BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 10 SEPTEMBER 2013
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 –

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 9 July
b Action sheet from the meeting held on 9 July 2013
c Minutes of the meeting held on 25 July 2013

6.

Matters arising

7.

Chief Officer Briefing

8.

Finance Report Month 4

9.

Integrated Quality and Performance Summary Report

Andrew Pepper / Jo
Pollard

10.

Health of the People of Wakefield (Joint Strategic Needs Assessment)
(Presentation)

Warren
Holroyd/Helen Laird
Local Authority

All present

Jo Webster
Andrew Pepper

OPERATIONAL BUSINESS
11.

Developing our organisation

Jo Webster

12.

Long Term Financial Strategy

Andrew Pepper

13.

Re‐ablement Funding

14.

Communications, Engagement and Equality and Diversity Strategy

Helen Childs
WSYBCSU

FOR DISCUSSION
15.

Receipt of minutes and items for approval
a Integrated Governance Committee
(i) Minutes of meeting held on 18 July 2013
(ii) Minutes of meeting held on 15 August 2013
b Clinical Cabinet
(i) Minutes of meeting held on 27 June 2013
(ii) Minutes of meeting held on 25 July 2013
c Health and Well Being Board
(i) Minutes of meeting held on 6 June
(ii) Minutes of meeting held on 18 July 2013
d Joint Advisory and Review Group
(i) Minutes of meeting held on 2 May 2013
(ii) Minutes of meeting held on 16 May 2013
(iii) Minutes of meeting held on 19 June 2013
(iv) Minutes of meeting held on 11 July 2013
e West Yorkshire Quality Surveillance Group
(i) Minutes of meeting held on 10 July 2013

16.

Any other business

17.

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

18.

Date and time of next Public meeting:
Tuesday, 12 November 2013, 1pm in the Boardroom, White Rose House

Agenda2item: 5a

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 9 July 2013
Boardroom, White Rose House
Present

Lee Beresford
Dr Avijit Biswas
Stephen Bryan
Dr Ann Carroll
Sandra Cheseldine
Dr Paul Dewhirst
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Dr Ivan Hanney
Stephen Hardy
Dr Clive Harries
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Jo Webster

Associate Director of Strategy & System Development
GP, Pinfold Lane Surgery
Practice Manager
GP, Outwood Park Medical Centre
Lay Member
GP, Queen Street Surgery
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health
GP, College Lane Surgery
Lay Member
GP, Chapelthorpe Surgery
Lay Member
Chief Financial Officer
Director of Commissioning and Quality
GP, Lupset Health Centre
Chief Officer

In Attendance

Martin Carter

Head of Communications & Engagement, Meeting the
Challenge
(Minute 13/73 ‐ d)
Head of Quality & Engagement
(Minute 13/75)
Programme Manager, End of Life Care
(Minute 13/76)
Head of Contracting & Commercial Strategy
(Minute 13/76)
Chief Executive, Spectrum
(Minute 13/76)
Minute Taker ‐ WSYBCSU
Communications Lead ‐ WSYBCSU
Head of Partnership Commissioning
(Minute 13/76)
Acting District Service Director, Wakefield ‐ South West
Yorkshire Partnership Foundation Trust
(Minute 13/76)

Laura Elliott
Michele Ezro
Matt England
Dr Linda Harris
Pauline Kershaw
Gordon Laidlaw
Phil Smedley
Andrea Wilson

13/67

Apologies
Apologies were received from Andrew Balchin, Dr David Brown, Dr Ann Carroll.

13/68

Chair’s Opening Remarks
1

Dr Earnshaw opened the meeting and welcomed all present, including members of the
public observing the meeting.
Dr Earnshaw explained that Andrew Balchin was now a voting member of the Governing
Body.
Dr Carroll and Dr Hanney were congratulated on their re‐election to the Governing Body.
Dr Earnshaw reported that more organisational development sessions were planned for
Governing Body members later in the year.
Reflecting on a meeting he recently attended celebrating the 65th anniversary of the NHS,
Dr Earnshaw stated that more involvement from the local population should be
encouraged and said it is important that patients are educated, involved and supported in
the future. He was assured that NHS Wakefield CCG are making good progress in taking
this issue forward.

13/69

Public Questions and Answers
No questions from the public had been received. However, it was pointed out by a
member of the public that the date of the next meeting was incorrect as stated on the
agenda and should read Thursday 25 July 2013, not Tuesday.

13/70

Declarations of Interest
Dr Earnshaw reminded members of the requirement to declare any interests which related
to any items on the agenda. This could either be undertaken at this point or when the
matter was considered on the agenda.
No declarations of interest were declared at this point.

13/71

Minutes of the meeting of the NHS Wakefield Clinical Commissioning Group Governing
Body Meeting held on 11 June 2013
It was RESOLVED that:
i)
the minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 11 June 2013 were agreed as a correct record.

13/72

Matters Arising from the Minutes of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 11 June 2013
13/11 ‐ Andrew Pepper reported that he had written to heads of service regarding the
Operational Scheme of Delegation being included in the staff induction process.
13/51 – GP representation is still required on the Wakefield Dementia Strategy Board. The
post has been advertised and one GP had expressed interest. Dr Harries agreed to contact
this GP. If necessary, the post will be readvertised.

13/73

Chief Officer Update
Jo Webster introduced the Chief Officer report noting the following:
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a)Yorkshire and the Humber Clinical Senate
Following a recent meeting with the Senate administrator, Jo Webster reported that
connections are beginning to be made between the transformation programmes and the
Senate network. Dr Earnshaw explained that there is a large body of members sitting
behind the members of the Senate, therefore, if there is a specific issue for consideration,
there is a cohort of members having special interests who would be able to advise
regarding national best practice, improved outcomes, etc. Dr Harries added that the
Senate would provide clinical strength to the Area Team.
b) NHS England have published Towards commissioning excellence: Developing a
strategy for commissioning support services.
Jo Webster explained that the timeline leads up to October 2013, when CCGs will
determine which future services will be procured.
c) NHS Procurement, Patient Choice and Competition Regulations
Jo Webster briefed the Board regarding the revised NHS Procurement, Patient Choice and
Competition Regulations which came into force in March 2013 and explained that the
principles around procurement are much clearer and will assist the CCG in how best to
procure services in the future.
c) Continuing Care
Sandra Cheseldine asked when NHS Wakefield CCG would be in a position to move forward
with regard to the number of backdated cases. Jo Webster reported that the CCG are
working closely with NHS West and South Yorkshire and Bassetlaw Commissioning Support
Unit (WSYBCSU) and it is hoped to resolve the staffing issues within the next four weeks.
Jo explained that the CCG requires assurance that there is a full understanding of the issues
around capacity in order to meet the required targets. A report is to be finalised at the
Audit meeting on 26 July 2013 and will be brought to the September Board meeting.
d) Meeting the Challenge Consultation – Deliberative Event – Summary Report
Jo Webster confirmed that a summary report of the Deliberative Event had been previously
emailed to members and pointed out that a range of meetings have been arranged to
consider the CCG’s response to the consultation.
Martin Carter explained that the consultation used diverse methods of engagement in
order to reach a wide range of residents. Residents who actively engaged in the
consultation process were evenly divided with regard to the proposals achieving their aims.
The main concerns highlighted were transport and travel, access to care, and specific
hospitals.
It was RESOLVED that:
the report be noted.

i)
13/74

Finance Report – Month Two
Andrew Pepper introduced the Finance Report and reported that month 2 showed a slight
underspend.
Andrew reported significant improvement around QIPP from the last Governing Body
meeting, with the latest total being £8.6m against the previous total of £6.8m (against a
target of £10m) and explained that the focus will be on delivery over the next month.
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Adjustments to the allocation of finances to CCGs have been agreed with the Area Team.
In terms of the latest information for month 3, prescribing costs for April 2013 are
projected to be significantly above budget, showing an estimated overspend of £400,000.
Dr Earnshaw confirmed that prescribing costs for April are also showing a considerable
increase in GP practices. Dr Biswas suggested this may be due to a technical change in the
system, as this was showing an increase of approximately 20%. Prescribing leads are to
look at this increase which will be discussed at the next Integrated Governance Committee
meeting.
Andrew Pepper reported that the business intelligence data indicates admission and
attendance figures show an increase against the same period last year, which suggests that
the Primary Care Transformation Scheme needs to gather momentum. The long term
financial model is to be discussed at the next Integrated Governance Committee meeting.
Discussion took place regarding the pooling of resources around health and social care. Dr
Furber said he had attended a very productive timeout session with the Joint Strategic
Commissioning Board, where it had been agreed that development is to be put in place for
the health and social care system. Jo Webster explained that there are emerging models to
manage population growth and governance issues are being worked through and pointed
out one of the significant duties of the CCG is to integrate with social care.
It was RESOLVED that:
i)
the report is noted.

13/75

Quality and Performance Summary Report
Andrew Pepper introduced the report.
Matt England highlighted the following issues:



Ambulance Response Times – Category A: YAS failed to meet the 8 minute target for
Wakefield with 73.4% against a target of 75%. YAS did achieve the 75% overall as an
organisation. YAS has provided a performance improvement plan and are looking at a
more effective distribution of resources and a more responsive operational model. The
Trust has shared their recovery plan with commissioners across Yorkshire and the
Humber.



Cancer waiting times: Matt England explained that the figures are being monitored on
a monthly basis and reported that although Mid Yorkshire Hospitals NHS Trust (MYHT)
achieved the 62 day target for GP referral at Trust level, NHS Wakefield CCG has not
achieved the required 85% standard. There were 16 breaches against this standard. A
deep dive has been carried out into the performance at individual patient level and the
CCG is continuing to work with the Trust on these areas. There was 1 breach against
the 62 day threshold from referral from an NHS Screening service standard, where 7
out of 8 individuals achieved the required treatment time.



Healthcare Associated Infections – MRSA: Laura Elliott reported that as at 21 June
2013, there were 5 reported cases of MRSA, against a total of 3 at the same time last
year. A post infection review has been carried out and an action plan developed.
Rhod Mitchell asked for assurance that all pregnant women are screened at 36 weeks
and Laura confirmed this is part of the overall action plan. Mr Lotfallah asked if
healthcare workers are screened and Laura agreed to check if this is the case.
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Healthcare Associated Infections – Clostridium Difficile: Laura Elliott reported 6 cases
which takes the CCG above the target allowed and confirmed that a post infection
review has been carried out for each case notified.
Laura Elliott advised that a full Healthcare Associated Infections report will be
presented to the next Integrated Governance Committee meeting.



18 Weeks RTT Waiting Time Standards: Matt England reported 91% for the CCG,
against the target of 92%. Contract queries have been raised with CCG providers and a
high level recovery plan is in place. The Referral to Treatment Recovery Board has been
re‐established and speciality level action plans have been requested.
Matt England clarified “complete” and “incomplete” pathways as follows: “incomplete”
‐ patients are waiting for the next phase of treatment; “complete” ‐ treatment has been
completed or the clock has been stopped, ie elective point of surgery, non admitted
around medication; or wait has been agreed with the patient.



52 Week RTT Pathways: There have been 2 breaches of the standard. A recovery plan
for the CCG has been requested and the CCG have indicated to providers that contract
actions would be applied.



Improved Access to Psychological Therapies: This is to be discussed at the July 2013
meeting of the Integrated Governance Committee.

Dr Hanney made reference to the following pages of the report:



Page 11 ‐ Deep Dive – MYHT Patient Safety Walkabout – Pinderfields April 2013: Dr
Hanney suggested that under the key issues, areas of concern, the first sentence should
read “lack of participation in ward rounds by nurses may potentially impact on
communication”.



Page 12 ‐ In the Spotlight – Adult Inpatient Survey 2012 – MYHT: MYHT were in the
worst performing quintile of Trusts for dignity and respect. Dr Hanney said the CCG
should make it absolutely clear that this is in unacceptable. Jo Pollard explained that
action plans had been presented by MYHT and reviewed by the CCG who advised MYHT
that this issue had not received significant focus and requested that this matter be
addressed.



Page 15 – In the Spotlight – SWYPFT Staff Survey 2012: Dr Hanney suggested some
inconsistency, in that SWYPFT were in the bottom 20% of Trusts for staff motivation at
work, however, in the top 20% of Trusts for staff recommending the Trust as a place to
work or receive treatment.

It was RESOLVED that:
the contents of the report are noted and actions to be taken to improve
i)
performance are approved.

