepper, Chief Finance Officer

It is recommended that the Governing Body:‐
i.
Note the current performance against the CCG strategic objectives and Quality Premium; and
ii.
Note the full unabridged versions have been presented at the Integrated Governance Committee in
March and April 2016. Assurance has been provided verbally and through exception reporting.
Executive Summary:
The Integrated Quality & Performance report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is aligned to the CCG’s six strategic priorities outlined in our Strategic Plan (NHS
Wakefield – the next 5 years).
The report is a summary of the March and April Integrated Quality & Performance reports which have been
presented to the two previous Integrated Governance Committee (IGC) meetings. The format of this summary
report has been revised to highlight to Governing Body members the issues, actions and next steps discussed at
the Integrated Governance Committee.
Areas of attainment
 The CCG has met 6 out of 9 of the cancer pathway standards for the fourth month and is forecast to
meet all of the nine standards by year end.
 There continues to be no further 52 week breaches.
 MYHT achieved the 95% harm free care on the Safety Thermometer for the second month in January
2016.
 The performance of Wakefield GP practices in the National Diabetes Audit is in line with the national
average.
 MYHT reported no never events in 2015/16, the first year this has happened.
 Middlestown Medical Centre, Ash Grove Medical Centre, Henry Moore Clinic, St Thomas Road and
Newland Surgery all achieved a ‘good’ rating from the CQC.
Internal audit have recently completed a Performance Management audit on the Integrated Quality and
Performance report and concluded significant assurance. The format of the report has been amended to reflect
the findings of Internal Audit.
Areas for improvement
 There were 5 confirmed 12 hour (associated with the 4 hours A&E target) breaches in February. The
CCG are working with the Trust to establish the reasons for the breaches and are awaiting a full Root
Cause Analysis from the Trust. However, early indications are that patient flow, escalation and delayed
transfers of care are significant factors affecting the position and as such the Trust has initiated an

Integrated Discharge Team to address the issue.
 A&E performance at MYHT has not met the required standard for either January or February and YTD.
The Trust has been issued with a performance notice and the CCG has received a singular Urgent Care
Recovery Plan which is being supported by the Systems Resilience Group (SRG). In addition to this the
Trust are in the process of implementing the Emergency Care Improvement Programme
recommendations. A CCG led Urgent Care Group has being established to oversee the delivery of the
plan and formal updates will be provided to the SRG.
 The CCG has not met the required standard for the 18 week RTT incomplete pathway. The Trust was
issued with a performance notice and has since produced a number of action plans for recovery. The
Trust has asked the Intensive Support Team, Elective Care to undertake a diagnostic of the current RTT
processes which is due to commence at the beginning of May 2016.
 Although 6 of the 9 cancer standards have been met, there has been a significant deterioration of
performance against the 62 day cancer standards. As such the CCG has requested an action plan from
the Trust and further assurances will be sought at the MYHT Executive Contract Board meeting on 28
April.
 The Category A (Red1&2) Ambulance operational standards have not been achieved at Yorkshire
Ambulance Service level. The CCG continues to monitor activity and discuss ongoing actions, including
progression of business cases and transformation plans, at YAS contract meetings. In addition YAS are
part of the Ambulance Response Programme (ARP) pilot which is designed to use capacity effectively to
meet the required standards. Further assurances will be provided on the programme once outcomes
are reported.
 The Acute Trust and Ambulance turnaround targets continue not to meet the required standard. The
CCG continues to monitor activity and discuss ongoing actions, including progression of business cases
and transformation plans, at YAS contract meetings.
 The CCG and MYHT did not meet clostridium difficile targets in 2015/16. From April 15 to February 2016
there were 86 CCG cases against a target of 72. There were 33 MYHT cases against a target of 27 in the
same period. A clostridium difficile summit took place on 19 April 2016.
 MYHT performed worse than other acute and community trusts in the latest Staff Survey, with staffing
levels identified as a key theme. MYHT gave a presentation and shared their action plan at March’s
MYHT Executive Quality Board and April’s Integrated Governance Committee.
 The YAS staff survey results raise concerns regarding organisational culture, which was discussed at YAS
Contract Management Board on 16 March 2016.
 MYHT reported 39 slips trips and falls serious incidents in 2015/16, an increase of 8 from the previous
year. SIs are reviewed at the MYHT SI Meeting which the CCG attends and a quarterly SI report is
discussed at MYHT Executive Quality Board.
 Five care homes were rated as inadequate by the CQC. The CQC will be checking that the required
improvements are made. The CCG held its first care home event in April 2016 with a focus on CQC
inspection.
Areas for improvement are regularly discussed at the Executive Contract Board and Executive Quality Board
meetings and actions to rectify underperformance are presented to and approved by both Boards.
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/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arrangements.
Integrated Governance Committee – 17 March and 21 April 2016

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:

Not applicable

Integrated Quality and Performance Report
Governing Body Summary
May 2016
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Executive Summary
Summary of items covered in the March and April IGC quality and performance reports
•
•
•
•
•
•
•
•

RTT Incomplete pathway position
A&E 4 hour performance
Acute Trust Dashboard
52 week pathway position
12 hour breach position
Cancer standards
Complaints and Compliments
CQC Local Area Assessment Pilot

•
•
•
•
•
•
•
•
•

CQUIN Q3 provider achievement
End of Life Care National Audit
GP Dementia Diagnosis Rate
MYHT Avoidable Mortality Self Assessment
MYHT Nurse Staffing exception report
MYHT Q2 Patient Experience
MYHT Ward Dashboard
MYHT VTE compliance with standard contract
National Hip Fracture Mortality review

National Diabetes Audit
Patient Advice and Liaison Service contacts
Sentinel Stroke National Audit Programme
Serious Incidents (SI) summary
Southern Health NHS Foundation Trust –
learning from independent review
• Summary Hospital Mortality Indicator (SHMI)
• SWYPFT Q3 Customer Services
• SWYPFT CQC Intelligent Monitoring
•
•
•
•
•

Summary of items discussed at Integrated Governance Committee (and previous)
The Integrated Quality and Performance Report is presented monthly at the Integrated Governance Committee (IGC). This page summarises the discussion
on the items which members identified as areas for improvement.

IGC 17 March 2016
• The Committee was updated on the CCG achievement of cancer standards, and assurance was provided that the CCG was forecast to meet all standards
at year end.
• An update was provided on A&E 4 hour performance. The Committee was assured that an action plan has been received from the Trust and was due for
discussion at the ECB meeting on 17 March.
• The Committee was provided with further updates on the RTT Incomplete pathway standard. The Committee was informed that further information had
been requested on the action plans in place and assured that discussion was to be held regarding RTT recovery at the ECB meeting on 17 March. The
Committee requested further information regarding the alternatives available to patients.
• The NHS Staff Survey Results for MYHT and YAS were highlighted. Both providers had received requests to give detailed presentations at MYHT Executive
Quality Board and YAS Contract Management Board respectively.
• The Committee was informed of measures to support practices following publication of the National Diabetes Audit.
• A presentation was given by the lead commissioner and provider of the NHS111 service relating to their performance
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Executive Summary
IGC 21 April 2016
• The Committee were informed that the CCG had met six out of the nine cancer standards. As standards appear to be decreasing the CCG have requested a
formal action plan regarding the 62 day standards. It is also the intention that the standards will be discussed in the next ECB meeting on 28 April with the
service commissioner in order to provide further assurance to the Committee.
• The Committee were informed of the latest 18 week RTT position. Although a slight improvement was noted against the position last month, there is still a
significant underachievement. The Committee was assured that the Ways of Working team are now working with the Trust to establish which specialties are
experiencing the highest pressure and new pathways, clinical threshold management and e‐referral was being introduced to alleviate demand. It is
anticipated that these models will be rolled out to other specialties. The Trust have asked the Intensive Support Team, Elective Care to undertake a
diagnostic of the RTT processes which will take place at the start of May 2016.
• It was further noted to the Committee that the YAS Red 1 targets have not been met. However, YAS are part of the Ambulance Response Programme (ARP),
which is designed to use capacity in the most appropriate way. Further assurance will be provided to the Committee once the programme outcomes are
known.
• Discussion was held regarding the A&E 4 hour standard and the 12 hour breach position. The Committee were assured that delayed transfers of care,
escalation and patient flow were significant contributing factors affecting the position. The Trust has initiated and Integrated Discharge Team to address
patient flow and the 12 hour breach escalation policy recently received from the Trust would be taken to ECB on 28 April for discussion and agreement.
• It was highlighted to the Committee that the A&E 4 hour target had not been met, and that discussions were ongoing with the Trust to identify the reasons
behind this. The Committee requested an updated assurance position regarding the A&E standard. The Committee were informed that this was to form part
of the discussions at the next Executive Contract Board meeting and that further assurances would be reported at the next meeting.
• There was discussion about recent CQC inspections – GP practices, local care homes, Barnsley Hospital and SWYPFT – and the CQC’s pilot of Local Area
Assessments which reviews the quality of care provided in a local area i.e.; health and social care economy. SWYPFT have been invited to attend a future
Governing Body meeting to share the findings and resultant actions from their inspection which took place in March 2016.
• The committee were disappointed to see a deterioration in compliance against the Sentinel Stoke National Audit Programme (SSNAP) for October –
December 2015. This will be discussed with the Trust at EQB on 28 April 2016.
• It was confirmed that further update on quality monitoring will be presented to IGC in June 2016. 100 care home staff attended the first care homes event
on 13 April 2016 which covered nurse revalidation and preparing for CQC inspections. Evaluation of the event was extremely positive and further events
will be held in the future.
• A presentation was given by the Interim Director of Staff and Patient Engagement from MYHT about the recent national staff survey results.
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Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - YTD Position (as at Month 11)
↑

↑

↑

↑

↑

↑

A step change in the productivity
of elective care

Mental health service
transformation

Access to the highest quality
urgent & emergency care

Maternity, children and young
people transformation

System wide quality measures

Citizen participation &
empowerment

↑
Cancer - max 62
day wait from
Cancer - Max 2
urgent GP
week wait
referral to first
urgent GP
definitive
Referral
treatment for
cancer
Cancer - max 62
days wait from
Cancer - Max 2 referral from a
week wait breast NHS Screening
symptoms
Service to first
definitive
treatment
Cancer - max 62
days wait for
Cancer - max 31
first definitive
days wait from
treatment
diagnosis to first
following a
definitive
consultant
treatment for all
decision to
cancer
upgrade priority
of patient
Cancer - max 31
days for
RTT 18 weeks subsequent
Incomplete
treatment where
pathways
that treatment is
surgery
Cancer - max 31
RTT - 52 weeks
days for
wait from
treatment where
referral to
that treatment is
treatment
a course of
radiotherapy
Cancelled
operations
Diagnostic test
offered rewaits - no more
admission date than 6 weeks
within 28 days

↑

↑

↑

↑

↑

Improving Access to
Psychological Therapies

Ambulance R1 8 min
response (YAS Total)

Smoking in pregnancy

*Healthcare acquired
infections - MRSA

FFT - A&E

Care Programme Approach

Ambulance R2 8 min
response (YAS Total)

*Healthcare acquired
infections - CDIFF

FFT - Inpatient

Ambulance 19 min
transportation
(YAS Total)

Mixed sex accommodation
(MSA) breaches

FFT - Maternity

Ambulance to A&E handover

Crew clear delays

A&E waits no more than 4
hrs

12 Hour Breaches
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Quality Premium

Domain

Preventing people
from dying
prematurely

Quality Premium Measure

Percentage of quality
premium

Potential value
for CCG

2205.3

10%

£177,500

Current YTD Performance

Potential years of life lost (PYLL)
£177,500
Awaiting publication of figures.

Reduction in the number of patients attending an
A&E department for a mental health‐related need
Enhancing quality of
who wait more than four hours to be treated and
life for people with
discharged, or admitted, together with a defined
long term conditions
improvement in the coding of patients attending
A&E
Enhancing quality of Avoidable emergency admissions
life for people with
long term conditions
Improving antibiotic prescribing (a combination of 3
measures):
Treating and caring Reduction in the number of antibiotics prescribed in
for people in a safe primary care
environment and
Reduction in the proportion of broad spectrum
protecting them from
antibiotics prescribed in primary
avoidable harm
Secondary care providers validating their total
antibiotic prescription data
Local measure
Smoking in pregnancy
Percentages of lung cancers detected at stages 1&2
Local measure

95%

30%

£532,500

£0
82.7% FOT (at December 2015)

2729.7

30%

£532,500

£532,500
Awaiting data levels guidance.

<1.326
10%

£177,500

<11.3%
MYHT Assurance
≤19%

10%

£177,500

>25%

10%

£177,500

100%

£1,775,000

1. 1.25 (at December 2015)

£177,500

2. 7.40% (at December 2015)
3. Assurance received from MYHT
(Feb 2016)
14.1% (FOT@Q3)
26% (2014 data at February 2016)
Current anticipated value available
for CCG (QP measures only)

NHS Constitution Target

Forecast Outturn/YTD Position

Percentage of QP Deducted if target not met

Value Deducted

18 Week RTT Waiting Time Standard

89.6%

30%

£372,750

A&E 4 Hour Waiting Time Standard

86.4%

30%

£372,750

Maximum 2 Week Wait from GP Referral to First
Outpatient Appointment – All Cancer

97.5%

20%

£0

Cat A (Red 1) 8 Minute Response Time

71.2%

20%

£248,500

Total anticipated value available for CCG (QP
measure and Constitution targets)
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Target (Year End)

Current
anticipated
eligible QP
Funding based on
YTD/FOT
Performance

Estimated: £248,500

£177,500
£177,500
£1,242,500

Strategic Performance Monitoring
Citizen participation and empowerment
Data validity: All data used in the following dashboards is published nationally and / or locally by the relevant provider.
Trend Information
Provider

MYHT

SWYPFT

Wakefield
CCG
Wakefield
CCG
Wakefield
CCG
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From
Previous
previous months
Month score card

Reporting
Period

National
Average

Actual

YTD

Friends and Family Test
% of patients recommending the service
(FFT) ‐ A&E

Jan

86%

94.0%

94.1%

↔

••••••

Dr AS

LE

FFT ‐ Inpatient

% of patients recommending the service

Jan

96%

97.0%

96.2%

↑

••••••

Dr PW

LE

Jan

96%

96.0%

95.1%

↑

••••••

Dr DH

LE

Jan

97%

94.0%

98.3%

↓

••••••

Dr DH

LE

FFT ‐ Maternity

Antenatal % of patients recommending the
service
Labour Ward % of patients recommending
the service
Postnatal Ward % of patients recommending
the service
Postnatal Community % of patients
recommending service

Jan

94%

97.0%

94.2%

↑

••••••

Dr DH

LE

Jan

98%

100.0%

98.9%

↔

••••••

Dr DH

LE

Indicator

Clinical Commissio Exception
Lead
ning Lead Report

FFT ‐ Community

% of patients recommending the service

Jan

95%

98.0%

97.4%

↑

••••••

Dr PW

LE

FFT ‐ Outpatients

% of patients recommending the service

Jan

93%

97.0%

97.3%

↔

••••••

Dr PW

LE

FFT ‐ Mental Health
Wakefield BDU

% of patients recommending inpatient
services
% of patients recommending community
services

Q3

82%

82%

••••

Dr CH

LE

Q3

89%

94%

Dr CH

LE

FFT Mental Health
(Trust)

% of patients recommending the service

Jan

87%

82.0%

82.1%

↓

••••••

Dr CH

LE

FFT ‐ GP

% of patients recommending the service

Jan

89%

90.0%

90.9%

↑

••••••

Dr GC

LE

Number of complaints received

Mar

811

92

↓

Dr AS

KB

Number of contacts received

Mar

31

204

↓

Dr DB

LE

NHS Wakefield
Complaints
Patient Advice and
Liaison Service

Mar

Strategic Performance Monitoring
Elective Care ‐ Cancer
Wakefield CCG

2014/15
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

Cancer Waits ‐ 2
Weeks

Cancer Waits ‐ 31
Days

Cancer Waits ‐ 62
Days

8

YTD

Trend
Informa
tion

MYHT

From
FOT previou Actual
s Month

YTD

Trend
Commis Exceptio
from Clinical
FOT
sioning
n
previou Lead
Lead Report
s Month

Max 2 week wait from GP referral to first
outpatient appointment ‐ all cancer

Feb

93%

95.%

97.4% 97.1%

97.0%

↓

97.5% 96.9%

96.9%

↑

Dr AM

MA

Max 2 week wait for patients referred with
breast symptoms ‐ cancer not suspected

Feb

93%

97.4%

97.6% 97.2%

97.2%

↑

98.5% 96.9%

96.9%

↑

Dr AM

MA

Max 31 day wait from diagnosis to first
definitive treatment ‐ all cancers

Feb

96%

98.2%

96.5% 98.5%

98.5%

↓

96.7% 98.8%

98.8%

↓

Dr AM

MA

Max 31 day wait for subsequent treatment
where treatment is surgery

Feb

94%

96.6%

94.4% 98.5%

98.5%

↓

100%

98.3%

98.3%

↑

Dr AM

MA

Max 31 day wait for subsequent treatment
where treatment is an anti‐cancer drug
regime

Feb

98%

100.0% 100.0% 99.5%

99.5%

↔

100.0% 99.9%

99.9%

↔

Dr AM

MA

Max 31 day wait for subsequent treatment
where treatment is a course of
radiotherapy

Feb

94%

99.3% 100.0% 99.3%

99.3%

↔

Not Reported at Provider
Level

Dr AM

MA

Max 62 day wait for first definitive
treatment following a consultant decision
to upgrade priority of patient

Feb

90%

83.3%

84.6% 91.7%

91.7%

↓

80.0% 90.6%

90.6%

↓

Dr AM

MA

p. 16

Max 62 day wait from referral linked to the
NHS Screening Program to start 1st
treatment for all cancers

Feb

90%

91.5%

88.9% 95.8%

95.8%

↓

88.9% 96.2%

96.2%

↓

Dr AM

MA

p. 16

Max 62 day wait from urgent GP referral to
first definitive treatment for cancer

Feb

85%

84.2%

78.5% 85.0%

85.0%

↓

75.9% 86.8%

86.8%

↓

Dr AM

MA

p. 16

Y

Strategic Performance Monitoring
Elective Care – RTT, Diagnostics and Cancelled Operations
Trend
Informa
tion

Wakefield CCG

2014/15
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

18 Week RTT Waiting
Time
RTT ‐ Incomplete pathways
Standard

Feb

Number of 52 week
Number of patients on incomplete
Referral to treatment
pathways over 52 weeks
pathways

Feb

0

22

Diagnostic test
waiting times

Feb

99%

99.7%

Feb

0

0

Patients waiting for a diagnostic test
should be waiting for less than 6 weeks

All patients who have operations cancelled
Cancelled Operations on/ after admission, should be offered a
date for re‐admission within 28 Days

9

92.0% 91.6%

YTD

86.9% 89.3%

0

7*

From
FOT previou Actual
s Month

89.3%

↑

7

↔

97.7% 98.0% 98.0 %

0

1

MYHT

1

↑

↑

YTD

84.9% 88.0%

0

8

97.6% 97.9%

2

6

Trend
Commis Exceptio
from Clinical
FOT
sioning
n
previou Lead
Lead Report
s Month

88.0%

↑

Dr PW

PK

8

↔

Dr PW

PK

97.9%

↑

Dr PW

PK

6

↔

Dr PW

PK

* BI data showing seven 52 week breaches; however confirmation from MYHT has confirmed there are eight 52 week breaches all attributable to WCCG. This difference is due to a time lag in
the update of Unify data available for viewing by the CCG which in turn updates the BI data.

p.17

p.18
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Strategic Performance Monitoring
Healthcare Associated Infections
Trend
Information

Wakefield CCG
Reporting
Period

MRSA
Clostridium
Difficile

Indicator

Healthcare
Associated
Infections

Previous
From
months
previous
score
Month
card

Target

2014/15 CCG
Performance

Actual

YTD

FOT

Feb

0

2

0

1

1

↔

Feb

6/72 (CCG)
2/27

67

4

86

94

↑

MYHT

Actual

YTD

FOT

Trend
from
previous
Month

•••••

0

1

1

↔

Dr AF

JO'D

Mar

•••••

1

33

36

↑

Dr AF

JO'D



(MYHT)

One post 48 hour MRSA case was reported by MYHT in March 2016. The case is going to arbitration to determine who it will be assigned to.
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Clinical Commissio Exception
Lead
ning Lead Report

Strategic Performance Monitoring
Maternity, children and young people transformation
MYHT
Reporting
Period

Target

Actual

YTD

Trend

Jan

<16%

15.6%

15.2%

↓

Dr DH

MC

Proportion of women that had a maternal infection since the
onset of labour or within 10 days of birth

Feb

5.8%
(nat av)

1.6%

4.0%

↑

Dr DH

MC

Proportion of women that had a 3rd/4th degree perineal trauma

Feb

2.6%
(nat av)

0%

1.7%

↑

Dr DH

MC

Post partum haemorrhage more than 1000 mls

Feb

8.0%
(nat av)

6.3%

7.6%

↑

Dr DH

MC

Proportion of women who reported being left alone at a time
that worried them during labour and birth

Feb

3.5%
(nat av)

1.6%

1.3%

↓

Dr DH

MC

Proportion of women who reported they had concerns about
safety during labour and birth that were not taken seriously

Feb

5.6%
(nat av)

3.2%

7.0%

↑

Dr DH

MC

Feb

77%
(nat av)

90.5%

81.8%

↑

Dr DH

MC

Provider

Indicator

MYHT

C‐section
(MYHT Integrated Performance Emergency C‐section rate (%)
Report)

Clinical Commissio
Lead
ning Lead

Exception
report

Maternity Safety Thermometer

MYHT

Physical harm free care:
Infection, Perineal Trauma(3rd/4th), PPH >1000mls, Apgar<7 (term only) OR
Transfer (term only)

Wakefield CCG
Provider Indicator

MYHT
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% of mothers
Smoking in
smoking at the
pregnancy
time of delivery

Reporting
Period

Target

Q3

≤ 19%

2014/15
CCG
Actual
Performanc
e

19.7%

YTD

FOT

18.3% 14.1% 14.1%

Trend Information
From Previous
previous months Actual
Month score card

↑

••••••

Provider
YTD

FOT

Trend
Commiss
from Clinical
Exceptio
ioning
previous Lead
n Report
Lead
Quarter

Dr AF

MEz

Nov

Strategic Performance Monitoring
Mental Health Service Transformation
Wakefield CCG
2014/15
Reporting
CCG
Target
Period
Performan
ce

Indicator

Care Programme
Approach (CPA)

The proportion of
people under adult
mental illness specialties
on CPA who were
followed up within 7
days

People entering
Improving Access to
psychological therapies
Psychological
from prevalent
Therapies
population

Improving Access
to Psychological
Therapies

Patients treated
within 6 weeks of
referral
Patients treated
within 18 weeks of
referral

Maximum 2 week wait
Early Intervention
from referral to
in Psychosis
treatment

12

Q3

95%

Q3

3.75%
p/qtr

75%

95%

50%

97.9%

Actual

YTD

FOT

93.16% 96.7% 96.7%

2.48%

9.79% 13.05%

Not currently reported –
target date of 31 March
2016 for implementation
Not currently reported –
target date of 31 March
2016 for implementation

Not currently reported –
target date of 31 March
2016 for implementation

Trend
Information
From
previous
Month

↓

SWYPFT

Actual

YTD

FOT

Trend
Commissi
from
Clinical
Exception
oning
previous Lead
Report
Lead
Quarter

Not reported at Provider
Level

Dr CH

MEz

Dr CH

MEz

n/a

Dr CH

MEz

n/a

Dr CH

MEz

n/a

Dr CH

MEz

Not at
No previous
Provider
data
Level

n/a

12

Strategic Performance Monitoring
Mental Health service transformation
Provider ‐ SWYPFT
Indicator

Reporting
Period

Target

2014/15
Performanc
e
4.0%
99.4%

% Delayed transfers of care
Feb
<7.5%
Access
Source: SWYPFT
% Admissions gatekept by CRS teams
Jan
95%
Care Programme Approach (CPA)% SU on CPA having formal review within 12
Feb
95%
98.1%
Source: SWYPFT
months
Staffing (SWYPFT Wakefield
Trust sickness absence rate (YTD)
Feb
<4.4%
4.8%
BDU)
Proportion of patients that have self
<3.1%
NHS Safety Thermometer
Feb
3.2%
harmed in the last 72 hours
(nat av)
Proportion of patients that report feeling
85.0%
NHS Safety Thermometer
Feb
83.9%
safe at the point of survey
(nat av)
Proportion of patients that have been the
<1.5%
NHS Safety Thermometer
victim of violence/aggression in the last 72
Feb
1.4%
(nat av)
hours
Proportion of patients that have had an
<12.1%
NHS Safety Thermometer
Feb
12.9%
omission of medication in the last 24 hours
(nat av)
Proportion of patients with 'harm free' care
(patients that did not self harm, do not feel
88.1 %
NHS Safety Thermometer
unsafe, have not been a victim of violence or
Feb
90.7%
(nat av)
aggression and in Inpatient settings have
not been restrained)
The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients
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Trend
Information
From
Commission Exception
previous Clinical Lead
ing Lead
Report
Month
↓
Dr CH
MEz
↓
Dr CH
MEz

Actual

YTD

2.8%
95.5%

2.4%
96.3%

96.7%

95.3%

↓

Dr CH

MEz

5%

4.9%

↔

Dr CH

MEz

2.9%

3.2%

↓

Dr CH

MEz

90.3%

86.6%

↑

Dr CH

MEz

0.6%

1.3%

↓

Dr CH

MEz

9.8%

11.5%

↓

Dr CH

MEz

91.5%

90.7%

↓

Dr CH

MEz

Strategic Performance Monitoring
Quality Measures
MYHT
Indicator
(Source: MYHT Trust Board Performance Report unless indicated)

Reporting
Period

Target

2014/15
Performance

Actual

YTD

Trend Information
From
Previous
Commissionin
previous months score Clinical Lead
g Lead
Month
card

Venous Thromboembolism

% patients risk assessed

Jan

95%

95.80%

95.2%

95.3%

↓

••••••

Dr PW

LE

Harm free care

% patients receiving harm free
care

Feb

95%

92.94%

91.71%

94.18%

↓

••••••

Dr PW

LE

Harm free care

% of patients suffering new harm

Jan

<2.8%

‐

2.45%

2.38%

↓

••••••

Dr PW

LE

Never Events

Number of never events

Mar

0

3

0

0

↔

••••••

Dr PW

LE

Serious Incidents

Number of open serious incidents

Mar

‐

‐

↓

Dr PW

LE

Dr PW

LE

Serious Incidents
Patient Safety Incidents
(acute services)
Patient Safety Incidents
(community services)
Summary Hospital Mortality
Indicator
Hospital Standard Mortality Rate

Number of new serious incidents
Mar
‐
for month
Proportion of patient safety
Jan
<29%
incidents that are harmful
Proportion of patient safety
Jan
<50%
incidents that are harmful
SHMI score (Source: Health and
Oct 14 – Sep 15
<1
Social Care Information Centre)
HSMR (elective and emergency
Nov
<100
admissions)

276

15

161

↑

‐

24.1%

25.7%

↑

••••••

Dr PW

LE

‐

46.2%

59.2%

↑

••••••

Dr PW

LE

↓

•••••

Dr PW

LE

‐

0.939

‐

84.41

99.88

↑

••••••

Dr PW

LE

118.2

79.26

104.54

↑

••••••

Dr PW

LE

‐

122.02 WTE

↑

••••••

Dr PW

JP

Y

‐

22.53 WTE

↓

••••••

Dr PW

JP

Y

‐

97.11 WTE

↑

••••••

Dr PW

JP

Y

5.15%

↓

••••••

Dr PW

JP

Y

Hospital Standard Mortality Rate

HSMR ‐ weekend

Nov

MYHT nurse vacancies

WTE Registered Nurse vacancies

Jan

Surgery nurse vacancies

WTE Registered Nurse vacancies

Jan

Medicine nurse vacancies

WTE Registered Nurse vacancies

Jan

Absence

Total sickness rate

Dec

<4%

4.80%

Staff turnover

Turnover rate (monthly)

Jan

<1%

‐

0.83%

↑

••••••

Dr PW

JP

Feb

95%

‐

Requires improvement

↔

•

Dr PE

JW

CQC Rating

<100

78

37
(5%)
<15
(5%)
<22
(5%)

Wakefield CCG

Indicator

Mixed sex sleeping
accommodation breaches

14

Exception
Report

4.82%

Trend Information

Reporting
Period

Target

2014/15 CCG
Performance

Actual

YTD

FOT

Jan

0

0

0

0

0

Previous
From
months
previous
score
Month
card

↔

•••••

Jan

MYHT

Actual

YTD

FOT

Trend
from
previous
Month

0

1

1

↑

Clinical Commissio Exception
Lead
ning Lead Report

Dr PW

LE

14



Strategic Performance Monitoring
Urgent and Emergency Care
Trend
Informati
on

Wakefield CCG

Provider

MYHT

Indicator

YTD

FOT

From
previous Actual
Month

YTD

FOT

Trend
Commissi Exceptio
Clinical
from
oning n Report
previous Lead
Lead
#
Month

A&E 4 hour waiting time % Patients who spent 4
standard
hours or less in A&E

Feb

95%

‐

Not reported at CCG Level

‐

80.4%

86.4%

86.4%

↓

Dr AS

MJ

p.19

No wait from a decision
12 Hour Breaches in A&E to admit to admission of
more than 12 hours

Feb

0

‐

Not reported at CCG Level

‐

5

18

18

↓

Dr AS

MJ

p.20

All handovers between
Acute Trust ‐ Turnaround ambulance and A&E
Time
should take place within
15 mins

Feb

100%

‐

Not reported at CCG Level

‐

56.7%

↓

Dr AS

MJ

p.21

All crews should be ready
Ambulance ‐ Turnaround
to accept new calls
Time
within 15 mins

Feb

100%

‐

Not reported at CCG Level

‐

82.7%

Not reported at
Provider Level

↑

Dr AS

JF

p.22

Cat A (Red 1) 8 min
response time

Feb

75%

‐

Not applicable at CCG Level

‐

69.6%

71.2%

71.2%

↑

Dr AS

JF

p.23

Cat A (Red 2) 8 min
response time

Feb

75%

‐

Not applicable at CCG Level

‐

71.3%

71.5%

71.5%

↓

Dr AS

JF

p.23

Cat A (Red 1 and 2) 19
min response time

Feb

95%

‐

Not applicable at CCG Level

‐

95.1%

95.1%

95.1%

↑

Dr AS

JF

YAS
Ambulance response
times

15

2014/15
Reportin
CCG
Actual
Target
g Period
Performa
nce

Provider

Not reported at
Provider Level

Strategic Performance Monitoring
Urgent and emergency care
Wakefield CCG
2014/15
Reportin
CCG
Target
Actual
g Period
Performa
nce

Provide
Indicator
r
Emergency Re‐ Emergency readmissions within 7 days
admissions
following an elective or emergency spell
(MYHT
Emergency readmissions within 30 days
Performance
following an emergency or elective spell
Report)
MYHT
Stroke
(SSNAP)

YAS 111
Performance

YAS Out of
Hours
Performance
YAS

16

YTD

FOT

Provider

Trend
From
previous Actual
Month

YTD

FOT

Trend
Commissi
from Clinical
Exceptio
oning
previous Lead
n Report
Lead
Month

Aug

<4.05%

‐

Not reported at CCG Level

3.86% 3.99% 3.99%

↑

Dr AS

JF

Aug

<9.38%

‐

Not reported at CCG Level

9.18% 9.09% 9.09%

↑

Dr AS

JF

↑

38.3% 35.1% 35.1%

↑

Dr AB

NM

↓

57.8% 60.2% 60.2%

↓

Dr AB

NM

↓

83.7% 87.6% 87.6%

↓

Dr CJ

SR

Jan

82.9% 90.5% 90.5%

↑

Dr CJ

SR

Jan
Jan

48.2%
25.1% 30.2% 31.2% 31.2%
nat av
59.8%
47.6% 55.1% 60.2% 60.2%
nat av

% patients scanned within 1 hour of arrival

Q3

% of patients admitted to stroke ward within 4
hours of arrival

Q3

% of clinical call backs within 2 hours

Feb

95%

90.7% 84.1% 87.8% 87.8%

% calls answered within 60 seconds

Feb

95%

92.7%
(YAS)

% of warm transfers or clinical call backs
within 10 minutes

Feb

65%

49.9% 27.3% 36.2% 36.2%

↓

27.3% 35.4% 35.4%

↓

Dr CJ

SR

% Definitive Clinical Assessments in time

Feb

95%

87.2%

97.7% 97.7%

↔

99.2% 99.1% 99.1%

↓

Dr AS

JF

% Emergency within 1 hour

Feb

95%

58.6% 57.1% 58.4% 58.4%

↓

50.8% 51.2% 51.2%

↓

Dr AS

JF

% Urgent within 2 hours

Feb

95%

76.9% 78.2% 73.5% 73.5%

↑

63.3% 64.1% 64.1%

↑

Dr AS

JF

% Less Urgent within 6 hours

Feb

95%

92.4% 97.6% 95.9% 95.9%

↑

94.7% 92.6% 92.6%

↑

Dr AS

JF

Not reported at CCG Level

87.6% 85.7% 85.7%

↑

Dr AS

JF

Not reported at CCG Level

89.3%

84%

84%

↑

Dr AS

JF

9.7%

ST‐elevation % of patients with STEMI who received an
appropriate care bundle
myocardial
% of patients receiving primary angioplasty
infarction
(NHS England) within 150 minutes.
% of patients who were discharged from
Cardiac arrest
hospital alive following resuscitation by
NHS England)
ambulance service following a cardiac arrest
% of FAST positive patients potentially eligible
for stroke thrombolysis arriving at a
Stroke
NHS England)
hyperacute stroke unit within 60 minutes of
the call being received
Staff absence
Trust absence rate
(YAS)

Oct
Oct

78.3%
82.7%
(nat av)
87%
83.9%
(nat av)

Not reported at CCG
Level

100%

Oct

9.1%
10.6%
(nat av)

Not reported at CCG Level

8.9%

9.7%

↑

Dr AS

JF

Oct

59%
55.6%
(nat av)

Not reported at CCG Level

53.6% 55.8% 55.8%

↓

Dr AS

JF

Not reported at CCG Level

5.8%

↑

Dr AS

JF

Feb

<5%

5.9%

5.5%
(Mar 15‐Feb 16)
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Mar

Mar

Exception Reporting
Elective Care ‐ Cancer
NHS Constitution Indicator

Cancer Waits ‐ 62 Days ‐ Max 62 day wait for first definitive treatment following a consultant decision to upgrade priority of patient

Indicator

Reporting Period

2014/15 CCG
Performance

Target

Actual

YTD

FOT

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

Max 62 day wait for
first definitive
treatment following a
Feb
90%
83.3%
84.6%
91.7%
91.7%
↓
80.0%
90.6%
90.6%
↓
consultant decision to
upgrade priority of
patient
Max 62 day wait from
Cancer Waits ‐ 62 Days referral linked to the
NHS Screening
Feb
90%
91.5%
88.9%
95.8%
95.8%
↓
88.9%
96.2%
96.2%
↓
Program to start 1st
treatment for all
cancers
Max 62 day wait from
urgent GP referral to
Feb
85%
84.2%
78.5%
85.0%
85.0%
↓
75.9%
86.8%
86.8%
↓
first definitive
treatment for cancer
Reason for Underperformance
MYHT had previously been making good progress on achievement of the 62 day targets in previous months. However there are a number of tumour sites which are consistently not achieved i.e. Head and Neck, Lower GI, Lung, Urological and the
Trust relies on those tumour sites which perform better to keep performance above the required standard. Therefore, if either one or more of those tumour sites which usually performs better experiences, for example, capacity issues
performance is not achieved and it can take a number of months to recover. The following information details the reason for each of the breach areas:
Maximum two month (62days) wait from urgent GP referral to start of 1st treatment for suspected cancer
Breaches ‐ Trust 20.5, WCCG 14
There are a number of the breaches which appear to be outside the Trust’s control and relate to patient choice and patient complexities. However, the 10 breaches which are of concern and which the Trust can influence relate to late referral,
theatre capacity, bed availability, delayed colonoscopy, delays due to bank holidays and delays in pathways for prostate biopsy.
Further to this the Trust has been experiencing Urology surgical capacity issues a delayed start date for staff has impacted on performance. Provision of scoping capacity also remains an issue but the Trust has brought waiting times down with a
plan for further staffing within the service.
Maximum two‐month (62day) wait from referral linked to the NHS National Screening Program to start of 1st treatment for all cancers
Breaches ‐ Trust 0.5, WCCG 1
The breach is outside the Trust’s control and relate to surgery being cancelled due to the patient being admitted for other medical reasons.
Maximum two‐month (62day) wait for first definitive treatment following an upgrade by a consultant or authorised member of the consultant team
Breaches ‐ Trust 2, WCCG 2
The breaches are outside the Trust’s control and relate to patient complexities and extensive investigations needing to take place.
Actions taken
Formal action plans have been requested by the service commissioner and at the Contract Management Group and it has been agreed that these will be forwarded once ratified by the Trust Board. It has further been agreed that the service
commissioner will attend the ECB meeting on 28 April to progress discussions regarding the Trust’s performance against the standards.

62days from FDT following a decison to upgrade priority

62 days from linked NHS screening program to start
of 1st treatment

62 Day from urgent GP referral to FDT

150.0%

100.0%
90.0%

100.0%

200.0%

50.0%

80.0%
100.0%
Mar‐16

Jan‐16

Feb‐16

Dec‐15

Oct‐15

Nov‐15

Jul‐15

Sep‐15

Aug‐15

Jun‐15

Apr‐15

May‐15

Mar‐15

Jan‐15

Feb‐15

Dec‐14

Oct‐14

Nov‐14

Jul‐14

Sep‐14

Jun‐14

Aug‐14

Apr‐14

17
17

May‐14

70.0%

0.0%

0.0%
Apr‐14

May‐14

Jun‐14

Jul‐14

Aug‐14

Sep‐14

Oct‐14

Nov‐14

Dec‐14

Jan‐15

Feb‐15

Mar‐15

Action Plan in
Place
Risk Register ID
Clinical Lead
Commissioning
Lead
CCG Assurance

Yes
492
Dr Abdul Mustafa
Michelle Ashbridge

MYHT 62 days cancer (Urgent GP to FDT)

62 day wait ‐ screening programme

MYHT Executive Contract Board
MYHT 62 days cancer
‐ upgrade following decision

Target

Target

Target
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Exception Reporting
Elective Care – 18 Week RTT
NHS Constitution Indicator

Indicator

18 Week RTT
Waiting Time
Standard

RTT Incomplete
Pathways

18 Week Referral to Treatment Incomplete Pathway

Reporting
Period

Target

2014/15 CCG
Performance

Actual

YTD

FOT

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

Feb

92.0%

91.6%

86.9%

89.3%

89.3%

↑

84.9%

88.0%

88.0%

↑

Reason for Underperformance
Underperformance has been reported in a number of specialities at MYHT.
Reason for underperformance cited as demand and capacity issues, as well as the inability to close down and complete pathways. The data reported by MYHT indicates that the same specialties continue to fail the
required standard. The Trust has requested that the Intensive Support Team, Elective Care undertakes a diagnostic of the RTT processes at the beginning of May 2016 in order to support the recovery plan.

Actions taken
MYHT and the CCG (via Ways of Working) are currently working together to identify the specialties that are experiencing the most severe RTT underperformance, principally due to capacity issues. The first specialties
identified as requiring immediate action are ENT and Dermatology. Both specialties are in the process of being remodelled to ensure that capacity is being used correctly. This has included the use of e‐referrals, clinical
threshold management and reviewing of the Trust’s access policy (which will be supported and mirrored by the CCG and will be endorsed by Clinical Cabinet). Following this work in the two identified specialties a
review will take place analysing the effects of the changes and further proposals for pathway alterations will take place in mid‐April. MYHT intend to work with the CCG on pathway alterations to ensure that both
organisations agree before changes are implemented. Once changes are fully implemented there is the expectation that RTT will recover to the required position.

RTT Incomplete
Action Plan in
Place
Yes

100.0%
98.0%
96.0%
94.0%
92.0%

Risk Register ID 685

90.0%
88.0%
86.0%

Clinical Lead

84.0%

Dr Patrick Wynn

82.0%
80.0%

Commissioning
Lead
Pat Keane

RTT Incomplete

18

Target

CCG Assurance MYHT Executive Contract Board
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Exception Reporting
Elective Care – Diagnostics
NHS Constitution Indicator
Indicator

Patients waiting
for a diagnostic
Diagnostic test
test should be
waiting times
waiting for less
than 6 weeks

Diagnostic test waiting times
Reporting
Period

Target

2014/15 CCG
Performance

Actual CCG
Performance

YTD CCG
Performance

FOT CCG
Performance

From previous
Month

Actual MYHT
Performance

YTD MYHT
Performance

Feb

99%

99.7%

95.7%

98.0%

98.0%

↑

97.6%

97.9%

FOT MYHT
Trend from
Performance previous Month

97.9%

↑

Reason for Underperformance
Although a number of Trusts are contributing to the underperformance, the current performance is driven by the breaches at MYHT.
The majority of the MYHT breach numbers are as follows:
• Neurophysiology (Sleep Studies); 197 breaches
• Audiology; 70 breaches
• Cardiology (Echocardiology); 16 breaches
• Respiratory Physiology; 12 breaches
MYHT has been achieving the 6 week diagnostic target for the majority of the last 2 years, however since September 2015 the Trust been unable to achieve the 99% target.

Actions taken
There 15 diagnostic tests on the list, of which 5 individual tests are driving the underperformance at MYHT. These are outlined below, along with detail regarding the problem and indicative timescales for recovery.
1. Cardiology (Echocardiology) – capacity shortfall due to sickness and prioritising acute flow. Recovery by April 2016.
2. Neurophysiology (Sleep Studies)– lack of bed capacity due to prioritising acute flow. Recovery by April 2016.
3. Cystoscopy – the Trust has reviewed the booking process and all patients now have a plan. Recovery by April 2016.
4. Neurophysiology – Clinical threshold management and referral management is in place for referrals for neurophysiology. Additionally MYHT are working jointly with Leeds Teaching Hospitals to provide additional
capacity.
5. Audiology – there has been a fluctuating position over the past year, however the service is now forecasting a much improved position for February 2016. Plans at individual patient level are being produced and
actioned to reduce the diagnostic wait times. Further to this discussions at ECB have considered the greater use of community provision to alleviate pressure on the service.
The above demonstrates that 3 of the 5 tests are expected to be back in line with the 6 week performance requirement by April 2016. The position on Audiology and Neurophysiology is more complex and requires
further understanding at this time.
Formal recovery plans have been requested by the CCG. MYHT is currently developing recovery plans for the 2 tests where there is not yet a date to achieve 99%. These plans will be shared with the CCG and discussed at
Executive Contract Board once received from the Trust.

Diagnostic Test Waiting Time
100.0%
98.0%
96.0%
94.0%
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Action Plan in
Place
Yes

Diagnostic 6 weeks

Risk Register ID 734

Target

Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Pat Keane
CCG Assurance MYHT Executive Contract Board 19

Exception Report
Healthcare Associated Infections ‐ Clostridium Difficile
Indicator

Period

Clostridium difficile cases: NHS Wakefield CCG

Jan 16

Clostridium difficile cases: MYHT post 72 hour cases

Jan 16

Target
2014/15
<6 month
67/92
<72 annual
<2 month
33/42
<27 annual

Month

YTD

FOT

Previous Performance

8

82

98

4

32

38

•••••
•••••

Description of underperformance:
Wakefield CCG ‐ There were 8 reported Clostridium difficile cases in January 2016. 4 were pre 72 hour cases (3 GP samples, 1 MYHT) and 4 post 72 hour cases ( 2 MYHT ,2
LTHT). There has already been 15 more cases than in all of 2014/15.
MYHT: There were 4 post 72 hour cases in January, taking the cumulative total to 32. Following Post Infection Reviews 7 cases were preventable and 21 cases non‐
preventable. 1 case is due to be presented at the CDI panel.
Reason for underperformance
The pre and post 72 hour cases have been reviewed. Two cases were registered with the same GP
(one pre and one post). All other cases were registered with different GP practices across Wakefield
District. 3 cases had a history of previous CDI (1 toxin positive (pre) and 2 glutamate dehydrogenase
positive only (post cases)
Of the 4 pre 72 hour cases;
‐ 3 specimens were requested by the GP
‐ 4 cases had been an inpatient in the previous 2 months
‐ 3 were deceased
‐ 2 cases had recent antibiotics prescribed. Prescribing was in line with the Antimicrobial
Guidelines for Primary and Community Care Organisations.
‐ 1 case had laxatives prescribed

Number of WCCG clostridium difficile cases

Threshold
18
16
14
12
10
8

Of the 4 post 72 hour cases reported by MYHT (2 cases were Wakefield residents); one case is
outstanding.
‐ There was an increased incidence on Ward 2 at DDH. An incident control group was
implemented. Specimens have been sent for ribotyping, confirming transmission
‐ One case was not preventable. Lessons identified were inappropriate use of antibiotics in the
community; poor documentation and inappropriate specimen taking

6

Actions to be taken
MYHT Infection Control Doctor is meeting with the Consultant Urologists and Elderly Medicine
Consultants to discuss a change in antibiotic prescribing for urinary tract infections. This remains an
outstanding action. Kirklees and Wakefield IPC Team continue to undertake enhanced surveillance
to determine common themes to enable targeted work.
CDI summit was held on 19 April 2016, chaired by Dr Phil Earnshaw.

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

20

WCCG cases

4
2
0

Yes
Jane O’Donnell
Laura Elliott
Andrew Furber
MYHT Executive Quality Board
394 395

Exception Report
Quality Measures ‐ Mixed sex accommodation breaches
Indicator

Period

Target

2014/15

Jan

Dec
(revised)

YTD

Previous Performance (Nov –
July)

Mixed sex sleeping (MSA) accommodation breaches

Jan 16

0

0

0

1

1

•••••

Description of underperformance:
MYHT have published revised data for December 2015 which shows there was one breach of the single sex sleeping accommodation requirements. This occurred on
critical care (HDU) at Dewsbury and District Hospital on 10 December 2015 . This is the first breach to be reported by MYHT since 2013. The patient was registered at a
North Kirklees GP.
Reason for underperformance
The breach occurred when a patient identified as ‘ward able’ was not transferred from a clinically
justifiable mixed ward area within the 8 hour transfer window in line with local protocol. The
timescales were breached by 45 minutes. This was a no harm incident. A RCA investigation has been
completed, as per guidance.
The review identified issues relating to patient flow as the primary cause of the incident, followed by
clinical staff appropriately prioritising the care of critically ill patients above transfer of a non‐acute
patient.

This was discussed at MYHT Executive Quality Board on 18 February 2016.
The Trust apologised to the patient for the breach.
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Clinical Lead
Commissioning Lead

Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Report
Quality Measures ‐ MYHT Staff Sickness
Indicator
MYHT staff sickness rate

2014.15

Dec 15

YTD

Trend

4.80%

5.15%

4.82%

↓

Previous Performance

••••••

Source: MYHT Trust Board Performance Report 3 March 2016

Description of underperformance: The MYHT Staff Sickness rate increased to 5.15% in December 2015. This is the highest monthly rate of sickness absence in the year to
date. Sickness absence was above the divisional / directorate threshold in 11 out of 14 areas in December 2015.
Reason for underperformance
Analysis presented to the MYHT Board in October 2015 showed that anxiety and
stress accounted for 23% of sickness and musculoskeletal/back problems for a
further 20%.
Actions to be taken
Promotion of wellbeing and occupational health support to staff to target the
sick days associated with anxiety and stress. Increase awareness and usage of
stress risk assessment tools to identify and prevent stress. This will be targeted
in the first instance at staff members from Additional Clinical Services and
Nursing and Midwifery in Division of Medicine, Surgery and Women and
Children's services.
Review the moving and handling training and ensure all staff are up to date with
role specific training that includes this.
Increase Line Manager ability and competence in dealing with staff absence and
in particular return to work protocols. Review the manager toolkit, then
implement and promote it.
Review the infrastructure for managing sickness and attendance. Review of
practice in the implementation of the policy to be carried out to review best
practice and identify and implement improvements. Review management
sickness clinics and performance management of attendance in Divisions.

Action Plan in Place
Clinical Lead
Commissioning Lead
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Yes
Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator

A&E 4 hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E

Indicator
A&E 4 hour waiting
time standard

Reporting Period

Target

2014/15 CCG
Performance

Feb

95%

‐

% Patients who spent 4
hours or less in A&E

Actual

YTD

FOT

Not reported at CCG Level

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

Not reported at
CCG Level

80.4%

86.4%

86.4%

↓

Reason for Underperformance
The reasons for low performance levels continue to be multi‐faceted and strongly linked to reduced patient flow through the acute trust, which causes overcrowding and pressure in A&E. MYHT continues to be one of
the busiest type 1 ED in England. March has seen some of the highest spikes in A&E attendances on record at MYHT. 2 days in March saw attendances exceed 800, there were 12 days with attendances over 700 and
the remaining days seeing over 600 attendances. Of those requiring admission the most common reason for breach of the 4 hour standard is 'waiting for bed'.
Actions taken
Last month the five key priorities as outlined in the Emergency Care Improvement Programme (ECIP) concordat were shared. This report provides an update on progress to date.
• The Trust has recently established an Urgent Care Improvement Board, this will be a the governance vehicle for leading and directing urgent care improvement within the Trust and will act as the interface for
Urgent Care within the wider healthcare system, reporting into the Executive Driving Clinical Standards Group. The Urgent Care Improvement Board will provide external assurance to the System Resilience Group.
• All acute GP referrals are now streamed into the GP Receiving Unit (GPRU) that has been co‐located with Acute Assessment Unit (AAU). Since opening on 21/12/15 the unit has received 399 patients that would
have otherwise presented at ED. This has relieved pressure on the ED supported the improved management of the minors stream of patients.
• Consultant led Rapid Assessment Team (RAT) model ‐ The Trust have implemented a consultant led RAT model , this model of assessment is initiated during peak periods of surge within the Trust. The RAT model
involves the early assessment of minors patients in ED, by a team led by a senior doctor, with the initiation of investigations and/or treatment. The approach consciously removes 'triage' and initial junior medical
assessment from the pathway. The first doctor a patient sees is one who is able to make a competent initial assessment, define a care plan and make a decision whether a patient requires admission or referral to
an in‐taking specialist team. Nurses and junior doctors in the RAT team then implement the first stages of the care plan.
• Introduction of New Speciality Flows ‐ The Gynaecology service has established a pilot for an early pregnancy assessment unit. The unit now receives patients that would have previously attended ED with
symptoms relating to early pregnancy. A specific criteria led referral process is in place for ED doctors to access this service.
• AAU / Ambulatory Care Reconfiguration ‐ The Division of Medicine has worked up plans for the co‐location of AAU with ambulatory care. This will provide increased capacity for the management of ambulatory
patients and strengthen the medical leadership and presence within these departments. The co‐location of departments will support a more efficient flow of patients from ED and an improved turnaround and
discharge of patients. The current date for implementation of this schemes is 31 March.
• Integrated discharge team ‐ The Trust has aligned Social Care and Nurses into the Integrated Discharge Team. The team now has a detailed action plan and improvement group actively delivering against the
objectives. The group are currently targeting a reduction in the numbers of delayed transfers of care from 4.7% to 3.5%.
• Ward reconfiguration ‐ As a result of the consolidation of the wards within the Trust there has been a reduction in the number of wards used for medical outlying by cohorting the patients. This has improved
efficiency for the review of medical outliers providing a safer model of care for patients. Further is required to assess the impact of this work on length of stay.
• Reverse boarding ‐ The Trust have implemented reverse boarding to support and facilitate improved access to beds earlier in the day. Patients that are medically fit and ready for discharge but 'waiting' in a bed i.e.
waiting for TTOs. These patients are now identified early and where appropriate they are 'sat out' in the ward, making the bed available to acutely ill patients. This practice has facilitated flow earlier in the day and
supports the unblocking of ED.
• SAFER care bundle ‐ The Urgent Care Improvement Board is currently working with Ward Nursing and Medical teams to embed the safer care bundle. The SAFER care bundle is a number of metrics linked to ward
based practice that are linked to delivering improved performance and improved quality of care for patients. There is currently a daily audit of adherence to the SAFER care bundle.
• A system wide escalation workshop was held on 11 March to agree the model and action plan for improving system wide escalation arrangements.
• The Trust and system partners are participating in the TDA Delayed transfers of care improvement programme. On 8 March the TDA carried out a site visit and met with system partners. A launch event was held
on 17 March which was attended by system leaders. An action plan is being developed in line with the Urgent Care Improvement Programme.

A&E - 4hr target
100.0%
95.0%
90.0%
85.0%
80.0%
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Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator

A&E 4 hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E

Indicator
No wait from a
decision to
12 hour
admit to
breaches in A&E admission of
more than 12
hours.

Reporting
Period

Target

2014/15
CCG
Performanc
e

Feb

0

‐

Actual

YTD

FOT

Not reported at CCG Level

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Month

Not
reported at
CCG Level

5

18

18

↓

Reason for Underperformance
In February there were a total of 5 cases in which patients had to wait longer than 12 hours in A&E from decision to admit to admission. This resulted in the cumulative total
reaching 18 cases at the trust for 2015/16 to date. All breaches in February occurred at Pinderfields. The Trust has 60 days to undertake the root cause analysis for this
breach. Further updates will be provided once available.

Actions taken
Reviews of previous breaches have identified issues with patient flow as a major contributing factor. The exception report for A&E (see p.19) identifies a number of measures
which MYHT is taking to improve patient flow which should lessen the likelihood of further 12 hour breaches.
12 hour breaches are discussed at MYHT Executive Quality Board.

