BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 10 NOVEMBER 2015
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 – Dr David Brown, Dr Adam Sheppard, Dr Clive
Harries, Karen Parkin

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 15 September 2015
b Action sheet from the meeting held on 15 September 2015

6.

Matters arising

7.

Patient Story ‐ Video

Dr Phil Earnshaw

8.

Chief Officer Briefing

Jo Webster

9.

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

10.

Local Digital Road Maps

Andrew Pepper/Melanie
Brown

11.

Wakefield Estates Strategy

Andrew Pepper/Melanie
Brown

12.

Safeguarding Annual Reports ‐ Presentation

Jo Pollard
Edwina Harrison and Bill
Hodson –
Local Authority

All present

a Wakefield District Safeguarding Adult Board – 2014/15 Annual
Report
13.

Patient and Public Engagement Annual Report 2014/15
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Jo Pollard & Andrew Pepper

Jo Pollard

14.

Finance Report – Month 6

Andrew Pepper

15.

NHS Wakefield CCG Declarations of Interest

Andrew Pepper

16.

Committee – terms of reference review

Andrew Pepper

17.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 30 July 2015
b Integrated Governance Committee
(i) Minutes of meeting held on 20 August 2015
(ii) Minutes of meeting held on 17 September 2015
c Clinical Cabinet
(i) Minutes of meeting held on 27 August 2015
d Connecting Care Executive
(i) Minutes of meeting held on 13 August 2015
e Probity Committee
(i) Minutes of meeting held on 28 July 2015
(ii) Minutes of meeting held on 22 September 2015
f Health and Well Being Board
(i) Minutes of meeting held on 30 July 2015
g Decisions of the Chief Officer – verbal update

18.

Any other business

19.

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)”.

20.

Date and time of next Public meeting:
Tuesday, 12 January 2016, 1pm in the Boardroom, White Rose House
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Sandra Cheseldine
Rhod Mitchell

Stephen Hardy
Andrew Balchin
Rhod Mitchell

Dr Philip Earnshaw
Jo Webster

Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 15 September 2015
Pontefract Town Hall
Present

Andrew Balchin

In attendance

15/142

Dr Avijit Biswas
Dr David Brown
Sandra Cheseldine
Dr Phil Earnshaw
Sharon Fox
Dr Deborah Hallott
Stephen Hardy
Dr Clive Harries
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Alison Sugarman
Jo Webster

Corporate Director, Adults, Health & Communities –
Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Lay Member
Chair and Clinical Leader
Independent Nurse Member
GP, New Southgate Surgery
Lay Member – Public Patient Involvement
GP, Chapelthorpe Surgery
Secondary Care Consultant
Lay Member and Vice Chair
Chief Finance Officer
Chief of Service Delivery and Quality
GP, Lupset Health Centre & Assistant Clinical Leader
Practice Manager, Northgate Surgery
Chief Officer

Katherine Bryant
Lesley Carver
Laura Elliott
Michele Ezro
Pat Keane
Karen Parkin
Andrew Singleton
Mandy Sheffield
Jess Weatherill

Governance & Board Secretary (minute taker)
Senior Project Manager (item 15/156)
Head of Quality & Engagement (item 15/153)
Associate Director Service Delivery & Quality
Director of Strategy & Organisational Design
Associate Director Finance, Governance & Contracting
Quality Co-ordinator (item 15/152)
Head of Safeguarding (items 15/159, 15/160 & 15/161
Planning & Performance Manager (item 15/153)

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

15/143

Apologies for Absence
Apologies for absence were received from:
Dr Ann Carroll
Dr Andrew Furber
Dr Pravin Jayakumar

15/144

GP, Outwood Park Medical Centre
Director of Public Health – Wakefield Council
GP, Grove Surgery

Public Questions and Answers
There were no questions from members of the public.
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15/145

Declarations of Interest
All GP members and the Practice Manager member declared an interest in item 10 on the
agenda; a presentation, GP Patient Survey Results. It was agreed that all members will be
able to join in the discussion regarding this agenda item.

15/146

Minutes of the meeting held on 14 July 2015
It was RESOLVED that:
(i)

15/147

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 14 July 2015 were agreed as a correct record.

Action sheet from the meeting held on 14 July 2015
Katherine Bryant confirmed there were no actions from the meeting held on 14 July 2015.

15/148

Matters arising
There were no matters arising.

15/149

Chief Officer Update
Jo Webster presented the Chief Officer updated. She highlighted a number of items
included within the written report.
NHS England has developed a new CCG assurance process. NHS Wakefield CCG will be
assessed in early October and allocated one of four categories (e.g. assured as
outstanding). Jo explained the new process includes six domains and consideration of
performance against statutory duties.
Dame Barbara Hakin, NHSE National Director for Commissioning Operations, wrote to
CCGs in August 2015 regarding maintaining financial stability across the health economy.
The letter outlined a number of obligations placed on CCGs, for example a suspension on
fines levied on provider organisations if they fail to achieve referral to treatment
standards. Jo noted that this will be a challenging period for the finances of CCGs and
provider organisations.
The Yorkshire and Humber Commissioning Support transition to a new provider
organisation is progressing well. The Governing Body expressed their thanks to Karen
Parkin for leading this work on behalf of the CCG. Jo Webster noted a minor error in the
report; when the full term is taken in account the value of the Commissioning Support
contract will be above the level of authority delegated to the Chief Officer and Chief
Finance Officer. The Governing Body reaffirmed the delegation (agreed in May 2015) to
the Chief Officer and Chief Finance Officer to make decisions about commissioning
support services and any associated decisions about the commitment of expenditure.
It was RESOLVED that:
(i)
(ii)

To note the content for information and support on-going developments outlined in
the content of the report.
Reaffirm the decision to delegate authority regarding YHCS transition to the Chief
Officer and Chief Finance Officer to make decisions about commissioning support
services and any associated decisions about the commitment of expenditure.
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15/150

Managing Conflicts of Interest
Jo Webster introduced this report. She explained that in July 2015 all CCGs received a
letter from NHS England. CCGs were asked to complete a self-assessment and confirm
that appropriate policies and procedures are in place to manage conflicts of interest.
Katherine Bryant drew attention to the written report which provides the Governing Body
with assurance that robust processes are in place to manage conflicts of interest. The
report covers a number of critical areas and confirms the key measures established by the
CCG; this includes amongst others the Conflict of Interest Policy approved by the
Governing Body in January 2015 and the Probity Committee which was established in
April 2015. The Audit Committee receive regular assurance reports about the
management of conflicts of interest.
Rhod Mitchell reminded members of the Governing Body that all committees now a
standing agenda item regarding referral of items to the Probity Committee.
Following a suggestion from Andrew Balchin it was agreed information will be added to
the CCG’s website which sets out in simple language how the CCG manages conflicts of
interest.
It was RESOLVED that the Governing Body:
(i)
(ii)

Note the letter received by the CCG from NHS England;
Note the assurance report which was submitted by the CCG to NHS England in
August 2015; and
(iii) Agreed that information will be added to the CCG’s website which sets out in simple
language how the CCG manage conflicts of interest. No further actions are required
by the CCG at this time.
15/151

Recommendations from the Star Chamber process to quality assure a reduction in 24
beds within MYHT
Jo Pollard presented this report. The Meeting the Challenge programme has entered a
phase in which it is proposed there will be bed reductions across the Mid Yorkshire
Hospitals Trust. There will be fewer beds on the Dewsbury hospital site and an increase in
beds on the Pinderfields hospital site with an overall reduction for the Trust as a whole.
A total reduction of 44 beds is scheduled to be delivered in 2014/15. The first 20 bed
reductions were approved in June 2015. This followed assurance that alternative capacity
had been generated by a range of schemes. The Governing Bodies of NHS Wakefield CCG
and NHS North Kirklees CCG requested further assurance on the remaining 24 bed
reductions planned for 2015. A ‘Star Chamber’ was therefore convened to scrutinise the
Quality Impact Assessment (QIA) carried out by the Mid Yorkshire Hospitals NHS Trust on
the proposed bed reductions.
Jo Pollard explained a ‘Star Chamber’ is a formal part of the Quality Impact Assessment
process developed by the National Quality Board. It is designed to analyse potential risks
and consequences of proposed service changes. The aim of the Star Chamber was to
ensure that the impact of reducing bed numbers has been fully understood and there will
be no negative impact on quality.
The Star Chamber was chaired by Stephen Hardy and Dr Greg Connor (NHS Wakefield
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CCG’s Executive Clinical Advisor) was the Vice-Chair. The process was clinically led and
involved clinical and director representatives of NHS Wakefield CCG, NHS North Kirklees
CCG, the Mid Yorkshire Hospitals NHS Trust. It also included North Kirklees Healthwatch
representing both Healthwatch areas .
Jo Pollard confirmed that the Star Chamber process concluded there was assurance that
the schemes presented would deliver the required reduction in avoidable admissions and
length of stay to achieve occupancy rates of equal to or below 85% and deliver bed day
savings equivalent to 24 beds. This was subject to additional assurance being sought
about a number of items. Full details about these additional items and the assurance
provided are contained within the report presented to the Governing Body. Members of
the Governing Body considered this section of the report in detail.
The Governing Body discussed the links between the proposed reductions in bed number
at MYHT in the context of improving patient discharge processes. Jo Webster noted the
important work being undertaken as part of the Care Homes Vanguard programme to test
new ways of working between the health system, social care services and care homes.
It was RESOLVED that the Governing Body:
(i)

Note the conclusions of the Star Chamber and the additional assurance provided
Against the issues identified; and
(ii) Approve the proposed reduction of a further 24 beds in 2015 to bring the total in
Year One to 44 in line with the original Meeting the Challenge Implementation Plan.

15/152

Presentation – GP Patient Survey Results
It was noted all GP members and the Practice Manager member declared an interest in
this item. It was agreed that all members will be able to join in the discussion regarding
this agenda item.
Dr Phil Earnshaw provided a summary of the results from the recent GP Patient Survey.
He explained that the GP Patient Survey is an England-wide survey which provides
practice-level data about patients’ experiences of their GP practices. It was noted that
the response rate was 34%. Although this is a small sample of people the results are still
revealing and surprisingly consistent.
A number of key messages can be taken from the survey results, these include:
• The majority of Wakefield practices perform better than or in line with the national
average in the survey. There has however been a slight drop since the previous
survey which is mirrored nationally.
• 85% of patients had a good experience of their GP surgery.
• The percentage of patients reporting that they had a good experience of making an
appointment varied significantly across the district.
• 93% of respondents had confidence and trust in the GP they saw or spoke to.
Dr Earnshaw shared a series of graphs which showed the performance of all GP practices
within Wakefield district. It was noted that many of the practices which received high
results are small GP surgeries; these are often the practices which patients value most
highly.
Pat Keane assured members of the Governing Body that the results from the GP Patient
Survey are being considered by the CCG. As a CCG with delegated authority to cocommission primary care this will be a key priority, especially when triangulated with
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other performance and quality data. This information is being developed into a primary
care quality dashboard.
A debate followed regarding the primary care workforce challenges. It was noted that
Wakefield is a pioneer site for workforce development (across the health system). New
ways of working are being developed; technology will play a key role. Andrew Balchin
commented these challenges mirror difficulties faced across the public sector. The
challenge is to redesign services with fewer locally based staff and retaining the public’s
confidence and at the same time meeting their expectations.
Consideration was given to the data regarding extended opening hours for GP practices.
It was noted that views vary between different age groups.
Pat Keane noted the CCG’s role in helping and supporting GP practices, while
understanding the contractual relationship which underpins this. Further details will be
provided to a future meeting of the Probity Committee
It was agreed a copy of the presentation will be circulated to all members of the
Governing Body.
It was RESOLVED that the Governing Body:
(i)
15/153

Note the presentation.

Integrated Quality and Performance Summary Report
The Governing Body noted areas of success, this included no reported 12 hour trolley
waits and MYHT have met the monthly Referral to Treatment – Incomplete pathway
performance for the tenth consecutive month.
Areas for improvement include a failure by YAS to meet the operational standard Cat A
(Red1) and Cat A (Red2) 8 minute response times. MYHT and YAS have failed to meet the
require standard for turnaround targets. Andrew Pepper noted a number of initiatives
put in place to support YAS. This includes a significant growth in investment and new
schemes (eg NHS 111 clinical triage).
The CCG has not met the 62 day cancer pathway standard. Andrew Pepper explained that
a root cause assessment is undertaken on every case. Recurring issues include timely
diagnostics and inter-provider transfers.
A&E performance at MYHT has not met the four hour standard for the month and also the
year to date position. The Systems Resilience Group has agreed a number of system
actions to support MYHT achieve the required standard. Dr Sheppard confirmed work
streams have been established to improve key issues.
It was noted information about performance against the quality premium will be provided
to the next Integrated Governance Committee.
Concern was expressed about the Friends and Family results for SWYPFT. It was agreed
this would be passed onto the lead commissioner CCG.
Jo Pollard reported areas of success. She confirmed that MYHT remains rated as one of
the best performing trusts nationally in the latest Summary Hospital Mortality Indicator
(SHMI) report. Satisfaction with Wakefield GPs is above the national average in the
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Friends and Family Test. Furthermore patients praised the quality of care received at
Pinderfields on the June and July Patient Safety Walkabouts. Earls Lodge received a ‘good’
rating from the CQC following a previous inspection which rated the care home as
‘inadequate’. And finally breast feeding initiation rates improved during 2014-15.
Jo Pollard provided an update to the Governing Body about a recent unannounced CQC
were inspection of MYHT. Areas of concern identified on four wards (respiratory and
elderly care) nurse staffing levels and nursing practice issues. A quality summit (with NHS
England) was held in response and a further summit will be held in late September 2015.
Laura Elliot noted the CQC have published an inspection report about YAS. The overall
rating was “requires improvement”. The CCG is working with YAS on an action plan to
respond to issues raised.
It was RESOLVED that the Governing Body:
(i)

Note the current performance against the CCG strategic objectives and Quality
Premium; and
(ii) Note the full unabridged versions of the integrated quality and performance report
have been presented at the Integrated Governance Committee in July and August
2015. Assurance has been provided verbally and through exception reporting.
15/154

Finance Report – Month 4
Karen Parkin presented the month 4 finance report. She noted page 2 of the report
highlighted key issues. This includes overtrades on the MYHT contract (outpatients and
excluded drugs), managing children's complex care growth and managing QIPP delivery.
Andrew Pepper drew attention to the risks and opportunities analysis. He confirmed this
is currently a balanced position but there has been an adverse move during the last
period. Risk areas include a potential shortfall on QIPP delivery and in response the
Planning & Delivery Group are reviewing every scheme to assess whether they will
deliver. Full details will be provided to the Integrated Governance Committee. The MYHT
trading position includes an overtrade on excluded drugs; the Pharmacy Sub-Group is
working to address this. It was noted that this budget increased by 10% for 2015/16 but
there has been an increase above this level. Finally Andrew noted that prescribing costs
are emerging as a cost pressure; all CCGs are suffering. A series of processes which will
explore this further are planned, full details will be provided to future meetings of the
Integrated Governance Committee.
Andrew Pepper reported all parts of the Mid Yorkshire health economy face financial
pressures.
Members of the Governing Body noted the over trade position on Gastroenterology and
Endoscopy AQP contracts. A discussion followed regarding the causes of this position.
Sandra Cheseldine expressed concern about the shortfall on QIPP delivery. Jo Webster
reported a ‘stop the line’ event will be held to review QIPP delivery. She provided
assurance that the executive team are taking this issue very seriously. Every opportunity
to improve the position on QIPP will be sought over the coming month.
It was RESOLVED that the Governing Body:
(i)

Receive and note the contents of the report.
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15/155

Financial Control Environment Assessment
Andrew Pepper explained Paul Baumann (NHS England, Director of Finance) wrote to all
in July 2015 CCGs asking them to undertake a self-assessment of the financial governance
processes and controls in place. The Audit Committee will consider a copy of the full selfassessment at the next meeting on 24 September 2015.
The self-assessment highlighted a number of areas for further action. This included
strengthening the operating scheme of delegation, continuing to improve monthly
finance reporting and in year financial performance (inc QIPP delivery).
It was RESOLVED that the Governing Body:
(i)

Note the new NHS England requirement for all CCGs to complete a rapid review of
their financial stewardship arrangements; and
(ii) Note the outcome of the NHS Wakefield CCG self-assessment checklist which was
submitted to NHS England in August 2015.
15/156

Vanguard Programmes – Update Report
It was noted that the GP members and the Practice Manager member of the Governing
Body had an interest in relation to this item. It was agreed that all members will be able
to join in the discussion regarding this agenda item.
Melanie Brown provided an update on vanguard programmes the CCG is involved with.
Vanguard programmes have been established by NHS England to pilot new ways of
working.
The Multi-Specialty Community Provider (MSCP) vanguard programme is led by West
Wakefield and the Care Homes vanguard programme is led by the Wakefield Provider
Alliance. Both programmes have submitted business cases to NHS England and the formal
outcome is awaited.
An application for a West Yorkshire wide Urgent Care vanguard has been submitted. All
CCGs in West Yorkshire are involved. This programme is led by Chris Dowse (Chief Officer,
NHS North Kirklees CCG).
The West Yorkshire Association of Acute Trusts has submitted an application to the future
models of acute collaboration vanguard programme. Melanie explained that this
programme will focus on driving forward a ‘model clinical network’ that will deliver
improved and consistent outcomes for patients. It will use technology as a key enabler.
It was reported that funds to support the vanguard programmes will flow via local Clinical
Commissioning Groups. It is therefore necessary to establish new governance
arrangements for the vanguard programmes. It is proposed that a sub-committee of the
Connecting Care Executive is established. Jo Webster added that because the vanguard
programmes support integration it is proposed governance aligns with the Connecting
Care Executive. She added that the budgets allocated to the vanguard programmes are
commissioning budgets and it is therefore appropriate that they flow via the CCG and sit
within the CCG’s governance arrangements.
Finally Melanie noted that a four week consultation about the Care Homes Vanguard
service specification has commenced.
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Andrew Pepper confirmed the investment requested from NHS England is £1.1 million for
the Care Home Vanguard for 15/16. £2.8 million has been requested for the Multispeciality Community Provider vanguard fir 2015/16.
It was RESOLVED that the Governing Body:
(i)
(ii)
(iii)
(iv)

Note the update on the Vanguard Programmes;
Approve the revised Connecting Care Executive terms of reference;
Approve the proposed governance arrangements for the Vanguard Programmes;
To agree to receive further reports about all the Vanguard Programmes outlined in
this report;
(v) To agree to invest monies, as approved and provided by NHS England, in the Care
Home vanguard and the MSCP vanguard. This will include the monies to support
Programme management arrangements to the Vanguard programmes; West
Wakefield Health and Well-being Limited and the Provider Alliance.

15/157

Governing Body Assurance Framework
Andrew Pepper confirmed a number of changes have been made to the Governing Body
Assurance Framework since the last review in March 2015.
It was noted that there is further work to do and therefore a further Governing Body
development session will be held in autumn 2015.
It was RESOLVED that the Governing Body:
(i) Note the development of the Governing Body Assurance Framework;
(ii) approve the updated 2015/16 Assurance Framework for NHS Wakefield
Clinical Commissioning Group.

15/158

Risk Register Update
Andrew Pepper reminded the Governing Body that the risk register is reviewed on a
quarterly basis. The report presented was considered by the Integrated Governance
Committee in August 2015.
It was noted that a vast number of the risks have been considered during the meeting, it
was agreed this provides the Governing Body with assurance about the CCG’s established
risk management process.
It was RESOLVED that the Governing Body:
(i)

15/159

Note the Risk Register as of 20 August 2015.

CCG Safeguarding Adult Annual Report 2014/15
Jo Pollard explained that following the Care Act 2014 the CCG has new statutory
responsibilities regarding safeguarding adults. These include amongst others the
requirement to establish a Safeguarding Adults Board, and a duty to conduct a
safeguarding adult reviews. This annual report provides assurance about the CCG and
provider organisation’s performance with regard to safeguarding adults.
Jo Pollard highlighted the strong leadership provided by Sharon Fox. There is regular
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reporting about safeguarding to the Integrated Governance Committee and Governing
Body. A process to recruit a GP to lead on safeguarding adults is currently underway.
Continued support has been provided to GPs in Wakefield, for example 600 prompt cards
about the Mental Capacity Act have been shared with general practice. Skyline (the CCG’s
intranet) has been a key tool in communicating with member practices.
Mandy Sheffield noted that no GPs have currently expressed an interest in becoming the
designated GP for safeguarding adults. Members of the Governing Body agreed to
consider whether any of their colleagues may be able to take on this role.
It was RESOLVED that the Governing Body:
(i) Receive the CCG Safeguarding Adult Annual Report 2014/15 and note the assurance.
15/160

CCG Safeguarding Children Annual Report 2014/15
Jo Pollard explained that receipt of this report is a statutory responsibility for the CCG.
This annual report provides assurance about the CCG and provider organisation
performance with regard to safeguarding children.
Jo Pollard commended the leadership provided by Mandy Sheffield. There is regular
reporting about safeguarding to the Integrated Governance Committee and Governing
Body. There has been a significant improvement in the level of training undertaken;
topics have included child sexual exploitation and domestic abuse. Skyline (the CCG’s
intranet) has been a key tool in communicating matters related to safeguarding children.
Mandy Sheffield highlighted the successful work being undertaken by the Multi Agency
Safeguarding Hub (MASH). She noted that the MASH is highly regarded and operates to a
‘gold standard’.
Jo Webster sought assurance that the actions highlighted following four serious case
reviews (previous years) have been implemented. Mandy Sheffield confirmed that there
is evidence that communications between primary care and community services has
strengthened significantly, with GPs reporting an improvement in the quality of
relationships with health visitors. The Safeguarding Children Board monitor this area on
an ongoing basis and make regular checks of progress. Dr Harries added that the
optimisation of SystmOne has added value and provides alerts during consultations.
It was RESOLVED that the Governing Body:
(i) Receive the report and note the assurance.

15/161

Health of Looked After Children Report 2014/15
Jo Pollard explained that receipt of this report is a statutory responsibility for the CCG.
In the 2013/14 annual report it was noted that there were significant delays in providing
looked after children with health assessments. It was noted that there has been huge
improvement during 2014/15.
It was RESOLVED that the Governing Body:
(i)

Receive the report and note the assurance
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15/162

Patient Story
The Governing Body received a presentation from a patient who was recently treated by
MYHT following a stroke.
All members of the Governing Body thanked the patient for attending the meeting and
sharing her experience.

15/163

Minutes of the Audit Committee
Sandra Cheseldine presented minutes of the Audit Committee meeting held on 21 May
2015.
It was RESOLVED that the Governing Body:
i)

15/164

Note the minutes of the Audit Committee held on 21 May 2015.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee meetings held
on 18 June and 16 July 2015 and invited the Governing Body to consider the headline
discussions.
It was RESOLVED that the Governing Body:
(i)

15/165

Note the minutes of the Integrated Governance Committee held on18 June and
16 July 2015.

Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet meetings held on 25 June
and 23 July 2015 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
(i)

15/166

Note the minutes of the Clinical Cabinet held on 25 June and 23 July 2015.

Connecting Care Executive
Andrew Balchin presented minutes of the Connecting Care Executive meetings held on 9
April, 14 May, 11 June and 9 July 2015 and invited the Governing Body to consider the
headline discussions.
It was RESOLVED that the Governing Body:
(i)

15/167

Note the minutes of the Connecting Care Executive held on 9 April, 14 May,
11 June and 9 July 2015

Probity Committee
Rhod Mitchell presented minutes of the Probity Committee meeting held on 14 April 2015
and invited the Governing Body to consider the headline discussions.
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It was RESOLVED that the Governing Body:
(i)
15/168

Note the minutes of the Probity Committee held on 14 April 2015

Minutes of the Health and Well Being Board
Dr Phil Earnshaw presented the minutes from the Health and Well Being Board meeting
held on 11 June 2015.
It was RESOLVED that the Governing Body:
(i)

Note the minutes of the Health and Well Being Board held on 11 June 2015.

15/169

Decisions of the Chief Officer

15/170

Any other business
There were no other items of additional business.
it was RESOLVED that:
(i)
representatives of the press and other members of the public be excluded
from the remainder of this meeting having regard to the confidential nature
of the business to be transacted, publicity on which would be prejudicial to
the public interest” (Section 1 (2) Public Bodies (Admission to Meetings) Act
1970).

15/171

Date and time of next meeting
Tuesday, 10 November 2015, 1.00 pm 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 15 September 2015
Minute
No

Topic

Action Required

Who

15/150

Managing Conflicts
of Interest

15/152

GP Patient Survey

Add information to the CCG’s website
which sets out in simple language how
the CCG manage conflicts of interest.
Circulate copy of the presentation
slides

15/153

15/159

Date for Completion

Progress

Katherine Bryant

October 2015

Draft prepared, awaiting
final sign off.

Katherine Bryant

September 2015

Complete

Integrated Quality
& Performance
Report

Share concern about the Friends and Jo Pollard / Laura
Family (FFT) results for SWYPFT. It was Elliott
agreed this would be passed onto the
lead commissioner CCG.

September 2015

Complete
SWYPFT to split FFT results
by site/BDU. This will be
presented to the next
SWYPFT Quality Board.

CCG Safeguarding
Adult Annual
Report 2014/15

Members of the Governing Body
agreed to consider whether any of
their colleagues may be able to take on
the role of designated GP for
safeguarding adults.

November 2015

Complete
An expression of interest
has been received.
Discussions ongoing.

1

All GPs / Mandy
Sheffield

Paper 7

PATIENT STORY

Verbal

Title of meeting:

Governing Body

Date of Meeting:

10 November 2015

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 and Annex 1 attached

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
10 November 2015

Wakefield Dementia Action Alliance
At its recent meeting, the Executive Team gave approval for Wakefield Clinical Commissioning
Group to work towards becoming dementia friendly and to sign up to the Wakefield
Dementia Action Alliance.
To be signed up to the Alliance demonstrates Wakefield CCG’s commitment to supporting
those people living with dementia and their carers. The process involves developing and
delivering an action plan. The proposed actions are detailed below:








Carry out the Kings Fund assessment tool, with support from the DAA Co‐ordinator, to
identify any changes required to the physical office environment.
Implement any changes identified by the assessment to ensure that White Rose House
demonstrates principles of a dementia friendly environment.
Deliver the Dementia friendly information sessions as part of lunch and learn sessions, or
as part of mandatory training.
Encourage CCG Staff to become Dementia Champions.
Co‐produce an integrated care pathway for people at risk of, or living with, dementia.
Encourage GP practices to continue to improve dementia diagnosis rates and to ensure
they are fully aware of the local pathway around care and support for people with
dementia
Share and promote information via Skyline for use by GPs and Practice staff.

Over the following weeks the Dementia Coordinator, with the support from the Alzheimer’s
Society, will carry out the Kings Fund Assessment Tool. A Dementia Friends information
session is planned to take place in December for all staff and members of the Executive Team
have expressed an interest in becoming Dementia Champions. A further update will be
brought to Governing Body in January on the outcome of the proposed activity.
Specialised Services Update
Governing Board members will be aware that NHS Wakefield CCG is a core member of the
Yorkshire and Humber Specialised Commissioning Oversight Group (SCOG.) This update will
provide members with an overview of the key national and local developments related to this
agenda.
Nationally during Q3 2015/16 work will be completed to formally transfer commissioning
responsibilities back to CCGs for Out Patient Neurology (Adult Neuroscience Centres and
Adult Neurology Centres) and Specialised Wheelchair Services. Responsibility for
commissioning Morbid Obesity Surgery Services will transfer back to CCG’s from April 2016.
Because Out‐Patient Neurology Services were already commissioned by NHS Wakefield CCG,
the formal transfer will require only minor resource allocation adjustments. From a Specialist
Wheelchair service perspective, Wakefield District Metropolitan Council provides a
Community Equipment & Wheelchair service which includes an element of ‘specialist
wheelchair’ provision. As the service is currently commissioned by the Local Authority and

funded as part of the Better Care Fund (BCF) Scheme 3, further work is now taking place to
review the service to inform the BCF commissioning and contracting cycle for 2016/17. An
activity, cost, quality and waiting time profile exercise for Morbid Obesity Surgery is currently
underway at NHS England (NHSE), which will provide CCG’s with a baseline position to inform
our 2016/17planning and commissioning cycle.
Board members are asked to note that nationally CCG’s will be required to take a greater role
in the future commissioning of specialised services. It is envisaged that integrating
specialised services with other commissioning functions will provide greater flexibility for the
deployment of pooled funds across different services and increase the scope for further
joining up care pathways. It is also seen as an integral part of moving towards ‘place‐based’
commissioning over the next 3 – 5 years with an aim to fully transfer commissioning
responsibilities back to CCG’s.
Work has begun to segment specialised services into footprints or tiers to devise
commissioning models for devolving services to collaboratives in the future. The three tiers
identified are City/county such as the Greater Manchester arrangement, Sub region or Region
or National. A tool has been developed by NHSE to assess services against these tiers. Those
services in each tier will map across to a level of governance e.g. city/county group of CCG’s
or local health economy. Although legislation does not currently exist for commissioning
responsibilities to be delegated in this way, work is taking place to determine the governance
arrangements that will need to be in place to support this new way of working.
An Acute sector specialised services mapping exercise is also underway using new
Identification Rules which will assign activity to either NHS England Specialised Services or
CCG. Trust submissions will be shared with CCG’s for review and ‘sign off’ as part of the
validation process. The deadline for submission to the national team will be Thursday 10
December 2015 and the outputs will be used to inform the 2016/17 Planning Guidance.
In view of the pace of specialised commissioning developments, discussions at both Yorkshire
and Humber Specialised Oversight Group and Healthy Futures Programme Board will
continue during 2015/16 and beyond in order to ensure actions are in place to manage and
mitigate risks associated with this challenging and complex agenda.
Wakefield’s Integrated Workforce Strategy & Pioneer Programme ‐ 5 October 2015
Wakefield have been successful in securing some support from NHS England through the
Pioneer status we have for integration to help us with our workforce agenda.
CEO’s across the Wakefield system, their workforce leads and Network Chairs attended a
Workforce session that looked at how we could move forward in joining up workforce
planning more effectively. Linda Harris has offered to be CEO lead across the District on
Workforce on behalf of the Provider Alliance and led the session. Below are the agreed
actions being taken forward following the session:
1.
2.
3.
4.
5.

Developing a centralised place for training
Explore indemnity issue
Review Nurse Revalidation – can the system bring it together?
Developing an IM&T shared platform for workforce so every organisation can access this
Collaborative Recruitment Strategy
2

6. Monthly System wide communication – What’s best about Wakefield this month?
Linda Harris will work with any willing volunteers who would like to be part of a workforce
group to support this work moving forward. Would anyone from Primary Care be willing to
be involved? Please contact Kerry Munday with expressions of interest.
Nurse Revalidation Readiness Event Success – 14 October 2015
One hundred and forty nine Wakefield nurses from Primary Care, Wakefield CCG and Public
Health gathered for a Nurse Revalidation event on 14 October at Pontefract Racecourse.
Revalidation is a process being introduced from April 2016 by the Nursing and Midwifery
Council (NMC) that all nurses and midwives will be required to undertake every three years,
in order to renew their registration.
NMC Revalidation is the way in which nurses and midwives demonstrate to the NMC that
they continue to practice safely and effectively, and can remain on the register. In order to
revalidate, every nurse and midwife has to declare to the NMC that they are meeting the
standards of the NMC code, received confirmation from an appropriate confirmer to say that
this is true, and be able to offer evidence which demonstrates how this has been achieved.
The event, opened by Jo Pollard, Chief of Service Delivery and Quality, NHS Wakefield CCG
included national speaker Jan Glaze, Nurse Practitioner who led the NMC revalidation pilot at
Bracknell and Ascot CCG and Tracey Slater, Senior Nurse Manager, NHS England – North.
Workshops facilitated by Network Lead Nurses were found to be really useful providing an
opportunity for nurses to discuss revalidation within their Networks. The event was reported
as a motivational tool to get ready for revalidation with clarification of the requirements,
types of evidence and ways of providing evidence some of the most useful elements.
The event was a huge success with a notable shift in conversation from concern to optimism
and revalidation deemed to be do‐able and delegates feeling more confident about
revalidation. The final evaluation will be shared and questions and requests for information
responded to.
Care Quality Commission
Wakefield received two visits from the Care Quality Commission during week commencing
2nd November.
The first is to look at how services work together across Wakefield to care for older people. It
is the first of a series of ‘thematic reviews’ which the CQC are planning, and includes another
seven areas across the country. After the five day review the CQC will compile a report to be
published in spring 2016 highlighting good practice and national recommendations for
improvement. The review is interested in people’s individual experience of care, as well as
data which describes how people interact with ‐ and move between – different organisations
in the health and care system.
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The second CQC visit is a scheduled, short‐notice review looking at safeguarding and looked‐
after children across the whole health economy. It is also a five day review, and we expect
the report in four to six weeks’ time.
NHS Wakefield CCG Annual Assurance
On the 14 October 2015 Wakefield CCG received its annual assurance assessment for
2014/15. The CCG has worked with NHS England over the course of 2014/15 engaging in the
CCG Assurance process.
Wakefield’s headline assessment is “Assured with Support” and this is supported by
individual assessments of each of the six assurance domains described in the 2014/15 CCG
Assurance Framework.
Final 2014/15 Assessment
Are patients receiving clinically
commissioned high quality services?
Are patients and the public actively
engaged and involved?
Are the CCG plans delivering better
outcomes for patients?
Does the CCG have robust governance
arrangements?
Are CCGs working in partnership with
others?
Does the CCG have strong and robust
leadership?

Assured
Assured
Assured with support
Assured
Assured
Assured

NHS England reported that the CCG is making good progress in dealing with a challenging
agenda and have been commend on the progress we have secured. This assessment was the
final review using the six domains of the 2014/15 framework.
Checkpoint Assurance Meeting
On the 30 September 2015 the CCG met with NHS England for the first of our meetings under
the basis of the new CCG assurance framework for 2015/16.
The framework for 2015/16 sets out five components that reflect the key elements of a well
led effective clinical commissioner and underpin assurance discussions between CCGs and
NHS England, whilst identifying on‐going ambitions for CCG development.
The components include being well led, performance, financial management, planning, and
delegated functions.
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The following table sets out the initial assurance assessment of the CCG. Changes to this
assessment will be determined through the continuous assurance cycle, including any
additional assurance review meetings.
Component
Well‐Led Organisation
Delegated Functions
Financial Management
Performance
Planning

Assessment
Good
Good
Limited
Good

We agreed to meet with NHS England again in January 2016, at this time we will be in a
position to talk in more depth about the planning round, and consider our delivery over the
winter period. NHS England will also use this meeting to review our position against the five
components detailed above.
Copies of the detailed letters from NHS England are available to review if required.
Emergency Preparedness, Resilience and Response Assurance (EPRR)
All organisations receiving NHS funding are required to carry out a self‐assessment against
the NHS England Emergency, Preparedness, Resistance and Response (EPRR) Core Standards.
Following the self‐assessment Wakefield CCG is declaring full compliance against the core
standards and FULL compliance against the deep dive into pandemic influenza.
A work programme has been developed to ensure our arrangements are robust and are
reviewed regularly.
The work programme consists of:‐
 Revising Business Continuity arrangements, including a test
 Undertaking the annual review of the Incident Response Plan and the EPRR Policy
 Developing a training plan for on‐call staff and Continuing Professional Development
Folder
Health and Safety Policy
In October 2015 the Integrated Governance Committee approved minor amendments to the
Health and Safety policy for NHS Wakefield CCG. In accordance with best practice
recommended by the Health and Safety Executive, the Governing Body is invited to endorse
the new Health and Safety Policy. Once approved the new policy will be communicated to all
CCG staff. A copy of the policy is included at Appendix 3 to this report.

5

Workforce
Through the recent models of care vanguard NHS England visits in the District and work
underway with the Integrated Care agenda it has been agreed to progress with pace at
developing a whole system workforce strategy. This work will be led by Linda Harris, CEO of
Spectrum who will lead this on behalf of the Provider Alliance. This will need all organisations
across the system to contribute to this critical workstream and it will be a key enabler in our
District Vanguard projects. Future updates on this area of work will be considered on this
work at Wakefield Clinical Commissioning Group Governing Body. Resources for this have
been made available through the national Integrated Care pioneer programme who will
support this work and bespoke the support offered to meet Wakefield’s needs.
Community Anchors
The overall challenge for NHS Wakefield CCG continues to be to seek to reduce local
inequalities through effective health and well‐being services. It recognises that it cannot
achieve this alone and is committed to closer working with our communities and the grass
roots organisations that exist within them. Locally, there are a number of mature community
organisations in place within the district which form valuable assets through the provision of
a very wide range of services and activities for people living in our neighbourhoods. The CCG
is already providing some funding to support early work with these ‘community anchors’ to
help develop their ability to share their resources in working with us in increasing the
provision of community based preventative health and early intervening social care and
support services for the people of the Wakefield district.
I am also pleased to announce that a local ‘Building Communities’ conference is to be held on
1 December and is to be opened by Sir Sam Etherington, GP and chair of NHS Tower Hamlets
Clinical Commissioning Group.
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Direct Dial:

(0113) 8247511

Our ref:

MD/MJ

Date:

14 October 2015

NHS England – North (Yorkshire & the
Humber)
3 Leeds City Office Park
Meadow Lane
Leeds
LS11 5BD

Phil Earnshaw, Clinical Chair
Jo Webster, Accountable Officer
Wakefield CCG
White Rose House,
West Parade,
Wakefield,
West Yorkshire
WF1 1LT
Dear Phil and Jo,
Re:

NHS Wakefield CCG Annual Assurance

Thank you for meeting and working with us over the course of 2014/15, and engaging in
the CCG Assurance process. The purpose of this letter is to provide a formal record of
your final assurance rating for 2014/15 and should be read in conjunction with our
feedback for Quarters 3 and 4.
I am grateful to you and your team for the work you had done to prepare for the various
assurance conversations and meetings we have held and the open and transparent nature
of our discussions which have led to productive discussions.
Final 2014/15 Assessment
Our headline assessment of your CCG is “Assured with Support” and this is supported
by individual assessments of each of the six assurance domains described in the 2014/15
CCG Assurance Framework:

Domain

Assessment

Are patients receiving clinically commissioned high quality
services?

Assured

Are patients and the public actively engaged and involved?

Assured

Are the CCG plans delivering better outcomes for patients?

Assured with
support

Does the CCG have robust governance arrangements?

Assured

Are CCGs working in partnership with others?

Assured

Does the CCG have strong and robust leadership?

Assured

This is the final review using the six domains of the 2014/15 framework. Subsequent
assurance meetings will be held on the basis of the new assurance framework with its five
components: well led organisation, delegated functions, performance & outcomes,
financial management and planning.
Domain 1: Are patients receiving clinically commissioned high quality services?
The CCG is committed to working in partnership with North Kirklees CCG and Mid
Yorkshire Hospitals NHS Trust to transform urgent and emergency care services. An
integrated emergency department model and urgent care strategy has been developed
with clinical engagement, which was agreed by the Clinical Cabinet in November 2015.
The model includes primary and secondary care clinicians working together to deliver
high-quality care. The CCG underpin delivery through robust governance arrangements
and the work done to date with YAS is noted. There is still much to do in order for YAS to
recover its performance and NHS England will support the CCG in their lead
commissioning role wherever we can. The CCG are an active participant in local Quality
Surveillance Meetings and have embraced the quality risk profiling tools and patient safety
walkabouts as a way to triangulate concerns. The CCG have actively supported Mid
Yorkshire Hospitals NHS Trust to make improvements following CQC inspection,
participating in single item QSGs and quality summits and contributing to the
commissioner and regulators agreed Quality Risk Profile.
NHS England notes that Wakefield CCG has been successful in receiving funding for two
Vanguard models within the District and wish to congratulate the CCG on being the only
CCG in England to have gained funding for two.
Domain 2: Are patients and the public actively engaged and involved?
All 7 GP Networks have developed Patient and Citizen Engagement Plans to support their
health improvement priorities. The development of engagement plans for each Clinical
Network included input from your Patient Participation Group Network members as well as
key stakeholders within the public health, local voluntary and community groups.
Networks’ plans for engagement were presented to the CCG’s public assurance group for
comments prior to implementation. The work under the Prime Ministers Challenge Fund
has continued with Network 6 actively engaging with the local community through a
diverse range of means. The Patient Panel, comprising of patient representatives across
the Network area, has now developed into a Patients and Carers Together group. The
work of the Patient Forum and this network continued, including engagement events and
the use of a healthpod for raising awareness within the local community.
Domain 3: Are the CCG plans delivering better outcomes for patients?
We commend the work undertaken to achieve 2014/15 national standards associated with
NHS Constitution in relation to:
• Referral to treatment times for the incomplete pathway
• Waiting times for diagnostic tests
• Waiting times in A&E
• Cancer standards treatment times, with the exception of 62 day GP referral cancer
standard which was not in 2014-15

We also note that the RTT Admitted and non-admitted pathway standards were not met in
2014/15. The CCG’s main provider, Mid Yorkshire Hospitals NHS Trust, did not meet the 4
hour Emergency Care standard in 2014/15, with performance continuing to deteriorate in
Q4.
Domain 4: Does the CCG have robust governance arrangements?
Elections to the governing body - we have successfully completed an election process for
four GPs and one Practice Manager to join the governing body. The probity committee
leads on primary care commissioning and any other items which present a conflict of
interest. You have also successfully completed an election process for four GPs and one
Practice Manager to join the Governing Body. The election process was supported by the
newly established Nominations Committee. In accordance with the CCG’s conflicts of
interest policy declarations have been received from the Governing Body, committee
members, clinical leads and members of network committees. Full details have been
shared with the Audit Committee. The Committees Annual reports were presented to the
Governing Body in May 2015. This included a review of their performance and the
outcome of a self-assessment exercise. In all cases assurance was provided that the
committees have complied fully with their terms of reference. In relation to publishing
annual report and accounts for 2014/15 the CCG prepared a Governance Statement which
provide assurance about the CCG’s governance / internal controls. The Head of Internal
Audit confirmed an opinion of ‘significant assurance’.
Domain 5: Are CCGs working in partnership with others?
The CCG leads partnership working through the Integrated Care agenda (Connecting
Care) and has invested non-recurring funding for 2014-16 to partners in the voluntary and
community sector, Mid Yorkshire Hospitals Trust and the local authority to demonstrate
your commitment to partnership working in this agenda. Both of your vanguards evidence
working with a wide range of key external partners. Through both the Systems Resilience
Group and the Meeting the Challenge programme arrangements the urgent care team
work with the whole system of urgent care partners.

Domain 6: Does the CCG have strong and robust leadership?
The CCG meets weekly with North Kirklees colleagues working in urgent care to ensure
collaboratively and joined up working occurs. In particular the development of the
integrated emergency department service specification has been done on a joint approach
with share principles, goals and timescales. The CCG leads partnership working through
the Integrated Care agenda. Delivery against the interventions within the strategic plan are
reported monthly to the Meeting the Challenge Implementation Group which reports into
the programme executive for senior leadership and assurance. Delivery is also reported
month to SRG which directly reports to clinical membership through the Clinical Cabinet.

NHS Statutory Duties
We commend the work of the CCG to achieve a financial surplus in 2014/15 above
planned levels (primarily related to the return of the CHC risk pool contribution).
Thank you again to you and your team for meeting with us and for the open and
constructive dialogue, I hope this letter provides an accurate summary of the discussions
and clearly indicates the next steps. We look forward to working with you on progressing
work against the assurance components of the new framework outlined above.
Yours sincerely

Moira Dumma
Director of Commissioning Operations
NHS England – North (Yorkshire and the Humber)

Yorkshire and the Humber
3 Leeds City Office Park
Meadow Lane
Leeds
LS11 5BD
nicola.reed@nhs.net
0113 82 52726

Email to:
Jo Webster,
Accountable Officer
NHS Wakefield CCG

5 November 2015

Dear Jo,
CCG Assurance: Checkpoint Discussion
I would like to thank your team for meeting with the regional team on 30 September 2015 at
Leeds City Office Park and for your on-going engagement in the assurance cycle.
Key points and actions







Meeting the Challenge – You fed back on the progress made following the unannounced
CQC visit to Mid Yorkshire Hospitals NHS Trust.
Systems Resilience Group (SRG) – You described the key changes being made to the
governance and membership of the SRG.
Yorkshire Ambulance Service – A strengthened Memorandum of Understanding was
being worked through and a performance summit is taking place in October.
Prime Minister’s Challenge Fund – We agreed to meet with the CCG to discuss
governance and sustainability issues.
Mental Health – The Crisis Care Concordat was beginning to shape the way that services
were being commissioned.
Performance – NHS England will initiate monthly performance calls/meetings with the
CCG as part of the new assurance framework.

Assurance assessment
The following table sets out our initial assurance assessment of the CCG. Any changes to these
assessments will be determined through the continuous assurance cycle, including any
additional assurance review meetings.

Component
Well-Led Organisation
Delegated Functions
Financial Management
Performance
Planning

Assessment
Good
Good
Limited
Good

High quality care for all, now and for future generations

We agreed to meet again in January 2016, at which time we will be in a position to talk in more
depth about the planning round, and consider delivery over the winter period. We will also use
this meeting to review the position against the five components.
In addition to the next assurance review meeting we will of course stay in touch as necessary
through our agreed arrangements across the range of our agendas. I look forward to continue
working with you.
Yours sincerely,

Brian Hughes
Locality Director, West Yorkshire
NHS England – North (Yorkshire and The Humber)
CC:
Andrew Pepper, CCG Finance Officer

High quality care for all, now and for future generations

NHS Wakefield Clinical Commissioning Group (CCG) - Health and safety policy

This is the statement of general policy and arrangements for:

NHS Wakefield Clinical Commissioning Group
(CCG)

Overall and final responsibility for health and safety is that of:

Jo Webster Chief Officer delegated to:
Kirk
Headquarters Services Manager

Day-to-day responsibility for ensuring this policy is put into practice is delegated to:

Susan Allan-Kirk and line managers

Susan Allan-

Statement of general policy

Responsibility of

Action / Arrangements

The CCG acknowledges a duty of care to the health, safety and
welfare of staff, visitors and external contractors.

Headquarters Services Manager

Ensure that appropriate risk assessments are conducted and maintained to control all
identified risks.
Ensure management arrangements are in place for the reporting and reviewing of
incidents, accidents, staff ill health and occupational health referrals.
Provide senior management with assurances that effective systems are in place and
through exception reporting ensure decisive and timely action is taken for any serious
incident or issue. Reports on health and safety (H&S) will be reviewed regularly by the
integrated governance committee.

The CCG recognises the importance of consulting with its
workforce on matters concerning health, safety and welfare as a
key part of ensuring the effectiveness of its health and safety
management effort. This includes partnership working with trade
union health and safety support.
To prevent accidents and cases of work-related ill health and
provide adequate control of health and safety risks arising from
work activities.

Review management arrangements to ensure 1:1, team and group meetings are
conducted as required to control H&S risks.
Line Managers

Ensure that actions identified from risk assessments and risk management systems
are implemented promptly to prevent further risks arising.
Ensure that staff are aware of procedures for reporting incidents, accidents and other
H&S risks.
Ensure that appropriate action is taken to ensure the workplace is free from H&S risks.

Staff

Ensure that they understand the CCG’s systems for reporting incidents, accidents and
other H&S risks; that they use these systems to report risks identified.
Report to management any concerns around H&S.
Take personal responsibility for minimising H&S risks relating to themselves and their
workplace.

To provide adequate training to ensure employees are competent Headquarters Services Manager
to do their work.

Ensure appropriate staff training is in place for health and safety
Monitor completion of H&S training and instigate appropriate action to address any
issues which arise
Report to senior management the attendance and/or any training issue that may arise.

Statement of general policy

Responsibility of

Action / Arrangements
Specifically, this will be included in the reports for the integrated governance
committee.

To engage and consult with employees on day-to-day health and
safety conditions and provide advice and supervision on
occupational health

To implement emergency procedures - evacuation in case of fire
or other significant incident

Line Managers

Ensure that all new employees receive a copy of the staff H&S handbook.
Ensure all new employees receive induction training.
Ensure staff attend/complete mandatory training.

Staff

Ensure that they read and understand the staff H&S handbook.
Ensure that they attend scheduled mandatory training sessions.

Headquarters Services Manager

Review management arrangements to ensure 1:1, team and group meetings are
conducted as required to control H&S risks. Specifically, health and safety issues will
be discussed at the staff forum. The staff bulletin and staff briefing will also be used to
communicate H&S issues.
Ensure an occupational health service is in place and arrangements for accessing the
service are communicated to management and staff.

Line Managers

Ensure the CCG routes of communication are used to engage with staff on Health and
Safety issues.
Utilise the services of the health and safety team and/or occupational health where
appropriate to address health and safety issues.

Staff

Utilise the CCG’s routes of communication to raise concerns regarding health and
safety.
Be aware of the services offered by occupational health and how to access them.

Headquarters Services Manager

South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) manages the
service level agreement for fire safety and fire fighting equipment and reviews
performance of contractors. The Headquarters Services Manager will ensure that the
CCG obtains assurance on these arrangements via SWYPFT. These procedures
include the conducting of weekly alarm tests.
Fire Warden(s) identified to manage emergency procedures.
Ensure managers are aware of the need to identify staff or visitors who may through
disability have difficulty evacuating the building and the need to complete a personal
emergency evacuation plan (PEEP) where appropriate.

Fire Wardens

Fire warden team in place who manage emergency procedures. These procedures are
practiced and revised if necessary.
Escape routes kept clear and without obstruction and is part of the fire warden weekly
check.
Regular checks undertaken and defects/faults/poor practice is reported to the
Headquarters Services Manager for action.

To maintain safe and healthy working conditions, provide and
maintain plant, equipment and machinery, and ensure safe
storage / use of substances

Line Managers

PEEPs if required are written and practiced with the individual and the fire warden
team.
Ensure staff and visitors aware of emergency procedures.

Staff

Ensure mandatory fire safety training is completed.
Understand and co-operate with emergency procedures

Headquarters Services Manager

All electrical equipment is PAT tested.
DSE assessments conducted by all staff and via their line managers have access to
occupational health specialist advice is in place for complex or special medical
workstation conditions.
Formal audit of workplace is conducted utilising the health and safety team and results
reported to Headquarters Services Manager.
Adequate security arrangements are in place for staff safety and asset security.
Arrangements monitored through incident reporting and line management supervision.
Security advice and support is provided by SWYPFT.

Line Managers

To ensure the workplace is maintained in a safe and clutter free condition
Report all hazards, defective equipment or damaged or faulty safety and security
measures (ie fire doors, access controls, cctv etc)
To supervise staff and ensure they follow all safety procedures
Maintain security measures regarding access to premises and security of
organisational assets including fixed and any mobile assets issued to their staff.

Staff

To follow guidance or rules in the staff handbook
Report any shortfalls in safety arrangements to line managers
To be responsible for their own H&S behaviour and report or challenge others who
ignore or work outside of the safety arrangements.
Report all hazards, defective equipment or damaged or faulty safety and security
measures (ie fire doors, access controls, cctv etc)
All staff have responsibility for their own personal security in premises and ensuring
any portable equipment if issued is securely held off site

Health and safety law poster is displayed:

On the ground floor.

First-aid boxes are located on each floor.

First aiders are trained and identified by notices in the workplace. First aid boxes checked and managed by first aiders.
Accidents reported as incidents or near misses – Incidents reviewed quarterly by integrated governance committee, serious
accidents investigated and reported to integrated governance committee.

Accidents and ill health at work reported under RIDDOR:
(Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations) (For HSE Guidance www.hse.gov.uk/riddor )

RIDDOR reporting is the responsibility of the Headquarters Services Manager with the support of the health and safety team.

Signed: (Employer)

Date:

Subject to review, monitoring and revision by:

Integrated Governance Committee

Every:

12

months or sooner if work activity changes

Review and policy changes:
October 2015 review – Presented to Integrated Governance Committee with minor update to remove reference to YHCS health and safety support and changed to Health and Safety Team.
This Health & Safety Policy template has been published for use by the HSE 09/09.
Further HSE Health & Safety advice is available from the HSE website http://www.hse.gov.uk/simple-health-safety/index.htm
Version 2 – October 2015

Title of meeting:

Governing Body

Date of Meeting:

10 November 2015

Paper Title:

Integrated Quality & Performance Report
(Governing Body Summary)

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Andrew Singleton, Quality Co‐ordinator
Jess Weatherill, Planning and Performance Manager
Responsible Clinical Lead:
Dr David Brown, Quality lead
Responsible Governing
Board Executive Lead:
Recommendations:

Information
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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
September and October 2015. 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 September and October 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
 There remains no reported 12 hour Trolley waits.
 The CCG continues to meet all cancer standards for the second month running and for year to date.
 Sentinel Stroke National Audit Programme data for April – June 2015 shows MYHT has made significant
improvements.
 Staff on Gate 42 (elderly care) at Pinderfields evidenced to the Patient Safety Walkabout how they
deploy their staffing resources effectively to prevent inpatient falls.
 Yorkshire Ambulance Service (YAS) received a ‘good’ rating for caring from the CQC. The Trust received
an overall rating of ‘requires improvement.’
 The first two practices receiving a rating from the CQC following inspection have been rated ‘good’.
 NHS Wakefield CCG has asked Young Healthwatch to suggest an indicator relating to young people’s
access which could be included in the revised Personal Medical Services contract for 34 practices.
Areas for improvement
 YAS Cat A (Red 1 & Red2) 8 minute response time have not met the operational standard.
 The Acute Trust and Ambulance turnaround targets continue not to meet the required standard.
 A&E performance at MYHT has not met the required standard for Month and the YTD Position for the
9th month, with the position deteriorating from the previous month.
 The CCG has not met the required standard for the 18 week RTT incomplete pathway for the first time

this financial year.
 The CCG has incurred two further breaches in the 52 week RTT pathway.
 There were 17 clostridium difficile cases assigned to the CCG in August 2015. The CCG is not on track to
meet the clostridium difficile or MRSA targets.
 The latest National Hip Fracture Audit results and a Patient Safety Walkabout show that MYHT is
consistently failing to operate on hip fracture patients within 48 hours
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:
Assurance departments/
organisations who will be
affected have been consulted:







Not applicable

Not applicable

Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arrangements.

Previously presented at
committee / governing body:

Integrated Governance Committee –17 September and 15 October 2015

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:

Integrated Quality and Performance Report
November 2015
Governing Body Summary

Executive Summary
Items also included in the September and October IGC quality and performance reports







Acute Trust Dashboard
YAS Dashboard
Complaints and Compliments
CQC Neonatal Themed Inspections
CQUINs Q1 achievement
Maternity Friends and Family Test








MYHT Ward Dashboard
MYHT Trust Dashboard
MYHT Medical Staffing
MYHT Nurse Staffing
NHS England and Monitor Outpatient Referral Survey
Performance Exception Reports







Patient Led Assessments of the Care Environment (PLACE)
Quality Intelligence Group Thematic Review
Serious Incidents (SI) summary
SIs Lessons Learned: Inpatients falls and pressure ulcers
Specialty Exception Reports

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

IGC 17 September 2015
•
•
•
•
•

Discussion was undertaken regarding the success of meeting all required Cancer targets.
The Committee discussed the ongoing 52 week RTT pathway breaches and what actions were in place at the Trust to mitigate the breaches.
CQC Inspections to care home: Following local media coverage the Committee discussed the impact of care homes being rated ‘Inadequate’ or ‘Requires Improvement’ following Care Quality
Commission inspections.
Serious Incident summary: The Committee queried the number of Serious Incidents which were awaiting further information from the provider. It was confirmed that this included when the
information has been provided and is being reviewed by the Commissioning Support Unit (CSU). This figure significantly reduced in the October report.
Patient Led Assessments of the Care Environment (PLACE): The Committee queried achievement of provider’s against the dementia standards. It was confirmed that these standards were new for
2015, and are for specific environmental adjustments to support people with dementia. It was acknowledged that these standards would not have been specified at the time of the new hospital
building developments.

IGC 15 October 2015
•

•

•

•
•
•
•

2

Discussion was held regarding the 18 week RTT Incomplete pathway which has not met the required standard. The Committee was informed that discussions were being held with the Trust to ascertain
why the target had not been met and how this was going to be rectified. Attention was drawn to the exception reports (see pages 15 & 16) for both standards which detailed the action currently being
taken to address the shortfalls.
The Committee discussed how the cancelled operation target related to the patient feedback regarding cancelled operations. It was confirmed that the national standard related to cancelled operations
which were not rebooked in 28 days whereas patient feedback related to all cancelled operations, irrespective of timescale. This would mean that patients could feedback that their operation had been
cancelled without it necessarily impacting on the standard.
Extensive discussion took place regarding A&E. Information was presented to the Committee which analysed possible reasons why the Trust were continuing not the meet the standard, including
analysis of delayed transfers of care and number of attendances. Further information was presented in the exception report (see page 11) for the A&E standard which detailed action taken to date and
further work being undertaken with the Trust.
CQC Inspections to care home: A specific update was given about Atlee Court Nursing Home in Normanton following a CQC rating of ‘Inadequate’. The Committee discussed the impact of reducing care
home beds on patient flow and delayed discharge .
Sentinel Stroke National Audit ‐ April‐June 2015: The improvement in achievement against some of the key audit standards was noted , and members reflected on the outcome of the Stroke
Improvement Summit held on 30 September 2015. A summary from the Summit will be presented to IGC in November 2015.
National Hip Fracture Database annual report 2015: The Committee expressed concern about the deterioration of achievement against the audit standards, and the feedback from the recent patient
safety walkabout to Gate 42. It was confirmed that this would be discussed at MYHT Executive Quality Board in November 2015.
Station Lane Medical Centre – CQC rating: The Committee were informed that the first report from the CQC inspections of GP practices undertaken in September 2015 had been published. The
2
practice are the first in Wakefield district to be awarded a rating and they achieved a ‘good’ overall and for all domains and specific services.

Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - (YTD - Position)
↑

↑

↑

↑

↑

↑

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

↑

↑

↑

↑

↑

↑

Improving Access to
Psychological Therapies

Ambulance R1 8 min response

Smoking in pregnancy

*Healthcare acquired infections
- MRSA

FFT - A&E

Care Programme Approach

Ambulance R2 8 min response

*Healthcare acquired infections
- CDIFF

FFT - Inpatient

Ambulance 19 min
transportation

Mixed sex accommodation
(MSA) breaches

FFT - Maternity

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

Ambulance to A&E handover

Crew clear delays

A&E waits no more than 4 hrs
Trolley waits - no more than 12
hrs

*Most up to date data at time of publishing ( 1 month in arrears)
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Executive Summary
Quality Premium
Domain

Quality Premium Measure

Target (Year End)

Preventing people form Potential years of life lost (PYLL)
Awaiting publication of figures/baseline
dying prematurely
Reduction in the number of patients attending and A&E
department for a mental health‐related need who wait
Enhancing quality of
95%
life for people with long more than four hours to be treated and discharged, or
admitted, together with a defined improvement in the
term conditions
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 for Reduction in the number of antibiotics prescribed in
primary care
people in a safe
Reduction in the proportion of broad spectrum
environment and
protecting them from antibiotics prescribed in primary
avoidable harm
Secondary care providers validating their total antibiotic
prescription data
Local measure
Local measure

Awaiting data levels guidance

Potential value
for CCG

10%

£177,500

30%

£532,500

Current anticipated
eligible QP Funding
based on YTD/FOT
Performance

Current YTD Performance

£177,500

Awaiting publication of figures.

£0
82% FOT (at July 2015)

30%

£532,500

£532,500
Awaiting data levels guidance.

1.326
10%

£177,500

≤19%

10%

£177,500

25%

10%

£177,500

100%

£1,775,000

<11.3%
Awaiting information from MYHT

Smoking in pregnancy
Percentages of lung cancers detected at stages 1&2

1. Q1 7.8% (on track)
2. Data reported annually and cannot
reported in year
3. Awaiting assurance from MYHT that
data submitted for validation by
timescales
19.1% Q1/FOT
Awaiting publication of figures.
Current anticipated value available for
CCG (QP measures only)

£177,500

£0
£177,500
£1,065,000

NHS Constitution Target

Forecast Outturn

Percentage of QP Deducted if target not met

Value Deducted

18 Week RTT Waiting Time Standard

92.2%

30%

£0

A&E 4 Hour Waiting Time Standard

90%

30%

£319,500 or £532,500

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

74.8%

20%

£213,000 or £355,000

Total anticipated value available for CCG (QP measure Estimated best case: £532,500
and Constitution targets)
Estimated worst case: £177,500

4

Percentage of quality
premium

Note: Guidance is not clear whether the penalties for
underachievement of pledges and rights is deducted from the
total QP available, or that achieved. Therefore best and worst
case figures have been presented until the position is clarified.

Strategic Performance Monitoring
Citizen participation and empowerment
Trend Information
Provider Indicator

National
Average

Actual

YTD

From
Previous
previous months
Month score card

D.A.

Clinical Commissio
Lead
ning Lead

Friends and Family Test
(FFT) ‐ A&E

% of patients recommending the service

Jul

88%

95%

94%

↔

••••••

•

Dr AS

LE

FFT ‐ Inpatient

% of patients recommending the service

Jul

95.9%

96.0%

95.8%

↔

••••••

•

Dr PW

LE

Jul

94.6%

94%

95.3%

↓

••••••

•

Dr AC

LE

Jul

96.8%

100%

99.3%

↔

••••••

•

Dr AC

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

Jul

94.2%

95%

92.8%

↑

••••••

•

Dr AC

LE

Jul

97.5%

100%

97.8%

↑

••••••

•

Dr AC

LE

MYHT

FFT ‐ Community

% of patients recommending the service

Jul

95%

98%

96.8%

↑

•••••

•

Dr PW

LE

FFT ‐ Outpatients

% of patients recommending the service

Jul

92%

98%

97.8%

↑

•••

•

Dr PW

LE

Q4

77%

52%

↓

••

•

Dr PW

LE

Oct 14 –June
15

87%

92%

92%

‐

‐

•

Dr CH

LE

Jul

89%

92%

91.5%

↑

•••••

•

Dr GC

LE

FFT ‐ Staff
SWYPFT

Reporting
Period

FFT ‐ Mental Health

Wakefield FFT ‐ GP

% of staff recommending Trust as place to
receive treatment
% of patients recommending the service
(Wakefield BDU)
% of patients recommending the service

Report

Trend Information

YAS

Wakefield

5

From
Previous
previous months
Month score card

Reporting
Period

National
Average

Actual

YTD

Friends and Family Test ‐ % of staff recommending Trust as place to
Staff (YAS)
receive treatment

Q4

77%

81%

77%

↑

NHS Wakefield PALS

Number of contacts

Aug

27

181

↓

NHS Wakefield
Complaints

Number of complaints received

Aug

12

36

↑

Provider Indicator

••

D.A.

Clinical Commissioni
Lead
ng Lead
Dr AS

LE

•

Dr DB

LE

•

Dr AS

KB

•

Report

Strategic Performance Monitoring
Access to the Highest Quality Urgent and Emergency Care
Trend
Informati
on

Wakefield CCG

Provider

MYHT

YAS

6

Reporting
Target
Period

Indicator

2014/15
CCG
Performa
nce

Provider

↓

Dr AS

MJ

0

0

↔

Dr AS

MJ

↓

Dr AS

MJ

Y

↓

Dr AS

JF

Y

Not reported at CCG Level

Not
reported
at CCG
Level

86.7%

0

Trolley Waits in A&E

Aug

0

‐

Not reported at CCG Level

Not
reported
at CCG
Level

Acute Trust ‐ Turnaround
Time

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

Aug

100%

‐

Not reported at CCG Level

Not
reported
at CCG
Level

71.3%

Ambulance ‐ Turnaround
Time

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

Not reported at CCG Level

Not
reported
at CCG
Level

85.6%

Cat A (Red 1) 8 min
response time
Cat A (Red 2) 8 min
Ambulance response times
response time
Cat A (Red 1 and 2) 19 min
response time

90.0%

YTD

No wait from a decision to
admit to admission of more
than 12 hours

‐

90.0%

Actual

YTD

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

95%

Clinical
Lead

FOT

Actual

A&E 4 hour waiting time
standard

Aug

FOT

Trend
from
previous
Month

From
previous
Month

Not reported at
Provider Level
Not reported at
Provider Level

Commissi
Exception
oning
Report
Lead

Y

Aug

100%

‐

Aug

75%

72.5%

71.3%

74.8%

74.8%

↓

68.7%

71.5%

71.5%

↓

Dr AS

JF

Y

Aug

75%

69.9%

71.8%

73.8%

73.8%

↓

70.7%

71.3%

71.3%

↑

Dr AS

JF

Y

Aug

95%

97.1%

97.9%

97.7%

97.7%

↔

95.0%

95.6%

95.6%

↓

Dr AS

JF

Strategic Performance Monitoring
Mental Health Service Transformation
Trend
Information

Wakefield CCG

Indicator

Reporting
Period

SWYPFT

Target

2014/15
CCG
Performanc
e

Actual

YTD

FOT

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Quarter

Clinical
Lead

97.9%

98.5%

98.5%

98.5%

n/a

98.6%

98.6%

98.6%

↑

Dr CH

MEz

2.15%

2.15%

n/a

Dr CH

MEz

n/a

Dr CH

MEz

Commissio Exception
ning Lead
Report

Care Programme
Approach (CPA)

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

Q1

95%

Improving Access to
Psychological Therapies

People entering psychological
therapies from prevalent
population

Q1

3.75%
p/qtr

2.15%

Patients treated within 6
weeks of referral

75%

Not currently reported – target date
of March 2016 for implementation

Patients treated within 18
weeks of referral

95%

Not currently reported – target date
of March 2016 for implementation

n/a

Dr CH

MEz

Maximum 2 week wait from
referral to treatment

50%

Not currently reported – target date
of March 2016 for implementation

n/a

Dr CH

MEz

Not currently reported – target date
of March 2016 for implementation

n/a

Dr CH

MEz

n/a

Dr CH

MEz

Improving Access to
Psychological Therapies

Early Intervention in
Psychosis

Liaison Psychiatry

7

Treatment delivered in
accordance with NICE
guidelines for psychosis and
schizophrenia

Achieving better access to
mental health services

Service in place – no measurable
target described in the NHS
Constitution to date.

Not at
No previous
Provider
data
Level
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Strategic Performance Monitoring
A step change in the productivity of elective care
Wakefield CCG

2014/15
CCG
Reporting
Actual
Target
Period
Perform
ance

Indicator

FOT

MYHT

From
previous Actual
Month

YTD

FOT

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

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

Aug

93%

95.7%

95.3%

97.1%

97.1%

↓

95.2%

97.0%

97.0%

↓

Dr AM

MA

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

Aug

93%

97.4%

96.5%

97.2%

97.2%

↑

95.9%

97.0%

97.0%

↑

Dr AM

MA

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

Aug

96%

98.2%

100%

98.6%

98.6%

↑

100.0%

99.1%

99.1%

↑

Dr AM

MA

Max 31 day wait for subsequent treatment
where treatment is surgery

Aug

94%

96.6%

97.3%

98.9%

98.9%

↓

100.0%

98.8%

98.8%

↔

Dr AM

MA

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

Aug

98%

100.0% 100.0% 100.0% 100.0%

↔

100.0% 100.0% 100.0%

↔

Dr AM

MA

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

Aug

94%

99.3%

100.0%

98.4%

98.4%

↔

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

Aug

90%

83.3%

100.0%

91.7%

91.7%

↔

100.0%

86.8%

86.8%

Dr AM

MA

Aug

90%

91.5%

92.3%

97.7%

97.7%

↓

81.8%

97.3%

97.3%

↓

Dr AM

MA

Aug

85%

84.2%

86.7%

86.2%

86.2%

↓

90.8%

90.1%

90.1%

↑

Dr AM

MA

Cancer Waits ‐ 2 Weeks

Max 62 day wait from referral linked to the
Cancer Waits ‐ 62 Days NHS Screening Program to start 1st treatment
for all cancers
Max 62 day wait from urgent GP referral to
first definitive treatment for cancer

8

YTD

Trend
Informat
ion

*Most up to date data at time of publishing

↑

Strategic Performance Monitoring
A step change in the productivity of elective care
Trend
Informat
ion

Wakefield CCG

2014/15
CCG
Reporting
Actual
Target
Period
Perform
ance

Indicator

18 Week RTT Waiting
Time
Standard

RTT ‐ Incomplete pathways

Jul*

92.0%

91.6%

Number of 52 week
Referral to treatment
pathways

Number of patients on incomplete pathways
over 52 weeks

Jul*

0

22

Jul*

99%

99.7%

0

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

Cancelled Operations

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

Jul*

0

Delayed Transfers of
Care

Delays in transfers of care should not rise
above the rate per 100,000 population as set
by the Health and Wellbeing Board.

Q1

1327.7 per
100,000
population
(Q1 target)

YTD

90.80% 92.2 %

2

5

FOT

1096.6

0

From
previous Actual
Month

YTD

FOT

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

92.2%

↓

89.9%

91.5%

91.5%

↓

Dr PW

VW

Y

5

↓

2

5

5

↓

Dr PW

VW

Y

↑

Dr PW

VW

↔

Dr PW

VW

Dr PW

MJ

99.68% 99.34% 99.34%

0

MYHT

0

1885.9 4503.5

↑

↔

99.73% 99.44% 99.44%

0

1

1

Not Reported at Provider
Level

*Most up to date data at time of publishing
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Strategic Performance Monitoring
System Wide Quality Measures
Trend
Information

Wakefield CCG

Target

Minimise breaches

Aug

0

0

MRSA

Jul

0

Clostridium Difficile

Jul

6/72 (CCG)
2/27
(MYHT)

Indicator

Mixed sex
accommodation
breaches
Healthcare Associated
Infections

2014/15
CCG
Actual
Performanc
e

Reporting
Period

MYHT

YTD

FOT

Trend
from
previous
Month

0

0

0

↔

•

Dr PW

VW

••••••

0

1

3

↔

•

Dr AF

JO'D

••••••

4

19

57

↓

•

Dr AF

JO'D

From
Previous
previous months
Actual
Month score card

YTD

FOT

0

0

0

↔

••••••

2

1

1

3

↔

67

17

48

144

↓

D.A.

Clinical
Lead

Commissi
Exception
oning
Report
Lead

Y

Maternity, Children and Young People Transformation
Wakefield CCG
Provider

MYHT
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Indicator

Smoking in
pregnancy

% of mothers
smoking at the
time of delivery

Reporting
Period

Target

Q3

≤ 23%

2014/15
CCG
Actual
Performanc
e
19.1%

YTD

18.3% 19.1%

FOT

19.1%

Trend Information

Provider

From Previous
previous months Actual
Month score card
↑

••••••

18.5%

YTD

19.4%

Trend
Commiss
from Clinical
Exceptio
FOT
ioning
previous Lead
n Report
Lead
Quarter
19.4%

↑

Dr AF

MEz

Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator
Indicator
A&E 4 hour waiting
time standard

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

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

Target

2014/15 CCG
Performance

Aug

95%

‐

Actual

YTD
Not reported at CCG Level

FOT

From previous
Month
Not reported at
CCG Level

Actual

YTD

FOT

Trend from
previous Month

86.7%

90.0%

90.0%

↓

Description of underperformance identified:
Against the 95% target for patients waiting less than 4 hours in A&E reported achievement of 93.3% for July and 90.8% YTD. However as of 31 August the Trust achieved 96.5% for the week, 86.7% for the month to date and 90% for the year to
date.
Reason for Underperformance
The Trust reported spikes in A&E attendances and admissions with peaks in activity during this period. Achieving the daily discharge target of 50 by 12 noon remains problematic and the Trust are reporting high numbers of delayed transfers of
care. Bed capacity pressures on both acute hospital sites are affecting flow. Staffing capacity issues remain, particularly nurse staffing. The analysis also identified that the main reason for the 4 hour breach is 'waiting for a bed‘.
Actions taken
A&E Performance escalated within the CCG. Performance work stream underway between CCG’s, MYHT and public health. A shared understanding of the data has now been developed which was presented to the Integrated Governance
Committee in October 2015.
Quality Assurance Action Plan
There is a Quality Assurance Action Plan which details the introduction of a range of measures to improve levels of nursing care including additional appointments and recruitment and retention of staff.
Addressing delayed transfers of care work stream
This work stream continues to gain pace with a number of key actions;

95.0%
90.0%

A&E

Jan‐16

Feb‐16

Mar‐16

Oct‐15

Dec‐15

Nov‐15

Jul‐15

Sep‐15

Jun‐15

Aug‐15

Apr‐15

May‐15

Jan‐15

Feb‐15

Mar‐15

Dec‐14

Nov‐14

Jul‐14

Oct‐14

Sep‐14

Jun‐14

Aug‐14

Apr‐14

May‐14

Jan‐14

Feb‐14

Mar‐14

Oct‐13

Dec‐13

Nov‐13

Jul‐13

Sep‐13

80.0%

Jun‐13

85.0%
Aug‐13

Delivery of SAFER care bundle
The Trust are implementing the SAFER care bundle which includes;
‐ All patients to have a senior review before midday
‐ All patients will have a clinically agreed expected date of discharge
‐ 33% of patients to be discharged before midday
‐ Develop a process for the systematic review of patients with and extended length of stay (>14 days)

100.0%

Apr‐13

A Helping People at Home Review Workshop was held on 22 September (facilitated by Emergency Intensive Support Team representative).

A&E ‐ 4hr target

May‐13

‐ The fast track of an integrated discharge model between Mid Yorkshire Hospitals Trust and Wakefield Council.
‐ A Standard Operating Procedure is being agreed between partners.
‐ Completion and implementation of the Moving on Policy (support the reduction in choice patients waiting in hospitals)‐ increasing intermediate care capacity.
‐ Source step down capacity for DToC while Moving on Policy is implemented‐ rapid utilisation review of existing community step down/up provision
‐ Implement the Care Closer 2 Home contract in North Kirklees CCG to mobilise increase flexible bed bases
‐ Mobilise the care home vanguard in Wakefield

Target

MY SRG
A Winter Preparedness: Confirm and Challenge event was held on 29 September to gain an overview of the current state of winter readiness for the health and social care system. All SRG partners presented their winter arrangements. The
intention of the event was to confirm our system strengths, moving into winter, and to identify areas which require strengthening.
The Mid Yorkshire SRG Surge and Escalation plan has been reviewed. All SRG partners have reviewed their individual escalation plans as part of this process.
A workshop was held on 6 October to agree the operational escalation arrangements throughout winter.
An Intermediate Tier Workshop was held on 27 October (facilitated by ECIST representative).
The Breaking the Cycle project is planned for 11 ‐ 18 November with all SRG partners involved. The project plan is currently being finalised.
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Access to the highest quality urgent and emergency care: Exception Report
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

Reporting
Period

Target

2014/15 CCG
Performance

Aug

100%

‐

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

Actual

YTD

FOT

Not reported at CCG Level

From previous
Month

Actual

Not reported at
CCG Level

71.3%

YTD

FOT

Not Reported at Not Reported at
Provider Level Provider Level

Trend from
previous Month

↓

Description of underperformance identified
There were a total of 3,851 handovers across the three MYHT A&E locations in July, achieving 71.3% an reduction on July position. Five of delayed handovers at PGH were greater than 2 hours.
Reason for Underperformance
The individual site performance within MYHT identifies Pinderfields as a significant contributor to the Trust level performance not being achieved:
Dewsbury – 87%
Pinderfields – 63%
Pontefract ‐ 94.3%
The four main reasons for the majority of breaches are as follows:
• Clinical staff availability for handovers
• No available cubicles (Specifically in Pinderfields and Dewsbury)
• Difficulty in achieving 100% target
• Data capture
The reasons for low performance levels are multi‐faceted and are strongly linked to reduced patient flow through the acute trust, which causes overcrowding and pressures in A+E which affect ability to support YAS with handover. Subsequently there is a link
between this area of performance and the MYHT recovery plan for A&E performance, which they have submitted to the Trust Development Agenda (TDA).
Actions taken
MYHT, in particular Pinderfields, has been identified by lead commissioners and YAS as one of 4 sites across Y&H where the provider will work more directly was YAS colleagues to improve turnaround performance. Following the lead consultant for emergency
medicine meeting with the lead paramedic, to review 60 cases attending PGH, there are further and sustained attempts, within the context of A&E performance, for:
‐ YAS to improve the use of self‐handover, a protocol to improve the number of patients this relates to has been approved through YAS governance arrangements
‐ The new self ‐ handover process has been implemented in July 2015 at PGH with YAS and ED Nursing staff, which has seen variable performance.
‐ Identification of cases which could be handed‐over in a wheel chair to nurses – therefore not limited by waiting for a cubicle
‐ YAS to work with paramedics on education around alternative pathways e.g. falls pathways, to increase their utilisation and avoid transfer to Emergency Department altogether
‐ YAS and ED to reinforce with staff the need to complete the handover screen to capture data accurately
Recognition of issues with patient flow which impact on flow through ED and therefore availability of nursing staff and cubicles for handover will be picked up through the CQC action plan.
A further meeting is being arranged in October to review the new self handover protocol and whether this is working. The meeting will include commissioners, YAS and MYHT ED staff.

Ambulance Handovers Performance
100.0%
90.0%
80.0%
70.0%
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Ambulance Handovers Performance

Target

Mar‐16

Jan‐16

Feb‐16

Dec‐15

Oct‐15

Nov‐15

Sep‐15

Jul‐15

Aug‐15

Jun‐15

May‐15

Apr‐15

Feb‐15

Mar‐15

Jan‐15

Dec‐14

Oct‐14

Nov‐14

Sep‐14

Jul‐14

Aug‐14

Jun‐14

Apr‐14

May‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Aug‐13

Jul‐13

Jun‐13

May‐13

Apr‐13

60.0%
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Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

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

Indicator

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

Ambulance ‐
Turnaround
Time

2014/15 CCG
Performance

Target

Aug

100%

Actual

‐

YTD

From
previous
Month

FOT

Not reported
at CCG Level

Not reported at CCG Level

Actual

85.6%

YTD

FOT

Not
Not
Reported at Reported at
Provider
Provider
Level
Level

Trend from
previous
Month

↓

Description of underperformance identified:
There were a total of 3,728 post handovers completed across the three MYHT A&E locations. ‘Wrap‐up’ times remain high compared to some other area in Yorkshire and Humber
Reason for Underperformance
The individual site performance as shown below;
Dewsbury – 81.2%
Pinderfields – 87.6%
Pontefract ‐ 92.5%
Actions taken
See previous exception report for details.

All crews should be ready to new accept calls
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
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Feb‐16

Mar‐16

Jan‐16

Dec‐15

Nov‐15

Oct‐15

Sep‐15

Jul‐15

Aug‐15

Jun‐15

Apr‐15

May‐15

Mar‐15

Jan‐15

All crews should be ready to new accept calls

Feb‐15

Dec‐14

Oct‐14

Nov‐14

Sep‐14

Jul‐14

Aug‐14

Jun‐14

May‐14

Apr‐14

Feb‐14

Mar‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Jul‐13

Aug‐13

Jun‐13

Apr‐13

May‐13

60.0%

Target
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Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

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 time

Aug

75%

72.5%

71.3%

74.8%

74.8%

↓

68.7%

71.5%

71.5%

↓

Cat A (Red 2) 8 min
response time

Aug

75%

69.9%

71.8%

73.8%

73.8%

↓

70.7%

71.3 %

71.3%

↑

Indicator

Ambulance
response times

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

Description of underperformance identified
Position August 2015, the CCG achieved a performance of 71.3% and 71.8% against a target of 75% for Cat A Red 1 and Red 2 (8 Minute) response times respectively.
Reason for Underperformance
The Trust have been unable to deliver YTD the operational performance standard, at the contract or at an individual WCCG level.
There are 2 main factors that the Trust continue to cite as contributing to the underperformance:
• an employee resource gap
• the impact of rota changes
Actions taken
The CCG continue to support YAS to review and implement their workforce plan, to minimise staffing gaps. YAS performance is negatively affected by lack of staff resource and paramedic attrition. 66 recently recruited clinical
staff are expected to become operational by October but workforce numbers will still fall short of planned establishment. YAS are also addressing the national paramedic shortage by internally upskilling other clinical staff. Rotas
are currently supported by overtime and management covering shifts.
The CCG, as lead commissioner, continues to support YAS to understand the increases in demand and how these may be managed to improve performance. This includes work in NHS 111, with the use of clinical ‘floor‐walkers’, to
manage demand for ambulances. It also includes specific schemes in YAS to manage frequent callers.
The CCGs have invested growth monies of £5.8m to support existing initiatives to manage ambulance demand.
Commissioners requested formal remedial action plan linked to the improvement trajectory which was supplied in September. This plan did not show a performance increase to 75%, and therefore at CMB YAS have been asked to
review this further.
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. They
are currently arranging start dates from these private crews. They will initially undertake green activity, releasing YAS crews to concentrate on the red activity. There is a performance session agreed for 19 October 2015.

Cat A (RED2) 8 min response time

Cat A (RED1) 8 min response time
100.0%

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%

90.0%
80.0%
70.0%
60.0%
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Cat A (RED1) 8 min response time

Target

Cat A (RED2) 8 min response time

Feb‐16

Dec‐15

Oct‐15

Jun‐15

Aug‐15

Apr‐15

Feb‐15

Oct‐14

Dec‐14

Aug‐14

Jun‐14

Apr‐14

Feb‐14

Oct‐13

Dec‐13

Aug‐13

Jun‐13

Apr‐13

Apr‐13
Jun‐13
Aug‐13
Oct‐13
Dec‐13
Feb‐14
Apr‐14
Jun‐14
Aug‐14
Oct‐14
Dec‐14
Feb‐15
Apr‐15
Jun‐15
Aug‐15
Oct‐15
Dec‐15
Feb‐16

50.0%

Target
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A step change in the productivity of elective care: Exception Report
NHS Constitution Indicator

Number of 52 Week Referral to Treatment Pathways

Indicator

Reporting
Period

Jul*

Number of
Number of 52
patients on
Week Referral to
incomplete
Treatment
pathways over
Pathways
52 weeks

Target

2014/15 CCG
Performance

Actual

YTD

0

22

2

5

FOT

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Month

5

↓

2

5

5

↓

Description of underperformance identified:
Two further 52 week breaches have been identified at MYHT in July 2015, bringing the total to 5 YTD.
Reason for Underperformance
Two patients identified in Community Paediatrics (awaiting ASD MDT):
• Patient seen in early September 2015 and treatment commenced
• Patient seen mid September 2015 and treatment commenced
It is anticipated that further breaches will be identified in Community Paediatrics.
Actions taken
Work stream is ongoing within the CCG to address the underperformance within ASD clinics, with an options appraisal approved and implementation plan developed to add further
capacity.
Further work is ongoing within MYHT to ascertain the full extent of patients that are likely to breach the 52 week standard and this is a regular reporting item and discussed monthly
at the contract management meetings with the Trust.
52 Week Waits
7.00
6.00
5.00
4.00
3.00
2.00
1.00
‐
Mar‐16

Jan‐16

Feb‐16

Dec‐15

Oct‐15

Nov‐15

Sep‐15

Jul‐15

Aug‐15

Jun‐15

Apr‐15

May‐15

Mar‐15

Jan‐15

Feb‐15

Dec‐14

Oct‐14

Nov‐14

Sep‐14

Jul‐14

Aug‐14

Jun‐14

Apr‐14

May‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Jul‐13

Aug‐13

Jun‐13

Apr‐13

15

May‐13

52 Week Waits
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A step change in the productivity of elective care: Exception Report
NHS Constitution Indicator

18 Week Referral to Treatment Incomplete Pathway

Indicator
18 Week RTT
Waiting Time
Standard

Reporting
Period

Target

2014/15 CCG
Performance

Actual

YTD

FOT

From previous
Month

Actual

YTD

FOT

Trend from
previous
Month

Jul*

92.0%

91.6%

90.80%

92.2%

92.2%

↓

89.9%

91.5%

91.5%

↓

RTT Incomplete
Pathways

Description of underperformance identified:
The 18 week RTT incomplete standard has not met the required standard for the first time in 2015/16. YTD performance is still within target.
Reason for Underperformance
Underperformance has been reported in a number of specialities as follows:
• General Surgery: 90.3%
• Urology: 83.5%
• Trauma and Orthopaedics: 86.1%
• ENT: 83.1%
• Ophthalmology: 90.9%
• Oral Surgery: 87.6%
• Plastic Surgery: 86.4%
• Neurology: 81.9%
• Gynaecology: 91.6%
Reason for underperformance cited as demand and capacity issues, as well as completes.
Actions taken
Discussions held with MYHT regarding the performance issues and four options identified at Access Group. Broadly these were:
• Bring all specialties back to 92% required by use of tailored plans and a review of referrals and completions.
• Tackle the top nine specialities and ensure these incur the majority of the improvement required.
• Tackle all specialities except those in the Innovation Fund, which have separate improvement plans.
• Improved performance will be required in all specialities to compensate for the areas of underperformance in the top 7 specialities.
MYHT are currently working through these options and this will be discussed at future Access Group meetings. The CCG has also written to MYHT to serve a performance notice.

RTT 18wk Incomplete
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%
Mar‐16

Jan‐16

Feb‐16

Dec‐15

Oct‐15

Nov‐15

Sep‐15

Jul‐15

Aug‐15

Jun‐15

Apr‐15

May‐15

Mar‐15

Jan‐15

Feb‐15

Dec‐14

Oct‐14

Nov‐14

Sep‐14

Jul‐14

Aug‐14

Jun‐14

Apr‐14

May‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Jul‐13

Aug‐13

Jun‐13

Apr‐13

Target
May‐13

16

RTT Incomplete
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Young Healthwatch GP Access Survey

Base: All those who got an appointment: Practice bases range from 37
36 to 304
311
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%Yes
= %Yes,
definitely
+ % +Yes,
to some
extent
%Satisfied
= %Very
satisfied
%Fairly
satisfied

Citizen Participation and Empowerment
Quality Intelligence Group – August 2015
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority, Healthwatch and the Commissioning Support Unit
working in relevant functions, such as complaints, PALS, engagement and communications. 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. Quality Intelligence Group
documents are now available on Skyline along with an interactive board for the sharing of intelligence.
35 items of intelligence gathered

Theme Identified

Previous
times as key
theme in
2015

Key actions
1.

Receive update on plans to reduce backlog from
Commissioning Team.
Collate all intelligence on this area to share with
commissioners.

Autism assessment (children’s)
‐
Delay in first appointment
‐
Delay in report

2

Misdiagnosis of fractures at MYHT

3

1.
2.

Asked MYHT to review specific case
Feedback from Healthwatch following meeting
with MYHT Chief Executive.

Chapelthorpe Compliments – previous
compliments received

0

1.

Share with the practice

1.

Specific focus on maternity at September MYHT
EQB.
Patient Safety Walkabout in September, outcome
of EQB discussions to be shared with walkabout
team.

Gate 18 (Maternity)
‐
Food
‐
Not responding to requests

0

The Grange
‐
Access
‐
Patient Experience

0

2.

2.

1.

Discuss at Network meeting as part of the
discussion about the GP Patient Survey.

Progress in implementing is received monthly at the Quality Intelligence Group.
Key themes from the intelligence gathered is collated twice a year and shared within the CCG and with partner organisations to influence commissioning decisions, such
as the development of CQUIN indicators.
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Citizen Participation and Empowerment
Quality Intelligence Group – September 2015

101 items of intelligence gathered
Words associated with good experiences

Theme Identified

Previous
times as key
theme in
2015

Key actions
1.

Misdiagnosis of fractures/breaks

4

ENT
‐
‐

1

availability of appointments
waiting at clinic

Cancelled Operations

GP access and appointments

19

0

0

2.
3.

Look at data for re‐attendance to establish scale of
this issue
Follow up with MYHT Chief Executive
Share at MYHT Patient Experience Strategy Group

1.
2.

Check 18 week data for this speciality
Check medical staffing paper to see if there are
vacancies

1.
2.
3.

Check performance data
CQC work stream re: elective capacity
Impact of demand for non‐elective surgery and
beds on elective capacity
Improving primary care engagement in progress
CQC work stream re: improving primary care access
Some practices have been inspected by the CQC.
All networks are reviewing GP survey results

1.
2.
3.
4.

Words associated with areas for improvement

Access to the highest quality urgent and emergency care
Additional support measures
Wakefield CCG
2014/15
Reporting
CCG
Target
Period
Performa
nce

Provider Indicator

Emergency Re‐
admissions
MYHT
Stroke

YAS 111
Performance

YAS

Cardiac arrest

Stroke

Staff absence
(YAS)

FOT

Not
reported at
CCG Level
Not
reported at
CCG Level

Actual

YTD

FOT

Trend
from
previous
Month

4.08%

4.13%

4.13%

↑

Dr AS

JF

9.54%

9.48%

9.48%

↑

Dr AS

JF

Clinical
Lead

Commissi
Exception
oning
Report
Lead

Feb

<4.05%

‐

Not reported at CCG Level

Emergency readmissions within 30 days
following an emergency or elective spell

Feb

<9.38%

‐

Not reported at CCG Level

% patients scanned within 1 hour of arrival

Q1

50%

‐

34.3%

34.3%

34.3%

↑

34.7%

34.7%

34.7%

↑

Dr AB

GR



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

Q1

58.7%
nat av

‐

63%

63%

63%

↑

61%

61%

61.0%

↑

Dr AB

GR



% of clinical call backs within 2 hours

Jul

95%

90.7%

92.1%

88.4%

88.4%

↓

91.4%

88.5%

88.5%

↑

Dr CJ

SR

% calls answered within 60 seconds

Jul

95%

‐

95.5%

94.4%

94.4%

↓

Dr CJ

SR

% of warm transfers

Jul

95%

30.4%

19.4%

↓

17.7%

18.6%

18.6%

↓

Dr CJ

SR

Jul*
Jul*
Jul*
Jul*

95%
95%
95%
95%

87.2% 100.0% 100.0% 100.0%
58.6% 55.9% 54.0% 54.0%
76.9% 77.4% 71.7% 71.7%
92.4% 97.2% 95.5% 95.5%

↔
↓
↑
↓

97.5%
51.6%
69.3%
94.9%

98.6%
49.3%
64.7%
92.5%

98.6%
49.3%
64.7%
92.5%

↓
↓
↑
↑

Dr AS
Dr AS
Dr AS
Dr AS

JF
JF
JF
JF

% of patients with STEMI who received an
appropriate care bundle

Apr

75%

82.7%

Not reported at CCG Level

86%

86%

86%

↑

Dr AS

JF

% of patients receiving primary angioplasty
within 150 minutes.

Apr

84.8%

83.9%

Not reported at CCG Level

79.8%

79.8%

79.8%

↓

Dr AS

JF

Apr

7.9%

10.6%

Not reported at CCG Level

8.2%

8.2%

8.2%

↓

Dr AS

JF

Apr

58%

55.6%

Not reported at CCG Level

57 %

57%

57%

↓

Dr AS

JF

<5%

5.9%

Not reported at CCG Level

5.84%

5.91%

5.91%

↑

Dr AS

JF

% of patients who were discharged from
hospital alive following resuscitation by
ambulance service following a cardiac arrest
% of FAST positive patients potentially eligible
for stroke thrombolysis arriving at a hyperacute
stroke unit within 60 minutes of the call being
received
Trust absence rate

*Most up to date data at time of publishing
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YTD

From
previous
Month

Emergency readmissions within 7 days
following an elective or emergency spell

% Definitive Clinical Assessments in time
YAS Out of Hours % Emergency within 1 hour
Performance
% Urgent within 2 hours
% Less Urgent within 6 hours
ST‐elevation
myocardial
infarction

Actual

Provider

Trend

Not reported at CCG Level
18.7%

19.4%

Access to the highest quality urgent and emergency care:
National Hip Fracture Database annual report 2015
Background: The Royal College of Physicians (RCP) has published the Hip Fracture data for the period 1 Jan 2014 – 31 Dec 2014. This includes an audit of care against NICE standards and a review of the outcomes achieved in each
hospital which allows benchmarking of practice against regional and national figures.

Number of cases submitted
Admitted to orthopaedic ward within 4 hours %
Surgery on the day of or day after admission %
Senior Geriatric review within 72 hours of admission
Abbreviated mental test % (new)
Falls assessment %
Mobilised out of bed on day after surgery (%)
Bone health medication assessment
Patients developing pressure ulcers (%)
Hip fractures which were sustained as an inpatient (%)
General anaesthetic and nerve block (%)
Spinal anaesthetic and nerve block (%)
Reoperation within 30 days (%)
Mean total length of stay: acute + post acute (days)
Best practice tariff attainment (%)

MYHT
11/12

MYHT
12/13

MYHT
13/14

MYHT
2015

489
28.3
78.0
81.5
‐
100
‐
98.1
3.1
‐
‐
‐
‐
17.4

526
25.7
80.6
60
‐
100
‐
96.2
3.5
‐
‐
‐
‐
18.8
‐

530
26
69
97.3
100
100
‐
100
5.3
‐
‐
‐
‐
19.4
67.4

559
21.9
61.2
92.5
98.9
100
42.6
100
9.6
5.4
82.8
64.1
0.6
21.6
59.4

Trend

↓
↓
↓
↓
↔
↔
↓

↓
↓

Best
regional
score
702
90.4
82.8
98.2
100
100
96.4
100
0.5
1.3
82.8
64.1
0.0
12.7
80.5

Lowest
regional
score
156
21.9
49.6
69.2
91.4
67.5
11.2
82.1
9.6
8.5
0
0
4.6
24.7
27.9

Key messages
There has been deterioration in performance. Patients are waiting longer for surgery, fewer patients were admitted to the hip fracture ward within 4 hours of arrival, patients
are having longer hospital stays and more patients developed a pressure ulcer after presenting with a hip fracture.
On a Patient Safety Walkabout to Gate 42 (hip fracture ward) in September 2014 staff said the designated assessment bed is often not being kept free to admit new patients
within 4 hours and a lack of theatre capacity is preventing prompt surgery. There are no designated slots for hip fracture patients.
Less than half of patients were mobilised the day after their surgery. The RCP has recommended that MYHT asks whether this delay in the start of rehabilitation reflects
problems such as management of pain, transfusion or fluid management in the perioperative period, or difficulties in providing appropriate physiotherapist assessment or
nursing help to patients who are well enough to get up.
5.4% of hip fractures were sustained as an inpatient.
Actions
The audit will be discussed at a future MYHT Executive Quality Board.
The CCG is awaiting MYHT’s response to observations made about length of time people are waiting for surgery in the Patient Safety Walkabout report.
The CCG has encouraged MYHT to share good falls preventions methods used on Gate 42 with other wards to try and reduce the number of inpatient falls.

21

Access to the highest quality urgent and emergency care:
Sentinel Stroke National Audit Programme: April – June 2015
Background: The Royal College of Physicians has published SSNAP data for the period April 2015 – June 2015. A summary of some of the patient centred key indicator results for MYHT
are detailed below.

Number of patients
% of patients in Atrial Fibrillation admitted to hospital for stroke who had been prescribed anticoagulation prior to their stroke
% of patients scanned within 1 hour of clock start (Target is 50% of all stroke patients)
% of patients scanned within 12 hours of clock start
% of patients directly admitted to a stroke unit within 4 hours of clock start
% of patients who spent at least 90% of their stay on stroke unit
% of all stroke patients given thrombolysis (all stroke types)*
% of eligible patients (according to the RCP guideline minimum threshold) given thrombolysis*
% of patients assessed by a stroke specialist consultant physician within 24h of clock start
% of applicable patients who were given a swallow screen within 4h of clock start
% of applicable patients who were assessed by an occupational therapist within 72h of clock start
% of applicable patients who were assessed by a physiotherapist within 72h of clock start
% of applicable patients who were assessed by a speech and language therapist within 72h of clock start
% of applicable patients who are assessed by a nurse within 24h AND at least one therapist within 24h AND all relevant therapists within 72h
AND have rehab goals agreed within 5 days
% of patients given antibiotics for newly acquired pneumonia in the first 7 days from clock start
% of applicable patients receiving a joint health and social care plan on discharge
% of patients treated by a stroke skilled Early Supported Discharge team
% of patients discharged with a moderately severe disability
% of patients discharged with a severe disability
Median change in modified Rankin Score (level of disability) from before stroke to discharge from inpatient care
Median length of stay from clock start to discharge from inpatient care (including death in hospital unless died on the same day as clock start) ‐
days
% of those patients who are discharged alive who are given a named person to contact after discharge
* The RCP estimates 15‐20% of patients would be eligible for thrombolysis based on their age, type of stroke and time lapse since stroke onset.
↑↓ Improvement or deteriora on in performance of more than 5% from the previous quarter.

MYHT
Apr Jun
14
205
44.2
21.5
78
49.3
89.1
5.4
78.6
72.7
77.6
82.2
90.6
37.8

MYHT
Jul Sep
14
215
23.1
23.3
82.3
50
85.1
2.8
62.5
64.2
75.8
77.7
91.3
39.5

MYHT
Oct Dec
14
193
43.9
23.3
86.5
52.9
86.1
8.8
77.3
67.4
71.9
81.3
89.3
38.3

MYHT
Jan Mar
15
221
33.3
32.1
91.4
39.9
84.5
8.6
94.4
61.1
71.8
80.7
87.3
51.9

MYHT
Apr Jun
15
225
52.8
34.7
92
61
97.9
8
89.5
75.6
82.8
79.6
90.9
52.5

40.4

30.7

32.9

31.4

34.6

53.1

10.2
83.1
62.9
19.5
12.7
2

13
85.1
70.2
16.7
12.5
2

13.2
95.5
67.1
15.3
7.4
2

10.5
83.6
71.2
21.4
11.9
2

12.4
80
62.1
11.6
17.2
2

8.4
84.2
31.7
13.9
7.2
1

9.5

9.2

8.2

9.6

7.2

31.8

30.9

27.7

32.8

42.6

National
Apr Jun
15
20049
45.6
46.2
90.1
58.7
82.6
11.4
83.3
78.1
71.1
88.9
93.2
82.7

Trend

↑

↑
↑

↑
↑

↓
↑
↓

7.5
↑

89.6

Scanning

Stroke Unit

Thrombolysis

Specialist
Assessments

Occupational
Therapy

Physiotherapy

SALT

MDT working

Standards by
Discharge

Discharge
Processes

SSNAP level

C

C↑

D

D↑

C↓

B

E

E

B

C

D

Key messages
The percentage of patients admitted to the stroke unit within 4 hours of arrival has increased by a third.
CT performance continued to improve.
The results for standards pertaining to rehabilitation are all below the national average.
The median length of stay reduced by 2 days.
Action: The CCG hosted a Stroke Improvement Summit with the Trust on 30 September 2015. Discussion focussed on further improving standards, addressing staffing shortages and
psychology provision. A summary from the Summit will be discussed at MYHT Executive Quality Board and Integrated Governance Committee on 19 November 2015.
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Mental Health service transformation
Provider ‐ SWYPFT
Reporting
Period

Target

2014/15
Performanc
e

Actual

YTD

% service users on CPA in Employment

Jun

10%

7.3%

7.3%

7.3%

↑

Dr CH

MEz

% service users on CPA in settled
accommodation

Jun

60%

68.9%

63.5%

65.8%

↓

Dr CH

MEz

% Delayed transfers of care

Jul

7.5%

4.0%

1.96%

2.0%

↑

Dr CH

MEz

% Admissions gatekept by CRS teams

Jul

95%

99.4%

100.0%

96.7%

↑

Dr CH

MEz

98.1%

96.0%

96.3%

↓

Dr CH

MEz

69.0%

70.0%

↑

Dr CH

MEz

4.8%

5.2%

5.2%

↑

Dr CH

MEz

3.2%

3.9%

3.7%

↓

Dr CH

MEz

83.9%

87.7%

85.7%

↑

Dr CH

MEz

1.4%

1.5%

1.2%

↑

Dr CH

MEz

12.9%

12.1%

12.1%

↓

Dr CH

MEz

90.7%

91.3%

89.2%

↑

Dr CH

MEz

Indicator

Care Programme Approach (CPA)

Trend
Information
From
Commissioni Exception
previous Clinical Lead
ng Lead
Report
Month

Access
% SU on CPA having formal review within 12
Jul
95%
months
% of staff recommending Trust as place to
Q4
76%
Friends and Family Test ‐ Staff
receive treatment
Trust sickness absence rate (YTD) ‐
Jul
<4.4%
Staffing (SWYPFT)
Wakefield
Proportion of patients that have self harmed
<3.2% (nat
NHS Safety Thermometer
Aug
av)
in the last 72 hours
84.6% (nat
Proportion of patients that report feeling
Aug
NHS Safety Thermometer
av)
safe at the point of survey
Proportion of patients that have been the
<1.4% (nat
victim of violence/aggression in the last 72
NHS Safety Thermometer
Aug
av)
hours
<12.4% (nat
Proportion of patients that have had an
Aug
NHS Safety Thermometer
av)
omission of medication in the last 24 hours
Proportion of patients with 'harm free' care
(patients that did not self harm, do not feel
87.8% (nat
NHS Safety Thermometer
Aug
unsafe, have not been a victim of violence or
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
Care Programme Approach (CPA)

WCCG
Indicator
Dementia Diagnosis rate
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% of people with formal diagnosis of
estimated number of people with dementia

Reporting
Period

Target

Mar

67%

2013/14
Performanc
e

Actual

YTD
68.4%

Trend
Information
Commissioni Exception
Clinical Lead
From
ng Lead
Report
previous
Month
↑

Dr CH

MEz

Jan

Maternity, children and young people transformation

Provider

MYHT
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Wakefield CCG
2014/15
Reporting
CCG
Target
Actual
YTD
FOT
Period
Perform
ance

Indicator
C‐section
(MYHT Integrated
Performance Report)
Breast Feeding
Initiation
(NHS England)
Breast Feeding at 6
weeks
(NHS England)

Trend Information
Previous
From
months
previous
Actual
score
Month
card

Emergency C‐section
rate (%)

Aug

<16%

Initiation of breast
feeding

Q1

60%

63.9%

62.1%

62.1%

62.1%

↓

•••••

% infants totally or
partially breast fed at
6 weeks

Q1

36%

32.8%

32.6%

32.6%

32.86%

↓

•••••

Provider
YTD

FOT

Trend

D.A.

14.5%

15.2%

15.2%

↓

•

66.2%

66.2%

66.2%

↑

•

•

System Wide Quality Measures ‐ organising ourselves
Exception Report: Clostridium Difficile
Exception Report

Clostridium difficile

Indicator

Period

Target

2014/15

Month

YTD

Previous Performance

Cl os tri di um di ffi ci l e ca s e s : NHS Wa ke fi el d CCG

Aug‐15

<6 month
<72 a nnua l

67/92

17

48

••••••

Cl os tri di um di ffi ci l e ca s e s : MYHT pos t 72 hour ca s e s

Aug‐15

<2 month
<27 a nnua l

33/42

4

19

••••••

Description of underperformance: There were 17 reported cdiff cases in August. 12 were pre 72 hour cases and 5 post 72 hour cases (3 MYHT, 1 LTHT and 1
Barnsley). So far in 2015/16 there have been 48 cases for the CCG. There is an annual target of no more than 72 cases in 2015/16. To meet this target the CCG must
average 4 cases or fewer between now and the end of the year. So far in 2015/16 the monthly average is 9.6 cases.
Reason for underperformance
All pre and post 72 hour cases have been reviewed, the cases were registered with 14 GP
practices across Wakefield District. Of the pre 72 hour cases, eight specimens were
requested by the GP, two samples were obtained on admission to MYHT, one was on
admission to LTHT and one in the hospice. Five of the cases had recent inpatient history
within the previous 2 months (MYHT, LTHT). Four of the cases had a previous history of
Clostridium difficile Infection toxin and Glutamate Dehydrogenase positive. Ten of the pre
72 hour cases had recent antibiotics prescribed, further analysis is ongoing to determine
appropriate prescribing, in line with the Antimicrobial Guidelines for Primary and
Community Care Organisations. If the prescribing is not in line with the guidelines the
information will be shared with the Medicines Optimisation Team.
The four post 72 hour cases reported by MYHT, following post infection review process one
was deemed preventable due to inappropriate prescribing of amoxicillin. Two of the cases
were non preventable and one case when received at panel further information was
requested prior to determination of preventability.
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Number of Wakefield c diff cases
WCCG cases

Threshold

18
16
14
12
10
8
6
4
2
0
Jan‐15

Feb‐15

Mar‐15

Actions to be taken

Action Plan in Place

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. Kirklees and Wakefield IPC Team continue to undertake enhanced surveillance to
determine common themes to enable targeted work.

Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

Apr‐15

May‐15

Jun‐15

Jul‐15

Aug‐15

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

System Wide Quality Measures ‐ organising ourselves
Exception Report: MRSA
Indicator

Period

Target

2014/15

Month

YTD

Previous performance

MRSA incidence: NHS Wakefield CCG

June 15

0

2

1

1

••••••

Description of underperformance identified: 1 pre 48 hour MRSA case was assigned to Wakefield CCG in June 2015. This is the second MRSA case this year in a
Wakefield resident. The first case was assigned to MYHT following Post Infection Review.

This case was deemed to be an
unavoidable.

Learning to be embedded following PIR

MRSA Assigned Cases

2

WCCG

MYHT

Jun‐15

May‐15

Apr‐15

Mar‐15

Feb‐15

Jan‐15

Dec‐14

Nov‐14

Oct‐14

Sep‐14

Aug‐14

0

Jul‐14

MYHT respond to questions raised by Community
IPC team in a more timely manner – delay in
response from Consultant Microbiologist if there
was potential that the blood culture was a
contaminant.

Jun‐14

1

May‐14

No reasons for underperformance
identified at Post Infection Review (PIR).
Patient presented at the Emergency
Department at Dewsbury and District
Hospital on 6 June 2015 with shortness of
breath, pyrexia. No previous history of
MRSA colonisation. On examination left leg
hot and tender to touch, blood cultures
taken. Blood culture positive and result
informed to community IPC team on 9 June
2015. No recent primary care or community
services involvement. The patient
consented to the PIR and the findings were
informed to the patient by the community
IPC team.

Actions to be taken

Apr‐14

Reason for Underperformance

Number of cases assigned to all CCGs and trusts nationally (Source: HPA)
% CCG National
% Trust National
Number of cases
2013/14
2014/15
2013/14
2014/15
0
19%
31%
21%
30%
1
26%
26%
21%
24%
2
23%
17%
18%
16%
3
14%
11%
12%
8%
4
7%
5%
9%
6%
>5
12%
9%
19%
15%
Number of MRSA cases assigned to NHS Wakefield CCG and MYHT
NHS Wakefield CCG
MYHT
2013/14
2014/15
2013/14
2014/15
Number of cases
6
2
7
1
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Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register ID

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

System Wide Quality Measures ‐ organising ourselves
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Dewsbury and District Hospital on 12 August 2015. 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.
Antenatal and Postnatal Ward
A patient was highly complementary of the care she had received both during her labour and delivery and during the time she was spending on the post‐natal ward. This woman had
previously experienced a complication of pregnancy and felt confident that should this happen again, the team were prepared. She had no concerns and felt that she was listened to
during her time at the Trust. Staff felt the ward required a more flexible staffing model linked to the clinical acuity of the women on the ward. Another patient described her care as
inconsistent. The patient felt the medical staff had not listened to her. The support from midwives, health care assistants and nursery nurses was described as excellent. The lady had
received excellent breast feeding support.
Short Stay Unit (SSU)
Patients were happy with their care. A patient was unhappy at how long they had been waiting for their medication and this was the only thing keeping them from going home.
Patients were satisfied with their meals they received and knew what their care plans were. A patient commented that the doctor had allayed their fears about the medication which
was prescribed for them. Staff were observed responding to patients with dignity and care, despite being very busy. The documentation reviewed was of a good standard.
Ambulatory Care Unit
There was only one patient on the ward at the time of the visit, which took place in the afternoon. On a previous walkabout in January 2014 there were no patients on the ward.
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 which was attended by a Trust
Director.
The full report and action plan will be shared at a future MYHT Executive Quality Board meeting. A comprehensive review of maternity services was undertaken in October 2015. As
a result, commissioners are assured on the quality of care provided. Details of the comprehensive review will be reported to Integrated Governance Committee on 19 November
2015.
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System Wide Quality Measures ‐ organising ourselves
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Pinderfields General Hospital on 8 September 2015. 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.
Gate 20 (respiratory)
All patients were very positive and complimentary about the care received. Patients reported that they could not fault the staff and that the care was excellent. 5 patients reported
that they were bored on the ward. Patients reported that it can take 5 – 10 minutes for buzzers to be answered. Management of discharges and administration of medication was
flagged as an area for improvement.
Gate 41 (elderly care)
Nurses were described as “incredible” by patients and doctors. A DNACPR form was filed at the front of the medical notes and fully completed. The care planning for a patient
identified as clostridium difficile positive was of a good standard. There were patients who were requiring 1:1 care who were receiving it. Obtaining TTO’s was flagged as an area for
improvement.
Gate 42 (elderly care)
Patients praised the staff on the ward. There were 2 Safety Guardians on the ward to care for 8 patients who were classed as having a high risk of falls. A DNACPR form was fully
completed and filed at the front of the medical notes. Age UK visit the ward twice a week to talk to patients about discharge options. Admissions procedures and transfer to theatre
time was flagged as an area for improvement.
Gate 43 (elderly care)
The ward has created a ‘family support room’ which provides a pull out bed to allow families and carers to stay overnight with the patient. The ward was piloting a ward based
discharge liaison charge nurse to support effective and efficient discharge planning. They supported the 9.00 MDT ward round and ensured early discharge planning from admission.
This had resulted in a reduction in length of stay from 15 days to 9 days.
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 which was attended by a Trust
Director.
The full report and action plan will be shared at a future MYHT Executive Quality Board meeting.
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System Wide Quality Measures ‐ organising ourselves
YAS CQC Inspection Report
The Care Quality Commission (CQC) published their inspection report of Yorkshire Ambulance Service (YAS) on 21 August 2015. Four core services were inspected;
emergency operations centres (EOC), urgent and emergency care, patient transport services (PTS) and resilience services including the hazardous area response team
(HART). The Trust was inspected from 13‐16 January 2015 and on 19 January 2015 and 9 February 2015.
Overview of ratings: In summary YAS received a rating of ‘Good’ in the Caring domain and an overall rating of ‘Requires improvement’.
Safe

Effective
Requires
improvement
Requires
improvement

Emergency operations centre
(EOC)

Requires
improvement
Requires
improvement
Requires
improvement

Resilience
Overall

Emergency and urgent care
Patient transport services (PTS)

Caring
Good

Responsive
Requires
improvement

Good

Requires
improvement

Good

Good

Good

Inadequate

Not rated

Not rated

Good

Requires
improvement

Requires
improvement

Good

Requires
improvement

Well‐led

Overall

Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement
Requires
improvement
Requires
improvement

Requires
improvement

Requires
improvement

Key issues identified by the CQC:
‐ At the time of inspection four out of the six executives were in substantive positions, however there had been a recent departure of the Chief Executive and a history of
change at executive level within the trust.
‐ Red 1 and 2 performance was below the national average and an increased number of complaints did not meet the trusts 25 day response times. The trust reported
during this period an increase in activity across all services.
‐ The trust was in the process of changing the culture in the organisation from performance target driven to one of professional/clinical culture.
‐ A history of poor staff engagement and relationships between senior management and workforce. The recent introduction of new rotas and meal breaks had a further
negative impact on relationships.
‐ Significant concerns were identified within the HART service regarding the checking of equipment, a large number had passed its expiry date and assurance processes
had not detected this. There were also inconsistencies with checking of breathing apparatus and the processes observed did not follow best practice guidance.
‐ Development work had been undertaken to strengthen the assurance and risk management process and these showed improvement, but lacked maturity. Issues were
found on inspection for example there were security issues at one station, cleanliness of ambulances across the region, but particularly at the HART unit demonstrate a
lack of robustness with misleading results giving rise to false assurance.
‐ The trust had major difficulties in recruiting staff, national shortages of paramedics contributed to the trusts difficulty in recruiting paramedics which impacted on the
ability to be responsive and also enable staff to attend training and other activities.
‐ The trust was working hard to be more outward facing, working in partnership with commissioners and improving consultation with patients and public.
Areas of outstanding practice identified by the CQC:
‐ The trust’s ‘Restart a Heart’ campaign trained 12,000 pupils in 50 schools across Yorkshire.
‐ The trust supported 1,055 volunteers within the Community First Responder and Volunteer Car Service Scheme.
‐ Green initiatives to reduce carbon in the atmosphere by 1,300 tonnes per year.
‐ The emergency operations call centre was an accredited Advanced Medical Priority Dispatch System (AMPDS) centre of excellence.
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System Wide Quality Measures ‐ organising ourselves
YAS CQC Inspection Report
‐

Mental health nurses working in the emergency operations centre to give effective support to patients requiring crisis and mental health support. This included standardised protocols and 24 hour
access to mental health pathways and crisis team.

Action required:
The CQC issued three requirement notices in relation to breaches of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. YAS must submit an action plan to the CQC within 28 days
of report publication to address the breaches and implement the “must do” actions identified:
‐
‐
‐

Regulation 12(2) (h): Assessing the risk of, and preventing, detecting and controlling the spread of infections.
Regulation 17 Good governance.
Regulation 18 Staffing.

Must do actions
‐
The trust must ensure all ambulances and equipment are appropriately cleaned and infection control procedures are followed.
‐
The trust must ensure that equipment and medical supplies are checked and are fit for purpose.
‐
The trust must ensure all staff are up to date with their mandatory training.
Should do actions
YAS must submit an action plan to the CQC within 6 weeks of report publication to address the “should do” actions identified:
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

The trust should ensure all staff receive an appraisal and are supported with their professional development. This must include support to maintain the skills and knowledge required for their job
role.
The trust should ensure risk management and incident reporting processes are effectively embedded across all regions and the quality of identifying, reporting and learning from risks is consistent.
The trust should also ensure staff are supported and encouraged to report incidents and providing feedback to staff on the outcomes of investigations.
The trust should ensure all ambulance stations are secure at all times.
The trust should review the provision and availability of equipment for use with bariatric patients and staff are trained to use the equipment.
The trust should review the safe management of medication to ensure that there is clear system for the storage and disposal of out of date medication. The trust should also ensure oxygen
cylinders are securely stored at all times.
The trust should ensure records are securely stored at all times.
The trust should ensure consistent processes are in place for the servicing and maintenance of equipment and vehicle fleet.
The trust should ensure all staff have received training in the Mental Capacity Act 2005 and Deprivation of Liberty Safeguards.
The trust should ensure performance targets in relation to patient journey times and access to booking systems continue to be monitored and improve.
The trust should ensure there are appropriate translation services available for staff to use to meet the needs of people who use services.

Current position:
The CQC held a Quality Summit on 18 August 2015. The summit heard the CQC’s inspection findings and the CQC were keen to confirm that YAS were a short way to ‘Good’ and their actions should
address the gaps identified. YAS delivered a positive presentation which included details of immediate and proposed actions being taken to address the CQC findings. The Trust confirmed that the
necessary action in relation to the HART service had been taken immediately at the time of the inspection and CQC had returned during the inspection process to confirm that this was the case. YAS also
described significant progress since the inspection on other key issues. The Trust Development Authority (TDA) concluded the summit detailing the monitoring of the improvement plan and the external
support from stakeholders. The TDA were confident that YAS can deliver the improvement plan within agreed timescales.
The Yorkshire Ambulance Collaborative Commissioning Group Contract Management Board (CMB) met on 19 August 2015 and it was agreed that draft action plans would be shared with commissioners
for discussion and comment at the YAS Quality Forum in September. The final action plans submitted to the CQC will be received at the
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CQC Inspection Report
Provider
Date of Inspection
Review Type
Link to Report

Carleton Court Care Home, Pontefract
15 June 2015
Unannounced
Carleton

Outcomes

CQC history: December 2014 – provider was not meeting the regulations relating to respecting and involving
people who use services, management of medicines and assessing and monitoring the quality of service provision.
Type of home: Residential

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Provider

Outcomes

Haven Lodge, Normanton

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

Current Status

Date of Inspection
1, 4 June 2015
Review Type
Unannounced
Link to Report
Haven
CQC history: May 2013 – no breaches of regulations reviewed
Type of home: care home registered to provide personal care and accommodation for up to 32 older people.