13/76

Mental Health – Joint Strategic Needs Assessment – A Health and Social Care System
Response – Presentation
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The Governing Body received a presentation entitled “Mental Health – Joint Strategic
Needs Assessment – A Health and Social Care System Response”.
Following Dr Harries’ opening remarks, Dr Furber explained the Public Health approach to
mental health and the economic case for improving efficiency and quality in mental health.
Michele Ezro spoke about feedback from patients around what patients want. Details
regarding the cost of mental ill health were detailed by Phil Smedley who also gave an
indication of the number of patients with mental ill health. Andrea Wilson spoke about the
transformation programme and gave a brief update regarding the new ways of working. An
overview of the response from Spectrum to “No Health without Mental Health” was
provided by Linda Harries.
Following the presentation, the members were invited to comment or raise any questions
they may have. Dr Earnshaw raised the issue of the occupancy rate for acute beds and the
fact that some patients were refusing admission as this meant they would have to be
admitted in Halifax. It was recognised that high occupancy is an issue of concern across the
patch and Jo Webster pointed out that this will be discussed in forthcoming contract
discussions.
Jo Webster asked how South West Yorkshire Partnership Foundation Trust (SWYPFT) were
engaging with CCGs in the debate around transformation. Andrea explained that events
are currently being held across the patch and the product of these events will be pulled
together for engagement with CCGs. Discussions are being aligned with providers across
the area and Jo Webster said it is important to have an understanding of timelines for
consideration in contract discussions.
Jo Webster asked about integration, self care, self care resources and how patients are
being signposted to these resources. Discussion took place around third sector
involvement and suggestion of working with agencies, such as police, fire service, etc. The
issue of austerity and how this may impact on mental health was also raised.
The Governing Body were invited to email any further comments or questions to Dr Harries
or Michele Ezro.
Jo Webster requested that the Clinical Cabinet look at demand management.
It was RESOLVED that:
i)
the Mental Health – Joint Strategic Needs Assessment – A Health and Social Care
System Response presentation be noted.

13/77

Board Assurance Framework
Andrew Pepper thanked everyone for engaging in the recent workshop. It was agreed the
presentation of the document is good and fit for purpose. Jo Webster acknowledged there
are still gaps, however, the same rigour is to be applied to this document as to the risk
register in the future.
It was RESOLVED that:
i)
the updated Board Assurance Framework is noted.

13/78

Risk Register Update
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Andrew Pepper reported that the new risk register and processes are now in place. A risk
surgery has been held, with members acting as critical friends in order to assist in the
development of the register.
9 high level risks scoring 15/16 were brought to the attention of the Governing Body. There
are actions plans against all these risks.
Andrew thanked everyone for their hard work in the production of the risk register.
It was RESOLVED that:
the risk register for NHS Wakefield Clinical Commissioning Group is noted as a
correct reflection of the current position.

i)

13/79

Minutes of the Integrated Governance Committee meeting held on 20 June 2013
Rhod Mitchell introduced the minutes and noted today’s discussion around YAS, and the
need to focus on making the primary care local improvement plan start to happen.
It was RESOLVED that:
i)
the minutes of the Integrated Governance Committee held on 20 June 2013 be
noted.

13/80

Minutes of the Clinical Cabinet meeting held on 23 May 2013
Dr Sheppard presented the minutes and noted the Community Endoscopy business case
looking at system redesign with shift towards care closer to home.
Dr Sheppard reported that it had been agreed to provide medicines optimisation support to
practices through the medical optimisation sub group.
The proposal of a Map of Medicines had been approved and it had been agreed to design a
road map of innovation.
Detailed discussions had taken place around prescribing QIPP; the 2013/14 quality
premium; MYHT 2013/14 quality account and presentations had been received around
transformation and mental health.
It was RESOLVED that:
i)
the minutes of the Clinical Cabinet held on 23 May 2013 be noted.

13/81

Minutes of the Health and Well Being Board meeting held on 14 March 2013
Dr Furber presented the minutes and noted that the Health and Well Being Board is now a
statutory body. There have been two development sessions held over the last couple of
months to identify strategic priorities. In the Wakefield district, mental health has been
identified as a new strategic priority, alongside transformation. The delay in receipt of the
minutes of the meeting was noted and Jo Webster suggested that particular items of
discussion be included in her monthly Chief Officer report in the future.
It was RESOLVED that:
the minutes of the Health and Well Being Board meeting held on 14 March 2013 be

i)
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noted.

13/82

Any Other Business
There was no other business.

13/83

Exclusion of Public and Press
At 3.20 pm it was RESOLVED that:
i)

13/84

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).

Date and Time of Next Meetings
Thursday 25 July 2013 at 1.30 pm ‐ Ossett Town Hall
Tuesday 10 September 2013 at 1.00 pm – Boardroom, White Rose House
Jo Webster reminded the Governing Body of the following meetings which are to be held
over the next two weeks:






Tuesday 16 July 2013, 1.00 pm, White Rose House – Private Board session
Thursday 18 July 2013, 2.30 pm, Holiday Inn – Joint Business meeting with North
Kirklees colleagues.
Tuesday 23 July 2013 – Informal Board – dependent on the outcome of the private
Board session on 16 July.
Thursday 25 July 2013 8.30 am – 10.30 am – Clinical Cabinet (change of time) to allow
colleagues to be free for the afternoon Board meeting.

Jo asked that as many members as possible attend these additional meetings.
Apologies for the meetings were received in advance from Dr Harries.
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 9 July 2013
Minute No

Topic

Action Required

13/51

Dementia
Presentation



13/64

Chief Officer
Update –
Continuing Care



13/65

Finance Report –
Prescribing Costs



Finance Report ‐
Long term
financial model
Quality &
Performance
Summary Report
– HCAI (Health
Care Acquired
Infections)



13/66





Who

Date for Completion

Progress

Dr Harries to contact GP who had
expressed interest in joining
Dementia Strategy Board

Dr Harries

25 July 2013

Final report from the
independent organisation
commissioned to undertake an
audit of local Continuing
Healthcare systems and
processes to be presented at a
future Board meeting
Increased prescribing costs to be
discussed at the Integrated
Governance Committee

Jo Pollard

10 September 2013

Andrew Pepper

15 August 2013

Complete; discussed on 15
August 2013.

Long term financial model to be
discussed at the next Integrated
Governance Committee Meeting
HCAI ‐ to check if healthcare
workers are screened

Andrew Pepper

18 July 2013

Complete; discussed on 18
July 2013.

Laura Elliott

10 September 2013

HCAI ‐ report to be presented at
the next Integrated Governance
Committee Meeting

Laura Elliott

15 August 2013

Not currently, suggestion
being fed into HCAI
Executive Directors
Meeting (MYHT)
Report presented at 18
July Integrated
Governance Committee
meeting

1

Dr Carolyn Hall is now on
Local Dementia Board
engaged through the
Transforming Community
Services programme
Action plan now awaiting
CCG/Local Authority
approval

Minute No

Topic

13/66
continued

Quality &
Performance
Summary Report
‐ Improved
Access to
Psychological
Therapies
Mental Health
Presentation

13/67

Action Required

Who



Improved Access to Psychological
Therapies to be discussed at the
next meeting of the Integrated
Governance Committee

Phil Smedley



Future meeting of the Clinical
Cabinet to look at demand
management

Clinical Cabinet
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Date for Completion

Progress

18 July 2013

Complete; discussed on 18
July 2013.

10 September 2013

CCG Workshop planned
for 5 September to
develop Commissioning
Strategy for Mental Health
Services. Partnership
event also to take place in
September.

Agenda item:
2 5c

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held from 1.00pm on Thursday 25 July 2013,
Assembly Hall Ossett Town Hall
Present

In Attendance

Andrew Balchin
Dr Avijit Biswas
Dr David Brown
Stephen Bryan
Dr Ann Carroll
Sandra Cheseldine
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Dr Ivan Hanney
Stephen Hardy
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Jo Webster

Corporate Director, Adults, Health & Communities; Local
Authority Representative Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Practice Manager
GP, Outwood Park Medical Centre
Lay Member
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health
GP, College Lane Surgery
Lay Member
Secondary Care Consultant
Lay Member
Chief Financial Officer
Director of Commissioning and Quality
GP, Lupset Health Centre
Chief Officer

Katherine Bryant
Cllr Pat Garbutt

Governance & Board Secretary (minute taker)
Chair, Wakefield Health and Wellbeing Board

Expert Guests
Martin Carter
Bob Chadwick
Stephen Eames
Simon Enright
Richard Jenkins
Pat Keane
Jules Preston
Andrew Simpson
Karen Stone
Graeme Wilson

Head of Communications & Engagement, Meeting the
Challenge
Director of Finance, MYHT
Interim Chief Executive, MYHT
Anaesthetics consultant, MYHT
Medical Director, MYHT
Interim Programme Director, Meeting the Challenge
Chairman, MYHT
Head of Operations for Calderdale, Kirklees and Wakefield,
Yorkshire Ambulance Service.
Paediatrician, MYHT
The Campaign Company

The North Kirklees Governing Body Members
Dr David Kelly
Chair and Clinical Leader, North Kirklees CCG
Ms Chris Dowse
Chief Officer, North Kirklees CCG
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Dr Judith Hooper
Dr Farhad Kohi
Dr Yasar Mahmood
Dr Khalid Naeem
Steve Brennan
Alison O’Sullivan
Rachel Kilburn
Joanne Crewe
Kiran Bali
Julie Elliott

Director of Public Health, Kirklees Council
GP Member, North Kirklees CCG
GP Member, North Kirklees CCG
GP Member, North Kirklees CCG
Chief Finance Officer, North Kirklees CCG
Directorate for Children and Adults, Kirklees Council
Practice Manager Member, North Kirklees CCG
Registered Nurse Lay Member, North Kirklees CCG
Patient and Public Engagement Lay Member, North Kirklees
CCG
Quality Performance & Finance Lay Member, North Kirklees
CCG

13/101 Welcome and Chair’s Opening Remarks
Dr Phil Earnshaw opened the meeting and welcomed all present. He noted the important
nature of the business to be discussed. Attention was draw to a series of housekeeping
points.
Dr Phil Earnshaw explained that he would be jointly chairing the meeting with Dr David
Kelly, Chair of NHS North Kirklees Clinical Commissioning Group (CCG). This was because
both the Governing Body of Wakefield CCG and the Governing Body of North Kirklees CCG
were holding meetings in public. Dr Phil Earnshaw explained that the CCGs were the two
main commissioners for Mid Yorkshire Hospitals NHS Trust (MYHT) and therefore held legal
responsibility for deciding whether the MYHT clinical strategy should proceed to ‘full
business case’.
It was noted that members of the public would have an opportunity to present questions to
the Governing Bodies at a later point in the meeting.
Dr David Kelly said that he was pleased to see so many people in attendance and was
looking forward to receiving the public questions later in the meeting. He noted how
important it was that the CCG governing bodies took this decision in public, and continued
public engagement was encouraged.
Dr Phil Earnshaw welcomed the expert guests.

13/102 Apologies for Absence (NHS Wakefield Clinical Commissioning Group)
Apologies for absence were received from:
Dr Paul Dewhirst
Dr Clive Harries

GP, Queen Street Surgery
GP, Chapelthorpe Surgery

13/103 Declarations of Interest
There were no declarations of interest.

13/104 Mid Yorkshire NHS Clinical Services Strategy
Dr Phil Earnshaw introduced Pat Keane and invited him to present to the governing bodies.
Pat Keane explained that he was an independent consultant working for the Meeting the
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Challenge programme office.
Pat Keane explained that the governing bodies were being invited to decide if:






They were assured that the consultation and post‐consultation processes were robust;
They agreed that the proposals continued to meet the four tests for service change;
They supported the proposed changes to the service model; and
They agreed the CCGs should commission services as described in the Meeting the
Challenge strategy with the proposed revisions (outlined in the meeting papers).

Dr Judith Hooper joined the meeting.
Dr David Kelly outlined the six key reasons for change:
1. The need to adopt the new models of care and best practice which can deliver better
outcomes for patients and deliver safe and excellent quality services;
2. The need to improve the health of people in Wakefield and North Kirklees and ensure
healthcare services are meeting public expectations;
3. The population demographics are changing; increasing in number with a growing
proportion of older people which requires a different response from health services;
4. Hospital is not always the answer; more care can be delivered in community settings
than ever before and patients benefit from care closer to home;
5. There are workforce challenges which currently prevent delivery of the best quality
care and optimal patient outcomes; and finally,
6. Clinical commissioners must ensuring the best use of tax payers’ money is made.
Dr David Kelly explained that the proposed changes formed part of a broader programme
to transform health services in the Mid Yorkshire area. He drew attention to a four work
streams. ‘Care closer to home’ seeks to ensure that patients visit hospital only when
necessary and are discharged as soon as they are ready to return home. Measures to
improve access to urgent care, including primary care and new models of accident and
emergency (A&E), to ensure services are fit for the future. Improvements to maternity
services in the community. Work to improve mental health services, including liaison
psychiatry, community mental health services and access to psychological services. In
considering the Clinical Services Strategy governing body members needed to take into
account these areas of work to redesign and transform services.
Finally Dr David Kelly explained the sequence of events which had led to the development
of the MYHT proposed Clinical Services Strategy. In June 2010 the National Clinical
Advisory Team (NCAT) recommended that future service changes would be required, this
eventually led to the formulation of a series of options during 2011 and 2012. In January
2013 the Calderdale, Kirklees and Wakefield PCT Cluster Board decided to proceed to
formal consultation. It was noted that from 1 April 2013 North Kirklees NHS Clinical
Commissioning Group and Wakefield NHS Clinical Commissioning Group assumed
responsibility for commissioning services from the Mid Yorkshire Hospitals NHS Trust.
Dr Simon Enright outlined the four key areas of proposed change.