Action Plan in Place
Risk Register ID

12 Hour Breaches
8
7

Clinical Lead

6
5

12 Hour Breaches

4

Commissioning Lead

3
2
1
0
Apr‐15
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May‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

Jan‐16

Feb‐16

Mar‐16

CCG Assurance

Yes
790
Dr Adam
Sheppard
Michala
James
MYHT
Executive
Contract
24
Board

Exception Reporting
Urgent and emergency care – Ambulance handovers
NHS Constitution Indicator

Acute Trust ‐ Turnaround Time ‐ All handovers between ambulance and A&E should take place within 15 mins

Indicator

Acute Trust ‐
Turnaround Time

All handovers
between ambulance
and A&E should
take place within 15
mins

Reporting
Period

Target

2014/15 CCG
Performance

Feb

100%

‐

Actual

YTD

FOT

Not reported at CCG Level

From previous
Month

Actual

Not reported at
CCG Level

56.7%

YTD

FOT

Trend from
previous
Month

Not Reported Not Reported
at Provider
at Provider
Level
Level

↓

Reason for Underperformance
Performance has deteriorated again in February, particularly on the PGH site. This is in line with the increased pressures on beds and issues with patient flow being experienced at MYHT which causes overcrowding in
the ED.
Dewsbury – 67.5%
Pinderfields – 51.8%
Pontefract – 88.6%
The individual site performance within MYHT identifies Pinderfields as a significant contributor to the Trust level performance not being achieved. The five main reasons for the majority of the breaches are as follows:
• Reduced patient flow, causing crowding in ED and affecting the availability of staff to take handover or accept responsibility for patient care.
• Clinical staff availability for handovers
• No available cubicles (specifically in Pinderfields and Dewsbury)
• Difficulty in achieving the 100% target
• Data capture
Actions taken
As a result of the major reason for delayed handovers being due to A&E performance and crowding, there is a link between this area of performance and the MYHT recovery plan for A&E performance (see associated
exception report). The improvement plan for A&E performance builds on the recommendations from the ECIP diagnostics which considers new ways of working to improve flow in the hospital and within ED.
A number of Trusts have been identified over the Easter weekend in March as having extended delays with handovers. A conference call between commissioners of the main sites affected (North General in Sheffield,
st
Scarborough, Hull and MYHT) was held on 1 April. This has instigated a number of actions:‐
‐
‐
‐
‐

Investigation under SI route to be suggested with YAS and acute providers with end‐to‐end reviews
Lead commissioner to work with YAS on the RCA and potential actions which could to taken across Y&H to improve handover
A local escalation will be raised through SRG
Sharing of escalation policies – which will lead to a local review of the handover escalation protocol

Ambulance Handovers Performance
60.0%

25

Ambulance Handovers Performance

Target

Action Plan in
Place
Risk Register ID
Clinical Lead
Commissioning
Lead
CCG Assurance

Yes
427
Dr Adam Sheppard
Jenny Feeley
MYHT Executive Contract Board
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Exception Reporting
Urgent and emergency care – Crew clearance
NHS Constitution Indicator

Reporting
Period

Indicator

Ambulance ‐
Turnaround
Time

Ambulance ‐ Turnaround Time ‐ All crews should be ready to accept new calls within 15 mins

All crews should
be ready to
accept new calls
within 15 mins

Feb

Target

2014/15
CCG
Performanc
e

100%

‐

Actual

YTD

FOT

Not reported at CCG Level

From
previous
Month

Not
reported at
CCG Level

Actual

82.7%

YTD

FOT

Trend from
previous
Month

Not
Not
Reported at Reported at
Provider
Provider
Level
Level

↑

Reason for Underperformance
The individual site performance is shown below for January;
Dewsbury – 77.9%
Pinderfields – 84.5%
Pontefract – 91.5%
Actions taken
See previous exception report for details.

All crews should be ready to new accept calls
100.0%
90.0%
80.0%

Action Plan in
Place
Yes

70.0%

Risk Register ID 427
Clinical Lead Dr Adam Sheppard
Commissioning
Lead
Jenny Feeley

60.0%
All crews should be ready to new accept calls
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Target

CCG Assurance MYHT Executive Contract Board
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Exception Reporting
Urgent and emergency care – Ambulance Response Times
NHS Constitution Indicator

Indicator

Ambulance response times ‐ Cat A (Red 1) 8 min response time

Reporting Period

Target

2014/15 CCG
Performance

Actual

YTD

FOT

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Month

Cat A (Red 1) 8
min response
Feb
75%
‐
Not applicable at CCG Level
‐
69.6%
71.2%
71.2%
↓
time
Ambulance
response times Cat A (Red 2) 8
min response
Feb
75%
‐
Not applicable at CCG Level
‐
71.3%
71.5%
71.5%
↓
time
Reason for Underperformance
There are two main factors that the Trust cite as contributing to the underperformance:
• An employee resource gap
• The impact of rota changes
For information Cat A (Red 1) relates to patients with cardiac or breathing symptoms; Cat A (Red 2) relates to all other emergencies.
Actions taken
In 15/16 commissioners have supported YAS through:‐
‐ Financial investment in clinical ‘floor‐walkers’ in NHS 111 , frequent callers scheme and mental health professionals within the EOC
‐
Invested growth monies of £5.8m to support existing initiatives to manage ambulance demand.
These are part of the contract negotiations for 16‐17.
In addition during 15/16 YAS have progressed with the contracting of additional independent sector resource (additional 30 paramedic crews and vehicles). YAS have put in place a stringent processes to ensure high
governance and safety standards. These crews undertake green activity, releasing YAS crews to concentrate on the red activity. Locally these have been deployed in Wakefield, Leeds and Bradford.
YAS performance is negatively affected by lack of staff resource and paramedic attrition. Recruitment has seen an increase in staffing however workforce numbers still fall short of planned establishment or the
required levels to deliver 75%. YAS are addressing the national paramedic shortage by internally upskilling other clinical staff. Through contract negotiations the CCGs continue to support YAS to review and
implement their workforce plan.
It should be noted that an additional pressure has been felt by YAS due to the increase in Red demand.
YAS are now a pilot site for the national Ambulance Response Programme (ARP) system which allows call handlers to ensure an appropriate resource is sent based on the patients condition. As this is a national
pilot the impact on performance is not yet known but this could be a contributing factor to improved performance. The impact of this pilot is being reported national, although commissioners have asked for a
regional update from YAS.

Cat A (RED1) 8 min response
time

Cat A (RED2) 8 min response
time
100.0%

60.0%
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50.0%
Cat A (RED1) 8 min response time

Cat A (RED2) 8 min response time

Target

Target

Action Plan in
Place
Yes
Risk Register
ID
426
Clinical Lead Dr Adam Sheppard
Commissioni
ng Lead
Jenny Feeley
CCG
Assurance MYHT Executive Contract Board
Action Plan in
Place
Yes
Risk Register
27
ID
426
Clinical Lead Dr Adam Sheppard

Care Quality Commission (CQC)
Barnsley Hospital CQC Inspection Report
The CQC have recently published their inspection report of Barnsley Hospital. Between October 2015 – December 2015 108 Wakefield CCG patients were admitted to
Barnsley and 315 Wakefield CCG patients were referred to Barnsley by their GP(Source: NHS England). Barnsley CCG is the lead commissioner for this hospital.
The CQC visited from the 14 to 17 and 26 July 2015. The hospital received a rating of ‘good’ for the majority of areas.
Urgent and
Emergency Care

Medical care

Surgery

Critical care

Maternity and
gynaecology

Services for
children and
young people

End of life care

Outpatients and
diagnostic
imaging

Trust

Overall

Requires
Improvement

Good

Requires
Improvement

Good

Good

Requires
Improvement

Good

Good

Requires
improvement

Safe

Requires
Improvement

Requires
Improvement

Requires
Improvement

Good

Good

Requires
Improvement

Good

Good

Good

Effective

Good

Good

Requires
Improvement

Good

Good

Requires
Improvement

Good

Not rated

Good

Caring

Good

Good

Good

Good

Good

Good

Outstanding

Good

Good

Responsive

Good

Good

Good

Good

Good

Good

Good

Requires
Improvement

Good

Well‐led

Requires
Improvement

Good

Requires
Improvement

Good

Good

Requires
Improvement

Good

Good

Requires
Improvement

The table below shows the current CQC ratings for local acute trusts used by Wakefield CCG patients.
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Acute Trust

Safe

Effective

Caring

Responsive

Well‐led

Overall

Barnsley

Requires Improvement

Good

Good

Good

Requires Improvement

Requires
Improvement

Doncaster and Bassetlaw
Hospitals FT

Requires Improvement

Requires Improvement

Good

Requires Improvement

Good

Requires Improvement

Leeds Teaching Hospitals Trust

Requires Improvement

Good

Good

Requires Improvement

Requires Improvement

Requires Improvement

Mid Yorkshire Hospitals Trust

Inadequate

Requires Improvement

Good

Requires Improvement

Requires Improvement

Requires Improvement
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Care Quality Commission (CQC)
Wakefield GP Practice Inspection Reports
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

29

Middlestown Medical Centre
22 September 2015
Announced
Middlestown

Newland Surgery, Normanton
23 September 2015
Announced
Newland

St Thomas Road Surgery, Featherstone
26 January 2016
Announced
St Thomas

Ash Grove Medical Centre, Knottingley
19 January 2016
Announced
Ash Grove

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Good

Good

Good

Good
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Care Quality Commission (CQC)
Wakefield GP Practice Inspection Reports
Provider
Date of Inspection
Review Type
Link to Report

30

Henry Moore Clinic
8 March 2016
Announced
Henry Moore

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Good
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Care Quality Commission
Wakefield Care Homes
Provider
Fairburn Chase, Castleford
Date of Inspection
3 November 2015
Review Type
Unannounced
Link to Report
Fairburn
CQC history: 17 March 2015 – not meeting regulations relating to management of
medicines and staff
Type of home: nursing home for up to 73 people
Provider
Goodwins Residential Care Home, Wakefield
Date of Inspection
17 September 2015
Review Type
Unannounced
Link to Report
Goodwins
CQC history: May 2014 – provider met the regulations the CQC looked at
Type of home: Accommodation and personal care for one person.
Provider
Riverside Court, Knottingley
Date of Inspection
19 October 2015
Review Type
Unannounced
Link to Report
Riverside
CQC history: July 2014: Compliant in all areas.
Type of home: accommodation, personal care and nursing care for up to 60 people
some of whom have physical disabilities or are living with dementia

Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Previous
Requires improvement
Requires improvement
Good
Good
Requires improvement
Requires improvement

Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating
Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Outcomes
Previous
Provider
Attlee Court, Normanton
Inadequate
Date of Inspection
30 November 2014, 2, 14 December 2015
Safe
Inadequate
Review Type
Unannounced
Effective
Requires improvement
Link to Report
Attlee
Caring
CQC history: June 2015 – The CQC placed the service in special measures and
Inadequate
Responsive
began enforcement action.
Inadequate
Well‐led
Type of home: Nursing home currently providing care for up to a maximum of 68
Inadequate
Overall rating
people. There were 26 people living at the home at the time of the inspection.
Action:
Attlee Court has engaged in the pilot of the Quality Monitoring Tool and feedback has been given in terms of how to improve.
Reviews of residents have taken place and were assessed to be safe in their current environment.
The home remains embargoed and the residency rate continues to fall (occupancy rate approximately. 30%).
The CCG has been providing targeted support through the care home vanguard team and the Clinical Quality lead.
The programme of extensive refurbishment which was not managed effectively is now complete.
The CQC are issuing a notice of decision to deregister the care home.
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Current Status
Requires improvement
Requires improvement
Good
Good
Good
Requires improvement
Current Status
Good
Good
Good
Good
Good
Good
Current Status
Requires improvement
Good
Good
Requires improvement
Requires improvement

Requires improvement
Current Status
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

Care Quality Commission
Wakefield Care Homes
Provider
The Sycamores, South Kirby
Date of Inspection
22 December 2015
Review Type
Unannounced
Link to Report
Sycamores
CQC history: October 2013: Provider not in breach of any regulations.
Type of home: The home provides care and support for up to eight people.
Provider
Gateholme, Carr Gate
Date of Inspection
7 January 2016
Review Type
Unannounced
Link to Report
Gateholme
CQC history: June 2014: Provider not in breach of any regulations.
Type of home: The home provides accommodation and personal care for up to
48 people.
Provider
Croft House, Ossett
Date of Inspection
19, 20 November 2015
Review Type
Unannounced
Link to Report
Croft House
CQC history: February 2014: Compliant with one key question assessed.
Type of home: Nursing and residential care.

Current Status
Good
Good
Good
Good
Good
Good

Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good
Good

Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Inadequate

Action: A Patient Safety Walkabout took place on 22 March 2016. A summary is detailed later in this report.
Joint quality concerns meetings have been held with Croft House and further meetings have been planned to monitor the progress of implementing the CQC action plan.
Individual reviews for residents have been undertaken.
A joint LA / CCG review of care plans is being organised.
Croft House have shared their CQC action plan with the CCG and LA.
Provider
Newfield Lodge, Castleford
Date of Inspection
9 November 2015
Review Type
Unannounced
Link to Report
Newfield
CQC history: June 2015 – The CQC asked the provider to make improvements in
four of the five domains; Safe, Effective, Responsive and Well led.
Type of home: purpose‐built care home, for 64 older people and is divided into
four units two of which support people living with dementia.
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Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Previous
Requires improvement
Requires improvement
Good
Requires improvement
Requires improvement

Current Status
Good
Requires improvement
Good
Requires improvement
Good

Requires improvement

Requires improvement

Care Quality Commission
Wakefield Care Homes
Provider
Walton Manor, Walton
Date of Inspection
22 and 27 October 2015
Review Type
Unannounced
Link to Report
Walton
CQC history: October 2013 – Compliant with regulations inspected
Type of home: provides personal care and support to up to 47 older people some of whom are living
with dementia.
Provider
Home Caring Services, Pontefract
Date of Inspection
14 December 2015
Review Type
Announced
Link to Report
Home
CQC history: No previous inspection
Type of provider: Home Caring Services is registered to provide personal care. Care and support is
provided to people who live in their own homes within the locality of Pontefract.
Provider
The Sycamores, Wakefield
Date of Inspection
19 November 2015
Review Type
Unannounced
The Sycamores
Link to Report
CQC history: October 2013: registered provider was meeting the regulations reviewed.
Type of home: Registered to provide care for up to 40 older people. At the time of inspection there
were 40 people using the service.
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Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating
Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating
Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Requires improvement
Requires improvement
Requires improvement
Requires improvement
Requires improvement

Requires improvement
Current Status
Requires improvement
Requires improvement
Good
Good
Requires improvement

Requires improvement
Current Status
Requires improvement
Good
Good
Requires improvement
Requires improvement

Requires improvement

Care Quality Commission (CQC)
Wakefield Care Homes
Ashlands, Methley
Provider
Date of Inspection
22 & 24 September 2015
Review Type
Unannounced
Ashlands
Link to Report
CQC history: August 2013: Provider was meeting all the regulations inspected.
Type of home: Ashlands is registered to accommodate up to 50 older people, most of whom have
mental health and/or dementia related conditions. There were 40 people living at the home at the
time of the inspection. This home is in the Leeds Local Authority Area but 40 patients are Wakefield
CCG patients. Five residents are being funded by Wakefield CCG.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Inadequate
Inadequate
Inadequate
Requires improvement
Requires improvement

Inadequate

Action: Safe and well checks have been undertaken on the five residents funded by Wakefield CCG. Four of the residents were safe and well, with their needs being met.
There were concerns about one of the residents, which are being followed up. The Continuing Healthcare Team is liaising with colleagues at the Leeds Adult Social Care
Team.
Provider
The Chestnuts Care Home, Normanton
Date of Inspection
24th November and 1st December 2015
Review Type
Unannounced
The Chestnuts Care Home
Link to Report
CQC history: July 2014 – no breaches identified
Type of home: Care Home with nursing for up to 41 people

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Inadequate
Inadequate
Requires Improvement
Inadequate
Inadequate

Inadequate

Action: The CQC have issued a warning notice. The CCG have requested a copy of the home’s action plan.
Provider
Heathcoates, Wakefield
Date of Inspection
26 January 2016
Review Type
Unannounced
Link to Report
Heathcoates
CQC history: July 2013: Compliant in all areas.
Type of home: Accommodation for persons who require nursing or personal care, Learning disabilities,
Mental health conditions
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Outcomes

Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission
Wakefield Care Homes
Provider
Snydale Care Home, Old Snydale, Wakefield
Date of Inspection
7 January 2016
Review Type
Unannounced
Snydale Care Home
Link to Report
CQC history: October 2013 found to be compliant in all the areas
Type of home: Residential and nursing care to older adults some of whom live with dementia

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Provider
Springfields Residential Home, South Kirkby
Date of Inspection
30 December 2015
Review Type
Unannounced
Link to Report
Springfields
CQC history: October 2014: There was a breach in regulation 9 because people's choices were not fully
promoted or reflected in their care plans.
Type of home: Provides personal care for up to six people with mental health needs.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Provider
Sunnyfield, Pontefract
Date of Inspection
12 November 2015
Review Type
Unannounced
Link to Report
Sunnyfield
CQC history: February 2013: fully compliant in all areas.
Type of home: Residential service which offers accommodation and care for up to 10 adults who have a

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

learning disability or mental health condition.

Overall rating

Provider
Sunnyview, Ferrybridge
Date of Inspection
17 December 2015
Review Type
Announced
Link to Report
Sunnyview
CQC history: November 2013: Compliant with all the regulations we assessed
Type of home: Accommodation and personal care for up to 7 younger adults with a learning disability,
autistic spectrum disorder and associated complex needs
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Overall rating

Outcomes

Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Good
Requires Improvement
Good
Requires Improvement
Requires Improvement

Requires Improvement
Current Status
Good
Good
Good
Good
Good

Good
Current Status
Good
Good
Good
Good
Good

Good
Current Status
Good
Good
Good
Outstanding
Good

Good

Care Quality Commission
Wakefield Care Homes
Provider
West Ridings, Wakefield
Date of Inspection
16 & 17 November 2015
Review Type
Unannounced
Link to Report
West Ridings
CQC history: focused inspection of the Kingsdale unit on 30 September and 2 October 2015.
The Kingsdale unit discharged all patients following the inspection and the registered
provider closed the unit on 13 November 2015. Full inspection took place in January 2015
and was rated as requires improvement.
Type of home: Residential and nursing home providing care for up to 180 people

Outcomes

Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Action:
Continuing Healthcare staff regularly undertake assessments at West Ridings and will report any concerns.
The CQC have decided against taking formal enforcement action at this stage.
The CQC will monitor implementation of the home’s action plan.
West Ridings is part of the Care Home Vanguard.
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Previous
Requires improvement
Requires improvement
Good
Requires improvement
Requires improvement

Current Status
Inadequate
Requires improvement
Good
Requires improvement
Inadequate

Requires improvement

Inadequate

Audits, Service Reports and Walkabouts
NHS Staff Survey Results ‐ MYHT
Background: The MYHT 2015 National Staff Survey results are now available. 2996 staff at Mid Yorkshire Hospitals NHS Trust took part in this survey. This is a response
rate of 41.1%, which is average for combined acute and community trusts in England. In 2014 MYHT distributed the survey to a random sample of 815 staff. 86
questions were asked to form 32 ‘Key Findings’.

Number of key
findings

32 Key Findings: Comparison against 38 other acute and community trusts

Benchmarking – MYHT results for 32 Key Findings were compared to 38 other acute
and community trusts. Previously MYHT were benchmarked against a larger number of
acute trusts.

Significant improvement and deterioration
were identified on the adjacent Key Findings:

1

Average

8

MYHT performed lower than the national average

23

Number of key findings in which MYHT had the lowest score of all 39 trusts

Significant improvements

11/32

Significant deterioration

Question

2014

2015

Question

2014

2015

Effective use of patient / service user feedback

3.28/
5

3.47/
5

% of staff working extra hours

62%

69%

% of staff feeling pressure in last 3 months to attend
work when feeling unwell

67%

57%

88%

83%

Staff motivation at work

3.64/
5

3.76/
5

% of staff believing that the organisation provides
equal opportunities for career progression /
promotion

Free text comments
493 staff made comments as part of the survey, 12% were positive and 88% negative.
Top negative themes:
• Staffing levels (25%)
• Management (16%)
• Culture (14%)
Initial actions include:
• Sustained recruitment drive to address staffing levels with regular communication
on progress
• Enhanced development programmes for managers
• Development of People Plan for Meeting the Challenge changes
• MYHT gave a presentation at MYHT Executive Quality Board on 17 March 2016.
• Increasing and improving health and wellbeing support
• Inclusion of improvements for staff in Quality Account 2016/17
• Increased opportunities to hear and act upon your issues
• Review of communication channels
• Increased and more regular celebration of successes
• Support to areas with low scores
• Identification and sharing of good practice from areas with high scores.
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MYHT performed better than the national average

5 Key Findings for which MYHT compares least favourably with
other acute and community providers

MYHT
score

National

Staff recommendation of the organisation as a place to work or
receive treatment

3.22

3.71

% of staff agreeing that their role makes a difference to patients /
service users

86%

91%

Staff satisfaction with the quality of work and patient care they are
able to deliver

3.68

3.94

Recognition and value of staff by managers and the organisation

3.17

3.42

Percentage of staff able to contribute towards improvements at
work

61%

71%

Audits, Service Reports and Walkabouts NHS Staff Survey Results ‐ YAS
NHS Staff Survey Results ‐ YAS
Background: The YAS 2015 National Staff Survey results are now available. 397 staff at YAS took part in this survey. This is a response rate of 41% from random sample
of staff invited to participate. 86 questions were asked to form 32 ‘Key Findings’.
Benchmarking – YAS results for 32 Key Findings were compared to 10 other
ambulance trusts.

Number of key
findings

32 Key Findings: Comparison against 10 other ambulance trusts
YAS performed better than the national average

6

Average

11

YAS performed lower than the national average

15

Significant improvement and deterioration were identified on the following Key Findings:
Significant improvements

Significant deterioration

Question

2014

2015

Question

2014

2015

Staff motivation at work

3.45/5

3.62/5

% of staff experiencing physical violence from staff in last 12 months

1%

4%

% of staff feeling pressure in the last 3 months to attend work when feeling
unwell

65%

72%

5 Key Findings for which YAS compares most favourably with other ambulance trusts

YAS score

National

% of staff reporting errors, near misses or incidents witnessed in the last month

85%

79%

Quality of non‐mandatory training, learning or development

3.89

3.83

% of staff working extra hours

82%

86%

% of staff appraised in the last 12 months

80%

74%

% of staff believing that the organisation provides equal opportunities for career progression or promotion

72%

71%

YAS score

National

% of staff experiencing physical violence from staff in last 12 months

4%

3%

% of staff / colleagues reporting most recent experience of harassment, bullying or abuse

25%

31%

% of staff / colleagues reporting most recent experience of violence

47%

56%

% of staff reporting good communication between senior management and staff

12%

16%

Support from immediate managers

3.25

3.39

5 Key Findings for which YAS compares least favourably with other ambulance trusts

Action:
• This was discussed at the YAS Contract Management Board on 16 March 2016.
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Audits, Service Reports and Walkabouts
NHS Staff Survey Results ‐ SWYPFT
Background: The SWYPFT 2015 National Staff Survey results are now available. 409 staff at SWYPFT took part in this survey. This is a response rate of 50% from a
random sample of staff invited to participate. 86 questions were asked to form 32 ‘Key Findings’.
Benchmarking – SWYPFT results for 32 Key Findings were compared to 28 other
Mental health/learning disability and community trusts.

32 Key Findings: Comparison against 28 other mental health / learning
disability and community trusts

Number of key
findings

SWYPFT performed better than the national average

6

Average

14

SWYPFT performed lower than the national average

12

No significant improvement or deterioration were identified on the Key Findings since the 2014 Survey.
5 Key Findings for which SWYPFT compares most favourably with other mental health / learning disability and community
trusts

SWYPFT score

National

% of staff working extra hours

63%

72%

% of staff suffering work related stress in the last 12 months

34%

38%

% of staff believing that the organisation provides equal opportunities for career progression or promotion

91%

89%

Staff satisfaction with the quality of work and patient care they are able to deliver

3.97/5

3.89/5

Staff satisfaction with resourcing and support

3.42/5

3.33/5

SWYPFT score

National

Staff motivation at work

3.84

3.94

Fairness and effectiveness of procedures for reporting errors, near misses and incidents

3.65

3.72

% of staff able to contribute towards improvements at work

71%

74%

% of staff reporting good communication between senior management and staff

28%

33%

% of staff experiencing physical violence from patients, relatives or the public in the last 12 months

19%

15%

5 Key Findings for which SWYPFT compares least favourably with other mental health / learning disability and community
trusts

Action:
• This was discussed at SWYPFT Quality Board on 15 April 2016. Commissioners expressed concern the communication between senior management and staff. The
Trust stated they have nearly finalised their action plan in response to the survey, which will be reviewed at a future meeting.
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Audits, Service Reports and Walkabouts
Patient Safety Walkabouts (PSW)
This summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury and District Hospital on 24 February 2016. 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. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Ward 2 (elderly) – Dewsbury and District Hospital
Patients and relatives praised the staff. One patient’s relative commented that they were happy with their relative’s care and the medical team had discussed their
relative’s care plan with them. The controlled drug register was checked and correct. There were gaps in documentation noted. Some equipment was not stored securely.
Staff felt staffing levels on the ward prevented them from delivering the quality of care they would like to provide to patients.
Ward 6 (gastroenterology) – Dewsbury and District Hospital
Patients praised the medical and nursing staff. Call bells were responded to promptly. All beds were located close to the nurses station, so staff could easily observe
patients. From 1 March 2016 the ward was introducing more flexible visiting hours following patient feedback. There were numerous Sepsis Trust posters displayed on
notice boards giving information and advice. One patient felt pressurised into choosing a care home to free up a bed and was waiting to be given more information to
make an informed decision. One patient would have liked more support to undertake their rehabilitation exercises. They had received written instructions but they were
unable to read this due to the small font size.
Key Actions: All immediate issues were shared with the ward on the day of the Patient Safety Walkabout. A debrief took place immediately after the Walkabout with
senior nursing staff.
The full report and MYHT response will be shared at MYHT Executive Quality Board on 28 April 2016.
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Audits, Service Reports and Walkabouts
Patient Safety Walkabouts (PSW)
This summarises the findings from the Patient Safety Walkabouts that took place at Pinderfields General Hospital on 15 March 2016 and Croft House Care Home on 22
March 2016. 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. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts. Queen
Elizabeth House and Croft House were visited in response to concerns identified by the CQC.
Acute Assessment Unit – Pinderfields
Patients spoke positively about the ward. The ward was clean. There was a sense of calm despite it being a large busy ward. Some patients would have liked more
information about their care plan, others felt well informed. Staff said that staffing levels impacted on the quality of care provided, especially evenings and weekends.
Some patients stay on the ward exceeded 24 hours, ideally patients requiring a longer stay should be moved to another ward to free up AAU to admit new patients from
the Emergency Departments.
Gate 33 (general surgery) – Pinderfields
Patients were impressed with the caring attitude of the majority of staff. Visiting hours were extended from 9am – 9pm on 1 March 2016, staff felt this had made it easier
to communicate with relatives. Nursing staff felt well supported by the surgical consultants. The consultants arrive early on the ward, which means they can often have
patients ready to be discharged by 10.30 am. Staff sickness had reduced in recent months. There were 19 medical outliers on the ward at the time of the visit. Staff said
that the medical consultants are often unable to see these patients until after 3pm, which creates delays and ultimately results in patients having a longer hospital stay.
Staff felt there were gaps regarding pressure care and skin integrity assessment for patients arriving from the Acute Assessment Unit. One patient expressed concern
about the attitude of a couple of staff working on the night shift.
Queen Elizabeth House (intermediate care)
This visit highlighted some positives including leadership, improved staffing levels, patient assessments, good therapy team and compliance with Mental Capacity Act . The
floors had not been swept, there was dust in most areas on the unit and dirty toilets were found. Most of the patients complained of boredom. All the patients that the
PSW Team spoke to did not know when they were going home. Staff said the lift breaks down frequently. Male patients were assisted to use a female toilet downstairs.
Key Actions: All immediate issues were shared with the ward on the day of the Patient Safety Walkabout. A debrief took place immediately after the Walkabout with
senior nursing staff and an MYHT Director for the wards visit at Pinderfields. A written summary of the key findings from the Queen Elizabeth House visit was shared with
the MYHT Director within 24 hours of the visit. The CCG’s Quality Team is liaising with the matron in charge of Queen Elizabeth House to ensure improvements are
implemented.
The full report and MYHT response will be shared at MYHT Executive Quality Board on 26 May 2016.
Croft House Care Home, Ossett
A Patient Safety Walkabout was undertaken at Croft House Care Home on 22 March 2016. The team visited the dementia, nursing and residential units at the home. Croft
House was recently rated as inadequate by the CQC.
Many of the residents praised the caring attitude of the staff. A number of issues relating to drug administration were identified on the dementia unit. The team identified
gaps in the care of an end of life patient. There was a sufficient number of staff on duty, but they did not appear to be deployed effectively. A number of cleanliness issues
were identified, and there gaps with care planning were noted.
Feedback was given on the day to the Interim Manager and Quality Manager at the home. A full report will be shared with the home. A return visit is being planned.
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Citizen Participation and Empowerment
Quality Intelligence Group – February 2016
Quality Intelligence Group: 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.
34 items of intelligence gathered at February’s meeting.

Theme Identified

Words associated with positive comments

Times as
key theme
in past 12
months

Key actions
1.

Waiting times
Access to outpatient
services
ED waiting times

5

2.
3.
4.

5.
1.
Discharge:
Delayed Discharge Letters

6

2.
3.

Acute Assessment Unit,
Pinderfields
Staff attitude
Poor communication
Late transfers
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1

1.
2.
3.

Performance notice issued to MYHT regarding referral to
treatment and A&E requesting action plans
Negotiation stances specific to certain specialities
ECIP team looking at A&E and patient flow
Short term/long term plan for neurology in place – discussed
at Contract Management Group and MYHT Executive Quality
Board.
Feedback to MYHT Patient Experience Group
Letter to be sent to MYHT to request recovery plan
regarding timeliness of discharge letters following inpatient
stays
Raise with Medicines subcontract group if medicines
implications
Raise with medicines safety officer if medicines implications
Check ward transfer policy and safety thermometer data
Undertake Patient Safety Walkabout in March 2016.
Look at ECIP recommendations to check if they are
addressing issues raised at QIG.

Delayed discharge letters
‐neurology x 2
‐geriatric medicine x1
‐general medicine x 6 (specified ward 18)

Pinderfields ED
‐ waited 5/6 hours to be given prescription by a doctor
‐ arrived via ambulance and left in corridor for an hour
‐ Waited 10 hours to be treated

Citizen Participation and Empowerment
Quality Intelligence Group – March 2016
126 items of intelligence gathered at March’s meeting.

Theme Identified
Waiting times and
cancellations
• ED and outpatients

Compliments

GP’s

MYHT

Fieldhead

CHC – increase in
complaints

Discharge
Delayed discharge letters
from MYHT

Words associated with positive comments

Times as
key theme
in past 12
months

Key actions

1.
5

1 (GP)

2.

1.
2.

Neurology – all GP’s have reviewed letter informing them of
referrals process
Enhanced quality surveillance measures being followed for
MYHT in line with NHS England process

Share with GP practice managers
Share with MYHT Patient Experience Group

Big increase in waiting times at Mid Yorks. Average 13‐18 weeks
for a new referral

0

6

1.

1.

Seek update on improvements being made to CHC processes.

Discuss at MYHT Executive Contract Board

6 Patients were discharged in December and discharge letters
received mid‐February

CHC Funding ‐ agreed in June 2015 but no payments have been
put in place
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Members of the Governing Body are asked to:
i. Approve Wakefield Clinical Commissioning Group support the MOU in appendix B
ii. Agree to the development of more formal arrangements with partners about delivery of Integrated Care
for late summer 2016 as proposed in the paper
iii. Agree to receive further reports about this work on integrated care for Wakefield District over the next few
months
iv. Approve the 24th May 2016 Governing Body session focuses on the work outlined in Ian Dodge’s letter
(appendix C)
Executive Summary:
This paper asks Wakefield Clinical Commissioning Group to support the attached memorandum of
understanding outlined in appendix B as a partner of the Connecting Care Health and Social Care Partnership
(CCHSCP). All partners at CCHSCP are taking this Memorandum of Understanding (MOU) through their
governance committees/boards for formal sign off.
Partners across the Wakefield system have been discussing the need to renew their commitment to Integrated
Care and it was agreed that an updated memorandum of understanding should be developed for Connecting
Care‐ appendix B is this Memorandum of Understanding.
On the 10th April 2016 Wakefield Clinical Commissioning Group received the attached letter from Ian Dodge at
NHS England outlined in appendix C. The support that is being offered is across the District and that is indicated
in the attached letter.
Wakefield Clinical Commissioning Group are proposing to have a dedicated development session led by Chris
Bain on the 4th May 2016 so the governing body can have focused time to discuss the opportunities and the
challenges to be reflected upon with this area of work.
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
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Appendix A – Report
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None identified – NHS Wakefield Clinical Commissioning Group has robust
conflict of interest procedures.
None identified at this stage

Appendix A
Memorandum of Understanding for Connecting Care
1.

Introduction

1.1.

This paper asks Wakefield Clinical Commissioning Group to agree to the attached
memorandum of understanding (MOU) outlined in appendix B as a partner of the
Connecting Care Health and Social Care Partnership (CCHSCP). All partners at CCHSCP are
taking this MOU through their governance committees/boards for formal agreement.

2.

Context

2.1.

The Governing Body will be aware that in July 2014 the Integration Executive agreed with
our partners a set of business rules which we referred to as Integration Business Rules.
These have worked well for our partnership working and the maturity of this partnership
working has progressed significantly.

2.2.

Partners across the system have been discussing the need to renew their commitment to
Integrated Care and it was agreed that an updated memorandum of understanding should
be developed for Connecting Care- appendix B is this MOU.

2.3.

Partners have considered this at the March 2016 Connecting Care Health and Social Care
Partnership and it has been agreed that all partners, including Wakefield Clinical
Commissioning Group will take this through our governance committees and agree to sign
up to the principles outlined in the MOU.

2.4.

The memorandum of understanding reaffirms the vision for Connecting Care (section 3.1)
Communities in Wakefield District achieve the best possible outcomes for themselves and
their families, facilitated by coordinated services provided as close to home as possible.

2.5.

Section 4 of the MOU asks all partners to agree to a set of clear principles, to include
collaboration, co-operation, openness, communication, focus on results for example.

2.6.

Since early summer 2015 partners across the system have taken up a number of ‘system
wide’ roles. These have been focused on key areas of work that support the Wakefield
system to make more progress on integrated care across Health and Social Care some of
these roles are outlined in section 5.1 of appendix B of this report. Examples for this are
Linda Harris (CEO Spectrum) being the system lead for Workforce and working with partners
across the District and with Skills for Care and Health Education England to develop a
Wakefield Workforce Framework. Another example is Kevin Dodd (CEO Wakefield District
Housing) as the Senior Responsible Officer (SRO) for communications and customer service.

3.

Next Steps
It is envisaged that further work will be undertaken over the next few months to create a
formal integrated care management board to be in place, that has delegated responsibilities
from partner organisations, that can drive forward the key changes needed to implement
integrated care across our District and unblock the challenges that are identified. This Board
would need to also include both vanguard programmes.
It is proposed that a Joint Management Board be developed at a District level with some
budgets delegated from key partners through individual organisation’s scheme of
1

delegation. More work would need to be undertaken with partners during the summer of
2016 to be clear of the scope of this work.
It would be helpful to put this arrangement in place in late Summer 2016. Potentially this
model in 2017/2018 could be managed through an alliance contract but there are other
options to consider as a District.
On the 10 April 2016 Wakefield Clinical Commissioning Group received the attached letter
from Ian Dodge at NHS England outlined in appendix C. The support that is being offered is
for across the District and that is indicated in the attached letter.
The development of a formal integrated care management board would enable ‘testing’ or
shadowing some of the arrangements outlined in this letter before proceeding with
implementation of any formal arrangements in 2017/2018. Any proposed governance
arrangements would be considered by the Wakefield Clinical Commissioning Group
Governing Body prior to these arrangements commencing.
NHS England asked Wakefield Clinical Commissioning Group to attend a meeting with the
other five nominated areas to meet Ian Dodge, National Director for Commissioning Strategy
for NHSE and to learn more about the intensive support planned. This was attended by
Chair of the CCG, Chief Finance Officer, Head of Contracting, Primary Care transformation
lead and federations from both East and West of the District were invited.
NHS England has confirmed that they will organise a dedicated half day session at each of
the 6 sites over the next few weeks to understand what the requirements are locally.
Wakefield Clinical Commissioning Group are proposing to have a dedicated development
session led by Chris Bain on the 4 May 2016 so as a governing body we can have some
focused time to discuss the opportunities and the challenges we need to reflect on this area
of work.
4

Recommendations
The Governing Body is asked to:
i.
ii
iii
iv

5

Approve Wakefield Clinical Commissioning Group agree to the MOU in appendix B;
Agree to the development of more formal arrangements with partners about delivery
of Integrated Care for late summer 2016 as proposed in the paper;
Agree to receive further reports about this work on integrated care for our District
over the next few months; and
Approve the 24 May 2016 Governing Body session focuses on the work outlined in Ian
Dodge’s letter (appendix C)

Enclosures:
Appendix A – Report
Appendix B – MOU
Appendix C- Ian Dodge letter
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Connecting Care
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1.

Introduction
Wakefield Health & Social Care Community have been underway with a significant transformation
programme on integrated care over the last eighteen months and recently the District was also awarded two
Vanguard programmes under the NHS England New Models of Care Programme. In addition, it is also
participating in a third Vanguard for Urgent & Emergency Care across West Yorkshire.
This document sets out a Memorandum of Understanding (MoU) between the provider organisations and
agencies that together form Wakefield Provider Alliance. It should be read in conjunction with the Terms of
Reference (ToR) for both the Connecting Care Health and Social Care Partnership and Vanguard Delivery
Board (VDB), which sets out the role and purpose of the VDB, its governance and accountabilities.

2.

Statement of Intent
The purpose of this MoU is to facilitate co-operation, communication and co-ordination between the
Wakefield provider organisations and agencies. The MoU seeks to ensure an effective and coordinated
approach to areas of joint interest. This will include the delivery of transformation and change to support
the key deliverables as set out in the Connecting Care Strategy and implementing the Meeting the Challenge
strategy, and through that, the Care Home and MCP Vanguard Programmes.
This MoU therefore establishes guidelines to:
• Establish how as individual organisations and agencies we will work together to achieve the objectives set
out in the Connecting Care and Vanguard Programme;
• Clarify the roles and responsibilities of all partners and our commitment to a collaborative leadership
approach;
• Agree a set of principles/business rules under which all partners will operate, for the duration of this
agreement.

3.

Vision
3.1

Connecting Care

The Wakefield Health & Social Care Community has agreed a vision for Integration called ‘Connecting Care’:
Communities in Wakefield District achieve the best possible outcomes for themselves and their families,
facilitated by coordinated services provided as close to home as possible.
Person centred care is the key driver for the transformation work underway across the District and this will be captured
in the brand for Connecting Care below:

4.

Key Principles
Across Wakefield as Partners we will work together following the key principles set out below and all
decisions about collaborative work between the partners will be subject to these principles.
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Each party will respect the independent status of each partner and will cooperate when necessary or
appropriate to reach agreement on the best way forward in order to contribute and accelerate
improvements in health and social care services for the Wakefield population.
Where a Partner or Partners wish to admit a new member to be a provider under this MOU such a proposal
shall be considered at the next Connecting Care Health and Social Care Partnership meeting. The relevant
Partner or Partners that wish to admit a new member shall serve a written notice on the Connecting Care
Health and Social Care Partnership setting out the details of the proposed new party (where known), reasons
and rationale for the proposed admission of a new party, the likely impact on the Services.
As partners we will be open and transparent in our decisions about when and where it is appropriate for us
to work collaboratively.
Collaboration

Partners undertake to:
•
•
•
•

Co-operation

Work together to influence health and social care services and outcomes;
Share examples of good practice when appropriate;
Explore possible areas for partnership working;
Support fellow providers and commissioners to develop new or neglected areas of
work.

The working relationship between Partners will be characterised by:
• Regular contact and open exchange of information;
• Each organisation will share relevant respective proposed programmes of work at
an early stage and will consult on how we could contribute to the one another’s
programmes;
• Where any organisation encounters significant concerns that fall within the remit
of another partner, those concerns will be conveyed to the other partner with the
aim of resolving to both parties satisfaction.

Openness

When working independently, all Partners undertake to:

Communication

• Keep each other informed of upcoming events, briefings and initiatives and agree
to consider how these might be branded Connecting Care where possible;
• Keep partner organisations informed of any issues which may reflect on the
delivery of our Districtwide transformation programme or the reputation of
Connecting Care and seek advice and input as appropriate;
• Keep each other informed of planned media announcements.
All Partners undertake to:
• Involve the others in meetings, conferences and other public discussions (where
appropriate) relating to collaborative and other relevant work;
• Where it is in the interests of both the Connecting Care Programme and the
individual partner organisation, there will be scope for issuing joint
communications both internal and externally facing.

Focus on results

Connecting Care Health and Social Care Partnership has been formed with the sole
purpose of accelerating the delivery of integrated care in Wakefield and progressing
the specific objectives of the Districtwide Transformation programme. Partners are
not working for their sole benefit but to generate improved outcomes as a result of
collaboration. To achieve this Partners will:
• Contribute through our collective leadership to ensure the delivery of objectives as
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set out and agreed;
• Mobilise resources through our organisations to support the overall vision and
individual projects as relevant;
• Seek to resolve barriers and blockages to progress and reach agreement on
appropriate remedial actions.
Pragmatism

As collaborative partners we will:
• Make the best use of our collective skills, experience and expertise to ensure
delivery against the objectives
• Build on one another’s experience and findings and seek to apply and spread best
practice quickly
• Once agreed on a direction of travel, take a common-sense approach that finds the
quickest and simplest way to implement change and assure the quality of care.

Being as clear as
possible

The range of opportunities offered through Connecting Care Health and Social Care
Partnership is potentially huge. As partners we agree to:
• Be clear about the areas we agree to prioritise through development and sign off of
a programme specification and delivery plan
• Review the delivery of this programme on a regular basis and agree any changes
where necessary
• Communicate regularly through our accountability links to Wakefield CCG, NHS
England and our respective organisational bodies.

5.

Responsibilities of Respective Parties
We recognise that in forming Connecting Care Health and Social Care Partnership we are agreeing to work
collaboratively in order to achieve accelerated delivery of the integration plan set out in the Connecting Care
Strategy, to support the Meeting the Challenge strategy to reconfigure acute services and to implement the
different aspects of both models of care outlined in the MCP and Care Home Vanguard programmes. In
order to do this we understand that it is important to agree what responsibilities fall within scope for this
MoU and how we can each contribute to them.
5.1

Scope

The scope is set out in the Connecting Care Blueprint Service Specification and contains the following initial
work streams:
Development of
Integrated Care Model
for Wakefield

The new model of care will bring together providers across the Wakefield
health economy to support the delivery of a patient centric integrated
primary care model, with the patient at the centre and owner of their health
outcomes. Through this work, the programme will support the
transformation of community and acute services and facilitate a significant
reduction in hospital beds.

Improved Access for
Patients

This will include multiple projects relating to all aspects of improving access
for patients. It will build on the existing ‘Connecting Care’ programme
designed to link and integrate different aspects of health and social care to
enable a truly integrated community team as well as GP Access Fund
initiatives designed to improve access to primary care services and driving
forward the new strategy for Primary Care for our District.
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Digital Innovation

Care Navigation

Role and Workforce
Redesign

Connecting the different aspects of the model and ensuring that services are
truly accessible, information can be shared and care provision integrated,
utilising digital wraparound technologies including shared patient records,
virtual meetings via video and patient-held digital care plans.
Further develop and implement a model for the provision of information,
support, guidance and signposting for people whose health will benefit from
participation in non-clinical activities, including techniques for selfmanagement. The model will also identify gaps in service to inform future
market development and commissioning.
Reviewing and redesigning traditional workforce roles to create a more
effective and responsive workforce. The 3 main products for the Integrated
Workforce are developing a;
•
Integrated Workforce Strategy framework
•
Workforce mapping & observatory
•
Competency based Frailty pathway
To the end of March workforce systems lead is developing:
1.
Develop the dimensions of an integrated workforce development
framework for the system
2.
Develop and implement a system specific workforce ‘observatory’
3.
Commence a programme of competency based frameworks
commencing with the frailty pathway
The integrated workforce transformation reference group was successfully
re-launched at a meeting held on February 24th where consensus was
generated on the dimensions of the workforce strategic framework :
1.
2.
3.
4.

Prevention and Self
Care

Frailty

Generating an understanding of the Wakefield system
Facilitation of environments where people flourish
Empowerment of staff
Empowerment of citizens

The strategic framework will have a work plan with a series of objectives that
will sit under each of the above strategic dimensions e.g.
• integrated induction programme supporting dimension area 1
• shared statutory and mandatory training programmes supporting
dimension 2
• design and implementation of a workplace wellness programme for
staff – dimension 2
• digital innovation and agile working facilitating dimension areas 3 and
4
Promote and support initiatives designed to give citizens knowledge, access to
information and tools to help them make healthy choices, prevent ill-health
and protect and care for their own health. To do this by working with schools,
employers, community anchors and voluntary services as well as other
providers.
Leading on Frailty pathway and raising awareness of this across the District
Developing Frailty competency framework
Delivery of a Wakefield Frailty Conference
Developing a Frailty work programme
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Communications and
Engagement

Customer Service

Partners are required to refresh and re-boot Connecting Care communications
and engagement activity. The work required is highlighted below:
Refresh:
• Review our key messages
• Clearly articulate the story so far and what is coming soon
• Provide support for our leaders to tell the story
Re-boot:
• Focus on our internal communications
• Engage our middle managers
• Support organisational development across the Connecting Care system
• Celebrate progress so far – reflect back success to GPs etc.
• Fully launch the Connecting Care charter mark – “we are proud to be a
connecting care partner”.
The communications team are compiling the an overarching connecting care
narrative for adoption and tailoring for the different organisations. This will be
supplemented by the development of workforce narratives applicable to the
local system. The final area of development being the work with system
leaders on the universal adoption of the ‘hello my name is’.
Three workstreams to scope before the end of March:
1.
Development of a customer care strategy
2.
The identification of customer services standards
3.
Design of customer service excellence framework
These will be underpinned by:
Partners are required to sign up to the following basic principles:
Accept the ‘National Voices’ vision for integrated care as; creating person
centred coordinated care for Wakefield.
Propose recommendations to work towards creating a service experience to
the public that is ‘indistinguishable across all partnership organisations’.
Delivery of this, if agreed, to be supported through:
Revised vision;
development of a Customer Standards Charter – based on ‘I’ statements;
development and subsequent monitoring of a Framework for Excellence; and
customer service training for all.

Joint Operational
Management Group

That all organisations who sign up to 1 and 2 above, introduce an adaptation
and sentiment of; 'hello, my name is….’, initiated by the health service as part
of the development of outstanding customer service.
Further develop the integration agenda but one that is consistent across all 3
hubs. With this in mind pulling together a “ Joint Operational Management
Group “ to enable us to make the significant changes ahead for integrated
care delivery. Mid Yorks, CCG, Local Authority and Voluntary Sector and other
partners who are the key players in the present hub arrangements will ensure
the Connecting Care Hubs progress operationally to move from co-location to
integrated processes and delivery.

In addition, as partners we have agreed a number of further areas of work where we believe collaboration
will enable improved outcomes and service delivery. As partners we will discuss, agree and prioritise these
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and use the Connecting Care Health and Social Care Partnership and Vanguard Delivery Board as the
Leadership bodies to oversee this work alongside delivery of both the Care Home and MCP programmes.
5.2

Responsibilities
Connecting Care Health and Social Care Partnership (CCHSCP)- This broader partnership meeting across
Health, Social Care and Voluntary and Community Sector (VCS) partners has a main purpose of supporting
system wide leadership and accountability for delivery of integration with the Wakefield health and care
economy. The group will implement the vision and direction for integrated care as set out and required by
both the Health and Wellbeing Board strategy and the Connecting Care Executive commissioning approach
and act as the wider partnership and programme board for the delivery of the integration programme. It
will provide expert advice and guidance to the Health and Wellbeing Board and the Connecting Care
Executive commissioning group and seek both bodies support in achieving rapid and dynamic change.
The CCHSCP will undertake business that was previously part of the Provider Alliance CEO forum and will
consider progress from System Leaders with the areas of responsibility they are leading on to ensure as a
system we are connecting and unblocking challenges for moving at pace the integrated care agenda.
Wakefield Partners Vanguard Delivery Board (VDB) – is responsible for meeting its terms of reference, as set
out, and through this will provide strategic leadership for delivery of both of the Care Home Vanguard and
the MCP Vanguard Programme. In addition, the VDB will be accountable to NHS England for progress
against the Vanguard Programme, and through NHS Wakefield CCG to the Wakefield Health & Wellbeing
Board for overall delivery against the Connecting Care Strategy. The VDB is responsible for the stewardship
of all resources delegated to it from NHS England, Wakefield CCG and individual partners for the purposes of
progressing the Connecting Care Strategy and MCP Vanguard Programme.
Individual Partner Organisations & Agencies – are responsible for discharging the responsibilities of their
organisations including service, fiduciary, regulatory, corporate and clinical governance and statutory
responsibilities and ensuring that organisations adopt the principles set out above. In addition, partner
organisations agree to work collaboratively to accelerate delivery of the objectives and work streams set out
above.
Individual Leaders/Members of CCHSCP – are responsible for providing collective clinical, professional and
executive leadership for the Connecting Care Programme and for holding the programme delivery team to
account for meeting the timeframes and milestones set out. They are also responsible for ensuring
individual partner organisations are kept well briefed and supportive of the direction of travel and strategic
intent behind the work of all Partners in Wakefield supporting the delivery of Connecting Care.
West Wakefield Health & Wellbeing Ltd – is responsible for hosting the MCP Vanguard Programme and the
Programme Management Office (PMO) capacity to support delivery. WWH&WB Ltd as a GP Federation is
also a full partner in the VDB but has particular responsibilities for hosting the vanguard-funding stream and
staffing contracts to support the PMO.

6.

Exchange of information
As partners we acknowledge the role of information sharing as a means of progressing the objectives set out
in the Vanguard Programme. In order to ensure the furthering of our collective business aims we agree to
share information between the Wakefield Partners in line with the information sharing protocols already
developed in the District. This will be subject to any usual confidentiality requirements or disclosure
limitations, statutory or otherwise which relate to the business or commercial activities of the individual
organisation.

7.

Charges and Liabilities
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Except as otherwise agreed in writing, the partners will each bear our own costs and expenses incurred in
complying with our obligations under this Agreement. Where appropriate, supporting costs for project
capacity will be supported through any appropriate transformation resources such as
Vanguard/Sustainability transformation funding but it is recognised that this resource is short-term and a
sustainable funding solution is required for all activities undertaken as part of this agreement.

8.

Status of this Agreement
This MoU is not intended to be legally binding, and no legal obligations or legal rights shall arise between the
partners from this agreement. As collborative partners however, we enter into this agreement intending to
honour all our obligations. Nothing in this agreement is intended to, or shall be deemed to, establish any
partnership or joint venture between the partners nor authorise any of the parties to make or enter into any
commitments for or on behalf of the other organisations.
Wakefield Clinical Commissioning group have agreed with partners that sign up to a Integration Agreement
at the next phase of the Integrated Care journey will be required by partners. Should there be a desire to
further develop this MOU into a legally binding partnership, appropriate legal advice will undertaken.

9.

Disagreements
Any disagreements or inability to decide on a particular issue will in the first instance be resolved through
further debate and discussion at the Connecting Care Health and Social Care Partnership. The CCHSCP will
aim to achieve consensus for all decisions. Given the nature of the Partnership, securing the support of all
partners will be critical to the success of most of the changes required. In those circumstances where
consensus cannot be reached a decision must be taken the issue may be put to a vote. Before a vote can be
considered, however, all partners must have agreed that it is appropriate to determine the issue in this
manner. The Connecting Care Health and Social Care Partnership will operate in the spirit of collaborative
leadership. Where a decision cannot be made through consensus and the Chair of the Partnership feels it is
not acceptable to put the issue to a vote, the issue will be referred back to the relevant board/committee of
each partner organization.
Ultimately, the MoU is not a legally binding partnership and therefore if a decision cannot be made or a
dispute remains unresolved the continuing membership of that partner may need to be considered.

10.

Terms and Termination
This Agreement shall commence on the date of signature by all partners and will remain in place for 12
months in the first instance.
Any partner may terminate their involvement in the MoU by giving at least 3 months’ notice in writing to the
Chair of the Connecting Care Health and Social Care Partnership.

11.

Review
This MoU will be reviewed by Connecting Care Health and Social Care Partnership within the next six months
to reflect recent discussions about strengthening formal operational management arrangements. It is
envisaged that further work on this MOU will be undertaken between April 2016 and June 2016 to
potentially create a formal management board to be in place that has delegated responsibilities from
partner organisations that can drive forward the key changes needed to implement integrated care and
unblock the challenges that are identified. As highlighted in section 5.1 a Joint Operational Management
Group will commence in Feb/March 2016 and this forum will shape what is needed for this formal
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operational management board. The Joint Management Board would need to be at a District level and
would need to have budgets delegated from key partners through individual organisation’s scheme of
delegation. It would be helpful to put this arrangement in place in the late Summer 2016 so we can
understand the appetite to move towards a more formal arrangements in 2017/2018. Potentially this model
in 2017/2018 could be managed through an alliance contract but there are other options to consider as a
District.
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Connecting Care Health and Social Care Partnership-MoU
March 2016
Appendix A
Signatories to the Memorandum of Understanding (Alphabetical Order):
Age UK (Wakefield)
Signed: …………………………………………………………..
Date: ………………………………………………………………

Wakefield Clinical Commissioning Group
Signed:
Date:

Mid Yorkshire Hospitals NHS Trust

Network 3

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ………………………………………………………………

Date: ………………………………………………………………

Trinity Health Group Limited

Nova

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ………………………………………………………………

Date: ………………………………………………………………

Spectrum CIC

South West Yorkshire Partnerships NHS FT

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ………………………………………………………………

Date: ………………………………………………………………

Wakefield District Housing

Wakefield Metropolitan District Council

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ………………………………………………………………

Date: ………………………………………………………………
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West Wakefield Health & Wellbeing Ltd

Yorkshire Ambulance Service NHS Trust

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ……………………………………………………………..