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Inadequate
Requires improvement
Good
Requires improvement
Requires improvement
Requires improvement

Provider
The Glyn Residential Home, Wakefield
Date of Inspection
28, 29 April 2015
Review Type
Unannounced
Link to Report
Glyn
CQC history: 4 March 2014 – Inspection in response to concerns following a safeguarding alert
Type of home: Residential

Outcomes

Current Status
Requires improvement
Good
Good
Good
Requires improvement
Requires improvement

Provider
Willow Park Care Home, Pontefract
Date of Inspection
15 May 2015
Review Type
Unannounced
Link to Report
Willow
CQC history: May 2013 – No identified breaches of legal requirements
Type of home: Residential, dementia and nursing care
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Safe
Effective
Caring
Responsive
Well‐led
Overall rating
Outcomes

Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Requires improvement
Good
Good
Good
Good

System Wide Quality Measures ‐ organising ourselves
CQC Inspection Report
Provider
Inwood House, Wakefield
Date of Inspection
5, 28 May 2015 and 3 June 2015
Review Type
May – Unannounced, June ‐ Announced
Link to Report
Inwood
CQC history: August 2013 – No identified breaches of legal requirements
Type of home: accommodation and personal care

Provider
54a, Featherstone
Date of Inspection
10 and 13 July 2015
Review Type
Unannounced
Link to Report
54a
CQC history: December 2013 – no identified breaches
Type of home: The home specialises in providing care for people with learning disabilities or autistic
spectrum disorders.
Provider
The Coppice, Featherstone
Date of Inspection
18 June 2015
Review Type
Unannounced
Link to Report
Coppice
CQC history: November 2014 – number of breaches in many of the Health and Social Care Act 2008
(Regulated activities) Regulations 2010 were found.
Type of home: The service provides residential care for up to three older people.

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

Action: The CQC has issued a notice of proposal to cancel the registration.
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Current Status
Requires improvement
Requires improvement
Requires improvement
Requires improvement
Requires improvement
Requires improvement
Current Status
Requires improvement
Good
Good
Good
Requires improvement
Requires improvement
Current Status
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

System Wide Quality Measures ‐ organising ourselves
CQC Inspection Report
Provider
Date of Inspection
Review Type
Link to Report

The Grange Medical Centre, Hemsworth
2 September 2015
Announced
The Grange

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Requires improvement
Good
Good
Good
Good

Provider
Date of Inspection
Review Type
Link to Report

Station Lane Medical Centre, Featherstone
15 September 2015
Announced
Station Lane

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good
Good
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Recommendation :
It is recommended that the Governing body note the submission of the Local Digital Roadmap footprint return
to NHS England (NHSE).
Executive Summary:
The key aim of the NHSE programme is for Primary, Urgent and Emergency Care and key transfers of care to be
delivered using paper free integrated records by 2018 and that all publicly funded providers of health and care
will have integrated digital care records by 2020 to enable health and care to be “paper free at point of care”.
CCGs are expected to lead, with local partners, on the development of local digital roadmaps and associated
digital maturity analysis.
Planning and Governance arrangements for the required work are to be advised to NHSE by the end of October
with completed Roadmaps submitted by April 2016.
At present there is no central funding associated with this work, although NHSE are seeking funding through the
current Treasury comprehensive spending review (CSR) round. Resource to carry out the planning work for the
roadmap will be carried out with existing internal resource from the CCG and provider partners supported by
project management resource available under the contracted service from the Health Informatics Service.

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:

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 at this stage. Engagement will be required in the development
of the roadmap.

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

Connecting Care - Mel Brown, Programme Commissioning Director
Integrated Care

Previously presented at
committee / governing body:

Clinical Cabinet 24 September 2015

Clinical leads- Dr Clive Harries, Clinical lead for IT

Wakefield Council – Programme Board - IT Systems for Adults, Children &
Health 24 September 2015
District-wide Information Communication Technology (ICT) group 29
September 2015
Connecting Care Executive 8 October 2015
Integrated Governance Committee 15 October 2015

Reference document(s) /
enclosures:

Risk Assessment:

digital-roadmaps-NH
SE guide.pdf

The CCG is responsible for delivery of the local roadmap to a timescale set by
NHSE, this roadmap will be approved and published by NHSE. Failure to meet
the required timetable or submission of a roadmap deemed not to meet
NHSE requirements will impact adversely upon the reported performance of
the CCG.
There is a continuing monitoring of performance against the roadmap
though CQC and CCG inspection and reporting. The associated reputational
risk should be added to corporate risk register

Finance/ resource implications:

This paper contains the following financial implications:
There will be resource costs associated with the required planning work and
additional costs on providers to deliver against the aims of the programme.
At this stage costs cannot be quantified.
At present there is no funding associated with this work, although NHSE are
seeking funding through the current Treasury CSR round.
Existing contracted project management resource will be provided by the
Health Informatics Service.

Information Paper – Wakefield CCG Governing Body
Local Digital Roadmap
Executive summary
The key aim of the NHS England (NHSE) programme is for Primary, Urgent and Emergency
Care and key transfers of care to be delivered using paper free integrated records by 2018
and that all publicly funded providers of health and care will have integrated digital care
records by 2020 to enable health and care to be “paper free at point of care”.
CCGs are expected to lead, with local partners, on the development of local digital
roadmaps and associated digital maturity analysis.
This work links to our Connecting Care strategy for integration of health and care services
across the district, in addition the CCG’s digital strategy reflects NHSE’s policy as it is
predicated upon a vision:
To create a ‘digital’ health community that shares information and knowledge,
communicates, plans and collaborates in ways that helps the people in the district to
receive the highest possible quality of care
Planning and Governance arrangements for the required work are to be advised by to NHSE
by the end of October with completed Roadmaps submitted by April 2016.
Expectations of CCGs and Partners
To a greater or lesser extent CCGs and partners will have a role to play in these
workstreams. The most immediate and largest piece of work will be the development of
digital roadmaps and associated digital maturity analysis based on specific patient/citizen
journeys within Workstream 2.1.
The guidance from NHSE on development of digital roadmaps and digital maturity was
published on 3rd September.
The key tasks and milestones are:
Milestone / Task
Develop plans for roadmaps with local partners. This will include
establishing a core development team and commitment from providers,
commissioners and other key organisations
Confirm to NHSE footprint for the digital roadmap and partners
involved in the development work along with a formal statement of
the governance arrangements.
Although formal guidance may not be published at this stage it is
suggested that we commence development of digital roadmaps and
statement of digital maturity based around selected patient pathways to
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Date
September/
October 2015
30th
October2015
October 2015 to
March 2016

include:
• Documenting the current status
• Mapping the information flow and digital maturity for a patient
journey
• Identifying the benefits of increased digital capability
• Document the desired outcome for 2017 and 2020
• Produce a timeline to achieve the future state
• Identify funding requirement to meet objectives
Digital Maturity self-assessment on-line questionnaire to be published
and completed by CCGs and Providers
Planning guidance issued by NHSE
Carry out wider consultation, develop roadmap and local sign off of
road maps
Submit road maps to NHSE

November 2015
to January 2016
December 2015
or January 2106
January to April
2016
1 April 2016

NHS England to publish roadmaps

TBC

Current Status
The Wakefield District is in a strong position to proceed with the required work at pace.
In particular:
•

•
•
•
•
•
•

We have had in place for some time the districtwide ICT group which will be a key
forum for steering the project and part of the governance arrangements. This group
has already approved the footprint proposals
We have established relationships with key national partners though the Pioneer
and Vanguard initiatives.
We are linked to ongoing work with integration leads in NHS England and Health and
Social Care Information Centre (HSCIC).
We have access to specialist advice from the Information Governance alliance.
We are a member of the NHS England National Information Board (NIB) “Localities
and Communities group”
An initial discussion of a formative task and finish group has been held comprised of
the three main providers and the CCG.
We have held an initial visioning event to allow representatives of all our partners to
contribute to and develop an understanding of the need to share data to improve
patient care.

Submission to NHS England
1

Determining the footprint and providers within that footprint
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We have submitted a proposal to NHS England that the footprint will be the co-terminus
boundary of Wakefield Council and Wakefield CCG.
There will have to be engagement with other CCGs particularly where our provider footprint
covers other Council and CCG areas – ie Calderdale, Kirklees, Greater Huddersfield. We
should also be cognisant of the movement of our citizens across our artificial boundaries
especially when taking health services from providers in Leeds and Sheffield.
The initial roadmap work include Mid Yorkshire Hospital Trust (MYHT), South West
Yorkshire Partnership Foundation Trust (SWYPFT), Spectrum and Wakefield Council
Then, as the project develops, the scope will be extended to include other providers.
Wakefield CCG is the lead commissioner for the 999 service delivered by Yorkshire
Ambulance Service (YAS), as such YAS will be engaged in the roadmap development.
However the West Yorkshire Urgent & Emergency Care Vanguard is intended to deliver
integration on a West Yorkshire wide footprint.
2

Commitment and Governance

To deliver this project will require the high level formal commitment and allocation of
resource (both human and financial) from our partners.
A senior responsible officer should be identified who will be the authority for sign off of
any plans to be submitted to NHSE.
Central to ensuring commitment will be the establishment of a robust governance
framework, part of which will be the existing districtwide ICT group with, perhaps, a more
specific remit. At a higher level this group should continue to report into the Connecting
Care executive.
NHSE propose to monitor progress though the CCG planning process, Care Quality
Commission inspections and, in particular, CCG assurance framework. Digital roadmaps will
have to be agreed by NHSE director of commissioning Operations teams. This monitoring
will not be a one-off but will become a regular part of the planning process and inspection
process.
It is suggested that the governance for this project be based upon the existing districtwide ICT group reporting as shown below
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Local Digital Road Map – Proposed Governance Arrangements
Heatlh & Wellbeing
Board

CCG Governing Body

Clinical Cabinet
Integrated
Governance
Committee

Connecting Care
Executive

Provider 1 ICT Board

Provider 2 ICT Board

Provider 3 ICT Board

District-Wide ICT
Group

Summary
1. The footprint declared to NHSE for 2015-2016 is the co-terminus boundary of
Wakefield Council and Wakefield CCG.
2. The initial roadmap work include the major providers MYHT, SWYPFT, Spectrum and
Wakefield Council)
3. The senior responsible officer, who will be the authority for sign off of any plans to
be submitted to NHSE, will be Andrew Pepper.
4. The governance for this project is based upon the existing district-wide ICT group
reporting as shown above.

Richard Main
21 October 2015
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Title of meeting:

Governing Body

Date of Meeting:

10 November 2015

Paper Title:

NHS Wakefield CCG Interim Estates Strategy

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Martin Smith, Programme Manager
Esther Ashman, Head of Strategic Planning
Catherine Wormstone, Primary Care Commissioning Programme Manager
Responsible Clinical Lead:

Dr Phil Earnshaw, CCG Chair and Clinical Leader

Responsible Governing
Board Executive Lead:
Recommendation:

Andrew Pepper, Chief Finance Officer
Melanie Brown, Programme Commissioning Director Integrated Care

The Governing Body are invited to:
a) Note progress to develop the NHS Wakefield CCG Estates Strategy; and
b) Delegate authority to the Integrated Governance Committee to approve the NHS Wakefield CCG Estates
Strategy.
Executive Summary:
The purpose of this report is to:
 Provide Governing Body with details of progress to date in the development of the NHS Wakefield CCG
Interim Estates Strategy.
 To seek approval in principle to the NHS Wakefield CCG Interim Estates Strategy from Governing Body
subject to the incorporation of comments arising out of the discussion.
NHS England (NHSE) require all CCGs to have an Estates Strategy which will support the emerging vision for
clinical services over the longer term and provide a framework for prioritising resources to ensure high quality,
affordable accommodation in the most appropriate setting and location. An interim strategy is required to be
in place by the end of December 2015. As part of the strategy we have to ensure that:
 Fully rationalise its estate
 Maximise use of facilities
 Deliver value for money
 Enhance patients’ experiences

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:

Not applicable

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

Executive Team August 2015

Reference document(s) /
enclosures:

Governing Body Paper Estates 10 Nov 15

Not applicable

Not applicable

Wakefield Strategic Estates Strategy
Risk Assessment:

The 6 facets survey provides the risk assessment for our estates strategy.

Finance/ resource implications:

The estates strategy will provide the basis of ensuring that we have the
estates necessary for providing health and social care in the right place at the
right time. At present most of the finance in relation to estates is currently
held by NHS England.

GOVERNING BODY TUESDAY 10 NOVEMBER 2015
NHS WAKEFIELD CCG INTERIM ESTATES STRATEGY

1.0

Purpose of the Report

1.1

The purpose of this report is to:



Provide Governing Body with details of progress to date in the development of the NHS
Wakefield CCG Interim Estates Strategy.
To seek approval in principal to the NHS Wakefield CCG Interim Estates Strategy from
Governing Body subject to the incorporation of comments arising out of the discussion.

2.0

Background

2.1

NHS England (NHSE) require all CCGs to have an Estates Strategy which will support the emerging
vision for clinical services over the longer term and provide a framework for prioritising resources
to ensure high quality, affordable accommodation in the most appropriate setting and location.
The strategy will consider the current and future needs of the population and the optimal
configuration and commitment to estate solutions required to maintain commissioning flexibility
over the longer term.

2.2

To underpin this, in Wakefield a strategic estates review was requested, which outlined NHS
properties across the Wakefield District. The purpose of this was to understand the potential
opportunities for improving value for money through rationalisation, integration/co‐location,
premises improvement, and development.

2.3

The mapping of NHS properties and estates across Wakefield is now complete, the details of
which have been quality checked for accuracy. NHS Property Services (NHS PS) and Wakefield
CCG have prepared a Baseline Report, which encaptures where we are now. The next stage of
the estates planning process is to consider all the information within the report, align it with
Wakefield CCGs Five Year Plan, and Clinical Strategy to ascertain where we want to be, and what
changes need to take to get there.

2.4

Taking a directive from NHS England all CCGs are required to produce a good quality strategic
estates plan, and they consider it vital to achieving the efficiencies required by the Five Year
Forward View. To ensure that we:

Fully rationalise its estate

Maximise use of facilities

Deliver value for money

Enhance patients’ experiences

2.5

In June 2015 NHS England published a document to recommend that commissioners should
produce a high quality local estates strategy in collaboration with a wide range of local
stakeholders. It should identify risks, a process for in‐year monitoring of delivery, and the
measures for success and accountability. It should look for gaps and identify options for testing
1

(advice is available from NHS Property Services (NHSPS) and Community Health Partnerships
(CHP) to guide and co‐ordinate development).
2.6

NHSE suggests that by the end of December 2015 interim plans should be in place that covers
primary and community care estate and non‐clinical estate. A copy of the interim strategy has
been prepared and is available on request. The interim strategy covers the following areas:
o Where we are now ‐ current NHS Property Service properties
 Freehold and Leasehold opportunities for the next five years.
 Details about the condition of NHS Property Service properties
 Occupancy levels and costs associated with NHS Property service estate
 Current GP practice properties
o Strategic and Policy Context
 How the estates strategy fits with the CCG’s Five Year plan, Connecting Care
programme, Meeting the Challenge programme, Early Help Hubs, Community
Anchor sites, and Multi‐Speciality Community Provider.
o Where we want to be
 How strategic estates planning to transform our local healthcare estate
 Links with the local authority local development framework
 Key strategic sites within Wakefield district
o How do we get there
 Strategic and service fit for the CCG
 Work with partners
 Capital planning and development
 NHS England Infrastructure fund for 2016/17.

3.0

Next Steps

3.1

It is expected that the strategy will be a living document which will continue to develop over time.
The draft Estates Strategy is the first iteration which meets the requirements of NHSE however it
is proposed that this will be developed in the future to also include partner estates information
and a potential joined up approach to estates across the public sector.

3.2

The methodology for identifying the key strategic sites is set out in the strategy based on the six
facets survey and the requirements of the infrastructure fund. A discussion will be held to
consider whether there are any elements to the matrix which may require a stronger weighting
which would affect the identification of the strategic sites.

3.3

Following the submission of the interim strategy, the document will continue to be developed
with the assistance of a ‘Local Estates Forum’ which will contain representatives from the Local
Authority and NHSE.

3.4

Due to timing and ongoing development, the document will be iterated through discussion and
delegated authority is sought to allow a strategy to be submitted which is as up to date as
possible by December 2015.

4.0

Recommendations
The Governing Body are invited to:
2

a) Note progress to develop the NHS Wakefield CCG Estates Strategy; and
b) Delegate authority to the Integrated Governance Committee to approve the NHS Wakefield
CCG Estates Strategy.

3

Title of meeting:

NHS Wakefield CCG Governing Body

Date of Meeting:

10 November 2015

Paper Title:

Wakefield and District Safeguarding Adults Board
Annual Report 2014/15

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Wakefield and District Safeguarding Adults Board
Responsible Clinical Lead:

Sharon Fox, Independent Nurse Member

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Pollard, Chief of Service Delivery and Quality

Information

12a



It is recommended that the Governing Body support and note the content of the report.
Executive Summary:
NHS Wakefield CCG is asked to consider the Wakefield and District Safeguarding Adults Board (WDSAB) annual
report for the year 2014/15 both as assurance to the Governing Body regarding the state of the district, and as
an opportunity for the Governing Body to raise issues of concern for the attention of the WDSAB.
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

WDSAB Partner agencies
Overview and scrutiny committee
This report is presented on an annual basis

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

None identified

Finance/ resource implications:

None identified
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1. Foreword from the
Safeguarding Adults Board 		
Chair

Some important pieces of infrastructure for the SAB have been put
in place so that the Board can carry out its role:

The main task facing the board in the past year has been to prepare
for the implementation of the Care Act 2014 which, for the first
time, placed Safeguarding Adult’s Boards (SAB) on a statutory basis
from 1st April 2015. This puts the protection of adults on a similar
statutory footing as child protection and signals a determination
at national level to raise the profile, ambition and effectiveness of
Safeguarding Adult’s Boards.

• A new constitution for the SAB, which sets out the 			
responsibilities of the board members

However, there are some very important distinctions between the
work to protect adults and children. The broader provisions of the
Care Act are based on ensuring the well-being of adults - physically,
mentally and socially. This means that work to safeguard the needs
of adults must take account of people’s choices about how they
wish to live their lives and ensure that they have the maximum
control possible over events that affect them. This involves enabling
people to weigh up and manage risks and working with them rather
than imposing solutions upon them. The underlying philosophy
for this approach is part of a national programme called ‘Making
Safeguarding Personal’ and the Board will be monitoring progress
on this major change in practice.
The new Board has three core members specified by statute:
• The local authority, which has a lead, co-ordinating role and 		
is responsible for setting up the Safeguarding Adult’s Board.
• The Clinical Commissioning Group, which is responsible for 		
commissioning most of the health care in the area.
• The Police, who have a critical role in protecting adults from 		
abuse and neglect and bringing perpetrators to justice.
To ensure that we were ready to implement the provisions of the
Care Act, I asked the three ‘core’ agencies to complete a selfassessment, based on a nationally approved template, marking
themselves green, amber or red against detailed standards that
tested the readiness of each agency to meet the requirements of
the new legislation. I then held a ‘challenge event’ with each agency
that probed the evidence that lay behind the self-assessments
and picked out key strengths and areas for further development.
It was clear that each agency had spent a lot of time and effort
in assembling evidence to support their self-assessment and that
each had been open about some of the problems they were facing.
Overall, I found that most of the detailed standards were agreed to
be green but there were some ambers and a small number of reds.
This means that the board is well placed to meet the requirements
of the Care Act but progress on those issues which require further
work will be monitored throughout the coming year.
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• A Strategic Plan, which is based on the requirements of the 		
Care Act and the findings from our self-assessments.

• Revised policies and procedures (working in partnership with
the other boards in West Yorkshire)
• Links to the Health and Wellbeing Board
• Improved reports on data and performance related to 		
safeguarding
• An agreement on funding for 2015/16 to ensure that the 		
Board can meet its obligations
The Care Act introduces new requirements for carrying out reviews
where death or serious harm has been caused by abuse or neglect.
The purpose of a Safeguarding Adults Review is to learn lessons
and improve practice and inter-agency working. In 2014 the board
commissioned two reviews, using the former serious case review
guidance, into cases where someone had died. Neither of these
reviews has been completed and so the reports have not yet come
to the board for consideration. As well as learning from these
particular cases when the reports are complete the Board will be
aiming to meet the requirements of the Care Act by undertaking
speedier reviews in the future so that any lessons can be identified
and shared as quickly as possible.
One of the issues for development identified in the self-assessments
was the importance of very senior leaders in all agencies
understanding their role and responsibility for ensuring that adult
safeguarding works well in our district and are properly briefed on
the work of this Board. I have therefore asked for the Board members
to ensure that this Annual Report is taken for consideration to the
appropriate board or body within their organisation. The SAB has its
role to play in assuring that arrangements for protecting adults are
working well and holding agencies to account but we must never
forget that “Safeguarding is Everyone’s Business”.

Bill Hodson
Independent Chair

1

2. Foreword from the
Chief Executive
This has been an unprecedented year for changes in the legal
framework affecting the way in which we safeguard the most
vulnerable adults in our society. I have been delighted by the way
in which all partners, through the Safeguarding Adults Board, have
worked together to ensure that Wakefield District is ready to meet
these new challenges around protecting and supporting our most
vulnerable residents.
In particular, the Court of Appeal landmark ruling on the Cheshire
West Deprivation of Liberty Safeguards (DoLS) in March 2014
lowered the threshold at which vulnerable adults received protection
under these safeguards. This has resulted in a massive increase
in workload around requests for assessments, putting additional
strain on services at a time of unprecedented challenges for public
services.
The Care Act 2014 placed Adults Safeguarding, and the
Safeguarding Adults Board, on a statutory basis for the first time
with effect from 1 April 2015. As well as giving a clear message
on the importance of Adult Safeguarding, the statutory guidance
also emphasises the importance of person-centred approaches:
making sure that the vulnerable person at risk of abuse has the
maximum possible control over events and processes which affect
them.
I am reassured by the way in which the Annual Report demonstrates
how Wakefield District has risen to these challenges. It also
reflects the good progress made by the Safeguarding Adults Board
to continually improve our support and protection of adults in
Wakefield in order for them to live safe from harm and exploitation,
and to have their needs met with dignity and respect.
Over the next year, I look forward to the Safeguarding Adults
Board continuing to provide reassurance, advice and guidance on
safeguarding processes and ensuring that these result in better
outcomes for vulnerable people. However, it remains incumbent
on all of us to protect and support our most vulnerable residents,
whether as public agencies, carers, family members or neighbours.
Joanne Roney OBE
Chief Executive
Wakefield Council

2
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3.		

National Context

During the period of this report, 2014/15, there were a number of
significant events which will have lasting effects on safeguarding
adults over many years to come.
The Francis report into events at the Mid Staffordshire Hospital was
published in 2013 with a number of recommendations which are
relevant to safeguarding, and the Government has been consulting
and legislating to bring these recommendations into effect during
this year and particularly from April 2015. The Health and Social
Care Act 2008 (Regulated Activities) Regulations 2014 introduced
a statutory Duty of Candour for all NHS service providers in
November 2014 and this became a statutory duty for all adult social
care service providers from April 2015. It has also become one of
the Care Quality Commission’s (CQC) new fundamental standards
against which providers are to be assessed.
As a result of the Francis report recommendations, the Government
have legislated to bring in an offence of wilful ill treatment or
neglect of a person with capacity. This became criminal law in
April 2015 and has potentially far reaching effects in terms of adult
safeguarding.
The Jay report into child sexual exploitation in Rotherham and
subsequent similar findings in other parts of the country sent shock
waves throughout children’s safeguarding. The findings in these
various reports have led to the Home Office and police re-evaluating
their approach to personal vulnerability and safeguarding. The Home
Office has eased the performance management requirements on
the police in relation to property crime, which has allowed the police
to place more resources into both children and adult safeguarding
activities.
In May 2014 the Care Act was passed by parliament to come into
effect in April 2015. The initial draft guidance on the safeguarding
section of the Act was published in June 2014 for consultation and
it was significantly changed when the final guidance was issued in
October 2014.

(Where people do not have capacity to make these decisions for
themselves advocates or others acting in their best interests will
be involved.). These outcome principles in the Care Act are very
much in line with the new CQC fundamental requirements of
regulated providers and bring a more cohesive approach to adult
safeguarding.
Six Key Safeguarding Principles:
Empowerment - ensuring people have control and choice over the
decisions taken about their care, support and protection.
Prevention - looking at the causes of abuse and picking up
problems early.
Proportionality - ensuring that responses are in line with the
outcome the adult wants to achieve.
Protection - taking decisive and effective action when abuse or
neglect occurs.
Partnership - ensuring that all organisations collaborate well to use
joint procedures and train their staff accordingly.
Accountability - an important function of the Safeguarding Adults
Board is to hold each member organisation to account for the
commitments they have made.
The Care Act also places local Safeguarding Adults Boards (SAB) on
a statutory footing with a core statutory membership requirement
of the Local Authority, Clinical Commissioning Group and the Police
and other board members to meet local requirements.
The SAB will be required to publish for each financial year:
• A strategic plan which sets out members’ responsibilities 		
and objectives.
• An annual report detailing key achievements.
• Include in the annual report any safeguarding adult 			
reviews that have been undertaken.

The Care Act brings change in terms of adult safeguarding, placing
the procedures for the first time on a statutory footing with local
authorities having a specific duty to make safeguarding enquiries
where an adult with care and support needs is experiencing abuse,
or is at risk of abuse or neglect as a result of those needs.
In order to respond appropriately where abuse or neglect is
suspected, everyone must understand their role and responsibility
and have access to practical and legal guidance, advice and support
which will include understanding the local inter-agency policies
and procedures. These enquiries will need to be recorded in a
manner consistent with meeting local and national performance
management data collection requirements.
The Care Act sets out six key principles of adult safeguarding in
statutory guidance. These emphasise a person-centred approach
and a focus on seeking outcomes agreed with the adult at risk.
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4. Board Structure
Wakefield and District Safeguarding Adults Board
(WDSAB) Structure
Independent Chair
Bill Hodson
Safeguarding Adults Board
Representatives from member organisations committed to
safeguarding vulnerable adults in the district with an agreed
Constitution, Business Plan and sub groups of the Board to
achieve the plan objectives.
ALL sub groups work to terms of reference agreed by the WDSAB.

Training Sub Group
Chaired by Heather David Independent Sector
Representative
The group takes its work plan from the objectives set out in the
overall Business Plan. The sub group has delegated responsibility
for safeguarding awareness raising and all aspects of training with
a preventative focus in mind, but ensuring staff know how to deal
with concerns when they arise.

Quality and Performance Sub Group
Chaired by Lisa Willcox WMDC Service Manager for
Strategic Safeguarding and Care Act Implementation
The group takes its work plan from the objectives set out in the
overall Business Plan. The sub group has delegated responsibility
for formulating the performance management information
presented to the Board and quality issues linked to practice
development from audits and learning from review processes.
Reportable Concerns
Chaired by Jane Wilson Designated Nurse for Safeguarding
Adults (Clinical Commissioning Group)
This is a sub committee of the Quality and Performance Group
and considers information regarding service provider quality
standards. Its aim is to identify provider concerns before they
become safeguarding issues and work with providers to improve
standards. It reports to the Quality and Performance Sub Group,
but also reports annually to the Board in its own right.

4
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5. Board Key Objectives and 		
Outcomes 2014/15
Key Strategic Objectives
Set out below are the Board’s key objectives during this review
period that were reflected in the Board’s business plan which
partners worked together to achieve.
1. The Board members will champion adult safeguarding
within their own organisations, ensure that commissioning
processes have strong safeguarding themes and seek to
build capacity in preparation for becoming a Statutory
Board.

to follow different data collection processes which were collated
into a comparator report. Local authorities were asked to sign up
to a bronze, silver or gold level of MSP and the person centred
principles of MSP have all been incorporated into the Care Act
safeguarding guidance.
Wakefield has signed up to the bronze level of MSP. Our current
data collection process will continue until the end of March 2015,
but we are already piloting a new survey and variation on the
process to ensure we seek the outcomes the adult at risk is seeking
to achieve at an early stage in the process. The outcomes data has
been reported on a regular basis to the Safeguarding Board and the
new MSP process seeks to build on the previous year’s outcomes
foundations.

The Constitution of the Safeguarding Adults’ Board was updated in
January 2015 to ensure it is compliant with the Care Act. Further
amendments have been made after consultation with members
and it was signed signed off at the April Board meeting.

3. There is a performance management overview, a skilled
and knowledgeable workforce with a learning culture to
ensure practice delivery is effective.

Both Local Authority and health commissioners have ensured that
strong safeguarding measures have been included in the contracts
they have in place with service providers. The Local Authority in
particular has sought to clarify and strengthen how safeguarding
breaches can be dealt with under the contract by introducing a
process for care management to highlight any safeguarding
issues for action under the contract framework agreement. This
will ensure the most proportionate action is taken in respect of
contract enforcement for lower level breaches and ensuring the
safeguarding issues are separated from the service quality issues
in more complex cases.

Throughout the year, efforts have been made to improve the type
and quality of performance management information available to
the Board. The previous year saw a development of a dashboard of
performance measures which have been built upon and improved
to the point we now have a wide range of quantitative and qualitative
performance data.

Creating capacity has proved a challenge when all partner
organisations have been faced with re-organisation costs and
budget reductions, but partners have continued to work together
and committed their staff to support the Board work, such as
providing venues for meetings and training. Agreement has also
been reached this year that for the first time the Safeguarding
Adult’s Board will have an allocated and sustainable budget in
order to meet its statutory requirements.
2. There is an outcomes-based approach from all Board
partners to adult safeguarding.
The Board has been working to collect outcomes data for the
last two years. This data collection has taken the form of a face
to face survey completed after the case conference stage of
the safeguarding procedures. Wherever possible the survey is
completed with the person who has been the subject of the
procedures, but where they do not have capacity a family member
completes it on their behalf regarding their experiences.
The outcomes data from the survey is a measure of how successful
we have been in achieving the aim of being person centred and
making sure we include the person in the decisions being made
about them.
In 2013/14 there was a ‘Making Safeguarding Personal’ (MSP)
national challenge to all local authorities to begin collecting
outcomes data. Some pilot local authorities were commissioned
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Performance

A Yorkshire and Humberside audit tool was developed and
recommended by the regional Association of Directors of Adult
Social Services (ADASS) as a tool for Board partners to selfassess against and be taken through a challenge process. The
Wakefield Safeguarding Adults Board adopted this audit tool and
in early 2015, the Local Authority, Mid Yorkshire Hospital NHS Trust
supported by the Clinical Commissioning Group, and the Police all
completed the audit and took part in separate challenge events led
by the chair of the Board.
There has also been some case audit activity, but this has been
limited by capacity. The three appeals processes resulted in an in
depth review of all three cases and highlighted some decision and
recording issues which were addressed with the people involved.
There was also a specific four case audit which again highlighted
some questions around decision making and recording which have
sought to be addressed in the Care Act safeguarding workshops.
Training
Board members are responsible for training their own staff and this
has continued throughout the year. Large organisations such as the
Mid Yorkshire Hospitals NHS Trust (MYHT) have a potential 8,000
staff to train. MYHT achieve this by delivering a rolling programme
of training based on the needs of their staff. This approach is taken
by other Board partners from basic awareness right through to
specialist knowledge.
The Local Authority training focus in the last year has been around
the Mental Capacity Act (MCA) and the changes brought about by
the House of Lords legal ruling on the Cheshire West case and
what constitutes a Deprivation of Liberty (DoL). The Local Authority
has completely reconfigured its MCA team with a new manager,
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dedicated best interest assessors, and enhanced administrative
support. A new MCA professional lead was also recruited with a
change away from commissioning MCA training to the professional
lead delivering the training to multi-agency audiences.
The Mental Capacity Act and Deprivation of Liberty Safeguards have
also been the focus of the training sub group’s Network Events as
the new rules resulted in a demand for this training.
4. To develop closer working relations with the Wakefield
District Safeguarding Children Board on key cross over
issues and work towards a joint section 11 audit.
The Childrens Board invited Adult Board members to a Domestic
Abuse workshop with a particular emphasis around the quality
issues which require addressing in domestic homicide review
reports.
The Board Business Manager now attends the Children Board
meetings as well as the Domestic Abuse Management Board and
Multi-Agency Risk Assessment Conference (MARAC) steering
group in an effort to align common work areas.
The Children and Adults Board held a joint development session
looking at the current child sexual exploitation issues with an
emphasis on transitions and how young people with learning
disabilities could also be vulnerable to this type of exploitation.
A joint audit was considered with the Children’s Board, but it was
decided to adopt the regional Adult Safeguarding Board partnership
audit tool to bring us into line with all the other regional adult boards.

6. Board Key Objectives for 2015/16
1. Board members will champion active and effective adult
safeguarding within their own organisations and ensure that
commissioning processes have strong safeguarding themes.
2. Board partners to have an approach to safeguarding that is
firmly based on the outcomes that adults want to achieve in
their lives.
3. Use information and data to have an overview on how well
adult safeguarding is working and taking responsibility for
actions to make any improvements needed
4. Making sure that the local workforce is skilled and
knowledgeable and that there is a culture of continuous
learning and development to ensure service delivery is effective
5. Effective governance and close working relationships with the
safeguarding Children Board, the Health and Wellbeing Board
and the Community Safety Partnership
These objectives form the basis of actions in the strategic plan for
2015-2018 and progress will be reported in next year’s annual
report

The Adult Board chair and both Children and Adults Board Business
Managers met with the Chief Executive and directors of Wakefield
and District Housing to discuss their valuable partnership work
on safeguarding activities and also to invite them to join the
Safeguarding Boards as members.
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7. Local Context - Board 			
Activity Highlights
April 2014 - The Safeguarding Adult Board (SAB) approved
an appeal process for case conference decisions to ensure our
procedures were aligned with the natural justice principles.
April 2014 - The Annual Conference was held at Woolley Hall
with a theme on the Care Bill and implications locally. There were
presentations from the Local Authority, NHS England and the Police,
with Bill Hodson as the keynote speaker.
April 2014 - Following the decision to hold a Safeguarding
Lessons Learned Review made by the Board the previous year,
the independent author, Dr Paul Kingston requested that agencies
supply chronologies and Independent Management Reports (IMR)
as per a full serious case review as this was the only way to obtain
the necessary information. This request was agreed, a chronology
and IMR template were produced by the Business Manager and Dr
Kingston hosted a meeting with the relevant agencies to set out his
requirements with the aim of the agencies to complete their work
by the end of June. This Safeguarding Lessons Learned Review
was titled Mrs A.
May 2014 - The SAB received a further request for a serious case
review (SCR) An initial SCR panel was convened and recommended
to the Board chair that we proceed with a full review process. The
chair of our Board agreed with the recommendation and it was
agreed to commission Dr Paul Kingston as the independent author
of this second review report which was titled Miss B.
May 2014 - Following the Court of Appeal ruling on the Cheshire
West Deprivation of Liberty Safeguard (DoLs) landmark ruling
which altered the criteria for what constituted a DoL, a massive
rise in workload and the need to assess people for a DoL safeguard
resulted. By early June more than 70 requests for assessments
had been received which is more than the total for the whole of
2013/14.
This rise in workload necessitated a significant increase in resource
dedicated to the administration, assessment capacity and expert
advice available which is likely to be long term to deal with the
demand.
June 2014 - The Louise Hamilton Memorial Event was held: Louise
was the Local Authority Lead Officer on Mental Capacity and Mental
Health issues who passed away in 2013. The event included a full
day’s training session based upon advanced Mental Capacity Act
practice and was organised by the training sub group. MCA expert
speakers who knew Louise well offered their services as trainers
to enhance the practice of experienced workers from across the
Wakefield partnership.
June 2014 - The Care Act initial draft guidance was published
which set out roles and responsibilities in terms of safeguarding
investigations, including circumstances where external investigators
might deal with owners of services who are alleged to have caused
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harm. Based on this an experienced investigator was commissioned
to support the Social Worker investigation in a complex case. This
was the first time such action had been taken and would be subject
to review regarding effectiveness.
July 2014 - A terms of reference meeting was held in respect of the
Miss B Serious Case Review. Three additional organisations were
identified for Independent Management Review (IMR) requests.
The deadline for chronologies was set for the end of September
and IMR by the end of November. These dates were set outside
the normal timeframes because the review was to cover a period
of 12 years which would necessitate records being retrieved from
archives.
August 2014 - By August three appeals to case conference
decisions had been considered by SAB members, one of which
was declined and two remitted back to convene a case conference
appeal meeting with associated directions. As well as providing a
source of appeal under the natural justice principles, analysis of
the cases has revealed learning to be brought into safeguarding
practice generally.
September 2014 - A review of the West Yorkshire Safeguarding
Adults Policy and Procedures (WYSAPP) began, but had to be
suspended due to the second iteration of the Care Act guidance not
being due out until sometime in October. This meant the timescale
to update the policy and procedures would be compressed in order
to be complete for the 1st April 2016.
September 2014 - The Adult Board Business Manager began
attending the Preventing Violent Extremism multi-agency meeting
to bring adult social care into the Prevent programme of work.
October 2014 - A Social Care team managers reflective practice
meeting was held to consider the learning from the case conference
appeals process to embed improved safeguarding practice.
October 2014 - A multi-agency work group was established to
supervise any changes to operational safeguarding practice as a
result of the Care Act safeguarding guidance.
October 2014 - A safeguarding workshop led by the Business
Manager was held for adult team managers involved in making
safeguarding decisions. The purpose of the workshop was to
reinforce good practice and explore lessons arising from the
three case conference appeals process held to date. A written
guide was prepared by the Business Manager which incorporated
links to the minutes’ approval and confidentiality process when
sharing information. Roles and responsibilities in the safeguarding
process and the need to consider alternatives to the safeguarding
procedures was a key element of the workshop.
October 2014 - The Serious Case Review panel met to consider the
first draft of the Miss B chronology. The report was 157 pages long
and the legal information had yet to be inputted. A further meeting
was scheduled for November, but agencies were asked to continue
with their independent management reports as the chronology was
just to ensure no relevant information was missed.
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October 2014 - 130 people attended the Network Event which, due
to requests from attendees, was delivered on the Mental Capacity
Act. The speaker was the Local Authority professional lead on the
MCA. The event was very well received and the evaluation of the
event identified that attendees wanted a follow-up specifically
looking at Deprivation of Liberty Safeguards.
October 2014 - The revised Care Act guidance was issued with
significant changes to the initial safeguarding guidance.
October 2014 - Members agreed to take into use a board audit tool
promoted as a regional tool by the Yorkshire and Humberside Adult
Directors of Social Services (ADASS). It was agreed that the Local
Authority, Mid Yorkshire Hospitals Trust supported by the Clinical
Commissioning Group, and the Police would be the first agencies to
complete the audit and submit themselves to a challenge event on
the content of their self-audit.
November 2014 - The grounds for continuing with Miss B as a
Serious Case Review were re-considered in light of the Police
finalising their investigation with a no further action outcome. It was
recommended that the circumstances of the case in question merited
a review of professionals’ actions, but the process be amended to
a Safeguarding Lessons Learned Review with an independent
author. The chair of the Board agreed to the recommendation and
members were informed of the change from Serious Case Review to
Safeguarding Lessons Learned Review.
November 2014 - A joint Children and Adult Board member
development session was held together with both child and adult
practitioners on the subject of child sexual abuse and transitions
where the abuse involves young people with learning disabilities
being subject of the abuse.
November 2014 - The Adult Board Business Manager began
attending both the Domestic Abuse Management Board (DAMB) and
the Multi Agency Risk Assessment Conference (MARAC) steering
group to closer align the adult Safeguarding Board to this Community
Safety Partnership led work.
December 2014 - A multi-agency training event on Human
Trafficking was held at the new Police training college, Carrgate,
Wakefield. The event raised awareness of the issue, the new Police
Specialist Unit, and the mechanisms to identify and respond to such
concerns.
December 2014 - The review of the West Yorkshire Safeguarding
Adults Policy and Procedures (WYSAPP) to ensure Care Act
compliance re-commenced with regular meetings scheduled to
produce a finished product by March 2015.

January 2015 - All the agency reports in respect of the Miss B
Safeguarding Lessons Learned Review were completed and together
with other associated documents were sent to the independent
author to compile the overarching report.
January to March 2015 - The Board held three challenge events
with the Local Authority, Mid Yorkshire Hospitals Trust (supported by
the CCG) and West Yorkshire Police. Each had completed their selfaudit and were questioned by the Board chair and a partner from
another agency. The events were very positive with an open and
honest discussion about the current challenges and proposals being
made on how to improve. It is anticipated that all Board members
will complete the self-audit and challenge event in the 2015/16 year.
February 2015 - The training sub group held the next network
event on the subject of Deprivation of Liberty Safeguards (DoLS) as
this had been requested on the evaluation forms. This was a smaller
audience than usual because of the requirement to already have a
good grasp of the basics of the Mental Capacity Act.
March 2015 - Two workshops were held by the Business Manager
looking at the safeguarding changes in the Care Act and the update
to the policy and procedures. The workshops involved LA team
managers, LA commissioning staff and the Police.
March 2015 - The Board chair presented the strategic safeguarding
plan and an update on the Care Act’s safeguarding requirements to
a Healthwatch community consultation event attended by 80 people.
March 2015. - The Learning Disabilities Partnership Board launched
the Safer Places Scheme. Local Wakefield businesses, including the
bus station and transport provider, have signed up to the scheme
which identifies their premises as part of the scheme and staff are
aware of the issues people with learning disabilities and dementia
can experience when out travelling in the district. The scheme allows
people to find a safe place where they can be helped to contact
friends or relatives, or just given sufficient time to gather their
thoughts and continue on their journey.
March 2015 - The Care Act ready version of the policy and
procedures was circulated. North Yorkshire was part of the reviewing
group and has adopted them as their own. The new version will be
called the West Yorkshire and North Yorkshire Safeguarding Adults
Policy and Procedures. The work on the policy and procedures will
continue with further meetings of the partnership group, of which the
Business Manager is a member, planned for later in the year as the
Care Act starts to become embedded.

January 2015 - The Board held a development session prior to the
normal January meeting. The development theme was the Care Act
and specifically the production of a three year strategic plan.
January 2015 - Board members and individual management report
authors who had contributed to the Mrs A Safeguarding Lessons
Learned Review, met with the independent author to discuss the draft
review report. Some further actions were identified at this meeting
to improve the accuracy of the report. The independent author is to
produce an updated report.
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8. Learning Disability
Partnership Board Report

9. Commissioning and 			
Safeguarding

This year has seen the Learning Disability Partnership Board and
Autism Steering Group merge to form the Learning Disability and
Autism Partnership Board, LDAPB for short. This is to strengthen
the inclusion and improved health and well-being for people with
learning disabilities and those on the autistic spectrum and their
carers. The Board continues to bring together service users and
carers, officers from the Council, Health and other organisations
responsible for providing services for people with learning
disabilities and/or autism.

Commissioning Team Perspective
The Commissioning Team within the Adults, Health and
Communities Directorate provide a significant contribution to adult
safeguarding processes within the District including appropriate
input into the Multi-agency Safeguarding Processes. This has
included in 2014/15 the introduction of a specific process to
supplement the framework agreement and existing safeguarding
processes to ensure an appropriate and proportionate response to
issues involving service providers in line with the Care Act.

This year the (LDPB) has:
•

Worked with the Patient experience Group and Rainbow
Self-Advocates to officially launch the Safer Place Scheme
to support vulnerable adults to be more independent in the
community.

•

Opened the Real Bread Company within Pontefract Family
Centre, a social enterprise bakery that employs people with
learning disabilities.

The specific safeguarding mechanisms and processes undertaken
by the Commissioning Team are multi-faceted and cover the
entirety of the commissioning process / cycle. These include:
•

Risk based monitoring of contract compliance of providers.

•

Multi-agency intelligence sharing and action / compliance
planning.

•

Annual reviews of care home residents.
Regular engagement and feedback to providers.

•

Launched the Autism Peer Support Group, WAVE to support
individuals who are on the autism spectrum.

•

Held a conference on making reasonable adjustments within
health for people with learning disabilities and autism.

•

•

The Autism Awareness Group developed the Top 10 Reasonable
Adjustments Hints and Tips to help improve access to services,
with people on the autistic spectrum.

The commissioning of a range of specific services designed to
promote safeguarding for example:

•

Held another successful Carers Day and looked at the
implementation of the Care Act 2014.

•

Reducing risks of social isolation.

•

Set up the Learning Disability Quality Assurance Group to
monitor people with learning disabilities and autism who are
detained in Treatment and Assessment Units or hospitals. This
group builds on the previous Winterbourne View Sub Group and
is looking at what we need to commission locally for people to
be discharged from hospital and to avoid future placements or
placements out of district. Regular updates are provided to the
Safeguarding Adults Board.

•

Emergency Response.

•

Low level practical support and maintaining independence.

•

The incorporation of a range of standard contract terms and
conditions with a safeguarding focus.

•

The evaluation of contracts to include safeguarding processes.

•

The requirement for critical services providers to develop
Emergency Planning & Business Continuity Processes.

Nicola Pearce
Adult Transformation Team Quality Manager
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Reports from Agencies
10. Adults Health and
Communities - Wakefield
Council
This has been a challenging year for the local authority as we have
been making preparations for the introduction of the Care Act whilst
also re-structuring and aligning with health colleagues our social
care operations teams into three locality hubs. This work has been
an essential requirement to improve the prevention aspect of our
work with early intervention designed to promote independent living
for longer and ensure the most efficient use of resources in the drive
to save £20m from the Adult Social Care budget.

The local authority has signed up to the bronze level of Making
Safeguarding Personal (MSP). This focusses on a person- centred
approach and builds upon our previous work in this respect, as well
as helping us to take forward the ethos of the Care Act. The MSP
process will introduce some changes to the current process. We are
currently piloting new surveys around individual’s desired outcomes
from safeguarding, and it is intended to roll these out to everyone in
the coming year.
Lisa Willcox - Service Manager
Care Act Implementation and Strategic Safeguarding
Wakefield Council

The Care Act required the formation of both strategic and operational
work groups to deal with all the numerous changes introduced by the
Care Act. A significant strand of this work has been the Safeguarding
work stream led by the Operations Manager, supported by the
WDSAB Business Manager. The Business Manager represented the
Local Authority in the West Yorkshire group meetings which updated
the policy and procedures and created guidance on the new Care Act
role of Designated Adult Safeguarding Manager (DASM).
An appeals process to multi-agency case conference decisions was
also introduced this year, prepared by the Business Manager and
board legal advisor. Three appeals have been considered this year and
these have acted as an in-depth audit process of the safeguarding
procedures. These revealed some practice learning which was rolled
out in reflective practice workshops led by the Business Manager.
The Local Authority completed a safeguarding self-audit and the
Operations Manager attended a challenge event on the audit which
highlighted good practice and some areas for development which
will be taken forward in the coming year.
Another significant event for the local authority this year was
the House of Lords ruling regarding the Deprivation of Liberty
Safeguards (DoLs). This ruling changed the criteria for when a DoL is
required, resulting in a tenfold increase in DoLs work this year. This
has required a significant increase in the full time staff dedicated to
MCA and DoLs matters and an increase to the operational team staff
trained and able to undertake the Best Interest Assessor role in the
DoLs process.
A major success this year has been the formulation of a dashboard of
performance management information to provide the safeguarding
adult board with both quantitive and qualitative information. This has
been an evolutionary process to reach the current stage and it is
intended to continue with further refinements.
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11. Mid Yorkshire Hospitals
NHS Trust
The Mid Yorkshire Hospitals NHS Trust has continued building on
the capability and skilling up the diverse large workforce with the
necessary safeguarding knowledge to ensure staff recognise
safeguarding concerns and take appropriate action or seek advice
The Trust safeguarding training compliance is monitored monthly
and at the end of March 2015 was 83% for level 2 safeguarding
adult training.
A particular focus of the year has been on the Mental Capacity Act
and Deprivation of Liberty Safeguards. This training is now mandatory
for all staff and the training is delivered at different levels dependent
on the role that the member of staff has. This work is continuing as,
whilst significant numbers of staff have been trained over the year,
the application of this knowledge into practice is still not evident
across all services.
A MCA specialist/trainer has been appointed and this new role is
having an impact in both training large numbers of staff but also in
supporting clinical staff on wards with complex cases. In February
a Deprivation of Liberty Facilitator (secondment) was appointed part
time to support this growing agenda.
There has been an increase in the number of applications for
Deprivation of Liberty Safeguards from clinical areas which does
demonstrate an element of increase in knowledge and understanding
but this work will continue over the next 12 months.
The Trust has built on its specialist safeguarding resource over this
year. A Safeguarding Adults Specialist Advisor was appointed and this
post supports the Named Nurse. A Named Doctor for safeguarding
adults has also been appointed and this additional role will add
significant value to the Safeguarding Team. The Trust Board has
also identified a Safeguarding Non-Executive Director so over the
next year the Safeguarding Team will have a ‘critical friend’ at Trust
board level. These additional roles all demonstrate a commitment to
a keeping people safe and ensuring that all Trust services safeguard
patients who access our services.
The Trust is now registered under the Safer Places Scheme and all
reception areas across the Trust are the identified Safe Place areas.

12. South West Yorkshire
Partnership NHS Foundation Trust
Safeguarding of adults at risk from abuse or neglect remains a
priority throughout South West Yorkshire Partnership (NHS) Trust. The
Trust has a variety of training available for staff and volunteers which
includes abuse awareness, prevention of radicalisation, awareness
of domestic abuse. On induction to the Trust all staff attend training
on the safeguarding of adults at risk from harm. It is mandatory
for staff to access the right level of training for their post and all
staff attend refresher training on a three yearly basis. This year the
percentage of staff who are up to date with safeguarding training
was on average over 80%.
Trust staff and partners have had access to workshops around
complex issues such as Human Trafficking presented by Hope for
Justice and the prevention of radicalisation presented by West
Yorkshire Police.
Trust policies have been refreshed in light of the Care Act and lessons
learnt via adult case reviews and domestic homicide reviews. Staff
work within the multi-agency safeguarding Policy and procedures.
Easy access to Policies and safeguarding information is available
through the Trust intranet.
The Trust expects staff to enter information into our internal system,
Datix, each time they identify and report abuse. This year 276 alerts
were made Trust wide’.
The safeguarding team activity has been reviewed by an independent
author; the staff complement has been extended to include a
safeguarding adults adviser.
Priorities for next year include continuing to deliver support to
services around the whole Trust agenda, ensuring that adults at risk
remain the priority. The safeguarding Adults and Children’s team will
be working to promote the Prevent agenda and ensure staff are well
informed in relation to Female Genital mutilation.
Sue Hanks
Specialist Advisor
SWYPFT

Kate Firth
Deputy Chief Nurse
MYHT
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13. West Yorkshire Fire
and Rescue Service
Over the course of the year West Yorkshire Fire and Rescue Service
(WYFRS) have continued to focus its efforts on improving its internal
strategy, procedures, and performance management information
to better assist and safeguard vulnerable individuals within the
community.
WYFRS is committed to playing an active role in safeguarding work,
as it is everyone’s moral responsibility to safeguard all vulnerable
children and adults. In order to fulfil its level of responsibility WYFRS
has been engaged within the District Boards’ structure, engaging
with the WDSAB Training Sub Group, including MAPPA and MARAC.
The last year has seen some significant improvements within the
service; internal policies have been updated, operational and
prevention staff have received safeguarding training, and its reporting
process. As part of WYFRS Dementia Strategy, Dementia awareness
training has been delivered to all operational and prevention staff,
with Mental Capacity Act training also delivered to prevention staff.
All training has been developed in conjunction with partners in the
field and has been well received by staff. Joint working opportunities
have been explored with the Domestic Abuse Service and WYFRS will
be supporting the strategy through representation at the Workforce
Development Sub Group. Currently under review is the existing
e-learning safeguarding model.
As per WYFRS policy, quarterly audits are undertaken with an annual
report submission to the Management Board.
Objectives over the coming year are to ensure internal policies and
procedures are updated to reflect legislative and partner changes and
ensure the smooth roll-out of the e-learning module to all front line
personnel within the Service. A facilitated led training programme will
also be developed and delivered to all designated persons in WYFRS
who are responsible for safeguarding children and vulnerable adults.
Mussarat Suleman
District Prevention Manager
West Yorkshire Fire and Rescue Service
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14. West Yorkshire Police
The last year has seen significant investment by West Yorkshire
Police in preparations for the introduction of the Care Act both
personally as a service provider and as a (now) Statutory Board
Member. The year has seen a great deal of collaboration and
review of services provided in conjunction with partner agencies
in readiness for these changes and we look forward to the
increased and improved opportunities to safeguard members of
our community that these now bring.

Overall; whilst we face similar challenges to our partners in
unparalleled times of reduced resources and competing demands
– performance continues to improve and prevention, proactivity
and understanding around adult safeguarding concerns continues
to grow. We look forward to another successful year as part of an
innovative and influential Safeguarding Board and Team.
Superintendent Karen Gayles
West Yorkshire Police, Safeguarding Adults Unit

As members of not only the Adult Safeguarding Board but also
the Domestic Abuse Management Board, we have been actively
involved in a review of all domestic abuse service provision within
the district ensuring timely, effective interventions are available
to all victims of domestic abuse. This has seen the review of
commissioned services, the proposal to restructure our MARAC
arrangements and the introduction of a co-located triage/review
service provided by ourselves and the local authority to better
identify the need for early local intervention, agency involvement or
enforcement action to protect those vulnerable to abuse.
West Yorkshire Police continues to review its performance
measures, monitoring, audit & self- governance in relation to
adult safeguarding to bring them into line with the requirements
and expectations of both the Board and Her Majesty’s Inspector of
Constabularies (HMIC) to ensure a national standard is achieved.
The emerging threat posed by crimes such as Child Sexual
Exploitation, Human Trafficking and Cyber Crime have led to a
review of all safeguarding provisions within the district in late 2014.
In recognition to the increases in demand West Yorkshire Police has
invested additional staffing into the Safeguarding teams to ensure
that there are specially trained officers available to investigate,
protect and pursue those involved in the targeting of the most
vulnerable to exploitation for both children and adults.
Adult safeguarding – including domestic violence, adults residing
within care home / establishments, financial abuse, abuse of
positions, adults at risk, those subject to concern for safety
occurrences or with mental capacity concerns, the investigation of
serious sexual offences, honour based violence, human trafficking,
forced marriage and cyber- crime continue to be growth areas
for demand, education, prevention, prosecution and partnership
working. We seek to continue wherever possible to build additional
capacity to support adult safeguarding needs.
From a policing perspective, this year the district celebrates a
continual decrease in acquisitive crime offences with dwelling
burglary, vehicle crime & theft offences all seeing significant
reductions on last year’s recorded crime. We also continue to lead
the Force in terms of levels of detection for crime and particularly
relevant is our outstanding record of successful conviction rates
and low attrition rates for domestic abuse which is by far the best
in the Force. These indicate that as a district we are providing some
of the best care to our vulnerable groups in the county and giving
those unfortunate enough to be a victim of crime the confidence
and capability to support a successful prosecution.
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15. Care Quality Commission
The past year has been very busy for the CQC, with lots of change,
internally with both our new method and formulation of new
directorates and then also externally with the Care Act.
The new approach
Our purpose is to make sure health and social care services provide
people with safe, effective, compassionate, high quality care and
encourage services to improve.
We monitor, inspect and regulate services to make sure they meet
‘fundamental standards’ of quality and safety and we publish what
we find, including performance ratings to help people choose care.
The new method and approach has been evolved to support our
purpose and to drive improvement.
From April 2014 we separated into our new directorates, Adult Social
Care, Primary Medical Services and Hospitals. This has meant that
as a Manager I now work with a folio of services in the team which
are Adult Social Care. This is the biggest of all the directorates in the
commission, and we are responsible for approximately 97 locations
registered in this Local Authority Area. The specialisation of work
into the directorates has meant that we have a tailored approach
to inspection in this most important area of Adult Social Care. It
also means that I and the rest of my team have been chosen to
work in this area of specialisation because of the interest, skills and
experience we possess. The Francis report highlighted the short
falls in the previous inspection method where inspectors were not
necessarily working within their area of expertise.
The new inspection method for Adult Social Care was initially rolled
out as a pilot last year with the final inspection product agreed and
implemented on the 1st October 2014 together with the publishing
of ratings.
Allied to our purpose, our reports support information gathered
around the following questions:
•
•
•
•
•

Is the service safe?
Is the service effective?
Is the service caring?
Is the service responsive to people’s needs?
Is the service well led?

To direct the focus of our inspections, we use key lines of enquiry
(KLOEs) which directly relate to those five key questions. There are a
number of mandatory KLOEs which we use on every comprehensive
inspection to enable comparison between similar services. This
ensures consistency in what we look at and makes us focus on those
areas which matter most. In addition, we may select non-mandatory
KLOEs based upon:
•
our knowledge of the service;
•
the information available to us before the inspection;
•
our own professional judgement.
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Based on the evidence gathered, we apply one of the following 4
ratings:
•
•
•
•

‘outstanding’;
‘good’;
‘requires improvement’; or
‘inadequate’.

These ratings are applied to each component of the 5 ‘key questions’
and an overall rating is then generated. In order for us to consistently
apply these ratings we have developed characteristics to describe
what each rating looks like in relation to each of the five key
questions. These characteristics provide a framework which, together
with professional judgment, guides us when we award a rating. We
also take into account best practice and recognised guidelines. We
ensure consistency in our ratings through our rigorous quality control
and assurance process.
Inspection Findings - the new approach
In terms of the new approach in the Wakefield area we completed
the new approach inspections below with the corresponding ratings
in this last financial year. This was on top of the old style inspections
which were still being carried out up to the 1st October 2014
Rating		
Number of
			
inspections
			
completed
Inadequate		
5
Requires 		
7
Improvement
Good				7
Outstanding		 0
Total				19

Expressed
as a percentage %
27 %
36.5 %
36.5%
0
100 %

As the figures show we have been working through a very busy period
of enforcement work, which has been generated in part by this new
approach in inspection. The other factor here of the high percentage
of inadequate services that we found in the patch was largely due
to the team having to prioritise risk because of low staffing numbers
in the team. As the year progresses we hope to shift this picture
so that it becomes more representative of the service provisions
standards of care in the area. The sharpened inspection method
has though itself enabled inspectors to really get beneath the skin of
the services that they are inspecting to understand what the actual
lived experience is in the service for people and their relatives.. The
inspection tool itself is as discussed much more thorough and it is
rare now for inspectors to visit a location on their own. This only
happens in cases where more than one inspector would feel intrusive
as an experience to people living at the location. Usually there are
teams of three inspectors visiting each location, a lead inspector, a
specialist advisor and an Expert by Experience.
The services listed here as inadequate in the patch have been of
course the highest concern to the commission and our partners. The
range of enforcement activity that we had undertaken in tandem
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with these findings varied from issuing Warning Notices to Notices
of proposal to cancel or vary the registration of location. This type
of cancellation is an example of the stronger courses of action that
we can take to protect people where we find poor care. The Notice
of Proposal gives a warning to the provider of the Commission’s
intention to close the location because of the inspections findings
evidence. The provider then has the opportunity to challenge these
findings and make legal representation to us. We in turn consider
these representations and if we feel there is grounds for consideration
to rescind the notice this is done, if not then a proposal to serve
a Notice of Decision is issued which is then subject to a tribunals
review should the provider appeal against the decision.
As with all concerns about services we have worked closely with the
Local authority and where appropriate the Clinical Commissioning
Group to ensure that information and intelligence has been
exchanged in a timely way so that people can be safeguarded from
the risks of poor care.
Engagement with Partners
Engagement is essential to safeguarding. For the intelligence to be
effectively and swiftly exchanged people need to know each other
and their roles and responsibilities. To be able to utilise the structures
of safeguarding appropriately we need to be accessible and available
to each other. This is something that is growing and something which
the team will continue to support going forward.
The information sharing meetings have been hailed as a particular
success in the locality with a Lead Inspector from the team taking
on this responsibility; meeting with contracts, the safeguarding
staff, the police and the fire service to share issues of concern. The
Inspection manager has also forged effective relationships with the
contracts team and the local CCG with regular meetings with both.
Going forward into next year the Commission wants to ensure that
Health watch plays a more central role in our information sharing
and is now invited to regular joint meetings with the CCG and
ourselves’. The inspection manager of the team has also attended
the Safeguarding board once in the last year, which though is the
recommended attendance the manager has committed to attending
more frequently where possible.
The last year has been additionally challenging to us because of a lack
of personnel, we look forward to providing a report to the board next
year highlighting how the further recruitment undertaken has borne
fruit and also as to how engagement work has embedded itself; new
staff getting to know the area and the people and continuing to forge
and develop further effective links with our partners.
We are excited about the year ahead and the challenges implicit
within this as the new approach continues to embed itself throughout
the sector of Adult Social Care.