1. Maternity services
Dr Simon Enright explained that it was proposed that a centralised Consultant led Obstetric
Unit was established at Pinderfields Hospital. This unit would treat ‘high‐risk’ patients. In
addition there would be Midwife Led Units on all three sites, who would treat ‘low‐risk’
patients. It was emphasised that local antenatal and postnatal care would be maintained.
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2. Children’s Services
It was proposed that a new assessment facility for children who attended Dewsbury A&E
unit is opened. Those children requiring longer inpatient care would be transferred to a
centralised Paediatric inpatients unit at Pinderfields Hospital. There would be no change
to services at Pinderfields and Pontefract hospitals.
3. Emergency Care
Dr Simon Enright outlined the proposal to centralise specialist emergency care at
Pinderfields Hospitals with emergency, urgent care and emergency day care provided from
Dewsbury and Pontefract Hospitals. It was noted that Dewsbury Hospital would continue
to have an accident and emergency department staffed by A&E trained doctors and nurses,
and consultants on site from 9am to 8pm, and on call cover 24/7. There would be no
changes to the service provided at Pontefract Hospital.
4. Surgery
Dr Simon Enright described the proposed separation of emergency surgery at Pinderfields
Hospital and elective surgery at Dewsbury and Pontefract Hospitals. He summarised the
impact on each of the three hospital sites:
 Dewsbury Hospital ‐ planned inpatient surgery, and day surgery and some unplanned
surgery.
 Pinderfields Hospital – emergency surgery, complex surgery (critical care), and day
surgery.
 Pontefract Hospital – planned orthopaedics, ophthalmology, a range of inpatient short
stay surgeries and day surgery.
Pat Keane provided the governing bodies with information about the quality impact
assessment (QIA). The QIA was produced as part of the MYHT’s Outline Business Case
(OBC). This assessment will continue on an on‐going basis.
In addition an integrated impact assessment (IIA) had been undertaken. Pat Keane
explained that the purpose of an IIA is to assess the impact of the proposals on health
outcomes, access issues, including travel, and for the 9 protected characteristic groups
outlined in the Equality Act 2010. Pat confirmed that the current version of the IIA is
available on the Meeting the Challenge website.
Graeme Wilson explained that The Campaign Company was an independent organisation
responsible for collating and analysing consultation submissions. The Campaign Company
had been engaged from the start of the consultation period, and the final report (copy
enclosed the meeting papers) provided a reflection of consultation responses.
Graeme Wilson described the methods by which views were gathered during the
consultation; online and postal responses to the consultation document, a representative
poll, focus groups, campaigns and petitions, public meetings and responses from
stakeholders. Following the close of the consultation event a deliberative event with
representatives from community, voluntary and patients groups was held.
Attention was drawn to a number of key results including 38% respondents disagreed with
some aspect of the proposed changes. 45% respondents believe there are other options to
consider. Graeme Wilson also noted the notable differences between responses from the
Wakefield, Leeds and North Kirklees areas.
The governing body were alerted to three recurring themes from responses to the
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consultation.
1. Specific hospitals; concerns about the ability of Pinderfields to cope, people were
worried about the impact on care in Dewsbury and viability of Dewsbury in the long
term. There were also concerns about the availability of health services at Pontefract
hospital.
2. Access to care; the ability to access appointments, worries about the location of
services, concern waiting times will get longer, local options will be diminished, level of
risk will increase.
3. Transport ‐ cross cut the other two areas of concern; perceived difficulty in getting to
services, anxiety about relatives ability to visit, and negotiating the local transport
network.
Graeme Wilson noted the priorities for care highlighted during the consultation;
• A&E – well equipped ambulances and fast response times;
• Maternity – local services and access to specialists;
• Surgery and outpatients – access to specialists and fewer cancellations;
• Children’s services – access to specialists and local outpatients appointments;
• Transport – public transport infrastructure and car parking.
The governing bodies were provided with a summary of the recommendations made at the
deliberative event on 2 July 2013.
• Communication on what exists, to build confidence that community care is suitable
• A realisable model of community care
• 24/7 GPs on rota with access to records
• Communication related to outcomes not changes
• Effective communication and engagement to ensure community understand changes
• Personalised health budgets and planning
Finally Graeme Wilson provided a set of conclusions. He suggested that the governing
bodies should be aware of the concerns raised. It was recommended that effective and
consistent communication was necessary to address anxieties. Further work was necessary
to reassure people over the impact of the changes, and a process to monitor changes and
their impact over time should be agreed.
Dr Phil Earnshaw invited the governing body to ask questions. Dr David Kelly asked how
confident the governing bodies could be that the consultation had captured concerns
accurately. Graeme Wilson assured the governing bodies that The Campaign Company felt
it was appropriate to have confidence in the consultation; this was supported by the
holistic approach adopted to gathering feedback.
Dr Sheppard questioned whether the questions were appropriate and balanced. Graeme
Wilson confirmed that the survey had a good mix of qualitative and quantitative questions.
Moreover sufficient space had been provided for respondents to record their thoughts; this
had provided very rich data.
Jo Webster asked whether members of the public had presented alternative options for
transformation of services. Graeme Wilson said that in the main respondents had
advocated maintenance of the status quo.
Andrew Balchin asked for further information about the use of focus groups. Graeme
Wilson explained that groups had been used to gather feedback among specific groups
from which more information was needed; for example pregnant mothers and those who
had recently given birth.
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Martin Carter provided the governing bodies with an overview of the Joint Advisory and
Review Group (JARG). Martin Carter explained that JARG was established to oversee the
consultation output as it emerged. The JARG assessed the impact of any major concerns
and challenges to the clinical case; gaining assurance where appropriate. In addition the
JARG advised the governing bodies if any issue had arisen which would mean extending or
re‐opening consultation. Finally Martin explained that JARG assessed the robustness and
effectiveness of the consultation.
Martin Carter confirmed that the JARG had concluded that the consultation was robust and
high quality. All the issues requiring further assurance had been referred to the National
Clinical Advisory Team (NCAT) and assurance secured. Moreover JARG concluded that
nothing had arisen which required extension or reopening of consultation.
Martin Carter explained that the JARG had a series of recommendations for the governing
bodies:
1. Implement the recommendations of the Travel Advisory Group (TAG) and that the
future costs of the shuttle bus to be shared proportionately between the two CCGs.
2. Consider findings and recommendations from the deliberative event held on 2 July
2013.
3. Take account of high levels of opposition (particularly in North Kirklees) and reflect on
the differences in views between North Kirklees and other residents.
4. Plan for continuous engagement of stakeholders (including patients/public) in
implementing the proposals.
5. Communicate to raise awareness of the real implications of the Clinical Services
Strategy.
6. The governing bodies should assure themselves of the long term financial sustainability
of the proposals.
7. The governing bodies should weigh up the balance between public feedback, the
clinical case for change and financial affordability and viability of the proposals.
Pat Keane described recommended changes in response to feedback:
 First, as many services as possible to be provided locally (for example outpatients). No
patients should have to travel to a hospital further than their nearest one unless for
clinical reasons.
 Second, paediatric assessment in Dewsbury to be available more hours per day and
services for children with specialist needs to be developed.
 Third, in Dewsbury local assessment should be developed, more post‐operative care,
the Emergency Day Care Unit to be consultant‐led, and to include surgical procedures
and specialist assessment for the frail and elderly.
The governing bodies received an update about strategic alignment. Pat Keane confirmed
that local community services were already being developed, including the transformation
of local primary care.
Pat Keane introduced Andrew Pepper and invited him to provide further details about
financial alignment. Andrew Pepper outlined the financial context for the NHS; the 2013
spending round indicated that NHS funding will grow in real terms and that an overall
efficiency of 4% is expected to maintain current services. It was therefore reasonable to
expect that similar, or greater, efficiencies would be required in future years.
Transformation of the health and social care system provides the best opportunity to
deliver the necessary efficiencies and respond to the long term financial challenges.
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Andrew Pepper referred to the paper presented to the governing bodies in advance of the
meeting, in particular the section 6.2.3, which unpicked the care closer to home business
case. He confirmed that the financial analysis indicates that the future cost of relevant
community services is affordable within existing resources.
Andrew Pepper noted that the care closer to home business case also provided an
opportunity to triangulate the admission avoidance assumptions contained within the
MYHT outline business case. This analysis indicates that the assumptions in both models
for supporting admission avoidance and early supported discharge are broadly consistent.
The governing bodies were invited to note that this was noe the end of the journey; other
work streams will contribute and further enhance the scale of alternative capacity require
to manage patients in different and more appropriate settings.
Steve Brennan noted that the proposal was in line with the national direction of travel;
brining care closer to patients. He drew attention to the investment of reablement funding
in the North Kirklees area over the past 12 to 18 months, which had demonstrated a
positive impact on A&E attendances.
Bob Chadwick was invited to provide an update to the governing bodies. He said that the
forecast ‐£10.5 million residual post‐reconfiguration position was never acceptable to
MYHT. He was therefore tasked with seeking to improve this position. Following review a
position of +£4.6 million was now forecast in 2016/17. This is largely due to the outcome
of the 2013/14 contract agreement with commissioners, overachievement of cost
improvement plan and other technical changes. Bob Chadwick also noted that the OBC
capital costs had been reviewed and solutions presenting better value for money had been
identified. For example rather than a new build development, areas had been identified
within the hospital which would be refurbished. Capital costs had reduced from £38.3 m to
£22.7m. £6m would be available from MYHT with the remainder secured from the Trust
Development Authority (TDA).
The governing bodies were invited to present questions to the expert guests from MYHT.
Dr David Kelly sought assurance that the recently revised forecast from MYHT was
accurate. Bob Chadwick said that he was acutely aware of the Trust’s history. He assured
the governing bodies that for the past 18 months the TDA had subjected the Trust to great
scrutiny. The figures presented were robust, and supported by delivery of the financial
plan last year and delivery in the year to date.
Sandra Cheseldine said that she was pleased to hear about the improved financial forecast
and position of MYHT. She asked for further details about the development of the new 50
bed unit at Pinderfields. Bob Chadwick confirmed that rather than a new building it was
now proposed that part of the main hospital building was refurbished. It addition to
reduced costs this approach offered improved clinical adjacencies.
Dr Adam Sheppard noted that in the past there had been difficulties in accessing capital.
He therefore queried what assurances the TDA had provided. Bob Chadwick said that the
TDA had indicated that the ratios were very acceptable to them; moreover this was not a
large figure to the TDA. Furthermore the TDA recognised that the proposals were
supported by the local health economy.
Pat Keane explained that there was one final area to flag to the governing bodies. He
referred to section 7 of the paper, and noted the ambitions and conditions which both
CCGs felt were paramount in making a decision to proceed with the recommendations to
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commission the services set out in MYHT’s Clinical Services Strategy. First he noted that in
particular system alignment across health and social care was critical. Attention was drawn
to support of the Health and Wellbeing Boards, and the fact that the health and social care
economies across Wakefield and North Kirklees will work in partnership to commission
integrated services to deliver the objectives of the transformation programme.
Mr Hany Lotfallah joined the meeting.
Pat Keane then described the ambitions and conditions around quality and safety. He said
that quality and safety will be the number one concern throughout the complex
programme of change; this will be evidenced in improved outcomes and experience.
Thirdly, Pat Keane drew attention to ambitions and conditions about openness and
transparency. The two CCGs together with Wakefield Council and Kirklees Council will
integrate and adopt a single approach.
Finally Pat said that all recommendations made by the CCGs which reflect the consultation
output will be subject to detailed clinical and financial sustainability assessment.
Dr Phil Earnshaw invited questions from the governing bodies.
Dr Ann Carroll noted that the timeframe required was very tight, she asked whether
strategy alignment and financial alignment would be possible within the timeframe. Pat
Keane noted that the process of transition would take 18 months. He assured the
governing body that programmes were in place to deliver the required changes, some of
which were already delivering results.
Jo Pollard asked whether the ambitions and conditions had been agreed with MYHT. Pat
Keane acknowledged that some of the conditions were quite challenging, there had been a
robust conversation between the two CCGs and MYHT. They did however have the
support of MYHT.
Jo Pollard asked how the quality and safety ambitions and conditions would be assessed.
Pat Keane said that local and national systems would be utilised and would be evidence
based. In addition they would draw the involvement of local groups to understand the
impact on communities.
Joanne Crewe sought further information about how the MYHT nursing and medical
leadership would support quality and safety. Richard Jenkins said that all clinical models
were signed off by the Medical Director and Chief Nurse, ensuring quality assurance.
Moreover all redesign involved clinical experts and looked to best practice elsewhere. He
added that there would be further on‐going refinement of the proposals. Joanne Crewe
asked for further detail about how the changes would be clinically led. Richard Jenkins
confirmed that in addition to the Medical Director and Chief Nurse, each of the three
MYHT divisions was led by a clinician. This was based on national good practice about
clinical decision making.
With regard to financial stability Julie Elliot sought assurance that the CCGs’ financial
assumptions had taken into account the revised MYHT financial forecasts. Steve Brennan
said that the CCGs have a close relationship with MYHT and as such financial assumptions
were aligned. Andrew Pepper said that he echoed Steve Brennan’s sentiments; the CCG
and MYHT had shared assumptions and long term financial plans.
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Dr David Brown noted that one condition required bed occupancy of 85%; he asked for
details of the current position. Stephen Eames said that this varied between specialities,
but the overall average was in the low 90%s. He drew attention to planned measures;
extending senior medical staff coverage at weekends to assist discharge rates, efforts to
reduce the length of patient stay and improvements in the emergency day care model. In
addition he mentioned the wider transformation programme and the anticipated impact of
greater access to diagnostics, access to GPs and care outside hospital for example diabetes
services.
Dr David Kelly invited one final question from the governing bodies. Kiran Bali asked what
would happen if the proposals were agreed and then it was discovered at a later date that
conditions were not being fulfilled. Stephen Eames said that contingencies had been
made. However this was a whole system change, an open and transparent process
between MYHT, the local authorities, and CCGs to integrate care. He also noted the role of
the Health and Wellbeing Boards.