Date: ………………………………………………………………

United Health Wakefield Alliance

West Yorkshire Police

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ……………………………………………………………..

Date: ……………………………………………………………..

Carers Wakefield

Healthwatch

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ……………………………………………………………..

Date: ……………………………………………………………..

West Yorkshire Fire & Rescue Service

Five Towns Health

Signed: …………………………………………………………..

Signed: …………………………………………………………..

Date: ……………………………………………………………..

Date: ……………………………………………………………..
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OFFICIAL

Ian Dodge
NHS England
Skipton House
80 London Road
London
SE1 6LH
Ian.Dodge@nhs.net
8th April 2016

Dear colleagues
NEW CARE MODELS – INTENSIVE DEVELOPMENT AND INITIAL ADOPTION OF THE
NEW MCP CONTRACT
Further to discussion at the March National MCP Contract Development Group, I am writing
to confirm that NHS England would be delighted to work with your CCG and local system as
one of six leading geographies committed in principle to implementing the new emerging
MCP contract from April 2017:







Dudley CCG and MCP vanguard
Canterbury and Kent Coastal CCG and the Encompass MCP vanguard
Sandwell and West Birmingham CCG and the Modality MCP vanguard
South Eastern Hampshire CCG and the Southern Hampshire MCP vanguard)
Greater Manchester CCGs (covering the emerging MCPs)
Wakefield CCG and the West Wakefield MCP vanguard

Ultimately all the vanguard MCPs and PACS will require their new care models to be
commissioned, to support the services changes they are developing, remove artificial
historical partitions between different institutions, and ensure that the way money flows
helps rather than hinders clinicians and teams to do the right things for patients. The other
vanguards, and indeed the wider NHS, are relying on us to get this right as a flagship element
of implementing the Forward View.
At our 22 April meeting, the Development Group will be discussing the draft MCP
Framework and Contract Principles, prior to publication. At the heart of the new MCP model
is a single “bundled” new contract based on the GP registered list, that covers a much wider
range of primary and community-based services, including potential aspects of hospitalbased care, to support better integration.
Working together nationally and locally we then move into phase two - a period of intensive
development over the next twelve months, to flesh out together the national and local details
and support your local systems to take all the actions needed to go live for 2017/18.

High quality care for all, now and for future generations

OFFICIAL

The intended method is to complete both the national design work and initial local adoption
in parallel, in a coordinated process based on the principle and practice of national/local codesign. We are aiming for a single MCP model contract that has been fully informed by and
works for the different realities in different geographies and has a clear set of core common
elements as well as local flexibility. When we publish the core model contract later in 2016
we propose to publish at the same time the six local examples that show other systems what
this means in practice – so they can see the say 80% “common recipe” alongside the 20%
local tailoring.
The list of jobs includes (but isn’t limited to) a number of critical tasks listed below, about
which the forthcoming Framework and Contract Principles will set out more detail:
1.

Developing the exact service scope to be part of your local MCP – which
primary and community-based services/other local services. Many of you have
already made good progress on this

2.

Organisational form and assurance. Without a robust legal vehicle able to bear
risk, the arrangements won’t stand up to pre-mobilisation scrutiny;

3.

Developing the core service specification and standards;

4.

Pricing, payments and incentives including a new blended CQUIN/QOF scheme
and risk/gain share with acute contracts, and any wider risk management. From
the development group, we now have an emerging method, the first part of which
is to establish baseline spend in relation to the defined service scope;

5.

Mirroring of the new arrangements in revised other local contracts so that the
contract makes sense as part of a coherent local picture. This will become an
essential requirement prior to 17/18 go live;

6.

Commissioner arrangements, including management of conflicts of interest
during this process; and implications for local commissioners of this radical
simplification of the commissioning task, which a number of CCGs in MCPs have
been exploring;

7.

Procurement arrangements, building on the national discussions previously in
the group;

8.

Arrangements for existing GMS practices, where again we now have an
emerging set of proposals from the discussions in the national development
group.

We will kick off this intensive work with an introductory meeting of CCG and MCP leaders
scheduled for 11am on the 22 April 2016. Invites will follow shortly.
Ivan Ellul has assembled a team whose job will be to work with you as a group to plan,
sequence, schedule and deliver both the national products and the local application of these
in your areas. Delivering the critical path will be undoubtedly challenging for all of us, but
the point of the vanguard programme is to work at the pace of the fastest.

High quality care for all, now and for future generations
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We have strong support in our task from the Arm’s Length Bodies, the Department of Health
and last autumn the Prime Minister set out his commitment to the creation of this new
voluntary contract for GPs (i.e. this MCP contract) from April 2017, which was reaffirmed in
the Mandate.
We will continue to engage with you personally to ensure that you get the support in the way
which works best for you as well as the wider group.
Please do not hesitate to contact either myself or Ivan if you want to discuss further at this
stage. I very much look forward to working with you on this critical task.

Yours sincerely,

IAN DODGE
NATIONAL DIRECTOR FOR COMMISSIONING STRATEGY, NHS ENGLAND

Copy: Adrian Masters, Executive Director of Strategy, NHS Improvement
Sam Jones, NHSE New Care Models Director
Ivan Ellul, Director, Commissioning Planning and Development NHSE
Louise Watson MCP Director, NHSE

High quality care for all, now and for future generations

Title of meeting:

Governing Body
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10 May 2016

Paper Title:

Finance Report Month 12 2015/16

Agenda
Item:
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Public
Private
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Purpose (this
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Discussion
Assurance
paper is for):
Report Author and Job Title: Elizabeth Goodson, Commissioning Accountant
Eamonn May, Corporate Financial Accountant
Responsible Clinical Lead:
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Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The Month 12 Finance Report provides a year to date position as at 31st March 2016.
The CCG has delivered a surplus of £6,007k. This is includes achievement of the required surplus of £5,935k and
an variance on the Yorkshire Ambulance Service ( YAS ) contract of £72k. NHS England required that any
penalties imposed on YAS in quarter 4 should either be returned to the provider or used to increase the CCG’s
bottom line surplus.
All key performance targets are green, with the exception of QIPP year to date delivery and QIPP forecast
outturn.
In month 12 all risks and mitigation have been crystallised into the position.
QIPP underachieved by £3.6m. An analysis of this is provided within the report
In month 12 the CCG received additional allocations for Care Home Vanguard and MCP Vanguard.
Cash and Better Payment Policy Code remain within the NHS limits of 1.75 % of monthly drawdown and 95% of
invoices paid on time.
The draft Annual Accounts were completed and submitted to NHS England on 21th April 2016. This was within
the reporting timetable.
Link to overarching principles
Citizen Participation and Engagement
from the strategic plan:
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 Equality Impact
Assessment:

Not applicable



Outline public engagement:

Not applicable

Management of Conflicts of
Interest:

None identified

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 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 12 Finance Report.

Risk Assessment:
Finance/ resource implications:



Finance risks will be updated in 16/17

The CCG delivered the NHS England required surplus of £5,935k.

Finance Report
Month 12
2015/16

Financial Dashboard
Assurance Indicators

PRIMARY INDICATORS

Indicator
Var to Plan
YTD
Var to Plan
FOT
QIPP Delivery
YTD
QIPP Delivery
FOT
Risk adjusted surplus

Apr‐15

May‐15

N/A

N/A

Jun‐15

Jul‐15

Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16

Running costs delivery
Underlying position FY

SUPPORTING

Surplus planning requirements

N/A

NR headroom use
BPPC performance
Cash utilisation

Financial Position
Variance

Budget

Change

£000's
£000's
478,835
6,832

Programme
Co‐Commissioning

Revised
budget

YTD

£000's
485,667

£000's
2,102
‐1,490

54,188

0

54,188

Running Costs

7,695

519

8,214

‐684

Surplus

5,935

0

5,935

‐5,935

546,653

7,351

554,004

‐6,007

Total

QIPP

Identified
(Stop the

Internal
Turnaround
initiatives
Achieved

Unachieved

Better Payment Practice Code

Month 12 2015/16 ‐ 31/03/2016
Year To Date

Number

£000's

Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative

11,977
11,784

Percentage of bills paid within target

98.39% 99.14%

NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

88,913
88,145

2,672 344,557
2,611 343,573
97.72% 99.71%

Liz Goodson

Eamonn May

Commissioning Accountant
27 April 2016

Corporate Financial Accountant
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NHS Wakefield Clinical Commissioning Group Detailed Summary
COMMISSIONED SERVICES 2015 / 16
Month 12 ‐ March 2016

Provider

Opening
Budget
agreed by Change
Governing
Body

Annual
Budget

Expenditure
to Date

Variance
to date

£'000

£'000

£'000

£'000

£'000

212,084
30,616
550
0
15,581
0
14,445
11,923
18,837

‐385
‐935
3,550
596
300
1,520
0
210
340

211,699
29,681
4,100
596
15,881
1,520
14,445
12,133
19,177

212,198
29,681
4,130
0
15,593
1,525
15,418
10,848
23,092

35,939
238
127
4,964
3,473

‐307
0
0
239
‐42

35,632
238
127
5,203
3,431

35,029
172
127
5,199
3,243

145
7,557

‐101
0

44
7,557

8
7,557

29,373
2,236
0

‐800
0
196

28,573
2,236
196

30,171
2,236
196

62,902
54,188
2,817
1,412
0
2,438

‐1,900
0
153
0
926
1,414

61,002
54,188
2,970
1,412
926
3,852

63,365
52,698
2,921
1,400
801
3,447

10,124
‐13,700
0
15,966
0
4,011
0
4,777

‐1,073
7,347
3,078
‐11,035
799
‐1,520
4,562
‐300

9,051
‐6,353
3,078
4,931
799
2,491
4,562
4,477

8,891
0
3,078
337
139
2,403
4,562
0

499
0
30
‐596
‐288
5
973
‐1,285
3,915
0
‐602
‐66
0
‐4
‐188
0
‐36
0
0
1,598
0
0
0
2,363
‐1,490
‐49
‐12
‐125
‐405
0
‐160
6,353
0
‐4,594
‐660
‐88
0
‐4,477

Programme Allocation ( Exc Planned Surplus )
Running Costs
Total

533,023
7,695
540,718

6,832
519
7,351

539,855
8,214
548,069

540,467
7,530
547,997

612
‐684
‐72

15 / 16 Surplus

5,935
546,653

0
7,351

5,935
554,004

0
547,997

‐5,935
‐6,007

Acute
Mid Yorkshire Hospitals ‐ Acute
Mid Yorkshire Hospitals ‐ Community
Mid Yorkshire ‐ Non Recurrent
Mid Yorkshire ‐ Other
YAS
YAS ‐ Non Recurrent
Leeds Teaching Hospitals NHS Trust
Other Acute NHS Provider
Other Acute Non NHS Provider
Mental Health
SWYPFT
SWYPFT ‐ Community
SWYPFT Other
Other Mental Health
Learning Disabilities
Community Services
Other community Services
Better Care Fund
Continuing Healthcare
Adults
Childrens
Childrens Eating Disorders
Primary Care
Prescribing
Co‐Commissioning
111/ Out of Hours
King Street Walk in Centre
GP IT
Other Primary Care
Other
Other programme services
QIPP
CHC Risk Pool
Non Recurrent Funding
Other Reserves
Systems resilience
Vanguard
Contingency

Total Allocation
The change of £7,351k is outlined on page 5
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Contingency
The CCG has fully utilised the contingency to cover trading positions with providers.

Allocations
£000's
Month 1
Programme Allocation
Running Costs
Bfwd Surplus
BCF
Month 2
YAS resilience
ETO/DTR Funding
Co‐commissioning
GPIT
Month 3
Vanguard ‐ MCP
Month 4
Vanguard ‐ CH
Waiting List Validation
Month 5
Children's Eating disorders
Month 6
Vanguard ‐ MCP (part)
Month 7
Tier 3 Neurology Commissioning
Responsibility Transfer ‐ NHS England
Liaison Psychiatry ‐ Mental Health
UEC Vanguard sites ‐ Liaison Psychiatry
Month 8
Vanguard Care Homes
CAMHS Transformational Funding
Month 9
2014/15 Quality Premium award
Vanguard Care Homes
Vanguard MCP West Wakefield Health &
Wellbeing Ltd
Month 10
2015‐16 CEOV and non‐rechargeable
services allocation adjustment
‐
BCF Successful Integration Support Fund
BID
Transfer of secondary Care Offender
Health
Month 11
Vanguards: ‐ Care homes ‐ NHS Wakefield
CCG
Vanguards: ‐ MCP ‐ West Wakefield
Health & Wellbeing Ltd.
Liaison psychiatry tfr re West Yorkshire
Capital Grant: Wakefield Hospice ‐ Refurb
of treatment room
Month 12
Vanguards: MCP ‐ West Wakefield Health
& Wellbeing Ltd., Year end adj
Vanguards: West Wakefield ‐ National
Support package
Vanguards: Care Homes ‐ NHS Wakefield
CCG

Total Allocation

466,885
7,695
7,685
7,557
1,520
1,123
54,188
926 *
150 *
150 *
14 *
196 *
1,768 *

17 *
94 *
88 *
663 *
489 *
519 *
150 *
150 *

334 *
25 *
544 *

390 *
828 *
182 *
29 *

233 *
50 *
30 *

554,004

* £7,351k additional allocations
Additional Allocations
In month 12 the CCG received the remaining allocations for MCP and Care homes Vanguards.
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2015/16 Co‐Commissioning Budgets
Position as at 31st March 2016
Total Budget
£000

Forecast out
turn £000

FOT Variance
£000

GMS

8,519

8,519

‐

PMS

42,661

42,661

‐

642

642

‐

51,822

51,822

‐

APMS
Health Checks

382

279 ‐

103

Childhood Imms

518

‐

518

GP Other ( including Locum Costs )

292

511

219

52,612 ‐

402

53,014
Other NHS England
QIPP Total

‐

Other Costs

7

460

460

446 ‐

374

‐

‐
72

1,160

‐

‐

1,160

54,188

52,698 ‐

1,490

QIPP Achievement 2015/16
2015 /
2016 FOT RAG
£ 000's £ 000's
Target QIPP Schemes
Prescribing
Limiting growth in Prescribing from 6% to 3% including
maximising impact of Improving Primary Care Prescribing
Scheme
Generic drugs review; changes to IMPP; medication reviews;
stoma & continence; SIP feeds
Prescribing rebate scheme
Partnership review of tariff excluded drugs expenditure
NEW ‐ Tandem Trial of Drugs
CHC
Limiting growth in CHC from 5% to 2.5%
Mental Health
Technical contract adjustment
Review of SWYPFT Contract
Out of Area bed usage
MH ‐ review of Savile park
Review of LD contract costs
Specialist Placements
Review of LD out of area placements
NEW IAPT ‐ Recommission of service
Acute
Pathology ‐ volume & cost reductions
MYHT Various
Baseline review of Urgent Care funding
Change of commissioning responsibility Paediatric Insulin
Pumps/ HIV
NEW ‐ IFR VFM Review
Community Base
Pricing review of community physiotherapy in MYHT contract
Pricing review of community epilepsy service in MYHT
Contract
Community Health
Review of Local Authority contracts
Other
Review, Decommissioning/ Recommissioning of various
contracts
Impact of contract expiring ‐ Homestart
Impact of contract expiring ‐ STAR Bereavement
Rent review of GUM rent at MYHT
PMCF1 sustainable investment from other sources
FYE of Gastro FCP Testing
Micro suction
Budget Review
QIPP stop the line
Internal turnaround initiatives
Total

Budget Holder
Jo Fitzpatrick

Clinical Lead
Dr Chris Barraclough

1,900

G

Jo Fitzpatrick

Dr Chris Barraclough

0

R

Jo Fitzpatrick
Jo Fitzpatrick

Dr Chris Barraclough
Dr Chris Barraclough

0
0

R
R

Rita Trewartha

Dr Patrick Wynn

0

R

800

G

600
250
550
60
230
400
0
0

G
G
G
G
G
G
R
R

0
500
1,000
0

R
G
G
R

Jo Pollard
Alix Jeavons
Alix Jeavons
Alix Jeavons
Chris Makin
Chris Makin
Chris Makin
Chris Makin
Chris Makin

Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

Pat Keane
Matt England
Sally Bell
Matt England

Dr Phil Earnshaw
Dr Patrick Wynn
Dr Adam Sheppard
Dr Patrick Wynn

Michele Ezro

0

R

Tracey Morton

0

R

Simon Rowe

0

R

200

G

0

R

90
63
100
500
0
0
101
600
2,156
10,100

G
G
G
G
R
R
G
G
G

Melanie Brown
Pat Keane
Morna Cooke
Morna Cooke
Karen Parkin
Pat Keane
Janet Wilson

Dr Ann Carroll
Dr Ann Carroll
Dr Greg Connor
Dr Andrew Furber

Co‐Commissioning
Rates Review
List Size Review
Small business rates review
APMS procurements
Other
Total

374
40
2
4
26
446

G
G
G
G

‐

10,546
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Members of the Governing Body are invited to:
a) Note the update about the South Yorkshire and Bassetlaw Sustainability and Transformation Plan (STP).
Executive Summary:
Alongside updates provided to the Governing Body in March 2016 about West Yorkshire collaborative
commissioning arrangements (Healthy Futures), NHS Wakefield CCG is also included in collaborative
commissioning arrangements for South Yorkshire & Bassetlaw.
The paper enclosed provides an update on progress to develop the Sustainability and Transformation Plan for
South Yorkshire and Bassetlaw.
Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable

None identified.
Not applicable

No











Reference document(s) /
enclosures:

Appendix One: South Yorkshire and Bassetlaw, Governance approach and
priority areas for building the STP

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.

South Yorkshire and Bassetlaw Sustainability and Transformation Plan (STP)
An update and overview for SYB Boards and CCG Governing Bodies
April 2016

Introduction
Every health and care system across England has been asked to come together, to create its own
ambitious local blueprint for accelerating implementation of the Five Year Forward View. 44 STPs have
now been establishes. The South Yorkshire and Bassetlaw STP covers populations covering Sheffield,
Barnsley, Rotherham, Doncaster and Bassetlaw and will serve as an umbrella plan under which constituent
plans will sit. STPs will cover the period between October 2016 and March 2021, and will be subject to
formal assessment in July 2016 following submission in June 2016.

National context and priorities
Following publication of the NHS Five Year Forward View (5YFV) and the challenges identified, there has
been broad agreement that in order to create a better future for NHS, all those with a stake in health and
care must make changes to how we live, how we access care and how care is delivered.
This means that as providers and commissioners of health and care, we need much more focus on
preventative care; working together to find new ways of meeting people’s needs and identifying ways to do
things more effectively and efficiently. It is recognised and accepted that we need to work collaboratively to
close the gaps in health, finance and quality of care if we are to meet the future needs of our patients in a
sustainable way.
In December 2015, the NHS Shared Planning Guidance asked every local health and care system to
come together to create their own ambitious local blueprint for implementing the priorities as laid out in the
5YFV. These are place-based, multi-year plans built on the needs of local populations – Sustainability
and Transformation Plans (STPs).
STPs will build and strengthen local relationships across health and care and will work together to deliver
genuine and sustainable transformation in patient experience and health outcomes for the future.

Leadership and governance
For the South Yorkshire and Bassetlaw STP, an STP Executive Steering Group has been established
with membership including the Accountable Officers from our five Clinical Commissioning Group partners
with provider and local authority Chief Executives and executive director level colleagues acting as
executive leads for each of the individual workstreams. These colleagues will be vital in leading the
development of the STP and will be chaired by Sir Andrew Cash, chief executive of Sheffield Teaching
Hospitals who is the named lead for the South Yorkshire and Bassetlaw STP.
Supporting the STP Executive Steering Group will be the STP Executive Co-ordinating Group with
members from across acute and mental health providers, NHS commissioning, NHS England, Local
Authority, Public Health, education and voluntary sectors and also a patient/public representative.
To support the development of the South Yorkshire and Bassetlaw an STP Programme Management
Office (PMO) has been established drawing together colleagues from our provider and commissioner
collaborative programmes. It will be responsible for supporting the setup, arrangements and general
programme management of the STP as a whole to support organization to develop an STP for South
Yorkshire and Bassetlaw.

Local system key priorities
The five CCG local place-based plans will form the foundation of the approach we will take to developing
our STP. Key local priorities within local plans include: out of hospital care, end of life care, children’s and
healthy lives, living well and prevention.
Complementing these and based on knowledge of local need and challenges and national guidance, five
transformation workstreams have been established for South Yorkshire and Bassetlaw. Each is being led
by both a provider or local Chief Executive and commissioner Accountable Officer The five priority
workstreams are:
•
•
•
•
•

Urgent and emergency care
Elective care and diagnostics
Cancer
Mental health and learning disabilities
Maternity and children’s services.

Underpinning this will also be five cross-cutting workstreams as follows:
•
•
•
•
•

Workforce
Digital/IT (technology and research)
Carter, procurement and shared services
Finance
Economic development and public sector reform.

Specialised and ambulance services will be planned on a combined STP level – across STP boundaries,
with some local CCG level plans also taking place as and where appropriate.

Time scales and key dates
Having already established how we will work together, over the next three months (April – June) we will be
confirming and agreeing our individual workstream transformation plans and how they will fit in to the
overall STP process. Once confirmed, we will need to submit these plans to NHS England for review by the
end of June 2016. Some key dates to be aware of are below:
•
•
•
•
•
•

Friday 15 April – national checkpoint to ensure all STP footprints are on track
Monday 25 April – SYB planning event
W/C 2 May – national workshop to share plans
Friday 10 June – SYB follow up event
Thursday 30 June – Final submission
July national assessment of plans

Immediate next steps
Developing the STP for South Yorkshire and Bassetlaw will involve many stakeholders and partners and
will take place over the next three months.
Phase 1 to 25th April system-wide event:
•

Workstream leads will be working with stakeholders and partners to draw together high level plans
for a transformed system to share with wider stakeholders at the regional event on the 25th April.

Phase 2 to 10th June system-wide event:
•

Workstream leads will share firm plans with stakeholders and partners in advance of submitting a
final STP at the end of June.

Final draft plans will be presented to Boards and CCG Governing Bodies for discussion and approval in
May June cycle.

Will Cleary-Gray
Commissioners Working Together Programme Director
On Behalf on Sir Andrew Cash
South Yorkshire and Bassetlaw STP Lead and Chief Executive, Sheffield Teaching Hospitals Foundation
Trust
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South Yorkshire and Bassetlaw, Governance approach and priority areas for building the

South Yorkshire and Bassetlaw
Governance approach and priority areas for building the
STP

6th APRIL 2016

What are our big challenges?
5

1

Significant deprivation and inequalities across the
SY&B footprint, with differences in life expectancy of
up to 9 years1

GPs make up 90% of patient contacts in the NHS
(nationally), there are workforce issues in SY&B1

2

3

Incidence of LTCs and resultant admission rates are
higher than expected in SY&B1. Although ~25% of the
population, people with LTCs account for ~70% of the
total health/ care spend

6
We are failing to meet constitutional care standards
across SY&B in key areas, A&E, Cancer and RTT1

7
Approximately 25% of the population of Sheffield
experiences some kind of mental health problem in
any one year3

Projected NHS funding gap in the region of £750
million1 across SY&B and associates (~£500 million for
SY&B specifically)

8

4
People across South Yorkshire are less likely to have a
healthy diet when compared with England as a
whole3

There are organisational deficits across SYB and
associates

There are a number of big challenges, which span the health & wellbeing, quality & care and finance and efficiency gaps
REFERENCES: 1.) WTP strategic review | 2.)NHS Call to Action | 3.) South Yorkshire and Bassetlaw Oral Health Needs Assessment

What are our opportunities i.e. what can we use and build on?

Patient and
public forum and
lay member
engagement in
key groups

SY&B health, LA
VSO partners’
strong
connections with
local
communities

Strong
collaborative
relationships also
in place at a
system level

Ways of
working
A number of
strong
Collaborative
networks

Infrastructure

An established
acute Vanguard
across SY&B

An established
UEC Network
across SY&B

Established PMO
structures,
resources and
governance
structures to
build on

STP
Established
mechanisms for
communicating
with
stakeholders

Engagement with
patients, the
public, clinicians
and staff already
underway in
priority areas

We are fortunate locally to have developed ways of working and infrastructure we can use to
support us in addressing our challenges and building the STP

How does this inform our ‘big decisions’ for transformation?
Guidance states that the ‘big decisions’ should also be addressed early. Local challenges and
opportunities identified leave us with a number issues we will need to resolve, these include:









Radical and consistent upgrade in prevention and health and wellbeing
Population health, reducing inequalities and variation in health outcomes
Equity of access and quality of care
Eliminating waste, duplication and scaled implementation of RightCare and the Carter Review
A focussed and consisted approach to out‐of‐hospital care
Reconfiguration of acute services
Mental health parity and learning disability

These ‘big decisions’ have informed how we have shaped our plan at both STP and CCG levels

Proposed Nomenclature for SYB STP Stakeholders
Core
Local Authorities
Barnsley MBC
Rotherham MBC
Doncaster MBC
Sheffield CC
Nottinghamshire CC
Acute Hospitals Trust
Barnsley NHS FT
Doncaster & Bassetlaw NHS FT
Rotherham NHS FT
Sheffield NHS FT (STH)
Sheffield Children’s NHS FT(SCH)
Mental Health Trusts
Sheffield Care Trust
RDASH
SWYPFT
NHFT
Primary Care Feds/PC
5
Ambulance Trusts
YAS NHS Trust
Voluntary Sector
5
Other
NHSE, PHE, HEE, AHSN, SCN
University of Sheffield
Sheffield Hallam , HealthWatch

Level 1 Associates

Level 2 Associates

Other Associates

Derby County LA
Wakefield CC
Chesterfield Royal NHS FT
Mid Yorkshire NHS Trust
N Derbyshire CCG
Hardwick CCG
Wakefield CCG
PC Fed North Derbyshire
PC Fed Hardwick
PC Fed Wakefield

(Include LA which covers the
NEL&G area)
North Lincolnshire and Goole
North Linc CCG
NE Lincs CCG
PC Fed ( include NEL&G)

TBA

*All groups/levels of stakeholders will come together for the
system‐wide event on the 25th of April. Other events will be
planned to ensure that Associates are able to make a
contribution to our local STP and vice versa.

STP : CCG Level
STAKEHOLDERS

Barnsley

Rotherham

Doncaster

Bassetlaw

Sheffield

Place‐based
plan

Place‐based
plan

Place‐based
plan

Place‐based
plan

SYB Core
CCGs 5
Local Authority CEOs 5
Acute Hospitals Trust 5
Mental Health Trusts 4
Primary Care Feds/PC 5
Ambulance Trusts 1
Voluntary Sector 5
National / Arms length
Bodies / Other 7
Healthwatch

Primary STP
Associates
Local Authorities 2
Acute Hospitals Trust 2
CCGs 3

Other STP Associates
Local Authorities 2
Acute Hospitals Trust 1
CCGs 3

Key considerations
Statutory Organisations

Place‐based
plan

LOCAL WORKSTREAMS

Health & Wellbeing Boards
Overview and Scrutiny
Membership Organisations

Out‐of‐Hospital Care
•
•
•

Primary and community
Neighbourhoods / Integration/ Public sector reform
LTCs, Complex Patients, Risk Stratification, Mental Health

Children’s (0‐5)
End‐of‐life Care
Healthy lives, living well, prevention
Common offers where small gaps exist
Differential offers at a local level for big gaps

What is the level of ambition?: CCG Level
We will finalise the CCG‐level plans using the process summarised below
OOH Care

2a

Review relevant
guidance (10 questions)

3

Children’s (0‐5)
End‐of‐life Care
Healthy Lives, Living well,
Prevention

2b

5

4

GAP
(Current progress
vs. Guidance)

Define plans
required to fill gaps

Review progress of
groups (CCG plans)

9

Plans that meet guidance
requirements and reflect local
ambition (when, how & what)

What is the level of ambition locally?

Plans that meet
guidance
requirements
6

8
Define plans required
to fill gaps

7

GAP
(Mandated plan
vs. local ambition)

Test ambition

1

STP Hierarchy: STP Level
REFERENCE GROUPS

STAKEHOLDERS

SYB Core
CCGs 5
Local Authority CEOs 5
Acute Hospitals Trust 5
Mental Health Trusts 4
Primary Care Feds/PC 5
Ambulance Trusts 1
Voluntary Sector 5
National / Arms length
Bodies / Other 7
Healthwatch

UEC

Elective
&
Diagnostics

Cancer

MH & LD

Maternity
&
Children’s

Workforce

Commissioning
Collaborative

Digital/ IT (Technology & Research)

Acute Provider
Collaborative

Carter, procurement and shared services

Level 1 Associates
Local Authorities 2
Acute Hospitals Trust 2
CCGs 3

Finance
Economic development, public sector reform and the city region

Level 2 Associates
Local Authorities 2
Acute Hospitals Trust 1
CCGs 3

Other Associates
TBA

Patient & Public
reference forum

What is the level of ambition?: STP Level
We will finalise the STP‐level plans using the process summarised below
•
•
•
•
•

1b

Urgent/ Emergency Care
Elective care (inc. diagnostics)
Cancer
Mental Health (and LDs)
Maternity (inc. Children’s)
System leadership
mandate / key questions

2a

2b

Review relevant
guidance / RightCare

3

Review progress of
groups

9

Plans that meet guidance
requirements and reflect mandate
questions

What is the level of ambition locally?

4 Define plans

GAP
(Current progress
vs. Guidance)

required to fill
gaps (using three
tier classification

5

Plans that meet
guidance
requirements
6

8
Define plans required
to fill gaps / and cost
into categories

7

GAP
(Mandated plan
vs. local ambition)

Test ambition

1a

Yorkshire and Humber Level

Specialised Services and YAS

These plans will draw together information from the STPs for the three sub‐
regions, that make up Yorkshire and Humber, relevant to specialised and regional
ambulance services.

Workstream structure
• Cross‐cutting workstreams will cut across both local and transformation workstreams and there will be
coordination between STP and CCG level planning, to ensure that synergies are exploited and to reduce
duplication
• These workstreams will enable us to respond to priorities across the footprint and the STP’s triple aims
Workstream type*
Transformation workstreams

Definition
Primarily ‘top down’ from an STP level, with some contribution from ‘bottom‐up’ CCG‐level planning

Local workstreams

Primarily ‘bottom up’ from a CCG‐level, with some contribution from ‘top‐down’ STP level planning

Cross‐cutting workstreams

Workstreams primarily focused on enablers which ‘cross‐cut’ intersect with local and transformation workstreams

Specialised services and YAS
Cross‐cutting workstream
Workforce

STP Level

Digital/ IT (Technology &
Research)
Carter, procurement
and shared services
Finance

CCG Level

Economic development,
public sector reform
and the city region

The emerging STP governance framework
Specialised services and YAS

Clinical Reference
Group
Medical Directors
CCG Clinical Chairs
DPH
PHE

STP Executive Steering Group

STP Transformation
Work‐streams

UEC

Elective
&
Diagnostics

Cancer

MH & LD

Maternity
&
Children’s

Workforce

Commissioning
Collaborative

Digital/ IT (Technology & Research)
Cross‐cutting
Work‐streams

Patient & Public
reference forum

Carter, procurement and shared services
Acute Provider
Collaborative

Finance
Economic development, public sector reform and the city region
CCG Level Place Plans
Barnsley

Rotherham

Doncaster

Bassetlaw

Sheffield
CCG STP Task &
Finish Group

PMO

How we will work in partnership with others
Throughout building the STP plan we will engage on a number of levels and through many
forums.
Local place engagement and discussions lead by CCGs in each of the 5 localities across South
Yorkshire and Bassetlaw will underpin how we will work in partnership across SYB.
At an STP level we will work in partnership in three broad ways:
1. A guiding coalition of multiple key stakeholder across SYB coming together for a system‐
wide event on 25th April and 10th June
2. An executive steering group of STP work‐stream leads meeting 2 weekly starting 18th April
3. A small cross‐sector coordinating group via a weekly teleconference

Proposed Membership for the STP Executive Steering Group
Proposal for a focused STP Executive
Steering Group (EST) membership
drawn from Accountable Officers of
CCGs and CEO/Executive leads of
work‐streams to drive forward
development of the STP. A CRG drawn
from provider medical directors, CCG
clinical Chairs, DPH and PHE will also
for a virtual forum linked to the EST.
(see slide 12)
Wider Groups of partners and
stakeholders brought together at two
points: April and June to consult
and sign off plans. Future
arrangements to be determined for
implementation phase
In addition there remains existing
collaborative groups across the
footprint for both providers,
commissioners and other key
stakeholders both at a local level and
system level

Membership
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.

Andrew Cash – Chair
Lesley Smith
Richard Jenkins
Tim Moorhead
Chris Edwards
Maddy Ruff
Phil Mettam
Andrew Riley
Julia Newton
Jackie Pederson
Diane Wake
Mike Pinkerton
Louise Barnet
Simon Morritt
Kevan Taylor
John Mothersole
Mike Curtis
Neil Priestley
Kathryn Singh
Alison Knowles NHSE
Greg Fell DPH
Kirsten Major
Mark Tuckett
Jade Francis‐Rose/Victoria Mcgregor‐
Riley

Proposed Membership for the STP Executive Coordinating Group
STP Executive Coordinating Group
focused on driving forward STP and
unblocking issues that may arise. This will
be via weekly teleconference.
All Executive Coordinating Group
members will be members of the
Executive Steering Group.

Membership
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Andrew Cash Chair
Lesley Smith CCGs
Alison Knowles (NHSE)
John Mothersole (LA) TBC
Kathryn Singh (MH) TBC
Primary Care TBC
Voluntary Sector TBC
Greg Fell (DPH)
Richard Jenkins (CRG Acute Providers)
Tim Moorhead (CRG Commissioners)

South Yorkshire and Bassetlaw STP PMO for building the plan
STP Named Lead:
CCG AO Lead:
DPH Lead:
STP PMO Director:

Sir Andrew Cash, Chief Executive Sheffield Teaching Hospital
Lesley Smith, Accountable Officer Barnsley
Greg Fell, Director of Public Health, Sheffield City Council
Will Cleary‐Gray, Programme Director Commissioners Working Together

Kate Woods
Janette Watkins
Des Breen
Helen Stevens
Susan Hurd
Ian Garlington
Richard Metcalf
Mandy Philbin
Chris Walker
Folarin Majekodunmi
Matt Carney

Programme Officer Manager, Commissioners Working Together
Programme Director Working Together Partnership (Acute Vanguard)
Medical Director Working Together Partnership (Acute Vanguard)
Associate Director Communications and Engagement Commissioners Working Together
Consultant in Public Heath, Sheffield City Council (core public health offer Sheffield CCG)
Assistant Chief Executive (Partnerships), Sheffield Teaching Hospitals (Interim)
LWBC Programme Lead, Commissioners Working Together
Transformation Programme Lead, Commissioners Working Together
Attain
Attain
Attain

The Top 5 STP level priorities

5th APRIL 2016

Our specific challenges and guidance have shaped our STP work‐streams
Combined STP Level

The STP will combine 3
different levels of planning:
•

Combined STP Level – this
will cover planning
populations of a regional
footprint and linking of
more than one STP
footprint population

•

STP level – this will cover
the entire SY&B health
economy and consists of:
• 5 transformation
work‐streams
• 5 cross‐cutting
work‐streams

•

CCG level – this will cover
all planning at a CCG and
locality level across each
SY&B CCG

Specialised Services and YAS
STP Transformation Work‐streams
STP

UEC

Elective
&
Diagnostics

Cancer

MH & LD

Maternity
&
Children’s

Cross‐cutting Work‐streams
Workforce
Digital/ IT (Technology & Research)
Carter, procurement and shared services
Finance
Economic development, public sector reform and the city region
CCG Level Place Plans
Barnsley

Rotherham

Doncaster

Bassetlaw

Sheffield

Detail on each of the transformation workstreams and how these are aligned to national strategy and
priority areas is summarised on the following slides

The financial challenge
The pie chart represents a high‐level view of how the £500million
funding gap breaks down across the 5 transformation workstreams and
other areas.
*It should be understood that the ‘gap’ represents a ‘do nothing’ scenario i.e.
it will only exist in ~4 years, if the status quo is maintained and no
improvements are made. Some improvements will remove costs
recurrently, meaning that they will impact the gap not only in year 1, but
over the course of the STP.
•
It may present a rough guide to what proportion of the ‘total gap’ could
be addressed by specific workstreams
•
The gap also includes specialised services data, which is yet to be
apportioned across the 5 workstream areas. As such, this is broken out
separately in the chart.
•
The ‘Other’ segment includes data relating to Prescribing, Community &
Integrated care and running costs.
•
There are a number of things to note about the chart and the dataset:
1.
Data relevant to spend was sourced from NHS Programme
Budgeting 2013/14 (Published June 2015)
2.
The workstreams were mapped to specific category name(s) in NHS
Programme Budgeting
3.
Children's spend was not available ‐ only Neonatal.
4.
The workstreams are not distinct and there is overlap between
them, particularly as relates to UEC and Elective Care & Diagnostics
(the actual apportionment will be smaller)
5.
The impact of the cross‐cutting workstreams and implementing
RightCare etc. has not been modelled
•

*OTHER services are apportionments of the GAP not associated with the 5 workstream areas
*Other specialised services are apportionments associated with specialised services specifically
Further information on how this was calculated can be found in the appendix

Area of spend
Urgent/ Emergency Care
Elective care & diagnostics

Apportionment (£m)
£ 93.6
£ 92.1

Cancer
Mental Health & Learning Disabilities
Maternity & Children's

£ 17.9
£ 73.9
£ 18.6

OTHER*
Other specialised*

£ 116.6
£ 89.9

This calculation will be updated to factor in adjustments for duplication and specialised services activity
and factor in the contribution of the cross‐cutting workstreams.

CCG Place Level STP Task and Finish Group Leads
CCG Place

Accountable Officer

Clinical Chair

Executive Lead

Barnsley

Lesley Smith

Nick Balac

Vicky Peveril

Bassetlaw

Phil Mettam

TBC

Lisa Bromley

Doncaster

Jackie Pederson

David Crighton

Laura Sherburn

Rotherham

Chris Edwards

Julie Kitlowski

Ian Atkinson

Sheffield
CCG Place Associates

Maddy Ruff

Tim Morehead

Nicki Doherty

North Derbyshire

Mark Smith

Ben Milton

TBC

Hardwick

Andy Gregory

Steve Lloyd

TBC

Wakefield

Jo Webster

Phil Earnshaw

Pat Keane

PMO Lead

Will Cleary‐Gray/Chris
Walker/Folarin
Majekodumni

*where possible we will ensure that there is cross‐system representation within each workstream

STP Level ‐ Work‐stream leads leads*
STP Workstreams

CEO / Executive Lead (Chair)

CCG AO / Executive Lead

Clinical / Medical Director
other Lead

Sewa Singh ( Donc)
Steve Lloyd (Hard)
Urgent & Emergency Care

Louise Barnett (RFT)

Elective care (inc. diagnostics)

Kirsten Major (STHFT)/ Diane
Wake (BHFT)
Phil Mettam (Bass)

Cancer

Mike Pinkerton (DBHFT)

Mental Health (and LDs)

Kathryn Singh (RDaSH)

Maternity (inc. Children’s)
Cross cutting workstreams

Simon Morritt (SCNHSFT)

Maddy Ruff (Sheff)
Richard Jenkins(Barns)
Julie Kitowski (Roth)
David Throssell (Sheff)
David Crighton (Donc)

PMO contacts

Mandy Philbin/Chris
Walker
Ian Garlington/
Mandy Philbin

Richard Metcalfe/
Marianna Hargreaves
Tim Kendall (SHSC)
Chris Walker/ Folarin
Jackie Pederson (Donc) Steve Thomas (CCG) TBC Majekodunmi

Lesley Smith (Barn)

Chris Edwards (Roth)

Tim Moorhead (Sheff)
Paula Scoffield
Derek Burke (Sheff)

Workforce

Kevan Taylor (SCTFT)
Mike Curtis (HEE)

Digital/ IT

Andy Riley (AHSN)

Phil Mettam (Bass)
Mark Gwilliam
Jade Francis‐Rose(Barn)
Victoria Mcgregor‐Riley Wendy Tindale
(Sheff)
Richard Cullen(Roth)

Carter, procurement and shared services

Simon Morrit (SCNHSFT)

Chris Edwards (Roth)

Finance
Neil Preistley (STHFT)
Julia Newton (Sheff)
Economic development, public sector reform John Mothersole (Sheff LA) /
and the city region
Mark Tuckett(Sheff LA)
Maddy Ruff (Sheff)

John Somers (Sheff)
Provider FD

Kate Laurance

Rebecca Brown
Chris Walker / Folarin
Majekodumni

Janette Watkins
Chris Walker / Matt
Carney
Susan Hird Will
Cleary‐Gray

*where possible we will ensure that there is cross‐system representation within each workstream

Next steps: Urgent and Emergency Care

Core Group:
• Chair Louise Barnett CE
• CCG Lead Maddy Ruff
• Medical Director Sewa Singh
• UEC Network Clinical Chair Steve
Lloyd
• STP PMO Chris Walker / Mandy
Philbin
•

Utilising the Urgent and Emergency
Care Network and Steering Board
(members to be reaffirmed by each
organisation)

Key Questions:
• When will the system in SY&B meet
the standards of the national review?
• What will it look like and how will this
be done without increasing health
inequalities?
• How will it contribute to reducing the
financial gap?
Three scenarios:
• Radical Transformation
• Meeting national standards and
stretch improvement goals
• Meeting national standards and
clinically sustainable

Current progress: Urgent and Emergency Care
What is recommended/mandated by national strategy/
priorities?
•
There are two strategy documents relevant to UEC
–
–

The UEC Review: Phase 1 (NHSE)
The UEC Route map (NHSE)

What are we currently doing relevant to this in SY&B?
•
A summary of progress across the SY&B CCGs relevant to
the strategy is summarised on the right, good progress has
been made across both, but gaps exist
What gaps exist?(what we are doing vs. what we should do?).
•
There are a number of gaps specifically as relate to:
–
–
–
–
–

Identifying and piloting system‐wide outcome metrics
Improving the UEC system
Driving adoption/ greater provision of direct appointment
booking to UCCs, ED and primary care
Ensuring UCCs provide a consistent service
Unlocking system barriers through Realising the value

What options are there for addressing these gaps and the triple
aims?
•
A working group has been established and is responding to
national strategies/ priorities, in doing so it is also
addressing the three STP gaps
*based on most recent UEC Commissioner Reference Group status report
average value R=0,A=1,G=2

The UEC Review*
Progress through the
Commissioner
Reference Group

Urgent care review themes
1.) Better support for people to self-care
2.) Help people with urgent care needs to get the right advice in
the right place, first time
3.) Provide highly responsive urgent care outside hospital
4.) Ensure that individuals with life threatening emergency care
needs receive treatment in centres with the right expertise and
facilities
5.) Connect all urgent and emergency care services together

The UEC Road map*
CCG
Barnsley

Doncaster Bassetlaw Rotherham Sheffield
To be
0.8
1.0
1.0
updated
0.8
1.0
1.4
1.0

System Architecture

0.9

Accessing U&EC system

0.8

U&EC Centres

0.5

0.5

0.0

0.5

1.0

Paramedic at Home

2.0

1.0

1.0

2.0

1.0

Emergency Centre and Specialised
Services

0.9

0.9

0.9

1.1

0.4

Mental Health Crisis

1.8

0.8

2.0

1.0

0.8

Supporting self care

1.0

0.3

1.0

1.3

0.3

Independent Care Centre

1.8

1.3

1.0

1.8

1.5

Primary Care

1.3

1.1

1.0

1.4

1.4

All relevant recommendations, strategies and priorities are or will be addressed by current or planned future planning

Next steps: Elective care and diagnostics

Core Group:
• Chair Kirsten Major
• Diane Wake
• CCG Lead Phil Mettam
• Medical Director Richard Jenkins
• CCG Clinical Lead Julie Kitowski
• STP PMO Ian Garlington & Mandy
Philbin
Utilising clinical reference groups and
speciality groups as required.

Key Questions:
When will the system in SY&B meet all
national access standards?
• How should the key speciality priorities, as
determined by Right Care and the Clinical
Mapping exercise, be configured without
increasing health inequalities and which
address clinical sustainability?
• How does it contribute to reducing the
financial gap?
Three scenarios:
• Radical transformation
• Meeting national standards and stretch
improvement goals
• Meeting national standards and clinically
sustainable
•

Current progress: Elective care and diagnostics
What is recommended/mandated by national strategy/
priorities?
•
‘Improving productivity in elective care’ (Monitor),
provides support for NHS providers to improve
productivity in elective care pathways. It identified
nine opportunities for operational improvement, five
of which it says offer the most gain, these are:
1. Rating patients by risk
2. Extending clinical roles
3. Managing the number of procedures per
theatre session
4. Standardising ward care and implementing
enhanced and rapid recovery practices
5. Providing virtual follow‐up for patients without
complications
What are we currently doing relevant to this in SY&B?
•
Risk stratification and extensions of clinical roles are
elements of current CCG‐level plans, however these
are focused on care in an OOH setting.

What options are there for addressing these gaps and the
triple aims?
•
Need to review activity of groups working in relevant
area to determine gaps
What gaps exist?(what we are doing vs. what we should
do?)
•
The process for identifying and addressing any gaps is
summarised later

Need to check progress with respective leads and confirm level of ambition with STP workstream lead to deliver against triple aim

Next steps: Cancer

Core Group:
•
•
•
•
•

Chair Mike Pinkerton CE
CCG Lead Lesley Smith
Medical Director David Throssell
CCG Clinical Chair David Crighton
STP PMO Richard Metcalf &
Marianna Hargreaves

•

Utilising the Cancer Network
Group/Alliance

Key Questions:
• When will the system in SY&B meet
the standards of the national cancer
strategy?
• How will be implemented without
increasing health inequalities?
• How does it contribute to reducing
the financial gap?
Three scenarios:
• Radical transformation
• Meeting national standards and
stretch improvement goals
• Meeting national standards and
clinically sustainable

Current progress: Cancer
What is recommended/mandated by national strategy/
priorities?
•
‘Achieving world‐class cancer outcomes’ (A strategy for
England 2015‐2020)’ list 6 priority areas:
– Spearheading a radical upgrade in prevention and
public health
– Driving a national ambition to achieve earlier
diagnosis
– Establishing patient experience as being on a par with
clinical effectiveness and safety
– Transforming our approach to support people living
with and beyond cancer
– Making the necessary investments required to deliver
a modern high‐quality service
– Overhauling processes for commissioning,
accountability and provision
•
The Living With and Beyond Cancer (LWBC) Programme –
addresses one of the key priorities in Achieving world‐class
outcomes.
What are we currently doing relevant to this in SY&B?
•
The Living With and Beyond Cancer (LWBC) Programme is
due to launch on the 19th of April and is aligned to all
relevant national and local strategic aims

•

•

•

A Cancer Strategy Group operating across South Yorkshire,
North Derbyshire and Bassetlaw, has been formed from the
former Cancer Network.
The aim is for the Strategy Group to develop into an alliance
and to plan against the 6 ‘Achieving world‐class cancer
outcomes priority areas for the purpose of the STP
Many elements of the cancer pathway are also being
addressed through ongoing collaborative activity
– CCG level planning is making contribution primarily as
relates to prevention, diagnostics, 28 day target, risk
stratification and general LTC strategy.

What gaps exist?(what we are doing vs. what we should do?)
•
No gaps are discernible as relates to LWBC
•
No gaps are likely in relation to ‘Achieving world‐class cancer
outcomes’ as planning is focused on addressing the 6 key
priorities
What options are there for addressing these gaps and the triple
aims?
•
At present there are no gaps in planning relative to guidance

All relevant recommendations, strategies and priorities are or will be addressed by current or planned future planning

Next steps: Mental Health and learning disability

Core Group:
• Chair Kathryn Singh
• CCG Lead Jackie Pederson
• Medical Director Tim Kendall
• CCG Clinical Lead Steve Thomas (TBC)
STP PMO Chris Walker & Folarin
Majekodumni (Attain)
Utilising colleagues involved in the
Transforming Care Programme

Key Questions:
• When will the system in SY&B meet
the standards of the national
transforming care strategy?
• How will it be implemented without
increasing health inequalities?
• How does it contribute to reducing
the financial gap?
Three scenarios:
• Radical transformation
• Meeting national standards and
stretch improvement goals
• Meeting national standards and
clinically sustainable

Current progress: Mental health and learning disability
CCG
What is recommended/mandated by national strategy/
Projects
Barnsley
Doncaster
Bassetlaw
Rotherham Sheffield
priorities?
Mobilise Communities
1.0
1.1
1.0
1.1
1.1
•
The main relevant national priority is the Transforming Care
Governance and Stakeholder
1.0
1.0
1.0
1.0
1.0
Involvement
Programme, this is a national ‘Must Do’. It focuses on five
Engagement
1.0
1.0
1.0
1.0
1.0
key areas:
Information and Data Flows
1.0
1.0
1.0
1.0
1.0
Developing the Model
1.0
1.0
1.0
1.0
1.0
– Empowering individuals
Developing a Performance &
1.0
1.0
1.0
1.0
1.0
– Right care, right place
Quality Outcomes Framework
Commissioning Differently
1.0
1.0
1.0
1.0
1.0
– Workforce
Developing Communities
1.0
1.0
1.0
1.0
1.0
– Regulation
Workforce
1.0
1.0
1.0
1.0
1.0
– Data
*Average progress of each project, based on average progress against constituent milestones (2 for work
completed, 1 for work planned, 0 for work not planned but mandated)
What are we currently doing relevant to this in SY&B?
What gaps exist?(what we are doing vs. what we should do?)
•
The local Transforming Care Partnership (TCP) includes CCGs
•
Although the 5 SY&B CCGs are spread across 3 TCP footprints,
from South Yorkshire (Sheffield, Rotherham and Doncaster)
gaps are unlikely to exist, however progress updates will be
and North Lincolnshire. Bassetlaw are in a partnership with
needed to ensure that there is minimal slippage
North Nottinghamshire in the TCP planning footprints.
Barnsley are partnered with Wakefield
What options are there for addressing these gaps and the triple
aims?
•
A summary of progress across the relevant CCGs relevant to
the programme is summarised on the right
•
The programme group is responding to national strategies/
priorities across Sheffield, Rotherham and Doncaster, in doing
•
Activity relevant to Mental Health and Learning Disabilities is
so it is also addressing the three STP gaps
also ongoing in other areas. Empowering individuals and
ensuring that the right care is provided in the right place, is
•
It is expected that the corresponding programme groups for
being delivered in part at a CCG level, primarily through a
Bassetlaw and Barnsley CCGs are doing the same.
focus on improving OOH services
•
Reviews relevant to workforce are also ongoing at a CCG
level, however as part of the STP this will be developed as a
cross‐cutting workstream
100% of relevant recommendations, strategies and priorities will be addressed by planned future planning

Next steps: Maternity (including Children’s services)

Core Group:
• Chair Simon Morrit
• CCG Lead Chris Edwards
• Medical Director Derek Burke
• CCG Clinical Chair Tim Moorhead
• Midwifery Lead Paula Scoffield
• STP PMO Kate Laurence & James
Scott
•

Linking to the WTP Children’s
workstream as necessary.

Key Questions:
• When will the system in SY&B
meet the standards of the
national Maternity Review?
• How will it be implemented
without increasing health
inequalities?
• How will it contribute to reducing
the financial gap?
Three scenarios:
• Radical transformation
• Meeting national standards and
stretch improvement goals
• Meeting national standards and
clinically sustainable

Current progress: Maternity
What is recommended/mandated by national strategy/
priorities?
•
National maternity review 2016 (NHSE) is a review
of maternity services and part of the Five Year
Forward View. The report highlights seven key
priorities:
– Personalised care
– Continuity of carer
– Better postnatal and perinatal mental health
care
– A payment system
– Safer care
– Multi‐professional working
– Working across boundaries
•
The Maternity Pioneers programme is linked to the
review and aims to support pioneers in developing
and testing ways of improving choice and
personalisation in maternity services
What are we currently doing relevant to this in SY&B?
•
SY&B is in the very early stages of the application
process to become a Maternity pioneer site. If the
applications is successful, the pioneer will support
the following goals:

1. Widening choice across CCG boundaries
2. Empowering women to take control
3. Enabling women to make decisions
•
Maternity care is a key theme of some ongoing CCG
level planning, including:
– Planned roll out of room thermometer with
safety messages to all pregnant women using
South Yorkshire's maternity services
– The Specialist Midwives Partnership
– The local Maternity Action Plans
What options are there for addressing these gaps and
the triple aims?
•
Need to review activity of groups working in
relevant area to determine gaps
•
Is the pioneer application is successful, it is likely
the gaps will be addressed through this activity
What gaps exist?(what we are doing vs. what we
should do?)
•
Need to review activity relevant to the Maternity
review

If the pioneer application is successful it should enable delivery of the 7 priorities across the SY&B footprint. A group should be created/
reconfigured to start the planning process, with the understanding that the group will take on responsibility if the application is successful.