16. Yorkshire Ambulance Service
Yorkshire Ambulance Service (YAS) NHS Trust was established on 1st
July 2006 when the county’s three former services merged. YAS was
previously made up of the West Yorkshire Metropolitan Ambulance
Service (WYMAS), Tees, East and North Yorkshire Ambulance Service
(TENYAS) and South Yorkshire Ambulance Service (SYAS). Currently,
YAS employs 4612 staff, who, together with over 1055 volunteers,
provides a 24-hour emergency service to more than five million
people; YAS covers the whole of Yorkshire and In 2014-15 received
802,001 urgent and emergency calls; responded to a total of 706,666
incidents of which 267,716 were categorised as immediately lifethreatening and made 886,312 journeys transporting patients to and
from their planned hospital appointments. As an integral part of the
NHS in Yorkshire, YAS work closely with hospitals, health trusts and
healthcare professionals as well as the other emergency services
(YAS NHS Trust Annual Report 2013-14).
YAS approximately 750 – 800 safeguarding alerts each month,
across Yorkshire and the Humber, to Children’s and Adult Social Care.
During 2013-14 YAS completed 218 alerts regarding vulnerable
adults in the Wakefield area. As well as handling emergency 999
calls, YAS also provides the 111 service for the region that facilitates
urgent medical help and advice line. NHS 111 handled 1,100,599
calls during 2013-14.
The Safeguarding Team within YAS consists of one Named
Professional for Adults, one Named Professional for Children, one
Safeguarding Practitioner, one Administrative Assistant and the Head
of Safeguarding. The Safeguarding Team work in partnership with
13 Local Safeguarding Adult Boards and 13 Local Safeguarding
Children Boards across the region.
During 2014-15 YAS successfully completed the establishment of a
secure email process with all Safeguarding Teams across Yorkshire
to improve information governance and security. YAS continues to
work in partnership with Prevent Silver Groups and NHS England in
Yorkshire to deliver the Government’s Counter Terrorism Strategy.
DKC Blain

Head of Safeguarding
Yorkshire Ambulance Service NHS Trust

Helyn Aris
Inspection Manager
Kirklees and Wakefield Team
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17. Wakefield Clinical 				
		 Commissioning Group
Governance

Training and Education
The intranet - Skyline, which is available to CCG staff and GP
practices, has a safeguarding page with access to information,
Safeguarding Adult policies and procedures, MCA and useful links.
This will continue to be developed in 2015-2016.

NHS Wakefield CCG has continued with its strong commitment to
the safeguarding agenda with an Executive Lead and Executive
Nurse on the CCG Governing Body, a Head of Safeguarding and a
Designated Nurse for Safeguarding Adults.
The CCG Governing Body received the CCG Safeguarding Adults
Annual Report in September 2014. The Chair of WDSAB also
attended to Governing Body to present the WDSAB Annual Report.
Following this, NHS Wakefield CCG agreed an increase in the financial
contribution to WDSAB; this will come into effect during 2015-2016.
The CCG also receives regular safeguarding adult reports through its
governance processes.

During 2014-2015 non recurrent monies were received by the CCG
from the Department of Health for MCA, this was utilised to support
MYHT and GP practices. Part of the monies were used to print 9000
MCA prompt cards for clinicians working in MYHT and GP practices.
Over 500 prompt cards have been sent out to GP practices to enable
staff to work effectively within the legal framework.

NHS Wakefield CCG has continued with its support to the WDSAB
strategic and operational functions by attending, and chairing
board activities such as the Board Sub Groups, and participating
in safeguarding procedures such as strategy, case conference and
appeal meetings

18. Independent Care Home 			
		 Representative

NHS Wakefield CCG reviewed its governance structures following
the Care Act 2014 being legislated and is seeking to secure a
Lead General Practitioner (GP) for Safeguarding Adults and Mental
Capacity Act (MCA) and this will be progressed in 2015. This will
provide leadership, guidance and support to GP practices within the
Wakefield area.
Assurance / Partnership Working
On request from the WDSAB, NHS Wakefield CCG undertook an
informal safeguarding adult self-assessment and challenge event
along with the Mid Yorkshire Hospitals NHS Trust (MYHT). This was to
assure the Board of the safeguarding work within part of the health
economy and for the Board to test the assurance process. NHS
Wakefield CCG will continue to work with the Board on developing its
assurance processes.
Work has continued with NHS England and partner CCG organisations
with a review of the Safeguarding Adults standards which will be
progressed and finalised in 2015-2016 to ensure they are compliant
with current legislation and guidance. NHS Wakefield CCG has also
ensured that safeguarding is included in all service specifications
and forms part of the assurance process for procurement and
commissioning.
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Jo Pollard - Executive Lead for Safeguarding Adults and
Jane Wilson - Designated Nurse for Safeguarding Adults
Wakefield NHS Clinical Commissioning Group

We ensure that all residents within the care homes I am associated
with live in a safe, non-threatening and abuse-free environment.
Abuse, in any form will not be tolerated
As an active member of the Independent Sector Liaison Group (Care
Homes within Wakefield and Pontefract) safeguarding adults is at the
forefront of our business.
We ensure that suitable arrangements are in place to safeguard
the residents from risk of abuse by following robust recruitment
practices, and ensuring all staff are updated in safeguarding training
on an annual basis.
Residents and relatives / friends of the people who use the service
are made aware of safeguarding and the importance of reporting
concerns immediately no matter how small.
The policies within the care homes are clear identifying the
different types of abuse, stating how to identity, report, and respond
appropriately to suspected or actual abuse.
The government and local guidance about safeguarding people from
abuse is accessible to all who use the services. We are committed
to pursuing a policy of zero tolerance to any form of abuse within the
care homes.
Caroline Walters Director of Care
Warmest Welcome Ltd
ISGL Member
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19. Independent Domiciliary
		 Care Provider
Unlike most of my colleagues on the WDSAB I do not represent one
partner organisation. The independent domiciliary sector is varied
and comprises many individual companies and organisations both
private and voluntary, some of which are contracted with WMDC
and others who rely on private funders or service users with
personal budgets or direct payments. As well as being a conduit
for information, I feel that my role is to promote partnership working
in the field of safeguarding between commissioners of care and
providers of care so that together we achieve the best and safest
outcomes for the vulnerable people we provide services to.
I chair the WDSAB training sub group which organises networking
events which are informative meetings where people can come
together and talk about all issues to do with safeguarding in a nonjudgmental and mutually supportive atmosphere. The events have
gone from strength to strength since they were first introduced
in October 2012 and numbers attending continue to rise. Any
providers who are not already on our mailing list and would like
to know about the events can contact me at heather@mycare.
eclipse.co.uk

20. Spectrum Community Services
Spectrum is an organisation who provides health services to
vulnerable groups across substance misuse, sexual health and
within secure estate. It is committed to ensuring staff have an indepth understanding of vulnerability and safeguarding adults in
accordance with policies, procedures, and the Mental Capacity Act.
Spectrum has ensured compliance with mandatory training for
safeguarding adults at above 90% across the year. Spectrum
has safeguarding champions across the organisation and they
attend updates and events to ensure they remain ambassadors for
safeguarding.
During the last year Spectrum has had an event for human
trafficking and sex work for safeguarding champions with partner
organisations. Our safeguarding leaflets have been redesigned to be
easily understood by those with a learning disability. Updates have
been held with regard to the new West Yorkshire procedures, and
Spectrum remains committed to making safeguarding personal.
Julie Fleetwood, Chief Nurse
Spectrum Health Care

Heather David
Registered Manager: Mid Yorkshire Care Ltd.
Independent Domiciliary Care Sector Representative on the
Wakefield and District Safeguarding Adults Board
Chair of the WDSAB Training Sub Group

Safeguarding Adults Board Annual Report 2014 to 2015

17

21. NHS England
The overall Responsibilities of NHS England in relation to
Safeguarding
NHS England was established on 1 April 2013 and has an assurance
role for local health systems and directly commissions some services.
NHS England has worked with Clinical Commissioning Groups to
ensure their commissioned providers take all reasonable steps to
reduce serious incidents. NHS England provides assurance that the
local health system, including Clinical Commissioning Groups (CCGs)
and designated professionals, are working effectively to safeguard
and promote the welfare of children and adults at risk (Safeguarding
Vulnerable People Accountability and Assurance Framework, NHS
England 2013). This role includes ensuring that CCGs are working
with their directly commissioned providers to improve services as
a result of learning from safeguarding incidents. These services
include acute, community, mental health and ambulance care.
NHS England Responsibilities in relation to Direct
Commissioned Services
NHS England is responsible for driving up the quality of safeguarding
in its directly commissioned services and for holding these providers
to account for their responses to serious safeguarding incidents,
ensuring that safeguarding practice and processes are optimal
within these services. In Yorkshire and Humber, this includes all GP
practices, dental practices, pharmacies, optometrists, health and
justice services and the following public health services:
•
•
•
•
•

National immunisation programmes
National screening programmes
Public health services for offenders in custody
Sexual assault referral centres
Public health services for children aged 0-5 years 			
(including health visiting, family nurse partnerships and 		
much of the healthy child programme)
• Child health information systems

within the services where the incident occurred. The NHS England
West Yorkshire Safeguarding Forum has met on a quarterly basis
throughout 2014-15 to facilitate this. Learning has also been shared
across GP practices via quarterly Safeguarding Newsletters.
Training Programme for General Practice
Designated safeguarding professionals are jointly accountable
to Clinical Commissioning Groups and NHS England. They have
overseen the provision of level 3 training for primary care medical
services. Training sessions have been provided on a locality basis
rather than to individual practices. The main source of training for
other primary care independent contractors has been via e-learning
training packages.
Assurance of Safeguarding Practice
NHS England Yorkshire and the Humber have provided assurance
templates for CCGs to feedback on the assurance of safeguarding
practice from providers the CCGs commission e.g. acute trusts,
community and mental health trusts and also assurance from
CCGs themselves. NHS England Yorkshire and the Humber have
developed safeguarding standards and aspirations for GP practices
to benchmark themselves against. These standards will be reviewed
and updated annually and incorporate learning from recent serious
case reviews within Yorkshire and the Humber.
Standard Operating Procedure: Safeguarding Incidents
In order to establish a strong governance framework surrounding
safeguarding incidents NHS England Yorkshire and the Humber
have developed a Standard Operating Procedure: Safeguarding
Incidents. This describes communication processes regarding these
incidents and sets out NHS England’s role and responsibilities in
quality assuring review reports, signing off reports and ensuring
improvement actions are implemented. It clarifies the interface
between NHS England Yorkshire and the Humber and the West
Yorkshire designated safeguarding professionals who are hosted by
CCGs yet have a dotted line of accountability to us and work closely
with us to enable us to deliver our statutory duties in relation to
safeguarding incidents.
Geraldine Sands Assistant Director, Patient Experience.
NHS England - North (Yorkshire & The Humber)

From April 2015 onwards, NHS England will commence a programme
of transferring responsibility for GP practices (and eventually all
other primary care providers) to CCG’s with delegated powers of cocommissioning.
NHS England has worked in partnership with local Safeguarding
Boards to ensure that the NHS contribution is fit for purpose and that
there is no un-necessary duplication of requests for safeguarding
reviews to be undertaken. NHS England also has its own assurance
processes in place concerning NHS safeguarding reviews, learning
and improvements.
Sharing Learning from Safeguarding Reports
In order to continuously improve local health services, NHS England
has responsibility for sharing learning from safeguarding serious
incidents across Yorkshire and the Humber and more widely, making
sure that improvements are made across the local NHS, not just
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22. Healthwatch Wakefield
Local Healthwatch was established in April 2013 by the Department
of Health with an aim to strengthen the collective voice of local people
across both health and social care, influencing Joint Strategic Needs
Assessments and joint health and wellbeing strategies on which
local commissioning decisions will be based. The funding for local
Healthwatch comes through local authorities and organisations have
developed nationally in different ways.
In Wakefield, Healthwatch is hosted within Nova Wakefield District,
the local Voluntary Community Service infrastructure organisation.
Nova has robust safeguarding policies and procedures and a zero
tolerance approach to abuse of any description. Staff are made well
aware of their rights and responsibilities in relation to safeguarding,
and we also offer safeguarding training and information to Nova
members.
Healthwatch Wakefield, although not a provider organisation, does
through the nature of its work occasionally encounter safeguarding
issues when looking into health and social care provision. All staff are
aware of the processes they should follow in those circumstances
and we have built good relationships with partner organisations
to pass on intelligence in relation to any concerns we may have
with providers. Our place on the WDSAB helps gives Healthwatch
Wakefield a broader perspective of safeguarding issues within the
district, which supports our intelligence reports to commissioners.
Nichola Esmond
Director
Healthwatch Wakefield
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Appendix A: Performance Data
Wakefield Safeguarding Adults
Board Annual Report
Performance data 2014-15
Introduction
The data in this section shows some detailed information on Safeguarding ‘alerts’ and ‘referrals’
Alerts refer to all the safeguarding concerns logged by Social Care Direct. The majority of alerts, whilst being appropriately reported, can
be dealt with through care planning, immediate low level action to resolve issues etc. In 2014-15, 2527 alerts were received.
Alternatively it could be the case that a strategy meeting may need to be held to decide if a full investigation is necessary. In 2014-15,
12.6% of alerts progressed to a strategy meeting only.
Referrals are the title given to cases which progress from a strategy meeting to a case conference / full multi-agency investigation. In
2014-15, 4.7% of alerts progressed to the referral stage.
Safeguarding Alerts
The following data relates to Safeguarding alerts received i.e. all concerns logged by Social Care Direct, irrespective of how they progressed.

Total alerts have increased year on year (apart from 2011-12 which may be due to the introduction of a new IT system and greater accuracy
of data). This increase is replicated nationally and is probably associated with the national publicity which now arises regarding adult
safeguarding.
However, despite this annual increase, the rate of increase has reduced during 2014-15 which suggests that the numbers received may
be reaching a plateau. A comparison of alerts at the end of quarter 3 - quarter 4 highlights this and actually shows alerts reducing slightly.
There is reassurance from the Care Quality Commission (CQC) data that is very rare for them to be made aware of anything which the local
authority is not already dealing with. The CQC view is that this suggests that there is greater awareness of safeguarding in the health and
social care community in Wakefield and provides assurance that appropriate action is being taken, when these incidents are brought to the
attention of CQC.
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In terms of the age profile of alleged victims, 58% of alerts relate to the 65+ age group, which is more significant considering that the
elderly population accounts for 22.7% of the adult population in Wakefield.

58% of all alerts relate to females, an increase from 55% in the previous year.
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In terms of client groups, the majority of alleged victims are elderly (58.3%), with the next largest groups being people with learning
disabilities (21.1%), mental health (8.7%) and physical disabilities (6.2%)

The latest census data for Wakefield shows that ethnic minorities make up 7.2% of the population against a safeguarding alert percentage
of 1.9%, which may indicate some under reporting. We do have 12% of people where the ethnicity has been refused or not recorded which
may account for part or the whole of this discrepancy, but it is certainly worth continuing to monitor the ethnic breakdown on reporting to see
if any awareness raising is required in the ethnic minority communities. Further work will need to be undertaken with regards to the cases
with no ethnicity recorded as there was a significant increase from the previous year.
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37.7% of alerts were received from Social Care Staff (including residential / day care / domiciliary staff and Social Workers). 20.1% of
alerts were received from health staff (including primary / secondary and mental health staff). The ‘other’ category includes such as: friend
/ neighbour, self-referrals, police and Care Quality Commission.
Safeguarding referrals
Referrals are the title given to cases which progress from a strategy meeting to a full multi-agency investigation. The more complex
investigations often involve a police criminal investigation so close working relations are important. In terms of completed cases during
2014-15, 116 progressed to a full investigation.
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Physical abuse (30%), neglect (28%) and financial abuse (26%) were the main types of alleged abuse in relation to referrals completed
during the year.

60

57

Alerts progressing to case conference
during 2014-15 - by case conference outcome
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58% of referrals were either fully or partly substantiated which indicates that in the main we are investigating the type of allegations that
require a proper investigation.
Survey data
Safeguarding Quality Surveys are conducted after the Case Conference stage as part of adult safeguarding procedures. A high proportion
of the service users subject to the safeguarding procedures do not have the capacity to complete a survey so family members who have
represented the service user are sometimes asked to complete it. This often results in the family member answering for themselves, not
their loved one, which can slightly skew the survey results. A more extensive survey has been developed in line with the requirements of the
Making Safeguarding Personal approach and this is currently being rolled out across social care teams.
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The following charts show the results of completed surveys during 2014-15. The headline result being that 91% of
respondents were satisfied or very satisfied with the safeguarding adults procedures.
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The below charts show some results taken from the Adult Social Care annual survey where the results are reported in the local account.
They do not relate to safeguarding per se’, just to people who use services, but have been included as a measure of how people feel in the
district generally.

Wakefield’s performance against this indicator has dipped slightly to 67.9% from 70.5% during the previous year. Performance is average
when compared to other Councils in the region.

This result for Wakefield shows an increase from 78.7% during 2013-14 to 83.0% this year and is higher than the average of other Councils
in our region.
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Board Executive Lead:
Recommendation (s):
It is recommended that the Committee:
i.
Note the content of the report for information; and
ii.
Ensure public engagement is considered and undertaken for all commissioning intentions
Executive Summary:
One of the aspirations of the CCG is “to commission quality services that will improve our patient’s experiences
of care and their health outcomes. A key part of this will be to involve and listen to our patients, practices,
partners and staff when redesigning services.” Based on this, and in line with the current legislation, the CCG is
required to produce and publish an annual report highlighting all the consultation activity that had taken place.
This report includes information on consultations and engagement activities that have been undertaken and
completed during 2014/15, including any that started before 1st April 2014 or that started during the period of
this report, but are not yet completed. It also includes details of the consultations and engagement activity
planned for 2015/16, where known.
Although the report captures the information within the given reporting period, it would be of interest to note
that there had been several developments since March 2015, which will be incorporated into the next annual
report on engagement. For example, the following had been progressed:
• Actions points within engagement plans for clinical networks and associated engagement activities
supporting each priority area.
• Lay representative training continued until May 2015 with very positive feedback received from
attendees.
• The first event for lay representatives to celebrate the achievements of our local patient groups was
held in June 2015.
• Further service reviews are incorporating engagement and patient experience.
• PIPEC members continue to provide assurance for all engagement work and will be included in taking
forward the findings of the Improving Primary Care Access survey as well as inputting into service
quality monitoring and EDS grading.
• Preparations are well underway for engagement supporting the development of the CCG’s
commissioning priorities for 2016-2017.
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, however, equality aspects are reflected within the report.

Outline public engagement:

The report covers consultation and engagement activities during the
financial year and beyond, capturing where and how feedback was obtained
from the public and stakeholders.

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 Board Assurance Framework reflects the key controls and assurances
against Characteristic and Vision 1: Citizen Participation and Empowerment
None

Finance/ resource implications:

Integrated Governance Committee – 15 October 2015
Clinical Cabinet - 24 October 2015
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We would like to thank all of the individuals and organisations who have taken
part in our consultation and engagement activities during 2014 – 2015 and
shared their experiences of using local services. Your contributions have
helped to inform our commissioning decisions, ensuring your local NHS
continues to provide quality and responsive services.
This report gives us the opportunity to tell you what consultation and engagement
activities have happened over the last year, what you told us in those activities and
what we have done with the comments you made.
Links to further online information about NHS Wakefield Clinical Commissioning
Group (CCG) and our engagement activities have also been included in this report.
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Foreword
I would like to welcome you to our 2014-2015 Patient and Public
Engagement Report for NHS Wakefield Clinical Commissioning
Group (CCG).
Since 2009, NHS organisations have had a duty to tell the public
about those engagement and consultation activities which have
helped shape the services bought, or commissioned, on
behalf of local people.
We aim to do more than limit our report to the work that falls
within that duty, we feel that this is an opportunity to let you
know about the wider range of work in which the public has had
a chance to be involved. 2014-15 has been a very busy year for
all our staff and I would like to pay tribute to them all for their tireless enthusiasm and
dedication.
The report shows just how much has been done in our second year as an authorised
Clinical Commissioning Group and the valuable feedback we received. We want to
continuously improve and develop the ways in which we engage and you can see the
new things we have done and how your feedback helped to shape local services –
from the way we provide information, right through to shaping our commissioning
priorities and service reviews.
Following a successful implementation, we have continued with the process of using
patient feedback to support commissioning decisions in respect of the current
commissioning priorities through the compilation of quarterly patient experience
reports. The CCG recognises that no single source of information provides the full
picture of what the experience of services is locally and the reports draw on
information from local and national surveys, engagement and consultation, PALS,
complaints, Healthwatch information, Patient Safety Walkabouts and information
from member practices gathered by the Network Development Unit. The reports
have been used to support the work of the transformation programmes and our staff
as well as being fed through our Quality Intelligence Group. But we also know that
we need to have up to date feedback on what the public feels about local services
and to make sure that we do this not only on service level but also as part of our
strategic direction, we will go out again to talk to people about what our priorities
should be going forward.
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We have continued our work throughout the year to maintain the number of patient
groups and to set these up where they may have folded. This again showed that
only ongoing support to these groups will result in all practices having a patient
group. Our plan to provide a structured programme of training came to life aimed at
increasing the confidence and capability of individual PRGs to engage constructively
both with the CCG and the emergent Clinical Networks. The development of Clinical
Networks, their priorities and engagement plans has also provided a steer in the
engagement of registered patients and this will continue into next year added to by
the Friends and Family Test. We will continue this in the following year to make sure
that we support patient groups in voicing patients' priorities and developing them to
be more involved in fighting for patients' interests in the NHS.
If you would like to get involved in the work of the CCG, please see the ‘How to get
involved’ section on Page 9 for more information or contact us on the details on final
page of the report.
We would like to thank everyone who has contributed during the year with their
views, thoughts and time, and look forward to another busy year.

Stephen Hardy
Lay Member, Patient and Public Involvement
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Introduction
About us
NHS Wakefield Clinical Commissioning Group (CCG) was formally established April
2013 and has the responsibility for making sure that the approximately 354,000
people in and around Wakefield have access to the health services they need.
In 2006, patient involvement was strengthened by the NHS Act. Sections 242 and
244 of the Act place a duty on NHS organisations to involve and consult local people
and stakeholders in the planning and development of services.
The Health and Social Care Act 2012 introduced significant amendments to the NHS
Act 2006, especially with regard to how NHS commissioners function. These
amendments include two complementary duties for Clinical Commissioning Groups
(CCGs) with respect to patient and public participation and also a duty to promote the
NHS Constitution which was refreshed in 2013.
This report provides an overview of the consultation and engagement activities that
have taken place over the past year (from 1 April 2014 until 31 March 2015) and
includes a summary of what people told us, what the outcome was and where you
can find further information. It also includes details of some of the consultation and
engagement activities that are planned for 2015/16.

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

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

The strategy shows that we are committed to ensuring that we actively engage with
patients, the public and other key stakeholders to ensure that the commissioning,
design, development, delivery and monitoring of healthcare in Wakefield meets the
needs of our population. By listening to patients, and learning from their experience
of health care we can understand what really matters to people.
We want to make sure we hear from all the people and communities in Wakefield everyone’s opinions matter. We understand that the way we ask for people to share
their views can make a big difference to who responds so we ensure we design our
engagement processes with this in mind. We also use equality monitoring to assess
the representativeness of the views we have gathered and where there are gaps or
we identify trends in opinion these will be looked into and plans made to address
them. Activity is also designed to ensure all the nine Protected Characteristic
Groups are effectively represented, in line with equality and diversity legislation, and
that it reflects the demographics of local communities.
The nine Protected Characteristics Groups are:
1.
2.
3.
4.
5.
6.
7.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
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8. Sex (gender)
9. Transgender
This annual report is our opportunity to present the work undertaken, catalogue our
activities and present any changes as a result of this work.

The Patient and Public Engagement Annual Report
When there are decisions to be made which affect how local NHS services are
commissioned, we make sure we talk to those patients who will be most affected and
for those larger pieces of work we make sure the general public are made aware of
any proposals so they too have the chance to have their say. We carry out one off
pieces of work as well as involving patients and the public on an ongoing basis
through the partnership arrangements we have in place with local patients and
communities.
The report includes all consultations that have been undertaken and completed
during 2014/15, including any that started before 1 April 2014 or that started during
the period of this report, but are not yet completed. It also includes details of our work
planned for 2015/16.
There are other ways for people to get involved in local health services and to share
their views. Some of these are noted in the next section.

Patient and Public Engagement: How to Get
Involved
We are working hard to include people in the shaping of local health services. We
want to do this because it helps us to make sure we are improving our services in
ways that meet your needs.
It is really important for us to hear people’s comments, ideas and suggestions about
ways in which we can make services better.
If people would like to get involved in the development of new and existing services
and share their experience, then they can join our engagement database. We
contact people on this database when an opportunity arises for them to get involved.
This can range from being part of a discussion group, completing a questionnaire,
joining a service user group or telling us what they think about some of the
documents we produce.
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There are other ways for people to get involved in local health services and sharing
their views, like:
Local Patient Reference Groups (PRGs) - the building blocks for engagement at
GP practice level. Each GP practice has set up a group of patients who are
interested in engaging with their work.
Patient Participation Group (PPG) Network - acts as the link between local PRGs
and the CCG (see page 17).
Healthwatch Wakefield - an independent organisation started in April 2013. Its role
is to represent the views of local people. In Wakefield, the organisation responsible
for overseeing the setting up and running of Healthwatch is NOVA. More information
can be found on their website at https://www.nova-wd.org.uk. Information on
Healthwatch can be found at http://www.healthwatchwakefield.co.uk/
Public Involvement and Patient Experience Committee (PIPEC) – our assurance
group with members of the public and representatives of local third sector
organisations, who make sure we meet our statutory duty to engage (see page 13).
Maintaining our relationship matrix of community and voluntary groups; developed
to ensure that we engage with groups representing the nine protected equality
characteristics (see page 21).
Our Street – virtual engagement - Our Street is a virtual web based engagement
tool designed to help service users and the general public understand how they will
access services in the future, and indeed what to expect. It followed from the
Meeting the Challenge consultations and was agreed in September 2013. You can
see more on this work and how it has been used on page 29.
NHS Wakefield CCG website – the website provides information about our work
online. It includes a section called ‘Have your say’. We use the website to inform
readers of our plans to engage, raise awareness of any consultation activity and also
provide opportunities to become involved. This website is updated regularly so we
can report on the outcomes of all consultations and what we have done as a result of
our activity. Our website is at: http://www.wakefieldccg.nhs.uk/
Twitter – We post regularly on Twitter @NHSWakefieldCCG with the latest
information about the CCG and links to related content. Readers can also interact
with comments, information, questions and add their own content links.
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CCG engagement events - wider engagement events with local people on health
care related topics. At Wakefield CCG we recognise that engagement with patients
and the public is not a one off activity, but an ongoing dialogue. Patient feedback is
integral to developing quality services which meet the needs of the population we
serve. By developing different ways in which people living in the District can get
involved in shaping the services, we aim to maximise the opportunities for public
participation.
Patient advice and liaison service (PALS) - PALS helps the NHS to improve
services by listening to what matters to patients and their families and making
changes when appropriate. PALS provide the following functions to the population of
Wakefield:


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



Helping resolve concerns or problems for those using the NHS



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



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



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



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

Governing body meetings - The CCG holds regular governing body meetings and
an annual general meeting (AGM). These are open to members of the public and
allow people to find out more about what the CCG does and ask questions.
Papers are made available online prior to meetings and public feedback is
considered in the development of future polices and wider services in the CCG.
Details of dates, venues and papers for Governing Body meetings can be found
here: http://www.wakefieldccg.nhs.uk/about-us/governing-body-meetings/
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Patient Opinion and NHS Choices - Patient Opinion is a feedback platform for the
public so they can share their story or experience of healthcare services. Anyone can
post an opinion on the website. NHS Choices also provides a similar facility. NHS
Wakefield CCG search these facilities by provider to pick up what patients are saying
about NHS services.
National and local surveys - National and local surveys take place throughout the
year from various providers and local GP practices. Patients are encouraged to
contribute to these surveys. The public can use surveys to have their say on current
services and NHS Wakefield CCG is able to use such surveys to understand the
patient’s view of the service. In addition surveys can be used collectively to inform
commissioning decisions and contract monitoring.
Friends and family test (FFT) – This test has been rolled out to GP practices in
December 2014, building on what was done in hospitals and expanding the national
programme. It aims to gather as real time patient feedback as possible with every
patient being given the opportunity to give feedback. NHS England publish
information on a regular basis.
Service re-design activities - Throughout the year we actively promote any
activities for people to become involved. In addition, we ask if people would like to
have their name stored on a ‘people bank’ so we can contact individuals directly
about healthcare services.
Engagement as part of the development of our commissioning intentions will feed
into the overall themes arising locally and support our decision making in respect of
future actions. We will continuously cross reference the themes which arise from
patient and public engagement to update and reflect on the intelligence we have to
date.
Working Voices - Working Voices, is a pilot project which uses a Community Asset
Based approach in the workplace. The project has been part of a wider ‘Field Force’
programme funded by NHS England and ran until the end of March 2015. We will
continue to use the learning of this and to build relationships with local employers.
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Public Involvement and
Patient Experience Committee (PIPEC)

2014 - 2015

The PIPEC meets on a quarterly basis. Members are drawn from across Wakefield
to provide representation of patient views and opinions and to inform commissioning
arrangements, business planning and to identify possible improvements. PIPEC
provides a single recognised structure to oversee the delivery of patient involvement
and patient experience activity and ensure impact and change is demonstrable both
internally and externally.
Who did we consult?
Currently membership includes representatives from:
•
•
•
•
•
•
•
•

the public with links to various support groups including long term conditions,
disabilities, and cancer
local college
Lesbian Gay Bi-sexual and Transgender community
the CCG Governing Body via the Lay Representative with patient and public
involvement role
Healthwatch
Patient Participation Group Network
CCG Officers
Engagement Officers

What information did we give?
The following topics were discussed at successive PIPEC meetings and the relevant
papers were sent out:
March 2014
• Using patient feedback – update on the progress made in respect of gathering,
triangulating and using feedback from the public to inform commissioning
decisions. Also group discussion on the CCG’s aim to capture this as an overall
initiative under the term of Putting Patients First
• Women and Children Transformation Programme
• King Street Walk-in Centre update on engagement process and the feedback
received
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Papers:
• What matters to you? – commissioning priorities engagement report following an
extensive engagement initiative to inform the commissioning priorities of the
CCG and support the development of the five year strategic plan.
• Patient Experience report on Care Closer to Home
• Minutes from the Patient Participation Group Network meeting held on
11 December 2013
June 2014
• Care Closer to Home – update on the work carried out as part of this programme
• Clinical Networks – overview of the structure and work of the seven Clinical
Networks in Wakefield District and the groupings that GP practices belong to.
• What actions were taken as a result of the feedback received during the What
matters to you? engagement work.
• Update on the development of the CCG’s strategic plan.
Papers:
• Patient Experience report on mental health services.
September 2014
• Introduction to co-commissioning and the approach that NHS Wakefield CCG
would be taking.
• Patient experience update
• Mid Yorkshire Hospitals NHS Trust – update on the developments and work
around improving the outpatients system.
Papers:
• Better Care Fund information
• Patient Experience report on Maternity Services
November 2014
• Highlights of last year, current work and plans going forward
• Patient experience and how this is being used to inform the CCG’s decisions
• Psychiatric Liaison Service in Wakefield District
• Mental health services – share your views in shaping local services
December 2014
• Overview of service reviews taking place and planned
• Public Sector Equality Duty
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•
•

Update on engagement activities
Planning for the coming year

Papers:
• Draft Public Sector Equality Duty report for comments
• Patient Experience Report on Children and Young People
• Policy for Adult Personal Health Budget
• Mental health survey
• Service reviews – completed engagement reports
March 2015
• Update on primary care developments and co-commissioning including Prime
Minister’s Challenge Fund and Vanguard projects (new models of working)
• Making safeguarding personal – developing service user information
• Clinical Networks – Network development and engagement plans
Papers:
• Patient Experience report on Primary Care
• Musculoskeletal service engagement report
• Anticoagulant services engagement report
• NHS England’s consultation on investing in specialised services
• Final version of the Public Sector Equality Duty report
What did they tell us?
PIPEC members provided ongoing feedback through the course of successive
meetings, adding to the debate as required for feedback to the CCG. The group also
provided opinions and comments on documents, policies and work away from
meetings, ensuring that decisions are not restricted purely to discussions ‘around the
table’. This was particularly beneficial this year to provide assurance for engagement
supporting the various service reviews taking place with plans, actions and feedback
being presented to the group as well as overseeing the actions taken as a result of
previous engagement, for example the What matters to you? work.
The group has received all of our patient experience reports together with updates on
the issues and how these were challenged with providers, and also monitored
progress made by our main provider in respect of the key issue raised by the public –
outpatient appointments.
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The introduction of co-commissioning has seen the group take an active role in
developments locally, both as part of this initiative but also in relation to work done
under the Prime Minister’s Challenge Fund and Vanguard projects. To support this
work, any future engagement findings will be presented to the group for scruitiny of
feedback before our plans in this area and finalised.
The group has provided general feedback on local services which was used to feed
in as part of the commissioning work and also to help shape the agendas and work of
the group.
What did we do?
The Committee is chaired by Stephen Hardy, the CCG Lay Member with
responsibility for Patient and Public Involvement. Minutes of the Committee were
submitted to the CCG and this completes the reporting mechanism between the
Governing Body of the CCG and the public representatives.
PIPEC members provide feedback on any papers and information presented at
meetings on an ongoing basis. Feedback is reported in the minutes, which are
subsequently reported to the CCG Integrated Governance Committee.
We value the input the group has made to our engagement and consultation
activities, the plans and work they have commented on, views they have shared and
the ongoing support and dedication in providing assurance on what we do.

Page 16

Patient Participation Group Network (PPGN)

2014 - 2015

Wakefield CCG is a member organisation of 40 GP practices from across the District.
This also includes an administrative body made up of support staff and a board of
clinical leaders. Together we are working to make sure that the health and care
services meet the needs of local people and give them healthier, longer lives.
The Patient Participation Group Network (PPG Network) is a valuable body which
has been set up to provide support to local Patient Reference Groups (PRGs) within
GP practices to enable engagement at practice level. It provides opportunities to
work with the CCG as well as sharing areas of good practice among individual PRGs.
The network draws on the collective views of practice representatives and via these,
the wider practice population.

Who did we consult?
Membership of the PPG Network is drawn from individual GP practices, PRG
representatives and Engagement Officers. The Network meets quarterly, but
members are also informed of engagement opportunities on an ongoing basis. The
membership continued to change during the year and increase with new PRGs being
represented. This has been achieved through one to one support offered to the
groups and additional training specifically set up for the members of local patient
groups.
What information did we give?
PPG Network members share information and updates on initiatives aimed at
enhancing patient experience. Engagement at practice level is enabled through this
mechanism and consequently the views of the local population are fed through to the
CCG.
A number of groups have now set up newsletters which cascade valuable information
between patients. Many individual practice level groups have undertaken surveys on
patients’ experiences within practices and the results of these have influenced their
practices’ individual work plans for the year. This demonstrates that there is work
ongoing at practice level which has been driven by the patients not by the GPs.
‘Sharing of good practice’ remained a constant agenda item during the year and
offered the Network the opportunity to share ideas for their groups and their work
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plans. It also provided an opportunity for individual PRG members to raise concerns
and have these addressed. These included practice specific questions as well as
CCG wide, for example the move towards co-commissioning and the impact this may
have on the work of individual practices.
The following topics were discussed at successive Patient Participation Group
Network meetings. It should be noted that the core part of the meetings is a session
where members share their experiences, work ideas, ask questions and contribute to
the overall update on what is happening at GP practice level. These were at times
scheduled to be the main agenda item.
March 2014
• King Street Walk in Centre - update on the engagement process, the feedback
received by public and how this has informed the CCG’s decision making
• Outpatient appointments at Mid Yorkshire Hospital Trust – an update from the
hospital trust following the group’s concerns over the management of outpatient
appointments and PRG feedback on the public encountering problems
• Dementia Friends Champions – sharing of information and contact details on this
initiative
June 2014
• Development of the CCG’s strategic plan
• Clinical Networks in Wakefield and District
• Older People’s Forum in Wakefield
• Sharing the learning section for open discussion
September 2014
• Primary Care Friends and Family Test – information and presentation by NHS
England on the development and introduction of the FFT test in primary care and
feedback by the group
• Patient Transport Services – introduction to the planned engagement; discussion
and feedback on the approach to be taken by the CCG
December 2014
• Mental health services – engagement work update
March 2015
• Outpatients appointment system at Mid Yorkshire Hospitals NHS Trust –
feedback from patients to the Hospital Trust and information sharing on the work
being done to improve the system
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What did they tell us?
Network members provided ongoing feedback through the course of successive
meetings, adding to the debate as required for feedback to the CCG. Members
continued to receive, consider and provide feedback on communication and
engagement plans, documents and reports which has helped to shape our
approaches. They also provided general feedback on local services which were
used to feed in as part of the commissioning work and also to help shape the
agendas and work of the group.
Members also attended events and took part in various engagement work, for
example, local and national surveys and the development of the CCG’s strategic
plan, service reviews and patient experience work of the organisation. They have
also been involved in the Friends and Family Test development and rolling this out
within their practices. The feedback received via their local work has also resulted in
the group keeping a close eye on the improvement efforts of our main acute trust
provider in respect of outpatient appointments.
What did we do?
There is a commitment to growing the membership of the PPG Network and the
support we have given has been both to the network as well as individual groups.
We have worked with practices on a one to one basis to help them establish and
grow their groups. The development of Clinical Networks, their priorities and
engagement plans has also provided a steer in the engagement of registered
patients and this will continue into next year added to by the Friends and Family Test.
The PPG Network is an established group and meetings are built into the regular
business cycle of the CCG. There is commitment from the CCG to this meeting and
to utilising the feedback from members of the Network to inform practice level
working as well as wider commissioning work. We feel that the sharing of ideas,
examples and information between groups will help individual PRGs to develop and
strive and this has always been a key aspect of network meetings.
We have continued our work throughout the year to maintain the number of patient
groups and to set these up where they may have folded. This again showed that
only an ongoing support to these groups will result in all practices having a patient
group. Our plan to provide a structured programme of training came to life. The
provision of facilitated training for Wakefield PRGs was agreed as a means of
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increasing the confidence and capability of individual PRGs to engage constructively
both with the CCG and the emergent Clinical Networks.
We considered feedback from work with individual groups at our Board Development
session in November last year where we discussed various ways to strengthen their
role as individual groups, but also as an engagement mechanism across the District
and a vehicle for the public to feed in views about local services and more specifically
the quality of these. Our commitment to this was reflected in an agreement to
provide a training programme for lay representatives.
Funding was secured for this during 2014/2015 and the first session was delivered in
July, having been significantly oversubscribed. Due to the level of demand, four
separate sessions were organised. The content of the first session was co-created
with the participants. Further sessions built on this and the topics important to
participants were always included in each of the sessions.
The initiative was warmly welcomed by the groups with comments including:

“I really did not know what to expect
today. I hope I will be informed of any
other opportunities – have taken a lot to
think about, thank you!”

“All of it [was useful]. The sharing of
information across different practices
was excellent and very useful.”

“ALL the day [was useful] as it
encouraged discussion in a friendly
way and I felt that I learnt a lot of
useful information.”

We value the input the group has made to our engagement and consultation
activities, the plans and work they have commented on, views they have shared and
the ongoing support and dedication in providing feedback on what we do and
sharing feedback from their work in local practices. Their input has ranged from
comments on engagement proposals, shaping the strategic plan and also
engagement approach within our member practices and Clinical Networks.
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Relationship Matrix

2014 - 2015

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

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

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
Sex (gender)
9. Transgender
Who can use the Relationship Matrix?
The Relationship Matrix is used as a tool by the Communications and Engagement
Team to assist customers and colleagues in reaching the organisations who engage
with patients, carers and the public on an ongoing basis.
This is done by working directly with an ‘Enabler’ who has links into, or who works
for, the group or organisation. This is the Primary Relationship. The Enabler
ensures that any correspondence is shared with their members, volunteers and client
group.
On completion, the matrix was reviewed to ensure that our engagement processes
included relationship with groups representing the nine protected characteristics. As
a result of this gap analysis, we have built stronger links with MESMAC (Men who
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have Sex with Men) and the Wakefield Deaf Society. We have also now included
organisations representing the Eastern European Community, refugees and asylum
seekers. We successfully achieved this during the year, not only in gaining a
relationship matrix representation, but also incorporating this into membership of
PIPEC, our engagement and patient experience assurance group (see page 13).
What did we do?
We have regularly used the contacts within the Matrix to share information about
events, consultation and engagement opportunities and general engagement
information published by us or other NHS partners. This has included local initiatives
noted within this report as well as national consultations and opportunities to get
involved, for example in procurement processes.
In terms of involvement of the public in procurement decisions we make, we have
advertised these via the Matrix and have gained interest for service areas such as
bereavement advice and support service and gastroenterology. This has helped us
make sure that the public are involved in this aspect of decision making in respect of
the local services and who provides them on our behalf.
We will continue to share information, including opportunities to be part of
procurement processes, during the next year.

Working Voices

2014 -2015

NHS Wakefield CCG was selected to be part of the Working Voices initiative led by
the West and South Yorkshire and Bassetlaw Commissioning Support Unit (now
Yorkshire and Humber Commissioning Support since October 2014). Working
Voices uses a Community Asset Based approach in the workplace. The project is
part of a wider ‘Field Force’ programme funded by NHS England. The Working
Voices programme was set up to support CCGs and area teams around Patient and
Public Participation.
What was the purpose of the project?
Traditionally engagement has attracted retired people, those in long term
unemployment and those frequently accessing services. This is because the
majority of engagement activities take place
between working hours 9am to 5pm.
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Efforts have been made previously to open up engagement outside of working hours
with limited success, so Working Voices takes the opportunity to bring participation
into the workforce rather than expecting working people to come to the NHS. The
Working Voices model is based on a community asset-based approach which has
worked successfully in engaging with communities and harder to reach groups
through partnership with the voluntary and community sector.
As well as giving CCGs increased participation and richer data to inform the
commissioning cycle, the Working Voices project aimed to give employees a voice in
designing services to suit their needs, as well as access to health information and
advice. This in turn would lead to a healthier, happier, more empowered workforce
also bringing benefits to employers.
Who was involved?
A steering group was set up and Wakefield CCG produced a draft action plan and
terms of reference. The steering group identified five local employers and agreed an
approach to contacting the employers using steering group members. Wakefield
CCG also used an existing contact from the Local Authority to support the work and a
number of leads were identified to support positive working relationships with
employers. The initial employers engaged with were:
•
•
•
•
•

Next warehouse
Haribo
Wakefield Council
Manchester Superstore
St George’s Community Centre

During the summer of 2014, Wakefield CCG made contact with the employers
originally identified. Following these contacts, the employers secured were:
•
•
•
•

Next Warehouse - four warehouse distribution centres
Wakefield Council – directly working with five depots
St Georges Centre - small voluntary and community sector
Haribo - local employer manufacturing sweets in Pontefract and Normanton

What did we engage about?
The project team and steering group members worked closely with the employers for
Wakefield Council and engaged on mental health services and provided information
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on urgent care. Notice boards promoting Working Voices were placed in depot staff
rooms and staff briefings were used to engage staff.
This resulted in feedback being received by 45 male employees - a group who
generally would not engage with the NHS. The feedback and outcomes for this
engagement are detailed in the Mental Health engagement (on page 52) section of
this report.
Where can you get more information about this work?
You can find more information about the Working Voices project by
contacting: communications.yhcsu@nhs.net. Or you can find information
at: http://www.wakefieldccg.nhs.uk/have-your-say/working-voices/
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Putting Patients First

March 2014

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

Quarterly patient experience reports to inform service transformation;
Comprehensive engagement to inform strategic planning and service reviews;
Quality Intelligence Group to inform the monitoring of current providers; and
Public Involvement and Patient Experience Committee (PIPEC) and Patient
Participation Group (PPG) Network involvement to hold us to account as
commissioners

The initiative has been achieved through a partnership approach with users of our
services and stakeholders. There is a focus on using patient experience feedback
and insight to inform our strategic priorities with local people feeling part of shaping
our commissioning decisions and a clear process for feeding back to them.
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We feel confident in being able to use insight to design and commission services to
ensure a positive patient experience for now and the future. PIPEC and PPG
Network have helped shape engagement approaches, given feedback on services,
inputted in programme work and provided assurance – whilst growing in membership
and strength.
Our internal processes underpin all of this with the Quality Intelligence Group pulling
all this feedback together, identifying any themes around services, agreeing actions
and following these to realise change.
Putting Patients First reflects how the CCG lives the NHS values by using feedback
as insight to make improvements in the delivery of compassionate care. Our
approach ensures that everyone counts, by not basing our decisions on the views of
one group or a few individuals.
We make sure that those who are often not represented have a way of sharing their
views either directly or via their representatives. The initiative encourages and
welcomes feedback from everyone to improve the quality of commissioned services.
We would like to recognise the involvement and contribution of our PIPEC and PPG
Network members for their contribution in this initiative.
Where can you get more information about this work?
We are proud to say that the work has been recognised nationally, being shortlisted
in NHS England’s Excellence in Participation 2014 Awards. A short video
summarising this work can be found at http://vimeo.com/87883772
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Patient Experience

2014 – 2015

Patient Safety Walkabouts
Wakefield and North Kirklees CCGs conduct a Patient Safety Walkabout on a
monthly basis. These are completed at various settings across the services provided
by the Mid Yorkshire Hospitals NHS Trust.
Patient Safety Walkabout information is included in our patient experience reports as
well as the work of the Quality Intelligence Group and includes staff perceptions of
patient experience following observation and conversations with MYHT staff and
patients on the units visited. Healthwatch members also join in these visits.
15 Steps Challenge
In October 2014 CCG staff joined the South West Yorkshire Partnership Foundation
Trust’s (SWYPFT) 15 steps challenge. The project was to assess how welcoming,
safe, caring and involving and well organised and calm the inpatient environments
were. For Wakefield this is Fieldhead Hospital.
Quality Intelligence Group
We set up this group to monitor feedback from across the organisation and our
teams as well as bring information from our partners, such as the local authority,
public health and Healthwatch Wakefield. This helps us to gather key themes that
are coming up and jointly across the membership of the group agree the actions to
be taken.
Who did we engage / consult?
Both the Patient Safety Walkabouts and the Quality Intelligence Group are part of the
Putting patients first initiative described on page 25.
Our walkabouts at local hospitals have been running since December 2012, and from
September 2013 the visit team was widened to include Healthwatch Wakefield or
Healthwatch Kirklees (dependent on the site being visited). The walkabout team talk
to patients, as well as the staff, about their experiences during their stay in hospital.
The 15 steps challenge took place in October 2014. Challenge teams included a mix
of service users, carers, people from their members’ council, Healthwatch, CCG
colleagues and staff, clinical and non-clinical. In the week commencing 20th October
2014, the teams began unannounced visits over 4 days.
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Our Quality Intelligence Group was established in August 2013 in response to the
Francis report. Since it started membership of this group has included Healthwatch
and the Local Authority. Members provide feedback and soft ‘intelligence’ from local
people about the services we purchase (such as hospital, ambulance, community
and mental health services), or that we have a duty of quality for (such as GP
practices). We theme feedback gained through various sources, including our
engagement work, PALS enquiries, Patient Opinion posts and learning from
complaints.
What did we learn?
During 2014/15 the walkabout teams identified numerous examples of good practice,
including:
• Patient experience: The vast majority of patients praised the care received, they
recognise that staff are very busy but still feel well cared for.
• Cleanliness: The cleanliness of the wards visited was generally excellent.
• Patient Safety: Walkabouts have witnessed a number of measures designed to
improve patient safety, such as the utilisation of Safety Guardians to prevent some
patients from falling and other falls prevention measures.
However, the teams also identified some areas for improvements, including nurse
staffing levels and patient discharge.
In the 15 Steps Challenge (for inpatient areas in Wakefield) we found that overall
staff were friendly and welcoming, there was information and leaflets available for
both service users and carers, the wards felt relaxed, and there was good interaction
between staff and service users. Service user artwork displayed and boards to allow
feedback on service user feelings.
Some minor areas for improvement were identified including maintenance and
signage.
The main themes from the Quality Intelligence Group feedback during 2014/15 were:
Patient experience: many people had a good experience of care in different settings
Access to services: waits for outpatient appointments and procedures at the local
hospitals)
Autism spectrum disorder / Attention deficit hyperactivity disorder: assessment
delays
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Hospital discharge: Quality and timeliness of hospital discharge
What did we do?
As a result of the walkabouts and feedback we get at the Quality Intelligence Group
we agree actions to be taken which will improve quality and experience of care.
Examples of the actions taken range from visiting hospital wards which patients have
raised concerns about on Patient Safety Walkabouts, using contractual levers with
our local providers to reduce the number of cancelled and rescheduled outpatient
appointments and sharing intelligence within the CCG to inform commissioning
decisions, such as the development of CQUIN indicators and the organisation of
services.
The outcomes from the 15 steps challenge was reported to the SWYPFT Quality
Board (a regular meeting between the Trust and the CCGs who commission services
from them). The Trust is planning to repeat the challenge process in 2015 and this
will include asking ward areas about the action they took as a result of the original
challenge visit.
Where can you get more information about this work?
The Patient Safety Walkabouts feature as a case study in the NHS Commissioning
Assembly document Commissioning for Quality: Views from Commissioners which
was published in July 2014. One of the key features in this document is the
importance of commissioners ‘Walk the service – look and see’ and a short video
describing our patient safety walkabouts can be found
at www.youtube.com/watch?v=j57hpnFnRFU

Our Street Your Street

October 2014

Our Street Your Street was a large public event, where clinicians from our GP
networks met with patients, voluntary sector representatives and local communities.
Over 100 people looked at priorities for their areas and made suggestions on how to
make the plans happen.
What did we engage about?
The objective of the event was to bring the public and professionals to:

Page 29

•

raise awareness of plans for local
healthcare and our priorities

•

raise awareness of how the NHS fits into
the local picture

•

celebrate existing successes

•

contribute to the CCG’s engagement
agenda and to the work of the networks
by providing a forum for networks to talk
to the public and other stakeholders about
local plans.

How did we engage?
Following the ‘Meeting the Challenge’ (MtC) consultation, a comprehensive
communications and engagement strategy and delivery plan for the implementation
of the Meeting the Challenge Transformation Programme had been agreed. This
included "Our Street" an innovative tool to help communicate changes to the public
using animation and patient stories. A dedicated website www.thisisourstreet.com
hosts the animations and storyline. “Our Street” animations include: Bill Walker
(Social Prescribing), Terry Ramsden (Urgent/ambulatory care), Doris Clark (Care
Closer to Home) and Susan Ramsden (Mental Health) which can all be found there.

In quarter three of last year, we went out to communities to update them on both the
Meeting the Challenge and more on this can be found on page 32.
In order to reflect what patients and the public have told us so far as part of previous
engagement as well as progress with our strategic plan, we used the concept of Our
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Street to look deeper at what this meant to public in their communities. The event
looked further into what health services look like on people’s streets. This linked and
supported the work of our seven Clinical Networks in shaping their health priorities
and engagement plans. The event used traditional ways of seeking views as well as
technology.
The event was open to the public, voluntary and community groups, patient groups,
key stakeholders. We invited all those involved in our work via our People Bank,
Patient Reference Groups and contacts within our Relationship Matrix to take part on
the day. Over 100 people attended on the day with some constructive discussions
taking place.
Objectives for each of the seven Clinical Networks were shared and the questions
asked included:
•
•
•

Do the objectives feel right/make sense to them?
What should we take into account in working towards these objectives?
How can we involve more people from the community in contributing to future
discussions about local services?
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What did people tell us?
Feedback was wide-ranging and touched on:
•
•
•
•
•

the needs of patients with sensory impairments
care for dementia patients and people with low level mental health conditions
how to reach our black and ethnic minority (BAME) communities
how we could tackle lifestyle issues
how we could ensure that we hear the voice of young people

A common theme was the need to make access easier - by making it easier to see
different health professionals rather than just a GP, by considering different
technologies and, in some cases, by changing opening hours.
What did we do?
People attending the event were divided into groups according to the location of their
GP practice they were registered with or based on their postcode. Discussions were
held in this format with the input of Clinical Networks to be able to have more detailed
discussions about what health care is like where people live.
The groups were asked for feedback on each of the questions as well to identify the
one most important thing for each Network to take account of in meeting their local
objectives.
The feedback received was incorporated within the work of our Clinical Networks,
informing the development of their objectives but also the engagement approach they
should take when delivering these. The overall feedback was also used to inform the
development of our strategic plan.
Where can you get more information about this work?
The CCG’s strategic plan can be found at http://www.wakefieldccg.nhs.uk/wpcontent/uploads/2013/02/WCCG-5-Year-Plan-final.pdf and a summary document can
be found at http://www.wakefieldccg.nhs.uk/wp-content/uploads/2013/02/WCCG-5Year-Plan-Summary-final2-2.pdf
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Meeting the Challenge - update

Autumn 2014

Public consultation on proposals to change hospital and community services across
North Kirklees and Wakefield District took place in spring 2013. Following this formal
consultation NHS Wakefield CCG went back out to community groups to provide an
update.
What did we engage about?
Following formal consultation in 2013 NHS Wakefield CCG went back out to
community groups to update them on developments against the Clinical Services
Strategy.
How did we engage?
We engaged with members of community groups that were meeting during the
engagement period. Five meetings were attended, briefings given and feedback
taken. When appropriate the “Susan” animation from Our Street was shown to
evidence how we were communicating with the
public.
What did people tell us?
This engagement activity was to inform people
about changes. There was little feedback after the
briefings.
What did we do?
The Meeting the Challenge Programme is ongoing.
Where can you get more information about this work?
You can find more information about this project
at: http://www.wakefieldccg.nhs.uk/have-your-say/meeting-thechallenge/

Page 33

Engagement in our Clinical Networks

2014 – 2015

During the year, we progressed with our Clinical Network Development Framework,
supporting local practices working in the seven networks. Each of the Networks
considered current information on their population area, health needs and trends and
identified two priorities for each one which formed part of their plans. We built the
need for engagement into the plans and ensured lay representation as these were
developed.
To further discuss the priorities chosen and approach to engagement to be taken
during the year, looking at who and how should be engaged, each Network
presented these to the public at the Out Street, Your Street event in October 2015.
Feedback was again used to inform individual plans.

The map shows the distribution of the clinical networks across the Wakefield District,
and the following table details the priorities that each Network has set as part of the
Network Development Framework based on clinical, commissioning and public
health information and discussions at our public event in October. The Framework
was put in place to help the CCG to:
•
•
•
•
•

Fulfil the requirement in ‘Everyone Counts’
Maintain improved patient access to primary care services
Enhance patient engagement and support self-care
Support the implementation of integrated care
Assist the 7 networks to identify and meet the health needs of their
local population in partnership with other stakeholders
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All
networks

Maternal smoking or uptake of cancer screening

Network 1 Health and social needs of people with low level mental health
To improve the care and support for people with Dementia and their
Network 2 families and carers by ensuring all staff are Dementia Friendly trained and
the practices are Dementia Friendly environments
Network 3

Improved access to primary care services for patients with sensory
impairment

Network 4

Early intervention for ‘Families in Need’ – identifying and supporting
people/families with child safeguarding

Network 5

Improving the health of black and ethnic minority populations, including
people from Eastern Europe

Network 6

Developing care navigation to encourage self-help and support for people
with dementia, obesity, social isolation and alcohol problems

Network 7 Addressing unhealthy risk-taking behaviour among younger people
Apart from each Network preparing engagement plans to support their work around
the chosen priorities, the Networks also considered how they would listen to the
views of their patients and the public generally. For this, links were made with
existing patient groups and stakeholders to support their engagement.
The work of all our Clinical Networks has been linked to the CCG’s Equality Objective
3: Enhancing member practice engagement, as the priority areas are linked to
addressing health inequalities, or improving access for protected equality groups.
Network 5’s priorities also contribute to the CCG’s Equality Objectives 1and 2.
The next step was to make sure that all that information was reflected in the
communication and engagement plans of each Network and these were completed
by the end of December 2014. The plans included the following:
Network 1
• Patient experience survey developed to establish low level mental health
issues within the Castleford and Airedale district, which was agreed with all
patient groups’ representatives in Network 1.
• Patient engagement undertaken to develop local resources.

Page 35

•

PRGs would be updated quarterly on progress against network priorities and
other network specific projects and feedback presented at network meetings
on a quarterly basis. This objective is common for all of the Networks.