13/105 Views of Stakeholders and Partners
Jo Webster said that part of the consultation process involved the engagement of
stakeholders. Copies of the letters of support were available to view.
It was confirmed that support had been received from the Wakefield Health and Wellbeing
Board, and Cllr Pat Garbutt the chair was in attendance at the meeting. Support had also
been confirmed by Kirklees Health and Wellbeing Board. Jo Webster noted that
neighbouring CCGs Leeds West and Greater Kirklees had signified their support. Other
providers including Calderdale and Huddersfield NHS Foundation Trust, Locala and
Spectrum had confirmed support for the proposals. Finally Jo Webster noted that the
Patient and Public advisory group were very supportive.
The governing body were informed that the Joint Overview and Scrutiny Committee had
not made any recommendations at this stage. Jo Webster confirmed that the Joint
Overview and Scrutiny Committee had prepared a draft report, to which the CCGs had 28
days in which to reply.
Alison O’Sullivan confirmed that the Kirklees Health and Wellbeing Board had heard from
MYHT, and received assurance about the clinical issues. She said that the Health and
Wellbeing Board were conscious of the need to reassure the communities of North
Kirklees. The Clinical Services Strategy depended on the broader programme of
transformation in the health system, which required investment.
At 2.45pm there was a break for 15 minutes.

13/106 Response to questions from members of the public
Dr Phil Earnshaw explained that the public questions have been clustered into themes to
ensure that as many as possible could be answered. He handed over to Jo Webster and
Chris Dowse.
Jo Webster introduced questions about ‘beds’.
Question:
With increasing bed occupancy (88.6%) how can removal of 200 beds be justified?
Simon Enright confirmed that the 85% occupancy rate is an average over a 24 hour period
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of a week, a month and a year. NCAT had considered the plans and were very keen that
bed occupancy of no more than 85% was planned for. He noted that there has been a
huge reduction on inpatient beds over the fifteen years. The proposals seek to reduce this
average length of stay further. There will be a combination of things MYTH can do to
support this, in particular access to specialist teams leading to quicker discharge.
Question:
If 50 beds are no longer provided by a new building will there still be 50 extra beds and
where?
In addition to the points he made earlier in the meeting, Bob Chadwick clarified that
although a separate building would not be constructed, 50 beds would still be added within
the Trust’s existing hospital footprint.
Chris Dowse introduced questions about care closer to home
Questions:
How are we going to keep elderly patients with a range of conditions out of hospital?
How can we be sure that the plans for care closer to home will be in place?
How will people access care at home or in the community – what plans do you have?
What plans are in place to improve local access?
Dr David Kelly said that there were three key aspects to the care closer to home
transformation programme; admissions avoidance, crisis intervention, and better discharge
planning. Admissions avoidance means proactive management of patients; knowing who is
at risk at as a result of a range of mechanisms. The new models of care are fundamentally
about 24/7 health and social care integration and must be in place before any changes
happen at local hospitals.
A member of the audience expressed concern that nothing was already in place and yet
there were proposals to remove beds from hospital, how therefore could anyone be sure
that care closer to home would be a success? Dr David Kelly said that there are lots of
models around the country which have achieved care closer to home and can provide
evidence. In addition Dr Kelly noted existing teams in place working to avoid hospital
attendances, but the problem is that these are not yet 24/7 and not integrated. Although
plans will not be implemented by September, formal proposals will be presented. Dr Phil
Earnshaw added that there had been investment in care closer to home in the Wakefield
district. A member of the audience questioned why there had been a 10% increase in
admissions. Jo Webster said that as already reference earlier in the meeting there were a
number of factors which impacted on patient flows. She added that there were examples
of robust evidence of programmes which were already delivering results, for example
diabetes. The system was not yet 24/7 and was fragmented. Stephen Eames noted that
the increase was 8% and not 10%, and admissions to hospital had only increased by 1%. He
added that over the past 15 months there had been a flattening admissions trend. Stephen
Eames agreed change would only be achieved if there are services running seven days per
week; this had been addressed by the conditions and ambitions. For 17 months MYHT had
consistently delivered the four hour wait target, this was a result of changes and
improvements in Trust processes.
Dr David Kelly noted a further intervention from the audience. He said that this was not a
public meeting, but a meeting in public. It was necessary to move on, in order to ensure all
questions could be considered.
Jo Webster introduced a question about privatisation. She noted that similar questions
had been answered during the consultation process.
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Question:
Does this mean we will have more private companies providing NHS services?
Steve Brennan said it was important to get the best services in place for the local
population; the right service in the right place at the right time. There was no correlation
between the issues discussed during the consultation and NHS privatisation. Andrew
Pepper said he had nothing further to add.
Chris Dowse introduced questions about transport. She noted that this had been a
recurring theme throughout the consultation.
Questions:
What about transport for elderly patients who have early morning appointments?
How are the shuttle buses going to serve each site?
How can you reassure people in North Kirklees?
Stephen Eames said that he was responding on behalf of the transport group. He noted
that the proposed changes would result in 12 thousand more patients accessing services at
Dewsbury (an increase from 124 thousand now, to 136 thousand per year), closer to their
locality. Moreover the proposals are focused on brining care closer to home, which will
result in less travel. With regard to the shuttlebus assurance has been given that the
resources are available, work will now be undertaken to decide how best the service will be
changed. Finally he acknowledged that some services were currently being delivered in the
wrong location, this feedback had been listened to and was being addressed. Dr David
Kelly added that local access for local patients was a proposed condition.
Jo Webster introduced two questions from the public about A&E.
Questions:
How can you consider closure of A & E in Dewsbury when there are national fears of a
crisis?
What will you do in the future with a medical emergency who turns up at Dewsbury A&E?
Dr Simon Enright confirmed that there were no proposals to close A&E in Dewsbury, the
majority of patients would continue to be treated at Dewsbury, only those patients who
were by definition sicker and require an ambulance would go to Pinderfields hospital. In
answer to the second question Dr Simon Enright said that consultants would be present in
A&E most of the time, seven days per week. Out of hours there will be doctors trained in
A&E, nurse practitioners and a resident anaesthetist. It would therefore be possible to
resuscitate very ill patients 24 hours per day, seven days per week.
Chris Dowse presented a series of questions about scrutiny.
Questions:
How does the situation in MYHT compare with Mid Staffordshire?
Where is the scrutiny and accountability?
Are you going to ignore the Scrutiny Panel’s Report.
How are you going to listen to what people have said?
Do you believe you can escape Judicial Review?
Jo Webster said that she could confidentially say that MYHT does not compare with Mid
Staffordshire. Richard Jenkins acknowledged that events at Mid Staffs, as reported in the
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Francis Report, were clearly shocking and a moment of change for the whole NHS. The
quality of MYHT’s services is checked by the CCG, CQC and Trust Development Authority.
The Trust had also reviewed the findings of the Keogh Review, he provided assurance that
the mortality rates for MYHT were below average. Finally he noted that MYHT were
determined to continue to improve and get better.
Jo Webster introduced the final questions, about quality.
Questions:
What are you going to do about quality of care, capacity and co‐ordination between the
hospitals?
Are you aware of low morale of front line staff?
Richard Jenkins said that Sally Napper (MYHT Chief Nurse) is doing a great deal of work
around staffing. This included actively recruiting nursing staff , and seeking to reduce
sickness rates. Stephen Eames said that he believed the Trust’s biggest challenge for the
next three or four years was a fully motivated staff, even though many staff already go
beyond the call of duty every single day. He concluded by drawing attention to the Friends
and Family test which would be released in three weeks. 95% of patients say that they
would be extremely likely or likely to recommend MYHT services.
Dr Phil Earnshaw invited further questions from the audience, if they felt that any area had
not been addressed. No questions were raised.

13/107 Discussion and decision on the next steps for the MYHT Clinical Services Strategy
Pat Keane summarised the Secretary of State’s four tests, which must be fulfilled, and the
governing bodies should consider when making their decision; as summarised in section 8
of the paper.
First, support from GP commissioners. Second, strengthened patient and public
engagement. Third, clarified clinical evidence base. And finally, consistent with current
and prospective patient choice.
Dr David Kelly invited non‐voting members to withdrawn from the board table, because it
was now time for the governing bodies to make their decisions.
Pat Keane guided the governing bodies through the recommendations. He said that the
governing bodies of NHS Wakefield CCG and NHS North Kirklees CCG were recommended
to:

1.

Agree that the contents of the paper are a formal record of the consultation process
and an aggregate of the major themes and that the process is robust and analysis has
been independently prepared.

2.

Agree that the paper is the CCGs’ review and summary of the public consultation,
taking into account the full range of views.

3.

Receive the independent report on the consultation and key findings and confirm that
there has been a robust public consultation on the proposals as set out in the MYHT
Clinical Services strategy.

4.

Agree that the process meets the secretary of state 4 tests including patient and public
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engagement, clarity on clinical evidence, consistency with patient choice and support
from GP Commissioners.

5.

Note the issues highlighted by the public during the public consultation and agree the
following amendments to the strategy, subject to analysis of the clinical and financial
impact:








As a default position, all outpatient appointments across all 3 sites to be provided
locally unless there is a sound clinical reason not to do so. The process of this
should commence within agreed deadlines.
The Paediatric Assessment Unit at Dewsbury Hospital to adjust its opening hours
to accommodate demand.
Develop services for children, including those with complex needs, by enhancing
specialist medical and community nursing in North Kirklees.
Develop urgent local assessment at Dewsbury Hospital for all patients who do not
require admission to Pinderfields Hospital.
For planned surgery at Dewsbury Hospital, post‐operative care to be developed to
increase the number of people who can be treated locally
Emergency Day Care Units to be consultant led with consultant presence during
the day. Opening times to be finalised following evaluation of the pilots. The
units will include surgical procedures and specialist assessment for frail, elderly
patients.

6. Receive assurance and approve the recommendations from the Joint Advisory Review
Group in section 3.6.2 of the paper, including support for the Travel Advisory Group
recommendations which are:





The shuttlebus service to be extended to cover mornings, seven days a week and
to include a booking arrangement for disabled users (this should be run as an
initial pilot for one year);
Commissioners should utilise Metro’s free tender service to source prices for a
family and DDA compliant vehicle shuttle service; and
Mid Yorkshire Trust’s established Travel & Transport Forum should oversee the
provision of:
o More flexible appointment times that take account of travel times;
o Travel information with outpatient appointment letters;
o Better travel information at health premises;
o Support for patients arriving at hospital by ambulance to get home;
o A travel help line;
o Free Metro cards for Pinderfields A&E patients who are unable to get home
any other way; and
o Staff training on travel advice for appointments booked through GP
surgeries.

The opportunity to combine the service for staff and visitors should be investigated
further.

7. Agree to progress transformation in the community through integration across the
health and social care economy.

8. Approve the commissioners’ ambitions and conditions set out in section 6 of the
paper.
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9. Agree that both CCG’s will proceed to commission services that meet the future needs
of the population as described in the MYHT clinical service strategy, as amended in
paragraph 9.5 of the paper.