Cross cutting workstream: Workforce
Core Group:
• Chair Kevan Taylor
• Phil Mettam
• HR Director Mark Gwilliam
• STP PMO Rebecca Brown (Attain)
Utilising WT HR Reference Group as
necessary
SYB Primary care workforce group

Key Questions:
• What workforce changes are
necessary to underpin new care
models and address service and
financial sustainability?
• How and when will any new role
roles/changes be implemented?
• How does this contribute to
economic development and reducing
the financial gap?
Three scenarios:
• Radical transformation
• Financially and clinically sustainable
and meeting stretch improvement
goals
• Financially and clinically sustainable

Cross cutting workstream: Digital /IT

Core Group:
• Chair Andy Riley
• CCG Lead Jade Francis‐Rose/Victoria
Mcgregor‐Riley
• Scientific Director Wendy Tindale
• CCG Clinical Lead Richard Cullen
• STP PMO Chris Walker & Folarin
Majekodumni
Utilising the Sheffield City Region PEPPA
group, WTP Informatics workstream and
CCG Digital road map group

Key Questions:
• How will technology be employed to
accelerate service change?
• What changes are necessary to
provide full operability by 2020 and
implement digital road maps?
• How does it contribute to reducing
the financial gap?
Three scenarios:
• Radical transformation
• Meeting 2020 requirements,
financially sustainable and meeting
stretch improvement goals
• Meeting 2020 requirements and
financially sustainable

Cross cutting workstream: Carter, procurement and shared services

Core Group:
• Chair Simon Morritt
• CCG Lead Chris Edwards
• Provider FD John Somers
• CWT CFO link Julia Newton
• STP PMO contact: Chris Walker/Matt
Carney ( Attain)

Key Questions:
• When will the system in SY&B meet
the recommendations of the Carter
review?
• How will they be implemented to
ensure service and financial
sustainability?
• How will they contribute to reducing
the financial gap?
Three scenarios:
• Radical transformation
• Implementing all recommendations
and meeting stretch improvement
goals
• Implementing all recommendations

Cross cutting workstream: Finance

Core Group:
• Joint Chair Neil Prestley
• Joint Chair CCG Lead Julia Newton
•
•

Membership to be agreed. System‐
wide CFOs
STP PMO Contact: Chris Walker /
Matt Carney

Key Questions:
• When will the system in SY&B meet
the financial challenge?
• How will we ensure that it is met
sustainably i.e. builds in resilience
and self sufficiency?
• How will we ensure that service
quality is maintained despite making
substantial savings?
Three scenarios:
• Radical transformation
• Bridging the ‘gap’ and meeting
stretch improvement goals
• Bridging the ‘gap’

Cross cutting workstream: Economic development, public sector reform and the city region

Core Group:
• Chair John Mothersole
• Mark Tuckett
• CCG Lead Maddy Ruff
• PMO Contact: Susan Hird / Will
Cleary‐Gray/Chris Walker

Key Questions:
• When will the system in SY&B meet
the economic development, public
sector reform and the city region
agendas?
• How will we ensure that wider
benefits are realised from our STP
and its workstreams?
Three scenarios:
• Radical transformation
• Implementing all recommendations
and meeting stretch improvement
goals
• Implementing all recommendations

Next Steps

• Time table to submission
– 15th April – STP Draft submission national
checkpoint
– 18th April Next STP Executive Steering Group
– 25th April – SYB STP system‐wide event
– 27th April – Regional workshop to share draft
plan
– 10th June – SYB STP system‐wide event
– 30th June ‐ Submission

•
•

•

Expectations from work
streams
Local governance,
including sovereign
organisation sign‐off
Programme mandate

Appendix
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Appendix 1: Calculating the ‘Gap’ (DRAFT)
Five Year Forward View – What are the assumptions used to
calculate the gap?
•
•

Based on projections made by Monitor, NHSE and the Nuffield
Trust.
Projections based on Growing demand
–
–
–

•
•
•
•
•
•

Demographic
Non Demographic
Health cost inflation

No productivity improvements factored in.
No efficiencies factored in.
Flat real terms funding (based on current allocations)
No CIPS, no Carter, no QIPP etc.
Used 2013/14 CCG and Area Planning to develop baseline.
= £30bn gap (+8bn cash injection = £22bn gap)

Local ‘Gap’ assumptions?
•
•
•
•

•

Calculations using local allocations (revised Jan 2016) and
Spec Services allocations.
Apportionment of £22bn gap to £500m local STP gap
based on local allocations (as a % of national).
Have used the growth assumed nationally.
No additional local deprivation criteria built in to gap
calculation. Factoring in any additional deprivation criteria
may increase the gap further.
STP area growing in a similar rate to national. Growth in
line with national growth rates.

Appendix 2: Stakeholder groups: General 1
CCG
NHS Rotherham CCG

Name
Chris Edwards

Role
Chief Officer

Jackie Pederson
Maddy Ruff
Lesley Smith
Phil Mettam
Mark Smith
Andy Gregory
Jo Webster
Name
Diane Wake

Director of Strategy
and Delivery
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Role
Chief Executive

Tony Campbell

Chief Executive

Mike Pinkerton
Martin Berkley
Louise Barnett

Chief Executive
Chief Executive
Chief Executive

NHS Doncaster CCG
NHS Sheffield CCG
NHS Barnsley CCG
NHS Bassetlaw CCG
NHS North Derbyshire CCG
NHS Hardwick CCG
NHS Wakefield CCG
Acute Trust
Barnsley Hospital NHS Foundation Trust
Chesterfield Royal Hospital NHS Foundation
Trust
Doncaster and Bassetlaw Hospitals NHS
Foundation Trust
The Mid Yorkshire Hospitals NHS Trust
The Rotherham NHS Foundation Trust
Sheffield Children’s NHS Foundation Trust

Simon Morritt
Sheffield Teaching Hospitals NHS
Foundation Trust
Sir Andrew Cash
MH Trust
Name
Mental Health Boards ‐ Sheffield Health and
Social Care
Kevan Taylor
Mental Health Boards ‐ Rotherham ,
Doncaster and South Humber Trust Board Kathryn Singh
Mental Health Boards – South West
Yorkshire Partnership Foundation Trust
Alex Farrell
Mental Health Boards – Nottinghamshire
Healthcare NHS Foundation Trust

Ruth Hawkins

Chief Executive
Chief Executive
Role
Chief Exec

Primary Care/ CCG area
Primary Care Federation ‐ Rotherham LLP
LMC (NO FED) [TBC]
Primary Care Federation ‐ Barnsley

Primary Care Federation ‐ Doncaster LMC
(NO FED) [TBC]
Primary Care Federation ‐ Sheffield
Primary Care Federation ‐ Bassetlaw (LMC
NOTTS) [TBC]
Primary Care Federation ‐ Hardwick
Federation
Primary Care Federation ‐ Wakefield LMC
(NO FED) [TBC]
Local Authority
Barnsley Metropolitan Borough Council
Bassetlaw District Council
Chesterfield LA *Do all these councils cover
our patch
Doncaster Metropolitan Borough Council
Derbyshire LA*covers Hardwick and
N.Derbyshire

Name

Role

Dr Dave Tooth
James Logan

Lead Director
Chief Officer

Dr Paul Wilson (
Retires March)
Dr Dean Eggitt (
Med Sec)
Andy Hilton

Chair / Med Sec *
Please use
lay members email
address
Chief Exec

Chris Locke

Dr Andrew Sykes
Name
Diana Terris
Neil Taylor

Chair
Business Manager ‐
NE Derbyshire
Healthcare
Chair of LMC ‐
Contact details for
group mailbox
Role
Chief Executive
Chief Executive

Huw Bowen

Chief Executive

Jo Miller

Chief Executive

Ian Stephenson

Chief Executive

Sharon Kemp
John Mothersole
Joanne Roney

Chief Executive
Chief Executive
Chief Executive

Alison Hughes

Chief Exec
Rotherham Metropolitan Borough Council
Chief Exec

Chief Exec

Sheffield City Council
Wakefield County Council

Stakeholder groups: General 2
Acute Trust Medical Directors
Chesterfield Royal Hospital NHS
Foundation Trust

Name

Role

Dr Gail Collins

Medical Director

Dr Richard
Medical Director
Jenkins
The Mid Yorkshire Hospitals NHS Trust Dr Karen Stone Medical Director
Doncaster and Bassetlaw NHS
Sewa Singh
Medical Director
Foundation Trust
The Rotherham NHS Foundation Trust Conrad WarehamMedical Director
The Sheffield Hospitals (NHS)
David Throssell Medical Director
Foundation Trust
Sheffield Children’s NHS Foundation
Professor Derek Medical Director
Trust
Burke
Dr Navjot
Medical Director
RDaSH
Ahluwalia
Professor Tim
Medical Director
Sheffield Health & Social Care
Kendall
Barnsley NHS Foundation Trust

Title of meeting:

Governing Body

Date of Meeting:

10 May 2016

Paper Title:

Committee Annual Reports 2015/16

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Katherine Bryant, Governance & Board Secretary
Committee chairs:
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Information

Sandra Cheseldine – Chair, Audit Committee
Dr Adam Sheppard – Chair, Clinical Cabinet
Andrew Balchin / Jo Webster – Chair, Connecting Care Executive
Rhod Mitchell – Chair, Integrated Governance Committee
Rhod Mitchell – Chair, Nominations Committee
Rhod Mitchell – Chair, Remuneration Committee
Rhod Mitchell – Chair, Probity Committee

Recommendations:
Members of the Governing Body are invited to:
a) Note the committee annual reports and agree that the reports provide appropriate assurance to the
Governing Body.
b) Reappoint the members to the Audit Committee, Clinical Cabinet, Connecting Care Executive (CCG
members only) and Integrated Governance Committee for a further twelve month term of office.
c) Appoint Dr Adam Sheppard and Dr Pravin Jayakumar to the Nominations Committee for a twelve month
term of office.
Executive Summary:
This report presents a summary of the activities of the Audit Committee, Clinical Cabinet, Connecting Care
Executive, Integrated Governance Committee, Nominations Committee and Remuneration Committee
throughout the financial year 2015/16.
Collectively the annual reports provide the Governing Body with assurance that these committees are operating
effectively. All of the committees have complied with their terms of reference and fulfilled their duties.
In accordance with the terms of reference for the Audit Committee, Clinical Cabinet, Connecting Care Executive
(CCG members only) and Integrated Governance Committee the Governing Body are invited to reappoint the
members for a further twelve month period of office.
It is proposed that two new GPs, Dr Adam Sheppard and Dr Pravin Jayakumar, are appointed to the
Nominations Committee. This is a result of the forthcoming retirement of Dr Ann Carroll, and because Dr David
Brown’s position will be open for election in 2017.
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:
Assurance departments/
organisations who will be
affected have been consulted:
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committee / governing body:

Not applicable

Not applicable

None identified.
These reports have been considered by the Audit Committee, Clinical
Cabinet, Connecting Care Executive, Integrated Governance Committee
during April 2016. And because no meetings were held of the Nominations
Committee and Remuneration Committee the committee chair has approved
these reports.
No

Reference document(s) /
enclosures:

Appendix One – Audit Committee Annual Report 15/16
Appendix Two – Clinical Cabinet Annual Report 15/16
Appendix Three – Connecting Care Executive Annual Report 15/16
Appendix Four – Integrated Governance Committee Annual Report 15/16
Appendix Five – Nominations Committee Annual Report 15/16
Appendix Six – Remuneration Committee Annual Report 15/16
Appendix Seven – Probity Committee Annual Report 15/16

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.

Audit Committee – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Audit Committee throughout the
financial year 2015/16. It is intended to provide the Governing Body with assurance about
the effectiveness of the Committee.

2.

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

2.1.

Duties within Terms of Reference
•
Financial Reporting
•
Internal Audit
•
External Audit
•
Whistleblowing
•
Other assurance functions

2.2.

•
•
•

Counter Fraud and Security
Management
Assurance on management
Integrated Governance, Risk
Management and Internal Control

Membership and meetings
The Audit Committee have met seven times during 2015/16
Members of the Audit Committee are as follows:
Sandra Cheseldine (Chair)
Dr Deborah Hallott
Dr Clive Harries
Rhod Mitchell
Dr Adam Sheppard
9
8
7
6
5
4
3
2
1
0
Sandra
Dr Deborah
Dr Clive Harries
Cheseldine (Chair) Hallott (started
December 2015)

1

Rhod Mitchell

Dr Adam
Sheppard

2.3.

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

3.

Principal activities

3.1.

Terms of Reference
The Committee undertook a review of the terms of reference in September 2015. The
review was informed by model terms of reference included within the NHS Audit Committee
Handbook. The revised terms of reference were approved by the Governing Body in
November 2015.

3.2.

Delivery of the Work Programme
The Audit Committee covered all items included within the terms of reference. The Audit
Committee Workplan for 2015/16 was approved on the 30 July 2015. The work of the
Committee in discharging its duties was as follows:
Integrated Governance, Risk Management and Internal Control
• At every meeting the Committee received the ‘Governance Exceptions Report’. This
report summarised declarations under the CCG’s Standard of Business Conduct,
quotation / tender waivers, losses and special payments.
• An update about the CCG’s processes to manage conflicts of interest was presented to
every meeting of the Committee. This included a copy of Declarations of Interest for
members of the Governing Body, its committees, Clinical Leads and members networks.
In addition in February 2016 the Committee received a report about an audit undertaken
by Deloitte into the CCG’s management of conflicts of interest in primary care. A
supporting action was approved and will continue to be monitored by the Committee.
• In April 2015 the Audit Committee Annual Report for 2014/15 was presented.
• The Committee received a report about the Governing Body Assurance Framework in
April and September 2015.
• A review of Continuing Health Care Provision was presented in April 2015 and updates
were provided in July and September 2015 and February 2016.
• Risk Management Annual Report for 2014/15 was presented and approved on 21 May
2015
• A summary of the additional statutory duties introduced for CCGs since the organisation
was formed in 2013 were presented on 30 July 2015.
• The Audit Committee reviewed the revised Terms of Reference on 24 September 2015
and recommended them to the Governing Body for approval.
• Progress reports for the Integrated Governance Committee, Clinical Cabinet, Probity
Committee, Connecting Care Executive and the Audit Committee were presented on 24
September 2015.
• Co-Commissioning Transition Plan Assurance update was presented on 24 September
2015.
• In December 2015 the Committee received an update about the CCG’s policy register
and policy review process. The report detailed progress made to ensure all policies have
been reviewed and approved by the scheduled review date.
• Update on Annual Governance Statement 2015/16 process presented on 11 February
2016 advising that NHS England required CCGs to submit an interim governance
statement and this was submitted in January 2016.
Financial Reporting
2

•

•
•
•

•

•
•
•
•
•
•

•
•
•

In April and May 2015 the Committee met on three occasions and considered the CCG’s
annual report and accounts. This included a ‘page turn’ meeting on 14 May 2015 when
the annual report and accounts were discussed page by page and amendments agreed.
The Committee approved the annual report and accounts on behalf of the Governing
Body.
In July 2015 the Annual Audit Letter for 2014/15 was presented confirming that the
auditors had nothing further to report following the presentation of the ISA260 at the
May meeting.
A Post Balance Sheet Events letter was presented to the Committee in July 2015
confirming that the CCG were able to submit a positive return with no events to report
to NHS England.
In December the Committee received confirmation that the CCG’s annual report and
accounts were consolidated with NHS England and then laid before Parliament which
confirmed that the CCG had received an unqualified opinion on the CCG’s 2014/15
financial statements.
The Committee were informed at the December 2015 meeting that further guidance had
been issued by the Department of Health in conjunction with the HFMA advising that
CCGs must have an ‘auditor panel’ to advise on the appointment of their external
auditors in place by 31 December 2016. Draft Auditor Panel Terms of Reference were
presented on 11 February 2016 for discussion and it was agreed that delegated
authority would be given to the Chair of the Audit Committee to approve the version of
the Auditor Panel Terms of Reference and present them to the 8 March 2016 Governing
Body meeting for final approval.
The Committee received details about the 2015/16 accounts planning process in
December 2015 and February 2016.
Following a mini year end exercise the output was presented on 11 February 2016
confirming that the CCG successfully submitted both returns on time on 21 January
2016.
A change to Governing Banking Service was reported in May 2015 advising that the CCG
will use Royal Bank of Scotland Group for all transactions. The changes successfully took
place on 17 January 2016.
The Committee were advised in May 2015 that IBM had won the contract to supply the
Electronic Staff Record system with effect from 1 June 2015. Future improvements
would include access via mobile devices and integration with e-learning platforms
At the request of NHS England, the CCG undertook a Financial Control and Environment
self-assessment which was reviewed by the CCG’s internal auditors and presented to the
Governing Body on 15 September 2015.
In July 2015 the Committee received a paper advising of the Prompt Payment Code
(PPC), administered by the Chartered Institute of Credit Management and which is free
to join. This sets standards for payment practices and best practice and is monitored
and enforced by the PPC Compliance Board. It was agreed that the CCG would apply to
join. It was reported in February 2016 that the CCG’s application to join the Prompt
Payment Code had been successful.
The Committee received a report in February 2016 about accounting estimates and
judgements as part of the annual accounts 2015/16. This included details about the
treatment of pooled budgets the CCG hold with the Local Authority.
A Debtors/Creditors Analysis Update was presented on 11 February 2016.
During the year the committee received updates about actions to strengthen the budget
review process. This followed receipt of a limited assurance report from Internal Audit
for the budget process which highlighted a number of control weaknesses. The resulting
action plan continues to be monitored by the Audit Committee. Assurance was provided
3

which demonstrated prompt action had already been taken to address a number of the
issues identified.
Internal Audit
• An Internal Audit progress/update report was presented to the Committee on a regular
basis (April, May, September, December 2015, and February 2016).
• In May 2015 a final versions of the Internal Audit Annual Report and Head of Internal
Audit Opinion were presented and noted.
• Service Auditor Report presented on 21 May 2015 providing assurance to the Committee
in relation to the services and information received by the CCG from its third party
suppliers, Shared Business Services, Yorkshire and Humber Commissioning Support and
NHS Business Services Authority.
• Details and recommendations following a Budget Process Review were presented on 11
February 2016.
External Audit
• The Committee was provided with details of the External Audit work programme for
2015/16 and the associated fee was approved.
• KPMG (the CCG’s external auditors) presented a ‘technical update’ at every meeting; this
report highlighted the main technical issues having an impact on the health sector.
• External Audit Plan 2015/16 was presented on 11 February 2016.
Counter Fraud & Security Management
• A Counter Fraud and Security Management progress/update report was presented (as
part of the Internal Audit report) to the Committee on a regular basis (April, May,
September, December 2015, and February 2016). This included an annual summary in
April 2015.
• The Committee received notification that the NHS Protect’s Information and Intelligence
Unit has produced its latest NHS Fraud Intelligence Report. It was confirmed that
following review of the report no amendments to the local counter-fraud workplan were
identified.
• Following an attempt to commit fraud at a local NHS body, the CCG Finance Team
undertook a thorough check of its processes and systems which provided reassurance
that any attempt would be mitigated as far as possible.
Assurance on Management
• A Contract Award Update, detailing all contracts awarded by the CCG was reported in
April, July, September, December 2015 and February 2016.
• In September 2015 an update on the Co-commissioning Transition Plan was presented
providing assurance to the Committee regarding the transition of functions from NHS
England to the CCG.
Other assurance functions
• The Committee were advised that in June 2015 a letter was received from HMRC
regarding whether the correct PAYE treatment was being applied to Governing Body
members. Following consultation with Baker Tilly and HMRC the CCG can demonstrate
that all members are paid correctly via payroll and the relevant information has been
provided.
Whistleblowing
• In December 2015 the Committee noted a report on Whistleblowing that detailed the
ongoing activity to promote awareness of the procedures in place for staff.
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4.

Review of Effectiveness
A summary of the Audit Committee Self-Assessment was presented at the February 2016
meeting. A small number of actions were agreed, this will include a presentation early in
2016/17 about the role and function of the Audit Committee.

5.
5.1.

Forward view
A work programme for 2016/17 will be presented to the Committee in May 2016.

5.2.

The terms of reference will be reviewed in autumn 2016 and presented to the Governing
Body for consideration in November 2016.

5.3.

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

5.4.

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

6.

Recommendations:
a) Note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) It is recommended that the Governing Body reappoint the following members for a
further twelve month term of office on the Committee.
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Clinical Cabinet Committee – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Clinical Cabinet throughout the
financial year 2015/16. It is intended to provide the Governing Body with assurance about
the effectiveness of the Committee.

2.

Overview of Committee
The Clinical Cabinet was established to:
•

•
•

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

Duties within Terms of Reference
•
•
•
•
2.1.

Service Transformation and Commissioning
Strategy
Medicines Optimisation
Quality, Improvement, Productivity and Prevention (QIPP)

Membership and meetings
The Clinical Cabinet have held twelve meetings during 2015/16.
Clinical Cabinet membership:
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Dr Paul Dewhirst (retired May 2015)
Dr Phillip Earnshaw
Sandra Greenwood
Dr Deborah Hallott (joined July 2015)

Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar (joined July 2015)
Andrew Pepper
Jo Pollard
Dr Adam Sheppard (Chair)
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2.2.

Sub-committees/groups
Clinical Cabinet has established one sub-committee, the Medicines Optimisation Group.
Minutes of the Group’s meetings are regularly presented to Clinical Cabinet.
In addition the Planning and Delivery Group (a meeting of officers) was formed to support
Clinical Cabinet in relation to the achievement of QIPP. This has now been replaced by the
Better Value Group.

2.3.

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

3.

Principal activities

3.1.

Delivery of the Work Programme
The Clinical Cabinet workplan for 2015/16 was considered in July 2015 and approved in
September 2015. Progress against the workplan was considered by the Audit Committee in
September 2015.
Clinical Cabinet covered all items included within the terms of reference. The work of the
Committee in discharging its duties was as follows; key items considered by the Clinical
Cabinet include:

Service Transformation and Commissioning
April 2015:
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•
•
•
•
•

Familial Hypercholestrolemia service to commence in October 2015.
Specialist Plastic Surgery – following further information regarding the BMI range, approval
was given to the insertion of individual BMI ranges for different procedures.
Carpal Tunnel sub policy approved and to be included in the Commissioning Policy noting
that work was continuing on the delivery plan and this would be a stepped approach.
E Consultation Specification discussed, immobilisation plan to be presented to July meeting.
Drug Misuse Service – update on the development of the service specification and proposed
changes in the service noted.

May 2015:
• ‘Future Hospitals’ presentation.
• Health Visitors Future Clinical Model – update on consultation, further update to be
presented at a future meeting.
• Future in Mind: Transforming Children and Young People’s mental health and wellbeing
services update outlining the changes across the whole system was noted.
• Kooth on line counselling service approved with CCG funding for the first year of the service
• SWYPFT review of Savile Park presentation noted.
June 2015:
• Update on Integrated Emergency Department and Vanguard Bid noted.
• UCP Future Commissioning update noted.
• Proposal for an ‘engagement game’ as part of Patient and Public Engagement was outlined.
• Approved proposal of sign up to the MyNHS Database.
• Findings from Clinical Review of Dermatology Service noted.
• Microsuction Audit noted and recommendations supported.
• Commissioning Policy with the incorporation of the sub policies approved.
• Opportunities and challenges of the Third Sector were presented and it was agreed that Dr
Phil Earnshaw would be the Clinical Cabinet representative to take part in the discussions on
the potential to develop and deliver new service models and identify the priorities for
commissioning from the local third sector.
• GP IT Update noted.
• Oral Health Needs Assessment presentation noted.
• MSK Integrated Service update noted, further update in July 2015.
July 2015:
• Draft Clinical Cabinet Workplan discussed, final version to be presented at September
meeting.
• Hospital Admissions Avoidance service specification and business case agreed.
• Therapy in the Emergency Department service specification and business case agreed.
• Agreed the development of the e-Consultation Implementation Plan as part of the Clinical
Threshold work stream.
• Proposed approach for commissioning Dermatology Services approved.
• Noted the development of the Clinical Threshold Work Plan, further update at the
September meeting.
• Further MSK Update noted, service specification to be presented at the 27 August meeting.
• Planned Care Programme presentation noted, Planned Care Work Stream Update to be
added as a standing agenda item.
• SWYPFT Mental Health Transformation Programme presentation noted.
• MYHT Cardiology Changes re CCU Beds – presentation noted.
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August 2015:
• Learning Disabilities Transformation presentation noted.
• ENT Pathway – wax occlusion and unilateral hearing loss pathways to be published, tinnitus
review to continue.
• ASD Recovery Options – support the recommendations made.
• MSK Update and Service Specification – service specification approved. Physiotherapy
service specification to be developed and agreed to a rapid review of the services provided
by The Grange and Phoenix Health Solutions.
• Community Respiratory Service Extended Hours paper noted, approve that discussions of
funding issues take place with MYHT and the System Resilience Group, full report to be
presented to September/October meeting.
• Diabetes Foot Service – progress noted, approved recommendation to continue the
Diabetes Foot Service noting this work should continue and become part of the mainstream
MYHT contract in April 2016.
• Improving Primary Care Access – presentation noted.
• Hospices – Patient Access position statement noted.
• GP IT SMS Texting – agreed to EE contract and all practices offered the use of SMS CCG
funded texting.
• Local Service Provider Exit Paper – approved recommendation that the CCG encourage and
support the effected practices to follow the mandated process.
September 2015:
• Pathway review of Adult Asthma and Chronic Obstructive Pulmonary Disease (COPD)
presented noting that further review is required including investigating alternative models of
care.
• Community Respiratory Service – an update on the extension of hours for COPD admission
avoidance service presented.
• Health Visitors future clinical model update presented and it was requested that a written
confirmation is provided of the current position.
• Planned Care Assurance and update was presented in September 2015 summarising a range
of schemes linked with the CCG’s Planned Care Programme.
• Proposed service specification for the community dermatology service was presented and
approved subject to any agreed amendments.
• Community Physiotherapy service specification approved.
• Clinical Threshold Management update was noted.
• An outline Hospital Outpatient Activity and Capacity Planning Model approach to support
the fund of hospital outpatient care was presented and it was noted and agreed that this
would be presented to the Planned Care Programme Board for agreement.
• Future in Mind: Mental Health Transformation paper presented and noted.
• Update presented on the proposed models of integration for Childrens’ Services and it was
agreed to further develop the integrated model and specification.
• Care Homes Vanguard Service Specification approved.
• Digital Roadmap report presented advising that the key aim of the NHS England programme
is for Primary, Urgent and Emergency Care and key transfers of care to be delivered using
paper free integrated records y 2018. The approach was approved.
• Update about pre-procurement of SystmOne.
• Clinical Cabinet Work Plan was approved.
October 2015:
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•
•
•
•
•
•
•
•

Improving Access to Psychological Therapies (IAPT) service specification agreed and to be
recommended to Governing Body for approval.
Presentation of Transient Loss of Consciousness and Cardiology Pathways.
Presentation of National Paediatric Diabetes Audit.
Planned Care Programme Development for 2016/2019 was presented and the next steps
were approved.
Planned Care Assurance update was presented and noted.
Connecting Care updated was share for information.
As part of the CCG Regional Collaboration – Working Together information regarding the
Review of Hyper Acute Stroke Units and Children’s Work Stream were shared.
An update on the specification for the Children’s and 0-19 service was discussed.

November 2015
• Upright MRI Scanner and MRI Guidelines for GP Referrals update was noted and the
recommendations approved subject to further review of audit and MSK transformation
information.
• Recommendations approved for the Diabetes Service review.
• Following discussion it was agreed to exit the Urgent Care Practitioners Scheme.
• The next steps for the Emergency Department Transformation were presented and noted.
• Patient Transport Service Review was presented and it was agreed a further update which
would include the service review and recommendations would be presented at a future
meeting.
• 2015/16 Commissioning Priorities were presented and noted.
• Planned Care Assurance update presented including an update on the development of the
2016/19 programme.
December 2015
• Consultant Led ENT service specification was presented and it was agreed that the
community consultant-led ENT service should continue and expanded to include provision of
service to children aged 5-17 years of age.
• Stroke Prevention in atrial fibrillation paper was presented outlining a summary of the
improving anticoagulation rates and evaluation of the Apodi programme in primary care.
January 2016
• Epilepsy Service Quality Impact Assessment and Recommendations paper advised that in
October 2015 the adult community epilepsy service was de-commissioned. Paper detailed
what actions are being taken to commission specialist epilepsy care.
• Pontefract Emergency Department update detailing interim arrangements in place until the
end of March 2016.
• Morbid Obesity Services Pathway was presented and it was agreed that a review of the
specification and model would take place and an update will be presented to a future
meeting.
February 2016
• Patient Transport Service review update and approval was given to take this forward.
• CQUINS 2016/17 update presented outlining the position in respect of Mid Yorkshire
Hospitals NHS Trust, Yorkshire Ambulance Service, South West Yorkshire Partnership
Foundation Trust, other providers and care homes.
• A paper on Ways of Working was presented and noted.
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•
•
•

Verbal update presented regarding the Upright MRI Scanner noting the policy had been
amended and was with the MYHT Consultant for sign off together with a draft referral form.
Planned Care Assurance update.
Report on the developing Sustainability and Transformation Plan for the Wakefield Health
and Social Care System was noted.

March 2016
• Received and agreed a proposal for each accredited consultant led AQP provider to be
offered the opportunity to be a prescribing cost centre. It was noted that should be more
governance control in place to support this proposal.
• Update about the CCG’s Commissioning Policies. It was agreed that further work was
required and therefore members would provide comment outside of the meeting.
• Outpatient referrals and activity 2016/17; this report highlighted the activity principles and
detailed the possible approaches across primary and secondary care to elicit changes in
outpatient referrals to MYHT. It was agreed that a Task and Finish Group would develop
this work further.
• Update was provided regarding the MYHT neurology service. It was noted that there is a risk
around the sustainability of stroke services in Wakefield particularly with the depletion of
the staff resource and interim patient transfers. Members were updated around delivery of
neurological specialist services in Wakefield noting that a new partnership model to provide
specialist care for the region was needed which would require further clinical discussion/
input.
• Members of the Committee agreed the Adult Community Nursing revised interim service
specification.
• Details of the ‘transforming care’ programme was shared with the Committee. This is a
national programme which followed on from the Winterbourne View initiatives to develop
community services and reduce inpatient numbers for people with a learning disability
and/or autism.
• There an update for members on the findings of the e-consultation service Mid Year
Evaluation Report.
• Details of the ‘National Review of Maternity Services’ was shared, this report followed the
failings at Morecambe Bay Hospital.
• Following development by the Yorkshire & Humber Paediatric Diabetes Network the
committee agreed a pathway in order to obtain funding for continuous glucose monitoring
systems from NHS England.
• Update provided about development of CQUINS for2016/17.

Strategy
•
•
•
•
•
•
•
•

Clinical Cabinet Annual Report noted.
Healthwatch Patient Experience Survey.
Patient Experience Planned Care report presented, next report will focus on Urgent and
Emergency Care.
Healthy Futures Programme Highlight report noted.
Operational Plan updated noted.
Local Safeguarding Adults Board report advising of key statutory changes for safeguarding
adults in the Care Act 2014 noted. Agreed funding for a Named GP for safeguarding adults
and Mental Capacity Act.
Stigma and Culture Campaign presentation noted.
Operational Plan update noted.
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Quality Premium noted this had been signed off by NHSE.
Planning and Delivery presentation noted.
Department of Health Consultation over plans to reduce Local Authority Public Health Grant
– paper noted, subject to further discussion Option B was supported.
Forward Plan – Planning Priorities 2016/17 was presented and discussed in September 2015.
Revised Clinical Cabinet Terms of Reference approved with a recommendation for Governing
Body to approve.
2014/15 Patient and Engagement Report presented for information in October 2015.
Topics for Target 2016 were presented and noted.
Wakefield CCG Financial Position was discussed in relation to the ‘internal turnaround’ being
implemented.
Primary Care Strategy and Extended Hours was presented and approved.
Planning Priorities 2016/17 update was presented including the tabling of the five year
organisational plan around the Primary Care Strategy and Integration.
MYHT Self-Assessment – Eight Key Priorities paper presented noting further update to be
presented at a future meeting.
Planning and Finance Management – presentation on Planning for 2016/2021, Internal
Turnaround 2015/16 and QIPP 2016/17.
Proposed Technology Programme paper outlined the proposed programme to optimise the
use of technology in primary care to support the integration of care between primary and
secondary care and interested out of hospital service providers.
Cancer Strategy Presentation in February 2016.
Minutes of the Commissioners Working Together Board were shared for information.

Medicines Optimisation
•
•

Update on tandem trial for Lucentis and Avastin noted.
Minutes of the Medicines Optimisation Group were shared for information.

Quality, Improvement, Productivity and Prevention (QIPP)
•
•
•
3.2.

Pathology costs to be reviewed and discussed with MYHT to identify possible savings.
Wakefield CCG Budget Book presented detailing allocation, QIPP challenges, service and coCommissioning, agreed update to be presented at each meeting.
Update on clinical engagement for QIPP was noted in October 2015.
Informal Clinical Cabinet
In order to provide members of Clinical Cabinet with an opportunity to develop ideas,
strategy and contribute to service reviews at an early stage informal’ meetings of the Clinical
Cabinet are held on a regular basis. No formal decisions are made at informal Clinical
Cabinet meetings.

4.

Review of Effectiveness
In March 2016 members of the Committee completed a self-assessment questionnaire. The
results were considered by the Committee in April 2016, no significant concerns were raised
from this assessment, however a number of actions were agreed in response.

5.

Forward View
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5.1

A work programme for 2016/17 will be presented to Clinical Cabinet in May 2016.

5.2

The terms of reference will be reviewed in autumn 2016 and presented to the Governing
Body for consideration in November 2016.

5.3

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

6.

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

7.

Recommendations:
a) Note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) It is recommended that the Governing Body reappoint the following members for a
further twelve month term of office on the Committee.
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Connecting Care Executive – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Connecting Care Executive
throughout the financial year 2015/16. It is intended to provide the Governing Body with
assurance about the effectiveness of the Committee.

2.

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

2.1.

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

2.2.

Membership and meetings
The Connecting Care Executive has met twelve times during the period 1 April to 31 March
2016. Members of the Connecting Care Executive are:
Wakefield Council
Andrew Balchin (Chair)
John Wilson
Neil Hardwick
Andrew Furber
Angela Nixon
Jill Holbert

Wakefield CCG
Jo Webster
Andrew Pepper
Dr Adam Sheppard
Melanie Brown
Jo Pollard
Dr Ann Carroll

The Chief Executive of Wakefield Healthwatch is a regular non-voting observer.
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2.3.

Sub-committees/groups
There are two formal sub-groups of the Connecting Care Executive:
• Connecting Care Health and Social Care Partnership.
• Vanguard Commissioning Group.

2.4.

Communication from the Committee
The minutes of meetings of the Connecting Care Executive are presented to the Governing
Body on a regular basis. The minutes are accompanied by a brief summary of the key
decisions taken.

3.

Principal activities
The work of the Committee in discharging its duties was as follows:

3.1.

Delivery of the Work Programme
The Connecting Care Executive workplan for 2015/16 was approved in April 2015. Progress
against the workplan was reviewed by the Audit Committee in September 2015, no areas of
concern were been identified.

3.2.

The Committee undertook a review of the Terms of Reference. The revised terms of
reference were approved by the Governing Body in September 2015.

3.3.

Key Activities

Children and Young People Commissioning
• Children and Young People Commissioning: 0-5 and 5-19 Children’s Public Health
Commissioning update in April 2015
• KOOTH Online Children and Young People Counselling Service was reviewed. A further update
was provided in February and March 2016.
• ASD/ADHD Pathway recovery plan was discussed in May 2016. A regular update was provided
about the ASD pathway. This included progress by MYHT to become NICE compliant by
November 2016 (i.e. to have a waiting list no longer than 6 months). Additional funding was
agreed in September.
• Information about the Future in Mind programme was provided in June 2015. This national fund
of £250m was available for those areas who could demonstrate, via local transformation plans,
real changes to Mental Health and Wellbeing Services. A further update was provided in
November, this included development of a draft dashboard of key indicators to be created to
show the value added in terms of Children and Young People in Wakefield. A first draft of the
dashboard was provided in February 2016.
• In September a paper was presented which reviewed areas of potential future joint
commissioning between WCCG and WMDC for Children and Young People.
• In September the committee received an update about the first draft of the Special Education
and Disability (SEND) Strategy. The strategy details a collective vision of where Wakefield
District wish to be in terms of providing Special Education and Disability.
• A paper was presented in November advising on a process to review the arrangements for
administering children’s complex care. This included agreed terms of reference between WMDC
and WCCG to govern the review process.
Adult Services
• Re-commissioning of Wellbeing Services, Domestic Abuse Service and Health Checks was
considered in April 2015

•
•
•
•
•
•

Learning Disability Review and Commissioning Options were reviewed in April 2015
Updates were received on a regular (April, May, June, August, November, January) basis from
Integrated Community Equipment Scheme (ICES) and the Wheelchair Service.
In addition in February the Wheelchair Charter (developed by the Wheelchair Alliance) was
considered.
In October 2015 the committee supported and endorsed a paper regarding Dementia Pathway
Redesign was considered, this was linked to the Care Home Vanguard.
In December the Committee considered a paper which outlined work undertaken to identify an
appropriate solution to bridge the gap between IAPT Primary Care Services and Secondary
Mental Health Services.
Proposals for a weight management commissioning model / morbid obesity services pathway
review was considered in February 2016.

Connecting Care
• Connecting Care Gateway to Care Service Specification was approved in April 2015. And in
August a proposal on the phased delivery of implementing Gateway to Care was discussed and
associated funding was agreed. In March 2016 funding for the Connecting Care Hubs was
agreed for 2016/17.
• In June 2015 it was agreed that a s.256 agreement (12 months) should allocate identified
resources for Adult Social Care input into the Connecting Care Hubs.
• An update was provided by the Provider Alliance about the Gateway to Care in June 2015.
• The CCE approved (June 2015) a funding request of £5,000 from the Innovation Fund for the
planning and delivery of a Community Anchors conference.
• In June 2015 an options appraisal for the contracting model for Connecting Care 2016/17 was
considered. The paper identified 6 potential models for contracting for integrated care.
• In July 2015 the committee considered the Connecting Care non-recurrent budget. The total
workforce costs are estimated to be £2.7m for 2015/2016 and it was noted that there would be
a significant challenge within the health economy for 2016/17.
• An early draft of the Wakefield Integration Agreement for the Connecting Care approach for
2016/17 was presented in October 2015.
• Proposal regarding joint commissioning of mental health and learning disabilities were
considered in November 2015.
• In November 2015 the committee considered closer working with communities via Community
Anchors.
• The committee considered an update about communications and engagement for the
Connecting Care programme in January and February 2016. It was agreed that all organisations
involved will adopt the ‘hello, my name is’ campaign as a first step to opening communication.
• The draft Adult and Community Nursing service specification was discussed in detail in February
2016.
• The committee considered an update on the ‘transforming care submission’ in February 2016.
• An options appraisal for commissioning of intermediate care beds. It was agreed further clinical
engagement was required.
Better Care Fund
• Consideration of the Better Care Fund Payment for Performance arrangements in April 2015.
• Better Care Fund Pool financial monitoring arrangements and performance management were
considered on a monthly basis.
• In January and February 2016 the committee considered Better Care Fund Guidance and plans
for development for the 2016/17 Better Care Fund.

Vanguard Programmes
• The MsCP Vanguard Business Case was considered in August and a further update was provided
in September.
• Regular updates were provided about the Care Home Vanguard (August, September). This
included details of the Value Based Proposition (approved by NHS England) and the Care Home
Vanguard Service Specification (approved in October).
• Governance arrangements to support the Vanguard Programmes was considered in September,
February and March.
Miscellaneous
• In June 2015 there was an update on funding reductions for the commissioning of Public Health
Services, a further update was presented in October 2016.
• Buurtzorg Study Visit – the committee supported (June 2015) £5k funding for this visit with some
caveats.
• In July 2015 the committee were presented with a paper about joint commissioning between
Local Authority and WCCG. The paper presented three commissioning approaches; aligned
commissioning, joint commissioning and fully integrated commissioning.
• Funding for NOVA on behalf of the Voluntary and Community Sector was agreed in September.
This was funded equally between WCCG and WMDC. A further update was provided in March
2016.
• The Committee received assurance about 16 transformational programmes underway at
SWYPFT.
• An update about the Family Drugs and Alcohol Court (FDAC) was presented in October. This was
a pilot scheme due to be live by February 2016.
• Update about the Wakefield district Digital Roadmap submission to be made to NHS England by
April 2016 and further update in January 2016.
• In November the Committee received an update about several joint planning and commissioning
meetings. It was agreed a collective view should be obtained regarding governance, risks and
conflicts of interest to ensure there is a degree of robustness for the future.
• A paper was presented in January which outlined the excellent progress made to date; 90% of
social care records are now populated with an NHS Number; this is an increase from November’s
position where the level stood at 35%.
• In February the committee supported a proposed study visit to a Community Anchor project in
Bromley by Bow and requested a update at a future meeting.
• The committee considered a paper about joint legacy reserves in February 2016.
• An update about Personal Health Budgets was presented in March, this detailed a proposed
expansion of the current offer available for patients.
4.

Review of Effectiveness

In March 2016 members of the Committee completed a self-assessment questionnaire. The results
were considered by the Committee in April 2016. No significant concerns were raised from this
assessment.
5. Forward view
The proposed work programme for 2016/17 will be presented in May 2016. The terms of reference
will be reviewed in autumn 2016 and presented to the Governing Body for consideration in
November 2016.

It is recommended that the Governing Body reappoint all CCG members for a further twelve month
term of office on the Committee.
6. Conclusion
This report provides assurance that the Connecting Care Executive has complied with its terms of
reference and fulfilled its duties.
7. Recommendations:
a) Note this annual report and agree that it provides appropriate assurance to the Governing Body.
b) It is recommended that the Governing Body reappoint the CCG members for a further twelve
month term of office on the Committee.

Integrated Governance Committee – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Integrated Governance Committee
throughout the financial year 2015/16. It is intended to provide the Governing Body with
assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Integrated Governance Committee was established to:
•
•
•

2.1.

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

2.2.

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

Risk Management
Quality and Patient Safety
Safeguarding
Finance and efficiency
Information governance
Performance, contracting and activity
Workforce
Equality and diversity
Emergency Preparedness
Research
Individual Funding requests
Continuing Healthcare

Membership and meetings
The Committee have held twelve meetings during 2015/16.
Members of the Integrated Governance Committee:
Dr Avijit Biswas (retired October 2015)
Dr Phil Earnshaw
Stephen Hardy
Andrew Pepper
Dr Pravin Jayakumar (joined November 2015)
Jo Webster
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Dr David Brown
Sharon Fox
Rhod Mitchell (Chair)
Jo Pollard
Alison Sugarman (joined November 2015)
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2.3.

Sub-committees/groups
The Integrated Governance Committee has one standing sub group, the Quality Intelligence
Group. Minutes from the Quality Intelligence Group are shared with the Committee on a
regular basis. The terms of reference of the Quality Intelligence were reviewed in February
2016 and will be presented to the Committee in early 2016/17 for approval.
In addition the Integrated Governance Committee established an ad-hoc sub group to
consider policies before they are presented to the Committee for approval. The Policy sub
group met on 9 June 2015 to review a host of new and revised workforce policies.

2.4.

Communication from the Committee
The minutes of meetings of the Integrated Governance Committee are presented to the
Governing Body on a regular basis. The minutes are accompanied by a brief summary of the
key decisions taken.

3.

Principal activities

3.1.

The Committee undertook a review of their Terms of Reference in October 2015 and these
were approved by the Governing Body in November 2015.

3.2.

Delivery of the Work Programme
The committee covered all items included within the terms of reference. The work of the
Committee in discharging its duties was as follows; key items considered by the Integrated
Governance Committee include:

2

Quality, Performance and Patient Safety:
•

•
•
•
•

•

•
•
•
•
•
•

The Committee received a monthly update on quality, performance and patient safety
through the Integrated Quality and Performance Report. The report highlights areas of
success and also key areas of concern. The following issues were included; MYHT
Staffing Issues, Performance against the 62 day cancer target, Hyper Acute Stroke
Service at MYHT, Winter Planning, MYHT Referral to Treatment pathway, A&E
Performance. The report also detailed serious incidents, any never events and
complaints received by the CCG. CQC Inspection reports were summarised within the
report together with results from friends and family tests and results of the National GP
Survey. Instances of MRSA infections were also included in the report.
An Infection, Prevention and Control Report were presented in June and November
2015 detailing actions from Post Infection Reviews and the HCAI Improvement Plan for
2015/16.
A year-end report summarising Integrated Quality and Performance during 2014/15 was
presented in June 2015.
The committee received minutes from the Quality Intelligence Group and the MYHT
Executive Quality Board.
The Committee introduced regular ‘deep dive’ presentations:
o May 2015 – Continuing Health Care
o June 2015 – MYHT Planned Care Risk Management Schemes
o July 2015 – Hip Fracture Pathway
o September 2015 – Cancer Inter Provider Services
o October 2015 – Urgent Care
o November 2015 – MYHT Staffing
o December 2015 – Continuing Health Care
o January 2016 – Planning and Prioritisation Framework
o February 2016 – Continuing Health Care
o March 2016 – 111 West Yorkshire Urgent Care
Patient and Public Engagement Annual Report detailing consultations and engagement
activities that have been completed during 2014/15. In addition minutes from the
Public Involvement and Patient Engagement Committee were received on a regular
basis.
Stroke Improvement Summit Report and action plan to facilitate improvements
presented in November 2015.
Maternity Services Assurance Report and an update on action taken by MYHT presented
in November 2015.
The Committee supported the MYHT Moving on Escalation policy in November 2015.
Revised Mental Health Act Policy approved in November 2015.
Stroke Action Plan presented in November 2015 with progress being monitored by
MYHT Executive Quality Board.
The NHS England Quality Risk Profile process was presented in March 2016 which will be
used to systematically assess the risks to quality of service provision where persistent or
increasing quality concerns are identified.

Finance and efficiency:
• The Committee received a monthly update on the CCG’s financial performance. The
report included details of the year to date position and forecast year end position, key
finance performance indicators and risk/opportunities for the CCG. A new format for
the report was introduced in June 2015.

3

•

•
•
•
•
•
•

In addition each report includes a ‘key focus area’. These have included; managing QIPP
delivery; running costs; review of non-recurrent resources; continuing health care
growth assumptions’ primary care co-commissioning, children’s complex care,
prescribing expenditure.
Budgetary Control Policy approved in December 2015.
An interim Estates Strategy was approved in December 2015.
Long Term Financial Plan update presented in January 2016.
A draft Financial Plan for 2016/17 was presented in February 2016.
Better Care Fund Performance Update was presented in March 2016.
Following the Yorkshire & Humber Commissioning Support not meeting the requirement
for the Lead Provider Framework (LPF), the organisation ceased to be viable. All services
therefore needed to transfer to a successor organisation. Updates were presented
monthly from June 2015 to March 2016 providing information on the transition process,
including those services to be in-housed, hosting arrangements for a number of services
and confirmation that eMBED had been awarded the Lead Provider Framework contract
which started on 1 April 2016.

Continuing Healthcare:
• Continuing Health Care presentations were held in May 2015, December 2015 and
February 2016 covering; retrospective claims, update of core CHC work; CHC complaints;
internal audit findings and action plan and governance in relation to core CHC and
retrospective claims.
• Discussions around the CHC future model have been held and business plans produced.
• Personal Health Budget policies for children and adults approved November 2015.
• A report outlining the current mechanisms and processes for assurance and managing
the quality of care provided by care homes and domiciliary care providers presented in
February 2016.
• Personal Health Budget (PHB) update presented in March 2016.
• A summary of the current position in relation to the Winterbourne View cohort of
people with a learning disability placed in a hospital setting from Wakefield was
presented in September 2015.
Emergency Preparedness Resilience and Response:
• Emergency Preparedness Resilience and Response policy approved in May 2015
• Incident Response Plan approved following national standards for CCGs and compliance
with the NHS Emergency Preparedness Core Standards in May 2015.
• Work ongoing to review the internal resilience arrangements.
• Winter Review Annual Report for 2014/5 and the action plan for 2015/16 presented in
September 2015.
• Business Continuity Plan for White Rose House approved and details of a test of the
Business Continuity Plan were shared in February 2016.
Workforce:
• Regular workforce update reports were presented in April, August and November 2015
and February 2016. Amongst other things this included consideration of mandatory
training compliance, appraisals, and sickness rates.
• The Committee approved a number of HR policies in August 2015 and January 2016.
Information Governance:
• Report about activities to ensure the CCG complies with information governance
requirements were considered in July and October 2015, January and March 2016.
4

•
•
•

In April 2015 the SIRO Annual Report 2014/15 was received and approved.
Report about the CCG’s management of freedom of information requests were provided
in July and October 2015 and January 2016.
A report on the Digital Road Map was presented in October 2015 advising that an initial
project plan and timeline are to be developed.

Contract Governance & Assurance:
• A report providing details of contracts awarded, varied and notices served were
presented in April, May, June, July, August, October, December 2015 and February 2016.
• The committee considered and agreed the procurement method for the following
services:
o Emergency Department
o Community Nurse-led microsuction service
o Community Musculoskeletal service
Safeguarding
• Following receipt of the revised framework published in June 2015 of the Safeguarding
Vulnerable People in the NHS Accountability and Assurance Framework the CCG will
continue to review and improve provider assurance.
• Guidance relating to ‘Looked After Children’ was published in March 2015 to take
account of changes in both NHS and Public Health/Local Authority commissioning.
• Revised Safeguarding Children and Adults Commissioning policy approved in November
2016.
• Care Quality Commission Safeguarding and Looked After Children Inspection Action Plan
presented in February 2016.
Risk Management:
• The committee considered the CCG’s Risk Register in May, August, November 2015 and
February 2016. This included details of all high level risks, new risks and closed risks.
• Regular reports about incidents reported in May, August, November 2015 and February
2016. This included trend analysis, details of lessons learned and associated actions
taken in response.
• Governing Body Assurance Framework was considered in advance of presentation to the
Governing Body in August 2015. Following a further review an updated Assurance
Framework was presented to the Governing Body in March 2016.
• Regular reports about Health and Safety were presented in May, August and October
2015 and February 2016.
• The following Health & Safety Policies were approved in April 2015; Display Screen
Equipment; Lone Working and New and Expectant Mothers.
• Health & Safety Manual Handling Policy was approved in May 2015.
• Security Policy was approved in November 2015.
Individual Funding requests:
• Individual Funding requests update was presented in October 2015 noting that the CCG
is in the process of commissioning the MRI scanner in Leeds which will mean an
individual funding request would not be required in future.
Equality & Diversity:
•
Update reports were presented in June and September 2015. The reports provided
assurance about how evidence has been used in taking forward the equality objectives
the CCG committed to.
5

•

Equality Delivery System presented in March 2016 noting that a summary report would
be published on the CCG’s website by the end of March 2016.

Research:
•
Report about activities undertaken by the YHCS Research and Development team on
behalf of the CCG was provided in July 2015. An update was provided in January 2016
which advised that from 1 December 2015 the service is being delivered by West
Yorkshire Research and Development Team hosted by Bradford District CCG.
•
Details of the new national Research Governance process involving the Research
Governance Health Research Authority was presented in August 2015.
4.

Review of Effectiveness
In March 2016 members of the Committee completed a self-assessment questionnaire. The
results were considered by the Committee in April 2016, no follow-up actions were
identified as required.

5.

Forward View

5.1

A work programme for 2016/17 will be presented to the Committee in May 2016.

5.2

The terms of reference will be reviewed in autumn 2016 and presented to the Governing
Body for consideration in November 2016.

5.3

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

6.

Conclusion
This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties (detailed in section 2.1 above) during the period 1 April 2015 to 31
March 2016.

7.

Recommendations
a) Note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) It is recommended that the Governing Body reappoint the following members for a
further twelve month term of office on the Committee.
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Nominations Committee – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Nominations Committee throughout
the financial year 2015/16. It is intended to provide the Governing Body with assurance
about the effectiveness of the Committee.

2.

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

2.1.

Duties within Terms of Reference:
• Election of GPs to the Governing Body ; oversee the nomination and election process,
including agree a competency framework with the LMC.
• Election of Practice Manager to the Governing Body; oversee the nomination and
election process, including agree a competency framework with the LMC
• Oversee the recruitment and selection process for the role of Registered Nurse,
Secondary Care Consultant and Lay Members.

2.2.

Membership and meetings
The Nominations Committee have met twice during 2015/16.

2.3.

Members of the Nominations Committee are:
Dr Carolyn Hall (Local Medical Committee)
Rhod Mitchell (Chair)
Jo Webster

Dr David Brown
Dr Ann Carroll
Dr Phil Earnshaw
Stephen Hardy
2
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2.4.

Communication from the Committee
This annual report forms the main route by which the committee communicates with the
Governing Body. In addition once approved by the committee, minutes are presented to the
Governing Body.

3.

Principal activities

3.1.

Terms of Reference
The terms of reference for the committee were approved in March 2015. They were
reviewed in November 2015 and no required changes were identified.

3.2.

The work of the Committee in discharging its duties was as follows:
2 June 2015
• The committee consider five applications to stand for election to the Governing Body. It
was agree that one applicant did not have the necessary skills or experience to be
appointed to the Governing Body. The four remaining applications were deemed to be
suitable for appointment for the Governing Body.
• Following one application for the Practice Manager vacancy on the Governing Body. The
committee agreed that the applicant had evidenced the relevant skills and experience
and was appointed to the role.
• Election Process – as there were four suitable GP applicants and four GP places, and one
practice manager to one position, no election process was required.
18 February 2016
• The committee consider appointment of the Lay Member (Audit). It was agree to
recommend that the Lay Member (Audit) is reappointed for a further two year term of
office.
• Appointment of the Secondary Care Consultant was considered. It was agree to
recommend that the Secondary Care Consultant is reappointed for a further three year
term of office.
• There were two GP positions open for election to the Governing Body. The Committee
approved the job description and person specification. The process for election of GPs
was considered and recommended to the Governing Body for approval in March 2016.

4.

Forward view

4.1.

As a result of the items included within committee’s terms of reference it is not necessary
for the Committee to have a work programme for 2016/17.

4.2.