Network 2
• The Network’s plans were shared with a local member of the Dementia
Forum, with feedback incorporated into the final plans.
• Representatives from PRGs would undertake a walk about with members of
the Alzheimer's Society in GP surgeries to identify any areas that would
ensure the environment was ‘Dementia friendly’, using the Kings Fund Audit
tool.
• College Lane Surgery to organise a Dementia Awareness session for the local
community, with PRGs in attendance. Other practices within the network to
deliver the same via their PRGs if the session is evaluated as being
successful.
Network 3
• Members of Wakefield District Sight Aid and The Deaf Society would
undertake a walk-about in GP surgeries to identify any access issues for
sensory impaired patients with the aim of making practices easier to access.
• Survey distributed to sensory impaired patients to identify any access issues
and to ask for suggestions of changes that GP surgeries could make to
become more accessible.
Network 4
• Consider developing a network patient group with representation from all the
practices to discuss, inform and update on current projects/network priorities
on a quarterly basis and to also ensure patient engagement.
• Working in partnership with the Third sector to provide accessible local
services. Fostering working relationships and promoting a listening
environment to meet local needs.
Network 5
• Develop a link with the Eastern European Community Centre to secure their
support in delivering an awareness event for this community. This would
introduce the NHS structure and the role of main providers of care, e.g.
GP/Pharmacy/Hospital and create an opportunity to gain feedback on the
differences between health service provision in the UK and their countries of
origin to inform the work of the Network. Seek feedback around their
perception of GP practices, perceived barriers to accessing the services and
help identify potential enablers to accessing services
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•

This event would also be used as an
opportunity to seek the views on cancer
screening and potential reasons for not
attending these appointments.

Network 6
• Continue with the communications and engagement strategy developed for
this Network with their Patient Panel, inclusive of patient representation at
Network meetings and maintaining the Patient Panel with representatives from
each of the six practices. This Panel would also act as an advisor to the
Network on the Prime Minister’s Challenge Fund.
• The Network gather updates on service developments such as the Extended
Hours, Digital Innovations, Physio Service, the Health Pod, Pharmacy First
and Practice Champions and share this information and learning for the Panel
members to take back to their individual PRGs.
• Provide feedback on patients’ and carers’ needs and concerns as they arise.
• Patient representative attending monthly Network meetings.
Network 7
• Network wide survey to seek the views of young people (13 – 19 years) about
services in their GP practices, looking at access to GP practices and what
could make this easier.
• Work with the Youth Association to achieve ‘Young People Accreditation’ in all
Network 7 GP practices.
• Consider the development of a network patient group with representation from
all the practices to discuss, inform and update on current projects/network
priorities on a quarterly basis and to also ensure patient engagement.
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Service Reviews
As part of our ongoing work to improve the local health services in Wakefield District,
we carried out a series of service reviews. Some of these took place as current
contracts were coming to an end and we needed up to date feedback on what the
public using these thought about them.
The following service reviews included the views of patients, which have been useful
in helping us to shape the services going forward. Altogether, we looked at 23
services. These were a mixture of in-depth and rapid reviews.

Anticoagulant Services

21 November 2014 –
9 January 2015

Anticoagulant Services are for people who are prescribed medicine that stops their
blood from clotting quickly. These drugs are called warfarin, nicoumalone,
acenocoumarol (Sinthrome) or phenindione. This medicine is important because
blood clots can cause damage in the lungs and can block the flow of blood to the
brain, causing a stroke.
What did we engage about?
An engagement was carried out to seek the views of those who have had regular
blood tests as part of their anticoagulant care. The information arising from the
engagement work has formed part of the overall service review.
How did we engage?
Existing data was collated and analysed to form part of the engagement process.
The information considered as part of this exercise was any patient feedback
received in relation to anti-coagulant services via the Patient Advice and Liaison
Service (PALS), Patient Opinion and complaints.
In addition to data from PALS and Complaints, data from previous engagement
exercises and patient experience reports was also analysed for any issues relating to
anti-coagulant services. This included service specific engagement work from
neighbouring areas.
To ensure everyone had an opportunity to be involved, the engagement team
developed a survey. The survey was circulated via the engagement team’s existing
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communication mechanisms and distributed via the main provider to patients
accessing their service during the engagement period. 82 completed surveys were
received during the period.
What did people tell us?
The main themes arising from this engagement were:
The majority of respondents were happy with the service they received and didn’t feel
any changes needed to be made.
Patients positively commented on the changed process in appointments with many
noting that accessing appointments is much easier and takes up less time in
comparison to the previous system.
Positive comments have been made in respect of the helpfulness of staff and the
service received.
Improvement in the provision of appointments, for example early or late times, would
be beneficial for those in employment and provide more flexibility to cater for their
needs. However, discussion and agreement about the next appointment date and
time would generally be beneficial to those accessing the services.
Accessing the service via telephone has been seen as difficult and an area of
suggested improvement.
During the engagement, patients have made suggestions on further improvements of
the service which are reflected in this report and would contribute to ongoing
improvement. This included new ways of receiving results, need for more
information, accessing support with queries etc.

What did we do?
The feedback gathered was used to support discussions around this service area,
adding an insight on patient experience of the current model. The CCG has
continued to consider how further service improvements may be made based on the
information available and this will continue into the next financial year.
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Where can you get more information about this work?
You can view more information about the engagement, the people involved and
documents used here: http://www.wakefieldccg.nhs.uk/engagement-andconsultation-reports/

Gastroenterology

4 July – 15 August 2014

Gastroenterology is a medical specialty which focuses on the digestive system and
includes the study, diagnosis and treatment of diseases affecting the gastrointestinal
tract. These may affect the oesophagus, stomach, small and large intestine, rectum,
liver, gallbladder or pancreas.
Diagnostic services are an essential part of the Gastroenterology pathway assisting
clinicians to make an informed diagnosis to ensure patients receive the appropriate
treatment without delay. Access to high quality cost effective diagnostic services is
therefore key to improving outcomes and experience for our patients, both from an
elective and non-elective perspective.
What did we engage about?
Based on current information, there was a need to review the service in terms of the
pathway. The service model needed to be sustainable and appropriate for future, in
line with changing health needs and increasing demand. The wider service review
included the views of patients and the public in respect of these services to reflect
their views and experiences and support the development of the service.
How did we engage?
Existing data was collated and analysed to form part of the engagement process.
The information considered as part of this exercise was any patient feedback
received in relation to Gastroenterology services via the Patient Advice and Liaison
Service (PALS) and complaints.
In addition to data from PALS, Patient Opinion and Complaints, data from previous
engagement exercises and patient experience reports were also analysed for any
issues relating to Gastroenterology services.
As part of the plan, a discussion group was held with patients to gather more
qualitative information on their experience of the service. Notes were taken of the
discussion group and included in the overall analysis.
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In addition to the event and to ensure everyone had an opportunity to be involved,
the engagement team developed a survey. The survey was circulated via the
engagement team’s existing communication mechanisms.
What did people tell us?
The key themes from the discussion were:
Clinical care, when accessed, was seen as good.
There was a mixture of positive and negative experiences around the appointment
process – for example a carer reported that a patient has been waiting since April
2014 for a consultant gastroenterologist appointment and one that was given in
Leeds General Infirmary had been cancelled, with the patient being referred back to
their GP. One patient also noted they had not been given a choice of where they
would like to access their treatment with another noting a previous experience of
being assigned onto the incorrect list for a different procedure.
However, two patients also noted that the appointment system was good and that
they were given a choice by the GP, with one being offered Pinderfields Hospital but
choosing Dewsbury based on information on waiting times.
A patient noted difficulties in accessing their GP to be able to discuss their condition.
The need to wait for a GP appointment, attend GP appointment then a hospital
referral all adds to the time for the patient and their family.
It was noted that information on the lack of consultant cover in the area should be
made known to patients under Choose and Book process.
Information on self-care would be appreciated as patients often do not know what the
best diet is for them and may eat or exclude something they should not.
A patient noted the continuous improvement in the Dewsbury District Hospital waiting
room/after care room which has changed over the years, making it a more
comfortable environment.
One participant noted that in their capacity as a member of a local community group,
their members do like and would travel to Dewsbury District Hospital if there was
transport provided.
The question of GPs knowing about all services available locally to refer patients,
e.g. the direct access endoscopy, was raised. It was also noted that patients do not
always know what they need and what to ask for and as such rely on the GP to direct
them.
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The key areas arising from the survey were:
Positives:
•
•
•
•
•
•
•
•

Being fast-tracked due to familial history of cancer and having Macmillan
support.
Endoscopy at Northgate surgery being quick and patient being given good
information.
Clinic services in Leeds and Wakefield.
Procedure being prompt and a welcome cup of tea and a biscuit afterwards.
Sensitivity of approach shown by a specialist counsellor.
Being seen close to home.
Caring attitude of staff (hospital), being treated with dignity and respect, being
provided with clear understandable information and all questions answered.
Being able to access some of the services through Choose and Book

Areas for improvement:
The main area for improvement was waiting time for appointments, whether these
are first appointments of follow ups. It was suggested this could be achieved through
a more efficient administrative system.
Additional comments also included:
•
•
•
•
•
•
•

Seeing a Macmillan nurse at first appointment was unnerving for a patient and
reinforced the diagnosis of cancer.
Need for improved co-ordination between hospitals.
Northgate practice not being on Choose and Book.
Recalls for those with a family history of cancer.
Improve staffing levels to reduce waiting times.
Better explanation around the procedure.
Full information on Choose and Book to support choice

What did we do?
A lay representative was recruited via the engagement team to be part of the
evaluation panel during the procurement process. Since then, the CCG has
commissioned a non-urgent gastroenterology service. Four providers are now
available through the choice menu to provide services based in the community in
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different locations. The services include direct access endoscopy and out-patient
appointments with consultants.
Patient pathways have also been transformed to ensure patients get the most
appropriate care and diagnostic testing at the right part of the pathway and only
receive invasive testing when diet, lifestyle and medication has been addressed prior
to testing. A clinical network has been formed where all providers and commissioners
work together to continue the further development and transformation of
gastroenterology services.
Where can you get more information about this work?
You can find more information about this engagement together with the report and
documents used here: http://www.wakefieldccg.nhs.uk/wpcontent/uploads/2014/07/WCCG-Gastro-engagement-report.pdf

Musculoskeletal services (MSK)

9 October –
26 November 2014

As part of a programme of service reviews, engagement took place around the
experience of local people using musculoskeletal services (MSK). Based on current
information, we knew that there was a need to review the service in terms of the
pathway, but also to look at opportunities for care to be delivered closer to home and
in a way that supports prevention and independence. The service model needed to
be sustainable and appropriate for future, in line with changing health needs and
increasing demand.
The engagement considered the following service areas and aimed to support the
development of the service:
•
Orthopaedics
•
Rheumatology
•
Physiotherapy
•
MSK Pain Management
•
Podiatry services
•
Chiropractor

What did we engage about?
The purpose of the engagement was to build on the data that had already been
collated, by gaining the views of the public, key stakeholders, providers and voluntary
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and community sector organisations on their views of MSK services and their
suggestions on how these services could be improved.
How did we engage?
Existing data was collated and analysed to form part of the engagement process.
The information considered as part of this exercise was any patient feedback
received in relation to MSK services via the Patient Advice and Liaison Service
(PALS), Patient Opinion and complaints.
In addition to data from PALS and Complaints, data from previous engagement
exercises and patient experience reports were also analysed for any issues relating
to MSK.
To ensure everyone had an opportunity to be involved, the engagement team
developed a survey. The survey was circulated via the engagement team’s existing
communication mechanisms and distributed by providers to patients accessing their
service during the engagement period. This included the following:
•
•
•
•
•
•
•
•
•
•
•

All contacts on the Relationship Matrix
All contacts on People Bank, Public Involvement and Patient Experience
Committee (PIPEC) and Patient Participation Group Network
National Asylum Support Service charity – distribution to their members living
in Wakefield District
Gym class instructors at a local practice
NOVUS email distribution (200)
White Rose Surgery – handing out to patients
Pat Bratt – distributing to patients
Kiosk at White Rose House (CCG headquarters) for staff views
Communication channels including staff newsletter
PIPEC meeting
Disability Partnership meetings

In addition to this, a series of clinic sessions were attended by the engagement
team to further increase the opportunities to promote this engagement work and to
support patients currently accessing service to complete surveys. These were held
across the various providers currently delivering the service across the district. 255
completed surveys were received during the period.
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What did people tell us?
255 surveys were completed with the majority being carried out at clinics with the
assistance of the engagement team.
The main themes from this engagement work are listed below.
The service was perceived by many as good or excellent, and for some all aspects of
the service they have received worked well.
Being able to access physiotherapy in the community was noted positively by
patients primarily for convenience of location to work and home, continuity of staff
and quality of care.
Patients appreciated when appointment systems were quick, flexible, easy to use
and ran on time. However this varied dependent on location and service provider.
Some patients felt the booking and referral process worked well whilst others felt the
waiting time from referral to appointment was too long with particular reference to
hospital services.
Patients appreciated when staff explained the treatment and/or condition fully, being
listened to, and being treated as an individual not ‘just a patient’ and being involved
in their own recovery/care.
Effective pain management / improved mobility, and maintaining/increasing
independence were seen as positive benefits of the treatment they had received.
Patients felt that appointments could be improved by providing quicker lead up time
to appointments, increasing the length of appointment times once receiving
treatment, providing appointments closer to home, having wider opening hours and
being able to access appointments online.
Ensuring patients experience joined up care was seen as important by patients e.g.
treatment notes, care plans, diagnosis etc not always shared between different
services.
What did we do?
The information gathered from the patient engagement exercise was fundamental to
shaping the future re-design and transformation of MSK services in the Wakefield
District. Following on from the feedback received as part of the service review, work
has been planned to develop and strengthened the local services. As a result, the
CCG has a planned approach to further improve the services for our patients going
forward and this will be built upon in the coming months and years. This includes:

Page 45

•

•

•
•
•

Developing and strengthening the community MSK services currently
available, ensuring that the procurement model supports longer term strategic
plans for the service (from April 2016).
Developing and publishing the relevant MSK clinical pathways. This will
support integration, reduce duplication and streamline the patient
journey. The pathways will also support consistency of service provision.
Reviewing the pain management services as part of the overall MSK service
improvements, in particular to ensure there is an effective back pain service.
Developing provider relationships to support collaboration, education and
integration.
Longer term development of a procurement model that supports
transformation of the entire acute/community MSK service (from April 2018).

Where can you get more information about this work?
You can find more information about this engagement together with the report and
documents used here: http://www.wakefieldccg.nhs.uk/wpcontent/uploads/2014/07/Musculoskeletal-Services-Engagement-Report.pdf

Ophthalmology

27 August 17 October 2014

Also part of a programme of service reviews, engagement took place around the
experience of local people using local Ophthalmology services. Patients using the
current services were asked for their views to support the development of the service.
What did we engage about?
The need to develop community based ophthalmology services were in line with the
strategic direction for Wakefield CCG and would provide redesigned services in
accordance with the latest clinical guidelines. They would help to reduce waiting
times that patients were experiencing for Ophthalmology services. It should be noted
that the engagement work did not cover any routine eye care provided at the Mid
Yorkshire Hospital Trust, but covered the following:
•
•
•

The treatment provided by an organisation called ‘The Practice’, delivered
from the Ash Grove; the Grange and Lupset General Practices;
The provision of low vision aids from Rayners Opticians in Wakefield; and,
The provision of specialist contact lens from Pollards Opticians in Wakefield
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How did we engage?
The purpose of the engagement was to build on the data that had already been
collated, by gaining the views of the public on their views of Ophthalmology services
and their suggestions on how these services could be improved.
In addition to this, information from previous engagement exercises relevant to the
ophthalmology services review was gathered.
As part of the communications and engagement plan, the engagement team
developed a survey which was circulated via the engagement team’s existing
communication mechanisms and the team was present at all three areas of the
service covered within this review to distribute the survey to the public and assist in
completion when required.
In addition to the survey, a discussion group was organised for current service users
and an invitation to this circulated via the surveys. Unfortunately, due to low
response, this could not go ahead. Sessions in clinics were also organised and
patients using the services asked to complete the survey.
What did people tell us?
59 surveys were completed with the majority being carried out at clinics with the
assistance of the engagement team.
The main themes from this engagement work are listed below.
The majority of respondents rated the service as positive and very positive.
For some the ease of making an appointment and being able to rearrange it were
noted as aspects enabling them to more easily access the service. Reminder text
messages were also appreciated as something that works well.
Comments made about staff were positive in respect of their attitude and
communication.
Waiting times for appointments in a hospital setting need to be reduced.
Some patients experienced difficulties in travelling to appointments due to: location of
service, cost of travel, difficulty in using public transport, difficulty in accessing the
patient transport service and having to rely on family members to transport them.
Appointment letters and information to be clear and readable for service users both in
respect of appointment days and times, but also in format. This includes preappointment survey and maps/directions.
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The referral system needs improving in clarity and speed and there needs to be more
joined up working between services to ensure continuity of service for patients.
Hospital to improve information for patients to be able to know what their condition is
and how to manage it.
What did we do?
The feedback from engagement was used to support commissioning decisions on
the provision of care, informing the procurement process of low vision aids and
specialist contact lenses to gain more providers in the Wakefield District. It also
supported the decision to have more specialist doctors working in locations across
the Wakefield District to provide cataract surgery and overall ophthalmic care.
Where can you get more information about this work?
You can find more information about this engagement together with the report and
documents used here: http://www.wakefieldccg.nhs.uk/wpcontent/uploads/2014/07/WCCG-Ophthalmology-engagement-report1.pdf

Patient Transport Service

1 December 2014 16 February 2015

Yorkshire Ambulance Service (YAS) were providing the Patient Transport service
based on a joint contract of the 10 CCGs across West Yorkshire. The current
contract was going to end in April 2015 and the CCGs were considering whether to
issue a tender waiver or go to procurement. The service consisted of pre-booked
transport for outpatient appointments, transport for renal patients having dialysis in 8
CCG areas (not Bradford District CCG & Bradford City CCG). Wakefield and North
Kirklees were also contracting a same day services for discharged patients.
The engagement took place to support this work and to provide the views of those
using the current patient transport services.
What did we engage about?
Four commissioners out of the 10 CCGs: Calderdale, Greater Huddersfield, North
Kirklees and Wakefield, engaged with patients and staff to gain insight into their
experience of the current service. A timeline and action plan for delivery was agreed
and a survey developed asking for views on the current service and the requirements
for a future service. The information gathered would inform their future decision
making. A range of engagement activities took place targeting six key target groups:
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•
•
•
•
•
•

patient / carers with direct experience of the service
referrers to the service
voluntary and community groups with interest
key partners and stakeholders
local people
staff who organise patient transport on behalf of patients

How did we engage?
There had not been any previous engagement work carried out on patient transport,
so each of the four CCGs carried out a survey. There were two surveys delivered in
each area:
Survey 1: for public, patients, carers and service users
Survey 2: for staff that organise transport services
Public, patients, carers and service users were surveyed using various methods and
approaches, these were:
• Patient surveys in hospital settings such as discharge lounges, outpatient
departments, patient transport waiting areas and renal dialysis units
• Renal patient groups: West Riding Kidney Patient Association
• Patient Reference Groups and forums
• Carers – using networks and forums
• The wider public using local networks and the voluntary sector
The views of staff who may manage bookings or referrals on behalf of patients were
also surveyed, these people are:
• Care homes
• All GP practices in Wakefield
• Commissioners
• Hospital staff in Pontefract and Dewsbury renal dialysis units
• Hospital staff in outpatients and discharge lounges at the Mid Yorkshire Hospital
Trust
The engagement was aimed at both users of the service and referrers to the service
and was delivered from 1 December 2014 - 16 February 2015. The timescales were
extended to allow for the festive period.
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What did people tell us?
Overall, 395 patient surveys and 67 staff surveys were completed. In addition to the
survey, a focus group was held with West Yorkshire Kidney Patients Association.
The main themes from this engagement work are listed below.
Patients
Positives:
• Staff / drivers are valued and do a great job
• Grateful for service
• Drivers having autonomy and are making good decisions not dictated to by
central HQ – e.g. Order of patients, journey route etc.
• Service is accessible
• Drivers ringing ahead to give change of time or alert patients of impending arrival
very much appreciated
Areas for improvement:
• Timing of journeys – particularly for outpatients and renal
• Not knowing when vehicle is going to turn up to collect them for appointment
• Lack of info on when or how they get transport – GP and Hospital issue
• Wrong type vehicles being ordered – GP and Hospital issues
• Eligibility criteria – GP and Hospital issue
Staff
Positive:
• Good service which works well.
• Staff are helpful, polite and professional which was noted both in terms of the call
handlers as well as ambulance crew.
• The online booking process is convenient, quick and easy.
Areas for improvement:
• At the moment, staff report difficulty reaching the service on the phone.
• There is an increased difficulty to arrange transport in the afternoons.
• Staff attitude was noted as an area for improvement, but negative comments
were less common than positive ones.
• Clarity around eligibility criteria both for staff and patients would be useful and
should be consistent regardless of who arranges the transport.
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•

Timings of journeys was seen as an area for improvement, especially for those in
care homes, who experience residents having to wait long periods of time for
transport. However, timeliness was noted generally with patients having to be
collected too early or arriving late for their appointments. This was seen as
having a negative effect both on patients as well as staff managing appointments.
Better management of journeys was suggested in this respect.

What did we do?
This engagement process provided a snapshot of the views from patients and staff
on their experience of using and arranging patient transport via the Patient Transport
Services provided by the Yorkshire Ambulance Service.
This report was presented to the Public Involvement and Patient Experience
Committee and used to support the commissioning work of the CCG as we became
the lead commissioner for the service provided by YAS for 2015/2016.
Patient feedback has also been used to inform one of Wakefield CCG’s patient
experience reports – Urgent Care 2014/2015, which can be found at
the http://www.wakefieldccg.nhs.uk/patient-experience/
The contract offer has been extended through 2015-16 with the current provider.
There have been some amendments and stretches added to the key performance
indicators to drive improvements in quality. In addition to this, one of the CQUINS
[payment framework enables commissioners to reward excellence, by linking a
proportion of providers' income to the achievement of local quality improvement
goals] has been reviewing the mobility status of complex patients and how transport
services could assist with the booking of these patients to ensure they get the correct
service response.
The extension of the contract has given commissioners the ability to review the
service. This will take place during 2015/2016 and the outcome of this along with the
engagement outcomes will then be used to determine commissioning decisions of
how to take forward the PTS service in the future.
Where can you get more information about this work?
You can find more information about this engagement together with the report and
documents used here: http://www.wakefieldccg.nhs.uk/wpcontent/uploads/2015/07/PTS-report-of-findings-Wakefield-final.pdf
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Rapid Reviews

2014 - 2015

There were 11 reviews which were done by using existing information and pulling
together feedback and knowledge from across the organisation. The questions that
the reviews aim to address were:
•
•

Is there a local need for the service?
Is the service currently delivered to an acceptable quality standard?

•
•
•

Are there inequalities in provision of this service?
Is the service value for money?
Should this service continue to be commissioned?

The services considered as part of this work were:
•
•
•
•
•
•
•
•
•

Vasectomy
Prostatic Clinic
Adult Audiology
Disease-modifying Anti-rheumatic Drugs
Direct access non-obstetric ultrasound
Direct access MRI
Minor Hand Surgery
Ring Pessary
IUS Mirena for menorrhagia

What did we do?
A representative of the Quality Team was present on each review team, and they
reviewed existing sources such as the Care Quality Commission (CQC) reports and
softer intelligence such as issues raised at Quality Intelligence Group meetings and
via Patient Groups, Patient Advice and Liaison Service, Patient Opinion postings and
engagement feedback . A Quality Impact Assessment (QIA) was produced as part of
the procurement process, for each of the rapid reviews that led to a re-procurement
during the duration of the project.
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Mental Health Engagement

October – December 2014

NHS Wakefield Clinical Commissioning Group (CCG) is currently reviewing the
provision of mental health services across the district. Poor mental health has been
identified as the largest cause of disability in the UK and is closely connected with
other problems, including poor physical health, problems in other areas like
relationships, education and work prospects (Department of Health, 2014). As a
consequence, improving mental wellbeing has been identified as a priority area for
Wakefield (Wakefield Clinical Commissioning Group, 2013; Public Health England,
2014).

What did we engage about?
We engaged members of the public on a proposal that, anyone experiencing anxiety,
depression or stress (low level mental health issues) could be referred to a “Talking
Shop” or simply drop in to get basic help and support from staff who understand
mental health and could listen, provide basic advice and information about other
support services like housing and debt advice. “Talking Shops” would also offer
support for families, carers and even friends of people who have mental health
problems by phone or drop in.
NHS Wakefield CCG has undertaken a further engagement process with the public
which aims to:
•
•
•

Identify a need across the district for the proposed new service.
Establish the usage of the proposed new service by service users / carers / the
public if it was available.
Identify what would attract service users / carers / the public to using the
proposed new service as an alternative to existing services such as GP
appointments.

How did we engage?
Early in 2014 engagement with stakeholders and members of the public took place to
assess where people would go for support around mental health and wellbeing
issues if they needed help. All key stakeholders, voluntary and community sector
organisations and service providers were engaged to assess their views on current
services. As a result of this feedback, the “Talking Shop” proposal was developed.
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This engagement followed on from the pre-engagement that took place early in 2014.
A questionnaire was developed and this was available online and was sent out to
members of our People Bank and Relationship Matrix. Various groups were visited
during the consultation and received briefings in person from the Mental Health Lead.
If people accessed the questionnaire online there was further information on the
website. If, as in most cases, people were seen face to face, then the Mental Health
lead gave a full explanation, answered questions and notes were taken.
237 responses to the questionnaire were received and analysed. Over 100 people
gave their views at community meetings and over 500 people heard about the
proposals in community meetings.
Who did we engage?
Stakeholders, professionals, members of the public, patients and carers were asked
for their views as part of this engagement.
What was the feedback from engagement activity?
People told us:
• The majority of people would use the service if it was available - 86% (95% of
those with disabilities, 100% from BAME respondents)
• The favoured model was a city centre provision with peripatetic service in
either community settings or as a mobile service. (City centre postcodes,
carers and BAME respondents all preferred city centre model but response
numbers were low). If a mobile service were to be commissioned, people
would like to see it in their locality once a week.
• A service providing in hours and some weekend cover was preferred (63% for
these two), extended hours to 8.00 pm slightly preferred (1%)
• The majority of respondents (42%) preferred a drop in service with pre-booked
appointments (26%) and talking on the phone (17%) being next highest
(BAME and LGB respondents preferred web chat). This has showed a need
to be flexible.
• People wanted to see a wide variety of services/support available at the
Talking Shop including, information, education, one to one support,
counselling, assessment and treatment, signposting to other services – NHS
and Non-NHS services. To provide help for children, adolescents and adults.
Help for carers and friends was also raised.
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•

Although many people did not have concerns that would prevent them using
the service, issues such as professionalism, confidentiality (especially around
mobile facility) accessibility and stigma were all mentioned.

What decision has been taken and how has the feedback influenced any
decision?
No decision has been taken as yet but the concept of a Talking Shop is being
considered as part of the wider Improving Access to Psychological therapies reprocurement.
The mental health transformation programme is a 5 year programme and you can
find more information about our work in this area here:
http://www.wakefieldccg.nhs.uk/wp-content/uploads/2014/07/Wakefield-MentalHealth-Report-Final.pdf

Autism Spectrum Disorder/
Attention Deficit Hyperactivity Disorder

June 2014 – March 2015
and ongoing

Wakefield Clinical Commissioning Group is leading on a transformation programme
for ASD/ADHD with key partners across the district. This includes but is not limited to
health providers, the local authority, service providers, third sector businesses and most importantly - children, young people and adults/families engaging with autism
and ADHD services. The programme commenced in September 2013 and since
then, we have engaged with parents, families, young people, children, professionals
and third sector organisations to understand the strengths, gaps and difficulties of the
current pathway. The engagement work helped us to map the new pathway and
gather views at set milestones.

Who did we consult?
Recognising that some families wanted to be able to give their feedback through
other mechanisms, we set up four drop in days whereby anyone could come along
find out what each of the four design teams have been working on. These have given
people the chance to feedback on the pathways and created further opportunities for
the pathways to be changed in response to feedback from those experiencing the
conditions and the services.
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•

•

•
•

We held an evening event for parents to bring their children to a specifically
designated session at a soft play centre. This gave the opportunity for us to
speak to parents about what services they were currently using to support
them and their child through their journey of gaining a diagnosis or the advice
and support they needed when they had received a diagnosis. The parents
and children had a really good night as some of the parents commented that it
was nice to be able to let their children play and have fun
We worked with KIDS and the Young Lives Consortium, an umbrella 3rd sector
organisation. This helped us to engage with other voluntary and community
groups supporting families and children with ASD/ADHD. This included semi
structured interviews with 38 families, focus groups with 32 parents/carers,
children and young people. This initiative ensured that working and nonworking families, single parent families, BAME families and families with more
than one child with additional needs from across the district were approached
to take part.
We held an ASD/ADHD basic awareness training session for parents and
professionals
We held 2 days to consult with Professionals and parents on how the pathway
redesign was going through the design groups. The days gave the design
groups chance to reflect on the work that had been carried out and to identify
the next steps of the project.

We engaged with:
•
•
•
•
•
•
•
•

Families, parents and young people
Carers
Third Sector organisations
Local Authority
Mid Yorkshire NHS Trust
South West Yorkshire Partnership Foundation NHS Trust
Education
GPs

These are just a few of the services who were involved in our engagement process.
What did they tell us?
Parents told us that the development of the new pathway should help to speed up
diagnosis and that the training programmes, support and information were also key
to the pathway being a success. The feedback has been constant all the way through
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the engagement process and parents are still identifying what was mentioned last
year which was:
•
•
•
•

Waiting times were too long
There was a lack of joined up working
There was little support and/or training for families
There was a lack of understanding in education about the conditions to meet
the needs of these children

What did we learn?
The feedback from the events has been invaluable when designing the pathways for
the ASD and ADHD.
The awareness raising event we held was very successful and the sessions were
embraced by all who attended raising a lot of interesting conversation and feedback
at the event. The event has shown the need for further work around pre and post
diagnosis support and this will be looked at through the programme of work
Where can you get more information about this work?
More information about this work can be viewed
at: www.wakefieldccg.nhs.uk/news/drop-in-sessions-update-on-transforming-carefor-children-and-young-people-with-developmentasdadhd-needs/

Maternity Services Liaison Committee (MSLC)

2014 – 2015

The MSLC is held so service users can give their views on services and influence the
commissioning process. The Committee has continued their quarterly meetings.
Who did we consult?
We engaged with service users about their experiences of maternity services and
consult with them around future service design.
The quarterly meetings are attended by:
• Services users
• Midwives
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•
•
•
•

Obstetrician
Local Authority Officers
Commissioners
Voluntary organisations and other services

What did we discuss?
The MSLC agenda has been used to discuss a number of topics relevant to
Maternity services e.g. use of certain equipment during labour, cord clamping.
The group then invite the relevant professionals to come and speak to the group or to
write a response on the topic, which then is discussed in the meeting.
What did they tell us?
Service user feedback is being used to identify where women are experiencing
difficulties within the services.
The MSLC is an on-going engagement group which enables patients/service users to
have the chance to share their views of the maternity services that are being
delivered in Wakefield.
Where can you get more information?
You can find out more about the work of the MSLC
at www.pitterpatterchatter.org/MSLC
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Patient Representative – urgent care

2014 – 2015

The Mid Yorkshire Systems Resilience Group (SRG) is a newly established whole
system group of partners working to improve the provision of urgent and elective care
services.
Who did we consult?
The SRG has identified the need to work collaboratively together and to improve the
financial and contracting arrangements between them in order to deliver the desired
improvements in urgent and elective care across the Mid Yorkshire footprint.
The meetings are attended by all partners working across the Mid Yorkshire health
and social care economy. The membership includes representation from;
• NHS Wakefield CCG
• NHS North Kirklees CCG
• Mid Yorkshire Hospitals NHS Trust
• Yorkshire Ambulance Service
• NHS 111
• Local Care Direct
• South West Yorkshire Partnership Foundation Trust
• Wakefield Council
• Kirklees Council
• LOCALA
• Community Pharmacy West Yorkshire
• NHS England
• Patient Representatives
• Independent/voluntary Sector
What did we discuss?
The SRG agenda has been used to discuss a number of topics relevant to Urgent
Care and Elective services. The patient representative on the SRG is an active and
engaged member of the group who is involved in discussions around the challenges
facing urgent and elective care and ensures that patient opinion and patient
experience is at the forefront of SRG strategy. It was agreed that the patient
representative presented a quarterly report to the SRG on patient experience and
involvement. At the meeting on 2 July the first patient public patient involvement
report for urgent care that had been commissioned from the Commissioning Support
Unit by Wakefield CCG. The patient representative had noted significant
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percentages of negative comments regarding information, communication, education,
physical comfort and access to care. The representative commented that the
statistics were not broken down into hospital specific sites and suggested it would
more useful and helpful for future reports to show results against each
site. Discussion took place on the concerns raised about the negative comments in
the report.

Connecting Care

June 2014 and Autumn 2014

Organisations in the Wakefield District that play a part in people’s health and
wellbeing have agreed to work together to change the way we support people to
improve their quality of life. We call this ‘integrated care’. As ‘pioneers’ of this sort of
care, an ambitious programme led by NHS Wakefield Clinical Commissioning Group
and Wakefield Council, along with other NHS providers and voluntary organisations,
is underway to transform the care available closer to home called ‘Connecting Care’.
As part of this process we needed a logo and title for the programme.
What did we engage about?
The logo and title for Wakefield’s Integration Programme. Later in the year briefings
were given to various community groups to update on progress of what had been
known as Care Closer to Home.
How did we engage?
Engagement about the logo and title took place via email to the mailing list of the
previous Older People’s Forum and the same for Wakefield College. Presentations
also took place in Pastoral sessions at the college. Meetings in the community were
attended and a verbal briefing given. An animation from Our Street was shown
where appropriate.
We engaged with the Older People’s Forum, Wakefield College Students, and
Community Groups meetings in Autumn 2014.
What did people tell us?
There were a couple of favoured logos and titles from the options. During briefings
people told us they wanted care to be closer to home and gave examples of where it
could work better.
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What did we do?
This logo and title were chosen to support the work of the
Connecting Care programme.

Where can you get more information about this work?
The Connecting Care programme is on-going and has been recognised as a pioneer
and Vanguard status has been awarded to the Programme to work with care homes.
You can find more information about our work in this area
here: https://connectingcarewakefield.org/

Connecting Care –

May 2014 – March 2016

Measuring the patient experience
As part of transforming the care available closer to home under the ‘Connecting Care’
programme, Connecting Care Hubs were set up to provide a joined up service for
people who are most at risk of becoming ill. To understand the impact of these
changes, Healthwatch Wakefield are working with their volunteers to engage with
people experiencing these changes to find out what they think about the care and
support they are receiving.
What did we engage about?
The new integrated approach involves 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. These teams are known as Connecting Care Hubs. These hub teams
provide a joined up service for people who are most at risk of becoming ill such as
those with long term conditions, complex health needs but also people who have
been in hospital following an emergency or operation. In addition to the hubs, wider
changes are also taking place to help people live longer, healthier lives at home such
as:
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•
•
•
•
•
•

Numerous and often slow-response referral routes into health, social and
voluntary services are being replaced with one telephone number.
Shared records between health and social care organisations.
Pro-active and preventative care for residents of care homes.
More early/late weekday and weekend appointments with GPs.
Rehabilitation when people aren’t quite ready for home after hospital.
More help for people to help themselves in their communities.

As part of the evaluation to understand if these changes are working Healthwatch
Wakefield are working with their volunteers to engage with people experiencing these
changes to find out what they think about the care and support they are receiving.
How did we engage?
Specially trained Healthwatch volunteers are interviewing people face to face in their
own homes using structured interview questions which ask about their experience of
health and social care services they receive in their home. The aim is for 1000
people to be interviewed over 2 years. The project was piloted on 20 people and just
over 100 have been completed so far.
What did people tell us?
The results of the interviews with patients were themed around:
1. Overall experience of health and care services within Connecting Care
• The results for this theme indicated that the majority of people received
nursing care in their own home followed by physiotherapy and
occupational therapies. More than 80% stated that Connecting Care
services had helped them to stay in their own home and stay independent.
2. Co-ordination of care and services
• Most people felt that, if they were receiving care from a number of different
people, they mostly or always worked well together; 3 people said that
didn’t happen at all, some saying that they or their family had to coordinate everything.
• Most people did not know whether they had a named health or care
professional, however a few people said they definitely did have one.
Examples given were GP, occupational therapist, district nurse, mental
health worker. Some gave people’s names but weren’t sure what their role
was.
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3. Safety and wellbeing
The majority of people said that they felt safe living at home, only three were
not sure.
•

60% (36 people) said they understood their medication and its side
effects; 13% (8 people) said they definitely did not understand it, and 10%
(6 people) said they weren’t sure. This could mean that nearly a quarter of
people interviewed might be at some risk from not understanding their
medication.

•

Just over 50% or 30 people said they had enough social contact, but 21
people said that they did not have as much social contact as they would
like. The responses to the questions about how people felt they were
coping and whether they felt better were mixed. Most people said they felt
about the same as they did about a month ago.

4. Carers, friends and family
The majority of people said that they felt that friends and family had been as
involved as they wanted them to be in decisions about their care and support.
However, 41% or 24 people did not feel that their friends and family had had
as much support from health and social services as they needed. Some of the
interviewees were being supported by elderly partners or siblings who were
struggling themselves with their health.
What did we do?
Some interim recommendations have been made to support the development of
integrated team working. The interim report recommends that consideration may
perhaps need to be given to how the Connecting Care teams connect people with
services beyond their direct remit as patients are identifying needs including benefits
support, help to get out and about, and access to aids.
Where can you get more information about this work?
You can find more information about our work in this area here:
http://www.healthwatchwakefield.co.uk/connecting-care
https://connectingcarewakefield.org/
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Equality delivery system (EDS)

2014 - 2015

The Equality delivery system (EDS) has been designed by the Department of Health
to help NHS organisations measure their equality performance, and understand how
driving equality improvements can strengthen the accountability of services to
patients and the public.
Last year, it was used to support NHS Wakefield Clinical Commissioning Group
(CCG) to identify local needs and priorities, particularly any unmet needs of
populations, and allow them to assist in the commissioning of services to deliver
better health outcomes. It also helped to demonstrate compliance with the Equality
Act 2010. At the heart of the EDS is a set of eighteen outcomes grouped into four
goals:
1.
2.
3.
4.

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

How did we engage?
Following on from the engagement work carried out last year, our Integrated
Governance Committee ratified our four Equality Objectives in March 2014:
•
•

•
•

Equality Objective 1: Increasing screening rates, tackle cervical and prostrate
inequality
Equality Objective 2: Ensure access to local health provision for EU
communities, and improve the experience and confidence of the transgender
community
Equality Objective 3: Enhancing member practice engagement (clinical
network to be agreed)
Equality Objective 4: Improving data quality and intelligence gathering and
analysis, that informs evidence based commissioning and service
improvement. Year one focus – mental health

It was agreed with the committee to undertake a detailed intelligence gathering
exercise, particularly in relation to Equality Objective 1, so that
delivery/implementation is evidence based.
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During the period of April 2014 to March 2015 Wakefield CCG have continued to
invest energy, enthusiasm and commitment into making sure equality was a decisive
factor in delivering evidence based commissioning and service improvement,
excellent patient care and creating a positive workplace environment that is
considerate of our workforce. This has been achieved through the implementation of
various initiatives, and projects including:
•
•
•
•
•
•
•
•

Continuing progress on our equality objectives
Welcoming a Tran’s community member onto the Public Involvement and
Patient Experience Committee (PIPEC)
Implementing Connecting Care hubs for Integrated Community Services
The launch event of our Strategic Plan - Our Street Your Street Event - 16th
October 2014
Improving respect, dignity and access for patients with Sensory Impairment in
Primary Care
Monitoring and analysis development
Equality and Diversity Training
Equality Impact Assessment review on a range of key Human Resources
policies

What did they tell us?
As a matter of ensuring robust governance and effective decision making, it is worthy
of note that any research and work that the CCG undertakes or commissions is
always assessed by equality characteristic. This ensures that a fair representation of
the population is always reflected in the decision making process, and services are
designed to meet everyone’s needs.
To ensure that all of Wakefield CCG staff operate in a working environment within
which they can excel, develop and do not experience discrimination, harassment and
victimisation the CCG has equality assessed and put in place a broad range of HR
policies to ensure that the organisation meets its equality duty and staff flourish in
achieving their potential without the fear of discrimination.
What did we do?
Equality impact assessments have been used to screen all relevant policies and we
have continued to monitor the impact of the implementation of our workforce policies
on all our staff, including their usage. This will ensure that we proactively identify and
address any potential inequalities against equality characteristics.
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Action plans supporting the delivery of our objectives have also been produced,
taking into consideration new information and current and emerging work of the
CCG. Some of these are described on pages 34 – 38.
We will use the national Equality Delivery System (EDS) as a performance
framework to understand better our current position in discharging our statutory
duties as enshrined within the Equalities Act 2010. This will be used as a guidance
tool when assessing each HR policy and in planning the delivery of our specific
(statutory) responsibilities when planning the delivery structure related to our agreed
Equality Objective till 2017.
Where can you find more information about this work?
A copy of our Public Sector Equality Duty can be found
at http://www.wakefieldccg.nhs.uk/public-sector-equality-duty/

Public Health

2014 – 2015

The role of Public Health colleagues is to protect and improve local people’s health
and wellbeing, and reduce health inequalities in Wakefield. An important part of this
work is to engage with our local communities to understand what affects their health
and how they can help them to lead healthier happier lives.
What did we engage about?
Throughout 2014 – 2015 they have engaged with service users and local
communities on a variety of projects this has included engaging on:
•
•
•

Barriers to physical activity
Promoting healthier lifestyles
What Makes Castleford Healthy?

How did we engage?
Barriers to physical activity: They asked people to tell us what stops them from
being active, what would help them to be more active and what benefits do they
perceive from being active. NOVA and the Health Improvement team collected a
small sample of responses through semi structured interviews and an online survey
was also made available. A total of 1100 people were engaged with.
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Promoting healthier lifestyles: Events were held all over the District to engage with
residents about promoting healthier lifestyles and identifying where further
services/support may be required. They engaged with approximately 6,700 people at
face to face public events. These events included:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Stop the Clock
28 Day Challenge Launch
Airedale Library WOW Families
Airedale WOW Family Fun Day
Armed Forces Day
Bike Fest - Normanton
Class Action
Health Promotion Event
Grand Depart - Le Tour de Wakefield
Liquorice Festival
Lupset WOW
Mini World Cup
National Play Day
Health Fair - Havercroft Academy
Health & Wellbeing
YPO Staff Event
Seaside in the City
South Kirkby Fun Day
Yorkshire Day
Dry January
Rhubarb Festival

What Makes Castleford Healthy? This project was developed to identify the
community assets around health and wellbeing in Castleford. They engaged with 40
people in Castleford asking them what makes Castleford a healthy place to live, what
helps people cope in times of stress and what do people value.
What did people tell us?
Barriers to physical activity: Some of the themes from the research included:
•
•

That people’s level of awareness about the recommended level of physical
activity was high
Barriers to physical activity included fitting it in around work, having time to
do it, illness/disability, money, caring responsibilities, lack of access to
facilities and lack of motivation/laziness
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•

•

They could help people be more active by increasing access through more
local facilities that were easily accessible around their working hours. Also
by subsidising physical activities e.g. reducing cost. Improving health and
enabling people to engage in activity tailored to their health issues or ability
or age was also considered important.
That the benefit of physical activity is that it helps people feel healthier,
improves their mental health, keeps them fit and strong, helps them lose
weight, and makes them feel good/better.

Promoting healthier lifestyles: They provided information about healthier lifestyles
and listened to what people had to say about their experiences.
What Makes Castleford Healthy?: People told us what they felt makes Castleford a
healthy place to live, what helps them cope in times of stress and what they value.
What did we do?
Barriers to physical activity: A report has been produced that will be presented to
the Health & Wellbeing Board (as they requested the research to be conducted). The
information will inform our physical activity strategy going forward
Promoting healthier lifestyles: Evaluation reports were produced and information
informed future campaigns and services/support given. Longer term this information
will be used to further target information and support provided to residents.
What Makes Castleford Healthy?: The feedback was put into a report that will be
used as part of area planning and will be shared with the CCG network for the area
and used to inform an asset mapping approach District wide.
Where can you get more information about this work?
You can find more information about the Barriers to Physical Activity
at: http://www.wakefieldjsna.co.uk/promotion-prevention/physical-activity/
You can find more information about these projects
at: http://www.wakefield.gov.uk/residents/health-care-and-advice/public-health
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Engagement Activity Planned for 2015 - 2016
A range of engagement activities are planned for 2015/16. These include:

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

Quality of Service
We will continue to include patient and carer experience information when assessing
the quality of services. Providers are expected to have mechanisms for gaining
patient experience as part of their contract. This information is shared at quality
meetings. This includes NHS England’s Friends and Family Test which has been
rolled out to GPs, mental health services and ambulance services during 2014/15.

Engagement and Communication
We will continue to develop the ways in which we engage and communicate with
local people and organisations, be it through technology and developing new
relationships.
Engagement in commissioning decisions – we will continue to support and
maintain our assurance group and ensure that we include the public in procurement
work whenever possible. Engagement will continue to be an integral part of the
decision making process and below are just few examples of planned work areas.
To further support our patient reference groups across the district, we will complete
our programme of training sessions as well as continue to provide support on one to
one basis to our groups and practices.
As part of this work, to thank our volunteers for their continued efforts and to
celebrate the achievements our groups have seen during the year, we will organise a
one off event to highlight the great work happening in our district, create opportunity
to network and share and most importantly, for us to be able to say thank you to all
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those who are involved. It is only with their dedication that the groups thrive and
achieve.
•

Strategic plan – last year, we built on the extensive commissioning priorities
engagement which shaped the five year strategic plan. But, the planning for our
strategic direction cannot stop there and we will be going out and about again
next year, looking at new ways to engage with the public about what our priorities
should be.

As we progress our Clinical Network Development Framework, supporting local
practices working in the seven networks, we will continue to progress the
engagement to support the delivery of each of the plans. This will not be done in
isolation, but will take into consideration the work of patient groups in our area.
Engagement for integrated care – we will continue to engage around
developing integrated care inclusive of the work associated with our care
homes Vanguard, the connecting care initiatives noted in this report and
upcoming developments in primary care to make sure that our plans reflect the
views of our communities. We want our services to be robust, make better use
of resources, including GPs’ time, and be simpler for the public to navigate
through.

Equality Delivery System (EDS)
The Equality Delivery System (EDS) has been designed to help NHS organisations
measure their quality performance, and to understand how driving equality
improvement can actually strengthen the CCG accountability of services to patients
and the public.
To take this forward, we will embed the EDS principles into the wider work of the
CCG, making sure that we reflect this within the work of our Clinical Networks as well
as the organisation as a whole.
As part of the assessment process, we will gather information to support the grading
of our progress and involve our Public Involvement and Patient Experience
Committee (PIPEC) in this process to give us an independent view of how we are
doing.
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Community Anchors
There are a number of strong or mature community organisations in place within the
district which provide valuable assets through the provision of a very wide range of
services and activities for people living in our neighbourhoods. These local
organisations may be regarded as ‘community anchors’.
Networks and interrelationships exist between community organisations with the
district but these are currently neither strong nor consistent. It is important that such
organisations (and their early networks) have sustainability and can operate within a
locally fit for purpose financial and policy environment which will enable them to
thrive and develop.
There is a local community anchors project funded primarily by Public Health just
launched that will interface with (additional funding from) the two local vanguard
programmes. The aim is to invest in strengthening our communities and the
organisations and people within them to better provide or maintain their own care,
closer to home and away from hospital.
Fully developed, local anchors will provide an excellent vehicle for public agencies to
work in partnership with the community. They can also be expected to play a key
role in facilitating a local network of service users and residents, and a working
tripartite partnership of the third, public and private sectors. In addition to providing
that local network, they could also eventually provide an over-arching district-wide
network with which the public sector could collaborate, share, learn and commission.

Other engagement activity in 2015 - 2016
•

Urgent Care – As part of on-going work lay representatives will be working with
the Strategic Resilience Group to improve the provision of urgent and elective
care services with particular reference to patient experience.

Following on from previous engagement, we will continue to gather feedback in
respect of our urgent care services in line with our work following the Meeting the
Challenge consultation as well as the developments in primary care.
•

Service reviews – as part of our ongoing review of services, we will continue to
engage the public and stakeholders to seek their views and experiences in
respect of local health services to inform our commissioning decisions. This will
include services such as:
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o Diabetes – following on from the service review in 2009, we want to look
further at the views and current experiences of patients and their carers in
respect of using the diabetes services in our district. The aim will be to
have an up to date feedback on what is working well and what could be
improved in respect of this service.
o Anticoagulation - to this end discussions have taken place between GPs
and hospital doctors to consider what changes can be made to improve the
service. These discussions will continue into the next year with the aim of
reaching an agreement between GPs and hospital doctors, on what
changes can be made, and by when.
o Musculoskeletal conditions – we will continue to engage as we move
through the plans for this service area, taking into consideration public
views.
•

Mental health – we will continue to engage the public around the provision of
mental health services locally to make sure that we provide services that meet the
needs of our communities.

•

Working Voices - Working Voices, is a pilot project which uses a Community
Asset Based approach in the workplace. The project has been part of a wider
‘Field Force’ programme funded by NHS England and ran until the end of March
2015. We will review this work and plan for future activities to continue the
relationships built during the time of the pilot.
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Appendix 1 – Legal duties in relation to patient and public
engagement
Section 14P - Duty to promote NHS Constitution
(1) Each clinical commissioning group must, in the exercise of its functions—
(a) Act with a view to securing that health services are provided in a way which
promotes the NHS Constitution
Section 14U - Duty to promote involvement of each patient
(1) Each clinical commissioning group must, in the exercise of its functions, promote
the involvement of patients, and their carers and representatives (if any), in decisions
which relate to—
(a) The prevention or diagnosis of illness in the patients, or
(b) Their care or treatment.
Section 14Z2 - Public involvement and consultation by clinical commissioning
groups
(1)This section applies in relation to any health services which are, or are to be,
provided pursuant to arrangements made by a clinical commissioning group in the
exercise of its functions (“commissioning arrangements”).
(2) The clinical commissioning group must make arrangements to secure that
individuals to whom the services are being or may be provided are involved (whether
by being consulted or provided with information or in other ways)—
(a) In the planning of the commissioning arrangements by the group,
(b) In the development and consideration of proposals by the group for changes in
the commissioning arrangements where the implementation of the proposals would
have an impact on the manner in which the services are delivered to the individuals
or the range of health services available to them, and
(c) In decisions of the group affecting the operation of the commissioning
arrangements where the implementation of the decisions would (if made) have such
an impact.
NHS Constitution (Refreshed March 2013)
The NHS Constitution produced by the Department of Health establishes the
principles and values of the NHS in England. It sets out rights to which patients,
public and staff are entitled, and pledges which the NHS is committed to achieve,
together with responsibilities, which the public, patients and staff owe to one another
to ensure that the NHS operates fairly and effectively. The Secretary of State for
Health, all NHS bodies, private and voluntary sector providers supplying NHS
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services, and local authorities in the exercise of their public health functions are
required by law to take account of this Constitution in their decisions and actions.
A copy of the refreshed NHS Constitution and supporting handbook can be accessed
via the following link;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
Seven key principles guide the NHS in all it does. They are underpinned by core
NHS values which have been derived from extensive discussions with staff, patients
and the public. Principle Four focuses around patient engagement and involvement
and is emphasised through the Patient’s Rights Section.
Principle Four
The NHS aspires to put patients at the heart of everything it does. It should support
individuals to promote and manage their own health. NHS services must reflect, and
should be coordinated around and tailored to, the needs and preferences of patients,
their families and their carers. Patients, with their families and carers, where
appropriate, will be involved in and consulted on all decisions about their care and
treatment. The NHS will actively encourage feedback from the public, patients and
staff, welcome it and use it to improve its services
Patient Rights - Involvement in your healthcare and in the NHS:
You have the right to be involved, directly or through representatives, in the planning
of healthcare services commissioned by NHS bodies, the development and
consideration of proposals for changes in the way those services are provided, and in
decisions to be made affecting the operation of those services.
The NHS also commits:
•
•
•
•

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

www.wakefieldccg.nhs.uk

Call us on: 01924 213050
Twitter:

@nhswakefieldccg

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

If you need this report in another format, for example, large
print, audio tape or in another language, please call our
Communications Team on 01924 213050.
Jeśli potrzebują Państwo ten raport w innym formacie, na przykład, duży druk, taśmy
audio lub w innym języku, prosimy o kontakt z naszym Zespołem Komunikacji pod
numerem tel. 01924 213050.
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Title of meeting:

Governing Body

Date of Meeting:

10 November 2015

Paper Title:

Finance Report Month 6 2015/16

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Elizabeth Goodson, Commissioning Accountant
Responsible Clinical Lead:

14

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 6 Finance Report provides a year to date position as at 30th September 2015.
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.
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 Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

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

Elements of the Finance Report are also reported to NHS England via
standard template returns. These are Headline Position, QIPP, NonRecurrent 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 6 Finance Report.

Risk Assessment:

The CCG risk register also includes the following risks which relate to our
financial position :

Finance/ resource implications:

•

Risk that the CCG fails to forecast its long term financial plan
correctly due to incorrect assumptions.

•

Risk that there is an increase in the cost of services due to service
reviews being undertaken.

•

Risk that the CCG does not meet the 10% reduction in running costs
for 2015/2016.

•

Risk that the CCG will exceed its allocation.

•

Risk that the CCG will be liable for void spaces in properties that
transferred to NHS Property Services.

The CCG is forecast to deliver the NHS England required surplus of £5,935k.

Finance Report
Month 6
2015/16

Financial Dashboard

Financial Position

PRIMARY INDICATORS

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

Jul‐15 Aug‐15 Sep‐15
Budget

Change

£000's £000's
478,835 3,204

Programme
Co‐Commissioning

Revised
budget

Variance
Forecast
YTD Out‐turn

£000's
£000's £000's
482,039
144
97

54,188

0

54,188

0

0

Running Costs

7,695

0

7,695

‐144

‐97

Running costs delivery

Surplus

5,935

0

5,935

‐2,968

‐5,935

Underlying position FY

Total

546,653

3,204

549,857

2,968

‐5,935

Surplus planning requirements
SUPPORTING

Apr‐15 May‐15 Jun‐15

N/A

N/A

N/A

NR headroom use
BPPC performance
Cash utilisation

Risks and Mitigations

QIPP

Green ‐ not
transacted
£0.7m

Amber £0.7m

Red ‐ Identified,
£1.2m

£M
12

10

8
Green ‐ transacted,
£7.3m

Red ‐ Accelerated,
£3.8m

6

4

2

0
Risk

Better Payment Practice Code
Month 6 2015/16 ‐ 30/09/15
Year To Date
Non NHS Creditors

Number £000's

Total bills cumulative

6,123

40,533

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

5,986
98%

39,596
98%

NHS Creditors
Total bills cumulative

1,275 169,487

Total bills paid within target cumulative

1,225 168,331

Percentage of bills paid within target

96%

99%

Liz Goodson
Commissioning Accountant
14 October 2015

1

Mitigation

RAG

Key Issues

Issue No More
detail
on page

Key Focus Area

Action

The position todate is an undertrade. However the
year end position at this point is breakeven to allow
for pressures later in the year. The year to date
position after taking account of risk share
arrangements will be used to inform an agreed
Forecast Out Turn with Mid Yorkshire NHS Hospitals
Trust (MYHT).

Recommendation

To note current assumptions

1

4

Mid Yorkshire Hospitals Trust

2

3

Managing Running Costs within the The CCG is now reporting a year end underspend.
running cost allocation ( RCA )
This is due to vacancies and also efficiencies on non
pay, such as HQ costs.

Note management review of post
CSU arrangements.

3

9

Managing QIPP delivery

Note the regular updates of QIPP
achievements via Planning &
Delivery to Clinical Cabinet and
the ongoing work with "Stop the
Line".

4

3

Managing Children's Complex Care The budget is fully committed to date. However
growth
challenges from the CCG at Complex care panel has
meant that there is a reduction in new high cost
cases being approved. It has been agreed with the
local Authority that an Independent review will be
carried out.

5

3

Continuing Healthcare

Continuing Healthcare is starting to overspend as a
To note current assumptions
result of the increase in ' Interim funding ' discharges.
The CCG is reviewing the increase in numbers and the
process applied for discharge. The CHC Clinical
Quality Manager is now in post and is reviewing
interim funding and a policy for agreeing CHC
funding, as a matter of priority.

6

7

Risks and Opportunities

The value of risk has remained stable compared to
month 5. A range of mitigations have been identified
including a review of allocations adjustments, budget
and technical reviews, QIPP review of red schemes
and review of non recurrent schemes.

A 'QIPP ' Stop the Line ' event was carried out in
October. Members of the CCG worked to identify
how the 15/16 gap could be closed and also to
identify schemes for 16/17. The process will lead to a
full report being presented to the Executive Team in
mid October.

2

Note that the CCG will need to
urgently address this risk with
WMDC.

To note current assumptions.
Recommend that all CHC issues
should be brought to IGC for
review.