Dr David Kelly invited the North Kirklees CCG Governing Body to vote on the
recommendations:
For = 11
Against = 0
Abstentions = 1
The NHS Wakefield CCG Governing Body noted that the North Kirklees CCG Governing Body
had approved the nine recommendations.
Before inviting the Wakefield CCG Governing Body to vote on the recommendations, Dr
Phil Earnshaw acknowledged that the proposals were less contentious for the Wakefield
population. Stephen Hardy noted his long association with Dewsbury Hospital. He said
that any clinical concerns he had about the proposals had been addressed. He did however
share concerns which had been expressed about the capacity of community services to
cope. It would be the commissioner’s job to hold MYHT to account and help to restore
Trust in the health system.
Dr Philip Earnshaw asked the Wakefield NHS CCG Governing Body to vote on the
recommendations:
For = 17
Against = 0
Abstentions = 0
The nine recommendations were therefore approved by the NHS Wakefield CCG Governing
Body.

13/108 Next Steps
Dr Philip Earnshaw said that the next step was preparation by MYHT of a full business case.
He said that the conditions agreed by the governing bodies would provide assurance that
no beds would be removed until concerns had been satisfied. The governing bodies were
reminded that the transformation programme would be a long process, expected to run
until 2017.
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Yorkshire Ambulance Service ‐ FT application
In line with national policy Yorkshire Ambulance Service (YAS) are currently progressing with their NHS
Foundation Trust application. A refresh of their five year business plan has been undertaken and
submitted to the NHS Trust Development Agency and Monitor. A copy of their five year Integrated
Business Plan Summary was circulated to the contract monitoring board and commissioners asked to
support the application. As the lead commissioning CCG for the West Yorkshire region Wakefield CCG
has responded to this on behalf of the 10 CCGs. The letter stated CCGs support for the ambitions and
aspirations of YAS but asked for further clarity on the financial projections and assumptions, managing
demand, achieving and sustaining performance and service transformation. At the last Contract
Management Board (CMB) YAS were asked to clarify what level of support was needed from CCGs .
YAS have offered to attend CCGs to discuss the FT application and implications with board and cabinet
members.
Organisational Development ‐ Values into Action
Organisational development is a major component of our first year of operation. Our OD plans have
previously seen significant investment in development of the Governing Body. This will continue and
will also be complemented by a commitment to further development leading to becoming a values
driven organisation. For us this means:
•

We can describe specific activities and behaviours that demonstrate what the values look like
in action.

•

We can remember what our values are.

•

Our values are visibly integrated into how we do business.

•

Our public message matches our own experiences as customers.

•

We make use of our own personal experience to identify the real organisation values

The skills abilities and experience of our staff and our membership are our greatest resource and
therefore, our common values must therefore be created by these parties. However, it is the
behaviour of staff at work that is critical to our future success. The introduction of a strong value‐
based approach to our work as a CCG will directly drive changes in our behaviours. To help achieve a
sustained and positive behaviour shift in our staff teams and membership, we have established the
Values into Action project. Three workshops have now taken place with a cross‐section of staff
attending and the following four values have been identified:
•

Being respectful and enabling trust;

•

Being the best we can be;

•

Working together for patients; and

•

Committed to being one single inclusive team.

The values will contribute significantly to meeting the Investors in Excellence standard and are
intended to inspire a sense of passion and will underpin and guide us in everything we do. They will
be incorporated into our recruitment, selection, induction and appraisal processes during September
2013.
Investors in Excellence
NHS Wakefield Clinical Commissioning Group has become the first organisation of its type in the
country to commit to the achievement of the Investors in Excellence standard. This is an
internationally established standard used across many industries to drive quality and encourage
continuous improvement. It is focused on achieving ‘what matters most’ to organisations. For us, that
is ensuring that the people of Wakefield received high quality care and an excellent experience of care
they receive.
To date we have held our two‐day diagnostic workshop (June 2013) involving 17 CCG staff and this has
been followed up by a successful assurance session. The next step in taking forward our ambition to
work to the highest standards is to identify and train our own ‘excellence champions’. Champions will
have the opportunity to be at the ‘cutting edge’ of our own organisational improvement, and as part
of a team of champions to work right across the CCG to drive forward lasting changes for our staff and
ensure the achievement of the Investors in Excellence standard in 2014.
A two‐day training workshop is planned for 17 and 18 September.
Choosing and buying commissioning support – extension of CSU SLAs
On 22 August the CCG received a letter from Rosamund Roughton, National Director of
Commissioning Development. A copy of the letter can be read at http://www.england.nhs.uk/wp‐
content/uploads/2013/08/130821‐SLA‐EXTENSION‐LETTER‐FINAL1.pdf. This letter provides some
early feedback on the key messages emerging from NHS England’s discussions on areas like
supporting CCG make/share/buy decisions, the development of a set of standards to define excellent
commissioning support to feed into a lead provider framework. It suggests how CCGs can get more
involved in shaping the development of their CSU and also describes the flexibility that is being
considered to the national timetable and the ability to extend and renegotiate SLAs with CSUs. Board
members should note that NHS England is proposing that where CCGs wish to do so, they extend their
SLAs with CSUs until no later than April 2016.
CCG Assurance
In May 2013, a draft CCG Assurance Framework for 2013/14 was published by NHS England (NHSE).
The framework is designed to give assurance that CCGs are delivering quality and outcomes for
patients, both locally and as part of the national standards, as well as being the basis for assessing that
CCGs are continuously improving from the start point of authorisation. The document outlines the
first two quarters arrangements for delivering CCG assurance. This will be done through two
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‘checkpoints’ which will be used as pilots to inform how similar might operate in the longer term. The
framework can be read at http://www.england.nhs.uk/wp‐content/uploads/2013/05/ccg‐af.pdf
A core component of the interim framework is the ‘balanced scorecard. This will be used to assure the
operational delivery of all CCGs. Again, this approach will be tested in quarters 1 and 2, and the
learning will be fed into format development in Q3 and beyond. The content of the scorecard will
very largely be generated centrally, by drawing on existing published data. A small part of the
information required for the scorecard is generated by each CCG as their self‐certification. NHS
Wakefield CCG is required to complete the following key steps in its assurance process:
•

Completion and central upload of ‘self‐certification’ (for Q1 on 5 August – completed);

•

Attend and present at ‘Check Point 1’ joint workshop for all West Yorkshire CCGs (for Q1 on

•

20 August);

•

Engage in a joint senior team review with West Yorkshire Area Team (for Q1 on 12

•

September);

•

Publish completed scorecard to CCG website (for Q1 by 30 September).

Improving General Practice – a call to action
NHS England is seeking views to help shape the future of general practice services in England. In doing
so it has launched Improving General Practice: a call to action which forms part of the wider ‘The NHS
belongs to the people: a call to action’ that NHS England launched on 11 July 2013. The main purpose
of the consultation is to stimulate debate in local communities – amongst GP practices, area teams,
CCGs, health and wellbeing boards and other community partners – as to how best to develop general
practice services. Three phases are proposed:




Engagement: August to November ;
Building options: October and November ;
Aggregation and feedback: December to March 2014.

Board members will want review the supporting slides set, which maps out the case for changes to
the way that general practice services are commissioned and provided. This can be read at
http://www.england.nhs.uk/wp‐content/uploads/2013/08/igp‐cta‐slide.pdf. In addition, an evidence
pack has been produced to support the ‘call to action’ to stimulate debate in local communities –
amongst general practice, area teams, CCGs, health and wellbeing boards and other community
partners – as to how best to develop general practice services. Board members will want to read this
at http://www.england.nhs.uk/wp‐content/uploads/2013/08/igp‐cta‐evid.pdf
The development and transformation of Primary Care services is essential if we, as a CCG are to
achieve our ambitions for the future. The accountability for commissioning of Primary Care rests with
NHS England. However, we are as a CCG are committed to working in partnership with them to
ensure that we develop services in the future.

3

Berwick Report
Following the publishing of the Berwick Report on Tuesday 6 August 2013, NHS England has pledged
to take further action to help make the NHS the safest healthcare system in the world. Professor Don
Berwick, carried out a review following the publication of the Francis Report into the breakdown of
care at Mid Staffordshire Hospital. You can read how NHS England plans to work with all its partners
www.england.nhs.uk/2013/08/06/pat‐safety‐berwick‐report/ across the health and social care system
to assess and implement the recommendations.
You can also read the Department of Health’s response, the full report and letters from Don Berwick
www.gov.uk/government/publications/berwick‐review‐into‐patient‐safety to senior government
officials, senior executives in the NHS, clinicians, managers, NHS staff and the people of England.
Personal Health Budgets
As a Personal Health Budget (PHB) Pilot Site Wakefield CCG has been working for some time in
partnership with Wakefield Local Authority to develop systems and processes in readiness for April
2014, when individuals who are eligible for NHS Continuing Healthcare will have the right to ask for a
Personal Health Budget. The CCG’s Personal Health Budget lead continues to attending local network
meetings to draw on other areas expertise. A number of key CCG staff, including representatives from
the finance team, contracting and care coordinators within the continuing care team have attended
the Yorkshire and Humber programme of events provided by the PHB Network delivery team, as well
as seeking advice and support from local PHB mentors and the DH PHB National team. An
application to join the delivery programme was made in July 2013 this will enable the CCG to self‐
assess progress. It is anticipated that the necessary system and processes will be in place and
operational by December 2013. This will enable testing to ensure readiness for April 2014. The CCG
Clinical Cabinet is being updated on progress of the PHB programme.
NHS 111
From 2nd July the NHS 111 service provided by YAS has been fully mobilised with inclusion of services
in Sheffield, North Yorkshire and York from this date. There are areas which require performance
improvement for both the NHS 111 and the subcontracted Out of Hours service. The Out of Hours
service has been experiencing high than planned levels of demand. A capacity review of the Out of
Hours service has been conducted by the CSU and corrective and service improvement plans have
been requested from the provider and agreed by the contract board. Daily performance reports
continued to be circulated and weekly monitoring Sitrep calls. Local clinical quality and governance
meeting meets on a monthly basis to review local issues and Dr Chris Jones clinical lead role has been
extended for a further 6 months.
Mental Health Strategy Events
Health Without Mental Health is the cross government national mental health strategy. Being
delivered across all ages and embedding a public health approach to mental health, this has been
identified as a priority area both within the JSNA and Health and Well Being Board.
During September, 2 half day workshops will take place involving the senior leadership of the CCG in
preparation for the development of a joint commissioning strategy for mental health in partnership
with Wakefield Council. This will cover the challenges of the national strategy “No Health without
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Mental Health” to adopt a well‐being approach to mental health as well as those of QIPP, service
transformation and the implementation of payment by results. These workshops will also review
existing joint governance arrangements for delivery against the strategy and develop a proposed
framework for delivery across both health and social care.
Update on patient group directions
Authorisation of patient group directions (PGDs) is the responsibility of NHS England area team for
those immunisations listed in the National Immunisation Programme. As an interim measure the CCG
is supporting NHS England in the development of the following PGDs for their Medical Director to sign
and authorise: rotavirus, shingles, seasonal influenza (intradermal, intranasal, and intramuscular).
Once Medical Director sign‐off has been obtained for these PGDs the Medicines Management team
will distribute to GP practices forthwith.
NHS England approval for constitutional amendments
On 15 August confirmation was received (Appendix 1) from Jon Develing, Regional Director of
Operations & Delivery (North) that the application for amendments to the CCG’s constitution and
appendices has been approved.
The amended constitution and appendix were presented to the governing body in June, and
subsequently approved by all of the CCG’s member practice.
Revisions to the constitution were twofold:
 a series of minor amendments identified during the establishment of the CCG, and;
 the inclusion of a paragraph which reaffirms the value the CCG places on openness / transparency
‐ and that all staff, committee and governing body members should feel that they can raise
concerns in an environment which is safe.
Copies of the revised documents are available to the public via the CCG’s website and have been
circulated to CCG staff and members of the Governing Body. Printed copies are available on request
from the Governance Team.
The CCG’s governance team continue to review the governing documents, and identify areas for
development and improvement. Future amendments to the constitution will therefore be necessary.
Members will be engaged and fully consulted on any changes. The Associate Director of Strategy and
System Development and the Governance and Board Secretary are liaising with NHS England to seek
clarity on their expectations about the form member practice approval for constitutional amendments
should take. It is anticipated that revisions to the constitution will be presented to the governing body
in January 2014 and member practices in March 2014, allowing for an application for NHS England
approval in June 2014.
Meeting the Challenge Update
Following the end of the Meeting the Consultation, we received a response from the Joint Overview
and Scrutiny Committee outlining concerns with the consultation. A reply was drafted, and provided
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to the JOSC in keeping with their mid‐August deadline. We expect to meet with the JOSC in
September to discuss their response to our letter.
With the formal consultation now complete, we are now turning our attention to the extensive work
that has been continuing in the other transformation work streams. Strategic Outline Cases for each
of the work streams were submitted to the Programme Executive at the end of June, and a combined
Outline Business Case is expected by the end of September. As part of the stakeholder involvement
which surrounds the transformation programme a symposium has been planned for the afternoon of
9 October. The theme of the afternoon will be integration, and we hope that as many GPs, practice
managers, secondary and social care will be able to attend. A national keynote speaker has been
booked, and planning is now in full swing. This will be a high profile, relevant and motivational
opportunity.
Practice Support Unit (PrSU) Update – Key Priorities 2013/14
1 Communication and Engagement Networks
The PrSU is continuing to support the networks, developing systems and processes to enable them to
become functional commissioning units in the future. To ensure consistency, the agendas are
produced by the Network Support Managers in consultation with the Clinical Chair leads.
Standard areas of discussion include feedback from board members, PCLIF, QIPP and Public Health
and Prescribing updates. PrSU are planning a development session in October.
PrSYOU News
Following discussions with the Practice Manager Advisors group on the need to reduce the amount of
daily email traffic to the membership we have introduced a weekly bulletin, developed with the
Communications team at the Commissioning Support Unit (CSU). The ‘PrSYOU’ News will be sent to
practices on a Friday afternoon and include brief bullet points on commissioning updates and news
and will incorporate links for further information. Urgent communication will still go out through the
usual channels.
Commissioning Readiness
The commissioning training, which is available for GPs and Practice Managers, commences on the 9th
September 2013 and runs through to December 2013. There has been a good uptake with a total of
33 practices enlisted so far, 6 are in the process of sorting out dates and 1 has declined.
2
•
•
•
•
•
•
•
•