The terms of reference will be reviewed in autumn 2015 and presented to the Governing
Body for consideration in November 2015.

4.3.

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

5.

Recommendations:
Members of the Governing Body are invited to:
a) note this annual report and agree that it provides appropriate assurance to the
Governing Body.
2

Probity Committee – Annual Report 2015/16

1.

Purpose
This report presents a summary of the activities of the Probity Committee for the period 1
April to 31 March 2016. It is intended to provide the Governing Body with assurance about
the effectiveness of the Committee.

2.

Overview of Committee
The Probity Committee was established to facilitate decision making about items which
present conflicts of interest for all or the majority of GP members of the Governing Body.
The Committee shall carry out the functions relating to the commissioning of primary
medical services under section 83 of the NHS Act but may be extended (subject to approval
from the Governing Body) to other areas which present a conflict of interest.

2.1.

Duties within Terms of Reference
• Make decisions on behalf of the Governing Body about items which present conflicts of
interest for all or the majority of GP members of the Governing Body.
• Seek to increase quality, efficiency, productivity and value for money and to remove
administrative barriers in primary medical services in Wakefield district.
• Make decisions on the review, planning and procurement of primary medical services in
Wakefield district, under delegated authority from NHS England.
• Approve the Network Development Framework (NDF), any subsequent amendments
proposed and/or any successor schemes to the NDF.
• Consider proposals made by the NDF Scrutiny Panel and approve payments made to
Member practices in accordance with the NDF.
• Seek assurance that the NDF delivers intended benefits and thus represents value for
public money.

2.2.

Membership and meetings
Members of the Probity Committee as are follows:
7
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In addition the Chair of the Overview and Scrutiny Committee and the Chief Executive of
Healthwatch attend and observe all meetings of the Probity Committee.

The Committee have met on eight occasions during the period 1 April to 31 March 2016.
Meetings of the committee are usually held in public, but on some occasions the
confidential nature of items for decision meant meetings were held in private.
2.3.

Communication from the Committee
The minutes of meeting of the Probity Committee are presented to the Governing Body on a
regular basis. The minutes are accompanied by a brief summary of the key decisions taken.

3.
3.1.

Principal activities
The Committee reviewed their terms of reference in October 2015 and these were
presented to the Governing Body in November 2015 and approved.

3.2.

Delivery of the Work Programme
The Probity Committee work-plan for 2015/16 was approved in July 2015.
Key items considered by the Probity Committee during the period 1 April 2015 to 31 March
2016 include:

Commissioning of primary medical services: Primary Care Strategy
• An update about the CCG’s Primary Care Strategy was presented in April 2015. This confirmed
that the CCG’s aim is to have a People Centred Primary Care System which is cost effective. In
addition members were updated about national negotiations on the Personal Medical Services
contract and local negotiations with the Local Medical Committee.
Commissioning of primary medical services: Primary Care Co Commissioning
• From 1 April 2015, Wakefield CCG was delegated level 3 responsibility to co commission general
practice services with NHS England, whilst overall accountability remains with NHS England.
• An update was provided in July 2015 which confirmed that due diligence on the delegation
agreement and contracts transferred from NHS England to the CCG was completed successfully.
• A draft Memorandum of Understanding (MoU) was agreed to define the relationship between
the CCG and LMC (July 2015).
• The committee regularly reviewed progress against the co-commissioning transition plan (July,
November). In addition copies of the self-assurance declaration provided by the CCG to NHS
England was presented in November 2015 and March 2016.
• Improving Access to Primary Care; in July 2015 a update was provided about work to review the
standards of general practice development, contact arrangements, workforce development and
integrated care. This included models for 24/7 access to general practice, public engagement
was scheduled to commence during August 2015. A further update was presented in November
2016 it was confirmed that current contracts are in place to support urgent care access in
primary care across 7 days. No new resources available to support this, significant service
redesign will be required.
• During the year the committee considered a number of issues related to GP practices including
mergers and demergers. Associated local standard operating procedure were agreed with NHS
England for demergers
• The committee considered and agreed (September 2015) a request to proceed to public
consultation to close the branch surgery at Netherton (Orchard Croft practice). Further updates
were provided in February and March 2016.
• In September 2015 the committee considered a national initiative run by NHS England, where
GPs undertake home visits for patients who are registered with a different practice near their
place of work. It was agreed out of area registration Enhanced Service would be re-offered to
practices at the existing rate of £60 per Home Visit with a view to improving uptake and
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coverage. In February it was reported that only one practice has shown an interest in the
scheme.
In September it was agreed a breach notice should be issued to King Street Health Centre. This
was because on eight days over the summer months, there was no GP present on site for the
day or part of the day due to workforce issues. In addition it was agreed a Quality Impact
Assessment should to take place.
Westgate Hostel is a facility for young offenders recently discharged from prison. In September
2015 it was agreed that the service provided by Grove Surgery to the hostel should be
decommission from 31 March 2016. It was agreed the CCG would work with Grove Surgery and
Westgate Hostel to put systems in place to encourage registration with a GP practice.
In October 2015 the committee considered and agreed the Care Homes Local Enhanced Service.
The ambition is to offer one GP practice to one care home model, it is expected that this will
provide higher quality service to this vulnerable and medically complex population.
The committee approved an Interim Provider Policy in November 2015. This policy sets out the
approach the CCG would take if there was a need to step in to ensure continuity of service and
ensure patient safety within a general practice.
In November 2015 an update was provided about the PMS equitable funding review; approval
was granted for the Wakefield Practice Premium Contract. The CCG are negotiating with
practices via the LMC. The updated included information about the ‘transition fund’ which will
support the worst affected practices for 12 months when the new contract is introduced.
The committee approved the ‘transition fund’ in January 2016 (a ring fenced fund of £172,180).
This will form part of the implementation of the Wakefield Practice Premium Contract. If
practices make no effort to implement, up to 100% of the fund to be reclaimed.
Update (February 2016) was provided about an NHS England requested for CCG bids to the
Primary Care Infrastructure Fund for estates and premises. Two of the schemes submitted were
partially successful.
In February it was reported that an Internal Audit of co commissioning has taken place and a
finding of ‘significant assurance’ has been provided.
Updates in February and March about five local practices nominated as potential recipients of a
national ‘Vulnerable Practice Fund’. Practices were initially identified by NHS England and then
prioritised by the CCG, in partnership with the LMC.
Members of the committee noted (March 2016) a copy of the report prepared by Deloitte
following an external audit of the CCG’s management of conflicts of interest in primary care.
In March 2016 an update was provided about contract negotiations between the General
Practitioners Committee (BMA) and NHS Employers (on behalf of NHS England) and progress to
implement the Wakefield Practice Premium Contract.
Updated was provided in March 2016 about the Safe Haven (Violent Patients) contract. A
number of refinements and updates have been made to the service specification for this service
(based on a national specification) and will be implemented as a contract variation for a further
12 month period to cover 2016/17.
Confirmed (March 2016) that preparations were under way to re-issue revised PMS contracts
imminently. This is being done with a view to bringing the documentation up to date for national
contract changes and to ensure that local changes (such as partnership changes) are included.
Update about the Estates & Primary Care Transformation Fund; Local Estates Forum has been
established, delay on national guidance about the Primary Care Transformation Fund (PCTF),
NHS Property Services are working with the CCG and with practices to refresh the 6 Facet
Survey.

Network Development Framework Update

•
•
•

•

•

Performance by practices against the Network Development Framework was reviewed by the
committee on a quarterly basis (April, July, October, January).
In April 2015 it was reported that 39 practices had met or exceeded the KPI target for additional
clinical activity in Q4.
In July 2015 it was reported that 34 practices met or exceeded the KPI target for additional
clinical activity in Q1. One practice did not achieve a KPI on time, therefore received a reduced
payment of 50% of the total amount available. Practices provided 33,943 additional patient
contacts in Q1.
It was confirmed in October 2015 that 38 practices have met or exceeded the KPI target for
additional clinical activity in Q2. Practices have provided 33,800 additional patient contacts in
Q2 and the total additional patient contacts provided by practices in the six quarters of the NDF
was 209,569.
In quarter three (reported January 2016) 38 practices met or exceeded the KPI target for
additional clinical activity. It was noted that one practice has missed the target for Q3 and so
failed to deliver its remediation plan.

Items which present a Conflicts of Interest for GPs
• The Improvement in Prescribing Plan (ImPP) for 2016/17 was approved in March 2016.
• A number of service reviews / specifications were considered by the committee because they
would present a conflict of interest for GP members of the Governing Body. These reviews were
considered in a private section of the meeting due to commercial sensitivity. They include
amongst others:
o Improving Access to Psychological Therapies (IAPT),
o The future of out-of-hospital DEXA and x-ray services,
o Community MSK Service,
o Community dermatology services.
3.3

Development Sessions
In order to support development of the committee a development session was held in
February 2016. This session provided members with an opportunity to consider the
development of the CCG’s Primary Strategy, develop further knowledge about primary care
contracts (PMS, GMS and APMS contracts), and receive a reminder about the content and
implementation plans for the new contract for GPs in Wakefield.

4.

Review of Effectiveness
In February 2016 members of the Committee completed a self-assessment questionnaire.
The results were considered by the Committee in March 2016. No significant concerns were
raised from this assessment.

5.

Forward view

5.1.

Review of the proposed work programme for 2016/17.

5.2.

The terms of reference will be reviewed in autumn 2016 and presented to the Governing
Body for consideration in November 2016.

5.3.

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

6.

Conclusion

This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties.
7.

Recommendations:
a) Note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) It is recommended that the Governing Body reappoint the following members for a
further twelve month term of office on the Committee.

Remuneration Committee – Annual Report 2015/16
1.

Purpose
This report presents a summary of the activities of the Remuneration Committee throughout
the financial year 2015/16. It is intended to provide the Governing Body with assurance
about the effectiveness of the Committee.

2.

Overview of Committee
The Remuneration Committee was established to:
• have an overview on the terms and conditions provided for the employees/officers of
NHS Wakefield CCG;
• determine remuneration and conditions of service for members of staff employed by,
and those who provide services to, NHS Wakefield CCG outside of Agenda for Change or
other nationally agreed NHS Terms and Conditions;
• determine remuneration and conditions of service for Governing Body members, with
the exception of lay members, whose remuneration is determined by the Governing
Body itself;
• ensure that any payments made as a result of termination of employments are made
with due regard to employment law, the policies of the CCG and in line with reasonable
best practice in the Public Sector;
• have due regard for employment legislation, contractual law, and equal opportunities in
its deliberations.

2.1.

Duties within Terms of Reference
• Make decisions about the remuneration, allowances and terms of service for all
members of the Governing Body (with the exception of lay members).
• Make decisions about the remuneration, allowances and terms of service of senior
managers covered by the Very Senior Manager pay framework.
• Make decisions remuneration, allowances and terms of service not covered by Agenda
for Change.
• Make decisions on behalf of NHS Wakefield CCG on arrangements for termination of
employment.
• Should it be proposed that individual executive members will receive bonus payments
the committee will receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate bonus payments.
• Make recommendations to the CCG Governing Body on the approach to allowance
under any pension scheme it might establish as an alternative to the NHS pension
scheme.

2.2.

Membership and meetings
The Remuneration Committee have met on one occasion during 2015/16. The members of
the committee are as follows:
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Sandra Cheseldine

Stephen Hardy

Rhod Mitchell
(Chair)

2.3.

Communication from the Committee
This annual report forms the main route by which the committee communicates with the
Governing Body. In addition, if a number of meetings had been held, a summary of items
considered by the Remuneration Committee would have been presented to the Governing
Body.

3.

Principal activities

3.1.

Terms of Reference
The terms of reference for the committee were reviewed in November 2015 and no required
changes were identified. They were last amended by the Governing Body in November
2014.

3.2.

Delivery of the Work Programme
The Audit Committee covered all items included within the terms of reference. The work of
the Committee in discharging its duties was as follows:
22 March 2016
Members of the committee considered a review of the remuneration awarded to those CCG
employees included on the ‘Very Senior Manager’ pay-scale.

4.
4.1.

Forward view
As a result of the items included within committee’s terms of reference it is not necessary
for the Committee to have a work programme for 2016/17.

4.2.

The terms of reference will be reviewed in autumn 2016 and presented to the Governing
Body for consideration in November 2016.

4.3.

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

5.

Recommendations:
Members of the Governing Body are invited to:
a) note this annual report and agree that it provides appropriate assurance to the
Governing Body.

Title of meeting:

Governing Body

Date of Meeting:

10 May 2016

Paper Title:

Senior Information Risk Owner (SIRO) annual report

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Katherine Bryant, Governance & Board Secretary
Responsible Clinical Lead:

Dr David Brown, Caldicott Guardian

Responsible Governing
Board Executive Lead:
Recommendation :

Andrew Pepper, Chief Financial Officer
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Information

Members of the Governing Body are invited to:
i)
note the Senior Information Risk Owner Annual Report 2015/16.
Executive Summary:
Information Governance (IG) is the way organisations ‘process’ or handle information. IG provides a way for
employees to deal consistently with the many different rules about how information is handled including those
set out in statute and HSCIC guidance.
Each Clinical Commissioning Group (CCG) is required to have a Senior Information Risk Owner (SIRO) to provide
direction and leadership for IG at Executive level, acting as advocate for information risk and information assets
on behalf of the Governing Body; for NHS Wakefield CCG this is Andrew Pepper.
On an annual basis the CCG’s Senior Information Risk Owner (SIRO) prepares a report intended to give
assurance on the CCG’s approach to Information Governance and provide update on progress with identifying
and risk assessing information assets, completion of the IG toolkit and outlines IG breaches and other concerns
that have arisen in 2015/16. This includes:
• details of organisational compliance with legislative and regulatory requirements relating to the handling of
information, including compliance with the Data Protection Act (1998) and Freedom of Information Act
(2000).
• information about compliance with the information Governance toolkit and provide assurance of ongoing
improvement in relation to managing risks to information.
• detail any Serious Incidents Requiring Investigation (SIRI) within the preceding twelve months, relating to
any losses of personal data or breaches of confidentiality.
• an outline of the information governance work undertaken during 2015/16, and planned for in the period
April 2016 to April 2017.
• assurances on the progress and developments within Information Governance.
This report has been reviewed by the Integrated Governance Committee and is recommended to the Governing
Body for approval.
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
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

The risk that the CCG will fail to comply with information governance rules,
guidance and best practice has been identified and recorded in the CCG’s risk
register.
Not applicable.

Finance/ resource implications:

Not applicable

None identified
SIRO
Information Governance team
Integrated Governance Committee - April 2016

Senior Information Risk Owner Annual Report 2015/16
1.

Introduction
Compliance with ever changing Information Governance (IG) requirements is a priority for
Wakefield CCG. All NHS organisations must appoint a Senior Risk Owner (SIRO) whose role is
to: “take ownership of the CCG’s information risk assurance, act as advocate for information
risk on the board and provide advice to the accounting officer on the content of their
Statement of Internal Control in regard to IG Toolkit.”

2.

Purpose
The purpose of this annual report is:
• To document organisational compliance with legislative and regulatory requirements
relating to the handling of information, including compliance with the Data Protection Act
(1998).
• To detail compliance with the IG toolkit and provide assurance of ongoing improvement in
relation to managing risks to information.
• To detail any Serious Untoward Incidents within the preceding twelve months, relating to
any losses of personal data or breaches of confidentiality.
• To outline direction of IG work during April 2015 to April 2016 and how it aligns with the
strategic business goals of Wakefield CCG.
• Provide the Governing Body with assurances in relation to the effectiveness of controls for
Information Governance, data protection and confidentiality.
Throughout the past year there has been continuing progress made towards improving the
effectiveness and visibility of Wakefield CCG’s IG mechanisms.
The roles of Senior Information Risk Owner (SIRO), Caldicott Guardian and IG lead have been
assigned. During the year IG support was provided by Yorkshire and the Humber
Commissioning Support (YHCS). Following the demise of YHCS in March 2016, the CCG have
entered into a shared service arrangement with Calderdale CCG, Greater Huddersfield CCG
and North Kirklees CCG. A team of three IG experts will be shared between the four CCGs; this
will include an IG Manager and two IG Officers.
The Integrated Governance Committee (IGC) maintains oversight of Information Risk and
receives regular IG progress reports as well as signing off policies, frameworks and the annual
Information Asset Risk Management work plan.
This annual report reflects the IG activity across all areas of Wakefield CCG for the period 1
April 2015 to 31 March 2016. It provides a summary of activity within the year and identifies
priorities for the year 2016/17.
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3.

Background
From 1 April 2013, the Health and Social Care Act 2012 (H&SCA 2012) came into effect, this
changed the way commissioning organisations such as CCGs and NHS England could receive,
share and use data. Under H&SCA 2012, NHS England and CCGs were established with
different functions and powers to those of PCTs. PCTs had a statutory/legal basis for Patient
Confidential Data (PCD), NHS England and CCGs have no such statutory/legal basis. The default
position for new Commissioning Organisations to process PID is to rely on patient consent or
use anonymisation /pseudonymisation data. In April 2013 NHS England sought legislative
support under section 251 regulations to allow commissioners to access weekly
pseudonymised PCD for certain purposes. This would allow CCGs to receive and process data
with either the NHS Number or Postcode.
NHS England recently applied for an extension of the Section 251 suite of applications, which
were due to end on 30 April 2016. NHS England has confirmed that a conditional extension
until 30 April 2017 has been granted for applications CAG 2-03(a)/2013, Risk Stratification
(CAG 7-04(a)/2013) and Invoice Validation (CAG 7-07(a-c)/2013).
Yorkshire and Humber Commissioning Support (YHCS) was not successful in securing a place
on the NHS England Lead Provider Framework for all of their services and as a result, the
organisation closed at the end of March 2016. eMBED Health Consortium started to deliver
ICT, business intelligence, procurement and other services to the 23 Clinical Commissioning
Groups (CCGs) in the Yorkshire and Humber region and NHS England from the 1st April 16.
The eMBED submission of the ASH applications- in order to carry out commissioning- failed
and was rejected by HSCIC on the 6th April 2016. eMBED are currently trying to rectify this
situation and are seeking short term alternatives that may allow some data to flow.
Members of IGC have been briefed about the new EU General Data Protection Regulation, and
the key changes which will impact on the CCG have been identified. These include:
• higher fines (up to 4% of a turnover);
• mandatory to report all breaches of data protection to the Information Commissioner;
• stricter rules apply to processing of sensitive personal data;
• obtaining consent will be harder; consent must be freely given by a clear affirmative
statement or action and which is able to be easily withdrawn;
• additional rights for data subjects; there will be a new right to transfer your data from one
service provider to another;
• organisations will be obliged to appoint a mandatory Data Protection Officer.

4.

IG Framework
The IG Framework was reviewed in December 2015. Implementation of this framework to
support IG gives assurance to the Governing Body and to individuals that personal information
is dealt with legally, securely, efficiently and effectively, in order to deliver the best possible
care. Wakefield CCG establishes and maintains policies and procedures to ensure compliance
with requirements contained in the IG Toolkit, which defines the standards of best practice.
These standards are: IG Management, Confidentiality and Data Protection Assurance,
Information Security Assurance and Clinical Information Assurance.
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5.

Data Security Improvements
Following Data Security Improvements have been added in 2015/16:
•
•
•
•
•
•
•
•
•
•

6.

Audits on access to the Wakefield CCG drives (see section 15. IG Compliance Checks).
Meeting mandatory training requirements (see section 6. Training).
An overarching Information Security and Network Security Policy are in place.
A reviewed Internet Use and Email Policy 2015/16.
Information Asset Owners are embedded within Wakefield CCG supported by Information
Asset Administrators.
Audit of all CCG and VPN Users.
An up to date Information Security and Asset Risk Management Plan 2015/16.
Audit of the CCG’s confidential waste system and also the system by which all data is
securely removed and destroyed from all electronic devices.
Review of the CCG’s IG handbook.
Striving and achieving increased levels of toolkit compliance with regards to information
and data security.

Training
IG Training is mandatory for all to complete IG training on an annual basis. The training is
offered either through facilitated sessions or through E-learning and is managed by the
Workforce team.
A comprehensive training and awareness strategy has been in place, for both new starters and
current staff throughout the year. Members of staff have received general IG face to face
training and have been encouraged to use the Connecting for Health on-line training. The
revised IG Handbook was disseminated to all staff in January 2016. Regular updates have also
been provided to staff via the CCG’s newsletter and at all staff briefings.
Face to Face Information Asset Owner Training was provided in August 2015 and attended by
all relevant staff.
The SIRO training was provided by Dilys Jones Associates and the SIRO also passed the
required on-line training for the role. The Caldicott Guardian and IG Lead attended a Dilys
Jones Associates training course in September 2016.
Wakefield CCG is supported by an expert IG team who have a wealth of expertise and hold a
range of training Certificates (Caldicott Guardian Training, IG Training and Records
Management Training).
The staff survey in February 2016 included questions on IG and the results showed a high level
of knowledge and awareness.

7.

Information Sharing
Wakefield CCG has subscribed to the following Information Sharing Agreements:
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•

•
•

•

•

•
•

•

8.

The Inter Agency Information Sharing Protocol - The Inter Agency Sharing Protocol is a high
level document setting out the general reasons and principles for sharing data between
different organisations. It is facilitated by the Health Informatics Team. Its purpose is to
provide the basis for agreements between organisations to facilitate and govern the effective
and efficient sharing of information, the agreement has been reviewed and the reviewed
version (with minor amendments) was circulated for comment and approval in April 2016.
The NHS 111 Sharing Agreement – NHS 111 is a vital service in helping people with urgent
care needs get the right advice in the right place, first time. It is an important building block
within the urgent and emergency care system.
Wakefield Integrated Care Teams Information Sharing Agreement – the organisations in the
district that play a part in people’s health and well-being have agreed to work together to
change the way we support people to improve people’s quality of life. The local approach
Wakefield is taking will involve groups of GP practices working as a network with a team of
community nurses, social care staff, therapists and voluntary organisations to organise
services around the needs of the people registered with their practices.
Age UK – Older people in Wakefield District use the services of Age UK Wakefield District for
many reasons such as information and advice; financial assessment; support to manage their
long term conditions for example. Older people are referred to Age UK Wakefield District in a
number of ways, by self-referral, and local authority or health professional referral amongst
others. Age UK Wakefield District wants all its partners to understand its work; what it
achieves and how working together can improve the quality of life for older people.
Multi-Agency Safeguarding Information Sharing Agreement (MASH ISA) – The MASH is
delivering a multi-agency response where professionals or members of the public have
expressed concern in relation to a child or a young person. Representatives within the MASH
will gather information from a range of partner agencies and use this information to better
their decision making in relation to the type of service the child and/or young person should
be offered.
eMBED and NECs – Wakefield CCG has signed an agreement with eMBED Health Consortium
and NECs to provide assurance that information is handled correctly and safely.
Connecting Care - Wakefield District vanguard is one of six national new care model
vanguards that are focused on enhancing health in care homes by offering better and joined
up health, care and rehabilitation services. The model being developed with 11 care homes in
West Yorkshire, is designed to ‘break the mould’ for older people in care homes, tackling
social isolation and shifting from fragmented to connected care.
Health and Social Care Information Centre (HSCIC) – this Data Sharing Framework Contract
between CCGs and HSCIC is an essential pre-requisite for the DSCRO to receive data on the
CCG’s behalf, and is also a pre-requisite for Data Sharing Agreements to allow the DSCRO to
flow data to CCGs. The purpose of this Data Sharing Framework Contract is to: clarify the
responsibilities and commitments in relation to the data, impose confidentiality requirements
on the Data Recipient, outline the data security principles on which the Data Recipient must
comply, set out the audit rights of the HSCIC and include arrangements of termination of the
contact.
Risk
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The SIRO is responsible for the development and implementation of the organisation’s
Information Risk Assurance, supported by an expert IG team.
Information risk management continues to be a key activity and risk assessments are routinely
carried out on the organisation’s key information assets.
The Integrated Risk Management Framework was approved by the IGC in May 2014. Further
details about other policies can be found in section 18.
8.1

Incident Management
There are formal arrangements to identify and mitigate risk in accordance with the NHS IG
requirements and there are effective mechanisms in place to report and manage serious
untoward incidents. Serious incidents are investigated and there are systematic measures in
place to respond to them. Robust investigations are carried out, which result in the CCG
learning from serious incidents to minimise the risk of the incident happening again. Incidents
that occur are reported to the IGC. IG incidents are reported in an annual report; those with a
higher severity rating (in effect those where data on more than twenty individuals are
involved) will be reported individually in a specified table, whilst those involving the data of
twenty or fewer will be listed in an aggregated table.
Incident Summary Report:
Total
for
2014/15

Incident
Total
Consent
Confidentiality or
Communication
(IG)

Breach
by
third
party
Breach
by CCG

37

Quarter Quarter Quarter Quarter
1
2
3
4

Total
for
2015/16

15/16

15/16

15/16

15/16

2

12

9

15

38

2

9

9

8

28

0

3

0

7

10

None of the incidents required referral to the Information Commissioner. One ‘high’ incident
in Q3 relating to the disclosure of a child record by a provider (Safeguarding case, Caldicott
Guardian at MYHT involved) and one ‘moderate’ incident in Q4 relating to an incorrect
Freedom of Information response.
Incident reporting of these issues can be seen positively as this demonstrates the level of
understanding of IG issues by Wakefield CCG staff. Furthermore many of these issues relate
to incorrect information sharing from external organisations and not incidnets from Wakefield
CCG staff.
9.

IG Toolkit
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The purpose of the IG Toolkit is to enable Wakefield CCG to measure its compliance against
the law and central guidance and to see whether information is handled correctly and
protected from unauthorised access, loss, damage and destruction.
Where partial or non-compliance is revealed Wakefield CCG must take appropriate measures
(e.g. assign responsibility, put in place policies, procedures, processes and guidance for staff)
with the aim of making cultural changes and raising IG standards through year on year
improvements (this is not a one-off exercise – a new IGT has to be completed every year). The
ultimate aim is to demonstrate that Wakefield CCG can be trusted to maintain the
confidentiality and security of personal and corporate information.
Wakefield CCG has been supported in its progress with the toolkit by YHCS’s IG Team who
have held regular sessions with CCG governance leads to guide them through the
requirements and offered training and advice to CCG staff as and when needed. Furthermore,
the YHCS has undertaken a review of the CCG’s toolkit submission to identify any gaps that
need addressing. The key change for 2015/16 is the introduction of the legal duty to share
(for direct care purposes).
Wakefield CCG’s overall result is shown below.
Version 13 (2015/2016)
Assessment Ref: ASS/157994
Status: Published 30/03/2016
Final Score: 85% Satisfactory (level 2 or above for all requirements)
In Version 13 eleven level 2s and fifteen level 3s have been reached and 2 levels are not
relevant. All other target levels have been reached; therefore Wakefield CCG will successfully
achieve all level 2 or 3 for IG Toolkit version 13 (see table below).
IG Toolkit Assessment Summary Report:

Assessment

Version 13
(2015-2016)
Version 12
(2014-2015)

Level
0

Level
1

Level
2

Level
3

Not
Relevant

Total
Req'ts

Overall
Score

Self-assessed
Grade

Published

0

0

11

15

2

28

85%

Satisfactory

Published

0

0

15

12

1

28

81%

Satisfactory

Stage

An IG Toolkit Improvement plan will be developed in June 2016.
Full details of the IG Toolkit version 13 will be provided to the IGC in April 2016.
Internal Audit provides assurance by reviewing evidence from a sample of the toolkit
requirements each year to confirm the level of compliance. The 2015/16 audit did not identify
any gaps in the evidence.
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10.

Information Security and Asset Risk Management Plan and Register
Information risk management is an essential element of broader IG and is an integral part of
good management practice. The information assets used by Wakefield CCG are risk assessed
on an annual basis in order to provide assurance that information contained within them is
secure.
The Information Security & Asset Risk Management Plan was approved by IGC in October 2015
and process was reviewed in January 2016. This plan provides details of the security risk
assessment and management process in place to ensure that the organisation identifies,
implements and manages controls to monitor and reduce the risk to the organisation, its
person identifiable information and critical Information Assets.
The Information Security & Asset Risk Management Plan (IARM) identifies key activities that
consider the security risks to information assets, including systems and media used in
processing or storing that information. It provides details of key roles and a programme of
activity to:
• Identify and maintain a register of key information assets.
• Identify potential information risks through assessments.
• Set out continuity plans for periods of information unavailability.
• Ensure that an effectively supported SIRO has ownership of the organisation’s
information risk assurance and information risk management strategy.
• Ensure that Business Continuity Plans are up to date and are in place for all business
critical Information Assets.
• Wakefield CCG contracts eMBED responsible for ICT networks via THIS – to ensure
regularly reviews of information security risks and mitigating procedure are undertaken;
controls and responsibilities are identified and documented.
• Ensure that all information assets that hold, or are, personal data are protected by
appropriate organisational and technical measures.
It should be noted that the Information Asset Registers indicate the risks as currently
identified by Wakefield CCG but will be kept updated on an on-going basis as new risks are
identified.
The CCG’s Business Continuity Plan was updated in February 2016. These amendments
included new sections regarding business continuity for business critical information assets. In
addition a test of the Business Continuity Plan was carried out on Tuesday 9th February. A full
report including details of staff responses to the questionnaire and the subsequent actions
was presented to IGC in February 2016.

11.

Information Risk Assessment Findings
A total of 47 information assets were documented on the information asset register.
Seven of the information assets were identified as being critical assets, including the SBS
Oracle system (finance team) and complaint files (governance team).
IT assets – the local area IT network is managed by The Health Informatics Service (THIS),
through a contract with YHCS. THIS provide IT assurance by virtue of the fact that they have
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completed the IG toolkit to level 2 and have various information security policies and IT
systems in place to protect the CCG electronic information assets.
The Information Asset Owners regulary undertake risk assessments and report to the SIRO.
A full report was provided to the IGC in December 2015.
12.

Data Flow Mapping
Information flow maps of patient identifiable information throughout the CCG were produced
in order that:• An accurate baseline of the current position is established in order to achieve compliance
with the Caldicott recommendations.
• Potential breaches of confidentiality and or Data Protection can be reduced.
• Patient privacy can be enhanced.
• We can encourage standardisation of working practices throughout the CCG, thereby
improving process efficiency and effectiveness.
Objectives
The objective of the data flow mapping exercise is:
•
•
•

To produce comprehensive flow maps of patient identifiable information contained within
manually completed forms, print outs from systems and electronically exchanged data
across Wakefield CCG.
To use these completed flow maps to provide baseline evidence against which future
assessment will be reviewed and to inform Directorate managers of issues requiring
corrective action.
To report on areas which fail to meet Caldicott and Data Protection guidelines and to
share details where the use of best practise is identified in order to assist weaker areas.

Data Flow Mapping Findings 2015/16
A total of 15 data flows were documented this is considerably lower than in previous years,
primarily due to the fact that, there is now only a small amount of patient level information
and due to the fact the Continuing Health Care Service was transferred to the YHCS
(transferred back to Wakefield CCG in December 2016).
•
•
•
•

No major risks were identified as part of the flow mapping exercise.
There are no flows/transfers of information outside of the UK.
The majority of the information flows were to different departments within the CSU and
were by electronic means.
All incoming/outgoing PCD via email is password protected.

A full report was provided to the IGC in December 2016.
13.

Freedom of Information
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Wakefield CCG received 166 requests during 2015/2016 receiving an average of 13 requests
per month. On average it took 12 days to respond to requests, this is 8 days before the
statutory 20 working day deadline. A full report is provided to the IGC every quarter.
Overview of FOI’s for 2014/15 and 2015/16
Average
Total
days to Quarter Total
Requests respond
1
Late

Year

Quarter
2

Total
Late

Quarter
3

Total
Late

Quarter Total
4
Late

2015/16

188

10

43

0

57

1

42

0

46

0

2014/15

166

12

45

0

44

0

37

0

40

0

During 2015/16 the CCG responded to all but one FOI request within the statutory deadline of
20 days. The late response was sent to the requestor one day later.
There were no complaints or internal reviews during 2015-16.
14.

Subject Access Requests
Individuals have the right, under the Data Protection Act 1998, to make request for a copy of
information an organisation holds about them, irrespective of form. This is called a subject
access request. The CCG received eleven subject access requests during 2015/16, six of those
we held the records for; all six were responded to within the 40 calendar days.
A Subject Access Request audit was conducted in September 2015. The conclusion of the SAR
Audit is that Wakefield CCG maintains comprehensive records of subject access requests and
their performance in responding to them. There are clear procedures in operation for
recognising and responding to individual’s request for access to their personal data.

15.

IG Compliance Checks
In order to regularly be assured that CCG staff are compliant with national and local IG
requirements the IG team have undertaken spot checks at Wakefield CCG. This also includes
regular reviews of those people with access to the CCG’s IT folders and also those with remote
(VPN ) access to the CCG’s drives.
In February 2016 a review of access rights to IT folders was undertaken. A sample of the CCG’s
IT drives was tested to ensure folders have appropriate security settings. The audit targeted
those teams who have previously indicated that they hold some personal confidential
information. A number of follow-up actions were taken as a result, this included revised
access arrangements for a small number of folders. A further audit will be undertaken early in
2016/17.
The results of the compliance checks provide high assurance that the CCG staff recognise the
importance of data protection and comply with the CCG’s IG policies and procedures.
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16.

Technical, Physical and Environmental Security Measures
To prevent unauthorised physical access, damage or interference to CCG premises and
information, the Wakefield CCG has a number of security measures and controls in place to
protect any area or system where business sensitive or person identifiable information is
stored, these are:• The CCG premises are served by a monitored reception area and secured door system
with access only by authorised fobs issued to individuals.
• The CCG operates a policy where person identifiable information must be locked away
when not in use.
• Desktop and laptop PCs are registered by their identification number and are password
protected.
• Corporate antiviral and network security systems are in place with policy identification
programmes in place to ensure that only authorised systems are able to access the
network.
• Removable media, such as laptops, tablets and USB memory devices have encryption
solutions in place.
• Staff are not permitted to store Person Identifiable Data on individual hard drives or
unencrypted devices etc. unless specific authorisation from an SIRO/Caldicott Guardian/
Information Asset Owner is given following an assessment of the benefits and risks.
• Memory sticks or other external storage devices are restricted under port control unless
they are encrypted.
• Disaster Recovery and penetration testing arrangements are in place with The Health
Informatics Service with assurances provided to the appropriate Senior Officers.
• Assurance has been provided (report to IGC in January 2016) that all data is securely
removed and destroyed from all electronic devices used throughout the organisation
before redeployment or destruction of devices.
• The SIRO individually authorises any requests for USB memory sticks.

17.

IG Policies
The following IG Policies have been approved by the IGC in December 2015:
• IG Policy Framework
• IG Strategy and Strategic Vision
• Internet Policy
• Email Policy
The Fair Processing Notice has been updated in April 2016.
Following IG policies will need to be reviewed in 2016:
•
•
•
•
•
•

Access to Records Policy
Confidentiality and DPA Policy
FOI and EIR Policy
Information Security Policy

December 2016
December 2016
June 2016
December 2016 (Cyber Security to be
included)
Network Security Policy
December 2016
Privacy Impact Assessment and IG Checklist December 2016
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•
18.

Records Management Policy

December 2016

Information Commissioner Notices
The CCG has not been subject to any Information Commissioner’s Office investigations, data
protection monetary penalties or enforcement notices. The Data Protection Act 1998 requires
every data controller (e.g. organisation, sole trader) who is processing personal information to
register with the ICO. In accordance with this requirement the CCG’s ICO Registration has
been renewed. A direct debit has been set-up for payment in future years.

19.

Summary
The last year has seen IG become increasingly prominent throughout Wakefield CCG. There is
increased awareness amongst staff of their IG responsibilities, as well as the risks and
consequences of failure to comply with processes and requirements.
Progress has been and will continue to be made in maintaining and improving levels of
compliance against changing requirements. Wakefield CCG has proven to have good robust IG
systems and processes in place.

20.

Action Points 2016/17
The following have been highlighted as priorities for IG in the financial year:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Ensure secure, confidential, legal and sustainable data sharing agreements with all major
organisations are still in place.
To ensure that the IG Toolkit control status is maintained, improved and evidenced.
IG Policies and Procedures - The IG team will be looking to embed the various IG
documents throughout the CCG, checking staff understanding and compliance.
IG Training – Training and awareness continue to ensure that all staff remain aware of
their own responsibilities with regard to IG.
Privacy Impact Assessments -embed IG in the procurement of new systems, key projects
and new ways of working ensuring that Privacy Impact Assessments are undertaken at the
earliest opportunity.
Information Risk Management – continue to embed information asset and security
management within the organisation and provide further training and guidance to
Information Asset Owners.
Data Flow Mapping – annual review of data flow mapping.
Annual review of all non-NHS Contracts to ensure IG compliance.
Business Continuity Plan – embed the testing of processes such as table-top exercises,
emergency planning team agendas.
New EU Data Protection Regulation – awareness of forthcoming changes to Data
Protection Law.
Annual Subject Access audits.
Review IG Training Strategy.
Integrated Care – working with partners to ensure that all integrated care projects are
compliant with legislation and best practice.
Maintain an up to date VPN Register and all Users IT Systems HSCIC.
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•

21.

AQP Contractors/partners - ensure compliance with NHS contracts and IG Toolkit
requirements to gain assurance from providers.

Recommendation
Members of the committee are invited to:
a) note and discuss the Senior Information Risk Owner Annual Report 2015/16.
b) note the planed priorities for IG in the financial year 2016/17.
c) recommend the Senior Information Risk Owner Annual Report 2015/16 to the Governing
Body for approval.

Karen van Hes
Information Governance Manager
Wakefield Clinical Commissioning Group

Katherine Bryant
Governance & Board Secretary
Wakefield Clinical Commissioning Group

April 2016
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Information

Andrew Pepper, Chief Financial Officer

It is recommended that members of the Governing Body approve the revised Integrated Risk Management
Framework.
Executive Summary:
In April 2016 members of the Integrated Governance Committee reviewed the proposed changes and
recommend the framework enclosed for approval.
The revised framework includes the following changes:
 it has been updated to reflect the demise of Yorkshire & Humber Commissioning Support; processes
previously carried out by YHCS are now handled internally by the Wakefield CCG governance team.
 Table 3 (“Consequence/Severity of the Framework”) has been reviewed. It has been agreed with the Chief
Finance Officer that the financial limits should not be altered at this time and will remain at the same level.
 A new definition of ‘risk appetite’ has been included (section 2.4.1).
Link to overarching principles
from the strategic plan:

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

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











The Impact Assessment has been reviewed and no actions were identified.

Not applicable.

None identified
Not applicable

Previously presented at
committee / governing body:

Integrated Governance Committee – April 2016.
The previous version of the Integrated Risk Management Framework was
approved at the Governing Body on 13 May 2014

Reference document(s) /
enclosures:

None

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.
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NHS Wakefield Clinical Commissioning Group
Integrated Risk Management Framework
Introduction
NHS Wakefield Clinical Commissioning Group (CCG), as a publicly accountable organisation,
needs to take many informed, transparent and complex decisions and manage the risks
associate with these decisions. NHS Wakefield CCG therefore needs to ensure that it has a
sound system of internal control working within the organisation.
Effective strategic and operational risk management is fundamental to ensuring that an
effective system of corporate governance is in place within NHS Wakefield CCG. This
integrated risk management framework outlines the way in which NHS Wakefield CCG has
effective governance arrangements in place to manage clinical, financial and corporate risk.
This Integrated Risk Management Framework covers:
•
•
•
1

risk management processes
risk management objectives for NHS Wakefield CCG
organisational accountability for risk management.

Risk Management Approach
Risk is inherent in all the activities we undertake. The Risk Management process within NHS
Wakefield CCG should ensure that the organisation:
•
•
•
•
•
•

Minimises risk of physical or emotional harm to our patients and workforce;
Maintains comprehensive and responsive arrangements to respond appropriately to
emergency situations;
Minimises the loss or wastage of resources through poor internal control procedures;
Manages sensitively issues which have a reputational impact or public interest;
Manages CCG resources effectively for the short and long term;
Effectively escalates issues internally and with partner organisations so that action is
taken at the appropriate level and the impact is monitored.

Effective risk management relies on the full engagement of people in all areas and accurate
and timely receipt and analysis of information.
In order to engage people, receive and use information the risk management arrangements
must be effective, light touch and meaningful so the process supports the way we work and
is not interpreted as an additional management function.
The NHS Wakefield CCG approach to risk management is based on ensuring a robust risk
management system is in place, understood and effective. Outlined below are five risk
management objectives of NHS Wakefield CCG’s integrated risk management framework for
managing clinical, financial and corporate risk.
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Risk Management Key Objectives
The key objectives for Risk Management are listed below:
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1. The organisation has appropriate and effective systems in place to identify, report and
manage risk.
2. The organisation has effective processes to capture and learn from mistakes to reduce
future risks.
3. An effective accountability framework for the management and reporting of risk is in
place.
4. The organisational risk management framework provides sufficient evidence and
assurance to comply with relevant external assessment and best practice.
5. The organisation will develop risk management arrangements for key partnerships and
major projects.
The detail to support the delivery of the above risk management objectives is given in the
following pages.
2.1

RISK MANAGEMENT KEY OBJECTIVE ONE
The organisation has appropriate and effective systems in place to identify, report and
manage risk
The Risk Assessment and Management process is illustrated in the chart below.
Responsibilities for risk management are also covered in this section.
Risk
Identification

Risk
Assessment

Actions or
Control Measures
Record Acceptable
Risk
Regular re-assess
and review

Risk Treatment Plan

Organisational
review of live Risk
Register

Add to live
Risk Register

Executive review of live
risk registers
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2.1.1 Identification of Risk
Risk can be defined as deviation from ‘plan’; where ‘plan’ can be a performance target, an
outcome, or compliance with a standard. Risk can only be managed if it is identified.
Triangulation of soft and hard information from different sources gives assurance that all
significant risks have been captured.
The key sources of information used to check completeness of risk capture are:
•
•

•
•
•
•

Performance indicators reporting variance from plan within commissioning
performance contracts and their reports;
The results of planned reviews of compliance with statutory and regulatory
requirements e.g. fire regulations, Care Quality Commission (CQC) standards and
reviews, Ofsted reviews, Parliamentary Ombudsmen, professional standards,
information governance systems including IG Toolkit etc;
Routine review of serious incidents, incident reports and complaints to identify
emerging risks such as themes or specific concerns which can be escalated to the
appropriate risk registers;
Utilisation of intelligence through partner networks and from stakeholders to encourage
the sharing of information to identify potential risks;
Ensuring contact with regional and national professional associations that provide early
warning on serious or major adverse events;
Risk review and discussion through operational groups and formal meetings, i.e.
Governing Body, Audit Committee, Integrated Governance Committee, Clinical Cabinet
and their subgroups which highlight problems and issues which should be reflected in
the risk register.

Risk identification is also supported through many review processes using the live risk
register
•
•
•
•

Team or contract review meetings;
24/7 access to the risk register by NHS Wakefield CCG members;
Governance meetings specifically reviewing risk and/or risk areas;
Joint service providers meeting where the system can be viewed or risk logs shared and
discussed.

Once every risk cycle, a corporate “reality check “of the content of the risk registers
including a moderation of the scores and actions taken is conducted through:
•

Review of the risk register by the Executive Team (ET), the Integrated Governance
Committee and the Governing Body.

2.1.2 Risk Assessment
Risk Assessment is a structured process used to:
•
•
•
•
•

Identify a risk;
Understand its potential impact;
Examine what control measures can be applied and their effectiveness;
Decide if further actions are necessary other than control measures;
Score Risks and categorise the potential of any outstanding risk after the above
processes.
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Statutory Health and Safety training is available to new staff and as a refresher for existing
staff and includes risk assessment information.
Individual training and support on risk assessments and the risk register is available to all
staff from the Governance Team. Guidance notes are also available on Skyline.
Risk scores are achieved by multiplying the potential consequence or severity by the
potential likelihood or frequency level to provide a risk score utilising a 5 x 5 matrix scoring
system which produces a range of scores from 1 to 25.
Table 1: Risk Matrix
Consequence

Insignificant
1
Minor
2
Moderate
3
Major
4
Catastrophic
5

Likelihood
Rare
1

Unlikely
2

Possible
3

Likely
4

Almost
Certain
5

1

2

3

4

5

2

4

6

8

10

3

6

9

12

15

4

8

12

16

20

5

10

15

20

25

The on line system has guidance regarding the risk scoring process and illustrations of this
guidance can be seen in the appendix.
The on line guidance is reviewed regularly and can be updated and changed as required.
Project and Programme managers may hold their own issues/risk logs for their specific piece
of work. Any risk which affects, or may affect, the operational plans of Wakefield CCG will be
added to the Risk Register.
2.1.3 Risk Prioritisation
The risk score determines the prioritisation and allocation of resource. Higher scores have a
higher priority for action, as the impact of failing to reduce the risk is greater.
Risk scores are categorised into five sections. The table below shows the categories of risk
scoring.
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Risk Category

Priority No

Critical Risk (20-25)

Black

Serious Risk (15-16)

Red

High Risk (8t-12)

Yellow

Moderate Risk (4-6)

Green

4

Low Risk (1-3)

Clear

5

1
2
3

2.1.4 Risk Appetite
Risk appetite can be defined as ‘the amount and type of risk that an organisation is willing to
take in order to meet their strategic objectives”.
NHS Wakefield CCG accepts that it is not possible to conduct business or develop the
healthcare for Wakefield residents without recognisingrisks and identifies an ‘appetite’ for
each risk by selecting a target score. These are monitored at Integrated Governance
Committee quarterly to ensure consistency across the organisation.
2.1.5 Risk Recording / Risk Register
NHS Wakefield CCG will use an electronic / on line risk register, which is also hosted on
behalf of several neighbouring CCGs.
The Risk Register is used to identify and record all the organisational risks. The data base is
archived on an agreed cycle (currently four times a year) at which point any closed risks for
the preceding period will be removed from the new live register but remain in the archived
record allowing any retrospective review or report to be published. The five principles that
support this approach form the basis of the risk management strategy and are described
below.
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The five principles underpinning the risk register are:
i.
ii.
iii.
iv.

v.

To use a bespoke, server based data base to hold the risk register that is maintained and
supported within the NHS network.
To use this risk register system to deliver “live” information on risks at all times.
To use this risk register system to support “dynamic” meetings and reviews which will be
paper light or paperless.
Risk scoring using the industry standards - the system will be designed to deliver risk
management records and risk scoring in line with national and internationally recognised
risk standards.
Flexibility – the risk register system is flexible enough to develop and respond to a
changing NHS environment.

The on line risk data base archives the risk register on a regular cycle (currently four times
per year), with a capability to review retrospectively risks from previous periods. The system
has analysis functions that are used for ensuring review deadlines are achieved and the
system requires a 100% review signed off by the risk owner, appropriate senior manager and
a Director before the risk register can complete its archive. Statistical reports and viewing of
the register is part of the regular risk management cycle and this is conducted by risk
owners, senior managers and executive members of the Governing Body.
2.1.6 Board Assurance Framework (BAF)
The BAF is a simple but comprehensive method for the effective and focused management
of the principal risks to meeting the principles of NHS Wakefield CCG which are outlined
within the Strategic Plan. It also provides a structure for the evidence to support the Annual
Governance Statement.
The BAF is a high level view of risk and sits above the risk register system and deals with
strategic and long term risks / threats where the risk register will identify and manage
performance based risks that may rise and fall within relatively short term periods.
The BAF is supported by the risk register and may make reference to the risk register risks,
within one of the BAF threats if they affect this area of the organisation.
The BAF is reviewed a minimum of twice yearly and agreed by the Governing Body as:
•
•

a true and fair reflection of strategic risks/threats;
evidence that satisfactory progress is being maintained to manage risk.

2.1.7 Responsibilities for Reporting and Management of risks
Chief Officer
Overall responsibility for the management of risk within Wakefield CCG lies with the Chief
Officer who, on behalf of the Clinical Commissioning Group, is required to sign off the
Annual Governance Statement.
Chief Financial Officer
The Chief Financial Officer is responsible for the oversight of risk management within NHS
Wakefield CCG.
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Chiefs, Associated Directors and Heads of Service
Chiefs, Associated Directors and Heads of Service are responsible for:
•
•
•
•
•
•
•
•

Promoting a risk aware culture within the organisations;
Ensuring sufficient resource and support is available for managing risks;
Ensuring organisational Risk Management policies and procedures are implemented
within their area of responsibility and adapted as necessary to reflect the local risk
profiles;
Identifying and rectifying poor performance on a timely basis;
Promoting a “team spirit” so that individuals provide high quality care, protect their
colleagues, and promote the reputation of the organisations;
Promoting a supportive environment to facilitate the reporting of risks and incidents
Keeping staff informed of the significant risks faced by the organisations and what is
being done to reduce them;
Ensuring staff complete mandated training and relevant developmental events.

Senior Managers
All risks identified must be assessed and recorded in the appropriate format on the system
and reported to the immediate line manager. Line managers at all levels are responsible for
ensuring identified risks are reviewed, prioritised and managed.
Risk Owners and Senior Managers will be responsible for the management of identified risks
and their control measures.
Risk Owners identify and report risks onto the system and regularly review and update all
their risks.
Senior Managers are responsible for ensuring the review process is conducted in a timely
and accurate manner and for ensuring the risk score and quality of information is fit for
purpose.
Senior Managers are responsible for informing the relevant Clinical Lead of new risks and
significant changes.
Clinical Leads
Clinical Leads are responsible for supporting and working with managers and Risk Owners to
identify and manage risk within their own specialist areas.
The ultimate management of the risk register lies with the executive members of the
Governing Body, who will review the risk register every risk cycle.
Risk Owner:
•
•
•

Identifies, assesses and if appropriate records new risk on the system;
Regularly reviews their risks in line with the review process and schedule which includes
updating information, reviewing current risk score and if appropriate closing risks that
have been managed back to acceptable risk levels;
Works closely with clinical leads, performance managers and other service providers to
monitor performance and activities to allow the early identification of risk;
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•

Keeps their line manager informed of any significant changes that may affect any risks
they have recorded in the system.

Governance Team
•
•
•
•
•
•
•

Supports the maintenance of the Risk Management Strategy and Policy;
Maintains up to date risk assessment and management systems for NHS Wakefield CCG
Facilitates the reports and updates from the Risk Register to committees, Directors and
Managers as necessary;
Develops and improves reporting and analysis of risks and incidents;
Develops and maintains appropriate risk awareness and risk assessment within NHS
Wakefield CCG;
Acts as expert input into risk management processes; and
Delivers required training to managers and the organisation

2.2 RISK MANAGEMENT KEY OBJECTIVE TWO
The organisation has an effective process to capture and learn from mistakes to reduce
future risks
An effective risk management process learns from experience so that risks do not reoccur.
There are two main elements to this objective:
Learning from experience in the organisations
NHS Wakefield CCG is committed to the following principles:
•
•
•
•

An improvement philosophy – when things go wrong we want to learn from them;
Honesty and openness;
The involvement of stakeholders, partners, patients, families and staff in our learning
processes;
Appropriate response in our investigations when things go wrong.

Valuable learning information can be identified through a variety of systems and activities:
•
•
•
•
•

Incident reporting;
Development of individual skills and experience through effective appraisal and
personal development reviews;
Claims made against Trusts or other NHS service providers and
commissioners;Complaints received;
Issues raised via Patient And Liaison Services (PALS);
Feedback from Independent Contractors and their associated bodies.

Processes to capture this learning are:
•
•
•

The review of the risk register for risks that are closed, to assess whether there are any
issues which need to be incorporated in processes to minimise occurrence in future;
The investigation of incidents, complaints and claims using root cause analysis
techniques to identify underlying issues which require improvements or interventions to
reduce the chance of re occurrence;
Feedback to the operational managers who are able to triangulate intelligence on
complaints, incidents and claims with soft intelligence and feed- back from stakeholders;
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•
•

Quarterly incident reporting to the Integrated Governance Committee;
Monthly reporting to the Integrated Governance Committee through the Integrated
Quality and Performance Report.

Learning from others and using best practice
The collation information sources to identify and implement best practice where applicable.
Examples of data sources are listed below:
•
•
•
•
•
2.3

NHS England guidance and learning from accidents will be implemented into
organisational systems and procedures
Feedback from external reviews of organisational systems e.g. internal audit, Audit
Commission, Care Quality Commission reviews, Ofsted, Ombudsman etc.
Using local or national professional networks to identify best practice and benefit from
the experience of others
Research and guidance published by professional bodies
Recommendations from external investigations and formal enquiries.

KEY OBJECTIVE THREE
The organisation has effective accountability frameworks for the management and
reporting of risk
The accountability arrangements can be split into two elements:
•

Accountability to NHS Wakefield CCG for scrutiny of risk processes and management

•

Accountability to NHS England for the operational management of risk.

Scrutiny of Risk Processes and Management
Governing Body
NHS Wakefield CCG is collectively responsible and accountable for ensuring an integrated
risk management framework is in place including clinical, financial and corporate risks.
The BAF will be reviewed a minimum of twice yearly and agreed by the Governing Body as:
•
•

a true and fair reflection of strategic risks;
evidence that satisfactory progress is being maintained to manage risk.

All members of the Governing Body will have responsibility for relevant risks/threats on the
BAF and will be responsible for reviewing these on a regular basis where applicable.
The Risk Register will also be reviewed by the Governing Body twice per year.
Integrated Governance Committee
The Integrated Governance Committee has an overall “scrutiny” role and will provide the
Governing Body with assurance that the risk management systems and processes are
working effectively. This will include regular review of the risk register to ensure that all
clinical, financial and corporate risks are identified.
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This Committee will also be responsible for agreeing and monitoring risk management
policies.
The Integrated Governance Committee will receive the Risk Register regularly during the
year and the BAF periodically during the year.
Audit Committee
The Audit Committee will have oversight of the BAF.
Executive Team
The Executive Team will regularly scrutinise the risk register.
The Integrated Governance Committee has the ultimate responsibility for risk management
and for agreeing the Annual Governance Statement. NHS England requires evidence to
provide assurance that appropriate policies and strategies are in place and that systems are
functioning effectively.
Responsibilities of individuals for risk management are given at objective one.
2.4

KEY OBJECTIVE FOUR
The organisational Risk Management accountability and reporting framework provides
sufficient evidence and assurance to comply with relevant external assessment and best
practice
The accountability and reporting processes to support Risk Management identified in this
Risk Management Framework is designed to support the collection of evidence to comply
with external assessments and best practice by:
• The maintenance of the organisational process to monitor changes to regulatory
frameworks and ensuring this is reflected in objectives and performance targets
• Scheduling programmes of work for baseline self-assessment for key areas of
compliance e.g. Care Quality Commission standards
• Implementing a programme to collect evidence to support compliance with regulations
and best practice, using the Integrated Governance Committee work plans
• Scrutiny of the effectiveness of the risk management arrangements by the Integrated
Governance Committee.