COMMISSIONED SERVICES 2015/16
Month 6 ‐ September 2015

Opening
Budget
agreed by
Governing
Body

Change

Annual
Budget

£'000

£'000

£'000

£'000

£'000

£'000

£'000

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

‐385
‐935
88
596
300
1,520
0
0
340

211,699
29,681
638
596
15,881
1,520
14,445
11,923
19,177

105,849
14,841
319
298
7,941
760
7,222
5,962
9,589

105,522
14,841
319
0
7,803
760
7,222
5,960
10,031

0
0
0
‐298
0
0
0
‐3
785

35,939
238
127
4,964
3,473

‐307
0
0
‐614
‐42

35,632
238
127
4,350
3,431

17,816
119
64
2,175
1,716

17,816
75
63
2,331
1,601

145
7,557

‐101

44
7,557

22
3,779

‐9
3,778

29,373
2,236
0

‐800
0
196

28,573
2,236
196

14,286
1,118
98

14,730
1,368
98

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

‐1,900
0
78
0
926
1,414

61,002
54,188
2,895
1,412
926
3,852

30,501
27,094
1,448
706
463
1,926

30,674
27,094
1,448
706
463
1,852

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

‐802
7,347
3,078
‐7,515
774
‐1,520
1,768
‐300

9,322
‐6,353
3,078
8,452
774
2,491
1,768
4,477

4,661
‐3,177
3,078
4,226
387
1,246
884
2,239

5,000
‐3,177
3,078
4,226
387
1,246
884
1,608

‐327
0
0
‐298
‐138
0
0
‐2
442
0
0
‐44
‐1
156
‐115
0
‐31
0
0
443
250
0
0
173
0
0
0
0
‐74
0
340
0
0
0
0
0
0
‐630

116
0
0
0
0
0
0
‐1,057

Programme Allocation ( Exc Planned Surplus )
Running Costs
Total

533,023
7,695
540,718

3,204
0
3,204

536,227
7,695
543,922

269,652
3,847
273,500

269,797
3,703
273,500

144
‐144
0

97
‐97
0

15 / 16 Surplus

5,935
546,653

0
3,204

5,935
549,857

2,968
276,467

0
273,500

‐2,968
‐2,968

‐5,935
‐5,935

Provider

Acute
Mid Yorkshire Hospitals ‐ Acute
Mid Yorkshire Hospitals ‐ Community
Mid Yorkshire ‐ Non Recurrent
Mid Yorkshire ‐ Audiology AQP
YAS
YAS ‐ Non Recurrent ‐ SRG
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

3

Forecast
Budget to Expenditure Variance
year end
Date
to Date
to date
Variance

0
‐88
‐2
309
‐230
‐60
0
301
500
0
0
0
0
0
0
‐177

Mid Yorkshire Hospitals NHS Trust ( MYHT )
The headline position at month 5 flex adjusted position is showing an under trade. However the CCG is showing year end break
even. The impact of winter and any additional measures required as part of the overall sysytem resilience and MYHT operational
improvements are currently being reviewed. MYHT audiology AQP is showing underspent as any activity to date is currently
included in the core contract line.
Any Qualified Provider ( Other Acute Non NHS Providers )
The position on AQP contracts is overtrading in some areas. Many of the community services were reviewed last year and re‐
procured as AQP contracts. This has given patients more choice and access to services. However this has also increased capacity
within the services, such as audiology and diagnostics.
Children's Complex Care
At the end of August the whole £2.2m of budget had been committed for packages that had been approved and will continue
until the end of March 2016. The forecast overspend is an estimate of new packages that will be approved until the end of
2015/16. The cases being presented are being more complex and it is not possible for the care to be delivered through any of the
CCG current care provision. This results in the costs being much higher. However the CCG panel, working with Wakefield
Metropolitan District Council (WMDC) are challenging costs to ensure that the cost incurred for patients relates to the Health
element only. Work is still ongoing to ensure the process continues to be robust.An independent review of the process is being
carried out.
Continuing Healthcare
Adults continuing care overspend has increased. A detailed analysis has shown that many of the standard care packages are
remaining stable, however there has been an increase in the forecast of Interim Funded packages. Interim funding has been
flagged as a priority workarea. It has also been identified that some CCG's do not authorise ' Interim Funding '. The processes
allow patients to be discharged safely without affecting quality of care, but still considers value for money.
Non Contracted Activity (NCA)
CSU sustainability and staffing issues have led to a higher number of NCA unvalidated invoices at the end of September. This has
been escalated to the CSU Chief Financial Officer who has instigated urgent additional resources to address the situation. The
estimated impact of this is included in the report. The overspend is reported in ' Other Acute Non NHS Provider '

Mental Health
The position todate is an overspend. This is due to highly complex, long term out of area packages where care provision is not
available in Wakefield. In 15/16 the Mental Health Commissioning team have identified many effiencies in the system that have
improved care for patients and also contributed to the QIPP target. Work is still ongoing to identify areas where improvements
can still be made.
QIPP
There is currently £6.4m of untransacted QIPP. A project lead by Capita is currently in process to identify additional
measures that will close the 15/16 gap. The project team are also looking at measures that can be progressed in
advance of 2016/17. The findings of the project are being discussed with the Executive Team.

4

Contingency
An element of contingency has been released to mitigate the overspend on Children's Complex care , FastTrack's and Non
contracted activity.
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)
Total Allocation

466,885
7,695
7,685
7,557
1,520
1,123
54,188
926
150
150
14
196
1,768
549,857

Additional Allocations
The CCG received £1.768m in Month 6 which relates to the first tranche of Vangard ‐ MCP resources.Commissioning
decisions are made at monthly Vanguard group meetings. This is a subgroup that reports into the Connecting care
Executives.
Wakefield CCG and West Wakefield Health and Wellbeing Ltd are currently in discussions to agree the lead commissioning
of the separate services of the MSCP vanguard.Quarterly funding requirements, expenditure forecasts and variances against
budget are also reported to the Vanguard Group.

5

Non Recurrent Expenditure

Details of scheme

Gross Budget
£'000

Connecting Care (Care Closer to Home)
Integration and Health & Wellbeing
with WMDC
‐
Mental Health Transformation
(a) Liaison Psychiatry
(b) Various other business cases
MYHT Reserve
Podiatry MYHT Contract
Primary Care Investment
CHC legacy provision risk share
Reconfiguration Transitional Costs
PMO Support
10CC Programme Work
Supporting the Third Sector ‐ Nova
Wakefield
Communications and Engagement
(Integration)
Urgent Care Practitioners
Multi Agency Safeguarding Hub
Wakefield & Pontefract Rapid
Intervention Service (Hospices)
WYUC/111/999
Working Together
Healthy Futures
Healthy Futures (Urgent care)
Healthy Futures (Comms, Stroke,
Healthy Futures ‐ Collaborative )
NRJ Solutions

5,300

Reduction
£'000

Reduction
Outstanding
£'000

1,000

1,600
336
664
2,600
26
1,992
3,079
1,500
600
65

‐

45

500

70
205
400
29

325
29

400
300

400
300

15,966

2,099

Net
Budget
£'000

YTD
Budget
Net
£'000

4,300

2,150

1,600
336
664
2,555
26
1,992
3,079
1,000
600
65

800 ‐
‐
168
332
1,278
13
996
3,079
638
300
33

FOT
£'000

200 Melanie Brown

Dr Avijit Biswas

800 ‐

1,600

168
332

336
664
2,555
26
1,992
3,079
1,500
600
65

Melanie Brown
Michele Ezro
Michele Ezro
‐
Michele Ezro
‐
Andrew Pepper
‐
Gill Day
‐
Dr Greg Connor
‐
Andrew Pepper
‐
500 Andrew Pepper
Melanie Brown
‐
Jo Webster
‐

Dr Avijit Biswas
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

26
996
3,078
‐
261

‐

35

35

70

‐

205
75
‐

103
38
‐

103
‐

150 ‐
‐
‐

‐
‐

‐
‐

‐
‐

‐
13,367

‐
‐
‐
‐
‐
‐
‐
8,361

Clinical Lead

4,100 ‐

2,259

70

‐
‐
‐
‐
‐
‐

500

‐

YTD
Actual
£'000

FOT
Variance
to net
budget SRO
£'000

50
57
9
22
2
26
6,624

6

90
71
9
22
2
47
13,778

Dr Patrick Wynn
Dr Greg Connor

Dr Avijit Biswas
Dr Phil Earnshaw

Anthony Sadler
55 Melanie Brown
Jenny Feeley
Mandy Sheffield
Michelle Ashbridge
Jenny Feeley
Pat Keane
Pat Keane
Pat Keane
Pat Keane

90
71
9
22
2
47 Pat Keane
486

Dr Avijit Biswas
Dr Adam Sheppard
Dr Ann Carroll
Dr Patrick Wynn
Dr Adam Sheppard

2015/16 Co‐Commissioning Budgets
Position as at 30th September 2015
Total Budget

YTD Budget £000

YTD Actual £000

£000

YTD Variance
£000
Variance

GMS

8,519

4,260

4,260

‐

PMS

43,853

21,927

21,927

‐

642

321

321

‐

53,014

26,507

26,507

‐

460

230

230

‐

53,474

26,737

26,737

‐

APMS
Other NHS England Costs
Sub Total
QIPP Total

‐

Other Costs (Note 1)

223 ‐

223

‐

1,160

446 ‐

580

580

‐

54,188

27,094

27,094

‐

Note 1. Other Includes
Premises
QOF delivery
DES delivery
Generic pricing risk asscoiated with the 14/15 approach
Childhood Immunisations
Pro‐rata invoice approach from NHS England e.g (Premises voids, Interpretation etc)
NHS Healthchecks
GP Choice
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Risks and Opportunities

Gross Risk Likelihood

Net Risk
Estimate

Owner

Mitigations

£m

%

£m

Emergency Admissions Risk Share

1.00

0

0.00

BCF process will have plans to achieve the 3.2%
reduction as a whole health economy

Andrew Pepper

Specialist Commissioning Changes

1.00

25

0.25

Close contact with NHSE. Advice awaited

Andrew Pepper

0.00

The NHSE sub regional team have now issued the
primary care QIPP plan which is presented on page 7 Dr Greg Connor
of this report

1.00

Planning through system resilience group to manage
increase in demand through a variety of schemes.
There is also work ongoing through the prioritisation
SRG & Exec.
group to implement schemes which will mitigate
Contracts Board
increasing demand in the 6 specialty areas of :
Ophthalmology, Dermatology, Pain ,
Gastroenterology , MSK , ENT.

0.00

Strengthening of governance and policies underway.
Partially crystallised impact of FastTrack's.
Jo Pollard
Overspend included with position.

0.25

Strengthening of governance and policies underway Jo Pollard

Co‐Commissioning

1.00

Acute demand 1%

2.00

CHC Demand and Price ‐ additional risk

0.40

Children's Complex care ‐ additional risk

0.50

111/999/WYUC

0.80

QIPP Shortfall ( Red )
QIPP Risk ( Amber & not transacted green )

5.00

0

50

‐

50

‐
100

1.35

50

0.00

111/WYUC pressure now crystallised in position

Jenny Feeley

5.00

Accelerate new schemes and generate recurrent
measures

Pat Keane

0.69

Close monitoring. Planning and Delivery Group
approach
Alternative source of funds potentially identified via
Vanguard.
Now in contract baseline
Mitigated through BCF
Stranded ' costs from CSU

Pat Keane

PMCF2 & 7 day access

1.00

25

0.25

ETO / MR Unfunded
Care Act
Impact of CSU transition including stranded costs

0.80
1.00
0.40

0
0
75

0.00
0.00
0.30

Prescribing

3.00

100.00

3.00

CCG are now using BSA profiles for forecasting. The
costs per day is increasing by £10k. Nb Category M
Joanne Fitzpatrick
prices changes will come into force from October. In
14/15 this was a cost pressure for the CCG

ASD Investment

0.40

25.00

0.10

Additional required investment (maybe funded
through reprioritisation) Risk has reduced as funding Alix Jeavons
required is less than originally estimated.

Total Risk

19.65

10.84

Contingency

4.50

75.5

3.40

The original contingency of £4.8m was reduced to
increase investment in YAS base contract. Risks will
be mitigated by utilising the remaining value of
contingency. Released £1.1m to manage complex
care forecast, continuing healthcare FastTrack costs
and AQP pressures.

Review of NR investment

2.60

82.0

2.13

Slippage or delay of non recurrent investment is also
necessary to mitigate risks. £2.1m has been
identified to date. £500k additional may be available
via MYHT transitional costs but requires additional
negotiation.

Return of risk pool

3.10

10

0.31

Potential national underspend ‐ some of which may
crystallise locally

Quality premium

0.40

75

0.30

Potential non recurrent allocation to reserve.

Additional Interim measures

4.70

100.0

4.70

Short term initiatives which manage in year risks
including : Allocation adjustments, budget review,
technical review, QIPP red risk,non recurrent review,
new ideas generation, clinical threshold
management.
Change
Pd 5
Add Prescribing
pressure
CHC crystalised in
position
ASD risk reduction
Additional released
contingency

Total Opportunity
Net Risk

15.30
4.35

10.84
0.00

8

£M
4.5
0.3
‐0.1
‐0.1

0.1
4.7

Dr Greg Connor
Andrew Pepper
Melanie Brown
Karen Parkin

CHC Legacy Payments
As reported last month the CCG have been asked to review the position on cash payments for CHC legacy
payments. The September Audit Committee accepted a recommendation that the provision be reduced based
on the current levels and amounts of claims.
The position on the completion of outstanding legacy CHC claims has changed. The absolute deadline for
st
completion is 31 March 2017 with a working towards date of September 2016. This has been agreed across
all CCGs and Doncaster will be the host organisation for the retrospective service.
The CCG makes monthly returns regarding CHC cash payments and quarterly returns regarding the overall
scale of restitution provision.

Capital
The CCG was informed on 5th October that its captal bid for £277k with regard to ICT Core Equipment Refresh
has been accepted. NHSE have also included £40k in potential allocations which relate to Corporate IT
although confirmation of this is awaited.

Co‐Commissioning
There is currently an outstanding issue with NHS England regarding Vaccinations and Immunisations, the CCG
are working with NHSE to understand the granularity of details before any agreements are made. The CCG and
Local Authority have agreed the following allocation transfers : 1 ) £175k being transfered to the Local
Authority for Healthchecks and 2 ) £66k transfered to the CCG in relation to DESMOND ( Diabetes Education ).

Agreement of Balances (AOB)
The P6 AOB exercise submitted on Tuesday 30th October , has resulted in an overall variance of £85k in total.
No further action is required of the CCG at this stage.
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QIPP Achievement 2015/16

Phased Budget
£ 000's
Target QIPP Schemes

Ref

P1
P2
P3
P4

CH1
MH1
MH2
MH3
MH4
MH5
MH6
MH7
MH7
A1
A2
A3
A4
A6

Budget Holder

YTD Variance
£ 000's £ 000's

2015 /
2016 FOT RAG
£ 000's £ 000's

Clinical Lead

Prescribing
Limiting growth in Prescribing from 6% to 3% including
Jo Fitzpatrick
maximising impact of Improving Primary Care Prescribing Scheme

Dr Paul Dewhirst

950

950

0

1,900

G

Jo Fitzpatrick

Dr Paul Dewhirst

150

0

‐150

200

R

Jo Fitzpatrick
Jo Fitzpatrick
Rita Trewartha

Dr Paul Dewhirst
Dr Paul Dewhirst
Dr Patrick Wynn

100
250
‐
‐
400
‐
300
125
275
30
115
200
50
‐
‐
250
250
500
300

0
0
0

80
200
0

A
R
R

800

G

300
125
275
30
115
200
0
0

‐100
‐250
0
0
0
0
0
0
0
0
0
0
‐50
0

600
250
550
60
230
400
100
200

G
G
G
G
G
G
G
R

0
250
500
0

‐250
0
0
‐300

500
500
1,000
600

A
G
G
R

0

R

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

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

400

‐
‐

0

Tracey Morton

50

21

‐29

50

G

Simon Rowe

50

21

‐29

50

G

100

0

200

G

3

‐347

150

G

50
50
50
250
0
0

0
0
0
250
‐100
0
101
0
1,254

90
63
100
500
200
100
200
3,827
13,700

G
G
G
G
G
A
G
R

CB1
Pricing review of community epilepsy service in MYHT Contract

CB2
Community Health

COM1 Review of Local Authority contracts

‐
100
‐
350

Melanie Brown

Other
Review, Decommissioning/ Recommissioning of various contracts Pat Keane

O1
O2
O3
O4
O5
O6
O7
O8
O9

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
NEW ‐ Budget Review
Accelerated Schemes
Total

Morna Cooke
Morna Cooke
Karen Parkin
Pat Keane
Janet Wilson

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

50
50
50
250
100
‐
‐
‐
5,295

0
3,690 ‐

Co‐Commissioning
Rates Review
List Size Review
Small business rates review

200
20
1

APMS procurements
Total

2
223

10

‐

‐

‐200
‐20
‐1

400
40
2

A
A
A

‐2
223

4
446

A
‐
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Information

The Governing Body is asked to note the declared interests of members of the NHS Wakefield CCG Governing
Body and its Committees as at 26 October 2015.
Executive Summary:
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a Register of Interests
to be maintained.
Section 8.3 of the Constitution requires individuals to:
“declare any interests that they have, in relation to a decision to be made in the exercise of the commissioning
functions of the group, in writing to the Governing Body, as soon as they are aware of it, and in any event no
later than 28 days after becoming aware.”
This paper presents the formal record of declared interests for members of the NHS Wakefield CCG Governing
Body and its Committees as at 26 October 2015. In line with constitutional requirements, this information will
be published on the NHS Wakefield CCG website. The report also outlines the declared interests of the NHS
Wakefield CCG Clinical Leads.
The Register will be updated as necessary and also reported to the Audit Committee on a quarterly basis.
Governing Body members are asked to note the declared interests of members of the Governing Body and its
Committees as at 26 October 2015.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)

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











Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Not applicable

Not applicable

The Register of Interest was previously considered by the Governing Body in
November 2014 and as part of the Annual Report and Accounts in May 2015
and the Audit Committee in September 2015.

Reference document(s) /
enclosures:

The Register of Interests is attached to the report.

Risk Assessment:

None identified

Finance/ resource implications:

None identified

NHS Wakefield CCG – Governing Body and Clinical Leads Declarations of Interest – October 2015
Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Dr Phillip
Earnshaw

Chair and Clinical
Leader



 Director, FMC
Solutions
(Holder of
APMS Contract)
 Director of
Phillip
Earnshaw Ltd.

None

FMC Solutions Ltd

Member of
Wakefield Health
and Well Being
Board

None

None

None

Director at
Revitalise Me
(Yorkshire Ltd)

Practice is a
member of West
Wakefield Health
and Wellbeing Ltd.

Personal and close
family member
Shareholders at
Revitalise Me
(aesthetic
practice)



Close family
member is
employed by
Locala

None

None

 Attends ad hoc
advisory boards
on behalf of
soar beyond
working with
the pharma
industry e.g.
MSD core group
work
• GP Practice
holds <5%
share in Novus
Health Ltd

None

None

None

None



Dr Adam
Sheppard

Andrew Balchin

Assistant Clinical
Leader

Corporate
Director, Adults
Health and
Communities at
Wakefield Council

GP Partner,
Ferrybridge
Medical
Centre.
Proposal to
establish “Five
Towns
Federation”
with Kings
Medical
Centre and
Elizabeth
Court Surgery.

GP Partner, Lupset
Surgery

None

None

None

None



Member of
Wakefield
Health and
Well Being
Board.
Provision of
district Safe
haven service

 Corporate
Director
Wakefield
Council
 Member of
Wakefield
Health and Well

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England
 Close Relative is
an employee of
Spectrum
Community
Health
 GP Practice
holds <5%
share in Novus
Health Ltd

Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

None

 PSU Ltd
 EZCT Ltd
 Castleford
Pharmacy Ltd

None

None

None

GP Partner at
Chapelthorpe
Medical Centre

None

Practice is a
member of West
Wakefield Health
and Wellbeing Ltd.



None

Partner in Kings
Building
Partnership
(building
partnership that
leases space to GP

Dr Avijit Biswas

Clinician Elected
by member
practices

 GP Partner with  PSU Ltd
Dr Bance and
 EZCT Ltd
Partners
 Attends Network
One’s meetings
 Proposal to
establish “Five
Towns
Federation with
Ferrybridge
Medical Centre
and Kings
Medical Centre.

Dr Ann Carroll

Clinician Elected
by member
practices

Locum General
Practitioner at
Outwood Park
Medical Centre

Dr Clive Harries

Clinician Elected
by member
practices

Dr David Brown

Clinician Elected
by member
practices



Partner in
Kings Medical
Practice,
Normanton
Proposal to
establish “Five

None

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England

None

None

None

GP Practice holds
<5% share in
Novus Health Ltd

CCG
Representative on
Wakefield Health
and Well Being
Board

None

None

None

None

None

Chapelthorpe
Medical Centre
has entered into a
partnership with
Pharmacy2U

Provided some
clinical input to
the ASPIRE project
at Leeds
University

Close relative is a
senior lecturer in
nursing at Leeds
Metropolitan
University.

GP Practice holds
<5% share in
Novus Health Ltd

 GP Board
Member of the
Health
Education
Yorkshire and
Humber

None

None

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Being Board
None

 Close relative is
employed by
Mid Yorkshire
Hospitals NHS
Trust
 GP Practice

Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England
holds <5%
share in Novus
Health Ltd

Employee of
Spectrum CIC
undertaking
clinical sessions
HMP
Newhall/CASH
Clinical Advisor to
Novus Health

None

Honorary Lecturer
at Leeds
University

GP Practice holds
<5% share in
Novus Health Ltd

 GP Specialist
Advisor, Care
Quality
Commission

surgery, pharmacy
and hosts space
for NHS and non
NHS suppliers to
provide services to
NHS patients)

Towns
Federation”
with
Ferrybridge
Medical
Centre and
Elizabeth
Court Surgery.

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Dr Deborah Hallot

Clinician Elected
by member
practices

GP at New
Southgate Surgery

None

None

None

None

Dr Pravin
Jayakumar

Clinician Elected
by member
practices



None

None

None

None

Mr Hany Lotfallah

Secondary care
Consultant
Member of the
CCG Governing
Body
Practice Manager
Representative

Lead GP for
Grove Surgery
 Proposal to
establish
“Trinity Health
Group”
Federation
None

None

None

None

Consultant
Gynaecologist –
NHS Rotherham
Foundation Trust

None

None

None

Constituent
Member of
Wakefield
LMC
 holds >5%
share in Novus
Health Ltd
None



None

None

None

None

None

None

None

None

None

None

None

None

Chair of Trustee
Board for
Wakefield

None

None

None

Alison Sugarman

Sandra Cheseldine

Lay Member and
Audit Committee
Chair

Practice
Manager at
Northgate
Surgery
 Proposal to
establish a GP
Federation
None



None

Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England

None

None



Citizen’s Advice
Bureau

Stephen Hardy

Lay Member ‐
Lead on patient
and public
participation
matters

None

 Director –
Paradigm
Hospitality
Limited
 Director – The
Liberty
Collection
Limited
None

Jo Webster

Chief Officer

None

None

None

None

Member of
Wakefield Health
and Well Being
Board

Dr Andrew Furber

Director of Public
Health, Wakefield
Council

None

None

None

None

Director of Public
Health at
Wakefield Council.
Member of
Wakefield District
Health and
Wellbeing Board

Rhod Mitchell

Lay Member and
Deputy Chair

None

None

None

None

None

None

None

None



Justice of the
Peace
Lay Member –
Solihull CCG

 CCG Nominee
to Wakefield
Health and
Well Being
Board
 Member,
Orchard Croft
PRG
None

None

None

None

None

None

None

None

None

Previous
colleagues
employed by
Good Governance
Institute
Trustee of North
to North
Partnership in
Health (a charity
providing strategic
health links
between northern
England and
northern
Pakistan).
President
Association of
Directors of Public

Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Andrew Pepper

Chief Finance
Officer

None

None

None

None

None

Chief of Service
Delivery and
Quality

None

None

Jo Pollard &
Associates

None

Close relative is an
employee of NHS
Shared Business
Services
None

None

Jo Pollard

Member of NHS
Clinical
Commissioners
Board
Governor at
Rankill Primary
School

None

None

Sharon Fox

Governing body
Independent
Nurse member

None

None

None

None

Care Quality
Commission
Inspector

None

None

None

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England
Health UK.
Family friend is an
interim member
of MYHT Board.
Close relative
employed in the
Health Service as
Service Manager
for RDASH
CQC Inspector but
declared also to
CQC and will not
work as an
inspector within
Wakefield CCG

GP Clinical Advisors
Name

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Roles and
Responsibilities
held within
member practices

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Dr Greg Connor

Executive Clinical
Advisor

None

None

None

None

None

None

None

Dr Patrick Wynn

Clinical Advisor
Planned Care



Director of FMC
Solutions Limited

Director of FMC
Solutions Limited

Director of FMC
Solutions Limited
Holds 5.4% shares
in Novus Health
Ltd

Clinical Advisor to
Novus Health. No
decision making
rights

None

None

Practice holds <5%
shares in Novus
Health Ltd

Dr Lynda Wright

Clinical Lead End
of Life Care

GP Partner,
Ferrybridge
 Proposal to
establish “Five
Towns
Federation”
with Kings
Medical
Centre and
Elizabeth
Court Surgery.
GP Partner, White
Rose Surgery

GP Partner, The
Nelson Practice,
Amersall Road,
Doncaster
None

None

None

None

None

None

None

Practice holds <5%
shares in Novus
Health Ltd

Dr Graham Cole

Clinical Lead
Medicine

GP Partner at
Prospect Road
Surgery

Board Member of
West Wakefield
Health and
Wellbeing Ltd, a
company which
arose from the
Prime Minister’s
Challenge Fund
awarded to
Network 6.

Practice is a
member of West
Wakefield Health
and Wellbeing Ltd.

None

None

Have undertaken
a few training
sessions for
Wakefield Hospice
None

None

None

 Work as
sessional GP for
Local Care
Direct,
providing out of
hours GP Cover.
 Work as a GP
appraiser.

Dr Abdul Mustafa

Clinical Lead
Cancer



Director – Novus
Health

None

None

None

None

None

Practice holds <5%
shares in Novus

Partner,
Almshouse

Honorary Lecturer
University of

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England
None

Name

Dr Chris Bolton

Position within or
relationship with
NHS Wakefield
CCG or NHS
England

Clinical Lead
Urgent Care

Roles and
Responsibilities
held within
member practices

Surgery.
 Proposed
Trinity Health
Group
(Federation of
Network 5
practices)
Partner at Lupset
Surgery

Directorships,
including non‐
executive
directorships,
held in private
companies or
PLCs

Ownership or part
ownership of
private
companies,
businesses or
consultancies
likely or possibly
seeking to do
business with NHS
Wakefield CCG or
NHS England

Shareholdings
(more than 5%) of
the companies in
the field of health
and social care

Positions of
Authority in an
organisation (e.g.
charity or
voluntary
organisation) in
the field of health
and social care

Any connection
with a voluntary
or other
organisation
contracting for
NHS services

Research funding
/ grants that may
be received by the
individual or any
organisation they
have an interest
or role in

Other specific
interests

Any role or
relationship
which the public
could perceive
would impair or
otherwise
influence the
individual’s
judgement or
actions in their
role within NHS
Wakefield CCG
and/or NHS
England
Health Ltd

None

None

GP Practice holds
<5% shares in
Novus Health Ltd

Leeds

Member of West
Board Wakefield
Health and
Wellbeing

Practice is a
member of West
Wakefield Health
and Wellbeing Ltd.

None

None

None
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Purpose (this
Decision  Discussion
Assurance
Information
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Members of the committee are invited to:
a) consider and approve proposed amendments to the:
i. Integrated Governance Committee terms of reference;
ii. Clinical Cabinet terms of reference;
iii. Audit Committee terms of reference;
iv. Probity Committee terms of reference.
b) approve the appointment of Governing Body members to the Integrated Governance Committee and Audit
Committee:
i. Dr Pravin Jayakumar and Alison Sugarman to Integrated Governance Committee
ii. Dr Deborah Hallott to the Audit Committee.
Executive Summary:
It is good governance practice for committee terms of reference to be reviewed on a regular basis, this will help
to ensure that they are up‐to‐date and fit for purpose.
Terms of Reference
During September and October 2015 the Integrated Governance Committee, Clinical Cabinet, Audit Committee
and Probity Committee have all considered and reviewed their terms of reference. The updated terms of
reference are included as appendices to this report (proposed changes are tracked in red), they are presented
for approval.
In order to facilitate the management of conflicts of interest the terms of reference for Integrated Governance
Committee, Clinical Cabinet and Audit Committee include a requirement to refer items to the Probity
Committee if they present a conflict of interest.
Please note there are no proposed changes to the Connecting Care Executive terms of reference, Nominations
Committee terms of reference and the Remuneration Committee terms of reference.
Appointment of members to Committees
The Governing Body are invited to approve the appointment of Dr Pravin Jayakumar to the Integrated
Governance Committee. He will replace Dr Avijit Biswas. In addition it is proposed that Alison Sugarman
(Practice Manager representative) joins the Integrated Governance.

It is proposed that an additional GP member is added to the Audit Committee. It recommended that the
Governing Body approve the appointment of Dr Deborah Hallott to the Audit Committee, in addition to Dr
Adam Sheppard and Dr Clive Harries.
Following the retirement of Sandra Greenwood (Practice Nurse) from Clinical Cabinet it is proposed that up to
two Practice Nurses are appointed to the committee. It should be noted that due to reduced sessions
undertaken by the Practices Nurses this will not result in any additional costs to the CCG.
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 Equality Impact
Assessment:
Outline public engagement:

None required.
Not applicable.

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

The Integrated Governance Committee, Clinical Cabinet, Audit Committee
and Probity Committee have been consulted about their terms of reference
during September and October 2015.

Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Terms of reference are considered by the Governing Body on an annual
basis.
Appendices:
A: Terms of Reference for Integrated Governance Committee including
proposed amendments
B: Terms of Reference for Clinical Cabinet including proposed amendments;
C: Terms of Reference for Audit Committee including proposed amendments;
D: Terms of Reference for Probity Committee including proposed
amendments.

Risk Assessment:

A primary function of the Governing Body is to ensure that the CCG has
made appropriate arrangements for ensuring that it complies with principles
of good governance. This assurance that all committees are operating in
accordance with terms of reference.

Finance/ resource implications:

None identified.

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

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

Relationship and
reporting

The Integrated Governance Committee is a committee of the Governing Body
for NHS Wakefield CCG and will submit the minutes of its meetings to the
Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
In addition, regular reports will be prepared for the Governing Body in relation
to the organisation’s risk management arrangements, and for the Audit
Committee in relation to this committee’s progress against its work plan.
The committee will oversee the work of appropriate groups, including Patient
Involvement and Patient Experience Panel (PIPEC); Individual Funding
Requests Panel; Ssafeguarding Cchildren Board; Ssafeguarding Aadults Board;
and any others.
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Role and function

The purpose of the committee is to:




Responsibilities

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
 oversee the development and maintenance of assurance and risk
management systems and processes
 maintain an up to date risk profile by reviewing all significant risks to
the achievement of the CCG’s objectives through the development of
an Assurance Framework
 ensure sound systems of internal control are in place and report on
these to the Audit Committee and Governing Body
 promote standards of health, safety and welfare across the CCG,
ensuring compliance with the Health and Safety at Work Act 1974 and
other relevant statutory provisions.
Quality and patient safety
 review the effectiveness of quality governance arrangements to
ensure that the health care commissioned by the CCG fully reflects all
elements of quality (patient experience, effectiveness and patient
safety)
 have oversight of the process and compliance issues concerning
serious incidents (SIs); independent investigations and Never Events.
 ensure that services are commissioned from providers registered with
the Care Quality Commission, with systems in place to highlight any
conditions of registration and outcomes from planned or
unannounced inspections
 seek assurance that health care providers are delivering acceptable
standards of safe care, and have effective mechanisms in place to
monitor patient experience and quality of care
 provide assurance that the CCG is fulfilling its’ statutory duties
regarding complaints and that incident and claim reporting, together
with the dissemination of alert procedures is undertaken effectively
 seek assurance that arrangements are in place across commissioned
health care to prevent and control infection in line with the Hygiene
Code, and that risks associated with infection prevention are
highlighted and being managed appropriately both strategically and
operationally
 oversee the work of the Public Involvement and Patient Experience
Committee (PIPEC)
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receive minutes from provider‐specific Quality Board meetings and to
ensure systems are in place for appropriate follow‐up actions.
ensure a clear escalation process, including appropriate trigger points,
is in place to enable appropriate engagement of external bodies on
areas of concern.
ensure arrangements are in place to assist and support NHS England
to secure continuous improvement in the quality of primary medical
services.

Safeguarding
 ensure appropriate systems and procedures are in place for
safeguarding adults and children, both within the CCG and services
commissioned by the CCG;
 review the learning and outcomes of any safeguarding inspections
 receive minutes of the safeguarding children and safeguarding adults
Boards and to ensure systems are in place for appropriate follow‐up
actions.
Finance and efficiency
 ensure robust systems and policies are in place to underpin the
integrity of the CCG’s financial statements, achievement of internal
and external reporting requirements and statutory financial duties;
 monitor compliance with Standing Orders and financial procedures
and policies, reporting areas of non‐compliance to the Audit
Committee;
 review performance against the CCG’s financial plans, ensuring
management action is taken to mitigate risks to the achievement of
objectives and that risks are appropriately reported within the risk
management/assurance framework approach;
 oversee the work of any sub‐groups;
 provide a forum to evaluate requirements and advise the Governing
Body on committing resources to respond to performance issues.
Information governance
 seek assurance that effective arrangements are in place for
Information Governance, ensuring that any risks are appropriately
managed and reported within the risk management/assurance
framework approach.
 seek assurance that resources and systems are in place to support the
delivery of the Information Governance Toolkit and to receive an
exception report on any significant risks or gaps in compliance;
 ensure that the Senior Information Risk Owner (SIRO) takes ownership
of the CCG’s information risk policy and information risk management;
 approve Information Governance policies.
 provide assurance that the CCG is fulfilling all statutory duties
regarding the Freedom of Information Act.
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Performance, contracting and activity
 ensure systems are in place for the review of progress and
achievement of key national, regional and local targets for service
improvement, with a particular focus on specified ‘must dos’ such as
the NHS Outcomes Framework;
 seek assurance on the achievement of outcomes and targets agreed
with external partner organisations ;
 ensure risk assessment, mitigation and reporting processes are in
place to identify pressures within the whole system and how these
affect contracts and performance as well as opportunities to further
improve performance;
 provide challenge in setting ambitious targets for service
improvement and embedding improvement opportunities and
initiatives;
 ensure systems are in place to manage risk and variation in
performance, ensuring plans are put in place and monitored to
address the achievement of performance targets and objectives;
 ensure that areas of good practice are identified and embedded along
with other benchmarking tools;
 ensure that variance against target performance levels is reflected in
the Governing Body’s risk management processes and reporting;
 receive minutes from provider‐specific Contract Board meetings and
to ensure systems are in place for appropriate follow‐up actions;
 provide assurance to the Governing Body on the content of the
Performance Report and oversee its continued development.
Workforce
 have oversight of local workforce planning;
 provide any workforce‐related reports as required to the Governing
Body;
 monitor the Whistleblowing policy, including considering on an annual
basis a record of all issues raised under the policy at the formal stage;
 approve Human Resources policies.
Equality and diversity
 develop and publish an Equality Strategy and objectives which sets out
how NHS Wakefield CCG intends to discharge this duty, reviewing
them at least every four years;
 ensure annual reporting on equality assurance to the Governing Body;
 monitor progress of delivery of the public sector equality duty;
 seek assurance that relevant equality information is published
annually demonstrating due regard to the general duty of the Equality
Act 2010;
 seek assurance on the implementation of the Equality Delivery System
framework to improve equality performance.
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Emergency Preparedness
 seek assurance on the effectiveness of organisational arrangements
for business continuity and emergency planning.
Research
 ensure that the CCG promotes research and the use of evidence
obtained from research
 seek assurance that effective arrangements are in place to support the
promotion of research, the use of research and management of
intellectual property.
Individual Funding requests (IFRs)
 seek assurance that effective arrangements are in place to manage
requests for an individual to receive a health care intervention that is
not routinely commissioned by the CCG (referred to as individual
funding requests).
 ensure that the CCG has a an effective Policy for Individual Funding
Requests in place.
Continuing Healthcare
 ensure that the CCG complies with regulations which establish the
procedure for assessment and provision of NHS Continuing
Healthcare, Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements are in place
to manage requests for NHS Continuing Healthcare, Funded Nursing
Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in place to
arrange for the provision of after care for persons previously detained
under the Mental Health Act, at the time that they cease to be
detained.
Emergency Preparedness
 ensure that the CCG has taken appropriate steps to secure that it is
properly prepared for dealing with relevant emergencies.
Procurement
 ensure robust and transparent decision making (including equitable
treatment of all parties) regarding procurement of services, to ensure
all decisions are robust and stand up to challenge or scrutiny;
 agreed optimal tender routes and procurement method when
commissioning services.
 approve associated processes, strategies and policies.
Other Duties
 the committee will agree an annual work plan to ensure that it covers
all the duties above. The committee will also contribute to the
Governing Body’s annual self assessment.
 as appropriate, the committee supports development and monitoring
of the CCG’s Strategic Plan and supporting annual delivery plan.
 the committee may agree other areas of responsibility as appropriate
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with the Governing Body.
Membership

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









Chair of the Committee (the nominated lay member who is also the
Deputy Chair of the Committee of the Governing Body );
Lay member who is the nominated lead on patient and public
participation matters;
Chief Officer or deputy;
Up to four nominated clinical members;
Nurse Representative;
Practice Manager Representative;
Chief Finance Officer;
Chief of Service Delivery and Quality.

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

Associate Directors and Heads of Service, as appropriate.
Governance & Board Secretary
Any Governing Body member wishing to attend.

Chair

The Chair of the committee will be the lay member who is the Governing
Body’s Deputy Chair
A clinician from the Governing Body will be the Vice Deputy Chair.
The meetings will be run by the Chair. In the event of the Chair’s absence
meetings will be chaired by the Vice Deputy Chair.

Quoracy

The committee will be considered quorate when at least one‐third of the
members are present, including as a minimum the Chair or Vice Deputy Chair,
a representative from the Governing Body and a Director.

Frequency of
meetings

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

Frequency of
attendance

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

Sub‐Committees /
Groups

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
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At the date these terms of reference were approved the committee has
established one group; the Quality Intelligence Group.
Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest. At every meeting
members of the committee will consider any items for referral to the Probity
Committee.
All declarations of interest will be minuted.

Administration

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






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

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date agreed

TBC – presented to the Governing Body for approval in November
2015November 2014

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated. Any
amended Terms of Reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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TERMS OF REFERENCE FOR THE NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP ‐ CLINICAL CABINET
Accountability
arrangements and
authority

These are the terms of reference for the Clinical Cabinet which has been established
as a formal Committee of the Governing Body to inform future commissioning
intentions, inform strategic planning and advise on funding of in‐year service
developments.
The Clinical Cabinet is authorised by the Governing Body to investigate any activity
within its terms of reference. It is authorised to seek any information it requires from
any employee and all employees are directed to co‐operate with any request made by
the committee within its remit as described in these terms of reference.

Relationship and
reporting

The Clinical Cabinet is a sub‐committee of the Governing Body for NHS Wakefield CCG.
Minutes of the committee meeting will be submitted to the Governing Body and will
be made available to member practices. Reports on specific issues will also be
prepared when necessary for consideration by the Governing Body.

Role and function

The overarching purpose of the Clinical Cabinet is to provide strong clinical leadership
for commissioning, service transformation and pathway redesign and to provide
robust assurance of this to the Governing Body. This will include promotion of a
culture of continuous improvement and innovation with respect to safety of services,
clinical effectiveness and patient experience / feedback.
The Clinical Cabinet will provide advice and assurance on agreed commissioning
strategies and intentions and strategic alignment with the forward strategy that is
agreed for the population of Wakefield by the Governing Body.
The Clinical Cabinet will 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.

Responsibilities

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

Strategy
 influence and support the strategic vision and direction for commissioning of
NHS Wakefield CCGNHS Wakefield CCG;
 provide overall strategic direction and guidance on the planning and delivery
of service development and transformation programmes and associated work
streams across NHS Wakefield CCG based on local need, national frameworks
and guidance, good practice evidence and performance targets;
 resolve strategic and directional issues and ensure continued alignment of the
transformational programmes and associated projects with strategic
objectives;
Medicines Optimisation
 approve commissioning policy recommendations on the use of medicines
based on proven clinical outcomes, affordability, and value for money;
QIPP


Membership

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.

The Clinical Cabinet will have a majority of professional members.
Committee members will be appointed by the Governing Body on an annual basis, and
will consist of the following:









Chair of the Committee (the Assistant Clinical Leader);
Vice Deputy Chair of the Committee (the Lay member with responsibility for
patient and public participation matters);
All elected GP members of the Governing Body;
Up to two Practice Nurse representatives;
Practice Manager representative;
Chief Finance Officer; and
Chief of Service Delivery and Quality.

All members of the Committee have one vote. In the event of a tied vote the Chair
2
NHS Wakefield Clinical Cabinet Terms of Reference
DRAFT for approval November 2015

will hold a second and casting vote.
The Chair of the Clinical Cabinet may invite other officers to attend as required.
In attendance







Associate Directors, as appropriate
Heads of Service, as appropriate;
Director of Public Health; and
Additional support staff as required; and.
GP representatives from local clinical networks;

Those in attendance do not qualify to vote.
The Chief Officer may attend any meeting of the Committee.
Chair

The Chair of the Clinical Cabinet will be the Assistant Clinical Chair.
The Vice Deputy Chair of the Committee will be the Lay Member with responsibility
for patient and public participation matters.

Quoracy

The Clinical Cabinet will be quorate for decision making if one third of the members
are present; this will include at least four elected GP members of the Governing Body
and either the Chief Finance Officer or the Chief of Service Delivery and Quality, or in
exceptional circumstances an individual acting as their Deputy (this must be subject to
prior agreement between the Chief Finance Officer / Chief of Service Delivery and
Quality and the Chair of the Committee).

Frequency of
meetings

There shall be appropriate flexibility as the frequency of Clinical Cabinet meetings, but
these shall normally be held monthly.

Sub‐Committees /
Groups

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
At the date these terms of reference were approved the committee has established
one group; the Medicines Optimisation Group.

Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with NHS
Wakefield CCG’s policies / procedures for handling conflicts of interest. At every
meeting members of the committee will consider any items for referral to the Probity
Committee.
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All declarations of interest will be minuted.
Administration

Secretariat support for the Cabinet will be provided by the administration function
within NHS Wakefield CCG. They will ensure that minutes of the meeting are
accurately recorded and will provide appropriate support to the Chair and Committee
members.
Papers will be circulated at least four working days in advance of the meeting.
Duties will include:
 agreement of agenda with Chair and attendees and collation of papers;
 ensuring that minutes are taken and keeping a record of matters arising and
issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a meeting
for agenda and papers and no later than 5 working days after a meeting for
distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Committee , DeputyVice Chair of the Committee, and either the Chief
Officer, Chief Financial Officer or the Chief of Service Delivery and Quality may also act
together on urgent matters arising between meetings of the Cabinet. These matters
will be ratified at the next meeting of the Cabinet.

Monitoring of
compliance

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

Date Agreed

TBC – presented to the Governing Body for approval in November 2015November
2014

Review Date and
Monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the Clinical Cabinet for
recommendation to a subsequent meeting of the Governing Body.
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE
Accountability
arrangements and
authority

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

Relationship and
reporting

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


the completeness and embeddedness of risk management within the
CCG



the integration of governance arrangements



the appropriateness of the evidence that shows the organisation is
fulfilling regulatory requirements relating to its existences as a
functioning business



details of any significant issues considered in relation to financial
statements and how they were addressed

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

The role of the committee is to review and provide assurance on the adequacy
and effective operation of the overall internal control system for the CCG.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
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The work of the committee will be flexible to new and emerging priorities and
risks.
Responsibilities

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










All risk and control related disclosure statements (in particular the
governance statement), together with any accompanying Head of
Internal Audit opinion and external audit opinion or appropriate
independent assurances, prior to submission to the Governing Body;
the processes for financial and performance management (including
reporting);
The underlying assurance processes that indicate the degree of
achievement of CCG objectives, the effectiveness of the management
of principal risks and the appropriateness of the above disclosure
statements;
The policies for ensuring compliance with relevant regulatory, legal
and code of conduct requirements and related reporting and self‐
certification;
The policies and procedures for all work related to counter fraud and
security as required by NHS Protect;
To oversee the effectiveness of key assurance and risk management
systems and processes, including reviewing an up to date risk profile,
scrutinising and challenging risks on the Board Assurance Framework,
to ensure that risks are managed effectively and that sufficient
assurance is gained from the risk owner. This will include:
‐ Reviewing the process for developing the framework and its
format to ensure it is relevant and effective
‐ Assessing the controls in the Assurance Framework
‐ Review the assurances in the assurance framework

Financial Reporting
The committee shall ensure that the systems for financial reporting to the
CCG, including those of budgetary control, are subject to review as to
completeness and accuracy of the information provided to the CCG.
The committee shall review the annual report and financial statements before
recommending to the Governing Body for approval, focusing particularly on:



the wording in the governance statement and other disclosures
relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices and
estimation techniques;
2

NHS Wakefield CCG Audit Committee Terms of Reference
DRAFT for approval November 2015








unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances, and;;
qualitative aspects of financial reporting.

In carrying out this work the committee will primarily utilise the work of
internal audit, external audit and other assurance functions, but will not be
limited to these sources. It will also seek reports and assurances from
directors and managers as appropriate, concentrating on the over‐arching
systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective assurance
framework to guide its work and that of the audit and assurance functions
that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit function
that meets mandatory Public Sector Internal Audit Standards 2013and
provides appropriate independent assurance to the Audit Committee,
Accountable Officer and Governing Body. This will be achieved by:










consideration of the provision of the internal audit service, the cost of
the audit and any questions of resignation and dismissal;
review and approval of the internal audit strategy, operational plan
and more detailed programme of work (including information about
the purpose, scope and level of priority of each assignment), ensuring
that this is consistent with the audit needs of the organisation, as
identified in the assurance framework;
review in year changes to the Internal Audit plan;
considering the major findings of internal audit work (and
management’s response monitor the implementation of agreed audit
recommendations) and ensuring co‐ordination between the internal
and external auditors to optimise audit resources;
ensuring that the internal audit function is adequately resourced and
has appropriate standing within the CCG;
an annual review of the effectiveness of internal audit;
Head of Internal Audit has a right of access to the Chair of the Audit
Committee at any time.

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


Consideration of the performance of the external auditors, as far as
the rules governing the appointment permit;
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Discussion and agreement with the external auditors, before the audit
commences, on the nature and scope of the audit as set out in the
annual plan, and ensuring co‐ordination, as appropriate, with other
external auditors in the local health economy;
Discussion with the external auditors of their local evaluation of audit
risks and assessment of the CCG and associated impact on the audit
fee;
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter before
submission to the CCG and any work undertaken outside the annual
audit plan, together with the appropriateness of management
responses;
Ensuring there is in place a clear policy for the engagement of external
auditors to supply non audit services;



Receive and respond to a Public Interest Report if issued by External
Auditors;



External auditors have a right of access to the Audit Committee at any
time.

Whistleblowing
The Committee shall review the effectiveness of the arrangements in place for
allowing staff to raised (in confidence) concerns about possible improprieties
in financial, clinical or safety matters and ensure that any such concerns are
investigated proportionately and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant assurance
functions, both internal and external and consider the implications for the
governance of the CCG.
These will include, but will not be limited to, any reviews by Department of
Health arm’s length bodies or regulators/inspectors (for example, the Care
Quality Commission and NHS Litigation Authority) and professional bodies
with responsibility for the performance of staff or functions (for example,
Royal Colleges and accreditation bodies).
In addition, the committee will review the work of other committees within
the organisation, whose work can provide relevant assurance to the audit
committee’s own scope of work. This will particularly include the Integrated
Governance Ccommittee.
Counter fraud
The Committee shall satisfy itself that the Cclinical Ccommissioning Ggroup
has adequate arrangements in place for counter fraud and security that meet
NHS Protect’s standards and shall review the outcomes work in these areas.
The Committee will also approve the counter fraud and security workplan.
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Management
The committee shall request and review reports and positive assurances from
directors and managers on the overall arrangements for corporate
governance, risk management and internal control.
The committee may also request specific reports from individual functions
within the CCG as they may be appropriate to the overall arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it covers all the
duties above and undertake an annual self assessment.
The committee may agree other areas of responsibility as appropriate with the
Governing Body.
Membership

Membership
The committee appointments will be approved by the Governing Body on an
annual basis. The membership of the committee is given below :





Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of the
Governing Body;
Up to two three nominated clinical members. ;

All members of the Committee have one vote.
Representatives from NHS Protect may be invited to attend meetings.
Regardless of attendance, external audit, internal audit, local counter‐fraud
and security management providers will have full and unrestricted rights of
access to the Audit Committee.
Any director or senior managers may be invited to attend, particularly when
the committee is discussing areas of risk or operation that are the
responsibility of that director. The Chief Officer will be invited to attend at
least one meeting each year in order to discuss the process for assurance that
supports the annual governance statement. Other officers may be requested
to attend in an advisory capacity.
The Chair of the Governing Body and the Accountable Officer may also be
invited to attend one meeting each year in order to form a view on, and
understanding of, the committee’s operations.
For those attending, named deputies should attend in exceptional cases only
and this should be communicated to the Chair and secretary of the meeting in
advance.
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In Attendance

Chair









Chief Finance Officer;
Chief of Service Delivery and Quality;
Heads of Service, as appropriate;
Internal Audit Manager;
External Audit representative;
Local Counter Fraud specialist;
Local Security Management specialist.

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Vice Deputy Chair
will be the nominated lay member who is also the Deputy Chair of the
Governing Body.

Quoracy

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

Frequency of
meetings

Meetings of the Audit Committee will be a minimum of six per annum year at
appropriate times in the reporting and audit cycle.
At least once a year the committee shall meet privately with the external and
internal auditors.

Frequency of
attendance

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

Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest . At every
meeting members of the committee will consider any items for referral to the
Probity Committee.
All declarations of interest will be recorded in the minutesd.

Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of the
meeting are taken and provide appropriate support to the Chair and
committee members.
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Duties will include: ‐
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working day after a
meeting for distribution of minutes;
 record of matters arising, issues to be carried forward;
 assisthelp the Chair to prepare reports to the Governing Body;
 advise the the Committee on pertinent issues/ areas of interest/policy
developments;
 ensure that action points are taken forward between meetings;
 maintain records of members’ appointments and renewal dates;
 ensure that Committee members receive the development and
training they need.
Urgent matters
arising between
meetings

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

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee through
receipt of the minutes and the committee’s Annual Report to the Governing
Body.

Date agreed

TBC – presented to the Governing Body for approval in November
2015November 2014

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP PROBITY COMMITTEE
Accountability
arrangements and
authority

The Governing Body for NHS Wakefield Clinical Commissioning Group (CCG)
hereby resolves to establish a committee of the Governing Body to be known
as the Probity Committee in line with NHS Wakefield CCG’s constitution.
The Probity Committee will operate within the legal framework for NHS
Wakefield CCG. In accordance with its statutory powers under section 13Z of
the National Health Service Act 2006 (as amended), NHS England has
delegated the exercise of the functions to NHS Wakefield CCG. The Governing
Body has determined that the Probity Committee will function as a corporate
decision‐making body for the management of the delegated functions and the
exercise of the delegated powers. Consequently decisions of the Committee
related to these delegated functions and delegated powers cannot be over‐
ruled by the Governing Body.
The membership, remit, responsibilities and reporting arrangements of the
Probity Committee are set out in these terms of reference and shall have
effect as if incorporated into the CCG Constitution and Standing Orders.
The Probity Committee has no executive powers, other than those specifically
delegated in these terms of reference or otherwise agreed by the Governing
Body.
The Probity Committee is authorised by the Governing Body to investigate any
activity within its terms of reference. It is authorised to seek any information
it requires from any employee and all employees are directed to co‐operate
with any request made by the Committee within its remit as described in
these terms of reference. The Committee has full authority to commission any
reports or surveys it deems necessary to help fulfil its obligations, including
legal or other independent professional advice.

Relationship and
reporting

The Probity Committee is a sub‐committee of the Governing Body for NHS
Wakefield CCG. Minutes of meetings will be presented to the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
Other committees of the Governing Body for NHS Wakefield CCG will refer
items to the Probity Committee if they identify that the issue presents a
conflict of interest for all or the majority of GP members of the Governing
Body.
The Probity Committee may establish groups to support it in its role (on an
ongoing or short term basis). The scope and membership of those groups will
be determined by the Probity Committee.

Role and function

The role of the Committee is to facilitate decision making about items which
present conflicts of interest for all or the majority of GP members of the
Governing Body.
Specifically, the role of the Committee shall be to carry out the functions
relating to the commissioning of primary medical services under section 83 of
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the NHS Act but may be extended (subject to approval from the Governing
Body) to other areas which present a conflict of interest.
Specific duties of the Probity Committee are categorised in the
“Responsibilities” section below.
In performing its role the Committee will exercise the functions in accordance
with the agreement the CCG has entered into with NHS England.
The work of the Committee will be flexible to new and emerging priorities and
risks.
The Committee will ensure that appropriate clinical engagement (including
from primary care) is sought before reaching decisions.
Responsibilities

Conflicts of Interest for GPs


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.

Commissioning of primary medical services















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. This includes the following;:
GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, movement by practices between GMS / PMS contracts , taking
contractual action such as issuing breach/remedial notices, and removing
a contract);
decisions in relation to newly designed enhanced services (“Local
Enhanced Services” and “Directed Enhanced Services”);
make decisions in relation to commissioning urgent care (including home
visits as required) for out of area registered patients;
make decisions in relation to design of local incentive schemes, including
the design of such schemes as an alternative to the Quality Outcomes
Framework (QOF);
decision making on whether to establish new GP practices (including
branch surgeries) in an area;
make decisions in relation to closure of GP practices (including branch
surgeries) in an area;
make decisions in relation to boundary changes and list closures in an
area;
approving practice mergers and demergers; and
make decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).
make decisions to decommission primary medical services or Local
2
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Enhanced Services;
make decisions in relation to the management of poorly performing GP
practices (excluding any decisions in relation to the performers list);
as appropriate, make decisions about the following activities which will
be carried out by the CCG:make decisions in relation to Premises Costs
Directions (in accordance with guidance issued by NHS England or the
Secretary of State);
to plan, including needs assessment, primary medical services in
Wakefield dDistrict;
undertake reviews of primary medical care services in Wakefield dDistrict;
co‐ordinate a common approach to the commissioning of primary care
services generally;
manage the budget for commissioning of primary medical services in
Wakefield dDistrict;.
support the development of high quality primary medical services in
Wakefield district;.
agree optimal tender routes and procurement method when
commissioning primary care medical services;
consider co‐commissioning risks and threats to the CCG referring items to
the Integrated Governance Committee as required;
consider the outcome of programmes of post payment verification.



Network Development Framework ( or any successor schemes)




approve the Network Development Framework (NDF), any subsequent
amendments proposed and/or any successor schemes to the NDF;
consider proposals made by the Network Development Framework
Scrutiny Panel and approve payments made to Member practices in
accordance with the Network Development Framework;
seek assurance that the Network Development Framework delivers
intended benefits and thus represents value for public money. This
includes ensuring that the scheme:
o fulfils the requirement in Everyone Counts to invest around £5 per
patient in primary care;
o builds on the lessons learned relating to innovation and
performance management;
o maintains improved patient access to primary care services;
o enhances patient engagement and support self‐care;
o supports the implementation of integrated care by underpinning
the care closer to home programme;
o assists the networks to identify and meet the health needs of their
local populations in partnership with the local authority and
deliver the national outcomes required of the Better Care Fund.

Other Duties
The Committee will agree an annual work plan to ensure that it covers all the
duties above and undertake an annual self‐assessment.
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The Committee may agree other areas of responsibility as appropriate with
the Governing Body.
Membership

Membership
The Committee appointments will be approved by the Governing Body on an
annual basis. The membership of the Committee is given below :










Chair of the Committee ( the nominated lay member who is also the
Deputy Chair of the Governing Body);
Lay Member – Audit
Lay Member – Patient and Patient Involvement (Deputy Chair);
Chief Officer;
Chief Financial Officer;
Chief of Service Delivery & Quality;
Registered Nurse;
Secondary Care Specialist;
Executive Clinical Advisor (a GP).

All members of the Committee have one vote. In the event of a tied vote the
Chair will hold a second and casting vote.
Nominated appropriate equivalent deputies can attend in extenuating
circumstances. Nominated deputies will only be in attendance and cannot
vote.
Any director or senior managers may be invited to attend, particularly when
the Committee is discussing areas of risk or operation that are the
responsibility of that director. Other officers may be requested to attend in an
advisory capacity.
In Attendance










A representative from Healthwatch Wakefield;
A representative from the Wakefield Health and Wellbeing Board;
A representative from NHS England;
Programme Manager – Primary Care Co‐Commissioning
Associate Directors, as appropriate;
Heads of Service, as appropriate;
Director of Public Health;
Governance & Board Secretary.

Those in attendance do not qualify to vote.
For those attending, named deputies should attend in exceptional cases only
and this should be communicated to the Chair and secretary of the meeting in
advance.
Members of the public and representatives of the press
Meetings of the Committee will be held in public, and members of the public
and representatives of the press will be permitted to attend and observe the
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meeting.
In accordance with the CCG’s Standing Orders the public and representatives
of the press shall be required to withdraw upon a resolution of members of
the Committee as follows:
'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 1960.
Chair

The Chair of the Committee will be the Lay Member ‐ Deputy Chair of the
Governing Body.
The Vice Deputy Chair of the Committee will be the Lay Member – Patient &
Public Involvement.

Quoracy

The Committee shall be quorate if at least three members shall be present.
This must include a Lay Member and either the Chief Officer, Chief Finance
Officer or the Chief of Service Delivery and Quality.

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings of the
Committee, but these shall normally be held quarterly.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance.

Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest .
Declarations of interest will be an agenda item at each meeting. Everyone at a
meeting will be required to declare any interest they have in any agenda items
as soon as it becomes apparent. The Chair will determine whether the
individual will be excluded from relevant parts of meetings, or be able to join
in the discussion, but not participate in the decision making itself or vote. All
declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the Committee will be provided by the administration
function within the CCG. They will ensure that minutes of the meeting are
5
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taken and provide appropriate support to the Chair and Committee members.
Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working days after
a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.
Urgent matters
arising between
meetings

The Chair of the Committee, the Chief Officer and Chief Financeial Officer, in
consultation, may also act together on urgent matters arising between
meetings of the Committee.
In the absence of the Chair, the Chief Officer and Chief Financeial Officer and a
Lay Member, in consultation, may act together.
These matters will be ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Committee through
receipt of the minutes and the Committee’s Annual Report to the Governing
Body.