Project support includes:
Productive General Practice Programme – all 6 practices commenced the programme and
group meetings arranged
Map of Medicine
Risk Stratification Enhanced Service(ES)
Remote Care Monitoring ES
Quality Premiums
Primary Care Local Improvement Framework by:
PCLIF in Annual Practice Visits
Monthly meetings scheduled with all practices to review data and discuss areas which need
support
6

•
•
•
•
•

The membership meeting in October to include group sessions to discuss progress and share
best practice
PCLIF Project Manager to attend network meetings
Network Collaboration meeting in December
Practice Manager meeting in October
Nurse meetings

3
Innovation and sharing best practice
The Clinical innovation process and template have been reviewed and updated and a QIPP report will
be presented at the networks with updates made through the PrSU Weekly news.
Representatives from each of the networks will meet in December at a Network Collaboration
meeting to share areas of good practice and bring examples of work being undertaken in their
networks.
4
Primary Care Workforce
College Lane Surgery was appointed as the Advanced Training Practice (ATP) for Wakefield. They will
be taking their first cohort of students in the New Year following training of their nurses to be
mentors. They are in the process of recruiting 2 spokes currently who will also receive their first nurse
students early in 2014. Dr Liz Moulton of College Lane will be presenting the ATP Hub at the October
Target session to recruit further spokes to the Hub. Several practices are also showing an interest in
their healthcare assistants undertaking nurse training as part of the Open University programme.
Members are asked to note the contents and support on‐going developments outlined in the content
of the report.

Jo Webster
Chief Officer
September 2013
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Blenheim House
Duncombe Street
LEEDS
LS1 4PL

15 August 2013
Jo Webster
Chief Officer
NHS Wakefield CCG
White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT

Dear Ms Webster
Amendments to Clinical Commissioning Group Constitution
Thank you again for your application dated 27 June 2013, to amend your constitution.
I am writing to notify you of NHS England’s decision in relation to the application for
proposed changes to the Constitution of NHS Wakefield CCG.
Decision
Following our review, NHS England has agreed that the proposed changes to the
Constitution of NHS Wakefield CCG complies with the particular requirements of the
National Health Service Act 2006 as amended by the Health and Social Care Act 2012 and
is otherwise appropriate.
Accordingly, NHS Wakefield CCG’s constitution proposed changes have been approved.
What do you need to do next?
Accordingly to section 14J of the National Health Service Act 2006 (as amended by the
Health and Social Care Act 2012), you will be required to publish the revised constitution.
This should be done as soon as reasonably practical after the receipt of this decision letter.

Conclusio
C
on
Should
S
you
u require any
a assistance follow ing this de
ecision, please contacct Colin Mc
cIlwain on
0113
0
295 2
2096 (colin
n.mcilwain@
@nhs.net) or your Arrea Team Director
D
off Operation
ns and
Delivery.
D
Yours
Y
since
erely

Jon
J Develing
Regional
R
D
Director of
o Operatio
ons and Delivery (North)

Cc
C - Area T
Team Director of Ope
erations an
nd Delivery
y
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Information
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Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation :
It is recommended that the Governing Body note the contents of the report.
Executive Summary:
The Month 4 Finance Report provides a year to date and year end forecast position as at 31st July 2013.
Overall the CCG has a year to date surplus of £972k against a planned surplus of £1,834k and year‐end forecast
of £5,502k which is equal to plan. There are 12 key financial performance indicators:
 7 indicators are green: underlying recurrent surplus, surplus forecast, 2% NR funds, QIPP full year
forecast, running costs, risk management and timeliness & quality of returns.
 3 indicators are red. These are YTD performance, YTD QIPP delivery, YTD activity.
 2 indicators are not yet scored. Activity forecasts are not yet available and balance sheet indicators have
yet to be defined by NHS England.
The primary cause on the in‐month deficit against programme budgets is the over‐trade position against Acute
contracts. Prescribing also remains a risk as per last month. The risks section (section 6) has been updated to
reflect this.
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance

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:

Not applicable



Finance Report presented at every Governance Body meeting, most recently
9 July 2013 and also presented at Integrated Governance Committee on 15
August 2013.

Reference document(s) /
enclosures:

Month 4 Finance Report
2 Appendices are included to provide further detail on specific issues:
 Appendix 1: Prescribing Information
 Appendix 2: QIPP – updated position statement on the 13/14
programme

Risk Assessment:

Section 6 of the paper gives details of the financial risks including mitigation.

Finance/ resource implications:

Not applicable

NHS WAKEFIELD CCG
Finance Report – Month 4 2013/14
1. Introduction
This report shows the financial position at 31st July 2013.
2. Key Financial Performance Indicators
NHS Wakefield CCG key financial performance indicators are detailed below:
Financial Performance
No.
Indicator
1

2

3

4

5

6

7

RAG Measure
Green: >= 2% Amber/Green: 1‐
Underlying recurrent surplus
1.99% Amber Red: 0‐0.99% Red:
<0%
Green: <= 0.1% Amber/Green:
Surplus ‐ year to date performance
<=0.25% Amber/Red: <0.5% Red:
(variance to plan as % of
>=0.5%
allocation)
Green: <= 0.1% Amber/Green:
Surplus ‐ Full year (forecast
<=0.25% Amber/Red: <0.5% Red:
variance to plan as % of allocation)
>=0.5%

Value

Green

13/14 surplus £5.5m + NR £9m =
£14.5m = 3.3%

Red

£862k variance as a % of YTD
budget £150,387k = 0.6%

Green

£0k full year forecast to plan =
0%
Plans submitted to WYAT
within agreed process and
timescales. WYAT fully
informed of all CCG intentions
£1.6m delivered against 4
months of the 12months
profiled plan of £3.3m = 49%.
However the phased plan is
£1.9m which would give an
amber/green position

Management of 2% NR funds
within agreed processes

Green=Yes Red=No

Green

QIPP ‐ year to date delivery

Green: >= 95% of plan
Amber/Green: >=80% of plan
Amber/Red: >=50% of plan Red:
<50% of plan

Red

QIPP ‐ full year forecast

Green: >= 95% of plan
Amber/Green: >=80% of plan
Amber/Red: >=50% of plan Red:
<50% of plan

Green

£10m forecast delivery in line
with plan = 100%

Activity trends ‐ year to date

Green: <101% of plan
Amber/Green: <102% of plan
Amber/Red: <103% of plan Red:
>=103% of plan

Red

YTD Month 2 activity received
for MYHT = £1.28m overtrade =
3.4% against YTD month 2 plan.
Detail on other contracts not
yet available

TBC

TBC ‐ forecast activity
information not yet available

Green

£155k underspend at M4

Green

All risks identified with value
and mitigation (see section 5)

Green: <101% of plan
Amber/Green: <102% of plan
8 Activity trends ‐ full year forecast
Amber/Red: <103% of plan Red:
>=103% of plan
9
Running costs
Green: <= RCA Red: >RCA
Green: Indicator met in full
Amber/Green: Indicator partially
met limited uncovered risk
Clear identification of risks against
10
financial delivery and mitigations Amber/Red: Indicator partially met
material uncovered risk Red:
Indicator not met
11

RAG

Assessment of internal and
external audit opinion and on
timeliness and quality of returns

Balance sheet indicators including
12 performance against planned cash
limit and BPPC performance.

Based on assessment of returns

Green

to be defined

TBC
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No audits undertaken to date.
Self assessed green based on
timeliness and accuracy of
returns to WYAT
Cash: £107k held at 31st July =
0.3% of monthly cash draw
down. BPCC: 93% of invoices
paid by number and 99% paid
by value.

3. Overall Financial Performance
There were no adjustments to the CCG allocation in July hence the total allocation remains at £455,941k as
per the reported position for month 3. NHS England have indicated that further adjustments are required
between NHS England and CCGs relating to specialist commissioning responsibilities.
A high level analysis of budget headings and financial performance is provided in Table 1 below:
Table 1:
Provider

Annual Budget

Budget to
Date

Community Health Services
Acute
Mental Health
Continuing Care
Primary Care
Bfwd Surplus
Other
Programme Allocation (exc planned surplus)
Running Costs
Total

£'000
29,563
259,985
39,814
25,613
67,656
4,230
14,999
441,859
8,580
450,439

£'000
9,854
86,662
13,271
8,538
22,727
1,410
4,999
147,461
2,927
150,387

13/14 Surplus
Total Allocation

5,502
455,941

Expenditure Variance to Forecast year
to Date
Date
end Variance
£'000
9,814
88,194
13,167
7,837
23,026
1,410
5,030
148,477
2,771
151,249

£'000
‐40
1,533
‐104
‐701
298
0
31
1,017
‐155
862

£'000
0
69
‐57
4
92
0
‐16
92
‐92
‐0

1,834

0

‐1,834

‐5,502

152,221

151,249

-972

-5,502

Programme budgets are further analysed below. Running costs is under budget which is a combination of
vacancies and organisational development training costs.
Year to Date expenditure reflects activity information received for April and May. However there remain
validation queries outstanding; challenges and penalties to finalise; and availability of profiling and
forecast detail .
4. Programme Budgets
Variances against Programme budgets are shown in Table 2 below. Significant variances can be explained
as follows:




MYHT Acute – contracted activity for April and May shows an overtrade position of £1.2m with
some validation outstanding. This information has been used to accrue a YTD position for month 4
and assumes some mitigation from the 1st July as a result of the PCLIF scheme. There are some
minor recharges where there is intelligence to inform an outturn position hence the small year
end variance. Further analysis of the overtrade position suggests the following:
o Non Elective total overtrade £524k.
o Direct Access overtrade = £175k mainly radiology
o A&E over trade £225k
o Day Case = £308k across a range of specialties
Other Acute – The YTD variance mainly relates to underspends against The Practice
(ophthalmology) and the Virgin contacts (dermatology) due to significant undertrades. Other
AWPs/AQPs that are currently overspending are predicted to overspend in the forecast.
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Prescribing overspend relates to April and May information. Although May has shown an improved
position than April, the combined months are still higher than expected. The driver for this is still
the unpredicted increased costs of certain products classified as ‘no cheaper stock obtainable’
(NCSO) due to general stock shortages. Prescribing trends and month 2 actual spend by practice is
presented at appendix 1. Additionally there is also an overspend against the oxygen budget which
is predicted to continue.
Continuing Care year to date position reflects actual spend within the service but is still expected
to breakeven at year end. The pattern of spend within this area is particularly variable over the
course of the year and past trend information shows that higher expenditure occurs later in the
year.