2.5

KEY OBJECTIVE FIVE
The organisations will develop risk management arrangements for key partnerships and
major projects
The key partnerships for the organisational include a number of NHS providers, the local
authority and independent contractors including social enterprise / community interest
companies, the commissioning support service, voluntary sector and the public involvement
representatives.
In addition to having robust internal scrutiny arrangements; the organisations are required
to contribute to joint “risk registers” and frameworks with partner organisations. This
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recognises the need to manage risk across organisations and partnerships to deliver whole
system change and improvement.
This will be achieved by the following:
•

Transition Projects and other major projects/work streams are reflected on the Risk
Register, with additional project management monitoring arrangements in place, such
as the QIPP Tracker, to ensure close monitoring of identified or potential risks to
projects

•

Maintaining a corporate record of the key partnerships for the organisations

•

Implementation and maintenance of a scoring system to identify partnerships with high
risk scores

•

Prioritised implementation programme of partnership risk registers for those areas
categorised as high risk. The Risk Registers are reviewed though appropriate internal and
external governance frameworks.

Level
Descriptor
Frequency
Probability
Likelihood
Chance

1
Rare
Not expected
to occur for
years
< 1%
Will only occur
in exceptional
circumstances
1 in 20,000
chances.

Table 2: Likelihood/frequency
4
5
Likely
Almost
Certain
Expected to
Expected to
Expected to
Expected to
occur at least occur at least occur at least occur at least
annually
monthly
weekly
daily
1 – 5%
6 – 20%
21 – 50%
> 50%
Reasonable
Unlikely to
More likely to
chance of
Likely to occur
occur
occur than not
occurring
1 in 2,000
1 in 200
1 in 20
1 in 2 chances.
chances.
chances.
chances.
2
Unlikely
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3
Possible

Table 3: Consequence/severity table
Financial Loss or Impact

Insignificant
(1)

Moderate

£1k to £5k

Up to £50k.

(2)

Serious

Up to £250k.

(4)

Catastrophic
(5)

Up to £500k.
Destabilises provider market

Over £1m.
Significantly destabilises
provider market
Health/ Clinical Outcome

Insignificant
(1)

Legal / Regulatory

Unsatisfactory patient
experience not directly related
to patient care

Minor non-compliance with
standards
Minor recommendations e.g.
clinical audit, internal audit,
external audit etc
Possible minor out of court
settlement or civil small claims
court.
Isolated failure to meet local
standards.
Coroners Court Inquest
Defensible civil action.
Improvement notice
Persistent failure to meet local
standards.
Intermittent failure to meet
national performance
standards
Coroners Court – narrative
verdict

Locally resolved complaint
Unsatisfactory patient
experience - readily resolvable
Justified complaint peripheral
to clinical care
Adverse local media report –
short term
Mismanagement of patient
care
Justified complaint involving
lack of
appropriate care
Ongoing adverse local media
reports

(3)

Major

Patient & Public Experience

Minor adverse clinical
outcome, e.g. slight delay in
referral or treatment with low
impact

Serious mismanagement of
patient care
Several justified complaints (of
a Ombudsman 2nd stage
complaint)
Adverse national press interest
(<3 days)
Totally unsatisfactory patient
experience
Multiple justified complaints
On-going adverse national
press interest (>3 days), MP
questions
Safety / Injury / Harm
(patients or staff)
Short term verbal abuse. Less
than 3 days absence.
Patients required extra
observation or minor
treatment
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Criminal prosecution.
Persistent failure to meet
national performance targets.
Coroners Court – neglect
verdict
Corporate Manslaughter or
Corporate manslaughter
prosecution
Persistent failure to meet
national, professional and
statutory requirements.
Impact on Services

Short term capacity issue
(staff/facilities) reducing
service quality (< 1 day)

One off failure to meet
minimum clinical outcomes
Moderate
(2)

Minor increase in health
inequalities (in only 1
area/group)
Intermittent failure to meet
minimum clinical outcomes.
Moderate increase in health
inequalities (across 2 or more
areas/groups)

Serious
(3)

Major
(4)

Catastrophic

Persistent failure to meet
minimum clinical outcomes in
one clinical area
Significant increase in health
inequalities (across 2 or more
area/groups)
Persistent failure to meet
minimum clinical outcomes in
a range of services
Extreme impact on health
inequalities across Trust

(5)

Physical encounter (scratches /
bruising).
RIDDOR reportable injury with
absence of 3 days to 1 week.
Patients require minor increase
in treatment, did not lead to
permanent harm
RIDDOR reportable injury with
absence of more than 1 week.
Patients require moderate or
major increase in treatment,
did not lead to permanent
harm
RIDDOR reportable major
injury or dangerous occurrence
Patient experienced
permanent harm
RIDDOR reportable death.
NRLS reportable death Patient died as a direct result
of incident

Significant inconvenience or
cost in maintaining activity
Capacity issue (staff/facilities)
reducing service quality (<1
week)
Ongoing unsafe staffing level
Significant ongoing capacity
issue (staff/facilities)
preventing service delivery (>
1 week)
Significant ongoing capacity
issue (staff/facilities)
preventing service delivery for
(> 1 month)
Interruption of all or significant
range of Trust activities (> 1
week)

To support this approach an on line data base has been designed and evolved to manage
risk. The five principles that support this approach form the basis of the risk management
strategy and are described below
The five is principles are:
i.
ii.
iii.
iv.
v.

To use a bespoke, server based data base to hold the risk register that is
maintained and supported within the NHS network.
To use this risk register system to deliver “live” information on risks at all times.
To use this risk register system to support “dynamic” meetings and reviews which
will be paper light or paperless.
Risk scoring using the industry standards - the system will be designed to deliver
risk management records and risk scoring in line with national and internationally
recognised risk standards.
Flexibility – the risk register system is flexible enough to develop and respond to a
changing NHS environment.

i. To use a bespoke, server based data base to hold the risk register that is maintained and
support within the NHS network
The choice of a bespoke system allows instant user access and easy to populate and
understand data entry. Based within the NHS network the system has security, the resilience
of the network and its maintenance and will have compliance with information governance
requirements such as the information Governance tool kit.
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ii. To use this system to deliver “live” information on risks at all times
The data base holds single records of all risks and therefore changes as entries or alterations
are made. This allows the use of this live data for producing reports or holding meetings has
significant benefits over a manual system that relies on printed reports to be produced,
edited and reviewed.
iii. To use this system to support “dynamic” meetings and reviews which will be paper light
or paperless
Dynamic meetings can be defined as meeting where accurate, timely and clear information
is received, reviewed and actions taken or planned. The system can where appropriate, be
instantly updated at the meeting which reduces the need to create action notes and the use
of future resource. As described in live information, all the latest changes are included in the
meeting and the risk analysis operations of the system will demonstrate the review and
governance arrangements and support discussion, questions and queries regarding the
wider risk agenda and actions to control the risks.
This approach will support Wakefield CCGs sustainability efficiencies.
iv - Risk scoring using the industry standards - the system will be designed to deliver risk
management records and risk scoring in line with national and internationally recognised
risk standards.
The system is based on the Australian and New Zealand standard on risk management
AS/NZS 4360:2004 which has been adopted by the NHS. This standard uses a 5 x 5 risk
scoring matrix and the on line risk system has guidance on risk scoring to support a
consistent approach to risk scores.
v – Flexibility – the risk register system is flexible enough to develop and respond to the
changing NHS environment.
The data is designed around standard server based software which has bespoke
functionality written by software developers to provide easy access, instant reviews and
reports on risk information. This approach allows changes to be made to ensure the system
can be adapted to changes that occur within the NHS and also to refine and improve the
governance of the system and the reporting and information service from the system.
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Equality Impact Assessment 2015
Title of policy, project or
service

Integrated Risk Management Framework

Service Area

Governance

Name and role of people
completing the assessment

Pam Vaines, Governance Officer

Senior Responsible Owner
(SRO)

Katherine Bryant, Governance and Board Secretary

Date assessment
started/completed

21/3/16

Equality Impact Assessment
1. Outline

Give a brief summary of
your policy,
project or service
• Aims
• Objectives
• Links to other
policies, including
partners, national or
regional
What outcomes do you
want to achieve
• Desired outcomes
• Benefits
• Who for

This integrated risk management framework outlines the
way in which NHS Wakefield CCG has effective
governance arrangements in place to manage clinical,
financial and corporate risk.

Ensure consistent corporate approach to risk
management within Wakefield CCG.

2. Consideration of relevant information – what do we know about
peoples and groups access, experience or outcomes?
Protected
2a. Consultation, engagement or experience data
group

Generic issues

n/a

Human rights
Age
Carers
Disability
Sex

n/a
n/a
n/a
n/a
n/a
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Race
Religion or
belief
Sexual
orientation
Gender
reassignment
Pregnancy and
maternity
Marriage and
civil partnership

n/a
n/a

Other relevant
group

n/a

n/a
n/a
n/a
n/a

(only eliminating
discrimination)

a group identified as
relevant ie, rural
communities, asylum
seekers and refugees

Protected
group

2b. Evidence, data or research available

Generic issues
Human rights
Age
Carers
Disability
Sex
Race
Religion or
belief
Sexual
orientation
Gender
reassignment
Pregnancy and
maternity
Marriage and
civil partnership

n/a
n/a
n/a
n/a
n/a
n/a
n/a
n/a

Other relevant
group

n/a

n/a
n/a
n/a
n/a

(only eliminating
discrimination)

a group identified as
relevant ie, rural
communities, asylum
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seekers and refugees

3.Analysis of impact

This is the core of the assessment, using the information above detail the actual or
likely impact on protected groups, with consideration of the general duty to;
• eliminate unlawful discrimination
• advance equality of opportunity
• foster good relations

What key issues
have you
identified?

General issues
Human rights
Age
Carers
Disability
Sex
Race
Religion or
belief
Sexual
orientation
Gender
reassignment
Pregnancy and
maternity
Marriage and
civil partnership

What action do
you need to take
to address these
issues?

What
difference will
this make?

(only eliminating
discrimination)

Other relevant
group
Using the above actions populate the plan below.

4. Action plan
Action

Progress
milestones

Lead

None identified
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How will
Timescale impact be
measured

5. Monitoring, Review and Publication
How will you
review/monitor the
impact and
effectiveness of your
actions
How will these actions
form part of
mainstream activity
Lead Officer

None identified

None identified

Pam Vaines

Review
date:

21/3/16

6.Sign off
Lead Officer

Katherine Bryant

Director
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Date
21/3/16
approved:

Title of meeting:

Governing Body

Date of Meeting:

10 May 2016

Paper Title:

Audit Committee: presentation of minutes and items
for approval by Governing Body

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:



Discussion

Assurance

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Information

Sandra Cheseldine – Lay Member
11 February 2016

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 11
February 2016.
Executive Summary:
11 February 2016

 Declarations of Interest for members of the NHS Wakefield CCG Governing Body, Clinical Leads and
















Network Members as at 28 January 2016 were noted.
To ensure the Audit Committee is operating effectively an Audit Committee Self‐Assessment was
completed and the results were shared.
Following the proposal to nominate the Audit Committee to act as the Auditor Panel, delegated authority
was given to the Chair of the Audit Committee to approve the Auditor Panel Terms of Reference prior to
them being presented to the Governing Body.
The regular Governance Exceptions Report was presented.
Following the receipt of the Deloittes External Audit Report an action plan has been developed and was
shared.
The regular Contract Award Update paper was shared for information.
Details of the Accounts Planning 2015/16 process were shared including relevant timescales.
NHS England requested all CCGs to complete a CCG template/mini year end at month 9. It was noted that
the CCG successfully submitted both returns on time on 21 January 2016.
Annual Accounts Accounting Estimates and Judgements 2015/16 presented noting that the estimates and
underlying assumptions are continually reviewed.
The change to the Government Banking Service successfully took place on 17 January 2016.
Debtors/Creditors Analysis update was presented noting that outstanding debtors have reduced from
£357k at the year end to £77k at the end of December 2015.
Confirmation that the CCG’s application to join the Prompt Payment Code (PPC) was successful. PPC sets
standards for payment practices and best practice.
Following a change to previous years, NHS England required CCGs to submit an ‘interim governance
statement’ in January 2016. The CCG submitted an ‘amber’ statement (issues experienced during the year
which have been fully resolved).
An update on the Continuing Health Care Legacy Provision was presented noting there are an estimated
121 cases currently pending.
NHS Fraud Intelligence Report – The quarter three 2015/16 was shared for information.
The regular Internal Audit and Counter Fraud Progress Report was presented together with a separate





paper on the Budget Process Review noting that significant progress has been made in addressing the
weaknesses in the budget setting environment.
A paper setting out the proposed approach to planning for a merger between West Yorkshire Audit
Consortium and North Yorkshire Audit Services was shared for information.
Regular External Audit Technical Update presented which included a report about risks faced by NHS
organisations.
External Audit Plan 2015/16 was presented including the headlines and key changes in scope and approach.

Agenda item : 19a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 11 February 2016
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Dr Deborah Hallott
Rhod Mitchell

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member

In Attendance:

Andrew Pepper
Karen Parkin

Chief Finance Officer
Associate Director Finance, Governance &
Contracting
Corporate Financial Accountant
KPMG
Internal Audit Manager, West Yorkshire Audit
Consortium
Interim Head of Internal Audit, West Yorkshire Audit
Consortium
Local Counter Fraud Specialist
Head of Contracting and Performance (item 16/11)
Governance and Board Secretary
Minute Taker

Eamonn May
Matthew Moore
Leanne Sobratee
Helen Kemp‐Taylor
Steve Nicholls
Lorraine Chapman
Katherine Bryant
Angela Peatfield
16/01

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.

16/02

Apologies for absence
Apologies for absence were received from Dr Adam Sheppard, Linda Wild and Clare
Partridge

16/03

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
Dr Debbie Hallott and Dr Clive Harries declared an interest in item 16/11 –Contract Award
Update.
Dr Harries declared an interest in respect of the Wakefield Care Homes Enhanced Service
contract via the Vanguard funds and Dr Hallott declared an interest in respect of the IUS
for menorrhagia contract.
Sandra Cheseldine confirmed that Dr Hallott and Dr Harries would not be precluded from
the discussion regarding this item.
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16/04

Minutes of meeting held on 3 December 2015
The minutes of the meeting held on 3 December 2015 were agreed as a correct record.

16/05

Action Sheet from the meeting held on 3 December 2015
The action sheet was noted.

16/06

Declarations of Interest for members of NHS Wakefield CCG
Katherine Bryant presented this paper which detailed the formal record of declared
interests for members of the NHS Wakefield CCG Governing Body, Clinical Leads and
Network Members as at 28 January 2016. Katherine commented that it had been a
challenge receiving responses from some networks and this will be highlighted to the
Network Chairs. It is the intention for a member of the Governance Team to attend
future network meetings to encourage responses.
It was RESOLVED that:
i. the committee noted the update; and
ii. noted the declared interests of members of NHS Wakefield CCG Governing Body
Members, Clinical Leads and Network Members as at 28 January 2016.

16/07

Audit Committee Self‐Assessment
Katherine Bryant presented this paper explaining that the completion of the Audit
Committee Self‐Assessment is an annual process to ensure that the CCG committees are
operating effectively. The attached paper details the results from this process.
The results were compared with those received last year and this highlighted a slight
deterioration in the following areas:





Committee Focus – objective setting
Committee Team Working ‐ Agenda content
Committee Effectiveness ‐ Quality of papers
Committee Leadership ‐ Assurance

Sandra Cheseldine asked the Committee for any suggestions where effectiveness of the
committee could be improved. Dr Debbie Hallott did confirm that her completion of the
assessment form was based on attending only one meeting so far.
A full discussion followed and it was acknowledged that the Audit Committee Workplan
was approved in May 2015 and members felt that they did not need to see the workplan
any more regularly.
Andrew Pepper commented that he felt the quality of papers presented was good and
that perhaps a clearer understanding of what is required by the Audit Committee would
be helpful.
Matthew Moore proposed that a presentation at the next meeting to give clarity on:
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Role and purpose of the Audit Committee;
where Internal Audit and External Audit fit as part of the Audit Committee;
provide an understanding of the value of GP involvement in the Audit Committee;
legislative requirements

Helen Kemp‐Taylor advised that Internal Audit is currently in the process of producing an
induction pack which will be available from March 2016.
It was agreed that a joint presentation from Internal and External Audit would be given at
the next Audit Committee meeting.
Sandra Cheseldine also commented that she and Rhod Mitchell were regularly invited to
attend meetings hosted by Internal Audit and perhaps these could be extended to the GP
members of the Committee.
It was RESOLVED that:
i. the Committee noted the outcome of the self‐assessment questionnaire; and
ii. agreed that a joint presentation by Internal and External Audit be given at the next
meeting
16/08

Auditor Panel Terms of Reference
Katherine Bryant presented this paper advising that following the closure of the Audit
Commission (in March 2015) a new local audit framework was developed. As a result
early in 2016 every CCG will need to appoint an ‘Auditor Panel’. The Auditor Panel will
advise on the appointment of the CCG’s external auditors.
It is proposed that the Audit Committee is nominated to act as the Panel noting the
guidance details a majority of members on the Auditor Panel must meet the defined
independence criteria. GPs do not meet the definition of ‘independent’ therefore it is
proposed that the two Lay Members and one GP, who already sit on the Audit Committee
form the Auditor Panel.
The subject of quoracy was discussed acknowledging the requirement that both lay
members need to be able to attend every meeting. It was suggested that the CCG’s third
lay member could be seconded on to the Committee if required. It was agreed that the
membership would be considered as part of the review being undertaken in the Autumn
of 2016 acknowledging that the first meeting of the Auditor Panel would be taking place
later this year.
It was agreed that delegated authority is given to the Chair of the Audit Committee to
approve the Auditor Panel Terms of Reference before they are presented to the
Governing Body for approval in March 2016.
Eamonn May advised that he is currently part of a working panel being run by NHS
England which is currently looking at procurement and the development of standard
guidance. Eamonn will provide feedback to the Committee when available.
It was RESOLVED that:
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i.

16/09

the Committee agreed the delegated authority to the Chair of the Audit
Committee to approve the Auditor Panel Terms of Reference before they are
presented to the Governing Body for approval in March 2016

Governance Exceptions Report

Katherine Bryant presented this regular report providing details of the governance
exceptions for the period 11 November 2015 to 31 January 2016:
 11 declarations under the CCG’s Standards of Business Conduct relating to seven
hospitality/gift, one declaration of outside interest and three external remunerated
activity
 CCG’s seal has not been used to execute any documents
 No suspensions of Standing Orders
 Three tender waivers, three quotation waivers and one grant waiver
 One Loss or Special Payments
Sandra Cheseldine queried why the £18,000 due from Locala was being written off.
Andrew Pepper explained that this was part of the Our Street Communications
Engagement Programme where several organisations agreed to cover the costs at a
Programme Executive meeting 12/18 months ago. The issue of non‐payment by Locala
has been escalated on a number of occasions but it is unlikely that this debt can be
recovered.
Andrew Pepper confirmed that he will be writing a letter to Locala expressing the CCG’s
disappointment in the non‐payment of this debt.
Sandra Cheseldine added that it was very disappointing that Locala was refusing to pay. It
was acknowledged the learning for the future is to ensure a formal agreement is always
put in place under these circumstances.
It was RESOLVED that:
i.
ii.
16/10

the Committee noted the Governance Exceptions report; and
supported the proposed write off to Losses or Special Payments.

Deloittes External Audit Report
Katherine Bryant presented this report advising that the CCG was selected and agreed to
participate in an audit undertaken by Deloittes (NHS England’s internal auditors) about
conflicts of interest management. The audit included a desktop review of documents and
interviews with individuals involved in the CCG’s management of conflicts of interest plus
a number of external stakeholders.
Following this audit an action plan has been developed which includes a review of the
Conflicts of Interest Policy and it was acknowledged that the revised policy should make it
clear how conflicts of interest are documented in minutes of meetings including details of
how the Chair has agreed to manage the conflict of interest within the meeting.
The action to develop a register of interests for all employees including nil returns was
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discussed in detail. It was agreed that a quarterly review of the register of interests for all
employees was felt to be excessive.
Helen Kemp‐Taylor advised that NHS England were giving a presentation to Internal Audit
on the conflicts of interest process in March 2016 and it was agreed that the Audit
Committee would wait until after this event before making any final decision on the
actions to be taken to strengthen the register of interests process.
It was acknowledged that the register of interests is there to protect the organisation and
employees and the process needs to be proportionate across the organisation. An
updated action plan will be presented to the April Audit Committee meeting and the
findings will be reported to the Probity Committee and Governing Body in March 2016.
It was RESOLVED that:
i. the Committee noted the Deloitte report; and
ii. approved the action plan subject to the further guidance received following the
NHS England event to Internal Audit on 7 March 2016.
16/11

Contract Award Update
Dr Harries declared an interest in respect of the Wakefield Care Homes Enhanced Service
contract via the Vanguard funds and Dr Hallott declared an interest in respect of the IUS
for menorrhagia contract. The Chair of the Audit Committee agreed that they did not
need to be excluded from the discussion.
Lorraine Chapman presented this paper which provides an update on contracts awarded.
It was noted that 17 contracts have been awarded via Vanguard funds and are under the
threshold for requiring a grant waiver. These contracts are awarded non competitively.
Following a discussion it was agreed that clarification will be sought for the next meeting
on the query regarding the nil value – cost per case contracts and how this is identified in
relation to the 17 contracts awarded via Vanguard funds.
It was RESOLVED that:
i.

16/12

the Committee noted the update

Accounts Planning 2015/16
Eamonn May presented this paper confirming that the final version of the Department of
Health Group manual has now been published. There are no significant changes and the
timetable remains the same as that reported last month.
Eamonn advised that the interim audit will take place during the week commencing 15
February 2016.
It was noted that the draft accounts need to be received by NHS England by 9.00 am on
22 April 2016 and the final accounts to be submitted on 29 May 2016.
The significant issues to be covered following discussions with KPMG are:
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 Related Party Transaction’s and the arrangements around co‐commissioning and the
GPs and how the CCG has ensured that declarations and decisions are made
appropriately;
 Accounting entries and disclosures for Co‐Commissioning income and expenditure;
 Accounting entries and disclosures for the Vanguard monies; and
 Accounting entries and disclosures for the Better Care Fund.

It was RESOLVED that:
i.

16/13

the Committee noted the processes outlined and are assured that the CCG is in a
position to deliver the year end accounts in a robust, timely and accurate manner

Output from period 9 mini year end
Eamonn May presented this paper advising that all CCGs were required to complete a
CCG template/mini year end at month 9. Eamonn detailed the objectives of this exercise
which included for NHS England (NHSE) to receive a consistent financial reporting
template from all entities to support the preparation of the NHSE group financial
statements.
The CCG successfully submitted both returns on time on 21 January 2016.
The Agreement of Balances exercise was successfully undertaken and first indications
received from NHS England show no major variances, except for that caused by the non‐
agreement of charges from NHS Property Services, which NHSE are already aware of.
Sandra Cheseldine congratulated to the Finance Team on successfully completing this
exercise.
It was RESOLVED that:
i.

16/14

the Committee noted the successful completion of the month 9 mini year end
exercise

Annual Accounts Accounting Estimates and Judgements 2015/16
Eamonn May presented this paper advising that the estimates and underlying
assumptions are continually reviewed. Eamonn highlighted the key specific critical
judgements for 2015/16 requiring consideration and also the 2015/16 key sources of
estimation uncertainty.
Discussion followed regarding the two Vanguard programmes in Wakefield which
commenced in 2015/16 and are currently ongoing. It was suggested that a paper is
presented at the next meeting providing an update on the latest position.
Following further discussion regarding the Better Care Fund it was noted that work is
continuing with the Local Authority to ensure the CCG and the Local Authority are able to
report their position. It was suggested that a paper is presented to the next meeting on
the accounting principles of the Better Care Fund.
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It was RESOLVED that:
i.

16/15

the Committee noted the processes and procedures in place for the purposes of
determining the appropriate accounting estimates and judgements to be made
within the CCG’s 2015/16 Annual Accounts

Government Banking Service update
Eamonn May presented this paper confirming that as previously reported to the Audit
Committee, the Government Banking Service was to be changed from Citibank to
NatWest (known as RBS group). A single bank now provides both receipts and payment
services and this change successfully took place on 17 January 2016.
Eamonn confirmed that there has been no impact on the CCG following this change.
It was RESOLVED that:
i. the Committee noted that the Whole of Government banking change from
Citibank to NatWest was successfully completed on17 January 2016

16/16

Debtors/Creditors Analysis Update
Eamonn May presented this paper advising that as previously reported to the Audit
Committee, the finance department has been undertaking an analysis of debtors and
creditors to ensure that all monies owed to the CCG are received promptly and payments
are made by the CCG in a timely manner.
Outstanding debtors have reduced from £357k at the year end to £77k at the end of
December 2015.
It was noted that the creditors analysis is ongoing due to the number of suppliers
involved. To date no matters of concern have been highlighted. Assurance is provided
through both the National Fraud Initiative and internal audit report last year. The
Agreement of Balances processes also provide additional assurance.
It was agreed that a further update will be presented at the next Audit Committee
meeting.
It was RESOLVED that:
i.

16/17

the Committee noted the success of the debtors analysis and that the creditor’s
analysis is ongoing

Prompt Payment Code
Eamonn May presented this paper confirming that the CCG’s application to join the
Prompt Payment Code (PPC) was successful and the CCG may now use the logo on its
letterhead, website and any marketing.
PPC sets standards for payment practices and best practice and is administered by the
Chartered Institute of Credit Management. Compliance is monitored and enforced by the
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Prompt Payment Code Compliance Board.
Sandra Cheseldine congratulated the Finance Team on the acceptance of the application.
It was RESOLVED that:
i.

16/18

the Committee noted the acceptance of the application and the conditions and
benefits therein

Annual Governance Statement 2015/16 Update
Katherine Bryant presented this paper explaining that all CCGs are required to prepare a
governance statement as part of the annual report and accounts. NHS England has issued
the Annual Governance Statement template for use by CCGs and it a first draft of the
governance statement will be presented to the Audit Committee in April 2016.
Katherine informed members that in a change to previous years NHS England required
that CCGs submit an ‘interim governance statement’ in January 2016. The statement
required CCGs to declare against one of three categories and the Chief Officer and Chair
of Audit Committee agreed NHS Wakefield CCG should submit an ‘amber’ statement
(issues experienced during the year which have been fully resolved).
It was RESOLVED that:
i.

ii.

16/19

the Committee noted the Interim Governance Statement approved by the Chair of
the Audit Committee and the Chief Officer which was submitted to NHS England in
January 2016; and
noted the guidance was issued by NHS England regarding the preparation of the
Annual Governance Statement for 2015/16.

Continuing Health Care Legacy Provision
Karen Parkin presented this paper confirming that against the NHS England legacy
provision the current number of restitution cases paid is now 38 at an average cost of
£21,584. There are an estimated 121 cases currently pending and the current provision as
at 31 December 2015 is £4.3m taking into account a reduction in the provision of £637k
approved at the September Audit Committee.
The deadline for completion of the outstanding legacy CHC claims is 31 March 2017 and a
working towards date is September 2016. Due to the extended timescale the CCG has
notified NHS England of the impact on cash flows. It was noted that the original cash flow
payments were estimated to be fully complete and paid out within 2015/16 releasing the
whole of the provision.
Eamonn May confirmed that at a recent NHS England meeting it had been confirmed that
the 31 March 2017 date is when all claims should be assessed by, not necessarily paid out
by that date.
It was discussed that a review of the provision may be necessary at year‐end.
It was RESOLVED that:
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i.
16/20

the Committee noted the current assessment of the overall position

NHS Fraud Intelligence Report – Quarter 3 2015/16
Andrew Pepper presented the 2015/16 quarter three NHS Fraud intelligence report to
inform and advise of the information received on fraud reporting across the NHS. This
report has been produced by NHS Protect’s Information and Intelligence Unit and is
shared for information.
Andrew advised that he had received further information and this will be sent to
members.
It was RESOLVED that:
i.

16/21

the Committee noted for information

Internal Audit and Counter Fraud Progress Report
Leanne Sobratee and Steve Nicholls presented this report advising that the following
reports have been issued:
 Budget Process Review – Limited Assurance
A separate agenda item is presented in respect of the Budget Process Review.
 Primary Care Co‐Commissioning – Significant Assurance
 Performance Management – Significant Assurance
Details of the reviews in progress or planned are also included in the report.
A discussion followed regarding an audit of QIPP processes and it was suggested that this
audit is deferred until Q1 2016/17. The Committee supported this action.
It was noted that the Head of Internal Audit Opinion is currently being drafted and Helen
Kemp‐Taylor advised that the current Limited Assurance on the Budget Process Review
would be reviewed.
Sandra Cheseldine referred to the Counter Fraud section of the report and in particular
the Standards for Commissioners Frequently Asked Questions issued by NHS Protect in
January 2016 and the contradictory information received by Steve Nicholls as Local
Counter Fraud Specialist. It was agreed that following the release of the 2016/17 NHS
Standard Contract and the NHS Protects Standards for Commissioners an update will be
brought to a future meeting highlighting any changes.
It was RESOLVED that:
i.

16/22

the Committee noted the Internal Audit and Counter Fraud Progress Report

Budget Process Review W06/2016
Leanne Sobratee presented this paper regarding the Budget Process Review and the
recommendations that have been made.
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It was noted that following a draft version of this report being issued to the CCG’s senior
management in November 2015 further actions were identified and these have either
been implemented or are in the process of being implemented by the CCG. Prior to this
report being issued in final version significant progress has been made in addressing the
weaknesses in the budget setting environment.
It was noted that an updated action plan will be presented at the next Audit Committee
meeting.
It was RESOLVED that:
i.
16/23

the Committee noted Budget Process Review report

Planning for a merger
This paper sets out the proposed approach to planning for a merger between West
Yorkshire Audit Consortium (WYAC) and North Yorkshire Audit Services (NYAS).
Andrew Pepper has been involved in the process and will be kept up to date of the
progress by the West Yorkshire Audit Consortium.
It was RESOLVED that:
i.

16/24

the Committee noted the details of the proposed approach to planning for a merger
between WYAC and NYAS

External Audit Technical Update
Matthew Moore presented the External Audit Technical Update for information. The
document highlights the main technical issues which are currently having an impact on
the health sector.
Matthew highlighted that the CCG will need to evidence compliance with the recently
released Modern Slavery Act as part of the Annual Governance Statement.
It was RESOLVED that:
i.

16/25

the Committee noted the External Audit Technical Update

External Audit Plan 2015/16
Matthew Moore presented the External Audit Plan 2015/16 including the headlines and
key changes in scope and approach. Matthew advised that External Audit continue to
carefully monitor the CCG’s accounts risks. Materiality has been calculated in the same
way as the previous period, based on gross expenditure. External Audit will work to a
total materiality of £8m, reporting all individual errors in excess of £400k to the Audit
Committee.
Matthew confirmed that the accounting of Vanguard income and expenditure has been
identified as one area of audit focus.
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Sandra Cheseldine commented that the plan is clear and reflects the CCG’s areas of
concern.
It was RESOLVED that:
i.
16/26

the Committee noted the External Audit Plan 2015/16

Any other business
No other business discussed.

16/27

Date and time of next meeting
Thursday, 14 April 2016, 9.30 to 11.30 am, Boardroom, White Rose House.
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19b

Information

Rhod Mitchell – Lay Member
18 February and 17 March 2016

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 18 February and 17 March 2016.
Executive Summary:
18 February 2016

 Continuing Health Care presentation
 Regular Integrated Quality and Performance Report presented, key issues highlighted included; the CCG









has met six out of nine of the cancer pathway standards for the 4th month and is forecast to meet all nine
standards by year end; A&E performance at MYHT has not met the required standard for the 13th
consecutive month and year to date, actions plans are being developed by MYHT; the CCG has not met the
required standard for the 18 week Referral to Treatment incomplete pathway for the 5th month and
updated recovery plans have been received from MYHT; MYHT is one of 14 trusts nationally to be
categorised as having a lower than expected mortality rate in the latest Summary Hospital Mortality
Indicator report, this is the 4th consecutive report where MYHT has achieved this rating; the majority of
Wakefield CCG GP practices perform better than the national average in the latest national GP Patient
Survey; the CCG and MYHT have failed annual clostridium difficile targets for 2015/16 although both met
the monthly target in December 2015; registered nurse staffing vacancies at MYHT increased to 122.50 WTE
in December 2015 from 107.9 WTE in October 2015.
A Quality Assurance within Care Home and Domiciliary Care Provision paper was presented outlining the
current mechanisms and processes for assurance and managing the quality of care provided by care homes
and domiciliary care providers commissioned by the CCG and the Local Authority.
A Care Quality Commission Safeguarding and Looked After Children Inspection Action Plan was presented
noting that following the CQC inspection there were 26 recommendations made for local services noting
that the majority of services sit with MYHT.
Regular Workforce Update was presented noting that the recent Staff Survey had provided some useful
information and an action plan is to be developed.
Regular Health and Safety report was presented for Quarter 3 2015/16. Following the closure of the
Yorkshire and Humber Commissioning Support, the CCG has appointed South West Yorkshire Partnership
Foundation Trust to provide health and safety advice and support to the CCG.
Risk Register report was presented noting that as of 3 February 2016 there were 71 risks on the risk
register. Following the closure of Yorkshire and Humber Commissioning Support it has been agreed that
Wakefield CCG will host the Risk Register system for six CCGs.
Quarter 3 Incident Report was presented noting that there were 14 incidents reported during this period.
Verbal update regarding the Governing Body Assurance Framework noted that the Assurance Framework
will be presented to the Governing Body on 8 March 2016.

 The revised Business Continuity Plan was presented noting that work will be undertaken in March and April






2016 to review and update each department Service Continuity Plans.
Month 10 Finance Report was presented providing a year to date position as at 31 January 2016. The CCG
is showing a breakeven position to date and at year end, including achievement of the required surplus of
£5,935k. MYHT trading position is moving adversely, detailed discussions continue to establish a year‐end
settlement; the year to date position with regard to Leeds Teaching Hospitals NHS Trust before adjustment
is an overtrade, this has reduced since month 9 across a number of points of delivery which are being
challenged; the cost of Non Contracted Activity has increased in the last few months, the CCG has opened
discussions with some providers about becoming an associate to future contracts in order to provide more
control of the cost.
An update on the Yorkshire and Humber Commissioning Support Transition was provided confirming that
the start date for the new eMBED contract has been delayed by one month to 1 April 2016.
Draft Financial Plan 2016/17 presentation
Regular Contract Governance and Assurance Update was presented

17 March 2016













Regular Integrated Quality and Performance Report presented key issues highlighted included; A&E
performance at MYHT has not met the required standard for the 14th consecutive month and year to date.
A performance notice has been issued and actions plans will be discussed at the MYHT Executive Contract
Board; a performance notice has been issued with regard to the Referral to Treatment pathway and further
information has been requested as to what alternative choices have been offered to patients; MYHT
achieved the 95% harm free care on the Safety Thermometer for the second month in January 2016; The
Grove Surgery and Middlestown Medical Centre achieved a ‘good’ rating following an inspection from the
Care Quality Commission; MYHT have recruited to all Health Care Assistant vacancies in the divisions of
medicine and surgery; MYHT performed worse than other acute and community trusts in the latest Staff
Survey, with staffing levels identified as a key theme.
NHS England Quality Risk Profile process was presented noting that the Quality Risk Profile Toolkit is to
used where persistent and/or increasing quality concerns have been identified by the CCG.
Personal Health Budget Update presented detailing the specific expectations of an expanded offer in
2016/17 to include learning disabilities and children’s services and Personal Health Budget development
intentions over the next five years.
Regular Information Governance Update presented noting that as from 1 March 2016 the CCG have
entered into a shared service arrangement with Calderdale CCG, Greater Huddersfield CCG and North
Kirklees CCG in relation to information governance support.
111 West Yorkshire Urgent Care presentation
Equality Delivery System paper presented outlining the implementation of the Equality Delivery System 2
which is designed to help the organisation measure equality performance.
Better Care Fund Q3 Performance and 2016/17 Update presented noting that the performance
information will be presented to the Integrated Governance Committee on a quarterly basis in future.
Month 11 Finance Report presented showing a breakeven position to date and at the year end, including
achievement of the required surplus of £5,935k. The CCG internal turnaround is a key focus area for all staff
and is discussed weekly by the Executive Team. In month 11 the CCG received additional allocations from
Care Home Vanguard, MCP Vanguard, Liaison Psychiatry and a capital grant for Wakefield Hospice. The CCG
has plans in place to spend these allocations despite the late nature of receipt of the allocations.
Yorkshire and Humber Commissioning Support Transition update confirming that all contracts have now
been signed with a ‘go live’ date of 1 April 2016.
Verbal update on Finance Plan 2016/17 noted the MYHT capacity plan position is currently being worked
through. Some differences regarding the Yorkshire Ambulance Service have been highlighted and
discussions are in progress to resolve these.

Agenda item: 19b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 18 February 2016
Present:

Rhod Mitchell (Chair)
Dr Phil Earnshaw
Dr David Brown
Dr Pravin Jayakumar
Sharon Fox
Stephen Hardy
Alison Sugarman

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Nurse Representative
Lay Member
Governing Body Practice Manager
Representative
Chief Finance Officer

Andrew Pepper
In Attendance:

Sandra Cheseldine
Mandy Sheffield

Lay Member
Head of Safeguarding (Deputising for Jo
Pollard)
Governance & Board Secretary
Corporate Financial Accountant
Interim Head of Continuing Health Care
(items 16/35 & 16/37)
Head of Quality and Engagement (item
16/36)
Planning and Performance Manager (item
16/36)
Head of Medicines Optimisation (item
16/36)
HR Business Partner (item 16/39)
HQ Services Manager (item 16/40 & 16/44)
Governance Officer (item 16/41 & 16/42)
Senior Governance Officer (item 16/43)
Head of Contracting and Performance (item
16/48)
Minute taker
Admin Support (Shadowing Angela
Peatfield)

Katherine Bryant
Eamonn May
Linda Chibuzor
Andrew Singleton
Jess Weatherill
Joanne Fitzpatrick
Suzie Paradine
Sue Allan
Pam Vaines
Gemma Reed
Lorraine Chapman
Angela Peatfield
Elise Ingledew
16/30

Apologies for Absence
Apologies for absence were received from Jo Webster and Jo Pollard.

16/31

Declarations of Interest
Alison Sugarman, Practice Manager at Northgate Surgery declared an interest in item
16/36 – Integrated Quality and Performance Report and the results of the GP survey.
Alison advised that the practice had not received the details of comments received
following the survey. It was agreed that Alison did not need to be excluded from the
discussion.
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16/32

Minutes of the Meeting held on 21 January 2016
The minutes of the meeting held on 21 January 2016 were approved as an accurate
record.

16/33

Action Sheet from the Meeting held on 21 January 2016
All actions were noted.

16/34

Matters Arising
There were no matters arising.

16/35

Continuing Health Care – Presentation
Linda Chibuzor attended the meeting to give a presentation on the Continuing Health
Care service. Linda gave details on the Continuing Health Care eligibility assessment
process from the completion of the checklist through to the three and twelve monthly
review of the decision.
Linda also highlighted the following:









Confirmed that interim funding has now ceased
There are a number of staff vacancies within the team including the Head of
Service post
A review is to be undertaken to increase the productivity of the service
Two Mental Health Continuing Health Care posts are moving back to the CCG
Considering bringing back in‐house the Learning Disability Continuing Health Care
cases
Improve communication between the CCG, Local Authority and the Care Homes
Review policies and how they link together
The impact on patients and families

The issues were discussed and it was acknowledged that improvements were being
made. Sharon Fox queried what happens if the Local Authority disagree with an
assessment using the Decision Support Tool. Linda advised that the Multi Disciplinary
Team (MDT) who conduct the assessment is made up of both clinical and social worker
staff to ensure both health and social care are represented.
It was acknowledged that the CCG needs to be assured of the quality of the care
homes within the district and agree how improvements in quality can be measured.
It was RESOLVED that:
i)

the Committee noted the content of the presentation

Dr Phil Earnshaw left the meeting.
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16/36

Integrated Quality and Performance Report
Alison Sugarman, Practice Manager at Northgate Surgery declared an interest in item
16/36 – Integrated Quality and Performance Report and the results of the GP survey.
Alison advised that the practice had not received the details of comments received
following the survey. It was agreed that Alison did not need to be excluded from the
discussion.
Jess Weatherill, Andrew Singleton and Joanne Fitzpatrick attended the meeting to
present this paper providing reports against the CCG strategic objectives, quality
premium and details of the key exceptions and successes.
The key issues highlighted:
Performance
 The CCG has met six out of nine of the cancer pathway standards for the fourth
month and is forecast to meet all of the nine standards by year end;
 There have been no further 12 hour breaches in December 2015;
 There continues to be no further 52 week breaches;
 The Acute Trust and Ambulance turnaround/handover targets continue not to
meet the required standard;
 A&E performance at MYHT has not met the required standard for the 13th
consecutive month and year to date. Actions plans being developed by MYHT;
 The CCG has not met the required standard for the 18 week Referral to Treatment
(RTT) incomplete pathway for the 5th month and updated recovery plans have
been received from MYHT and are under discussion.
A discussion followed and the question of the unachieved RTT target was raised.
Andrew Pepper advised that a performance letter was to be issued to MYHT for failure
to meet this target and action plans were in place. Andrew commented that this issue
links with the Meeting the Challenge Programme and system resilience group.
Strategic discussions have already started as part of the prioritisation and
sustainability work.
Quality
 MYHT is one of 14 trusts nationally to be categorised as having a lower than
expected mortality rate in the latest Summary Hospital Mortality Indicator report.
This is the fourth consecutive report where MYHT has achieved this rating;
 The majority of Wakefield CCG GP practices perform better than the national
average in the latest national GP Patient Survey, however Dr Phil Earnshaw
commented before leaving the meeting that the results show a decline in some
practices;
 The CCG and MYHT have failed annual clostridium difficile targets for 2015/16
although both met the monthly target in December 2015;
 Registered Nurse (RN) staffing vacancies increased to 122.50 WTE in December
2015 from 107.09 WTE in October 2015 at MYHT.
 Children and Adult Mental Health Service Friends and Family Test shows an under
performance with service user approval for South West Yorkshire Partnership
Foundation Trust service. The Quarter 3 results are awaited to see if
improvements have been made.
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Joanne Fitzpatrick attended the meeting advising that the Integrated Quality and
Performance report now includes prescribing performance information and the data
in the report is from April to November 2015, this being the most recent period
available through the prescribing database. Future work will involve matching
prescribing performance indicators with Quality Outcome Framework results and
prevalence.
Joanne advised that the Medicines Optimisation Team now have a Medicines Safety
Officer who will promote and share learning across GP practices. A workshop is
planned for all the GP practices who are identified as outliers and who may require
additional organisational support.
A full discussion took place regarding medication reviews, reporting of safety alerts,
the role of clinical pharmacists and actions put in place following the GP practice Care
Quality Commission (CQC) Inspections and the sharing of best practice.
It was suggested that a presentation of the Improvement in Prescribing Plan (IMPP)
should be presented at a future Integrated Governance Committee meeting.
Andrew Singleton advised that details of the recent Child Autism reviews will be
included in the Integrated Quality and Performance Report at the next meeting.
It was RESOLVED that:
i)
ii)
16/37

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.

Quality Assurance within Care Home & Domiciliary Care Provision
Linda Chibuzor attended the meeting to present this paper which outlines the current
mechanisms and processes for assurance and managing the quality of care provided by
care homes and domiciliary care providers commissioned by the CCG and the Local
Authority.
The Care Quality Commission (CQC) has a model of inspection for care homes. Due to
the effective local intelligence sharing systems in Wakefield, CQC inspectors have been
concentrating on care homes where local intelligence has been raising concerns. It is
expected as more care homes are inspected the percentages will reflect the national
average. It is also noted that Wakefield has had a higher number of care homes
inspected than the national average.
Linda advised that the Quality team now have a Clinical Quality manager who has the
responsibility for developing a system and process for ensuring quality in care homes.
The CCG are currently developing a care home quality assurance tool based on the
Nottingham I‐care monitoring tool. The assurance tool will be piloted in two care
homes and an evaluation is expected in April 2016 with a rolling programme of
assurance being developed.
It was noted that in order to support care homes to meet the requirements of the CQC
inspection and to support them to improve quality, the CCG has organised a care
Page 4 of 11

home event for 13 April 2016 in collaboration with the Local Authority. The CQC
Inspection Manager will be a keynote speaker including a workshop as to what makes
a ‘good’ and ‘outstanding’ care home.
A full discussion took place and it was acknowledged that the Local Authority Quality
Intelligence Group and the CCG’s Quality Intelligence Group both receive information
relating to topical issues which are discussed and actions are agreed.
The role of the Care Homes Vanguard was discussed it was noted that the vanguard
team are initially working with 11 care homes across Wakefield and then will roll out
the care homes vanguard to the 68 care homes across the district. In order to manage
some of the risks to quality in the care homes rated as inadequate the care home
vanguard team have prioritised these homes.
It was suggested a deep dive on the Care Home Vanguard is presented at a future
meeting.
Dr David Brown referred to the national minimum data set and suggested this could be
considered for use by care homes. Linda Chibuzor agreed to review this information
and consider for possible future use.
It was RESOLVED that:
i)

the Committee noted the mechanisms and processes in place by which Wakefield
CCG gains assurance of the quality of care home and domiciliary care services; and
ii) noted the future risks to the local care home and wider health economy.

16/38

Care Quality Commission Safeguarding and Looked After Children Inspection Action
Plan
Mandy Sheffield presented this paper explaining that the Care Quality Commission
(CQC) make regular inspections of NHS services to ensure that the safeguarding of
children within the NHS is well managed and services are provided to meet the specific
needs of the most vulnerable children, including those looked after by the Local
Authority.
Following the CQC inspection there were 26 recommendations made for local services
noting that the majority of services sit with Mid Yorkshire Hospitals Trust. This report
includes the composite action plan from all the relevant NHS organisations which was
submitted to the CQC on the 29 January 2016.
Following discussion it was agreed that as part of the monitoring and reporting
arrangements an exceptions report will be presented to the Integrated Governance
Committee, with the first report coming back to the Committee in six months.
It was RESOLVED that:
i)
ii)

the Committee noted the content of the inspection report; and
approved the proposals for the monitoring of the CQC action plan.
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16/39

Workforce Update
Suzie Paradine attended the meeting to present the Workforce Update providing a
range of workforce information and intelligence relating to the directly employed
Wakefield CCG.
Suzie referred to the number of employed staff under the age of 30 and suggested the
CCG could consider apprenticeships for young people as a way of staff gaining skills
and experience as an alternative to recruiting staff with experience, this would also
support future workforce sustainability. It was suggested that alternative ways of
advertising new jobs could be considered i.e. social media etc.
Suzie advised that the recent Staff Survey provided some useful information and an
action plan is to be developed and shared with the Executive Team.
It was RESOLVED that:
i)

16/40

the Committee noted the report

Health and Safety Report
Sue Allan attended the meeting to present the Quarter 3 2015/16 Health and Safety
Report providing an overview of the operational health and safety activity. It was
noted that four incidents relating to health and safety were reported during this
period however no themes or trends were identified.
It was confirmed that following the closure of the Yorkshire and Humber
Commissioning Support, the CCG has appointed South West Yorkshire Partnership
Foundation Trust to provide health and safety advice and support to the CCG.
It was RESOLVED that:
i)
ii)

16/41

the Committee noted the actions taken in Quarter 3; and
noted the change to the Health and Safety provider with effect from 1 March
2016.

Risk Register
Pam Vaines attended the meeting to present this paper advising that as of 3 February
2016 there were 71 risks on the risk register. Pam advised that there were nine risks
marked for closure and eight new risks added.
Dr David Brown queried why risk numbers 740 and 758 had been merged. Andrew
Pepper advised that it was agreed to merge the risks as part of the review of the risk
register by the Executive Team where risks were discussed and various risks
moderated. This is because both risks relate to the same issue.
Pam advised that following the closure of Yorkshire and Humber Commissioning
Support it has been agreed that Wakefield CCG will host the Risk Register system for
six CCGs. The CCG are currently awaiting a Licence from NHS England for Wakefield
CCG to host, operate and manage the Risk Register system for intellectual property. In
Page 6 of 11

the interim the CCG has permission to continue to use the risk register.
It was RESOLVED that:

i)

16/42

the Committee noted the Risk Register as a correct reflection of the current
position

Incident Report
Pam Vaines presented the Quarter 3 Incident Report advising that there were 14
reported incidents during this period.
A key area of incident reporting continues to relate to information governance (IG)
issues. Rhod Mitchell commented that it would be helpful if the chart of incidents was
split into internal and external provider incidents to assist in identifying trends.
It was RESOLVED that:
i)

16/43

the Committee noted the incidents reported during Quarter 3 2015/16

Assurance Framework
Gemma Reed attended the meeting to give a verbal update on the Governing Body
Assurance Framework advising that this has now transferred back from the Yorkshire
and Humber Commissioning Support to the CCG.
The Governance Team have facilitated a process whereby managers have now
updated the Assurance Framework and meetings are taking place with clinical and
strategic leads to review the risks. The updated Assurance Framework will be
presented to the Governing Body on 8 March 2016.
Gemma also advised that a Governing Body development session is planned for the
summer to discuss new strategic objectives and the Assurance Framework will be
revised accordingly including highlighting any gaps or changes required.
It was RESOLVED that:
i)

16/44

the Committee noted the verbal update

Business Continuity Plan
Sue Allan presented the revised Business Continuity Plan advising that a test of the
plan was carried out on Tuesday, 9 February which involved staff being stopped on
entering White Rose House and asked to complete a questionnaire based on the
scenario of actions they would take if they were unable to enter the building. Details
of the results are included in this report.
Further work will be undertaken in March and April 2016 to review and update each
departments Service Continuity Plan.
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The report was discussed and it was suggested that further clarification is obtained
regarding how often the network information is backed up and seek confirmation
from suppliers of their response times. Stephen Hardy queried whether the IT service
had a 24 hour call out and Sue confirmed that it did.
It was RESOLVED that:
i)
ii)
16/45

the Committee approved the revised Business Continuity Plan for NHS Wakefield
CCG; and
noted the update on the recent Business Continuity Test.

Finance Report Month 10
Andrew Pepper presented this report which provides a year to date position as at 31
January 2016. The CCG is showing a breakeven position to date and at year end. This
is including achievement of the required surplus of £5,935k. All key performance
targets are green with the exception of QIPP year to date delivery and QIPP forecast
outturn.
Andrew highlighted the key issues in the report:







The CCG internal turnaround is a key area of focus for all staff and is discussed
weekly at executive team meetings. Since the process began many schemes have
been identified some have already been transacted within the financial position.
The original gap was £2.2m and this has now reduced to £300k through
identification of additional schemes and efficiencies – albeit there remained a
number or risks.
Mid Yorkshire Hospitals Trust trading position is moving adversely. Detailed
discussions continue to establish a year‐end settlement
The year to date position with regard to Leeds Teaching Hospitals NHS Trust
before adjustment is an overtrade, this has reduced since month 9 across a
number of points of delivery which are being challenged.
QIPP is still forecast to underachieve by £3.6m and regular updates are provided
to Clinical Cabinet via the Planning and Delivery Group.
The cost of Non Contracted Activity has increased in the last few months. The CCG
has opened discussions with some providers about becoming an associate to
future contracts in order to provide more control of the cost.