Date agreed

TBC – presented to the Governing Body for approval in November 2015

Review date and
monitoring

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

Governing Body

Date of Meeting:

10 November 2015

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

17a

Information

Sandra Cheseldine – Lay Member
30 July 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 30
July 2015.
Executive Summary:
30 July 2015

 Declarations of Interest for CCG Clinical Network members as at 17 July 2015 noted, including confirmation











that interests for Novus Health Ltd are recorded consistently for either the individual or GP Practice, the
report also confirms whether the interest is below or above 5% shares. Details for other Clinical Leads and
Clinical Network Members included. Agreed to publish the register on Skyline.
Approved Audit Committee Workplan 2015/16.
Regular Governance Exceptions Report presented and it was agreed that future reports will include details
of who has approved sponsorship events.
Report presented providing assurance that the organisation has reviewed all of the Statutory Duties
conferred on it by legislation and regulation.
Annual Audit Letter 2014/15 presented noting that the auditors confirmed there was nothing further to
report following the presentation of the ISA260 to the Audit Committee on 21 May 2015. The letter has
been posted on the CCG’s web site.
Post Balance Sheet Events Letter 2014/15 ‐ noted that the CCG was able to submit a positive return with no
events to report.
NHS Protect’s Information and Intelligence Unit has produced its latest NHS Intelligence Report 2014/15
detailing fraud reporting across the NHS and providing a breakdown of known fraud types by category.
Prompt Payment Code (PPC) sets standards for payment practices and best practice, is administered by the
Chartered Institute of Credit Management and is free to join. The Committee approved the CCG’s
application to join the PPC.
Check of Employer Records by HMRC – letter received from HMRC regarding correct PAYE treatment
applied to Governing Body members. The CCG can demonstrate that all members are paid correctly via
payroll and the relevant information has been provided to the HMRC.
Financial Control and Environmental Assessment – Chief Financial Officer at NHS England wrote to all CCGs
requesting completion of a rapid review of financial stewardship arrangements including completion of a
self assessment checklist to assess whether the CCG may be vulnerable to unexpected financial
deterioration and to identify development needs. Delegated authority was given to the Chair of the Audit
Committee and the Chief Finance Officer to approve the checklist prior to submission to NHS England by the
end of August 2015.

 Regular Continuing Health Care update presented noting that the current number of restitution cases and





average value of cases was included in the return to NHS England on 3 July 2015.
Regular Contract Award Update noted
Government Banking Service ‐ results of a national procurement exercise were shared regarding changes to
the CCG’s bank accounts, noting that existing signatories will be maintained on the new mandate to provide
overall continuity.
Regular Internal Audit and Counter Fraud Progress Report noted including notification of new Standards
for commissioners for Fraud, Bribery and Corruption and for Security Management which were published in
February 2015 by NHS Protect. Clarification of the standards regarding co‐commissioning is still awaited.
Regular External Audit Technical Update noted, planning for 2015/16 is underway.

Agenda item: 17a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 30 July 2015
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member

In Attendance:

Andrew Pepper
Liz Goodson
Chris Boyne
Steve Nicholls
Katherine Bryant
Matthew Moore
Michelle Ementon

Chief Finance Officer
Commissioning Accountant
West Yorkshire Audit Consortium
Local Counter Fraud Specialist
Governance and Board Secretary
KPMG
Minute Taker

15/71

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

15/72

Apologies for absence
Apologies for absence were received from
Dr Adam Sheppard, Karen Parkin, Eamonn May, Clare Partridge, Linda Wild, Nigel Bell

15/73

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
Dr Clive Harries declared an interest in the following:
15/78 – Governance Exceptions Report ‐ re GP Provided Services Tender Waiver;
15/79 ‐ Statutory Duties – re Co‐commissioning

15/74

Minutes of meeting held on 21 May 2015
The minutes of the meeting held on 21 May 2015 were agreed as a correct record.

15/75

Action Sheet from the meeting held on 21 May 2015
The action sheet was noted.

15/76

Declarations of Interest for members of NHS Wakefield CCG
Katherine Bryant presented this report providing a formal record of declared interests for
members of the NHS Wakefield CCG Clinical Network members as at 17 July 2015. The
report was initially presented to the Audit Committee on 21 May. It has been revised to
show that the interests for Novus Health Ltd are recorded consistently for either the
individual or the GP Practice and notes whether the interest is below or above 5% shares.
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Details for other Clinical Leads and other Clinical Network Members have been added.
The current CCG Register of Procurement Decisions which details where any conflicts of
interest have been raised was reviewed. Katherine thanked Dawn Taylor from YHCS and
Gemma Reed for producing the register. Katherine advised that she had discussed the
process with the CCG’s legal team who advised that in their opinion it was not necessary
to publish the register on the CCG’s website at this time. Katherine commented that
other CCGs in the area are not publishing their registers. A full and detailed discussion
took place noting this register ensures the CCG are open and transparent and there is a
clear process in place to deal with any conflicts of interest as part of the procurement
process.
Sandra Cheseldine advised that she will be meeting with Katherine Bryant to make some
minor amendments to the summary to ensure it is clear when a conflict occurs and how it
should be dealt with.
Sandra Cheseldine also referred to the membership of the Procurement Panel and the
need to manage the process to ensure transparency when there is a GP representative on
the panel and GPs are tendering for a contract.
It was agreed that the register will be published on Skyline. Delegated authority to the
Chair of the Audit Committee was approved by members to sign off the register prior to it
being published on Skyline. A review of the process will take place in six months.
It was RESOLVED that:
i.
ii.
iii

15/77

The committee noted the declared interests of members of the NHS Wakefield
CCG Clinical Network Members as at 17 July 2015; and
noted progress with the introduction of the revised arrangements for managing
conflicts of interest at NHS Wakefield CCG.
noted the Register of Procurement Decisions for NHS Wakefield CCG as at 21 July
2015.

Audit Committee Workplan 2015/16
Katherine Bryant presented this paper commenting that the role of the Audit Committee
was to review and provide assurance on the adequacy and effective operation of the
overall internal control system for the CCG. The work‐plan supports agenda planning for
the committee and helps to ensure that all responsibilities delegated by the Governing
Body are covered by the committee.
It was noted that the workplan had been circulated for comment prior to being presented
to the Committee for approval.
It was RESOLVED that:
i.

15/78

the Committee approved the Audit Committee Workplan for 2015/16.

Governance Exceptions Report
Katherine Bryant presented this report providing details on a number of governance
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control mechanisms and gave an update that there had been 7 declarations made under
the CCG’s Standards of Business Conduct, 1 rebate scheme approved, 6 tender waivers
and no losses or special payments reported since the last meeting.
Katherine confirmed that tender waivers W05 and W09 GP Provided Services are for the
same set of services and advised that this service will form part of the new GP contract
which will not be in place until April 2016, hence the requirement to request a further
tender waiver.
Sandra Cheseldine asked who had approved the sponsorship of events included in the
report. Katherine Bryant confirmed that Joanne Fitzpatrick, Head of Medicines
Optimisation and herself had approved these requests. It was confirmed that this
information will be included in future reports.
It was RESOLVED that:
i.
15/79

the Committee noted the paper and the governance control exceptions detailed

Statutory Duties
Katherine Bryant presented this paper which provides a summary of the additional
statutory duties introduced for CCGs since the organisation was formed in 2013. The
report is based on advice which was provided by DAC Beachcroft solicitors.
The report provides assurance that the organisation has reviewed all of the statutory
duties conferred on it by legislation and regulations. The section entitled ‘horizon
scanning’ provides details of new duties placed on the CCG as a result of the Local Audit
and Accountability Act 2014. It was noted that the Audit Committee received a report
about these new duties in September 2014.
Katherine confirmed that following the new obligations delegated to the CCG by NHS
England for the commissioning of primary care medical services an assurance report
detailing progress to implement the co‐commissioning transition plan will be presented at
a future meeting. Following discussion Sandra Cheseldine commented that this was a
useful document and it was agreed that the assurance report would include information
outlining the financial structure for primary care. This report will be presented to the
Committee in December 2015.
It was RESOLVED that:
i.
ii.
iii.

15/80

the Committee noted the additional statutory duties introduced for CCGs since April
2013;
considered arrangements put in place to ensure the organisation is complying with
these duties and the associated monitoring / reporting mechanisms; and
noted the ‘horizon scanning’ section of the report.

Annual Audit Letter 2014/15
Liz Goodson presented the Annual Audit Letter for 2014/15 noting that the purpose of the
auditors preparing and issuing annual audit letters is to communicate to the audited body
and key external stakeholders, including members of the public, the key issues arising
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from the auditors work.
The letter confirmed that the auditors have nothing further to report following the
presentation of the ISA260 to the Audit Committee on 21 May 2015. It was noted that
the letter has been posted on the CCG’s web site.
Sandra Cheseldine commented that the credit should be given to the Finance Team for no
key issues arising from the work undertaken during 2014/15.
It was RESOLVED that:
i.
15/81

the Committee noted the Annual Audit Letter for 2014/15.

Post Balance Sheet Events Letter
Liz Goodson presented the paper advising that NHS England requested that all NHS bodies
consider whether any post balance sheet events have occurred, consulting external
auditors as necessary.
The CCG was able to submit a positive return with no events to report.
It was RESOLVED that:
i.

15/82

The Committee noted the Post Balance Sheet Events Letter for 2014/15.

NHS Intelligence Report 2014/15
Andrew Pepper introduced this paper advising that NHS Protect’s Information and
Intelligence Unit has produced its latest NHS Fraud Intelligence Report. This report
advises on fraud reporting across the NHS and provides a breakdown of known fraud
types by category.
Steve Nicholls confirmed that the Counter Fraud team had liaised with the CCG to
establish whether any of the national learning affected the local counter‐fraud workplan
and it was confirmed that no amendments have been identified. However, it was noted
that if any amendments are highlighted in the future the workplan can be amended.
Andrew Pepper commented that the National Fraud Initiative process also provides
further assurance regarding counter fraud.
It was RESOLVED that:
i.

15/83

the Committee noted the contents of the NHS Intelligence Report 2014/15.

Prompt Payment Code
Liz Goodson presented this paper advising that the Prompt Payment Code (PPC) sets
standards for payment practices and best practice and is administered by the Chartered
Institute of Credit Management and is free to join. It was noted that compliance with the
principles of the Code is monitored and enforced by the PPC Compliance Board. The Code
covers prompt payment as well as wider payment procedures and is considered best
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practice.
Liz advised joining the PPC would be good for the organisation’s reputation along with
compliance with the Better Practice Code.
A discussion followed regarding whether 75% is an acceptable level to achieve the
standard. It was noted that the Code is not NHS specific so 75% has been set as a target
for all organisations. The CCG will however aim to achieve 95%.
It was RESOLVED that:
i.
15/84

the Committee approved the CCG’s application to join the Prompt Payment Code.

Check of Employer Records by HMRC
Andrew Pepper presented this paper advising that the CCG received a letter in June 2015
from HMRC with regard to 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. It is not expected that the CCG will receive a Compliance visit,
although HMRC have not yet confirmed this.
A further paper will be presented when additional information is received from the
HMRC.
It was RESOLVED that:
i.

15/85

the Committee noted the request from HMRC and that the CCG in conjunction with
Baker Tilly have responded and that further clarification from HMRC is
awaited regarding a Compliance visit.

Financial Control and Environmental Assessment
Andrew Pepper presented this paper advising that on 17 July 2015 the Chief Financial
Officer at NHS England wrote to all CCGs asking that they complete a rapid review of their
financial stewardship arrangements and provided a self‐assessment checklist intended to
help CCGs assess whether they may be vulnerable to unexpected financial deterioration
and to identify development needs.
Andrew advised that a first draft of the response had been discussed by the Executive
Team. Members of the committee are invited to delegate authority to the Chair of the
Audit Committee and the Chief Officer to approve the checklist in advance of submission
to NHS England by the end of August, noting that West Yorkshire Audit Commission would
be completing a review of the self assessment. The completed checklist will be presented
to the Audit Committee and Governing Body in September 2015.
It was RESOLVED that:
i.
ii.

the Committee noted the new NHS England requirement for all CCGs to complete
a rapid review of their financial stewardship arrangements; and
agreed to delegate authority to the Chair of the Audit Committee and the Chief
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Officer to approve the self‐assessment checklist in advance of submission to
NHS England by the end of August 2015.
15/86

Continuing Health Care Update
Liz Goodson presented this update advising the current number of restitution cases and
average value of those cases to date which was included in the return to NHS England on
3 July 2015. The estimated number of remaining cases has been prudently valued to
inform an updated estimated provision value.
It was noted that the Continuing Health Care Team have previously advised IGC that
legacy claims are planned to be completed by the end of October 2015. Therefore the
CCG would expect to see a material reduction in the net provision in the second quarter
of 2015/16.
A discussion took place and a concern was raised as to how few cases had been
completed and whether the completion of all legacy claims by the end of October 2015 is
achievable.
It was RESOLVED that:
i.

15/87

the Committee noted the contents of the report and processes outlined.

Contract Award Update
Andrew Pepper presented this update advising that this information was also included in
Appendix 2 of the Declarations of Interest for members of NHS Wakefield CCG paper
presented earlier in the meeting.
A discussion took place and a query was raised as to whether this report will continue to
be required due to the development of the CCG register of procurement decisions.
Dr Clive Harries left the meeting
It was RESOLVED that:
i.

15/88

the Committee noted the content of the report.

GBS Procurement result for CCGs
Andrew Pepper presented this paper which provided a further update provided regarding
the changes to the CCG’s bank accounts following the national procurement exercise.
Due to the name of the bank accounts changing, the Government Banking service has
sent out the Government Entity mandate to set up the authorised signatories. It is
proposed that existing signatories are maintained on the new mandate in order to
provide overall continuity.
It was RESOLVED that:
i.

the Committee noted the contents of this report and the processes outlined.
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15/89

Internal Audit and Counter Fraud Progress Report
Chris Boyne presented this report detailing the work completed for the CCG since the last
Audit Committee. It was noted that the final report in respect of Provider Management
has now been issued with an opinion of significant assurance although the section relating
to Provider Management by the CSU was given a limited assurance opinion. Three
recommendations relating to the Provider Management by the CSU have been agreed
with the Head of Contracting and all are due to be completed by the end of August 2015.
Rhod Mitchell felt that the details on pages 2 and 6 were confusing regarding the overall
audit opinion. Chris Boyne agreed to amend the wording to ensure it was clear that a
limited assurance had been given.
Steve Nicholls referred to the new Standards for commissioners for Fraud, Bribery and
Corruption and for Security Management published in February 2015 by NHS Protect,
explaining that the standards are divided into four sections; Strategic Governance; Inform
and Involve; Prevent and Deter and Hold to Account. Under the new arrangements all
NHS Commissioners are required to review their own organisation and provider
organisations’ anti‐fraud, bribery and corruption and security arrangements to ensure
they meet the requirements under the standard commissioning contract. Steve advised
that a Self Review Tool had been completed for the CCG and Steve had met with Andrew
Pepper to review the findings and agreed an overall score of green, noting that the Self
Review Tool would not be subject to scrutiny for 2015/16. It was agreed that Sandra
Cheseldine and Rhod Mitchell would discuss the document in detail with Andrew Pepper
after the meeting.
A discussion followed and it was felt that as all NHS organisations have the same
relationship with NHS Protect there appeared to be duplication of effort in completion of
this document.
It was acknowledged that clarification of the standards regarding co‐commissioning is still
awaited.
It was RESOLVED that:
i.

15/90

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

External Audit Technical Update
Matthew Moore presented the External Audit Technical Update. Matthew updated the
Committee that sign off was complete for 14/15 and the Audit team are now in the
planning stage for 15/16.
Andrew Pepper commented that the update is helpful. Andrew referred to the changes
to overseas visitor charges and it was agreed that a paper would be presented to a future
Integrated Governance Committee regarding this issue.
It was RESOLVED that:
i)

the Committee noted the External Audit Technical Update.
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15/91

Any other business
No further business.

15/92

Date and time of next meeting
Thursday, 24 September 2015, 1.00 to 3.00 pm, Seminar Room, White Rose House.
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17b

Information

Rhod Mitchell – Lay Member
20 August and 17 September 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 20 August and 17 September 2015.
Executive Summary:
20 August 2015
 Agreed an Any Quality Provider process for the Procurement of Community Nurse‐led mircrosuction
service with an 18 month contract
 Regular Contract Governance and Assurance Update noted
 Regular Integrated Quality and Performance Report presented with key highlights noted, the following
topics discussed; Stroke Service; Care Homes; GP Survey and Winter Planning.
 Approved Joint Working and Sponsorship policy for a further 12 month period.
 Verbal update on Governing Body Assurance Framework noted ‐ it was agreed a Governing Body
Development Session will take place to discuss the current strategic objectives and relative priorities of the
CCG. The findings would then be compared with the strategic objectives which form the Assurance
Framework.
 Regular Risk Register Update noted
 Quarter 1 Incident Report presented noting there had been three incidents reported during the period.
 Quarter 1 Health and Safety Report presented noting there was no guidance or change to health and safety
legislation applicable to the CCG during the period.
 Finance Report Month 4 presented showing a breakeven position to date and at 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.
 Yorkshire and Humber Commissioning Support transition update was noted.
 Workforce Update noted. It is proposed a mandatory training session for members of the Governing Body
will be arranged for December 2015.
 The following Workforce Policies were approved; Dignity at Work; Employee Leaver, Notice Periods & Exit
Interview; Equality & Diversity; Expenses; Grading Review; Hours of Work; Management of Performance;
Management of Stress; Recruitment & Selection and Retirement.
 Following publication by NHS England of the “Safeguarding Vulnerable People in NHS Accountability and
Assurance Framework” in March 2013 and the Care Act in 2015, NHS England published a revised
framework in June 2015. It was confirmed that the CCG is in a strong position regarding the revised
Accountability Framework and work will continue to reform and improve provider assurance.
 “Promoting the Health of Looked after Children” – in March 2015 guidance was re‐issued to take account
of the changes in both NHS and Public Health/Local Authority commissioning. Key responsibilities of a CCG
were outlined. Following examination of the revised statutory guidance it would suggest the CCG is
compliant with the guidance.
 Yorkshire and Humber Commissioning Support Research Service – imminent national changes to the
Research Governance process were outlined with the aim of making it easier for research studies to be set

up.
17 September
 Integrated Quality and Performance Report presented, including notice that 14 GP practices to be visited
by the Care Quality Commission this month. Key highlights from report included; no reported 12 hour
trolley waits; CCG has met all cancer standards for July and YTD for the first time since pre April 2013; A& E
performance at MYHT has not met the required standard for Month and the YTD position for 8th month.
 Winterbourne Update – 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. An update on the seven
patients under this definition is being reported two weekly to NHS England via the Winterbourne tracker.
 Community Musculoskeletal Service – procurement options were outlined, following discussion it was
agreed that further detail on why the whole service review was not taking place at the same time would be
provided and updated information
 Cancer Inter Provider Services – Presentation
 Finance Report Month 5 – key issues were highlighted including the Managing Children’s Complex Care
growth. A detailed discussion took place regarding the increased financial risks that the CCG was facing,
including areas of overspend, areas of under delivered QIPP and increased forecasts associated with
prescribing expenditure.
 YHCS Transition Update – noted that Continuing Health care core business and retrospective cases is the
biggest cost pressure to the CCG.
 Winter Review – 2014/15 annual report and action plan for 2015/16 was noted
 Winter Assurance and Financial Overview – details of the action plan and Winter Preparedness timetable
was noted and that the following schemes have been approved; support for West Yorkshire Out of Hours;
Community Equipment Service Out of Hours; Pharmacy Urgent Repeat Medication and MYHT balance for
April/May extra bed capacity.
 Equality and Diversity update was noted. With regard to objective 4 of the CCG’s Equality Objectives
collecting local data with a focus on Learning Disabilities and Carers will continue.

Agenda item: 17b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 20 August 2015
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr Phil Earnshaw
Dr Avijit Biswas
Dr David Brown
Sharon Fox
Jo Webster
Andrew Pepper

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

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Governance and Board Secretary
Head of Quality and Engagement
Planning and Performance Manager (items
15/183 & 15/184)
Corporate Services Manager‐YHCS (item
15/186)
Associate Governance & Risk‐YHCS (items
15/187 & 15/188)
Head of Specialist Advice, Health & Safety‐
YHCS (item 15/189)
HR Business Partner‐YHCS (items 15/192 &
15/193)
Head of Safeguarding (items 15/194 &
15/195)
Senior Associate Research‐YHCS (item
15/196)
Minute taker

Katherine Bryant
Laura Elliott
Jess Weatherill
Dawn Taylor
Pam Vaines
Ruth Nutbrown
Suzie Paradine
Mandy Sheffield
Paul Carder
Angela Peatfield

15/200

Apologies for Absence
Apologies for absence were received from Jo Pollard and Karen Parkin.

15/201

Declarations of Interest
No declarations were made.

15/202

Minutes of the Meeting held on 16 July 2015
The minutes of the meeting held on 16 July 2015 were approved as an accurate
record. It was noted that the names of the staff who attended with Paul Cunningham
to present the Hip Fracture Pathway Presentation are to be added to the ‘In
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Attendance’ section of the minutes.
15/203

Action Sheet from the Meeting held on 16 July 2015
All actions were noted.
15/182 – Information Governance Workplan
Katherine Bryant confirmed that discussions were ongoing with the Information
Commissioner’s Office (ICO). The ICO has advised the CCG cannot change the wording
of the current ICO promise. However, there will be a review taking place later in the
year and the CCG’s comments will be taken into account at that time.

15/204

Matters Arising
There were no matters arising.

15/205

Procurement Options Community Nurse‐led microsuction service
Tracy Morton attended the meeting to present this paper advising that a discussion
regarding the microsuction service had taken place at Clinical Cabinet and it was
agreed to develop a service specification for a community nurse‐led micro suction
service.
Tracy advised that a community nurse‐led micro suction service would increase choice
for patients and reduce costs. A strict criteria for referral will be put in place and
included in the published pathway and added on the e‐Referral system.
A discussion followed and it was acknowledged that GP practices have different
methods in place and not all practices currently use the MYHT microsuction service. It
was agreed that the development of a community nurse‐led service would improve
access and choice across the district.
It was agreed that an Any Qualified Provider process for the procurement of a
community nurse‐led micro suction service should take place with an 18 month
contract which will be monitored over the period of the contract.
It was RESOLVED that:
i)

15/206

the Committee agreed an AQP process for the procurement of a community
nurse‐led micro suction service

Contract Governance and Assurance Update
Andrew Pepper presented this paper identifying the commissioning procurement
decision timetable and contract re‐negotiation process by service and provider
ensuring all services are tendered in a timely manner.
Andrew drew the Committee’s attention to the current Non‐Contracted Activity areas,
the Virgin Care contract and the contracts with under three months left.
Dr Phil Earnshaw commented on the two hospice contracts and advised that a review
of the effectiveness of the grants paid is to take place. It was acknowledged that the
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CCG wish to support the hospices but need to understand the current position.
Jo Webster advised that a future meeting of the Clinical Cabinet would be discussing
the current extended hours provision and what services can be re‐invested in.
Sandra Cheseldine referred to the Non Contract Activity Spend and queried which
providers were material. Andrew Pepper agreed to clarify this and provide a response.
Dr David Brown referred to the PMS+ contracts mentioned in the paper. It was noted
that this is an historical name. Andrew agreed to review this information to confirm
that they are standard NHS contracts.
It was RESOLVED that:
i)
15/207

the Committee noted the content of the report

Integrated Quality and Performance Report
Andrew Pepper and Laura Elliott presented this report providing an update against the
CCG strategic objectives, quality premium and details of key exceptions and successes.
Laura highlighted the following from the report:










In the National GP Survey the majority of Wakefield GP practices scored the same
or better than the national average when patients were asked to rate their overall
experience and Wakefield GPs scored above the national average in the Friends
and Family Test
Healthwatch Wakefield undertook a MYHT Patient Survey of 153 patients and
relatives in June and July 2015 at all 3 MYHT hospital sites. Healthwatch spoke
with people in the main public areas of the hospital who were mainly visiting
outpatients. Overall the survey showed that people are broadly satisfied with
their experiences at MYHT.
Details of the following national surveys that MYHT took part in are also included
in the report; National Children’s Inpatient and Day Case Survey 2014 and
Neonatal Survey 2014, the results highlight the areas of success and areas for
improvement
Following the publication of information regarding incident reporting, MYHT are
nearly at the top of the quartile for reporting and it was noted that a review of the
low and no harm incidents will take place to ensure they have been appropriately
rated
Following the pre 48 hour MRSA case assigned to the CCG in June 2015 it was
noted that following investigation this case was deemed to be unavoidable

Stroke Service
Sandra Cheseldine referred to the Summary Hospital Mortality Indicator (SHMI)
information in the report which notes that MYHT received a ‘lower than expected’
SHMI rating for the period and raised concerns regarding the increase in the number
of deaths by stroke. Laura Elliott confirmed that this had been noted and was on the
agenda to be discussed at the MYHT Executive Quality Board meeting in September
2015. A Stroke Improvement Summit is planned for the autumn to discuss this issue.
Rhod Mitchell, Sandra Cheseldine and Stephen Hardy will all receive an invitation to
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attend the Stroke Improvement Summit.
Laura advised that following a recent Serious Incident that had been reported which
resulted in a complaint being received. MYHT have confirmed that they no longer use
specialist stroke nurses for other duties.
Jo Webster confirmed that good data was now available which will assist the
discussions at the Stroke Improvement Summit to identify how additional resources
can be achieved to enable MYHT to meet the standards required to provide a regional
hyper acute stroke service.
Care Homes
Dr Phil Earnshaw referred to the CQC inspection reports of Care Homes included in the
report and felt that discussions with the Local Authority need to take place to identify
how patient experiences in care homes can be improved.
GP Survey
A discussion took place regarding the GP Survey noting that there appears to be one
outlier. It was agreed that Laura Elliott would look at the Quality CQC inspections that
had taken place to highlight any issues with individual practices. Jo Webster also
agreed to discuss the issue with Pat Keane, Director of Strategy and Organisational
Design to establish where there may be performance issues.
Winter Planning
Sharon Fox queried the current position of winter planning. A discussion followed and
Dr Phil Earnshaw suggested that if the responsibility for the discharge of patients was
undertaken by community services this could improve the process and result in
speedier discharge. Dr Avijit Biswas suggested flexible funding of care homes could
also improve the winter planning process. Jo Webster advised that the following
actions were being taken:






3 day scenario to be held next week in preparation for the August Bank Holiday
Winter Planning Summit is being arranged
Community services are in the process of re‐organising teams to improve patient
flow;
Public Health are currently looking at data and tracking patients to help identify
System Resilience money;
Direct provision and support for Care Homes is being considered through the
Vanguard resource

National Reporting
Andrew Pepper advised that there has been a change in the national reporting
timeline, some national indicators would need to follow. Andrew also referred to new
Constitution Standards for 2015/16 which is detailed in the Executive Summary of the
report.
It was RESOLVED that:
i)
ii)

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.
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15/208

Joint Working and Sponsorship Policy
Katherine Bryant presented this paper noting that this was a new policy approved in
November 2014 with a request that the policy be reviewed again in nine months.
Katherine reported that there have been five occasions when sponsorship has been
approved and full details have been reported to the Audit Committee. No joint
working arrangements have been put in place.
Katherine also advised that the Association of the British Pharmaceutical Industry
(ABPI) will introduce new requirements for UK pharmaceutical companies to publish
benefits they give in cash or in kind to healthcare organisations and individual
healthcare professionals. These benefits will be published on a publicly searchable
database from June 2016. Andrew Pepper has written to all staff to remind them of
their requirement to complete Declarations of Interest where appropriate. Jo Webster
confirmed that the best advice to staff is, if you are not sure it is always best to
declare.
A review of the policy has taken place and the following groups/individuals have been
consulted:
 Medicines Optimisation Group
 Public Health team – Wakefield Council
 Planning & Delivery Group
 Network Development Unit
Following the review it is recommended that the policy is re‐approved with no
changes. In recognition that no joint working arrangements have been introduced it is
recommended that the policy is reviewed again in 12 months, or by exception should
areas for improvement be identified.
It was RESOLVED that:
i)
ii)

15/209

the Committee noted the outcome of the policy review undertaken during July
and August 2015; and
approved the policy for a further 12 month period.

Governing Body Assurance Framework
Katherine Bryant gave a verbal update advising that following the recent Governing
Body Development Session to review the strategic objectives which form the
Assurance Framework , meetings have been held with the clinical and strategic leads
to update the document prior to its presentation at the Governing Body on 15
September 2015.
A discussion followed and it was suggested that at a future Governing Body
Development Session members discuss the current strategic objectives of the
organisation and the relative priorities, i.e. role of the CCG in the future; integration
with local partners and the Local Authority etc. The next step would then be to
compare findings with the strategic objectives which form the Assurance Framework.
This would highlight where there are gaps or changes required and how the
framework links with the organisation’s delivery plan.
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It was agreed this would be a fresh approach to the Assurance Framework review
process. A small planning team consisting of Jo Webster, Dr Phil Earnshaw and Sandra
Cheseldine will meet with the Facilitator to plan the Governing Body development
session.
It was RESOLVED that:
i)
15/210

the Committee noted the verbal update

Risk Register Update
Pam Vaines attended the meeting to present this paper advising that an exercise to
moderate the risk scores will take place at a future Executive Team meeting and any
amendments to scores will be reflected in the paper presented to Governing Body.
Jo Webster commented that the review process of the Risk Register is much improved.
Referring to Appendix 5 – CCG Risk Dashboard, Dr Phil Earnshaw queried if there was a
different process in place for those risks highlighted as red. Jo Webster commented
that these should be highlighted by Senior Management at the Executive Team
meetings and discussed. Jo Webster referred to a risk framework tool developed by
NHS England and Laura Elliott agreed to share this document with the Risk
Management Team and Sandra Cheseldine.
It was RESOLVED that:
i)

15/211

the Committee noted the Risk Register for NHS Wakefield CCG as a correct
reflection of the current position

Incident Report
Pam Vaines presented this paper providing details of the incidents reported during
Quarter 1, noting there have been three incidents reported during this period. Pam
referred to the theft of bikes from the basement and following discussion it was
suggested that a bike store could be considered.
It was noted that no Primary Care incidents have been reported directly to the CCG,
however two GP medication incidents were reported to the National Reporting and
Learning System and marked for viewing by NHS Wakefield CCG. The Medicines
Optimisation Team has details of the incidents and will review them to identify any
learning.
Katherine Bryant confirmed that over the next quarter there will be a promotion of the
incident reporting process throughout the organisation.
It was RESOLVED that:
i)

15/212

the Committee noted the incidents report during Quarter One 2015/16

Health and Safety Report
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Ruth Nutbrown attended the meeting to present this paper providing an overview of
the operational health and safety activity during Quarter 1. There was no guidance or
change to health and safety legislation applicable to the CCG during this period.
There are currently no health and safety risks identified on the risk register.
Ruth advised that the figures for staff training were as at 30 June 2015. Face to face
sessions have been arranged for the month of August for health and safety and
practical manual handling.
It was RESOLVED that:
i)

15/213

the Committee noted the actions taken in Quarter One to ensure compliance
with relevant Health and Safety Executive legislation, national priorities and
guidance

Finance Report Month 4
Andrew Pepper presented the Month 4 Finance report which shows 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.
With reference to QIPP Andrew advised that there is a robust process in place through
the Planning and Delivery Group to identify new schemes and a range of additional
measures is also being developed.
Andrew referred to the Risk and Opportunities section of the report. The MYHT
contract is showing current overtrades in Outpatients and excluded drugs and advised
that work is ongoing through the Pharmacy Sub Group to recover the overspend on
excluded drugs. The full impact of the risk share arrangements on the year to date
position remains to be finalised. Andrew described the national financial context
which is placing additional local financial strain on the system. It was acknowledged
that there are considerable challenges regarding risk sharing and difficult
conversations will need to take place with all providers.
Dr David Brown questioned the current status of co‐commissioning and primary care
QIPP. Andrew commented that close monitoring and analysis of costs is taking place
advising that NHS England have requested that the budget for Vaccinations and
Immunisations be returned, however this has not been finalised given ongoing analysis
of QIPP costs and risks. The Local Authority has also requested funding for
Healthchecks. Negotiations are ongoing with a request for practice level information
to enable analysis of practice budgets.
Discussions took place regarding Childrens Complex Care noting that packages of care
are becoming more complex, specialised and covering longer periods. The governance
arrangements around the approval process are being reviewed and new ways of
procurement are being considered. It was noted that an update will be provided for
the next meeting providing additional assurance of the process. It was noted that Dr
Ann Carroll has recently produced a paper for the MYHT Executive Quality Board.
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It was RESOLVED that:
i)
15/214

the Committee note the contents of the report

YHCS Transition Update
Andrew Pepper presented this update noting the following activities have taken place
since the last update at the July meeting:







The Chief Financial Officers across Yorkshire and Humber agreed with NHS England
(NHSE) to take responsibility for any stranded costs relating to direct staffing.
NHSE agreed to take responsibility for CSU overheads, estates and senior
management costs. This agreement has enabled NHSE to formally approve
business cases for in‐housing and share models;
Discussions around the CHC model have continued with Doncaster and Sheffield.
Both core CHC and retrospective CHC will require extra funding resource, noting
that CHC is the largest financial risk to the CCG;
The Local Provider Framework (LPF) procurement process has commenced, noting
there will be one provider delivering the LPF. The mobilisation of the new service
is expected to be completed by February 2016 to enable close down of the
Yorkshire and Humber CSU;
Timescales for TUPE of staff awaited. Once received CCGs will need to review
TUPE staff lists and remaining stranded staff for which the CCG will be responsible
for a share. The CCG will need to revise its own internal structures for overall
affordability.

A discussion took place regarding possible additional costs incurred for the 4th floor of
White Rose House. A benchmarking exercise of alternative premises for the CCG will
be undertaken.
Sandra Cheseldine raised a concern regarding the in‐housing of the CHC noting that
when this service was in‐housed previously there were issues. The Committee noted
that the CCG do not want to find themselves in the same position again. Jo Webster
agreed to feedback and discuss these concerns with Jo Pollard.
It was RESOLVED that:
i)

15/215

the Committee noted the updated position on the transition of each of the service
lines

Workforce Update
Suzie Paradine attended the meeting to present this report providing a range of
workforce information and intelligence and key workforce issues. It was noted that
the sickness absence has shown a decrease and is 2.9% for June 2015.
Jo Webster referred to mandatory training and requested a list from Suzie of staff who
have not completed their mandatory training.
Katherine Bryant confirmed that a Mandatory Training Session for members of the
Governing Body will be arranged for December 2015.
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It was RESOLVED that:
i)
15/216

the Committee noted the details of the paper

Workforce Policies
Suzie Paradine presented the workforce policies for approval advising that these
policies were reviewed by a sub group of the IGC and the appropriate amendments
have been made to the documents.
The following policies still require further amendment and will be presented at the
September meeting for approval:
(a) Alcohol, Drug/Substance Misuse and Smoke Free Policy
(b) Flexible Working Policy
It was RESOLVED that:
i)

the Committee approved the following Workforce Policies











15/217

Dignity at Work
Employee Lever, Notice Periods & Exit Interview
Equality & Diversity
Expenses
Grading Review
Hours of Work
Management of Performance
Management of Stress
Recruitment & Selection
Retirement

Safeguarding Vulnerable People in NHS Accountability and Assurance Framework
Mandy Sheffield attended the meeting to present this paper advising that following
the publication by NHS England of the “Safeguarding Vulnerable People in the NHS –
Accountability and Assurance Framework” in March 2013 and the Care Act in 2015
NHS England published a revised framework in June 2015.
The paper outlines the main requirements together with details of additional
requirements for the CCG. Mandy confirmed the CCG is in a strong position regarding
the revised Accountability Framework and work will continue to reform and improve
provider assurance.
A discussion followed around succession planning and Mandy Sheffield agreed to take
this forward.
A query was raised regarding whether the number reported was child population or
total population. Mandy agreed to clarify.
It was RESOLVED that:
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i)

15/218

the Committee noted the areas requiring assurance by the CCG and noted the
systems and processes in place to carry this out

CCG Responsibilities under ‘Promoting the Health of Looked after Children’ March
2015
Mandy Sheffield presented this paper and apologised for the delay in bringing this to
the Committee. In March 2015 guidance was re‐issued to take account of the changes
in both NHS and Public Health/Local Authority commissioning. The paper outlines the
key responsibilities of a CCG, both in commissioning health services and in
collaborative working with the Local Authority. Mandy informed the Committee there
were 497 Looked After Children in Wakefield and District, of these 183 were placed
outside of the boundary of Wakefield and District.
The Health of Looked After Children will be discussed in more detail in the Looked
After Children Annual Report to be presented at the Governing Body in September
2015. However, following examination of the revised statutory guidance this would
suggest that the CCG is compliant with the guidance.
It was RESOLVED that:
i)

15/219

the Committee noted the content of the report

YHCS Research Service HRA Update
Paul Carder attended the meeting to present this paper advising of the imminent
national changes to the Research Governance process. The Health Research Authority
(HRA) approval is the new process for NHS in England and is intended to simplify the
approvals process for research, making it easier for research studies to be set up.
The YHCS research service will manage the transition to HRA approval on behalf of the
CCG under the service level agreement and all of the CCG statutory obligations around
research will continue to be met. The YHCS research service will keep the CCG
informed of the ongoing transition process.
It was RESOLVED that:
i)
ii)

15/220

the Committee agreed in principle to the proposed mechanism to support local
feasibility checks; and
agreed in principle to proposed sign off arrangements for the ‘statement of
activities

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

Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 18 June 2015
(ii) NHS 111 West Yorkshire Clinical Quality Group – minutes of meetings held on
17 June and 15 July 2015
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(iii) Quality Intelligence Group – minutes of meeting held on 14 July 2015
(iv) Mid Yorkshire System Resilience Group – minutes of meeting held on 2 July 2015
15/221

Consider future topics for Deep Dive


15/222

System Resilience/Winter Planning

Any other business
No other business.

15/223

Items to refer to Probity Committee


15/224

Following discussions regarding the GP Survey, GP Performance will be discussed
at the next Probity Committee meeting.

Date and time of next meeting:
Thursday, 17 September 2015, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 17b (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 September 2015
Present:

Rhod Mitchell (Chair)
Dr David Brown
Dr Phillip Earnshaw
Sharon Fox
Stephen Hardy
Andrew Pepper
Jo Pollard

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Nurse Representative
Lay Member
Chief Finance Officer
Chief of Service Deliver & Quality

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Commissioning Accountant
Governance and Board Secretary
Practice Manager
Head of Quality and Engagement (items
15/240, 15/248
Planning and Performance Manager (item
15/240)
Senior Commissioning Manager (item
15/241)
Senior Commissioning Manager (item
15/242)
MYHT Cancer Lead Clinician (item 15/243)
Minute taker

Liz Goodson
Katherine Bryant
Alison Sugarman
Laura Elliott
Jess Weatherill
Chris Makin
Tracy Morton
Dr Nick Spencer
Angela Peatfield
15/235

Apologies for Absence
Apologies for absence were received from Jo Webster, Dr Avijit Biswas.

15/236

Declarations of Interest
Declaration of interest was made by Dr David Brown and Dr Phillip Earnshaw in respect
of item 15/242 and their links with Novus.

15/237

Minutes of the Meeting held on 20 August 2015
The minutes of the meeting held on 16 July 2015 were approved as an accurate
record.

15/238

Action Sheet from the Meeting held on 20 August 2015
All actions were noted.
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15/239

Matters Arising
There were no matters arising.

15/240

Integrated Quality and Performance Report
Laura Elliott and Jess Weatherill attended the meeting to present this report providing
an update against the CCG strategic objectives, quality premium and details of key
exceptions and successes.
Laura and Jess highlighted the following from the report:








There remains no reported 12 hour Trolley waits
The CCG has met all cancer standards for July and YTD for the first time since pre
April 2013
Yorkshire Ambulance Service (YAS) received a ‘good’ rating for caring from the
CQC, however the CQC gave an overall rating of ‘requires improvement’ stating
that it was close to being rated as ‘good’.
YAS Cat A (Red 2) 8 minute response time has failed to meet the operational
standard
A&E performance at MYHT has not met the required standard for Month and the
YTD position for the 8th month
The CCG is not on track to meet the clostridium difficile or MRSA target

Jess referred to the change in the national reporting timetable regarding the Referral
to Treatment target and advised that the latest information suggests there have been
six breaches of the 52 week standard and that the 18 week performance at MYHT had
not achieved in July.
Laura confirmed that the full YAS CQC inspection report has now been received in
respect of the inspection that took place in January 2015 noting that an action plan
has been agreed. A discussion followed with reference to the Good Governance
Institute actions previously agreed. Andrew agreed to follow up on the progress of
these actions and confirm when information on the next steps would be available.
Laura advised that 14 GP practices will be visited by the CQC this month and it is
anticipated that reports will be available by the end of the year. Following discussion
it was acknowledged that reports are not received soon enough due to the
moderation/benchmarking process. The timescales for receipt of reports should
improve in the future.
Concerns were raised regarding the findings from CQC inspections of Care Homes
across the district. Laura advised that following the appointment of Linda Chibuzor,
Clinical Quality Manager, it is anticipated that the links with care homes will be
strengthened through the Vanguard and quality improvements will be made.
Sandra Cheseldine commented on the high number of MYHT Serious Incident reports
requiring further action after receipt of the final report. Laura confirmed that the final
reports were improving and a review of the questions asked will be undertaken to
consider whether they are appropriate or require amendment.
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Karen Parkin referred to the recruitment problems being experienced at MYHT noting
the cost of locums. Karen asked how this benchmarks with similar Trusts? Laura
Elliott confirmed that a deep dive will be presented to the November IGC regarding
the staffing issues at MYHT.
Rhod Mitchell referred to the Patient Led Assessment of the Care Environment
information and in particular the results in respect of Dementia patients and whether
this is a true reflection. Laura Elliott agreed to clarify the national standards and
review the detail of the report.
It was RESOLVED that:
i)
ii)
15/241

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.

Winterbourne Update
Chris Makin attended the meeting to present 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. Chris confirmed that there were currently seven
patients under this definition being reported upon to NHSE via the Winterbourne
tracker, advising that reporting is now on a two weekly basis.
Chris advised that there are two people receiving support around their respective
physical health conditions as well as their learning disability in the Wakefield learning
disabilities inpatient unit at the Horizon Centre and they will be discharged shortly.
Dr Phil Earnshaw sought assurance that when patients are discharged this is for their
own benefit. Chris Makin confirmed that to be the position.
It is anticipated that the numbers will continue to decrease with the plans that are in
place as detailed in the paper.
It was RESOLVED that:
i)

15/242

the Committee noted the updated Winterbourne View summary.

Community Musculoskeletal Service
Tracy Morton attended the meeting to present this paper outlining the procurement
options for a community MSK service following the approval of the draft service
specification by the Clinical Cabinet in August 2015.
Tracy explained that this paper was only in respect of the community MSK services
currently provided by MYHT and that the wider MSK service as a whole is scheduled
for discussion at the October or November IGC meeting. The current contract expires
on 31 March 2016 and the request is to re‐procure the service on an open tender basis
to maintain current service provision and allow time over the next two and a half years
to plan to improve the service as a whole which will include developing clinical
pathways, patient flows, filling service gaps and ensuring there is a fully integrated
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service.
A detailed discussion took place and members wanted to understand why the whole
service review was not taking place at the same time. Tracy explained that this was a
timing issue with expiry date of the MYHT community MSK service.
It was agreed that Tracy would consider the matters raised and the updated
information will be presented to the Chair of the IGC and for Chair’s action to be taken
if required.
It was RESOLVED that:
i)

15/243

the Committee agreed to the paper being re‐presented with the relevant detail to
the Chair of IGC for Chair’s action to be taken

Cancer Inter Provider Services ‐ Presentation
Dr Nick Spencer attended the meeting to give a presentation on the following:






Performance Update
Changes in reporting methods metrics
Inter Provider Transfer
NICE Guidance “Awareness and Early Diagnosis”
World Class Cancer Outcomes

Dr Spencer advised that local performance against access standards is good, noting
that in Q1 2015/16 MYHT were one of the top performing trusts with regard to the 62
Day Performance target. Actions are being taken to improve the pathway between
MYHT and Leeds Teaching Hospitals Trust.
Dr David Brown referred to the Inter Provider Transfer challenges and delays regarding
particular pathways. Dr Spencer responded that delays in diagnosis can be caused by
the complexity of the tests involved. Dr Spencer advised that an analysis of Q4
2014/15 and Q1 2015/16 is underway with a deep dive involving up to 200 cases.
Debate with all commissioners and providers is ongoing at the Yorkshire Cancer
Network Strategy Group.
Dr Nick Spencer referred to the changes in NICE Guidance published in June 2015 and
the World Class Cancer Outcomes confirming that discussions on the implications are
continuing. A copy of this document will be sent to IGC members.
Dr David Brown advised that the CCG need to analyse the matters arising from the
NICE guidance in primary care and Dr Nick Spencer agreed to join this group. Dr David
Brown also commented on the re‐design of the upper gastro instestine pathway, Dr
Spencer confirmed that this work was ongoing and the referral form has already been
amended. It was agreed that the Clinical Cabinet would support the re‐design of this
pathway.
It was RESOLVED that:
i)

the Committee noted the presentation
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15/244

Finance Report Month 5
Liz Goodson presented the month 5 Finance Report providing a year to date position
as at 31 August 2015. 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. The
Planning and Delivery group are concentrating on the £5.1m red and looking ahead
into 2016/17.
The key issues were highlighted, in particular the Managing Children’s Complex Care
growth noting that the CCG has met with the Local Authority and agreed in principle
an external review and strengthened the CCG representation at the monthly panel
meetings with immediate effect.
Regarding CHC packages Karen Parkin explained that there are a cohort of patients
that have interim funding in place prior to the long term care package being agreed. It
was noted that some areas of the country do not allow interim funding and
consideration of whether interim funding arrangements should continue requires
discussion. The option of a pooled budget between the CCG and the Local Authority
was raised, however the CCG’s initial contribution to a pooled budget would need
careful consideration.
Andrew Pepper referred to Risks and Opportunities and advised that the value of risk
has increased in month 5. A detailed discussion took place regarding the increased
financial risks that the CCG was facing, including areas of overspend, areas of under
delivered QIPP and increased forecasts associated with prescribing expenditure.
Mitigations have been identified including:
 review of allocation adjustment
 full budget and technical reviews
 QIPP review of red schemes

 review of key areas of overspend
and cost control
 new areas of review and
consideration
 Acceleration of system‐wide
initiatives including excluded drugs
and clinical threshold management

 Review of non‐recurrent
opportunities
Sandra Cheseldine raised a concern regarding QIPP and the funding gap and whether
the CCG should be considering revising surplus. Karen Parkin commented that she felt
at this point in time it would not be necessary to revise surplus. However, it might be
appropriate at this time to consider the QIPP forecast to NHS England subject to
mitigation being a place to manage the overall position. Andrew agreed this could be
a way forward and will support planning for 2016/17 with regard to exit position.
It was RESOLVED that:
i)

the Committee noted the content of the Month 5 Finance Report
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15/245

YHCS Transition Update
Karen Parkin presented this update noting that a number of activities have taken place
since the last update to the IGC. The report includes information regarding staff
transfers and the different processes involved.
A discussion took place and it was acknowledged that Continuing Health Care core
business and retrospective cases is the biggest cost pressure to the CCG.
Andrew Pepper offered to provide more information outside the meeting if required.
It was RESOLVED that:
i)

15/246

the Committee noted the updated position on the transition of each of the
service lines

Winter Review
Jo Pollard presented this annual report providing assurance that a detailed review of
the winter period has been undertaken and an action plan produced.
Following the review of the lessons learnt from winter 2013/14 to 2014/15 the key
issues remained the same which are:




the need for seven day working to include the role of senior decision makers to
maintain patient flow
continued pressures to be able to staff the service because of the inability to
recruit staff
by working as a whole system and continually reviewing pressures patient flow
can be maintained

It was noted that GP activity data is not included in the report.
It was RESOLVED that:
i)

15/247

the Committee noted the content of the report and work is ongoing in
preparation for winter 2015/16

Winter Assurance and Financial Overview
Jo Pollard presented this report providing details of the action plan and Winter
Preparedness timetable being taken forward to strengthen winter readiness. The Mid
Yorkshire System Resilience Group submitted their assurance plan to NHS England on
2 September 2015 and there is a conference call booked for 18 September 2015 to
receive feedback on the plan.
An updated funding paper was tabled at the meeting and it was noted that discussions
continue at the Executive Team meeting on the prioritisation of spending.
The following schemes have been approved:
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Support for West Yorkshire Out of Hours
Community Equipment Service Out of Hours
Pharmacy Urgent Repeat Mediation
MYHT balance for April/May extra bed capacity

A discussion took place and it was noted that further work is continuing to understand
the current arrangements in place and it was agreed that a further update will be
presented to the November IGC meeting.
It was RESOLVED that:
i)
ii)
iii)
iv)

15/248

the Committee noted the timetable for the winter plan 2015/16;
noted the NHS England assurance process;
noted that Mid Yorkshire SRG assurance plan was submitted to NHS England on 2
September; and
noted an action plan has been produced to address the areas which have ‘partial
assurance’.

Equality and Diversity Update
Laura Elliott attended the meeting to present this update on the following:







progress made with the CCG’s Equality Objectives
The Workforce Race Equality Standard (WRES)
Implementation of the Equality Delivery System 2 (EDS2)
The new Accessible Information Standard
Monitoring of provider compliance with the Public Sector Equality Duty (PSED),
WRES and EDS2
Share the proposed content for the CCG’s third PSED report to be published in
January 2016

It was noted that at the last quarterly Equality and Diversity meeting held in August it
was agreed that objective 4 of the CCG’s Equality Objectives should continue collecting
local data with a focus on Learning Disabilities and Carers.
Laura advised that the intention is to present the PSED report to the IGC in January
2016 prior to publication. Work to assess the CCG’s compliance with the goals will
commence in September 2015 and include engagement with members of the public
and patients, CCG staff and the Governing Body.
Sandra expressed her thanks to Laura Elliott and Granville Thelwell for their excellent
support to the Equality and Diversity agenda.
It was RESOLVED that:

i)
ii)

the Committee noted the contents of the report for information; and
supported the extension of Equality Objective 4 to gather data on Learning
Disabilities and Carers.
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15/249

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

Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 18 June 2015
(ii) NHS 111 West Yorkshire Clinical Quality Group – minutes of meetings held on
17 June and 15 July 2015
(iii) Quality Intelligence Group – minutes of meeting held on 14 July 2015
(iv) Mid Yorkshire System Resilience Group – minutes of meeting held on 2 July 2015
15/250

Consider future topics for Deep Dive



15/251

Winter Plan
Finance

Any other business
No other business.

15/252

Items to refer to Probity Committee


15/253

Following discussions regarding the GP Survey, GP Performance will be discussed
at the next Probity Committee meeting.

Date and time of next meeting:
Thursday, 15 October 2015, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Title of meeting:

Governing Body

Date of Meeting:

10 November 2015

Paper Title:

Clinical Cabinet: 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

17c

Information

Dr Adam Sheppard, Assistant Clinical Leader
27 August 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 27
August
Executive Summary:
27 August 2015
 Learning Disabilities Transformation – Presentation
 Three ENT pathways had been developed by an ENT Task and Finish Group as part of ENT transformation
with the aim of standardising care. Wax occlusion and unilateral hearing loss pathways to be published.
Review of tinnitus services to continue and pathway to be published subject to successful outcome of
review and MRI access change made to pathway.
 ASD Recovery Options – the proposed options for the recovery plan were supported
 MSK Update and Service Specification – service specification signed off for the community MSK service, the
community physiotherapy service specification to be developed as a separate specification linked to the
wider community service and a rapid review of services provided by The Grange and Phoenix Health
Solutions to be undertaken.
 Community Respiratory Service Extended Hours – the evaluation for the extension of hours for COPD
Admission Avoidance service was summarised. Full report to be presented at a future meeting.
 Progress noted of the Diabetes Foot service and agreed the service should continue.
 Improving Primary Care Access – Presentation
 Hospices – Patient Access – details of the rapid review were outlined. Noted a service review of wider
palliative care had commenced.
 GP‐IT SMS Texting – central funding for NHSmail SMS service due to expire 30 September 2015. Update to
be sent to General Practice.
 Local Service Provider Exit Paper – contract to utilise SystmOne ends in July 2016. CCGs and GP practices to
undergo a number of requirements to plan for exit and transition to a new contractual arrangement.
 Department of Health Consultation – plans outlined to reduce Local Authority Public Health Grant by
£200m from 2015/16.
 Clinical Cabinet Work Plan – updated plan incorporating feedback from previous meeting. To be presented
for approval in September 2015.

Agenda item : 17c (i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 27 August 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Stephen Hardy
Dr David Brown
Dr Pravin Jayakumar
Dr Debbie Hallott
Dr A Biswas
Dr A Carroll
Andrew Pepper
In Attendance:
Michele Ezro
Tom Jackson

Lay Member, WCCG (Chair)
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Chief Financial Officer, WCCG

Chris Makin
Tracy Morton
Ian Holdsworth
Lisa Chandler
Gill Day
Jeanette Miller
Jenny Feeley
Nyasha Mareya
Ian Wightman
Esther Ashman

Associate Director, Service Delivery & Quality, WCCG
Clinical Lead (Learning Disability Services) /
Consultant Psychologist, SWYPFT (Item 5)
Senior Commissioning Manager, WCCG (Item 5)
Senior Commissioning Manager, WCCG (Item 6,8)
Senior Commissioning Manager, WCCG (Item 7)
Senior Principle, Public Health (Item 9)
Senior Principle, Public Health (Item 10, 11)
Senior Engagement Manager (Item 12)
Urgent Care Transformation Lead (Item 12)
Senior Commissioning Manager, WCCG (Item 13)
Principle Associate- IT, WSYCSU(Item 14a, 14b)
Head of Strategy (Item 15)

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr C Harries, Dr A Furber, Jo Pollard, Dr P Earnshaw,
Dr P Wynn, Vicky Walpole, Pat Keane, Dr A Sheppard

2

DECLARATIONS OF INTEREST
Declarations of Interest were noted during the meeting from:
Item 8 MSK Update and Service Specification - Andrew Pepper on behalf of all GPs;
Item 10 Diabetes Foot Service – Dr Som De Silva.

1

3

MINUTES OF THE MEETING HELD ON 23 JULY 2015
Minutes of the last meeting for 23 July 2015 were agreed as correct with the exception of
Page 9 last para second line should read 11 true coronary care beds not Primary Care beds.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

Learning Disabilities Transformation
Tom Jackson attended from SWPFT to present the updated position on the Learning
Disabilities Transformation Programme. Michele introduced Tom Jackson and Chris Makin
referring to the presentations last month for mental health, all of which were to ensure that
Clinical Cabinet as commissioners were aware of the proposal under the transformation
programme.
Tom Jackson gave an overview of the SWYPFT transformation model for learning disabilities
and how that fits with:





National guidance to reduce health inequalities and provide a community service closer
to home with reduction in hospital placements from September 2015;
Joint Wakefield CCG and local authority review of services and commissioning which
made recommendations based on best practice and national guidance;
SWYPFT Transformation programme overall;
Working in partnership with WCCG and Local Authority to deliver LD services in an
integrated way.

The SWYPFT proposal included:












Appropriate distribution and utilisation of services;
Delineate community and inpatient services (lifting the balance to the community);
Establish an intensive community support MDT to support people with complex issues;
Provide Trust’s LD inpatient assessment and treatment (Category 2 beds);
Simplify the organisation of LD health services;
Proposal to organise all specialist services into a one single dedicated service and gave
background to the proposed structure of a stepped care model of support;
Provide focused specialist health services and establish a true SPOA for LD health
interventions;
A more responsive service at times of crisis/need by reducing barriers;
Promote clinical excellence and support evidence;
Invest in and develop integrated working arrangements with partners;
Ensure there is clarity around ‘who does what’

The benefits were noted as




Better quality services with better outcomes;
Clearer articulation;
Better engagement;
2



Better use of resources

Dr Brown queried working with the age range of the service to be offered and Single Point of
Access (SPOA). The access question was fundamental to delivery and SPOA would be direct
to the person who needs help rather than through another party. Dr Brown queried
working in teams and Tom Jackson responded that it would change with landscape with a
need to get clarity around who does what in respect of signposting.
Members queried the budget and who owns accountability, resource, how is it being spent
and it was noted that it was joint accountability. Dr Brown queried what was happening to
improve the quality of care and Chris Makin explained how it related to WCCG patients in
care homes e.g support in the least restrictive model.
MDT autism children diagnostic support was queried and Tom Jackson indicated that the
proposal was about dedicated clinical resource providing support.
Stephen Hardy thanked Tom Jackson and asked members if they were happy with the
direction of travel. Members indicated approval.
IT WAS RESOLVED
i)
ii)
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to note the presentation; and
approval of the direction of travel.

ENT Pathway
Tracy Morton attended and advised that three ENT pathways had been developed by an ENT
Task and Finish Group as part of ENT transformation with the aim of standardising care,
providing clarity to the service and bringing together the latest clinical guidelines all in one
place. Tracy indicated that if Clinical Cabinet were happy, the pathways would be published
on Map of Medicine and on Skyline. Tracy emphasised that the pathways and key elements
would need to be communicated with the service using methods available such as the
Networks., as opposed to them simply being published.
The Tinnitus pathway included referral into MYHT Tinnitus service, however Tracy informed
that this service was currently under review as it appeared that the service had been
reduced. Commissioners needed to understand why the service had been cut back and
what impact this was having on patients. This assurance was needed in particular if the new
pathway was published referring to the service.
Members further queried the Tinnitus services around whether the CCG were paying for a
service which was not being received and agreed this needed reviewing. They also wanted
assurance that the wax occlusion pathway would support the work currently underway to
ensure that microsuction was being accessed appropriately. Tracy explained that this was
being taken forward as a matter of urgency with the Trust. Dr Som de Silva explained
experiences shared within Network 5 and 7.
Dr Brown and Dr Jayakumar also wanted an amendment to the Unilateral Hearing Loss and
Tinnitus pathways to ensure that MRI scanning could be undertaken before a referral to ENT
(where MRI investigation is deemed necessary). Tracy agreed to make this amendment and
3

share the final versions informally with Clinical Cabinet members for review rather than a
formal update.
Dr Hallot queried whether GPs should be informed of the lack of Tinnitus services in
MYHT. Tracy explained that although there were issues to investigate there still appeared to
be a very rudimentary service available which included sporadic support groups and that all
audiologists are trained to deliver some support for Tinnitus.
The recommendations were:
i)

Agree to publication on Map of Medicine and Skyline, the ENT clinical pathways for

wax occlusion;

unilateral hearing loss (with MRI changes made); and

wider communication to GP practice staff, hospital clinicians and other providers

ii) Agree in principle to the publication of the tinnitus pathway (with MRI access changes made)
– subject to the review of the tinnitus service having a satisfactory outcome
iii) Note current review of the tinnitus service. Clinical Cabinet will be kept informed of the
progress and outcomes of the review.
IT WAS RESOLVED TO:
i)

Publish the wax occlusion and unilateral hearing loss pathways, but to ensure that the
MRI access change to the UHL pathway is made and shared with Cabinet members
before publication;
Continue with the review of tinnitus services and publish the pathway subject to the
successful outcome of that review. Similarly to ensure the MRI access change is made to
the pathway; and
Share outcome of the tinnitus review and the pathways with members for review rather
than bring back formal update

ii)

iii)
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ASD Recovery Options
Ian Holdsworth outlined the work with Mid Yorks which identified work streams in respect
of making progress re data validation, working with partners to identify risk, and identifying
options for recovery. Mid Yorks have taken proactive steps to add additional capacity,
however demand for the services still exceeded capacity. A QIA has been undertaken with
partners to mitigate risks arising during the recovery process.
Possible options for recovery were:







Add further capacity to Mid Yorks;
Commission an external organisation to undertake assessments;
Add clinical psychology capacity to SWYPFT to meet current demand for
assessments;
Add clinical psychology capacity to the LA to increase the capacity of the non-clinical
pathway;
Consider external hospital trusts to undertake assessments;
Increase capacity through developing coordinator and play therapy roles

4

Summary and recommendations
i) Clinical psychology through SWYPFT
ii) Clinical psychology through LA (non-clinical pathway)
iii) Play Therapist role through Mid Yorks
Recommendations were noted as:
i)
ii)

Support the options proposed for the recovery plan;
Acknowledge the outcome of the Quality Impact Assessment (QIA).