Table 2:
Provider

Mental Health
Acute ‐ Mid Yorkshire Hospitals Trust
Acute ‐ Leeds
Acute ‐ YAS
Other Acute
Prescribing
Primary Care and Out of Hours
Continuing Care & Free Nursing Care
Community Services
Other Contracts
QIPP
Other Reserves
Non Recurrent Reserve
Bfwd Surplus
Programme Allocation (exc planned surplus)
Running Costs
Total

13 / 14 Surplus
Total Allocation

Annual Budget Budget to Date
£'000
39,814
198,475
13,652
15,213
32,645
60,486
7,170
25,613
29,563
7,788
‐4,060
5,874
5,397
4,230
441,859
8,580
450,439

£'000
13,271
66,158
4,551
5,071
10,882
20,337
2,390
8,538
9,854
2,596
‐1,908
2,512
1,799
1,410
147,462
2,927
150,388

Expenditure to Variance to
Date
Date
£'000
13,167
68,149
4,504
5,045
10,496
20,712
2,314
7,837
9,814
2,627
‐1,908
2,512
1,799
1,410
148,478
2,771
151,250

£'000
‐104
1,990
‐46
‐26
‐385
375
‐76
‐701
‐40
31
‐0
‐0
0
0
1,017
‐155
862

Forecast year
end Variance
£'000
‐57
‐29
0
0
98
92
0
4
0
‐16
0
0
0
0
92
‐92
‐0

5,502

1,834

0

‐1,834

‐5,502

455,941

152,222

151,250

-972

-5,502

5. QIPP and Non Recurrent Reserve


QIPP annual budget has reduced as some agreed QiPP schemes have now been transacted. It is
presented here as a balanced budget as the expectation is that it will be achieved by the end of
the year. However there is a risk to this which is described in the risks section below. An updated
position on the QIPP programme is shown in appendix 2.



Non‐Recurrent plans for the 2% reserve have continued to be developed in discussion with WYAT.
These proposals will be discussed at a business meeting in September involving governing body
and clinical cabinet members within the context of the transformation programme. Due to
timescales there may be a requirement to convene a small committee of the governing body in
order to agree funds.

6. Risks & Opportunities
Key risks are outlined in Table 3 below:
Page 3 of 8

Table 3:
Specifically General
Provided Expenditure
Risks
Risks
Mitigation
£2.5m
WCCG share is provided for as a contingency.
Valdation process ongoing with queries, challenges and penalties to
£4.2m
finalise. Implementation of PCLIF scheme to mitigate the A&E and
emergency admissions over‐trade.

No
1

Risk
Acute provider contracts risk of £3.9m of non recurrent income

2

Provider contracts over‐trade

3

Running Cost Allowances (RCA). Awaiting outcome of national
rebasing of RCA regarding NHS Property Services in order to enter
into lease/other HQ contracts. CCG considers that the original
baseline amount should be adjusted downwards to reflect changes
to the definition of what was included and economies made in‐
year. Outcome awaited in Q3.

4

Specialist Commissioning – Proposed rebasing of specialist mental
health adult low secure contracts from budget to M8 forecast
outturn creates a material financial risk.

£0.9m

There remains a risk relating to out of area specialist commissioning
to be reconciled by NHSE.

5

QiPP schemes in development do not materialise full values

£0.9m

Process in place to ensure rigour in QIPP development and
reporting.

6

Inability to validate invoices due to s251 matters, causing delays in
authorisation, payment and impact on BPPC

7

Continuation of prescribing overspend and inability to mitigate
whilst delivering a cash releasing QIPP.

£1.3m

1
2
3

On a case by case basis, to agree a realistic payment schedule with
providers which would be subject to retrospective validation.

£0

Intensive work ongoing by medicine management team to identify
alternative products to those on the 'no cheaper stock obtainable'
(NCSO) list, dose optimisations and script switch.

£1.0m
£3.8m

No

Fully provided for in RCA budgets

£7.0m

Expenditure
Opportunity
£2.3m
£0.5m
£4.2m

Risk
Contingency Held
Contract Reserves
Non Recurrent Measures ‐ brought forward surplus reserve

£7.0m

7. Better Payment Practice Code
The NHS target is 95% of invoices to be paid within 30 days both in terms of value and on number of
invoices. Actual performance for month 4 is shown below. Section 251 data validation issues relating to
patient confidentiality are resulting in some invoices not being paid within the 30 days.
Month 4 2013/14 - 31st July 2013

Number

£000's

Non NHS Creditors
Total bills at the end of the month
Total bills paid within target

Percentage of bills paid within target
NHS Creditiors
Total bills at the end of the month
Total bills paid within target

Percentage of bills paid within target

940
865

4,585
4,368

92%

95%

132
128

26,610
26,611

97%

100%

8. Cash
Cash held at 31st July was £107k, 0.3% of the monthly cash allocation and well within the 5% tolerance.
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9. Shared Business Services
The NHS Shared Business Services (SBS) invoice imaging system continues to improve with only a very
small amount of invoices not available for viewing. Other issues have been highlighted with SBS regarding
timeliness of invoice processing and setting up of new suppliers. These have also improved following a
useful meeting between Wakefield CCG and senior SBS colleagues

10. Statement of Financial Position
The analysis of the brought forward Statement of Financial Position (balance sheet) remains to be
completed post final accounts and final closedown of PCT accounts. This will be developed after month 5
when closedown of the PCT accounts is finalised in line with the national timetable.
11. Legacy Issues
Timetable and procedure notes have now been released by the DoH for full closedown of PCT
transactions. Close down date is 31st August when all working papers are to be passed to the relevant
receiving organisations. No further PCT payments can be made beyond that date. Full sign off of the PCT
closure is by 30th September.
Additionally the CCG is required to support the area team in the production of PCT programme budgeting
reports. This is ongoing and due for completion in September 2013.
12. Recommendations
Members are asked to receive and note the contents of the report.

Karen Parkin,
Head of Finance & Governance
13/8/13
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Appendix 1: Prescribing Spend
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Appendix 2: 13/14 QIPP Schemes – Update as at 13/8/13
QIPP
Number
OS001

Programme
Other Services

Scheme Name
Childrens Complex & Continuing Care Packages

Ian Carr

Lead
Ian Carr

Savings Start
Date
1st Apr 13

OS002

Other Services

Unplanned Care for Paediatrics and LT conditions: rotivirus
immunisation; public health programme including accident
Ann Carroll
prevention; epilepsy nurse specialist service; respiratory nurse
specialist service; family centric primary care

Ian Carr

Morna Cooke

1st Apr 13

428

387

PC001
PC002

Primary Care

Maximise technology - cardiology (inc e-consultation)

Clive Harries

Linda Driver

Debra Taylor Tate

1st Aug 13

0

0

green

Community Services

IMAT (was MSK)

Patrick Wynn

Linda Driver

Debra Taylor Tate

1st Nov 13

4

9

green

MH001
MH002
PC003
PC004
PC005

Mental Health
Mental Health
Planned Care
Planned Care
Planned Care

Psychiatric Intensive Care Unit ( PICU )
Community Unit for the Elderly ( CUE )
Criteria Based Commissioning
Dermatology
Ophthalmology Transformation

Clive Harries
Clive Harries
Patrick Wynn
Patrick Wynn
Patrick Wynn

Michelle Ezro
Michelle Ezro
Linda Driver
Linda Driver
Linda Driver

Phil Smedley
Phil Smedley
Jenny Feeley
Debra Taylor Tate
Debra Taylor Tate

1st Apr 13
1st Apr 13
1st Nov 13

398
250
85
170
364

398
250
204
170
364

PC006

Planned Care

Planned Care - reducing unwarranted variation in Primary Care Patrick Wynn

Linda Driver

Debra Taylor Tate

1st June 13

0

0

PH001

Urgent Care

Falls Yas Pathway

Avijit Biswas

Jo Hanlon

Julie Owen

1st Apr 13

22

22

amber

PH002
PH003
PH004
PH005
PH006
PH007
PR001
PR002
UC001

Planned Care
Urgent Care
Urgent Care
Community Services
Community Services
Urgent Care
Prescribing
Prescribing
Urgent Care

Stroke Prevention / AF
Respiratory - pulmonary rehab
Community Respiratory Service
Nephrology
Telehealth in Heart Failure
Respiratory admissions - reduced tariff
Nutrition redesign
Prescribing QiPP (inc. repeat prescriptions)
Urgent Care PCLIF
Admission avoidance scheme (was Older People - Discharge
to Assess)
Primary care Streaming
Emergency Ambulatory / day care tariff
Prostate Cancer
Detailed Budget Review and transaction of CCG reserves

Avijit Biswas
Avijit Biswas
Avijit Biswas
Avijit Biswas
Avijit Biswas
Avijit Biswas
Paul Dewhirst
Paul Dewhirst
Adam Sheppard

Jo Hanlon
Jo Hanlon
Jo Hanlon
Jo Hanlon
Jo Hanlon
Jo Hanlon
Jo Fitzpatrick
Jo Fitzpatrick
Matt England

Gillian Richardson
Lisa Chandler
Lisa Chandler
Janet Wilson
Anne Marie Johnson
Lisa Chandler
Corrine McDonald
Lyndsey Clayton
Sandy Smith (CSU)

1st Oct 2013

41

94

1st
1st
1st
1st
1st
1st
1st

82
0
54

156
35
111

65
2,000
3,490

180
2,000
3,032

green
red
green
green
green
red
green
green
green

Avijit Biswas

Linda Driver

Simon Rowe

1st Sept

203

348

green

Adam Sheppard
Adam Sheppard
Patrick Wynn

Linda Driver
Linda Driver
Linda Driver
Andrew Pepper

Simon Rowe
Simon Rowe
Debra Taylor Tate
Karen Parkin

1st
1st
1st
1st

78
0
16
1,384
9,201

78
200
40
0
8,179

green
red
amber
green

Linda Driver

Debra Taylor Tate

Linda Driver
Linda Driver
Linda Driver

Janet Wilson & Jane Maskill
Matt England
Debra Taylor Tate
Phil Smedley

250

345

500

1,000

50
100

100
200

UP001

Community Services

UP002
UP003
PC007

Primary Care
Urgent Care
Planned Care
All
SubTotal

Clinical Lead
Ann Carroll

HoS

1st Apr 13

Sept 13
Apr 14
Oct 2013
Apr 14
Nov 13
Apr 13
July 13

Apr 13
Apr 14
Nov 13
April 13

PYE 13/14 FYE 14/15
67
101

Ideas to be Worked Up:
PC008
PC009
PC010
PC011
PC012
PC013
UC002
PH008
UP003
UP004
UC003
PC014
PC015
PC016
PC017

Physiotherapy / Further review of MSK services (inc chronic
pain)
Planned Care
Gastro Enterology Transformation
Planned Care
Opthalmology Contract
Planned Care
Orthotics
Planned Care
Review of out of area placements and continuing care adults
Planned Care
Review policies that support the IFR process
Non Elec admissions and ambulatory care sensitive conditions
Urgent Care
(includes Falls)
Care Home attendances
Early pregnancy at A & E
Back Pain attendance ( maybe links MSK )
Emergency Care Practioners - YAS
Planned Care
Review of Local tariffs
Planned Care
Review of Pathology Tests
Do Not Do List and/or strengthening of policies: orthotics,
Primary / Secondary Care
cosmetics, IVF, optometrists
Planned Care
Intra Vitreal Injection Tariff
SubTotal
Planned Care

tbc
Patrick Wynn
Patrick Wynn
Patrick Wynn

Avijit Biswas
Avijit Biswas
Adam Sheppard
Adam Sheppard

Matt England
Jo Hanlon
Gaynor O'Connor
Gaynor O'Connor
Maciej / Andy Mobbs
Maciej / Andy Mobbs
CSU
Maciej

Debra Taylor Tate

Total
green
amber 70%
New Ideas
Total
Target
Shortfall
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20

50

10
930

100
1,795

10,131

9,974

8,765
305

7,519
322

10,000

9,636

10,000

10,000

0

364

RAG
green
green

amber
green
green
green
green
green
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Title of meeting:

Governing Body

Date of Meeting:

10 September 2013

Paper Title:

Integrated Quality and Performance Report (Board
Summary)

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Miranda Berry, Commissioning for Quality Manager
Luke Streeting, Performance and Planning Manager
Responsible Clinical Lead:
Dr David Brown, Quality lead
Responsible Governing
Board Executive Lead:
Recommendations:

Information

9



Jo Pollard, Director of Commissioning and Quality Improvement
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.
approve the actions being taken to address areas of underperformance.
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 a summary of the July and August Integrated Quality & Performance reports which
have been presented to the monthly Integrated Governance Committee. It reflects indicators that are currently
underperforming against target, with an exception report to highlight the key issues and actions being taken to
improve performance.
Key areas for improvement
 There have been three 52 week breaches of the Referral to Treatment standard.
 Wakefield CCG reported 3 MRSA infections and MYHT reported 1 MRSA infection in June 2013.
 MYHT have failed to meet the Referral to Treatment standard for Admitted Pathways for both the
reporting period and the YTD position.
 Although improvement has been seen within the Referral to Treatment standard for Incomplete pathways
for both Wakefield CCG and MYHT in terms of the reported monthly position, the YTD position remains
below the required standard.
 Ambulance handovers (for both YAS and MYHT) remain below the required operating standard.
 In July 2013 MYHT reported a Never Event for a North Kirklees patient for the retention of a swab.
Key Areas of Achievement
 Ambulance response times have continued to achieve the targets in June 2013
 A&E 4 hour waiting time standard continues to achieve with a performance of 97.9% against a target of 95%
 All cancer waiting time standards where met in June 2013 for NHS Wakefield CCG
 Rates of Clostridium Difficile where lower than the target in June 2013 with the year to date position
dropping below the target levels and returning to green.
 The CQC warning notice for the Surgical Day Unit received in autumn 2012 was lifted in June 2013.
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all



Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance




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:

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks are
captured as appropriate in the CCG Board Assurance Framework and
Corporate Risk Register

Finance/ resource implications:

Mitigating actions required to improve performance or quality are assessed
on an individual basis for any finance or resource implications

Integrated Governance Committee – 18 July and 14 August 2013

NHS Wakefield Clinical Commissioning Group
Integrated Quality and Performance Report (Board Summary)
September 2013
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NHS Wakefield Clinical Commissioning Group
Integrated Quality & Performance Report
August 2013
Report Content
This month’s report represents the next stage of development linking the indicators to CCG Strategic Objectives along with development of the Quality Premium scorecard. A
Development Action Plan has been agreed with CSU which identifies a staged implementation of report evolution that will include individual contract performance, activity and finance
trading positions,
The information contained in this report relates to NHS Wakefield CCG across all providers including the Mid Yorkshire Hospitals NHS Trust for June 2013 (unless otherwise stated).
Recommendations:
 To note the content of the report and actions

Key Messages
Key Success Stories





Cancer – 62 Day wait from urgent GP Referral to first definitive treatment
performance has improved for the reported month and now achieves the
required standard for both Wakefield CCG and MYHT, however, the YTD
position remains below threshold.
C.Diff cases are now within the required threshold of performance.
The 18 week Referral To Treatment standard for Non Admitted pathways has
achieved the required standard within the reported month for both Wakefield
CCG and MYHT at the aggregated level but not the individual specialties.