Andrew advised that the CCG have now received the 2015/16 capital allocations for
VOIP Telephony System Upgrade and Corporate IT. The CCG is finalising plans to
ensure that these allocations are spent in 2015/16, given the late nature of the receipt
of the allocation.
Andrew updated the Committee on emerging cost pressures relating to the
prescribing forecast.
Andrew referred to the risks and opportunities and advised that the value of risks has
reduced in month 10, the outstanding risks relate to unidentified QIPP and the risk
around Integrated Community Equipment Services. Schemes have been identified to
mitigate the risk but need to be finalised.
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A full discussion took place and Sandra Cheseldine referred to the £0.5m non elective
reserve in the Risks and Opportunities table. Andrew commented that if the current
undertrade on non‐elective at MYHT continues to the year‐end then risk share reserve
is available subject to other pressures.
Rhod Mitchell referred to QIPP and the need to achieve the target from quarter one
2016/17.
It was RESOLVED that:
i)
16/46

the Committee noted the content of the report

YHCS Transition
Andrew Pepper presented this paper providing an updated position on the Yorkshire
and Humber Commissioning Support transition. It was noted that the start date for
the eMBED contract has been delayed by one month to 1 April 2016. The Yorkshire
and Humber Commissioning Support will continue to provide the remaining services
during March 2016.
The paper highlights the results of the due diligence exercise undertaken by eMBED
noting that a number of third party contracts were not listed in the original
procurement documents. CCGs have been sent information and have been asked to
validate the third party list. The impact to Wakefield CCG has not yet been identified
and the contracts list is currently being reviewed. Andrew advised that there is
meeting arranged for next week with eMBED.
It was noted that the VAT impact on Local Provider Framework services is still
outstanding nationally. There is a risk that VAT will be applicable to elements of
service which is not recoverable. This is being explored at a West Yorkshire level but
no definitive advice has yet been received.
Rhod Mitchell asked if a one page chart could be produced that details who provides
what service and for this to be shared with the Integrated Governance Committee
members.
It was RESOLVED that:
i)

16/47

the Committee noted the updated position on the transition of services

Draft Financial Plan 2016/17
Andrew Pepper gave a presentation on the Draft Financial Plan for 2016/17.
The presentation included details on the following:






Long Term and Place‐based summary
QIPP opportunities
Ways of Working Group – Review matrix
Non‐recurrent
Co‐commissioning review
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New cost pressures emerging from planning clarification/guidance/intelligence
Risks and Mitigations
Sustainability and Transformation Fund

It was noted that the first plan was submitted on 3 February 2016 and the next plan is
due for submission on 3 March 2016, as this is prior to the Governing Body on 8 March
2016. It was agreed that Rhod Mitchell, Stephen Hardy and Sandra Cheseldine would
meet with Andrew Pepper to go through the plan in detail.
It was RESOLVED that:
i)

16/48

the Committee noted the content of the draft 2016/17 Financial Planning
Assumptions presentation

Contract Governance and Assurance Update
Lorraine Chapman attended the meeting to present this update providing an update
on contracts awarded, varied and notices served. There are currently 186 Healthcare
contracts with 176 signed by all parties, the status of the outstanding 10 is detailed in
the report. There are also 55 non healthcare contracts . There are two current active
procurements, Improving Access to Psychological Therapies (IAPT) and Community
Physiotherapy.
Lorraine advised that 2015/16 is the transition year for Co‐commissioning and
Wakefield CCG are aiming to have all primary care contracts up to date from 1 April
2016.
Stephen Hardy referred to the IAPT procurement and queried whether there had been
any discussions with patient representatives. Lorraine agreed to clarify this with Alix
Jeavons, Senior Commissioning Manager.
The paper detailed the NHS Guidance on levying of financial sanctions in 2015/16.
Commissioners should continue to levy fines as for the first three quarters of the year.
However, with effect from 1 January 2016 either the commissioner returns fines to
providers to support provider financial positions (and so should not result in additional
expenditure) or retains the money to create an underspend, improving the bottom
line.
It was RESOLVED that:
i)
ii)

16/49

the Committee noted the content of the report; and
noted the updated guidance on the Levying of Financial Sanctions in 2015/16.

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 17 December 2015
(ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 17 December 2015
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(iii) NHS 111 West Yorkshire Clinical Quality Group – minutes of meeting held on
20 January 2016
(iv) Quality Intelligence Group – minutes of meeting held on 14 January 2016
(v) YAS Contract Management Board – minutes of meeting held in November
and January
16/50

Consider future topics for Deep Dive


16/51

Care Home Vanguard

Items to refer to Probity Committee
None

16/52

Any other business
No other business raised.

16/53

Date and time of next meeting:
Thursday, 17 March 2016, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 19b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 March 2016
Present:

Rhod Mitchell (Chair)
Dr Phil Earnshaw
Dr Pravin Jayakumar
Stephen Hardy
Alison Sugarman

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member
Governing Body Practice Manager
Representative
Chief Officer
Chief Finance Officer
Chief of Service Delivery & Quality

Jo Webster
Andrew Pepper
Jo Pollard
In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Governance & Board Secretary
Head of Quality and Engagement (item
16/67)
Head of Contracting and Performance (item
16/67)
Public Health Manager (item 16/67)
Quality Manager (item 16/68)
Associate Director Service Delivery &
Quality (item 16/69)
Senior Contract Manager, Greater
Huddersfield CCG (item 16/71
Lead Manager 111, Yorkshire Ambulance
Service (item 16/71
Deputy Executive Director, 111 West
Yorkshire Urgent Care (item 16/71
Programme Manager Connecting Care (item
16/73
Minute taker

Katherine Bryant
Andrew Singleton
Lorraine Chapman
Gill Day
Val Aguirregoicoa
Michele Ezro
Sibghat Ullah
Mark Leese
Andrew Nutter
Martin Smith
Angela Peatfield
16/62

Apologies for Absence
Apologies for absence were received from Dr David Brown, Sharon Fox, Karen Parkin
and Pat Keane.

16/63

Declarations of Interest
Alison Sugarman declared an interest in respect of item 16/67 in respect of the
Endoscopy Service that is provided at Northgate Surgery. Rhod Mitchell as Chair
confirmed that Alison did not need to be excluded from the discussion.
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16/64

Minutes of the Meeting held on 18 February 2016
The minutes of the meeting held on 18 February 2016 were approved as an accurate
record.

16/65

Action Sheet from the Meeting held on 18 February 2016
All actions were noted.

16/66

Matters Arising
There were no matters arising.

16/67

Integrated Quality and Performance Report
Lorraine Chapman and Andrew Singleton attended the meeting to present the report
providing an update against the CCG strategic objectives, quality premium and details
of key exceptions and successes.
The following key issues were highlighted:
Performance
 The CCG has met eight out of nine of the cancer pathway standards for the fourth
month and is forecast to meet all of the nine standards by year end.
 There continues to be no further 52 week breaches.
 A&E performance at MYHT has not met the required standard for the 14th
consecutive month and year to date. A performance notice has been issued and
Lorraine advised that the action plans would be discussed at the MYHT Executive
Contract Board meeting being held today, 17 March 2016.
 A performance notice has been issued with regard to the Referral to Treatment
(RTT) pathway and further information has been requested as to what alternative
choices have been offered to patients.
A discussion followed and Dr Phil Earnshaw queried the year end position and what
targets are achievable. Andrew Pepper advised that it was anticipated the cancer
targets would be achieved, however the Referral to Treatment target is unlikely to be
met. Jo Pollard advised that a System Resilience meeting had been held on 15 March
2016 and the Emergency Care Improvement Programme (ECIP) report was discussed
including A&E performance.
It was acknowledged that a different approach to the concerns around A&E
performance and RTT is necessary and Jo Webster advised that following discussions
with NHS England a further Quality Summit is to be arranged. Dr Phil Earnshaw
commented that the CCG need to consider how the organisation can provide support
and suggested that a meeting between community providers and MYHT colleagues
may be helpful in agreeing a managed process as part of capacity planning.
It was acknowledged that the issues currently being experienced with A&E
performance and RTT are the same across the country. It was noted that a
presentation to networks of the issues is to take place and it was agreed that an
update will be presented at the next Integrated Governance Committee meeting.
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Quality
 MYHT achieved the 95% harm free care on the Safety Thermometer for the
second month in January 2016.
 The Grove Surgery and Middlestown Medical Centre achieved a ‘good’ rating
following an inspection from the Care Quality Commission.
 MYHT have recruited to all Health Care Assistant vacancies in the Divisions of
Medicine and Surgery.
 The CCG and MYHT did not meet clostridium difficile targets in January 2016. It
was noted that a clostridium difficile summit has been arranged for 19 April 2016.
 MYHT performed worse than other acute and community trusts in the latest Staff
Survey, with staffing levels identified as a key theme. It was noted that this will be
discussed at the MYHT Executive Quality Board meeting being held today, 17
March 2016 and MYHT will be also be giving a presentation at April’s MYHT
Executive Quality Board and Integrated Governance Committee.
 The Yorkshire Ambulance Service (YAS) survey results raised concerns regarding
organisational culture and this was discussed at the YAS Contract Management
Board meeting held on 16 March 2016. Jo Pollard advised that following
discussions at that meeting it was agreed that the presentation did not provide
the detail required and a further deep dive discussion will take place at the next
YAS Contract Management Board meeting being held in April 2016.
Andrew Singleton introduced Gill Day to the meeting advising that Gill was attending
to provide an update on the results from the recent Diabetes Audit which is
undertaken annually. Gill advised that not all practices had taken part in the audit as
the process for data collation was different this year. GP practices were required to
opt in to take part, previously it has been an opt out option. Following discussion it
was noted that a Systm1 template is to be developed to encourage consistency of data
recording across both MYHT and Community Providers.
It was RESOLVED that:
i)
ii)
16/68

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.

NHS England Quality Risk Profile Process
Jo Pollard introduced this paper explaining that the Quality Risk Profile is a systematic
and risk based process. The moderated assessment involves responses from various
regulators including the Care Quality Commission and NHS England. Val Aguirregoicoa
attended the meeting to present this paper explaining that NHS England have
developed the Quality Risk Profile Toolkit to be used where persistent and/or
increasing quality concerns have been identified by the CCG.
A discussion followed and Dr Phil Earnshaw requested that he as Chair of the CCG and
Jo Webster as Chief Officer should be made aware as soon as possible when there are
quality issues with a GP practice. It was acknowledged that this process brings
together all relevant intelligence and provides a balanced view of any issues raised.
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Rhod Mitchell queried whether any other processes will now cease following the
introduction of this new tool. Jo Pollard explained that this process will only be used
where persistent and/or increasing quality concerns have been identified. The regular
monthly reporting as part of the Integrated Quality and Performance report will
continue as usual.
It was RESOLVED that:
i)

16/69

the Committee noted the use of the Quality Risk Profile Toolkit to systematically
assess the risks to quality of service provision where persistent and/or increasing
quality concerns have been identified

Personal Health Budget Update
Michele Ezro attended the meeting to present this update which details what the CCG
is required to undertake by April 2016 in relation to Personal Health Budgets (PHB).
There is a Personal Health Budget steering group who meet monthly to consider the
new and emerging developments of PHBs to ensure that the CCG undertakes its
statutory duties in relation to the local offer.
The paper provides details of the specific expectations of an expanded offer in
2016/17 to include learning disabilities and children’s services and PHB development
intentions over the next five years.
It was noted that an engagement plan with the public and carers is now underway to
help inform the PHB expanded local offer.
Sandra Cheseldine queried whether there would be any additional cost to the CCG in
relation to PHBs. Andrew Pepper advised that increased growth against continuing
health care has been included in the budget for 2016/17. Further financial discussions
will need to take place regarding the costs for 2017/18.
It was RESOLVED that:
i)
ii)
iii)
(iv)
(v)
(vi)

the Committee noted the progress to date;
approved the proposals for expansion of the PHB offer for Learning Disabilities
and Children’s Services in Year 1;
agreed that these proposals should be submitted to the Health and Well Being
Board for approval in 2016/17;
noted that a published offer will be placed on the CCG and the Local Authority
Websites describing the expanded offer for 2016/17;
agreed to continue the engagement plan; and
agreed that the CCG should start to plan for the identified expanded offer in
2017/18 including the consideration of contractual changes with local providers.

Jo Pollard left the meeting
16/70

Information Governance Update
Katherine Bryant presented this update which details the information governance
activities that have been undertaken since January 2016.
Page 4 of 9

Katherine advised that as from 1 March 2016 the CCG have entered into a shared
service arrangement with Calderdale CCG, Greater Huddersfield CCG and North
Kirklees CCG in relation to information governance support.
It was noted that the CCG’s internal auditors have undertaken an audit of three
requirements on the IG toolkit and a rating of ‘green’ was achieved on all three. The
CCG are on target to submit the toolkit by the deadline of 31 March 2016.
Katherine advised of a new process which has been developed in relation to the
management of records when services cease or are decommissioned. The new
process has been developed following advice received from Dilys Jones, IG
Consultants. The process will assist the CCG to determine which organisation should
most appropriately hold patient records in this scenario.
Katherine confirmed that 82.5% of staff have undertaken their IG training against a
95% target for the CCG. Katherine confirmed that with the support of the Directors
those who have not yet completed their training will be contacted to request they
complete the training before 31 March 2016.
It was RESOLVED that:
i)
ii)
iii)

16/71

the Committee noted the contents of the IG update paper;
noted that the SIRO assurance will be compiled based on the assurances provided
during the year, including this report and
approved the process for management of patient records when services cease or
are de‐commissioned.

Deep Dive – 111 West Yorkshire Urgent Care
Sibghat Ullah from Greater Huddersfield CCG, Mark Leese from Yorkshire Ambulance
Service and Andrew Nutter from 111 West Yorkshire Urgent Care attended the
meeting to give a presentation on the 111 West Yorkshire Urgent Care service.
The presentation included information regarding:
 February performance
 Demand management
 National NHS 111 statistics
 Staffing
 March projections
 Easter predictions
Mark Leese commented that the volume of calls is increasing year on year and the
cost is over and above the funding provided. Andrew Nutter referred to the
management of the call queue to ensure that this is managed safely and confirmed
that there is dedicated staff resource looking at queue times.
With regard to staffing it takes four weeks to train staff and there has been problems
in recruiting clinical staff noting there is competition with other providers.
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A full discussion took place on the timing of calls at particular times of the day and
whether the GP extended hours had impacted on the number of calls received. The
question was asked what advice is given to callers when inappropriate calls are made
and it was suggested that discussions with practices should take place.
As part of the transformation agenda joint discussions need to take place to look at
change and improved ways of working. It was acknowledged that compatible IT
systems will help to make the changes.
It was proposed that the West Yorkshire Urgent Care Vanguard team attend a future
Integrated Governance Committee meeting to give a presentation detailing the plans
to streamline the service.
It was RESOLVED that:
i)
16/72

the Committee noted the presentation

Equality Delivery System
Sandra Cheseldine presented this paper which outlines the implementation of the
Equality Delivery System 2 (EDS) and the approach taken to develop the document.
The EDS is designed to help the organisation measure equality performance and
understand how driving equality improvements can strengthen the accountability of
services to patients and the public.
The EDS2 summary report is required to be published on the CCG’s website by the end
of March 2016.
Sandra requested delegated authority to approve the final version of the document
prior to its publication at the end of March 2016.
It was RESOLVED that:
i)
ii)

16/73

the Committee noted the report; and
agreed to delegate authority to Sandra Cheseldine, Lay Member and Governing
Body Equality Lead to approve the final version of the document prior to
publication.

Better Care Fund Q3 Performance and 2016/17 Update
Martin Smith attended the meeting to present this paper advising that the plans were
shared with the Connecting Care Executive on 10 March 2016.
Martin presented the Better Care Fund quarter three performance information and
advised that this will be presented to the Integrated Governance Committee on a
quarterly basis in future.
Martin also presented an update on the Better Care Fund 2016/17 which will create a
local single pooled budget to incentivise the NHS and local government to work more
closely together around people, placing their well‐being as the focus of health and
care services.
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Martin advised that further work on the Better Care Fund Risk Share arrangements for
2016/17 need to be developed and the Finance and Business Intelligence Group are
developing an early draft of this. The risk share agreement needs to be agreed for the
April submission to NHS England and the Partnership Agreement is to be signed off by
the end of June 2016.
It was noted that the Better Care Fund narrative will be developed for the next
submission in March 2016 and will be shared at a future Integrated Governance
Committee.
A discussion followed and it was queried if the Vanguard funding ceased could the
plan be amended to reflect this. It was suggested that a caveat could be included in
the plan for such an eventuality. In relation to Public Health, concerns were raised
regarding the scrutiny of schemes put in place and how they will be monitored.
Andrew Pepper advised that this will be part of the process noting that the Connecting
Care Executive will have more influence to challenge these areas. Martin confirmed
that there will be further joint initiatives developed and these will be discussed at the
Connecting Care Executive and a future Health and Well Being Board development
session.
It was RESOLVED that:
i)
ii)

the Committee noted the quarter three performance information; and
noted the 2016/17 Better Care Fund schemes.

Jo Pollard returned to the meeting
16/74

Easter Planning
Jo Pollard gave a verbal update to advise of the planning in place around the Easter
Holiday period. Jo advised that NHS England have already assessed the partially
completed plans.
As part of the final plan, assurance will be sought from MYHT on the number of nurses
available within the Integrated Discharge Team to be able to facilitate the discharging
of patients prior to the start of the Easter holiday period.
It was RESOLVED that:

16/75

i)
the Committee noted the verbal update
Finance Report Month 11
Andrew Pepper presented this report providing a year to date position as at 29
February 2016. The report shows a breakeven position to date and at the year end,
including achievement of the required surplus of £5,935k. All key performance targets
are green, with the exception of QIPP year to date delivery and QIPP forecast outturn.

The key highlights from the report are:
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The CCG internal turnaround is a key focus area for all staff and is discussed
weekly at the Executive Team meeting. Following the identification of many
schemes most of these have already been transacted within the financial position
and the remainder are currently being worked through.
As risks and opportunities are crystallised into the financial position, the value of
risks has reduced in month 11. The outstanding risks relate to the remainder of
unachieved QIPP and the Care Act risk around Integrated Community Equipment
Service. However, schemes have been identified to mitigate the risk but need
finalisation before this can be transacted.
In month 11 the CCG received additional allocations for Care Home Vanguard,
MCP Vanguard, Liaison Psychiatry and a capital grant for Wakefield Hospice. The
CCG has plans in place to spend these allocations despite the late nature of receipt
of the allocations.

It was noted that Continuing Health Care has been overspending as a result of ‘interim
placements’. Since January 2016 packages of care only gain approval through either
the fast track process or the Continuing Healthcare eligibility process.
Andrew advised that NHS England have flagged new adverse variances on co‐
commissioning that have not been previously flagged with regard to locum payments.
It was noted that Catherine Wormstone, Primary Care Commissioning Programme
Manager is currently looking into this issue.
It was RESOLVED that:
i)
16/76

the Committee noted the Finance Report Month 11 update

Yorkshire and Humber Commissioning Support Transition
Andrew Pepper gave a verbal update on the YHCS Transition confirming that all
contracts have now been signed with a ‘go live’ date of 1 April 2016.
Andrew advised that the VAT impact on Local Provider Framework services is still
outstanding nationally and it was suggested that this issue should be escalated to the
HMRC for clarification.
It was RESOLVED that:
i)

16/77

the Committee noted the verbal update

Finance Plan 2016/17
Andrew Pepper gave a verbal update on the Finance Plan 2016/17. It was noted that
the MYHT capacity plan position is currently being worked through. Some differences
regarding the Yorkshire Ambulance Service contract have been highlighted and
discussions are in progress to resolve these.
It was RESOLVED that:
i)

the Committee noted the verbal update
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16/78

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 21 January 2016
(ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 21 January 2016
(iii) South West Yorkshire Partnership Foundation Trust Quality Board – minutes of
meeting held on 26 February 2016
(iv) Quality Intelligence Group – minutes of meeting held on 9 February 2016

16/79

Consider future topics for Deep Dive


16/80

West Yorkshire Urgent Care Vanguard

Items to refer to Probity Committee
None

16/81

Any other business
No other business raised.

16/82

Date and time of next meeting:
Thursday, 21 April 2016, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Information

Dr Adam Sheppard, Assistant Clinical Leader
25 February and 24 March 2016

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 25
February and 24 March 2016
Executive Summary:
25 February 2016
 Cancer Strategy Update presented outlining the National 5 year forward view and the new NICE Guidance
 Patient Transport Service review update noting the current NHS Wakefield CCG block contract runs to 31
March 2016 which was enabled by means of a tender waiver to facilitate possible service transformation. It
was approved the review should be taken forward.
 2016/17 CQUINS presented detailing the position regarding MYHT, YAS, SWYPFT, other providers and care
homes. Further update to be presented to the March Clinical Cabinet.
 Ways of Working paper including how the new Clinical Cabinet would function.
 Upright MRI Scanner verbal update given following the questions and actions for Upright MRI Scanner.
Policy had been revised and was currently with MYHT consultant for sign off together with a draft paper
referral form.
 Regular Planned Care Assurance update.
 Paper on Developing Sustainability and Transformation Plans for the Wakefield Health and Social Care
System presented.
24 March 2016
 Better Value Group Approvals – an update was provided on the Better Value Group set up as part of the
‘New Ways of Working’.
 AQP Prescribing Opportunity – proposed work to create prescribing cost centres was approved.
 Commissioning Policy and the Policy on Consultant to Consultant Referrals – comments would be co‐
ordinated outside of the meeting and members agreed to the proposal for Chair’s Action to approve the
final version of the policy.
 Outpatient referrals and activity 2016/17 – paper highlighted the activity principles and detailed the
possible approaches across primary and secondary care to elicit changes in outpatient referrals to MYHT.
 Neurology Update – members were advised that the engagement with MYHT had been jointly undertaken
for North Kirklees CCG and Wakefield CCG patients with the key focus on making sure that patient safety
and communications were covered. Dr Brown to meet with MYHT to discuss intentions and sustainability of
the service particularly patient transfers to Leeds.
 Adult Community Nursing Service Specification – paper included changes to the Adult Community Nursing
Services in collaboration with MYHT and the draft implementation plan. Members approved the Adult
Community Nursing revised interim service specification subject to the inclusion of the agreed
recommendations.

 Transforming Care – paper detailed the main themes advising it was part of a national programme following
the Winterbourne View initiatives to develop community services and reduce inpatient numbers for people
with a learning disability and/or autism. A draft transformation plan was presented, it was agreed to
present an updated version of the plan at a future meeting.
 A report on E Consultation service Mid‐Year Evaluation Report was presented and noted.
 The findings from a National Review of Maternity Services was presented and noted.
 CGMS Network Approved Pathway and Tertiary Centre Pro‐Forma – paper presented highlighting that the
Yorkshire and Humber Paediatric Diabetes Network had developed a pathway in order to obtain funding for
Continuous glucose monitoring systems. The pathway was approved.
 Further update on the developing CQUINS 2016/17 was presented noting that national guidance for
2016/17 was published in March 2016 and now included five CQUINS.
 Update on Stroke Prevention was presented and noted. This is a complex pathway and MYHT are engaging
with the public to raise awareness that treatment should be within 4 hours to improve patient outcomes.

Agenda item : 19c(i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 25 February 2016
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Stephen Hardy
Dr Phil Earnshaw
Andrew Pepper
Dr Clive Harries
Dr David Brown
Dr Debbie Hallott
Dr Pravin Jayakumar
Dr Ann Carroll

Lay Member, WCCG (Chair)
Clinical Chair, WCCG
Chief Financial Officer, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG

In Attendance:
Dr Andrew Furber
Michele Ezro
Dr Abdul Mastafa
Michelle Ashbridge
Nyasha Mareya
Jenny Feeley
Laura Elliott
Tracy Morton
Sian Registe
Kate Trevelyan

Director of Public Health, LA
Associate Director, Commissioning and Integration, WCCG
GP, WCCG (Item 5)
Senior Commissioning Manager, WCCG
Senior Commissioning Manager, WCCG (Item 6)
Urgent Care Transformation Lead, WCCG (Item 6)
Head of Quality and Engagement, WCCG (Item 7)
Senior Commissioning Manager, WCCG (Item 9)
Planned Care Programme Manager, WCCG (Item 10)
Senior Management Support, WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr A Sheppard, Dr A Biswas, Jo Pollard

2

DECLARATIONS OF INTEREST
Declarations of Interest were noted during the meeting:
All GPs ‐ Item 7 2016/17 CQUINS

3

MINUTES OF THE MEETING HELD ON 28 JANUARY 2016
Minutes of the meetings held 28 January 2016 were approved as a correct record.

1

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

Cancer Strategy Update
Dr Abdul Mustafa and Michelle Ashbridge attended to present the Cancer Strategy Update.
Dr Mustafa outlined the National 5 year forward view cancer strategy and highlighted the
new NICE Guidance.
Members noted
 Incidence levels of new diagnosis;
 Increase in Mortality rates from diagnosis;
 Cancer cases linked to deprivation;
 Prevention aids including early diagnosis (4 weeks from diagnosis);
 Patient experience;
 All patients should have access to a recovery package;
 Modernisation of cancer services linking with working together to make organisation
accountable for provision of services;
 4 in 10 cancers preventable (ie. smoking );
 Local CCGs, providers and cancer networks with dashboards;
 Working and engagement with GP Practices;
 Early diagnostic centres based on the Danish model;
 Part of Healthy futures;
 Need to work with community providers;
 Challenges re limited resource, prevention, public awareness, complex patients,
assessment at 4 week and 62 days standard
Dr Earnshaw updated members on the work in the development of the Cancer Alliance and
advised that there were 5 endoscopy units in Wakefield. Members discussed the
confusion in respect of endoscopy referrals around definition of urgent and routine scope
(the latter would sit outside of the two week period. Members debated the two week
definition at length and agreed that all patients irrespective of whether cancer was
immediately suspected or not should be seen in a timely manner. Michelle indicated that
they were reviewing the issues around the community endoscopy service and noted
members’ comments about using the word test (which would highlight responsibility)
rather than referral. Members were also concerned about appropriate level of
engagement with GPs on the referral process.
Dr Mustafa advised members that there was a target event workshop planned in April 2016
which would be attended by national Speakers on the NICE guidelines and extended an
invite to all members to attend.
The possibility of having a 5 minute slot at the Target
event to inform GPs about the location of the endoscopy services was discussed and
members agreed that all referral/pathway data should be available in a central location
(e.g. Skyline). It was noted that GPs should have access to a Directory of Service for all
community service providers and that Michelle should liaise in order to identify a central
location for the information/data.

2

Action: Michelle Ashbridge to liaise to identify a central location for Gps to have access
to a Directory of Service for all community service providers
Members queried CQUINS particularly MYHT accepting gastroenterology referrals, the
proposal of a Cancer Liaison Nurse, 2 week wait issues within Mid Yorks and
locality working with Public Health vis a vis commissioning for value.
Dr Earnshaw reported on collaborative working between West and South Yorkshire groups
indicating that cancer would become part of the formal assurance for NHS England.
Members also discussed consultant engagement work, national dashboards and noted the
need for correlation on dashboard information at practice level ossibly via Dr Foster and
Embed. Michelle advised that she would share the indicators with Dr Harries.
Andrew Pepper commented on the financial estimates particularly sharing information with
practices and indicated a requirement for a work plan which plots the management of the
ongoing work with timelines. Michelle indicated that she would feed back this
requirement to Lee Beresford. Dr Furber commented on working closely to pick up issues
such as costs and survival rates and it was agreed that, due to complexities, this would be
discussed outside of the meeting.
Action: Michelle Ashbridge to follow up on the requirement for a work plan which plots
the management of the ongoing work with timelines.
Members acknowledged the hard work done by Dr Mustafa and Michelle Ashbridge.
IT WAS RESOLVED:
i)

6

The content of the presentation was noted.

PTS Service Review Update
Nyasha Mayera and Jenny Feeley attended to present the PTS Service Review update
highlighting that YAS PTS services were commissioned through a collaborative arrangement
covering all 10 West Yorkshire CCGs with NHS Calderdale CCG as the co‐ordinating
commissioner. The current NHS Wakefield CCG block contract runs to 31 March which was
enabled by means of a tender waiver to facilitate possible service transformation.
Engagement was undertaken with service users and members of staff who book transport
regularly, together with a consultation event with providers including Hospital Trusts. It was
noted that this was an update to attendance at the November meeting.
The recommendation were noted as
i)
ii)

Note that a YAS PTS service review was undertaken across West Yorkshire;
Note that Healthy Futures Collaborative (10CC) recommendations as follows:
a.
To extend the YAS PTS contract for 1 year across West Yorkshire CCGs
(which will be undertaken through the CCGs agreed tender waiver process);
b.
To gain CCGs support of PTS service improvement and ensure that further
progress is made on the basis of clarified wider impact on resilience and
workforce planning; and

3

c.

To consider interdependencies with 999 services and ensure that the
potential financial impact is fully understood across West Yorkshire before a
further statement of intent can be made.

Dr Brown referred to the specification in respect of taxis/transport services across the
district. Nyasha responded that this was under review for YAS to provide the correct level
of service cover and to develop opportunities.
Members were also concerned about how
the transport service would be managed to respond to patient expectations (and confusion),
noting the involvement of West Yorkshire Vanguard/Working Together in the strategic
management of PTS contracts.
Members further commented on the level of service, contractual duty and responsibility,
eligibility(a clinical decision or not) and the availability of guidance for receptionists.
Member also discussed the issues around Choose & Book agreeing that it should be based
on the best clinical choice acknowledging the KPIs in the contract .
Members noted the contents of the PTS Service Review report and approved that this
should be taken forward.
IT WAS RESOLVED:
i)
ii)
7

Note the contents of the report; and
Approval to be taken forward

2016/17 CQUINS
A conflict of interest was noted for all GPs.
Laura Elliott attended to present the update on CQUINS for 2016/17 which gave the position
re MYHT, YAS, SWYPFT, other providers and care homes. It was noted that there was a risk
around the completion of the MYHT and YAS schemes. Members also noted that national
guidance was not yet available but the position was unlikely to change from the previous
guidance.
Dr Brown queried the proposed CQUIN for gastroenterology and Laura advised on this
indicating that the process involves workshops between primary and secondary care
clinicians. Dr Earnshaw confirmed this indictor supported the work of the Prioritisation and
Sustainability Group.
Action: Laura Elliott to discuss further with North Kirklees CCG who are producing
the proposed cancer CQUIN
Dr Furber queried whether there was a duplication of the Care Closer to Home CQUIN
relating to the Better Care Fund. Laura advised that this would be investigated.
Action: Laura Elliott to investigate possible duplication of the Care Close to Home CQUIN
relating to the Better Care Fund.
Andrew Pepper shared information that some CCGs were considering not giving the
providers the full 2.5% CQUIN as part of their financial management.

4

Laura stated that an updated report would be brought back to the March Clinical Cabinet
IT WAS RESOLVED:
i)
ii)

To note the content of the paper;
Updated report to be brought back to the March Clinical Cabinet

Dr Furber raised concern that the CO2 monitoring CQUIN was not continuing within
maternity services as an expanded requirement and Michele Ezro echoed his
disappointment. It was acknowledged that this linked to a HWBB priority to reduce
smoking in pregnancy and Dr Earnshaw agreed that it should be a priority. Dr Hallott
confirmed that this had been discussed at the recently convened Maternity Improvement
Partnership Group and MYHT confirmed they would be continuing this work without the
CQUIN incentive. Laura also confirmed that the indicator could be included in the contract
as a local quality requirement.
8

Ways of Working
Michele Ezro highlighted the main themes of the paper which included increased clinical
engagement and explained the background towards prioritisation including





Model of evaluation and potential schemes
Best practice
Resource to look at cases via lead clinical support
Funding towards delivery

The recommendations were:
i)
ii)

iii)

Note the principles behind the New Ways of Working;
Agree that clinicians should be involved earlier in the formulation of ideas, be
key to agreeing priorities to be taken forward and take leadership role in those
programmes, and
agree to the change in format to Clinical Cabinet to enable approvals to take place.

Members commented on the implications re commissioning policy, modelling groups and
Michele explained the lead responsibilities. Dr Earnshaw felt that focus should be on
service quality, improvement and clinical effectiveness. Members noted that Pat Keane
would take over responsibility for Clinical Cabinet and that a new agenda would be issued to
support the new clinically driven process from April with Marching being a transitional
meeting.
Michele further updated members on how the new Clinical Cabinet would function.
Members noted the contents of the paper.
IT WAS RESOLVED:
i)

to note the contents of the paper

5

9

Upright MRI Scanner: Update
Tracy Morton attended to provide members with a verbal update on the questions and
actions around the pathway of the Upright MRI Scanner. The policy had been brought to
the November Clinical Cabinet and Tracy advised that the pathway had been further
reviewed in consultation with Dr P Wynn and a MYHT Consultant to look at the criteria in
respect of a GP making a direct referral based on criteria as opposed to a GP referral to a
secondary care consultant for opinion first (as per the Leeds policy). Tracy highlighted the
reasoning behind the suggested change. Members noted that in agreement with Dr Wynn,
the policy had been updated and was presently with the MYHT consultant for sign off
together with a draft paper referral form.
Dr Harries felt that a summary of the position with a referral form should be available on
Skyline.
Members discussed IT support towards a central source of information and Dr
Harries updated members further re SystmOne support in respect of the ongoing interface
with Data Quality and Fast Track Teams.
Action: Tracy Morton to co‐ordinate summary/referral form availability on Skyline
Dr Earnshaw indicated that a systematic approach should be taken and members further
discussed the centralised accessibility of information for GPs with appropriate governance in
place to support. Tracy advised that initially the information would be collated for Skyline.
Members noted and thanked Tracy for the update.
IT WAS RESOLVED:
i)

10

To note the update

Planned Care Assurance and Update
Sian Registe attended to present the Planned Care Assurance update and highlighted the
achievements, risks, key milestones, GP situation in process of being resolved, mobilisation
of Dermatology, MYHT Triage workforce and summary of January activity which members
discussed.
It was noted that this work would now come under Lee Beresford and new ways of working.
IT WAS RESOLVED:
i)

11

Noted the contents of the paper

Developing Sustainability and transformation Plans for the Wakefield Health and Social
Care System
Members noted the contents of the report.
IT WAS RESOLVED:
i)

Noted the contents of the paper
6

12

CCG Regional Collaboration
Members noted the contents of the minutes of the Commissioners Working Together Board
meeting held 26 November 2015.

11

Clinical Network
Members commented on this item and highlighted discussions

12

Any items for escalation to Probity Committee
There were no items identified to progress to Probity Committee.

13

Minutes from Sub Committee
There were no minutes to note.

14

Any Other Business

14.1

Neurology
Dr Harries requested an update on the current position following the letter received from
the Parkinson’s Society around the current services. Nyasha Mayera gave a brief overview
of the engagement issues advising that information had been issued two weeks ago to
MYHT. Dr Harries was concerned about the timescales as there was no special Parkinson’s
service particularly with the ongoing challenges at MYHT (18 weeks, e consultation).
Michele Ezro updated members on the forthcoming meeting with MYHT, indicating that an
update would be issued to GPs (via NDU) and Action Plan with QIA which would emulate
the ASD pathway. Members were particularly concerned that Parkinson’s patients needed
immediate help and there was a need to review evidence. It was agreed that a further
update would be brought back next month and members requested that MYHT should be in
attendance.
Members agreed that an update on Neurology should be brought back in March
Action: Update on Neurology to be brought back to the March meeting with MYHT in
attendance
It was RESOLVED:
i)

to bring back an update to the March Clinical Cabinet with MYHT in attendance

7

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 10 March 2016
1.00 – 2.30 pm
Boardroom, White Rose House
Clinical Cabinet:
Thursday, 24 March 2016
9.00 am – 12.30 pm
Seminar Room, White Rose House

8

Agenda item : 19c(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 24 March 2016
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Andrew Pepper
Dr Clive Harries
Dr David Brown
Dr Debbie Hallott
Dr Pravin Jayakumar
Dr Ann Carroll
Dr Avijit Biswas
Stephen Hardy

In Attendance:
Dr Andrew Furber
Dr Som De Silva
Dr Chris Barraclough
Dr Tim Dean
Michele Ezro
Laura Elliott
Lee Beresford
Simon Rowe
Nyasha Mareya
Dr Richard Kennedy
Sarah Clarkson
Matt England
Sarah Bow
Kerry Munday
Ian Bennett
Sharon Cook
Morna Cook
Gillian Richardson
Kate Trevelyan

1

Chair
Clinical Chair, WCCG
Chief Financial Officer, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Lay Member, WCCG

Director of Public Health, LA
GP, WCCG
GP, WCCG
GP, WCCG
Associate Director, Commissioning and Integration, WCCG
Head of Quality and Engagement, WCCG (Item 7.2)/deputising for
Jo Pollard
Associate Director of Strategy, WCCG (Item 5.1, 5.2, 5.3)
Senior Commissioning Manger, WCCG (Item 5.1, 5.2, 5.3, 6.5)
Senior Commissioning Manager, WCCG (Item 6.1)
Consultant, MYHT (Item 6.1)
Deputy Associate Director of Operations, MYHT (Item 6.1)
Associate Director Planning and Partnerships, MYHT (Item 6.1)
Practice Based Commissioning Manager, NKCCG (Item 6.1)
Interim Head of Primary Care Development, WCCG (Item 6.2)
Head of Nursing, Care Closer to Home, MYHT (Item 6.2)
Commissioning Manager, WCCG (Item 6.5)
Senior Commissioning Manager, WCCG (Item6.6, 7.1)
Senior Associate, Public Health (Item 8.1)
Senior Management Support, WCCG (minutes)

APOLOGIES FOR ABSENCE
Apologies were received from Dr A Sheppard, Dr A Biswas, Jo Pollard

1

2

DECLARATIONS OF INTEREST
Declarations of Interest were noted during the meeting:
Dr Adam Sheppard, Item 5, AQP (Novus)

3

MINUTES OF THE MEETING HELD ON 25 FEBRUARY 2016
Minutes of the meetings held 25 February 2016 were approved as a correct record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.
Dr Sheppard advised members that Clinical Cabinet was in transition with
Pat Keane now the executive lead.

5

BETTER VALUE GROUP APPROVALS
Michele Ezro updated members on the background of the Better Value Group which had
been set up as part of the ‘New Ways of Working’ to develop ideas for discussion at Clinical
Cabinet which would then be taken forward for the Task and Finish Group. The GP Lead is
deliberately left open for agreement as part of the early clinical engagement and to identify
ways to take schemes forward.

5.1

AQP Prescribing Opportunity
Simon Rowe attended and presented the proposal of prescribing cost centres and consultant
led services advising that each accredited provider would be offered the opportunity to be a
prescribing cost centre. The opportunity for prescribing cost centres may also be offered to
existing service providers of consultant led elective care, paid on national tariff. It was noted
that following the AQP for Dermatology, Novus Health and DMC Healthcare are prescribing
cost centres. Members agreed with the proposal but emphasised that there should be more
governance control in place. Dr Barraclough commented on the prescribing pathways for
major conditions and the alignment in Primary Care to provide what was needed with the
most cost effective option.
Recommendations were
i)
ii)

Approve the proposed work to create prescribing cost centres, and
Support updates being presented to the Better Value Group.

IT WAS RESOLVED:
i)
ii)
iii)

The content of the paper were noted;
Approve the proposed work to create prescribing cost centres;
Support updates going forward

2

5.2

Commissioning Policy and the Policy on Consultant to Consultant Referrals
Lee Beresford and Simon Rowe attended to present the Commissioning Policy and advised
that it was a statutory obligation of the Wakefield CCG to have a publically available
commissioning process which details the circumstances for the commissioning of care. It was
noted that further policies would need to be brought back to Clinical Cabinet to detail how
the commissioning policy may be altered.
The recommendation were noted as
i)
ii)
iii)

Provide clinical feedback on whether a prior approval process should be
implemented for the commissioning policy;
Note that a regional review of the CCG commissioning policies is taking place; and
Approve the current policy subject to any agreed changes.

Lee Beresford explained the complexities around potential alterations to the commissioning
policy, indicating in the light of a regional review of policies that officers are not trying to
achieve regional policy but compare against it.
Members were concerned about the
patient pathway and possible delay to treatment with unnecessary administration work.
Members also queried defibrillators and DNA policy and noted that it could be part of the
prior approval process.
Members indicated caution around the work to manage locally to enable WCCG to keep a
level of control with concern around the elective consultant to consultant versus patients
admitted acutely. It was noted that there was significant growth in referrals and members
discussed the issues around specialty services and double payment. Members noted that
Joint Decision Making was on the agenda for Informal Clinical Cabinet in April. It was
agreed that Dr David Brown would be the Clinical Lead for this work . As the issue was
complex and required further discussion, it was decided that members would comment
outside of the meeting to Simon Rowe who would co‐ordinate those comments for Chair’s
action of approval.
IT WAS RESOLVED:
i)
ii)
iii)

Note the contents of the report;
Dr David Brown to be Clinical Lead; and
Simon Rowe would co‐ordinate members’ comments outside of the meeting
for Chair’s action of approval.

Action: Members to comment outside of the meeting to Simon Rowe who would
co‐ordinate those comments for Chair’s action of approval
5.3

Outpatient referrals and activity 2016/17
Simon Rowe introduced the paper which highlighted the activity principles and detailed
the possible approaches across primary and secondary care to elicit changes in outpatient
referrals to MYHT. Simon updated members on the STP Group discussions with the
primary care and secondary care challenges to GPs in respect of e consultation. Members
expressed concern around the strategy particularly as there was no data (costs, outcomes,
referrals, costs to individual GPs and queried the overall plan. Simon commented on the
current availability of data including Raidr and Dr Foster and the work previously funded by
3

the Network Development Unit, indicating that a PC system review would need to be
undertaken to provide understanding on outpatient referral number.
Members comments included:







Complex but consider coding for tracking pathway;
wondered whether a bespoke system would be required;
choose two specialties e.g. ENT/Orthopaedics to test out impact;
a need for medical records to be attached;
A need for a secondary care clinical lead to attend Clinical Cabinet
Issue was included in the MYHT contract negotiation stances

Members were updated around the involvement of the Better Value Group and how the
Task and Finish Group would take forward. It was agreed that Dr P Earnshaw and Dr C
Harries become members of the Task and Finish group. Members also keen to know how
the processing of consultant referrals letters work and it was thought that briefing could be
developed for a future Informal Clinical Cabinet meeting.
IT WAS RESOLVED:
i)

To note the content of the paper

6

KEY STRATEGIC PRIORITIES

6.1

Neurology update
Michele Ezro updated members on the background and introduced Dr Richard Kennedy,
Sarah Clarkson, Matt England from MYHT and Sarah Brow, NKCCG. Nyasha Mareya provided
a brief overview of the recent and ongoing engagement. Michele highlighted to the
members that the engagement with MYHT was jointly being undertaken for North Kirklees
CCG and Wakefield CCG patients with the key focus on making sure that patient safety and
communications were appropriately covered.
Dr Kennedy reported on the main themes and members noted that there was a risk around
the sustainability of stroke services in Wakefield particularly with the depletion of the staff
resource and interim patient transfers. Members were updated around delivery of
neurological specialist services in Wakefield noting that a new partnership model to provide
specialist care for the region was needed which would require further clinical discussion/
input. Members noted the update from MYHT with comments including collaborative
working, pathway management assurances and RAIDr/ e consultation and GP referrer
advice. It was agreed that Dr Brown would meet with MYHT to discuss intentions and
sustainability of the service particularly patient transfers to Leeds with a view to explore the
possibility of the next district‐wide (Wakefield) GP Target event on Neurology.
Action: Dr David Brown to meet with MYHT to discuss intentions and sustainability
particularly patient transfers to Leeds.
Members were asked to communicate the update into Networks particularly around
referrals

4

IT WAS RESOLVED:
i)
ii)
iii)

6.2

to note the contents of the report
Dr Brown to meet with MYHT to determine intentions and sustainability
Wakefield and North Kirklees CCG to work with MYHT to issues further GP
referrer advice

Adult Community Nursing Service Specification
Dr Pravin Jayakumar introduced this item with Kerry Munday and Ian Bennett in attendance
to present the report which updated and detailed changes to the Adult Community Nursing
Services in collaboration with MYHT. Members noted the draft implementation plan,
acknowledging that there was a huge amount of work around educational training for
MYHT/GP Practices but the CCG and MYHT are urgently working together to develop
this. Members’ comments included:







Nurse prescribers working with GPs for mentorship including one day training at the
surgery;
Involvement with Care Home Vanguard Team to support developing the role of the
Care home (Nursing) nurses;
Acknowledgment of the level of work required to achieve improvements to single
point of access particularly in relation to data collection;
Concern that everything was being done to mitigate problem areas;
Visibility on the Clinical Cabinet agenda in respect of Vanguards to bridge the
working together gap;
Andrew Pepper requesting additions to the Finance (Appendix A) section of the
specification relating to payment flows from unutilised community nursing resource
to other parts of the system which supports delivery of the specification and Better
Care Fund.

The recommendations were:
i)

to approve the Adult Community Nursing revised interim service specification
subject to the inclusion of Andrew Peppers recommendations noting
 There may be some issues raised regarding the revised specification in
relation to the provision of clinics by Adult Community Nurses
 It is a holding position for 12 months from 1 April 2016 whilst we work to
develop an integrated specification for wider community services as part of
the connecting care work stream

Members approved the interim Service Specification effective 1 April 2016 for 12 months.
IT WAS RESOLVED:
i)
ii)

To note the report;
Approve the interim service specification effective 1 April 2016 for 12 months

5

6.3

Transforming Care
Michele Ezro highlighted the main themes advising that it was part of a national programme
which followed on from the Winterbourne View initiatives to develop community services
and reduce inpatient numbers for people with a learning disability and/or autism.
The recommendation was:
i)
It is recommended that Clinical Cabinet agree the direction of travel for the
development of the Transforming Care Partnership plan to meet the NHS England
guidance (Building the Right Support)
Members noted the Transformation Plan was in its first draft and agreed that it should be
brought back to a future meeting. Members noted the content of the report and comments
included:





the benefits of a simplified guide being developed to support and give
understanding around the community services;
ASD diagnosis and the issue of a sustainable recovery plan with more capacity than
referrals;
patients being treated out of area (although it was noted that those out of area
would come back to the community); and
Consideration about carers and effects of the changes (although noted that it was a
national template on changes to adults with learning difficulties).

IT WAS RESOLVED:
i)
ii)
6.4

To note the contents of the report; and
To bring the transformation plan back to a future Clinical Cabinet

E Consultation
Simon Rowe and Sharon Cooke attended to update members on the findings of the e
Consultation service Mid Year Evaluation Report which had been requested to be brought to
Clinical Cabinet following approval in July 2015.
Members noted the issues behind the delays with full implementation i.e. clinicians
struggling with waiting lists, clinical queries, MYHT support and that there had been
software issues. Members discussed the issues around ease of use and how to raise
awareness of the facility, noting that the uptake on training sessions had been low. The
contents of the report were noted and it was agreed that it could be shared with Dr John
Connelly.
Action: Sharon Cook to share the E Consultation report with Dr John Connelly
IT WAS RESOLVED:
i)
II)

To note the contents of the update
Update to be shared with Dr John Connelly
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6.5

National Review of Maternity Services
Dr Debbie Hallott and Morna Cooke introduced the background and detail around the report
which had been based on a National Review of Maternity Services following the failings at
Morecambe Bay Hospital. The recommendations were highlighted as being:








Personalised Care;
Continuity of Care;
Safer Care;
Post‐natal Care and Perinatal Mental Health Services;
Multi professional working;
Working across boundaries; and
Payment System

Members comments included:





Acceptable if it offers more choice; but
Choice itself can be a problem as providers do not communicate with competition;
The need for communication with MYHT; and
Community Hubs and the future vision of Midwives working out of them

Morna updated members on the set up and detail of a maternity partnership.
Members noted the report and acknowledged the hard work done in maternity
transformation.
IT WAS RESOLVED:
i)

To note the National Review of Maternity Services.

7

OTHER ITEMS FOR DECISION

7.1

CGMS Network Approved Pathway and Tertiary Centre Pro‐Forma
Dr Hallott and Morna Cooke highlighted that the Yorkshire & Humber Paediatric Diabetes
Network had developed a pathway in order to obtain funding for Continuous glucose
monitoring systems form NHS England. It was noted that the pathway stipulates
that approval for use of the pathway is sought from local commissioners.
IT WAS RESOLVED:
i)

To note and approve the pathway.
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7.2

2016/17 CQUINS
Laura Elliott presented this item which was a further update on the developing CQUIN
advising that the national guidance for 2016/17 was published in March 2016 and now
included five CQUINS which were noted as:






NHS staff health and wellbeing;
Identification and early treatment of sepsis
Improving the physical health of patients with severe mental illness (PSMI)
Cancer 62 day waits; and
Antimicrobial resistance

The Staff health and wellbeing had three elements – flu vaccine uptake, health and
wellbeing initiatives and healthy food.
It was confirmed that the MYHT scheme had no overlap with the Better Care Fund; and that
the current maternity indicator would be included in the local quality re4quirements of the
MYHT contract.
Dr Furber queried whether there was any data available on staff health and Laura responded
that the relevant table would be shared.
Action: Laura to share the table on staff health and wellbeing indicators with Dr A Furber
Dr Earnshaw indicated that it needed to dovetail with other schemes for Staff Health & Well
Being and referred to a ‘pioneer for workforce’ scheme through Health & Well Being Board
with Sheffield Hallam University and members were updated on the detail.
It was agreed that Laura would bring a further update to the April Clinical Cabinet.
Action: Laura to bring a further update to the April Clinical Cabinet
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OTHER ITEMS FOR INFORMATION

8.1

Stroke Prevention in AF: Update
Gillian Richardson attended to present an update on stroke services and stroke prevention
in AF. Gillian updated members on the developments in stroke services which overlapped
with the neurology update giving examples of good and bad patient journeys and the
current positive position of prevention in AF. Members were also updated on post hospital
care, key SNAP indicators against national challenges, staffing on HASU, the benefits of
consistent workforce, therapy staffing, waiting times, and the future vision of ambulances
with CT scan equipment.
Members discussed the quality of the stroke pathway, the level of support, possible
professional delays (nurse waiting for sign off by consultant), risks, patient issues around
waiting for a GP. It was noted that it was a very complex pathway and that MYHT were
8

engaging to increase public awareness that treatment should be within 4 hours to improve
patient outcomes.
Gillian advised that going forward this work would be led by Nyasha Mareya. Members
thanked Gillian for the hard work done on what was considered to be a challenging service.
IT WAS RESOLVED:
I)

8.2

To note the presentation and update on stroke services

Clinical Networks
Michele Ezro updated members on the background and current position of the local GPs
Young Inspectors awards.

9

ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
No items to escalate.

10

MINUTES FROM SUB COMMITTEE
No minutes to note.

11

ANY OTHER BUSINESS

11.1

Michele Ezro highlighted the new style agenda which Members acknowledged with
comments including that the agenda should be clinically focused with clinical input.
Michele indicated that she was happy to discuss further outside of the meeting.

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 14 April, 2016
1.00 – 2.30 pm
Boardroom, White Rose House
Clinical Cabinet:
Thursday, 28 April 2016
9.00 am – 12.30 pm
Seminar Room, White Rose House
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Dr Ann Carroll
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Jo Webster, Chief Officer

It is recommended that the Governing Body receive and note the minutes of the Connecting Care Executive
meetings held from February and March 2016
Executive Summary:
11 February 2016:
 Specialist Wheelchair Services: Additional Costings:
o Paper presented outlining the implications of formally adopting the Wheelchair Alliance Wheelchair
Charter;
o In discussion it was suggested the CCE be mindful of the Wheelchair Charter rather than fully adopting it
and that there should be no procedural change in WMDC;
o The CCE agreed to keep the development of the Wheelchair Charter under review with an update
presented later in the year.
 Governance Arrangements for Wakefield:
o Paper presented outlining future consideration of developing the Wakefield Vanguard Commissioning
Group into a Wakefield Vanguard Delivery Board following the completion of nearly all commissioning
decisions;
o Terms of reference for the Vanguard Delivery Board to be presented at a future CCE meeting for
approval;
o In discussion the CCE noted the importance of communicating the work of all Vanguards to the public
and wider stakeholders;
o The CCE agreed to the recommendations including that the Connecting Care Health and Social Care
Partnership meeting becomes the future forum of the Provider Alliance Chief Executives.
 Community Anchors: Bromley by Bow Study Trip:
o The CCE approved funding for a Bromley by Bow visit and that a feedback report is presented at a future
CCE meeting.
 Better Care Fund 2016/17 Update:
o Papers presented outlining the current position of the 2016/17 Better Care Fund; noting the current
proposal is for the 2016/17 Better Care Fund to proceed without learning disabilities but with other areas
including Vanguards and some of the remaining MYHT Community Contract included;
o The CCE agreed to the figures outlined in the supporting paper to form the 15 February 2016 submission
to NHS England.
 Future in Mind Dashboard of Indicators:
o Paper presented outlining progress made to date and confirming an outcomes framework has been
developed (the first draft of the outcomes framework was tabled);








o Kooth service is now available and regular quarterly reports will be received;
o In discussion as series of questions and comments were noted for inclusion in future drafts of the
outcomes framework;
o The CCE acknowledged the significant progress which has been made and not losing the lessons learnt.
Future Weight Management Commissioning Model/Morbid Obesity Services Pathway:
o Paper presented detailing the intensions for re‐commissioning Adult Weight Management Services;
o The CCE noted the re‐commissioning intentions and supported its continuation.
Communications Update:
o Verbal update given by Kevin Dodd to the CCE including the importance of ‘customer care’;
o Supporting paper also presented noting the importance of joint collaboration with the Workforce
Programme;
o The CCE noted the importance of continuing with the actions already agreed including the holding of a
communications and engagement event.
Better Care Fund Pooled Financial Monitoring Report:
o Paper presented outlining the financial summaries of the Better Care Fund;
o Slight improvement noted on ICES and Wheelchair arrears and discussions held regarding mitigating the
Care Act Funding pressures.
Adult Community Nursing Service Specification:
o Draft Service Specification presented outlining the current proposed model;
o Discussing the service specification several suggestions were made for implementation;
o Update on progress made and early lessons following implementation to be given at a future CCE
meeting.

10 March 2016:
 Better Care Fund Quarter 3 Performance Report:
o Quarter 3 submission papers presented. The CCE were advised a retrospective change is to be made
following the discovery of an Ambulatory Emergency Care (AEC) coding error;
o Non‐elective targets were discussed before the CCE agreed to keep this target the same at 3.23% for
2016/17;
o The CCE were advised that significant work has taken place to ensure both non‐elective and Meeting the
Challenge targets are aligned.
 Better Care Fund Plan 2016/17:
o Referencing the supporting papers, the CCE were asked to consider if the Better Care Fund targets should
be aligned with the Local Authority or if stretch targets should be applied;
o In discussion, for WDMC Adults it was suggested targets remain unchanged for 2016/17 and suggested a
signal of intent is made to stretch for 2017/18 and beyond;
o The CCE also suggested 60% target for Patient Experience Local measure and 45% for Social Contact Local
measure;
o The CCE agreed delegated authority sign off was to be given to the Chair and Vice Chair of the CCE.
 Nova Funding Core Grant:
o The CCE approved joint funding between WCCG and WMDC of £70k each.
 Connecting Care Hub Funding for 2016/17:
o Papers presented to which the CCE were asked to approve funding;
o In discussion, the CCE were advised in addition to the resources detailed, further resources are available
via block contracts via the contract round;
o The CCE agreed to the funding as detailed in the supporting papers.
 Personal Health Budgets:
o Paper presented advising a small internal WCCG steering group has been set up to consider the current
Personal Health Budget (PHB) position, a proposed expansion offer for 2016/17 and how to take personal
health budgets forward over a 5 year plan;
o The CCE suggested consideration be given to technology to improve the personal health budget process
and that Marium Haque and Helen Sweaton have sight of the supporting paper before it is published on
the WMDC website;









o The CCE recommended approval of the proposal to Health and Wellbeing Board.
Governance: Connecting Care Health and Social Care Partnership and Vanguard:
o Papers presented outlining the proposed governance arrangements including updated Terms of
Reference and Memorandum of Understanding;
o The CCE suggested an update is given at Health and Wellbeing Board to ensure they are sighted on the
amended Governance arrangements.
Options Appraisal for Intermediate Care:
o Paper presented outlining the proposed options for consideration;
o Some concerns were raised in discussion therefore it was suggested the CCE approves the continuation
of the work, that the model is developed further with partners however financial decisions are not
agreed at this stage. The CCE agreed to this approach; adding that approval had not been given to all
aspects of the paper presented.
Better Care Fund Pooled Financial Monitoring Report:
o Paper presented outlining the financial summaries of the Better Care Fund;
Funding solution has been identified for inclusion into the Better Care Fund to pay for ICES and Care Act
cost pressures and the system is now able to operate within the original Better Care Fund envelope.
Future in Mind: KOOTH Analysis:
o Paper presented updating on the on‐line counselling project following its launch on 1 November 2015.