Dr Carroll commented on the approach taken by local authority, SWYPFT and Mid Yorks to
split costs.
Dr Brown queried specifically ASD and sustainability of the pathway in respect
of staffing. Ian Holdsworth responded that comments would be taken back to challenge
meetings and the ASD Transformation Group to develop the pathway to incorporate this in
to the strategy. Michele Ezro elaborated on this point.
Stephen Hardy commented that the Clinical Cabinet must have trajectory data, and it was
confirmed that significant work was underway with Mid Yorks to develop this. Dr Carroll
emphasised that Ian Holdsworth had worked hard with Mid Yorks, and highlighted the
development of the educational (non-clinical) pathway and arrangements for referrals to
come from all partners, rather than through GPs.
It was noted that an update would be brought back on the recovery process.
Members agreed to support the recommendations.
IT WAS RESOLVED:
i)
ii)
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To support the recommendations
Update to be brought back on the recovery process

MSK Update and Service Specification
Tracy Morton highlighted the three elements to the services;




Community MSK services currently provided by MYHT;
Community physiotherapy provided in 26 practices;
Community X Ray services provided at The Grange and Phoenix Health Solutions.

Timescales for re-procurement of these services was indicated to be the end of March 2016.
The recommendations were noted as :
i)
ii)

Sign off the service specification for the community MSK service;
Agree to the community physiotherapy service specification being developed as a
separate specification (but still linked to the wider community service) and for this to
be shared at the September meeting for approval;
5

iii)

Agree to a rapid review of the services provided by The Grange and Phoenix Health
Solutions to enable a decision to be made about these services within the tender
waiver timescale (31 March 2016). This would be brought to Clinical Cabinet in
October for approval.

Members noted that there was a need to get more information around procurement
options which could not be agreed at Clinical Cabinet.
Dr Harries had sent apologies and had emailed comments on this item which were shared
with members along with an email response from Dr Patrick Wynn in which Dr Wynn
indicated agreement with Dr Harries’ views, but the key factor was a need to make
progress. Andrew Pepper indicated he was not in favour of a Tender Waiver.
Tracy emphasised that this was about ensuring there would continue to be a Community
MSK service and that transformation of the wider MSK service would still be a priority to be
taking forward as a programme of work. This was to address Dr Harries’ views about the
overall service. Tracy indicated that they would do a roadmap for developing the service in
its entirety and bring this back to the October Clinical Cabinet. This wider work would be
undertaken in tandem with the procurements/reviews of the three community services
Andrew Pepper commented that GPs have shared conflicts of interest and he supported
the need for a quick review. Michele Ezro advised that MSK work had been carried over
from the PCT days with Tracy picking up mid stream to move forward.
Members were concerned specifically about the impact on patients around waiting
times and emphasised the requirement for proper data showing practice referrals with
conversation rates, particularly with respect to pain management. Tracy advised that she
would ensure these concerns were taken forward with the transformation work. Stephen
Hardy indicated that he was happy to work with Dr Sheppard to take a Chair’s action.
Dr Brown queried whether the six month exclusion criteria for people with back and neck
pain should be extended – or whether there should be any time limit at all and Dr Biswas
queried whether self referral would be an option. Tracy responded that she would discuss
this offline, including with the clinicians involved in the service who were helping with
development of the specification.
Members indicated support for the recommendations.
IT WAS RESOLVED:
i)
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To support the recommendations.

Community Respiratory Service Extended Hours
Dr Biswas introduced the Evaluation for the extension of hours for COPD Admission
Avoidance service, summarising the background around it being a 7 day service which
required an additional £50K to cover the winter period and retain staff. Dr Biswas
commented that it was an excellent service.
The recommendations were

6

i)
ii)

iii)

Note the progress of the extended hours for Admission Avoidance over the past
8 months (5 months of full operation) and recognise the potential of this project;
Seek to continue the extension of the service until the end of 2015/16 through
discussion with MYHT, as no source of funding of the additional £50,000 requested
to continue the service has been identified;
Include the extended hours as part of the Community Respiratory Service
commissioned from Mid Yorks Hospitals Trust from April 2016 if agreement can be
reached

Dr Som De Silva felt it was more than cost savings as Mid Yorks were struggling for beds so it
would be a major risk. Members noted that the funding for the service was £100K for a
year and queried why WCCG were being asked to support. Lisa Chandler emphasised the
benefits to CCG via reduced admission/ cost saving and also benefit to Mid Yorks to support
bed day savings. Andrew Pepper agreed that it was an important service which should be
taken into account with Mid Yorks, as WCCG funding was not available to support and
updated members on the challenges around this. Members agreed that further
discussions needed to be held with Mid Yorks and System Resilience over winter but
because of the timeline, urgent discussions would need to be held with Mid Yorks and that
Lisa should liaise with Jenny Feeley and Nyasha Mayer to agree how it would be taken
forward.
Members agreed that the outcome of the discussions should be brought back to the Clinical
Cabinet as a full report to September Clinical Cabinet.
ACTION: Full report on the outcome of discussions to be brought back to
September Clinical Cabinet.
IT WAS RESOLVED:
i)
ii)
iii)
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Note the contents of the paper;
Recommended that discussions in respect of funding issues were opened with Mid
Yorks and the System Resilience Group;
Bring back the outcome as a full report to the September/October Clinical Cabinet

DIABETES FOOT SERVICE
Dr Biswas introduced Gill Day and gave a brief overview to the background of the Foot
Protection Team to streamline the service and outlined thestaff which were in place to cover.
The funding issue was around the Vascular Nurse Gill Day attended to updated members
around the background of the Diabetes Foot Service to streamline the system emphasising
the impact of the requirement of a Vascular Nurse with initial funding requirement of £20K
which had been identified from the underspend.
Stephen Hardy asked if there were any funding issues and Andrew Pepper responded that the
service was funded to March 2016 to enable a review. Andrew also commented that the
service should be part of the community services within the Business as Usual element
towards becoming part of the block contract with Mid Yorks.
Dr Brown commented on the EQB community contract discussion which had been subject to
a great deal of debate.
7

Members indicated agreement with the recommendations which were:

i)
ii)
iii)

That Clinical Cabinet note the progress of the Diabetes Foot service and the Foot
Protection Team and the benefits identified from the 1 June 2014 to 31 June 2015;
Recommended that the Diabetes Foot Service continues
Due to the benefits already seen in this interim report, it is crucial that this work
continues and becomes part of the mainstream Mid Yorks contract in April 2016.

Dr Som De Silva indicated a conflict of interest re the Diabetes Group.
IT WAS RESOLVED
i)

11

To agree with the recommendations

DIABETES QIC AWARDS
Gill Day updated members on the background that Public Health had been shortlisted as a
finalist for the Diabetes Foot Service at the Diabetes QIC Awards. It was noted that the
awards would be announced at an awards ceremony on the 15 October 2015.

12

IMPROVING PRIMARY CARE ACCESS
Dr Jayakumar updated members on the background in respect of 24/7 care, general
healthcare and the engagement through networks with the aim to improve perceptions and
patient experience. The presentation included information and outcomes around patient
surveys including, ‘what matters most’, Walk in Centre survey, and around the Urgent Care
case for change model options, including next steps and milestones.
Dr Carroll queried the Walk in Centre contract being recommissioned particularly as there
was high usage by children and there was concern around how this would be covered in the
new proposal. Jenny responded that the new service would be developed to be live by April
2016. The LCD Walk in Centre had been consulted around a contract extension to cover the
interim period to mitigate the risks around the timescale. Jenny further indicated that the
CCG would need to make a decision around activity and whether it was a good use of
resource and highlighted the exceptional paediatric Emergency Department service
currently offered at Pinderfields.
Members discussed issues around patient access, stretched resources and reasoning behind
the changes. Dr Jayakumar further highlighted issues around getting patients into the most
clinical appropriate places which members discussed further. Jenny advised that it was also
about supporting Primary Care towards 7 day working to design an appropriate model
where patients could receive the right care at the right time at the right place.
Andrew queried whether the West Yorkshire Urgent Care/Primary Care Vanguard bid had
been considered and Jenny responded that the emergency care vanguard is going to map
out with what is being done across the whole of West Yorkshire. Andrew Pepper noted
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the benefit of WCCG being part of the West Yorkshire Urgent Care Network linking in this
development in Primary Care.
Dr Carroll queried whether any patient satisfaction feedback back had been done on the
Trinity triage which was confirmed and noted the proportion of appointments which were
saved.
Jeanette Miller updated members on the engagement events with public and patient over a
three week period with another 4 weeks to go. Information packs/questionaires t been
shared with GP practices/networks. Jeanette also reported on the involvement of Gps
surgeries. Engagement with PRG or in surgery waiting rooms was still needed in Networks
2, 3, 4 and 7.
The engagement period would finish 24 September and the engagement data from the
questionnaires and group meetings will be independently analysed. This would contribute
towards the decision making progress.
When asked for any current themes, Jeanette
emphasised a need for clarification on information to patients around what is urgent and
emergency care. Dr Brown commented on issues around Triage and stated that urgent care
was defined by what patients believed was urgent.
Jeanette advised that the engagement finds would be discussed with stakeholders. Stephen
Hardy suggested that it be an agenda item for the Governing Body Development Session. It
was also suggested that Network Chairs be invited although it was noted that there would
be a need to highlight conflict of interest. Decisions would therefore go to Probity
Committee.
Members noted that the information was on Skyline for feedback, and that it would also be
shared via the NDU if appropriate although there was the issue of conflict of interest with
GPs also being a provider.
Michele stated that in the first instance the discussions would be taken to Executive Team
where Jeanette would share the engagement report.
Members noted the contents of the presentation.
13

Hospices – Patient Access
Nyasha Mayera forwarded apologies from Dr L Wright and explained the background of the
paper outlining briefly the background behind the rapid review of access to hospice
admissions which was undertaken to assist the ongoing discussions and considerations.
The review aimed to analyse all patients who were referred and could not be admitted at
the point of referral between 1 June 2015 and 31 July 2015. The report highlighted:




Most referrals which were not admitted were due to unavailability of appropriate
Beds (i.e. observation/male/female bed);
Some referrals were not admitted due to being deemed inappropriate;
More detailed analysis of the rapid review outputs was required

The recommendations were
i)

Note the key observations from the rapid review;
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ii)
iii)

Note the national developments with regards to palliative care funding and the July
2015 draft NICE guidelines;
Note that a service review of wider palliative Care had been commenced.

Andrew Pepper welcomed the paper and indicated that value for money questions
regarding the Out of Hours service would need to be addressed and it was understood that
this was within the scope of the review. Andrew also updated members on the number of
additional financial support requests from hospices which would similarly require inclusion
in this review.
Stephen Hardy stated that it was a position statement and asked if members were happy
with the content which members confirmed.
IT WAS RESOLVED:
i)
ii)
14A

Note the paper and;
Approved the direction of travel.

GP-IT SMS TEXTING
Ian Wightman presented the GP IT SMS Texting paper which indicated that central funding
for the NHSmail SMS service was due to expire 30 September 2015. It was believed that
rising costs was caused by unconstrained usage which would be reduced by devolved
control, local funding and local accountability for the SMS service contracts.

The recommendations were




The CCG agrees to the EE contract;
All practices are offered the use of SMS CCG funded texting;
All practices should ensure their outward bound messages are within the 160
character length.

Members noted the paper and after further discussions around the implications, it was
further noted that Ian Wightman would send a message out to GP to update accordingly.

14B

LOCAL SERVICE PROVER (LSP) EXIT PAPER
Ian Wightman reported that the CSC local service provider (LSP) contract to utilise SystmOne
is approaching its end in July 2016. CCGs and GP practices need to undergo a number of
requirements to plan for exit and transition to a new contractual arrangement involving
i)
ii)

Moving all LSP procured clinical systems in GP practices to another contractual
arrangement (in this case to GPsoC);
Undertake an equitable selection process within each LSP practice in order for the
practice to make an informed decision in respect of its intentions to either :
a.
Maintain with its present clinical system supplier (TPP) or;
b.
Migrate to an alternative GPSoC clinical system supplier.

The recommendations were
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i)
ii)
iii)

The CCG encourages and supports the effected practices to follow the mandated
process;
All effected practices are offered the support in completing their evaluation;
Ensure all effected practices complete selection process within the timescales and
advise the CCG of their decision in writing.

Ian Wightman indicated that a message would be send out to advise that the change must
be made and to evaluate the system. Andrew Pepper thought that a discussion first would
be appropriate. Dr Brown wondered whether a Business Case change was required and
Ian Wightman responded that it would only be required in the case of a procurement rather
than change of system.
Members approved action as per recommendation (i).
IT WAS RESOLVED
i) Noted the paper;
ii) Approval of recommendation (i)
15

DEPARTMENT OF HEALTH CONSULTATION OVER PLANS TO REDUCE LOCAL AUTORITY
PUBLIC HEALTH GRANT BY £200M FROM 2015/16
Esther Ashman presented the paper which outlined that the Department of Health are
proposing an in year budget cut equivalent to £200 million is being applied to public health
nationally. It was noted that if a flat rate were applied to Wakefield this would equate to a
cut of £1,511.00. Public Health identified that the greatest impact from budget cuts would
be in the following areas:






Interventions to reduce obesity
Smoking cessation
Child health
Drug treatment services
Sexual health (including contraception)

Members noted that Anna Middlemiss had written the paper which incorporated a
proposed response to the three questions (Options A, B and C) asked by the Department of
Health.
The recommendation was:
i)

That the Clinical Cabinet consider the proposed response to the consultation
outlined by Public Health and discuss and agree whether they wish to support the
consultation response.

Members noted the paper and indicated support for Option B. Esther suggested that a
letter of support was compiled and Stephen Hardy expressed concern about the impact on
future funding from WMDC to Public Health which the Clinical Cabinet had not been asked
to take a view on which could be a potential problem if not ring fenced. Members
discussed further and it was noted that Esther Ashman would discuss with Dr Sheppard
about how it should be taken forward.
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IT WAS RESOLVED:
I)
II)

Noted the paper;
Support for Option B subject to further discussion between Esther Ashman and
Dr Sheppard.

ACTION: Esther Ashman to discuss the proposed recommendation and implications with
Dr Sheppard
16

DELIVERY PLAN / QUALITY PREMIUM
Members noted that an update on Planning and Intentions 2015/16 would be brought to the
September Clinical Cabinet

17

PLANNED CARE ASSURANCE AND UPDATE
Vicky Walpole was unable to attend Clinical Cabinet and had submitted the report to provide
assurance but members thought that the action plans/risks had not been addressed
sufficiently. The report for September Clinical Cabinet should be detailed with a risk
assessment and should also include Community Gynaecology Services Review.
Member noted the report.
IT WAS RESOLVED:
i)

To note the contents of the paper

ACTION: The paper for September to include detail around risks and a review of
Gynaecology Services
18

CLINICAL CABINET WORK PLAN: UPDATE
Michele Ezro reported that the Work Plan had been updated to incorporate the feedback
from the last meeting including Integration update, to reflect comments and include any
brought forward action log issues.
The intention was to bring back the Work Plan to the September Clinical Cabinet for sign off
of the process. It was noted that the Work Plan was considered a positive tool in planning
ahead and was a good working document.
Members indicated approval.
Dr Som de Silva wondered if contracts needed to be reviewed as a possible cost cutting
process and Andrew Pepper indicated that work would be done through the Networks in
November.

19

CLINICAL NETWORK
No items discussed.
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20

Any items for escalation to Probity Committee
Item 12 Primary Care Access was highlighted for escalation to the Probity Committee.

21

Minutes from Sub Group
No minutes to note.

22

Any Other Business
No other items were discussed.
Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 10 September 2015
12.00 – 1.30pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 24 September 2015
09.00 – 12.30 pm
Seminar Room, WRH
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Andrew Balchin, Corporate Director Adults Health and Communities
13 August 2015

Recommendation:
It is recommended that the Governing Body receive and note the minutes of the Connecting Care Executive
meeting held on 13 August 2015.
Executive Summary:
Connecting Care Executive Meeting held 13 August 2015 considered the following items:








Integrated Community Equipment Scheme Update: Managing Demand – Pressure Care Update/Options
Appraisal
The Connecting Care Executive agreed to continue to support the work underway in this area noting a
further update will be brought to the October meeting.
MsCP Vanguard Business Case
Discussed proposal for two formal Vanguard sub groups to the Connecting Care Executive. To be discussed
further as part of the October Joint Commissioning timeout session.
Exception Report
The Care Home Vanguard approval of the Value Based Proposition is still pending. Connecting Care
Executive discussed timescales and progress of the Care Home Vanguard.
Better Care Fund (BCF) Pooled Financial Monitoring
Discussed key figures in the summary reports of all three schemes within the BCF and the BCF pool of
resources. Agreed this would be further discussed at the October Joint Commissioning timeout.
Gateway to Care (G2C): Request for Initial Transition Resource
o Proposal on the phased delivery of implementing G2C was outlined and discussed.
o Funding request approved.
o Under collaborative commissioning, procurement would be for the Local Authority to host G2C. The
Connecting Care Executive agreed to this approach.
o The Connecting Care Executive agreed phase one access will be for Adult Integrated Services only.

Agenda item: 17d (i)

Connecting Care Executive meeting
Thursday 13 August 2015
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Jo Webster (JoW)
Chair for agenda item 9
Melanie Brown (MB)
Jo Pollard (JoP)
Andrew Pepper (AP)
Dr Ann Carroll (DrC)
Andrew Furber (AF)
Neil Hardwick (NH)
Dr Adam Sheppard (DrS)
Angela Nixon (AN)
Adam Robertshaw (AR)
In attendance:
Janet Wilson (JW)
Sharon Wallis (SW)
Michelle Domoney (md)

Corporate Director Adults, Health and Communities, WMDC
Chief Officer, WCCG
Programme Commissioning Director Integrated Care, WCCG
Chief of Service Delivery and Quality, WCCG
Chief Finance Officer, WCCG
GP Board Member, WCCG
Director of Public Health, WMDC
Finance Manager, Children and Young People Services, WMDC
Assistant Clinical Chair, WCCG
Finance Manager, Adults Health and Communities, WMDC
Finance Manager, Strategic Projects, WCCG

Public Health Principle Support to Health and Wellbeing Board,
WMDC
Programme Manager, Connecting Care, WCCG
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Nichola Esmond (NE), Helen Sweaton (HS), John Wilson (JW), Sarah
Fatchett and Dr Chris Jones submitted their apologies.
Declarations of Interest:
AB declared an interest in agenda item 9: Gateway to Care: Request for
Initial Transition Resources.

2.

Minutes from 9 July 2015 meeting:
The minutes were accepted as an accurate record.

3.

Action Log:
Reviewing the action log, the following updates were given:
 20150409‐003: AB advised he intends to consolidate all outstanding

1

ICES actions and following Sharon Wallis’ excellent work, believes the
basis is there for a solid stakeholder meeting;
 20150409‐005: MB advised as a result of an ongoing national review
into Public Health, the procurement of some wellbeing services,
including NHS Health Checks, has been placed on hold whilst the
outcomes and implications of the national Public Health consultation
are understood, however, the Council will continue to progress a
procurement exercise in October 2015 for the wellbeing service. MB
has also received a briefing from Joanne Hincliffe (JH) which shares
evidence and rationale explaining why the Public Health team are
going out to tender and next steps.
The CCE discussed this update including the original Public Health
procurement included proposals which also included a procurement
exercise for Health Checks; asking was this element now excluded from
the proposed procurement in light of the national Public Health
consultation? Both MB and AF confirmed this to be the case. JoW
advised this message needs to be communicated clearly to General
Practice and suggested some communication to Primary Care from
Pubilc Health team. ACTION: Andrew Furber.
The CCE also discussed if the Wellbeing Service Procurement needs to
be presented to Clinical Cabinet. After some discussion, the CCE
agreed JH should present the proposals for discussion at Informal
Clinical Cabinet. ACTION: MB to advise Jo Hincliffe to attend Informal
Clinical Cabinet.
 20150611‐022: AF advised Anna Middlemiss (AM) has produced a
briefing note for CCG colleagues explaining the detail of Public Health
cuts. ACTION: AF to circulate briefing note to CCE colleagues.
The CCE discussed the decision making process regarding where the
potential local Public Health cuts are to come from and where the CCG
can influence any decisions as Commissioners. In discussion, AF
advised a list of potential areas where monies could be taken from is
being produced prior to council members making a decision. AB added
this list should be shared with the CCG, however advised Council
members will not make quick decisions as all implications need to be
understood.
Discussing the Public Health financial implications of any national cuts,
it was advised:
 Clarity should be obtained regarding if the cuts are to be a one off,
or if they are to flow into future years; suggesting that the
implications of both should be fully considered by the CCE;
 The outcome of the spending review should be available at the end
2



of November;
The Local Authority are being told to plan by 2020 for 40% cuts. AB
advised this is the top end which the Chancellor is looking for,
however the detail behind that and the follow through into a local
government settlement will not be available until early December
2015.

The CCE also discussed where decision making engagement needs to
take place given the implications so that these are understood by all
partners. It was therefore suggested that a private discussion is held
at September’s CCG Board. AB agreed to review the timescales to
possibly attend the private session of September’s CCG Board meeting.
ACTION: Spending cut timescales to be reviewed at September’s CCG
Board in Private Session.
 20150611‐024: MB confirmed the continued funding of the ICES ‘Out
of Hours’ service has been added to the SRG scheme list and is pending
approval.
 20150611—028: MB advised the Vanguard Pioneer programme (VPP)
is pulling together an international community programme which will
provide access to international speakers. WCCG has recommended
Buurtzorg and are now waiting for this to be developed and as a result
the Buurtzorg visit has been placed on hold.
 20150611‐031: AR advised Better Care Fund (BCF) financial reporting
will be completed every quarter, one month in arrears. More (high
level) BCF reporting will be made to NHS England (NHSE) once a
quarter, two month in arrears; the next being due on 28 August 2015.
AP added he felt there was something which could be done to simplify
the information regarding schemes we are currently investing in and
how that investment is performing and has suggested this is what
teams should focus on for next month.
Progress updates for all remaining actions are noted on the action log.
Joint Commissioning Session: 22 July 2015:
An update paper will be presented for the next meeting, however MB
advised on some of the immediate actions which were agreed:
 Esther Ashman (EA), AM and MB to meet to discuss the scope of a joint
planning discussion paper;
 There will be an opportunity for Mental Health and Learning Disability
leads across the local authority and WCCG to work together in
developing a scoping paper;
 Further sessions are planned for 22 October 2015, 23 November 2015
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and late January 2016.
MB added ongoing programme work continues and colleagues will meet in
September to begin developing scoping papers in preparation for the
October session.
Better Care Fund (BCF):
MB confirmed the BCF has been signed off by all parties. On behalf of the
CCE, AB thanked everyone involved in this piece of work and noted the
good co‐operation between organisations.
Acknowledging its significance JoW suggested a joint communications
piece is undertaken to give the Wakefield public confidence that the Local
Authority and Health have formally signed off the BCF Partnership
Agreement.
4.

DISCUSSION ITEM: ICES ‐ Update: Managing Demand – Pressure Care
Update/Options Appraisal:
Referencing her supporting paper, SW provided an update on equipment
ordering; specifically expensive dynamic systems, mattresses etc. on
discharge from hospital as a result of her explorative work with MYHT
clinical colleagues and the Local Authority, adding:
 It is recognised other are systems available, however, the best
products need to be identified and staff need to be educated so they
are informed on the benefits/advantages/disadvantages etc. of the
equipment they use;
 Discussions with the Tissue Viability Nurses (TVNs) have been well
received and they have done some work themselves regarding the
current decision support tool;
 Some of the current tools, do not give staff the confidence in choosing
the right product, products are limited to either high or low support
systems; there is very little in between and staff need confidence in
knowing there is enough evidence to support the use of any product;
 More work is required with ICES regarding alternative equipment;
 There are changes required regarding monitoring and ordering
equipment and it has therefore been suggested that TVNs act as
gatekeepers for expensive systems;
 A further meeting is to take place in September where more
explorative work will take place in order to obtain the clinical backing
and assurance required to support MYHT staff choose better, the
decision support tool is to be reviewed and assurance is to be gained
from ICES that the different products they are suggesting can meet
patient needs.
The CCE discussed the update and supporting paper.
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In discussing the timeline for completion, JoW agreed the right approach
was being taken, however expressed concern regarding pace; advising the
ICES budget is under increasing pressure and there needs to be an urgent
understanding regarding the pace of implementing the new proposals. SW
confirmed MYHT do have a protocol in place which supports current
processes, however any changes will require governance approval. SW
added she would like to present a robust proposal at Octobers CCE
meeting.
The CCE also discussed existing equipment and how this will be recycled to
ensure equipment does not become ‘storage’ and obsolete. SW advised
the shelf life of a Nimbus mattress (for example) is 10 years and the stock
ICES have available is old. In addition, there is not enough stock of the
high dynamic systems to meet the current demand therefore risks in this
area are not expected.
In discussion, AF raised a note of caution, advising mattresses were
initially focused on as they were the biggest contributor to budgetary
pressures, however the initial context for this piece of work was rising
demand and therefore AF felt (in due course) consideration needs to be
given to how the learning from this process might be applied to other
areas because the demand for equipment is still increasing. In discussion,
SW suggested consideration needs to be given to the cause of patient
pressure sores in the first instance to prevent them from happening and to
perhaps, review if there is a high number of incidents of patients being
discharged with pressure sores.
Following all discussion, the CCE agreed to continue to support the work
SW is doing and that an update would be given at a future CCE meeting to
advise on progress and reflect on the learning; not only how it might be
applied throughout the rest of ICES, but also how that reflects on the way
in which we operate in the future across other difficult areas. ACTION:
ICES Pressure Care Update to be given at future CCE meeting.
5.

SW

DISCUSSION ITEM: MsCP Vanguard Business Case:
Dr Chris Jones and Sarah Fatchett were unable to attend today’s meeting,
however, the CCE agreed to consider some governance proposals for both
the Vanguards.
MB advised within the district currently, there is an opportunity to have
two business cases (Care Home and MsCP Vanguards) approved by NHSE
in the next few weeks, however consideration now needs to be given to
managing governance (something not envisaged when developing the CCE
Terms of Reference) (ToR). Therefore, the initial suggestion is to create
two vanguard sub groups to sit underneath the CCE. MB advised:
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 Consideration would need to be given regarding membership and how
value based proposition resources etc. are to be managed as the CCG
will be asked to assure how these resources are spent;
 There needs to be confidence in the assurance process to ensure the
CCG is safe;
 Conflicts of interest will need to be managed through any revised
governance arrangements;
 The ToR would need to be presented to Governing Body and Health
and Wellbeing Board (HWBB) for approval.
MB added these ideas are still to be worked through and advice is
currently being obtained from governance colleagues, however MB asked
CCE members for any challenges or reflections about moving forward.
Following a conversation with the Financial Director of the Vanguard
process, AP advised:
 The vanguards are still to be formally signed therefore only initial funds
of £150k for each vanguard have been received. AP understands
vanguard allocation moves quite quickly and the monies will flow into
CCG books and therefore agreed governance is required due to the
significant amount of money and risk involved. The transformation
fund nationally is only for 2015/16 though some of the expenditure
lines could be recurrent therefore a way of managing that risk needs to
be found;
 Paul Bauman (CFO for NHSE) has asked for some of the savings
estimates for the MsCP Vanguard to be put into context i.e. what
percentage of the reduction of emergency admissions is our total etc.
 A briefing note is to be prepared regarding Wakefield’s local health and
care economy overall financial challenge, though not necessarily a
financial note. This is to be with Paul Bauman’s office before Thursday
of next week.
The CCE discussed the proposal of Vanguard subgroups. JoW confirmed
the CCE should have some accountability in terms of future sustainability
of models and what we collectively understand as joint commissioning in
terms of workforce, finance etc. and therefore requires a link to the
Provider Alliance. In addition, it would be right to set up these new groups
as formal sub groups to the CCE and therefore the Chair would sit as a
member of the CCE and be accountable to the CCE for actions the sub
group undertakes, however the Chair and sub group members would need
delegated authority to be able to make decisions with committee
involvement and within overall standing financial instructions limit,
therefore membership of both sub groups needs to be considered. JoW
advised if the governance arrangements are not completed quickly, it may
require JoW and AB to approve via delegated authority; adding that the
expenditure is currently being spent for both Vanguards therefore this is
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open to external audit of the CCG.
AB added there needs to be a collective understanding of some of the
financial risks concerning this; advising there is a tension which is explicit
within the Vanguard programme that the government want to promote
and see change whilst funding is short term. In addition, there is a risk at
the moment whether it be CCG non recurrent funding or vanguard
funding, where we are pump priming; adding to activity and the amount
of risk is increasing quite considerably and the totality of that needs to be
understood i.e. do we feel confident that short term additionality will
deliver the kind of change, reduction in costs and improvement in the time
available. In discussion, AP advised he could produce a simple financial
summary of inputs and outputs and that would start to frame that
AP
discussion in terms of scale of risk for the next meeting. ACTION:
Financial input and output to be created for next meeting
In terms of understanding risk, JoW advised she would expect our
organisations, to have some idea of the financial risks associated with the
£2.4m requested as part of the MsCP vanguard and there should be a high
level of understanding of all the risks described, however there is
something regarding the acceptance and ownership of that risk and
mutual accountability with Providers and felt this could be built into
discussions at the October Joint Commissioning Session as that might
inform the risk share arrangements for next years contracting round.
Following all discussion, the CCE agreed October’s Joint Commissioning
timeout will include some time spent discussing the issues raised today.
6.

DISCUSSION ITEM: Exception Report:
Referencing her supporting paper and confirming the Care Home
Vanguard approval of the Value Based Proposition (VBP) is still pending,
MB advised an initial request was made to mobilise an MDT for October
2015 however, due to the VBP not yet being approved, MB asked if that
timescale was now realistic for MYHT; adding if the October timescale is to
remain, discussions need to take place with the Provider regarding them
sharing some of the risk. MB added she did not believe MYHT are able to
commence MDT recruitment without a signed contract variation in place,
however, suggested to avoid reputational damage as part of the vanguard,
this view could be explored and the risk shared between CCG/MYHT.
Additional options would be to review the timescales to make them more
realistic or for all Providers (not just MYHT) to share the risk with
Commissioners. MB therefore, asked the CCE to consider the content of
her report, the options available and asked for advice on how to progress
with Providers.
In discussion, MB advised there is no pressure from the National Team as
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they do not expect the new models of care to be implemented until April
2016; an October 2015 date was set to allow for any refinements prior to
April and to support the district’s system resilience readiness. In addition,
there is £150k available to the Care Home Vanguard which could be
redirected now and be prioritised for the MDT.
The CCE continued to discuss the timescales and progress of the MDT.
JoW advised it is a priority that both vanguards are working towards a
resilient winter and getting these models in place whilst recognising they
are part of a longer term strategy as well as a resilient winter and
therefore felt (if there is confidence in obtaining approval) some risks
associated regarding the £150k should be taken to get things up and
running.
7.

DISCUSSION ITEM: Better Care Fund (BCF) Pooled Financial Monitoring:
After reminding CCE members of some of the financial elements of the
BCF (allocations, contributions etc.) financial monitoring and referencing
his supporting papers (concentrating on the year end outturn) AR talked
CCE members through the key figures noted on the summary reports of all
three schemes within the BCF; specifically highlighting the following:
 Due to one process or another, double counting has taken place within
the first variance (funding for the Care Act), which has resulted in
£1.3m shortfall in the funding budget;
 Current commissioning expenditure across the three schemes shows
£37k more is being spent than originally thought.
The CCE discussed the £1.3m shortfall during which AP confirmed at
present, there is no source of funding to cover this additional cost. The
CCE also discussed how much of this was recurrent and non‐recurrent
monies. MB advised it is not known at this stage if the Care Act resources
are non‐recurrent, however AB advised it is being spent on the basis that
it is non‐recurrent, though AN added there would be a recurrent element
contained within it.
JoW expressed concern that funding to cover the £1.3m shortfall has not
been identified and therefore wanted to know where these funds would
come from, adding when the Care Act and the associated risks were
discussed the idea was to re‐design ‘the whole’ in order to create
efficiencies to cover the recurrent elements; this is a discussion which
needs to take place with Providers as the Care Act monies have to come
from the £42m contained within the BCF.
Continuing these discussions, MB asked if the shortfall was £1.3m or
£955k. AP confirmed it was £955k. AN added £350k is identified as
Capital, however when the allocations came through, the Local Authority,
we were advised that that had to be found within other Capital
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allocations. MB added that she felt the BCF guidance has been really
unhelpful throughout the process, therefore any misunderstandings have
been genuine, however we do need to get to a position of understanding
regarding the £955k and what we have to contribute to that £955k in the
system. AB added Wakefield are not the only district struggling with this
and therefore suggested time is spent at the October Joint Commissioning
session to review the overall BCF risks and shortfalls; suggesting that the
totality and implications for the BCF going forward need to be considered.
JoW agreed there does need to be discussion; asking if costs are being
incurred, where are they being funded from? ACTION: JoW and AB to
discuss potential shortfall money sources in their meeting on Monday.

JoW/AB

Returning to his papers, AR continued to talk the CCE through the details;
highlighting the following:
 There is now approximately a £160k reduction in the actual amount of
BCF services the CCG would commission;
 The majority of the underspend in scheme one is regarding the
implementation of the Care Act;
 There is movement/shuffle between schemes one and two of £420k;
 There is currently a projected overspend of £736k for scheme three
(ICES) and therefore an ongoing cost risk associated with this scheme.
AN added this is being carefully monitored on a monthly basis;
 All numbers are forecast positions against the original submission.
AB acknowledged the importance of obtaining a collective understanding
to consider what we are going to do as a CCE regarding the current
position and what actions are being taken etc. and therefore suggested
these discussions are brought to October’s Commissioning timeout as
these discussions develop, a narrative regarding what we are doing from a
service and commissioning perspective is to be developed to support
finance colleagues.
In discussion, JoW advised we need to know as soon as possible the
difference between what cash needs to be found this year and what are
the longer term risks; adding the cash to be found is this years risk, whilst
the long term sustainability is a conversation to be had with Providers as
part of the contract rounds for next year to ensure current services are
redesigned to make them sustainable.
11.

FOR INFORMATION: Section 256 Arrangements:
Although this item was for information, AB advised a conversation
regarding how this links to the financial discussions held earlier needs to
be held and suggested this is done outside of the meeting. ACTION:
Conversation to take place outside of the CCE meeting.

AN/AR
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12.

FOR INFORMATION: Wakefield EOI for Workforce Pioneer Support
Programme:
This agenda item was noted if CCE members have any questions, they can
raise these direct with the lead outside of the meeting.
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FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on others:
No items raised.

14.

FOR INFORMATION: Proposed Work Programme:
This agenda item was noted.

8.

DISCUSSION ITEM: Children and Young People Commissioning:
JoW advised this item had been requested to obtain a full understanding
of the commissioning agenda for Children and Young People, however
although the supporting paper is good, JoW requested a debate takes
place at the next meeting due to pending decisions regarding Children’s
commissioning.
The CCE agreed to re‐table this agenda item for discussion at the next
meeting.

10.

DECISION ITEM: ASD:
DrC suggested this item is deferred until September’s meeting, however
advised significant progress is being made and a paper requesting funding
is to be presented at Clinical Cabinet for final approval.
The CCE discussed why the ASD paper was to be presented at Clinical
Cabinet and not to the CCE when the CCG are joint commissioning with
the Local Authority. In discussion JoP advised there is now a recovery plan
in place with MYHT which should address the waiting list in Wakefield.
Following discussion, DrC agreed the paper presented at WCCG Executive
Team, which outlines details of the recovery plan needs to be presented at
Septembers CCE meeting for a wider discussion.
Discussing if the paper still needs to be presented at Clinical Cabinet, AP
advised there are additional internal reasons why the paper still needs to
be presented to Clinical Cabinet, and therefore it should still be presented
at that forum.
Andrew Balchin left the meeting prior to the next agenda item.
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9.

DECISION ITEM: Gateway to Care (G2C): Request for Initial Transition
Resource:
JJ tabled a paper outlining the proposed phased delivery of implementing
G2C advising the following for phase one:
 A single telephone number would be launched in October 2015
together with a business case and detailed the processes for
implementation;
 The single telephone number provides a series of options for callers to
choose from depending on the service/help required;
 The system will make use of telephony, technology and existing teams;
 This proposal is out for discussion within the Provider Alliance and has,
therefore not yet been approved.
The CCE discussed phase one, during which it was clarified that the
proposal means that (corporately) there are no changes besides the
introduction of one telephone number.
Children’s Services were also discussed. The CCE agreed that, at the point
of approving the proposal, JJ must obtain assurance from John Wilson
(JW), to ensure he (as Corporate Director, Children and Young People's
Services) is happy with the proposals before implementation.
Regarding phase two, JJ advised:
 Existing teams will be brought together and based at Wakefield One;
 The single telephone number now offers only 2 options for callers to
choose from;
 There needs to be capability to have a ‘live’ and electronic ‘hand off in
the event of complex calls i.e. there needs to be capability within the
Hubs to pick up such calls by a qualified person;
 The lead professional will be a care co‐ordinator and predicated by the
main presenting problem.
For both phases, JJ advised the one telephone number will only be
available to professionals, adding that any lessons which need to be learnt
from this process will be followed up to ensure confidence in the system
and process prior to the service being advertised to the general public.
The CCE discussed the proposal received on behalf of the Provider
Alliance. In discussion, MB reminded CCE members there are no
additional recurrent resources available for this service moving forward;
adding this is an interim solution to support the District ambition to invest
in schemes to increase winter resilience, however consideration needs to
be given to additional options once the implications of new models of care
are fully understood.
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The CCE also discussed access to Children’s Health, particularly Health
Visitors as phase two only details two options; neither include Children’s
Health. In discussion DrC confirmed Health Visitors have their own
contact system, however they should be contacted via the early help hub
and therefore this is why a conversation needs to take place with JW and
possibly Helen Sweaton (HS) also. JoW added how Children’s Care and
Services are accessed needs to be understood and suggested a discussion
takes place outside of this meeting. It was also suggested that, until a
confident level of understanding can be achieved, G2C goes ahead for
Adults Social Care Services only and that nothing changes regarding
Children’s until a later stage (perhaps phase two).
The suggestions regarding Children’s services were discussed further;
including clear communication to all professionals that they continue to
do what they do now for Children’s. The CCE agreed the initial scope of
G2C should be for Adults Social Care Services only; Children’s are to be
considered at a later stage. ACTION: Conversation needs to be held with
JW regarding how to engage in conversation with Children’s Services as
part of implementing for phase two of the new model.

JJ

The CCE also discussed the logistics and resilience of starting the one
number in October including capacity to deal with the calls received, will
calls being stacked be avoided and, has the system been tested etc. JJ
advised the system has not been tested, however there are plans to do so.
As part of the transitional resources requested, the following will be
resourced:
 A PM for 6 months;
 3 months back fill for SWYPFT;
 Implementation plan for phase one;
 Quality impact assessment for phase one;
 Communications plan for phase one;
 Business case going forward.
During discussions, the following recommendations were made regarding
the tabled paper:
 The Mental Health Crisis number should be noted for information;
 There are no onward referral solutions for mental health;
 Once approved, a whole communications piece needs to be done;
 Language regarding onward referral needs to be changed
(professionals will want to know patients are being cared for; not being
passed on);
 Reviewing the response times to ensure they are fit for purpose.
After all discussions the CCE:
1)
Acknowledged a requested for funding of £67k and identified that
there is a budget for this. The CCE approved this funding request.
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2)

3)
4)
5)

6)
7)
8)

9)

10)

Discussed procurement, advising under collaborative commissioning
the procurement would be for the Local Authority to host G2C. The
CCE were asked to approve this to be the case and that it fits within
procurement principles. The CCE agreed to this procurement.
Emphasis on the readiness to prepare for a resilient winter so
milestone of October still remains
The need to move to one number from the seven access points
available is business critical for Connecting Care Hubs
Discussions must take place with John Wilson to ensure he is
comfortable with arrangements after comments about the
Children’s G2C access
CCE agreed to remain with the existing scope in this first phase and
to keep the focus on access for Adult integrated services
QIA assessment on phase one required by Provider Alliance
Assurances are needed that all the partners of the Provider Alliance
are all supportive of this approach to provide these first steps to
mobilising the Gateway to Care
Acknowledgement that with District’s learning and journey of our
new MOC vanguards we need to be open to other models once
there has been enough time to fully understand activity levels and
challenges of implementing access for the Connecting Care Hubs
Reminder that the funding envelope for Gateway to Care is the
existing resources for current services being delivered, there is no
additional recurrent investment for this service

On behalf of the CCE, JoW acknowledged the work undertaken and
thanked JJ for getting to this point.
15.

Any other Business:
No items were raised.

16.

Date and Time of Next Meeting:
Thursday 10 September; 9.00am to 11.00am; 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 28
July 2015 and 22 September 2015.
Executive Summary:
28 July 2015
Update on Primary Care and General Practice development





Work is taking place to review the standards of general practice development, contact arrangements,
workforce development and integrated care.
GP Networks are looking at a model for 24/7 access to general practice.
Public engagement is scheduled from 10 August 2015 regarding the future of primary care services.
Wakefield District currently has 2 Vanguard schemes in place.

Primary Care Co Commissioning





Framework developed which is shaped around GMS contract with 40 practices.
Transfer of due diligence from NHS England to the CCG is successfully taking place.
Following the demise of WYCSA, this function has transferred to Capita with effect from 1 June 2015.
Draft Memorandum of Understanding (MoU) has been agreed to define the relationship between the CCG
and LMC.

Review progress against the co‐commissioning transition plan




Some practices have approached the CCG regarding practice mergers and demergers and a localised
standard operating procedure has been agreed with NHS England.
Process to be led by NHS England for any practices that wish to demerge.
All practice federations will require CCG approval.

Network Development Framework
 Thirty four practices have 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 have provided 33,943 additional patient contacts in Q1.
 Total additional contacts provided by practices in the first year five quarters of the NDF is 175,769.

22 September 2015
Branch Closure – Orchard Croft; request to proceed to public consultation




Request to proceed to public consultation to close the branch surgery at Netherton.
Quality Impact Assessment to take place.
Delegated authority to Rhod Mitchell, Sandra Cheseldine and Greg Connor to consider the proposal and
agree to the practice undertaking a patient engagement and communications exercise focusing on service
provision and patient benefits.

Offer of ‘Out of Area Registration: In hours urgent primary medical care (including home visits) Enhanced
Service’ (also known as ‘GP Choice’)



National initiative by NHS England, where GPs undertake home visits for patients who are registered with a
different practice near their place of work.
Out of Area Registration Enhanced Service to be re‐offered to practices at the existing rate of £60 per Home
Visit with a view to improving uptake and coverage.

Potential Contract Breach Notice – King Street



King Street Health Centre delivers two separate contracts; a GP practice (three thousand patients) and a
Walk‐In Service. 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. Breach notice to be issued.
Quality Impact Assessment to take place and processes to be established to work with the Health Centre in
respect of safety, care and patient flow.

Provision of GP Services to Westgate Hostel, Wakefield Clinical Commissioning Group





Westgate Hostel is a facility for young offenders recently discharged from prison.
Agreed to give 6 months’ notice to Grove Surgery of the intention to decommission the provision of a GP
service from 31 March 2016.
Work with Grove Surgery and Westgate Hostel to put systems in place to encourage registration with a GP
practice.
Communicate with neighbouring city centre practices to inform them that they may be approached to
register patients from Westgate Hostel.

Agenda item: 17e (i)
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Minutes of the Meeting held on 28 July 2015
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15/8

Apologies
Apologies were received from Jo Webster and Kathryn Hilliam, NHS England.

15/9

Welcome and Introductions
Rhod Mitchell welcomed everyone to the second meeting of the Probity
Committee.

15/10

Declarations of Interest
No declarations were made.

15/11

Minutes from meeting held on 14 April 2015
The minutes from the meeting held on 14 April 2015 were agreed as an accurate
record.

15/12

Actions from meeting held on 14 April 2015
All actions were noted.

15/12

Matters Arising
There were no matters arising.
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15/13

Update on Primary Care and General Practice development
Dr Greg Connor updated members regarding the primary care strategy. The
committee welcomed Catherine Wormstone to the CCG who will support the
primary care and co commissioning agendas. Work is taking place to review the
standards of general practice development, contact arrangements, workforce
development and integrated care.
Work has commenced via the network development unit to develop the future
of general practice. It was noted that GP Networks are looking at a model for
24/7 access to general practice. Sessions are taking place with network chairs
and the LMC to identify the implications for general practice within the
Wakefield District.
Public engagement is planned to start from 10 August 2015 to shape what
patients want health services to look like and explore the ability to offer more
services within general practice by practices working together. This will also
consider walk in provision and emergency departments, therefore bringing
general practice into a wider system. It was noted that the work taken place by
West Wakefield has been a useful test bed.
It was confirmed that as the Wakefield District currently has 2 Vanguard
schemes there is an opportunity for West Wakefield and care homes to have
greater input into the development of primary care as there will be greater input
from both medical and residential care homes. This will allow an opportunity for
an enhanced service to be in place where one practice provides a service to one
care home. This has potential for small practices which have patients at a
number of care homes as this is more coherent. Further discussion regarding
this to take place at a future meeting of the Probity Committee.
Dr Connor clarified that patients who do not want to move their GP practice will
have no obligation to do so.
It was RESOLVED that the:
Probity Committee receives the verbal update.

15/14

Primary Care Co Commissioning
i)

Update regarding design of GMS, PMS and APMS contracts

Dr Greg Connor informed the committee that a framework has been developed
which is shaped around GMS contract with 40 practices. Extended hours work is
taking place at network level and the CCG is facilitating this process with
practices
Pat Keane confirmed that the transferring of due diligence from NHS England to
the CCG is successfully taking place. Catherine Wormstone has commenced with
the CCG as Programme Manager to support this workstream.
It was noted that work is taking place to develop a process for PMS contracts,
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which is to be in place by 31 March 2016. Further details of a draft PMS contract
will be presented to the next committee.
It was noted that PMS contracts are held at practice level. However some
practices may wish to collectively offer some services via a group of practices –
i.e. extended hours. Therefore each practice would have own accountability.
The CCG is encouraging practices to work together.
Andrew Pepper informed the committee that QIPP initiatives are to be agreed.
However concerns were raised regarding the delegated budget from NHS
England. Issues were discussed relating to a potential lack of transparency of
premises costs and rate rebates; this information is not available at a national
level or practice level. Further information will be presented to the Integrated
Governance Committee in August 2015.
Following the demise of WYCSA this function has transferred to Capita with
effect from 1 June 2015, payment flows are therefore being worked through.
Pat Keane informed the committee that following a meeting with the Local
Medical Committee (LMC) a draft Memorandum of Understanding (MoU) has
been agreed to define the relationship between the CCG and LMC.
It was RESOLVED that the:
Probity Committee receives the verbal update provided.

ii)

Review progress against the co‐commissioning transition plan

Pat Keane informed the committee that the current transition plan is split into 4
quarters and work is taking place to currently review actions for Q1 where
further discussion will take place at the internal co commissioning group.
It was noted that various practices have approached the CCG regarding practice
mergers and demergers and a localised standard operating procedure has been
agreed with NHS England.
Where practices wish to merge, the CCG will lead this in collaboration with NHS
England.
Where practices wish to demerge, evidence is required to ensure that all the
practice partners are willing to do this, accept financial implications, estate
implications and public consultation takes place. It is the responsibility of
practices to do this and the CCG require assurance that there will be no impact
on patients at that practice. This process will be led by NHS England.
Following the concerns about the long term viability of a practice, the CCG is
assisting the practice to consider options for future which will have minimal
impact on patients.
Discussion took place regarding the drivers for practices to develop federated
models. All practice federations will require CCG approval.
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During Q1and Q2 a key focus has been on quality. Work is taking place to review
this area which includes nursing, nurse accreditation in primary care and how
the CCG will oversee some of these functions.
A co commissioning risk register has been developed and is managed by co
commissioning working group. A full review of the transition plan will take place
prior to the next meeting
Concerns were raised regarding the £54.4m budget for co commissioning
general practice from NHS England. It was noted that further work is taking
place to understand the baseline level for practices and to ensure that all
resources at practice are transferred appropriately from NHS England. It is
anticipated that all financial issues will be resolved by Q3.
It was RESOLVED that the:
Probity Committee receives the verbal update provided.
15/15

Probity Committee Workplan
Katherine Bryant informed the committee that minor amendments had been
made to the workplan following discussions with the primary care co
commissioning group.
It was noted that a standing item on all other committee agendas is to be
included for items to be referred to Probity Committee.
It was RESOLVED that the:
Probity Committee approves the probity committee workplan.

15/16

Network Development Framework Update
Dr Greg Connor briefed members following the meeting of the NDF Scrutiny
Panel on 9 July 2015 which reviewed Q1 performance of each practice.
Thirty four practices have met or exceeded the KPI target for additional clinical
activity in Q1. Five practices have submitted proposals to remedy their shortfall
in subsequent quarters and the Scrutiny Panel recommends that these are
approved. The Scrutiny Panel was not confident that one practice could remedy
its shortfall and deliver its planned activity in future quarters and recommends
that payment is withheld.
Overall practices have provided 33,943 additional patient contacts in Q1 and the
total additional contacts provided by practices in the first year five quarters of
the NDF is 175,769.
All practices but one has achieved the other KPIs for Q1. The Scrutiny Panel
recommends that the practice which did not achieve a KPI on time receives a
reduced payment of 50% of the total amount available.
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The committee acknowledged the excellent work done to ensure this initiative
was successful and the benefits from the joint work practices are doing in
networks. The investment in practices through the NDF has provided a
considerable amount of additional care for patients.
It was RESOLVED that the:




15/17

Probity Committee approved the NDF payments of £0.50 per patient for
other KPIs are made to 39 practices on the basis of satisfactory Q1
achievement;
that a reduced NDF payment of £0.25 per patient is made to Maybush
Medical Centre as it did not achieve one of the KPIs in Q1 on time.

Any Other Business
Nothing further discussed.

15/18

Date and Time of Next Meeting
Tuesday 13 October, 4pm, Boardroom, White Rose House.
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NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 22 September 2015
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Rhod Mitchell (Chair)
Sandra Cheseldine
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Sharon Fox
Andrew Pepper
Dr Greg Connor
Jo Pollard
Stephen Hardy

Lay Member
Lay Member
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Lay Member
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Katherine Bryant
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Organisational Design
Public Health Principle
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Janet Wilson
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15/19

Apologies
Apologies were received from Cllr Pat Garbutt, Hany Lotfallah

15/20

Welcome and Introductions
Rhod Mitchell welcomed everyone to the meeting.

15/21

Declarations of Interest
Stephen Hardy declared an interest in Item 5, Branch Closure, Orchard Croft

15/22

Minutes from meeting held on 28 July 2015
The minutes from the meeting held on 28 July 2015 were agreed as an accurate
record.

15/23

Actions from meeting held on 28 July 2015
All actions were noted.

15/24

Matters Arising
There were no matters arising.
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15/25

Branch Closure – Orchard Croft; request to proceed to public consultation
Catherine Wormstone outlined the request to proceed to public consultation to
close the branch surgery at Netherton. The practice has a history of dispensing,
which has now ceased. Resources are now limited following staff and finance
reductions.
Greg Connor noted that it is important to understand the process, and the
dimensions of impact for patients and the system, and to be clear on the
rationale for this proposed branch closure.
Discussions took place regarding the Service Change Assurance Process and the
need for a Quality Impact Assessment, plus the impact on the needs of patients.
As commissioners, the financial implications need to be considered, in addition
to quality and safety.
It was agreed further clarity about the rationale for change will be sought by
Catherine Wormstone. Authority was delegated to Rhod Mitchell, Sandra
Cheseldine and Greg Connor to consider the additional information identified
and agree the consultation.
It was RESOLVED that the:
(i)

15/26

Probity Committee delegated authority to Rhod Mitchell, Sandra
Cheseldine and Greg Connor to consider the proposal put forward and
agree to the practice undertaking a patient engagement and
communications exercise focusing on service provision and patient
benefits.

Offer of ‘Out of Area Registration: In hours urgent primary medical care
(including home visits) Enhanced Service’ (also known as ‘GP Choice’)
Catherine Wormstone outlined the national initiative by NHS England, where
GPs undertake home visits for patients who are registered with a different
practice near their place of work. NHS England has recommended the amount
paid to GPs is increased from £60 to £120 per visit. This is intended to
encourage the uptake which is currently only 14 of 40 practices, with only one
practice agreeing to visit out of their area. GPs have been reluctant to take this
up possibly due to admin, quality and safety issues and risks.
Kathryn Hilliam noted that West Yorkshire had the lowest level of uptake
in the north of England. NHS England continues to work with CCGs to improve
coverage because this is a GP Choice Initiative. It was noted that this is a
nationally mandated scheme.
Dr Connor noted it is too early to identify whether the scheme has provided
benefit for patients. It was noted the scheme could have unintended
consequences.
Andrew Pepper acknowledged that this scheme may result in a cost pressure for
the CCG as this would not have been included in the delegated budget.
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Following discussion it was agreed that the Out of Area Registration Enhanced
Service is re‐offered to practices at the existing rate of £60 to try and improve
uptake. This will seek to avoid a gap in services and limit the financial risk to the
CCG.
It was RESOLVED that the:
(i)

15/27

Probity Committee agreed the CCG will re‐offer the enhanced service to
all GP practices in Wakefield at £60 per Home Visit with a view to
improving uptake and coverage.

Potential Contract Breach Notice – King Street
Catherine Wormstone explained that the King Street Health Centre delivers two
separate contracts; a GP practice (three thousand patients) and a Walk‐In
Service. On eight days over the summer months, there was no GP present on
site for the day or part of the day. This is because King Street Health Centre was
unsuccessful in recruiting to vacancies /securing locum cover. This issue was
self‐reported to the CCG by LCD because it is failure to fulfil the contract. It was
noted no complaints or incidents were recorded during this period.
Following detailed discussion it was agreed to follow standard procedure and
issue a Breach Notice. Discussions followed around how to avoid this happening
again. There is now a process in place where the Health Centre give the CCG
early alert of any issues, and a regular locum has been secured for Mondays.
It was agreed to prepare a Quality Impact Assessment and set up processes to
work with the Health Centre in respect of safety, care and patient flow and to
report back to a future meeting of the committee.
It was RESOLVED that the committee:
(i) approves the issuing of a formal contract breach notice to LCD with regards
to the APMS contract at King Street Health Centre (Registered list). A lack of
a GP on eight separate days (or part days) is offering sub optimal Service to
patients;
(ii) notes the contract breach notice will be jointly issued between NHS England
and NHS Wakefield CCG;
(iii) is assured that the correct process has been followed prior to a decision to
issue a breach notice; and
(iv) agrees a Quality Impact Assessment will be completed and set up processes
will be set up to work with the Health Centre in respect of safety, care and
staffing.

15/28

Provision of GP Services to Westgate Hostel, Wakefield Clinical Commissioning
Group
Westgate Hostel is a facility for young offenders recently discharged from prison
and Grove Surgery is currently providing a weekly visiting consultation service.
The contract has now expired and Grove Surgery have continued to provide the
3

service in good faith.
Discussions followed on the value for money of the contract and whether the
patients would be likely to register themselves with a GP practice on their own
initiative, recognising they are a vulnerable group of patients, often with
complex health needs.
It was noted that other comparable organisation do not receive this enhanced
level of care. It was noted that the Hostel staff themselves are currently
referring patients to the substance misuse service.
It was agreed that multi‐agency working would best address this issue, and
conversations would be held with Spectrum and the Grove Surgery to discuss
how best to re‐commission.
Kathryn Hilliam agreed to check that the budget sits with NHS England. Andrew
Pepper agreed to check that it had been included in the delegated budget.
It was agreed to initially look at co‐ordinating other services in to ensure all
patients receive appropriate care and GP registration, and to update the meeting
in 3 months.
It was agreed to pay the retrospective claims for payment. It was agreed to give
notice to de‐commission the service (from 31 March 2016) as it stands.
Catherine Wormstone and Greg Connor will work with the practice and other
partner organisation to consider whether an alternative service is required.
It was RESOLVED that:
i)

give 6 months’ notice to Grove Surgery of the intention to decommission
the provision of a GP service from 31 March 2016;
ii) ensure the contract documentation is brought up to date and extend this
to cover the service until 31 March 2016 (to tie in with the work on PMS
Equitable Funding Review);
iii) make the retrospective payments for claims which have been made
totalling £13,683.41 (£1429.61 attributable to Wakefield CCG). The service
has been provided in good faith but the contract documentation should be
in place to support payment;
iv) work with Grove Surgery and Westgate Hostel to put systems in place to
encourage registration with a GP practice; and
v) communicate with neighbouring city centre practices to inform them that
they may be approached to register patients from Westgate Hostel.

15/29

Any Other Business
Nothing further 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
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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).

15/30

Date and Time of Next Meeting
Tuesday 13 October, 4.00 to 5.30 pm, Boardroom, White Rose House.
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