Agenda item : 19d(i)
Connecting Care Executive meeting
Thursday 11 February 2016
9.00am to 11.00am
Seminar, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Jo Pollard (JoP)
Michele Ezro (ME)
Adam Robertshaw (AR)
Angela Nixon (AN)
Helen Sweaton (HS)
Dr Adam Sheppard (DrS)
Kevin Dodd (KD)
Andrew Furber (AF)
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Dr Ann Carroll (DrC)
Jayne Beecham (JB)
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Jon Parnaby (JP)
Martin Smith (MS)
Ian Holdsworth (IH)
Joanne Hinchcliffe (JH)
Rachel Willcox (RW)
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Director of Adults, Health and Communities, WMDC
Programme Commissioning Director Integrated Care, WCCG
Chief of Service Delivery and Quality, WCCG
Associate Director, Service Delivery and Quality, WCCG
Finance Manager, Strategic Projects, WCCG
Finance, WMDC
Interim Service Director, Children & Young People Service
WMDC
Assistant Clinical Chair, WCCG
Chief Executive, WDH
Director of Public Health, WMDC
Deputy Director Public Health, WMDC
GP Board Member, WCCG
Communications Lead, WCCG
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Care (WCCG)
Senior Commissioning Manager, WCCG
Public Health Commissioning Manager, WMDC
Health and Wellbeing Manager, WMDC
Head of Network Development, WCCG
Head of Nursing for Care Closer to Home, MYHT
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Webster, Andrew Pepper, Nichola Esmond and John Wilson submitted
their apologies.

2.

Minutes from 14 January 2016 meeting:
The minutes were accepted as an accurate record.

3.

Action Log:
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Reviewing the action log, in addition to the updates already detailed, the
following update was given:
 20150409‐003: The development of the ICES Service Specification
continues and an update is expected to be presented at the next CCE
meeting.
4.

FOR DECISION: Specialist Wheelchair Services: Additional Costings:
JP advised the Wheelchair Alliance issued a Wheelchair Charter in July
2015 which detailed 10 points for adoption. An outline on the
implications of formally adopting these 10 points was presented at
December’s CCE meeting however the CCE requested additional
information regarding the financial implications. JP talked the CCG
through his findings as detailed in his supporting paper.
Following consideration of the detailed challenges presented and noting
the financial implications outlined in the supporting paper, it was
suggested Wakefield should be mindful of the Wheelchair Charter rather
than adopt it fully. From a Local Authority point of view, AB suggested
there should be no procedural change in WMDC and referencing the
options in the supporting paper, proposed a joint approach with the CCG
should be taken from both organisations.
The CCE agreed to keep the development of the Wheelchair Charter under
review with an update given in 6 to 9 months’ time.

5.

FOR DECISION: Governance Arrangements for Wakefield:
Referencing the supporting paper, MB advised a joint Vanguard (MCP and
Care Home) Commissioning Group has been created, however most
commissioning decisions have now been made with contracts and
partnership agreements etc. now in place. As a result consideration has
been given to how to move forward with supporting both vanguards in
their delivery. MB talked the CCE through the details of the supporting
paper, advising Appendix 1 is an initial view of the proposed new
framework of the arrangements, however further discussions are to take
place before a final version is completed. MB therefore proposed a
revised set of Terms of Reference (ToR) for the Vanguard Delivery Group
are presented at a future CCE meeting and asked the CCE for approval to
progress with their development.
In discussion it was noted there is also a West Yorkshire Urgent and
Emergency Care Vanguard (WYUECV). It was suggested conversations
take place to discuss how this additional vanguard should be included. MB
acknowledged this.
The CCE also discussed the importance of having the correct Governance
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in place. It was suggested that once the additional review work has
concluded, consideration should be given to how the work of all
Vanguards is communicated to the public and wider stakeholders.
MB added there have been discussions at the Provider Alliance Chief
Executives Forum about how that group considers future governance
arrangements and the suggestion is that the Connecting Care Health and
Social Care Partnership will be the future forum for the Chief Executives to
come together rather than having a separate meeting. AB and KD
confirmed this. MB proposed to bring back to March CCE meeting
updated ToR that reflected this decision by Provider Alliance CEO.
The CCE agreed to the recommendations as detailed on the supporting
paper.
6.

FOR DECISION: Community Anchors: Bromley by Bow Study Trip:
Following a visit in December by Sir Sam Etherington who talked about the
model used by Bromley by Bow in Primary Care and Voluntary and
Community sectors, a request was made by several GPs and other
professionals to visit Bromley by Bow. AM advised the supporting paper
outlines a request for funding for 5 Community Anchor Managers, 5 GPs
and 5 other key staff to make this visit.
DrS declared a conflict of interest, noting he was hoping to be one of the 5
GPs to be involved in the visit.
The CCE discussed the funding request. In discussion, some concern was
expressed regarding the potential cost and possible public perceptions of
using funds for a visit. AM acknowledged those concerns, however felt
asking attendees to pay for themselves could exclude voluntary sector
colleagues.
In discussion, AM confirmed the maximum budget would be £3,000, all
attempts would be made to get the cheapest transport costs possible and
the cost includes the £500 Bromley by Bow imply for hosting visits.
The CCE approved the funding noting the caveats detailed and requested
that a report is presented at a future CCE meeting detailing feedback and
outcomes from the visit.

7.

FOR DECISION: Better Care Fund (BCF) 2016/2017 Update:
Tabling an additional supporting paper, MS advised:
 Allocations were received from NHS England (NHSE) yesterday and the
tabled paper details the most up to date finance figures;
 The information presented in the supporting papers builds on the
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paper presented at last month’s CCE meeting;
 Formal guidance from NHSE is still pending, however the high level
financial plan for 2016/17 still requires submission to NHSE on 15
February 2016.
MS talked the CCE through the supporting papers, confirming:
 The BCF is split into 7 schemes;
 The current plan is ‘silver without learning disabilities’ and totals £58m;
 The main difference between 2015/16 and 2016/17 is the inclusion of
both MCP and Care Home Vanguards, the remainder of the Community
Contract with MYHT (excluding Children Services and others as detailed
in the supporting paper) and other additional services up to the value
of £5.6m (as detailed in the supporting paper);
 The recommendation is that the figures outlined are put forward as the
high level financials on 15 February 2015. After this date, Wakefield
has until April to provide a detailed summary; subject to receipt of the
formal guidance.
The CCE discussed Social Care Capital Allocations and Disabled Facilities
Grant allocations after a note of caution was raised regarding Capital
Allocations whereby not all have been announced. ACTION: AN to review
all allocations released yesterday and feedback to MS as soon as possible.

AN

Following a concern raise at January’s CCE meeting regarding WMDC being
unable to commit to the level of BCF detailed, AB provided an update,
advising there were some issues regarding this year’s BCF which have now
been resolved, however some concerns remain going forward and
believes the guidance may or may not address those concerns, however
it is acknowledged holding back the submission which has to be made on
15 February 2016 does not help anyone. The advice AB has given to
WMDC members is to stay on course, it is believed we are doing the right
thing for next and future years, however all need to be mindful of the
risks.
The CCE agreed to the recommendation as noted in the paper.
On behalf of the CCE, both AB and MB acknowledged the work of all those
involved (including both the Connecting Care and Public Health Teams) in
the production of the high level financials for the 2016/17 BCF without the
benefit of having any guidance available.
8.

FOR DISCUSSION: Future in Mind Draft Dashboard of Indicators:
IH talked the CCE through his supporting paper, advising on progress,
challenges, finances and activity, review of partnerships and eating
disorder. With regard to finances and activity, IH confirmed an outcomes
framework has been developed with Public Health; advising for the Future
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in Mind programme, 11 local priorities have been developed against a
national framework of Key Performance Indicators (KPIs). IH tabled a first
draft of a Future in Mind Outcomes Framework with some figures noted
to demonstrate how trend with be measured and use the available to
demonstrate impact against the 11 local priorities grouped into 4
overarching outcomes.
Discussing IH update, it was noted the KOOTH service is now available and
IH was asked if KOOTH could attend a meeting forum to provide a review
of the service to date. IH advised he has received a written report from
KOOTH and their Quarter 1 report is due shortly therefore some detailed
information will be available and IH expects they would be happy to
present and talk through that data. ACTION: IH to arrange for KOOTH to
attend a future forum.
The CCE discussed the Outcomes Framework. In discussion it was
suggested that details of the spending plan be included adding this might
provide useful cost benefit analysis. IH confirmed details of spending are
reported quarterly however this information can be added. ACTION:
Details of spending plan to be included in Outcomes Framework.

IH

IH

Continuing the Outcome Framework discussions, JoP asked if there had
been clinical involvement from Children’s Mental Health Services and
suggested the following two additional indicators are included:
 Experience;
 An indicator to demonstrate earlier intervention presents fewer mental
health issues for children i.e. a reduction in the number of
children/adolescence who are transferred into adult mental health
services.
AM advised a piece of detailed work may be required to include these
AM
indicators however will investigate. ACTION: AM to raise the
questions/points raised with the Public Health Intelligence Team.
Regarding clinical engagement, IH confirmed discussions have taken place
at Project Board meetings (attended by mental health professionals)
therefore clinicians have had an oversight, however IH acknowledged that
perhaps more work is required in reviewing each of the indicators and
IH
their impact. ACTION: IH to arrange review of indicators with clinicians.
The CCE also asked what evaluation is built into the programme going
forward IH advised each year the transformation plan has to be rewritten
and it has to be reflective of progress, demonstrate the impact made and
review how the plan will be developed moving forwards including
quantitive and qualitative reviews with continuing consultation and
engagement. AM added KOOTHs evaluation data is very impressive.
Acknowledging the significant progress made, AB noted the importance of
not losing the lessons learnt and asked if there would be an opportunity as
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the programme develops to build on some of the evaluation, specific
programme elements, overall programme assessment and reflect that to
instigate other changes in the future. HS advised an evaluation has
already commenced and it could be reviewed to consider planning, quality
evaluation and how we build on that in the development of this and future
programmes.
9.

For DISCUSSION: Future Weight Management Commissioning Model /
Morbid Obesity Services Pathway:
Referencing their supporting paper, JH and RW provided an update on
WMDC intention for re‐commissioning Adult Weight Management
Services.
Talking the CCE through the details of the supporting paper, JH highlighted
the need to move at pace considering the time it takes to procure services
and noted that Clinical Cabinet, as well as nominating 2 Clinical Cabinet
members to lead on the clinical input into the development of the service
specification, have asked to have final sight of the final version of the
service specification before going out to procurement.
The CCE discussed the proposed model. In conversation, JH confirmed the
model is for Adults only.
The CCE noted the re‐commissioning intentions and supported its
continuation. The CCE asked for the final version of the service
specification, once approved by Clinical Cabinet, be presented for
information at a future CCE meeting.

10.

FOR DISCUSSION: Communications Update:
Introducing his update, KD advised he was seeking confirmation from the
CCE regarding ‘someone being the Mary Portas of the health world’ to
change some elements of communication within all constituent parts of
the partnership, adding:
 A paper has already been presented detailing communications is about
leadership;
 There is a disconnect between leaders, middle managers and front line
staff in terms of vision;
 How much do the public know about Connecting Care, how do we
ensure the same message is given out to everyone at the same time,
how are these messages communicated and received;
 Communication and customer care needs to start at the right baseline;
this is difficult to achieve if start half way through therefore
consideration needs to be given to what the CCE and partner
organisations want to achieve by working with those who are involved
on a day by day basis and determine what connecting care means in a
6

collaborative sense. It is not integration; integration is one person who
determines priorities whereas collaboration is everyone saying the
same thing at the same time in order to get the same movement;
 Communications and Workforce have areas which apply to both.
Workforce development should commence at the point of staff
induction so that every inductee goes through the same process and
hears the same message outlining what connecting care is trying to
achieve. This can also extend to include appraisals, standards to be
achieved etc. For existing staff, incentives may be required in order to
move forwards;
 A vision was agreed at the last CCE meeting; now this is in place, if an
indistinguishable service is to be delivered at the point of access,
details of good practice need to be obtained and see what is happening
on the front line regarding the expectations of leaders;
 Within partner organisations, there is no‐one who has been nominated
or has the title ‘Customer Care Manager’ besides WDH.
Referencing the supporting paper, KD highlighted the recommendations
advising the CCE need to measure what matters most in order to improve
staff engagement and if the CCE still wish KDs involvement, a conversation
needs to take place with Linda Harris (Workforce Programme Lead)
regarding joint collaboration. In addition, for the Communications Group,
JB can manage this Group and relay any messages required, however KD
felt the CCE need to ensure the right people are in attendance, are
available to attend the meetings and have the authority to get the right
messages out. JB added KD is referring to the behaviour change which
takes place behind the rhetoric and suggested this should be the starting
point; adding the Communications and Engagement Group can convey any
message, however if the rhetoric or the reality are different, it will be
counter productive, and agreed the tie in to the Workforce group is
absolutely crucial.
JB continued to advise there is a disconnect between the top and delivery
levels of all organisations. In addition recommendations were approved
last Autumn which have been put to one side recently, however are now
being worked on again regarding sharing common information.
Referencing the supporting paper, AB noted the principles detailed and
suggested there is strong support from the CCE and other forums for
those principles and there is some work which needs to be done to
identify the role of the Workforce Group and how that fits with connecting
care; in particular effectively embedding standards and training
behaviours across all organisations. Regarding the other recommendation
concerning one of the Connecting Care Hubs being a starting point, AB
requested consideration be given to quick wins which can start to change
the way people see the work we are doing.
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Discussing which hub should be the pilot site, a suggestion was made that
it is somewhere other than Waterton. KD advised consideration to which
hub site has not yet commenced, however consideration will need to be
given to ensure it engages and encourages staff in order to influence an
outcome.
KD advised an action plan will be drafted and asked if the communications
and engagement event already recommended should go ahead.
Concluding all discussions, AB suggested a joint discussion is held at a
future meeting with Linda Harris. MB also felt it was important to
continue with the actions already agreed by the CCE previously including
the holding of a communications and engagement event. In addition, the
CCE agreed KD has the mandate and support to continue this work.
11.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting:
Referencing the supporting paper, AR noted the cost pressures against the
Better Care Fund (BCF) for this year, however reported two good news
items as follows:
 Slight improvement on ICES and Wheelchairs arrears;
 Discussions took place on 20 January 2016 regarding mitigating the
Care Act Funding cost pressure by using the joint reserves. AR advised
it would be transacted in February’s position given that January’s has
already been closed off.

12.

FOR DISCUSSION: Joint Legacy Reserves:
Referencing the Joint Legacy Reserves paper, AR advised of the joint
reserves available, £2.7m have been re‐committed against social workers
into next year. AN acknowledged the supporting paper is the same
version which was presented at December’s CCE meeting due to cut off
timescales and the WMDC ledger not closing until after the deadline date
for meeting papers. AN confirmed this will be updated for the next
meeting. MB added ICES and Care Act resources also need to be reflected
and therefore some brief analysis work is required. ACTION: MB will send MB
a variation to AN for Section256 via a letter for 2015/16 commitment.
Regarding Reserve Overwriting, AR noted that the £1.6m, although it has
been reflected in the table presented for months, there is not a formal
minute noted which will allow WMDC to pay this amount. AN asked the
minutes reflect that £1.6m is to be paid out of the Joint Legacy Reserves.
The CCE acknowledged the agreement that the £1.6m reserves are to go
to Wakefield CCG from Joint Legacy Reserves.

13.

FOR DISCUSSION: Adult Community Nursing Service Specification:
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IB provided an update on the draft Adult and Community Nursing Service
Specification which has been revised with colleagues from WCCG, West
Wakefield Health and Wellbeing Team and MYHT. Referencing the
current draft of the service specification, IB advised on the highlights on
the current position for this piece of work; advising:
 It is a work in progress with the aim of covering the next 12 months
and takes into consideration the work being undertaken from an
integration point of view; acknowledging there are lots of different
workstreams both nationally and locally which need consideration;
 The service specification has been broken down to look specifically at:
o Nursing leadership and how that will be delivered in the next 12
months;
o The huge clinic variations across all networks;
o Response Times
o Discharge Criteria and the needs of the population in terms of
planning for the patients and working with provider integration
teams going forwards;
IB added that this piece of work has highlighted other issues which have
required additional reviewing i.e. equipment, training etc.
KM added this process has changed and improved working relationships
across all organisations and there is a real commitment to succeed;
adding:
 In addition to the service specification, a transition and
implementation plans together with standing operating procedures
and policies etc. will be written;
 Lots of work has taken place with West Wakefield Health and
Wellbeing (WWHWB) regarding vanguard and integration as well as
with Practice Nurses, District Nurses and practitioners on the ground.
CCE members acknowledged the work which has been undertaken before
discussing the draft specification. In discussion, KM confirmed Lisa
Chandler and Gill Day (Public Health) have been involved adding, they
have seen the specification and IB will be meeting with them to discuss
nurses joining with primary care nurses regarding the training to be
delivered in addition to working on the transition and implementation
plans.
Clinic variations between networks was also discussed. DrC welcomed the
involvement of clinical leadership from the CCG noting it will be critical for
the CCG to support the outcomes of this review and that the district
nursing offer is the same across the district which will be critical for GPs
who are going to find a reduction in their district nursing clinics. KM
advised there has been a meeting between a couple of Networks with
differing clinics and following lots of debate and discussion with GPs
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spoken to, they do accept there needs to be some consistency, however
some networks are still to be met with. MB added there has been GP
leadership involvement during this piece of work with the involvement of
Dr Pravin Jayakumar. In addition, IB and Mike Forster have been really
proactive in coming up with a solution to tackle mobile working for nurses
in 2015/16 and 2016/17.
Response times were also discussed after MB asked if there was a date for
going live; noting this was important for the Connecting Care and Meeting
the Challenge Programmes in terms of evidence and strategy. IB advised it
is hoped the revised service specification will be put into place from 1
April 2016 however noted there may be an initial issue in terms of a dip in
performance as a result of a change in working practices and introduction
of mobile/agile working at the same time. As a result, IB felt it would be
after an initial 3 month period, that performance data could start to be
shared with the CCG.
In discussion, a couple of suggestions were made in terms of the service
specification itself:
 Consideration be given to Children’s within the whole service
specification rather than just in the last 2 pages. HS advised there are
two areas of overlap between Adults and Children’s i.e. there is a
commitment for anybody going into a family home to be aware of their
responsibilities for safeguarding children and it would be really good if
that could be reflected potentially around page 9;
 For Children’s to be listed as one of the services where relationships
will need to be had; particularly in the situation of new carers on page
7.
Noting the connections made with WWHWB and the MCP Vanguard, the
CCE asked if similar connections have been made with the Care Home
Vanguard. KM confirmed this was the case; advising there have been
discussions regarding district nurses going into care homes where there
are paid nurses to deliver care. A possible outcome could be, after a
period of time, the nursing home pays the district nursing service to
provide and deliver the care required.
Concluding discussions, the CCE requested an update is given after
implementation (perhaps in the autumn) on the progress made and any
early lessons which colleagues at the CCE need to support KM and IB with.
14.

FOR ASSURANCE: Transforming Care Submission:
AB advised this is a piece of work which the Government have requested
jointly from CCGs and Local Authorities over a larger geographical patch,
therefore it covers Calderdale, Kirklees, Wakefield and Barnsley. A draft
paper has been produced however could not be circulated prior to today’s
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meeting, however proposed it is circulated after this meeting. The final
version will be presented to CCE prior to submission. The CCE agreed to
this approach. ACTION: Draft Transforming Care Submission to be
circulated.
15.

AB

FOR ASSURANCE: Better Care Fund: 2015/16 Results of Quarter 2
Analysis:
MB advised the target for non‐electives at MYHT is being met, however
there are some coding challenges with Ambulatory Emergency Care (AEC)
and therefore a negotiating stance will be included within the MYHT
contract to rectify this for next year. Without this challenge, Wakefield
would have been on track with our overall population non‐elective
admission reductions.
MB added whilst we are on track with our MYHT non‐elective reductions,
because of increases in non‐electives at Barnsley, Doncaster and Leeds
and the AEC coding issues, this has resulted in Wakefield national
population bases showing we are not on target; however local targets
have been met and this will be reported to our regional Better Care Fund
lead in our quarter 3 submission.

16.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items of interest were raised.

17.

FOR INFORMATION: Connecting Care Project Management Documents:
Risk Log and Highlight Report:
This agenda item was noted.

18.

FOR INFORMATION: Vanguard Commissioning Sub Group Actions:
AB noted MB presents each time a summary of initiatives which have been
agreed. Acknowledging some CCE members are keen to understand what
is taking place with regard to the Vanguards, AB suggested it might be
helpful to have some link to the original reports or details of who is
leading the initiatives. The CCE agreed. ACTION: MB to arrange links.
MB

19.

Any other Business:
No additional items of business were raised.

20.

Date and Time of Next Meeting:
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Thursday 10 March 2016, 9.00am to 11.00am in Seminar Room, White
Rose House
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Meeting Minutes:
1.

Action:

Welcome and Apologies:
Andrew Furber, Helen Sweaton, Jo Pollard (JoP) and Kevin Dodd submitted
their apologies.

2.

Minutes from 11 February 2016 meeting:
The minutes were accepted as an accurate record after it was confirmed
funding for the Bromley by Bow visit taking place on 12 April 2016 will
come from the Community Anchors fund.
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3.

Action Log:
Reviewing the action log, in addition to the updates detailed, the following
updates were given:
 20160211‐006: Future in mind dashboard development continues with
feedback from February’s CCE meeting incorporated. Update to be
presented at a future meeting;
 20160211‐007: MB is working with AN on the Section 256 variances
for completion by financial year end.

4.

FOR DECISION: Better Care Fund Quarter 3 Performance Report:
MS talked the CCE through the key points from the Quarter 3 submission
for the Better Care Fund (BCF); advising confirmation from NHS England
(NHSE) that data submitted can be retrospectively changed following the
discovery that Ambulatory Emergency Care (AEC) has been included in the
reporting figures following a coding error at MYHT.
Discussing the possibility of changing the 3.23% non‐elective target for
2016/17, MS suggested the target remains unchanged for 2016/17. AP
supported this as did CCE members.
The CCE discussed links between BCF targets, the Meeting the Challenge
(MtC) programme possibly being accelerated and if the two programmes
were aligned. In terms of MtC, MS advised if the 1% growth target could
be sustained, reconfiguration would be achieved; currently the 1% growth
is close to being achieved, as is the 3.23% non‐elective target across the
service. MS suggested the same could be achieved next year as part of the
2 year programme of 1% growth. MB reminded partners that significant
work had taken place in 14/15 to ensure both N/E targets and MtC targets
were aligned.

5.

FOR DECISION: Better Care Fund Plan 2016/17:
Referencing the supporting paper, MS advised a decision is needed
regarding the level of local Wakefield targets for 2016/17 before
submission to NHSE on 21 March 2016 and asked the CCE if the BCF
should be aligned with the Local Authority or if stretch targets should be
applied. MS talked the CCE through the targets as detailed on the
supporting paper before they were discussed.
In discussion, MB suggested whatever targets are set, they need to be
realistic regarding what can be achieved. From a WMDC perspective, AB
advised consideration is already being given to the BCF going forward in
terms of mapping future ambitions, however for Adults, AB felt targets
should remain unchanged for 2016/17 and suggested a signal of intent is
made to stretch from 2017/18 and beyond as consideration is given to
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maximising the potential of the BCF to drive more ambitious targets.
The CCE discussed Length of Stay (LoS) and Delayed Transfers of Care
(DToC) targets noting there is no target for LoS. MS advised there are 2
elements of the BCF in terms of DToC which NHSE are interested in, one
being the rate per 100,000 population. MS advised this has been a
challenging indicator due to lack of good published performance
population data therefore Wakefield have targeted a reduction of 3.5% on
2015/16 performance following discussions with the DToC team.
The CCE discussed local social contact and patient experience measures.
NE advised the patient experience project Healthwatch has been
undertaking is scheduled to end in September 2016. In discussion, MB
suggested the patient experience target should be increased to 60%. In
terms of the social contact measure, AB suggested any increase in target
should be more ambitious than half a percent and suggested further
discussions take place outside of this forum. In discussion, NE expressed
concern regarding increasing the social contact target from its current 45%
target.
The CCE continued to discuss collection of patient experience data; Jo W
advised it should be done routinely regardless of whether it is done in
partnership with Healthwatch or via other mechanisms and that a
sustainable way of measuring this data needs to be found going forward.
The CCE also discussed joint working and how quality and patient
experience of services can be brought together and suggested
consideration be given to how this can happen to bring together all quality
and intelligence together in a different way. JoW also suggested tasking
Quality and Engagement Leads to write a paper with NE and AM regarding
what a sustainable model would look like going forward once the current
evaluation period has passed. ACTION: JoW to ask JoP to liaise with
JoW
Quality and Engagement Leads. Anna to speak to CCG quality leads to
progress.
Completing the briefing to CCE members, MS confirmed targets are to be
reported to NHSE on 21 March 2016 and acknowledged the suggestions of
agreeing 60% target for Patient Experience Local measure and 45% for
social contact local measure. MS added the report will be submitted with
a narrative which is currently being worked on for the BCF which will detail
how the national conditions will be met and outline Wakefield’s plans as a
district. Regarding formal approval prior to 21 March 2016 submission,
MS asked the CCE to approve delegated sign off is given to the Chair and
Vice Chair of the CCE. This was agreed.
MS confirmed the final version of the BCF is to be submitted on 25 April
2016 with a partnership agreement in place by the end of June 2016.
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Thanking all those involved in the development of the 2016/17 BCF, AB
also suggested the CCE to consider how the approved targets and BCF
detail is conveyed to the public in order to make it real. MS added this can
be incorporated into the narrative.
The CCE agreed delegated authority is given to the Chair and Vice Chair in
signing of the 21 March 2016 BCF narrative and submission.
6.

FOR DECISION: Nova Funding Core Grant:
Following up to what was presented to the CCE in September 2015, LB
asked the CCE to consider and approve joint funding for 2016/17;
explaining the request is for WCCG to provide £70k and WMDC to also
provide £70k.
Providing assurance to WCCG colleagues, MB confirmed funding is to be
provided from a budget MB manages. AB confirmed the resources are
also available from a WMDC perspective.
The CCE agreed to the funding as detailed in the supporting paper.

7.

FOR DECISION: Connecting Care Hub Funding for 2016/17:
AB declared a conflict of interest therefore, JoW chaired this item.
Referring to this and agenda item 14 supporting papers, MB advised a
comprehensive report has been pulled together by the Connecting Care
Team regarding Connecting Care Hub performance which includes
Healthwatch patient experience updates, Carers Wakefield improvements
in life satisfaction recorded via the LEAF tool and the North Kirklees
methodology for recording emergency bed day reductions and admission
avoidance. MB advised for 2016/17:
 It has been recognised that investment for the voluntary sector and
work being undertaken by the Connecting Care Hubs needs to
continue;
 Requests for growth investment have been received from some of the
agencies however these have been turned down due to current
financial challenges within the system;
 The proposed figures detailed in the supporting paper are for Carers
Wakefield, Age UK and Social Care input into the Connecting Care
Hubs.
MB asked the CCE to approve the funding requests.
The CCE discussed bed day data and if the figures were as robust as
possible. MS confirmed the figures are an assumption using the North
Kirklees model and following conversations with Justine Bilton (Carers
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Wakefield) and Paula Bee (Age UK) regarding the services their respective
organisations provide and a review of their outcomes, it was felt their
organisations prevent approximately 5% of people seen attending
hospital, however MS acknowledged this needs further review and
auditing.
Population coverage of hubs was discussed due to variances in referral
rates and usage per population; noting there appears to be discrepancies
in activity. MS confirmed referrals received are reviewed across all three
hubs and for the admission avoidance scheme, only face to face and non‐
face to face data has been reviewed due to this being the only tangible
data.
The CCE also discussed funding and JoW asked (for the purpose of CCE
colleagues) what the rationale was behind supporting the 3 schemes
identified in the supporting paper non‐recurrently when others are not
going to continue. MB advised in addition to the resources detailed, other
resources are available through a block contract which are being dealt
with via the contract round and that double funding wasn’t possible given
the financial challenges in the system. MB acknowledged some Providers
may challenge current levels of investment, however believes there is a
strong narrative in place to explain the investments in 3rd sector adult and
social care; adding further that NHSE also encourage out of hospital
commissioning for the BCF.
Discussing the funding request, JoW questioned the sustainability of this
additional funding, noting that non‐recurrent funding is going to
continually reduce. MB advised discussions have taken place with Rob
Hurren (RH) regarding aligning further services into the CC Hubs. In
addition, as part of a Social Care national pilot, RH is also doing a review of
new community roles for social care community care workers moving
forward. RH is very much leading the national pilot and an update can be
presented at a future CCE meeting. JoW added the CCE needs to consider
and question sustainability more than in previous years in order to make
decisions and that there also needs to be a framework for STP for
Wakefield.
In discussion MB confirmed the funding request does not include the
additional funding received via SRG.
The CCE agreed to the funding request as detailed in the supporting paper.
8.

FOR DECISION: Personal Health Budgets:
Referencing the supporting paper, ME and JH advised a small internal
WCCG steering group has been set up to consider the current Personal
Health Budget (PHB) position, a proposed expansion offer for 2016/17 and
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how to take PHB’s forward over a 5 year plan.
The CCE discussed the take up of PHB, noting that levels appeared to be
low. JH advised it is hoped that position will change and a survey is
currently being conducted to identify reasons behind people not applying.
In discussion AB suggested consideration be given to technology to make
the PHB processes easier for all concerned and gave an example of where
other Local Authorities have started to use pre‐paid mastercards for
everything resulting in all budgeting and management of finances being
managed centrally and AB would like to see this as part of future
developments to be considered.
Discussing the recommendations, JW advised he would like Marium
Haque (MH) and Helen Sweaton (HS) to have sight on the supporting
paper before it is published on WMDC website. After discussion, it was
suggested discussions take place between ME, JH, MH, HE and Lisa Willcox
outside of this meeting to ensure a joint approach and understanding.
The CCE agreed the proposal presented did not need to come back for
further consideration and agreed work needs to continue with all the right
people involved.
Referencing the recommendations, AB suggested the wording be changed
to reflect the CCE recommends approval to Health and Wellbeing Board.
9.

FOR DECISION GOVERNANCE – CCHSCP and Vanguard
MB reminded members a framework was presented at the last CCE
meeting which outlined different governance arrangements for
Connecting Care Health and Social Care Partnership (CCHSCP) for 2016/17,
why a different approach is required for the Vanguards following the
completion of commissioning for the Vanguards, a new focus on delivery
and implementation and the subsequent emergence of a Vanguard
Delivery Board (VDB).
MB talked the CCE through the contents of the supporting papers
highlighting:
 Appendix 1: Diagram of proposed governance arrangements;
 Updated VDB Terms of Reference (ToR);
 Changes to the CCHSCP ToR;
 Appendix 2: Memorandum of Understanding (MoU). MB advised the
MoU is not intended as a legal document at this stage, however there
is a signal of intent that by the end of the summer 2016 a Formal
Management Board (FMB) is set up with representatives from partner
organisations across the district to consider how resources are
delegated and managed as a system. There is acknowledgement that
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some facilitated workshops will need to be held to get system leaders
prepared by the end of June 2016 prior to the FMB being implemented
in September 2016.
Discussing the information presented it was noted the information
provided strengthens the collaboration trying to be achieved in order to
bring it to a much firmer footing with a FMB with delegated authority
across the system as it moves towards an Accountable Care System (ACS).
JoW advised governance arrangements need to be outlined as part of the
Sustainability and Transformation plan (STP) for Wakefield and the
information presented will go towards that.
Reviewing the supporting papers, it was noted that Appendix 1 did not
reference the Care Home Vanguard. MB advised both Vanguards are
included. ACTION: Appendix 1 to be amended to reflect that both
Vanguards are included.

MB

Referring to the recommendations, AB suggested an update is given at
Health and Wellbeing Board to ensure they are sighted on the amended
Governance arrangements. The CCE agreed to this recommendation.
10.

FOR DECISION: Options Appraisal for Intermediate Care:
SW talked the CCE through the supporting paper and details of two
proposed options moving forwards. SW highlighted the following:
 Intermediate care beds are not being used for the commissioning
purpose intended;
 Community services need to be prepared to accept patients ‘home
first’;
 A phased approach is planned to reduce from 40 beds over a 20 week
period until August 2016;
 The costings detailed in the supporting paper are full year costings;
 Savings made by removing these beds will be re‐invested.
The CCE acknowledged the work which has taken place to date across
organisations and discussed the supporting paper’s findings.
The CCE discussed where the decision should be made in terms of the
recommendations and proposals presented; it was agreed that the
decision is that of the CCE.
Regarding the current position, DrC agreed with the sentiment as
described in the paper and acknowledged intermediate care beds have
been an issue for some time, however suggested the situation lends itself
to a type of ‘Outreach’ service similar to that of the Vulnerable People’s
Outreach service. DrC noted that for a service to work, reassurance
would need to be given to Care Homes as they are not currently set up to
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manage very complex patients due to the lack of the right staff,
competencies and/or funding for that level of complexity. DrC noted if
there was an Outreach service, it would need to be linked with a proactive
care home vanguard and that vanguard would need to be sustainable in
the long term.
JoW agreed that the paper is the right direction strategically, however
tactically concerns were expressed that the acuity of patients entering the
community to reduce length of stay and reduce bed days is not fully
understood and therefore felt a move to a ‘home based model’ needs to
be carefully thought through as further work is required in terms of
community services for these patients. JoW acknowledged that some
work has already been done in terms of workforce skills, bed bases etc.
however felt there was not enough detail in the report to say
(contextually) it is right to reduce the amount of bed capacity for this
district by 40 beds. At this stage JoW could not approve the paper
presented at CCE. In addition, JoW also noted that there are
interdependencies across community services which are block contracted
and these interdependencies need to be fully understood and details of a
MYHT financial analysis being undertaken at the moment needs to be a
feature in terms of providing assurance.
JoW suggested further clinical engagement would be required before this
work could progress and JoW could not approve with CCE members.
The CCE also discussed funds flow; AP commented one of the attractive
elements of the paper is the way it describes recycling money and when
considering the idea of decommissioning one part for investment in
others, AP felt we do not do enough of this in our system currently in a
clear way which is described by this paper.
Continuing discussions, AB advised a meeting is taking place next Tuesday
to review the ECIST work in hospital and look at admission avoidance,
discharge arrangements, relationship with hubs and care homes and there
is a whole set of recommendations that are subject discussion at
Tuesday’s meeting. In addition, conversations are taking place regarding
the roles of hubs and vanguards and AB expressed concern that in terms
of financial, outcomes, workforce etc. all discussions are not being
brought together in one place. Where that takes place is another
conversation, however AB suggested bringing all the different parts
together was something that needed to happen in order to understand
how they relate and support each other in order to have the right
assurances in place and suggested as system leaders, we make sure
everything is brought together.
In response to the comments made, SW advised:
 The beds which are used currently are not the right interventions for
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these patients; patients are not in the right place and that means that
we do not require this type of resource; we need something different;
 The aim is to make a more robust service in community which supports
care homes. DrC advised Outreach works in other areas i.e. children’s
and cancer; these are patients with very complex needs who
discharged with an outreach service. DrC added this might be the
wrong concept for elderly care, however the specialists involved are
reassured by that system.
 Regarding the acuity of patients, it is recognised these are complex and
a robust services are required in the community, however some of the
acuity of patients that are being treated in intermediate care beds are
as a result of the beds being used for something different they were
not intended; they are used as an extra bed base for their extra
patient.
Picking up AB point on how to bring all this together, JoW advised
consideration has been given as part of JoW role in System Leadership
with MYHT and how better connectivity across all its component parts can
be achieved and there is something which JoW can share with AB which
will hopefully bring all parts together which re‐launches MtC in a different
way. JoW added, it is evident that SW understands and has identified the
right direction of travel, but with regards to the complexity and the
tactical implementation and how we progress through the phasing of
coming out of the old and moving into the new JoW felt this requires to
be worked through in more detail.
AB asked if there was an opportunity for the work to continue in light of
the comments today and the ECIST work etc. i.e. for SW to continue to
develop the model further with partners however to not commit at this
stage to financial decisions and proposed there was an opportunity over
the next month to conduct the required work.
AB asked CCE members if they were comfortable with such an approach.
The CCE agreed to this proposal but were clear approval hadn’t been given
to all aspects of the presented paper.
11.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting:
Referencing the supporting paper and Joint Legacy Reserves paper, AR
advised:
 A funding solution has been identified for inclusion into the BCF to pay
for the ICES and Care Act cost pressures and therefore those are now
mitigated;
 As a system we are now able to operate within the original £41.693m
BCF plan therefore as it stands, the BCF plan should be delivered within
the original envelope.
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The CCE noted and welcomed a further reduction in ICES for a second
month in succession. AN advised it could even be lower at year end.
12.

FOR DISCUSSION: Future in Mind: Kooth Analysis:
IH gave an update on the on‐line counselling project following the service
launch on 1 November 2015. IH talked the CCE through the supporting
paper performance to date, adding:
 370 young people are now registered with the site and the rate of
uptake appears to be increasing;
 Majority of young people using the service are in school years 9‐11;
 Kooth’s first quarter report has now been received; it includes
testimonials from a number of service users who provide positive rich
feedback in text form and data on face to face counselling. ACTION:
IH to circulate this report to CCE members

IH

Discussing the information provided, the CCE asked if details of the online
service have been communicated to special schools and foster carers etc.
IH advised some special schools have been visited but not all and neither
have the colleges and although all schools have been written to, not all
have taken up the offer of receiving information, however IH advised he
will continue to push to increase the take up and will consider further how
to communicate with foster carers. JW suggested IH talks to Vicky Mavin
(Schools safeguarding officer), advising schools are required to submit a
self assessment around their safeguarding processes and practice and this
work may provide an opportunity to connect with all schools again.
13.

FOR DISCUSSION: ICES Service Specification:
This agenda item was deferred until April, however the CCE agreed any
comments on the supporting paper should be made virtually in order to
continue the momentum and if there are any operational tasks which can
be implemented, to go ahead and do them; do not wait to get approval
from the CCE.
AB advised for April’s meeting there needs to be assurance that plans are
in place to prevent the ICES budget falling away with itself next year and
there are tools in place for the service to be able to do that.

14.

FOR ASSURANCE: Connecting Care Hub Performance: April to December
2015:
Discussed under agenda item 7, however NE advised 400 patients have
now been interviewed by Healthwatch.

15.

FOR ASSURANCE: Vanguard Delivery Board Actions
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Following discussion at previous CCE meetings for more information on
commissioning decisions, MB advised the supporting paper includes
details on the commissioning decisions made at February’s meeting.
In discussion, JoW asked for an update on the impact of the reduced
funding envelope for both Vanguards in order to clearly understand all
implications including future priorities. MB advised that will be one of the
subjects to be discussed at the next VDB meeting in March; to understand
what the implications are for both vanguards. JoW added although
funding is still to be confirmed, it is understood the resources available will
reduce.
The CCE agreed the impact of a reduced Vanguard envelope needs to be
understood due to the impact it will have on the BCF and delivery plans.
MB advised the only intelligence she currently has available is:
 The national transformation pot (vanguard funding) has been spent 3
times over;
 Various scenarios are being considered by NHSE including what would
it mean if all vanguards are awarded 25% less or worse case scenario,
50% less of the Value Based Proposition (VBP) submitted.

MB

ACTION: Implications of reduced Vanguard funding envelop to be
presented at April’s CCE meeting.
16.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items of interest were raised.

17.

FOR INFORMATION: Local Section Agreements Update: February 2016
RM talked the CCE through his supporting paper regarding funding to
support WCCG’s digital agenda; specifically regarding how integration
hubs are supported and how information is shared.
The CCE thanked RM for the work he has done so far on the IMT agenda;
acknowledging significant progress has been made over the last year.

18.

FOR INFORMATION: Connecting Care Hub Capital Investment:
This agenda item was noted.

19.

FOR INFORMATION: Joint Legacy Reserves:
Referencing the supporting paper, AN advised:
 The balance remaining has changed from what is advised; it is now
£181k believing that ICES may end the financial year with an overspend
11

of £900k;
 The health and equalities project has an underspend of £42k, however
GPs may require these funds next year. ACTION: WMDC and WCCG
finance colleagues to discuss further outside of this meeting to ensure
absolute clarity; noting that the final figures will not be known until
year and ICES continues to be a budget which is being pushed down.
20.

FOR INFORMATION: Connecting Care Project Management Documents:
Risk Log and Highlight Report:
This agenda item was noted.

21.

Any other Business:
CCE members were asked to complete a Committee Self Assessment form
and return to MD.

22.

Date and Time of Next Meeting:
Thursday 14 April, 9.00am to 11.00am in Seminar Room, White Rose
House
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Information

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Probity Committee held on 26
January 2016 and 22 March 2016.
Executive Summary:
26 January 2016
Use of Transition Fund ‐ Equitable Funding Review
 a ring fenced Transition Fund of £172,180 has been identified to support four practices whose estimated
budget for 2016/17 budget is likely to be reduced by 5%‐9%
 Regular monitoring of the progress during the year to take place
 LMC to be removed as part of the appeals process
 Allow up to 100% of the fund to be reclaimed if practices make no effort to implement
Network Development Framework approval of payments
 Overall practices have provided 35,245 additional patient contacts in Q3 and the total additional contacts
provided by practices in the nine quarters of the NDF to 31 December 2015 are 244,814.
 All 40 practices have achieved the other KPIs for Q3.
Co Commissioning Update
 Two of the schemes submitted to NHS England were partially successful as part of the Primary Care
Infrastructure Fund for estates and premises.
 Interim estates strategy is now in place and local estates forum developed.
 CCG allocations against plan are complete or are on track, there is a need to secure an incident reporting
system.
 GP choice initiative has been reoffered to practices, only one practice expressed an interest.
 Internal Audit of co commissioning has taken place which provided significant assurance.
 A communication and engagement plan is now in place regarding the branch closure at Netherton Medical
Surgery. Engagement will commence in February 2016.
22 March 2016
Improvement in Prescribing Plan (ImPP) for 2016/17
 Plan was approved and now includes new eligibility criteria, new indicators and reporting requirements.
There is a clear plan relating to indicators for anti‐bacterial medications
 CG has a long history of higher than average prescribing of certain medications



Learning points from the ImPP scheme during 2015/16 resulted in several recommendations for 2017/18,
including reviewing the number of indicators, working across a wider footprint and financial rewards.

Probity Committee Annual Self‐Assessment
 No significant concerns were raised by the assessment and an action plan has been developed to improve
future performance.
Deloitte External Audit Report and Action Plan
 Presented for information only. The report and action plan are being formally monitored by the Audit
Committee.
 All CCG staff will be required to provide a quarterly declaration of interest. The formal guidance from NHS
England is still awaited and an action plan to be developed.
Co‐Commissioning Update
 The conclusion of national negotiations,
 The significant additional investment into primary care,
 A review of the Safe‐haven contract and the end of directed dementia DES.
 A requirement for quarterly reporting of the NHS England self assessment
 The amalgamation of a number of co‐commissioning reports into one template in future
 The completion of a monitoring review of the Safe‐haven contract.
 An update that the Vulnerable Practice fund which is available to 5 local practices is non‐recurrent and that
the fund is matched by the practice.
 An update on the proposed GP branch closures.
 Primary Medical Services (PMS) and Wakefield Practice Premium Contract (WPPC) contract negotiations are
underway with a deadline of 31 March 2016.
 An estates update including the establishment of an Estates Forum and the receipt of draft estates
guidelines.
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15/66

Apologies
Apologies were received from Jo Webster, Pat Keane, Kathyrn Hilliam and Mark
Jenkins.

15/67

Welcome and Introductions
Rhod Mitchell welcomed everyone to the meeting.
Dr Imelda McDermott outlined the research being undertaken regarding the
development of primary care co commissioning which will be shared
anonymously with NHS England.

15/68

Declarations of Interest
No declarations were made.

15/69

Minutes from meeting held on 24 November 2015
The minutes from the meeting held on 24 November 2015 were agreed as an
accurate record.

15/70

Actions from meeting held on 24 November 2015
1

No actions were noted from previous meeting.
15/71

Matters Arising
There were no matters arising.

15/72

Use of Transition Fund ‐ Equitable Funding Review
Catherine Wormstone updated members regarding the Equitable Funding
Review process, a ring fenced Transition Fund of £172,180 has been identified to
support four practices whose estimated budget for 2016/17 budget is likely to
be reduced by 5%‐9%, to allow these practices a 12 month period to work
towards achieving a financially sustainable position.
Concerns were raised regarding the proposed payment plan of 100% being paid
over the financial year at quarterly milestones and where a practice fails to
achieve the milestones, up to 25% of the total sum may be reclaimed at the end
of the financial year. It was therefore agreed that up to 100% of the total sum
may be reclaimed at the end of the financial year. It was also agreed that
quarterly monitoring of progress towards achievement should take place
throughout the year and reported back to Probity Committee.
There is a need to maintain primary care offer, noting that finances will change
once the new contract is in place. Therefore the CCG need to facilitate how
practices will respond to change. There is a need to be more bespoke regarding
action plans required to support change process. Therefore practices are to
include their project outcomes for achieving the plan.
Concerns were also raised regarding the appeals process where it was agreed
that the LMC would not provide an independent review, however an alternative
appeals review process to be identified.
Nichola Esmond outlined that Healthwatch can offer a temperature check on
four practices affected.
Dr Connor confirmed that four practices were selected as they have a loss which
is greater than 5%, they are small practices and capacity to make change is
difficult.
All practices are to be encouraged to be accreditations for Young Persons,
Dementia Friendly etc.
It was RESOLVED that the Probity Committee:
(i) Approves the deployment of the Transition Fund which has been
identified to support practices during 2016/17 as part of the
implementation of the Wakefield Practice Premium Contract. Ensuring
there was monitoring of the progress during the year
(ii) Remove the LMC as part of the appeals process
(iii) Allow up to 100% of the fund to be reclaimed if practices make no effort
to implement
2

15/73

NDF Q3 update
Dr Connor outlined the NDF provides funding of £5 per registered patient per
annum for two years paid in quarterly instalments ‐ £3 for additional patient
care and £2 for achievement of other key performance indicators (KPIs). It was
noted that thirty eight practices have met or exceeded the KPI target for
additional clinical activity in Q3; one practice has missed the target for Q3 and so
failed to deliver its remediation plan.
Overall practices have provided 35,245 additional patient contacts in Q3 and the
total additional contacts provided by practices in the nine quarters of the NDF to
31 December 2015 are 244,814.
All 40 practices have achieved the other KPIs for Q3.
Nine practices delivered 90% to 100% of the contacts funded by the NDF (green)
including remediation plans where applicable. One practice, Ash Grove,
delivered 50% to 90%, and one practice, King Street, delivered less than 50% of
required contacts this quarter.
It was RESOLVED that the Probity Committee:
(i)

15/74

Approve the report of the NDF Scrutiny Panel including the proposals for
payments to practices.

Co Commissioning Update
Catherine Wormstone updated the members of key areas of interest, noting:
NHS England requested the CCG and practices submit bids as part of the Primary
Care Infrastructure Fund for estates and premises. Two of the schemes
submitted were partially successful.
As part of the primary care transformation fund, bids were to be submitted to
NHS England by the end of February. However the guidance to support this is
currently unavailable.
An interim estates strategy is now in place and the CCG has developed a local
estates forum which is chaired by Andrew Pepper.
It was noted that the CCG allocations against plan are complete or are on track,
however there is a need to secure an incident reporting system.
GP choice initiative has been reoffered to practices, only one practice expressed
an interest in this.
Internal Audit of co commissioning has taken place which provided significant
assurance. However there is risk regarding the resource available to support co
commissioning and steps are being taken to address this. It was noted that
contracting support is now in place.
3

A communication and engagement plan is now in place regarding the branch
closure at Netherton Medical Surgery. The CCG has provided support to the
practice in this and it has been discussed at the practice’s patient reference
group. This engagement will commence in February 2016.
It was noted that notice has now been served to Westgate Hostel.
As part of the vulnerable practice fund, five practices have been recommended
for consideration.

It was RESOLVED that the Probity Committee:
(i) Notes the verbal update provided.

15/76

Any Other Business
No other business discussed.
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 Bodies (Admission to Meetings) Act 1970).

15/77

Date and Time of Next Meeting
Tuesday 22 March 2016, 2.30, White Rose House.
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15/87

Apologies
Apologies were received from Jo Webster, Kathryn Hilliam, Pat Keane, Andrew
Pepper and Nichola Esmond. Also absent were Sharon Fox and Hany Lotfallah.

15/88

Welcome and Introductions
Rhod Mitchell welcomed everyone to the meeting.

15/89

Declarations of Interest
No declarations were made.

15/90

Minutes from meeting held on 26 January 2016
The minutes from the meeting held on 26 January 2016 were agreed as an
accurate record subject to the correction of two minor grammatical errors:
15/72 ‐ Use of Transition Fund ‐ Equitable Funding Review
The last sentence of the 3rd paragraph should read ‐ Therefore practices are to
include their project outcomes for achieving the plan.
15/74 ‐ Co Commissioning Update
The second sentence of the 8th paragraph should read ‐ The CCG has provided
1

support to the practice in this and it has been discussed at the practice’s patient
reference group.

15/91

Actions from meeting held on 26 January 2016
The Use of Transition Fund – Equitable Funding Review has been completed and
details will be included at minute 15/96.

15/92

Matters Arising
There were no matters arising.

15/93

Improvement in Prescribing Plan (ImPP) for 2016/17
Lyndsey Clayton presented this paper and highlighted several areas including the
new eligibility criteria, new indicators and reporting requirements. It was noted
that there is a clear plan relating to indicators for anti‐bacterial medictions.
Lyndsey confirmed that the CCG has a long history of higher than average
prescribing of certain medications (such as Pregabalin) and she confirmed that
these issues were being addressed via the medicines optimisation Quality
Innovation, productivity & Prevention (QIPP) which is being delivered by the
Practice Pharmacists, rather than ImPP.
A lengthy discussion took place which reflected on the learning points from the
ImPP scheme during 2015/16 and resulted in several recommendations for
2017/18, including reviewing the number of indicators, working across a wider
footprint and financial rewards.
It was RESOLVED that the Probity Committee:
(i) Approves the Improvement in Prescribing Plan for 2016/17

15/94

Probity Committee Annual Self‐Assessment
Katherine Bryant began by thanking all voting members of the committee who
had completed the self‐assessment forms.
Katherine confirmed that no significant concerns were raised by the assessment
and an action plan has been developed to improve future performance.
A lengthy discussion took place regarding quality of reports. This included the
use of front sheets for committee papers and the need for members to raise
questions with the paper authors prior to meetings to allow authors to respond
appropriately in committee.

It was RESOLVED that the Probity Committee:
(i) Note the outcome of the annual committee self‐assessment
2

questionnaire;
(ii) Consider which actions are required in response to the results.

15/95

Deloitte External Audit Report and Action Plan

Katherine Bryant presented the paper for information only and confirmed that
the report and action plan are being formally monitored by the Audit
Committee.
Katherine and Sandra Cheseldine informed the committee that all CCG staff will
be required to provide a quarterly declaration of interest. The formal guidance
from NHS England for how this is to be done is still awaited and an action plan to
be developed.
It was RESOLVED that the Probity Committee:
(i) Note the report prepared by Deloitte.
(ii) Note the action plan prepared to address recommendations made by
Deloitte.

15/96

Co‐Commissioning Update
Catherine Wormstone provided an update for assurance.
The update included:
 The conclusion of national negotiations,
 The significant additional investment into primary care,
 A review of the Safe‐haven contract and the end of directed dementia
DES.
 A requirement for quarterly reporting of the NHS England self
assessment
 The amalgamation of a number of co‐commissioning reports into one
template in future
 The completion of a monitoring review of the Safe‐haven contract.
 An update that the Vulnerable Practice fund which is available to 5 local
practices is non‐recurrent and that the fund is matched by the practice.
 An update on the proposed GP branch closures.
 Primary Medical Services (PMS) and Wakefield Practice Premium
Contract (WPPC) contract negotiations are underway with a deadline of
31 March 2016.
 An estates update including the establishment of an Estates Forum and
the receipt of draft estates guidelines.
Catherine received the thanks of the committee for a very comprehensive
report.
Sandra Cheseldine commented on an excellent first year of co‐commissioning.
3

it was RESOLVED that:
(i)
Notes the update provided

15/97

Any Other Business
No other business discussed.
it was RESOLVED that:
(ii)
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).

15/98

Date and Time of Next Meeting
Thursday 21 April 2016, 1.30, White Rose House.
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