Areas for Improvement







There have been three 52 week breaches of the Referral to Treatment standard.
Wakefield CCG have reported 3 MRSA bacteraemia cases and MYHT 1 MRSA case
during the reporting period.
MYHT have failed to meet the Referral to Treatment standard for Admitted
Pathways for both the reporting period and the YTD position.
Although improvement has been seen within the Referral to Treatment standard
for Incomplete pathways for both Wakefield CCG and MYHT in terms of the
reported monthly position, the YTD position remains below the required standard.
Ambulance handovers (for both YAS and MYHT) remain below the required
operating standard.
Reported Never Event during July – retained swab following surgery.

Items removed from the July and August IGC Reports and not included in Board Report




CQUIN Q4 Exception Report
Quality Account Priorities 2013/14
CQC Quality and Risk Profiles





Referral to Treatment Deep Dive
62 Day Cancer – GP and screening Service Deep Dive
Surgery Outcome Data
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Level 2a: Key Performance Indicators
Wakefield CCG performance against CCG Strategic Objectives
Source – CCG Outcomes Framework, Everyone Counts, NHS Constitution

Data – June 2013 (Year to date position)

Wakefield CCG Strategic Objectives Balanced Scorecard

CARECLOSER TO
HOME AND OUT OF
HOSPITAL

PREVENTIONOF ILL‐
HEALTH AND ILLNESS

Cancer ‐ Max 2 week wait urgent
GP Referral
Cancer ‐ Max 2 week wait breast
symptoms

Cancer ‐ max 62 day wait from
urgent GP referral to first
definitive treatment for cancer

Cancer ‐ max 31 days wait from
diagnosis to first definitive
treatment for all cancer

Cancer ‐ max 62 days wait from
referral from a NHS Screening
Service to first definitive
treatment

Cancer ‐ max 31 days for
subsequent treatment where that
treatment is surgery

Cancer ‐ max 62 days wait for first
definitive treatment following a
consultant decision to upgarde
priority of patient

Cancer ‐ max 31 for treatment
where that treatment is an anti ‐
cancer drug regieme

Mixed Sex Accommodation (MSA)
Breaches
MRSA

RTT 18 weeks ‐ Admitted
pathways

RESPONSIVE URGENT
CARE

Ambulance R1 8 min response

SAFE EARLY YEARS AND
HEALTHY TRANSITION TO
ADULTHOOD

Smoking in pregnancy

Ambulance R2 8 min response
RTT 18 weeks ‐ Non Admitted 18
weeks
RTT 18 weeks ‐ Incomplete
pathways
RTT ‐ 52 weeks wait from referral
to treatmen
Diagnostic test waits ‐ no more
than 6 weeks

Ambulance 19 min transportation
Ambulance to A&E handover
Crew clear delays
A&E waits no more than 4 hrs
Trolley waits ‐ no more than 12
hrs

Changes from previous month
1. The scorecard now presents the
YTD position rather than the
current reporting period
2. C.Diff has turned green .
3. Smoking in Pregnancy has turned
green.

CDiff
Cancer ‐ max 31 days for
treatment where that treatment is
a course of radiotherapy

Y
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Level 2a: Key Performance Indicators

Key Performance Indicators – Exceptions
Source – CCG Outcomes Framework, Everyone Counts, NHS Constitution
Data – June 2013
Wakefield CCG
Domain

Wakefield CCG Strategic Objective

Data Availability Reporting Period

Period Target/
2013/14 Plan

Actual

YTD

Trend Information
FOT

Direction of travel
Month

2012/13

Previous months score card

Direction of travel

Actual

YTD

Responsive Urgent Care
1

FOT

Data
Assurance

Clinical Lead

Month

YAS

Ambulance ‐ Turnaround Time

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

Acute Trust ‐ Turnaround Time

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

monthly

June

Not reported at CCG Level

95%

69.3%

70.1%

70.1%

↓

Ada m
Sheppa rd

↑

Ada m
Sheppa rd

MYHT
1

monthly

June

Not reported at CCG Level

95%

66.7%

64.8%

MYHT

Prevention of ill health and illness
5

Heathcare Associated Infections

1

Cancer Waits ‐ 62 Days

MRSA

Max 62 day wait from urgent
GP referral to first definitive
treatment for cancer
Care closer to home and out of hospital care

monthly

June

0

3

5

20

↓

↓

monthly

June

85%

87.9%

83.6%

83.6%

↑

↓

monthly

June

90.0%

87.9%

90.2%

90.2%

↑

↑

RTT ‐ Incomplete pathways

monthly

June

92.0%

92.6%

91.7%

91.7%

↑

↓

Number of 52 week Referral to
treatment pathways

number of patients on
incomplete pathways over 52
weeks

monthly

June

0

3

12

48

↓

↑

Improving Access to Psychological
Therapies

People entering
psychological therapies

monthly

April

2.6%/10%

1.2%

1.2%

1.2%

↓

↓

18 Week RTT Waiting Time Standard

5

••••••
••••••

1

3

12

↔

Da vi d Brown

88.3%

86.5%

86.5%

↑

Avi ji t Bi s wa s

MYHT

RTT Admitted pathways

4

64.8%

••••••
••••••
••••••
••

86.5%

89.6%

89.6%

↓

Pa tri ck Wynn

92.1%

91.0%

91.0%

↑

Pa tri ck Wynn

0

0

0

↔

Pa tri ck Wynn

Not at Provider Level

Key

↑ ‐ Below target and improving ↑ ‐ Above target and improving
↓ ‐ Below target and worsening ↓ ‐ Above target and worsening
↔ ‐ No change

Nationally published validated data supply

National validated data supply with identified compliance issues
Provisional data ‐ not yet fully validated
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Level 2a: Key Performance Indicators

Strategic Monitoring
Performance is above target this month on the following indicators however, they continue to be monitored.
Wakefield CCG
Domain

Wakefield CCG Strategic Objective

Data Availability Reporting Period

Trend Information

Period Target/
2013/14 Plan

Actual

YTD

FOT

Direction of travel
Month

2012/13

Previous months score card

Direction

FOT

YTD

75.9%

75.6%

75.6%

↑

Adam
Sheppard

78.6%

78.5%

78.5%

↑

Adam
Sheppard

97.6%

97.7%

97.7%

↑

Adam
Sheppard

97.6%

↓

Adam
Sheppard

0

↔

Adam
Sheppard

Responsive Urgent Care

1

Ambulance response times

Data Assurance Clinical Lead

Actual

Month

YAS
Cat A (Red 1) 8 min response time

monthly

June

75%

75.3%

76.6%

76.6%

↓

↑

Cat A (Red 2) 8 min response time

monthly

June

75%

80.9%

79.3%

79.3%

↔

↑

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

monthly

June

95%

99.2%

99.0%

99.0%

↑

↑

••••••
••••••
••••••

MYHT
4

A&E 4 hour waiting time standard

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

Weekly

June

95%

Not reported at CCG Level

97.9%

97.6%

4

Trolly Waits in A&E

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

Weekly

June

0

Not reported at CCG Level

0

0

Prevention of ill health and illness
5

Heathcare Associated Infections

MYHT
monthly

May

6/86

4

18

72

↑

↓

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

monthly

June

93%

96.7%

96.8%

96.8%

↓

↓

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

monthly

June

93%

96.6%

96.7%

96.7%

↓

↓

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

monthly

June

96%

98.6%

97.7%

97.7%

↑

↓

Max 31 day wait for subsequent treatment
where treatment is surgery

monthly

June

94%

100.0%

99.0%

99.0%

↔

↓

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

monthly

June

98%

100.0%

100.0%

100.0%

↔

↔

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

monthly

June

94%

100.0%

99.4%

99.4%

↔

↓

monthly

May

90%

94.1%

93.3%

93.3%

↓

↓

monthly

May

tba

50.0%

73.3%

73.3%

monthly

June

0

0

0

0

0

↔

••••••
••••••
••••••
••••

Cancer Waits ‐ 2 Weeks

1

Cancer Waits ‐ 31 Days

Cancer ‐ 62 Days

4

••••••
••••••
••••••
••••••
••••••
••••••
••••••
••••••

Clostirdium Difficile

Max 62 day wait from referral from an NHS
Screening Service to first definitive
treatment
Max 62 day wait for first definitive treatment
following a consultant decision to upgrade
priority of patient

Mixed sex accomodation breaches Minimise breaches

2

8

32

↑

Da vi d Brown

96.6%

96.8%

96.8%

↑

Avi ji t Bi s wa s

97.8%

96.6%

96.6%

↑

Avi ji t Bi s wa s

100.0%

98.9%

98.9%

↑

Avi ji t Bi s wa s

100.0%

100.0%

100.0%

↔

Avi ji t Bi s wa s

100.0%

100.0%

100.0%

↔

Avi ji t Bi s wa s

n/a

n/a

n/a

100.0%

97.0%

97.0%

75.0%

84.8%

84.8%

0

0

0

↔

Da vi d Brown

96.0%

96.2%

96.2%

↓

Pa tri ck Wynn

99.6%

99.5%

99.5%

↑

Pa tri ck Wynn

Care closer to home and out of hospital care
18 Week waiting time standard

RTT Non‐admitted pathways

monthly

June

95.0%

95.8%

96.2%

96.2%

↓

↑

4

Diagnostic test waiting times

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

monthly

June

1%

99.7%

99.6%

99.6%

↑

↑

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

1/4ly

Q1

95%

96.7%

96.7%

96.7%

↑

↑

Care Programme Approach (CPA)

↑

Avi ji t Bi s wa s

Avi ji t Bi s wa s

MYHT

4

5

Avi ji t Bi s wa s

No data
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L e v e l 2

Level 2a: Strategic Plan – Quality Premium Performance Scorecard

Performance against Strategic Plan Quality Premium Objectives (Year to date)
NHS Constitution
18 weeks RTT
(Target: Admitted 90%,
Non admitted 95% Incomplete
92%)

CCG Financial Status

62 day cancer wait
for 1st definitive
treatment

4 hour A&E
(Target: 95%)

NHS Constitution Indicators
A CCG will have its Quality Premium reduced
if the providers from whom it commissions
services do NOT meet the NHS Constitution
requirements for the patient pledges/ rights
identified here.
As stipulated in national guidancetified
performance is measured for all providers at
the CCG level, with the exception of the
ambulance service which is at provider level

YAS RED 8 mins
(Target: 75%)

(Target: 85%)

The CCG will not receive a Quality Premium if it
has failed to manage its total resource envelope
or has exceeded the agreed level of surplus

Admitted Patients

4 hour A&E Wait

YAS RED 1&2
(8 mins)

62 day Cancer wait GP Referal
62 day Cancer wait Screening
Service Referal

Non‐admitted Patients

YAS RED 1 (8 mins)

Patients on Incomplete
pathways
Patients waiting
52 week or more

Local Measures

National Measures

DOMAIN 1: Preventing
people from dying
prematurely

Potential years of life lost
from causes considered
amenable
topeople
health care:
young
adults, children and young
people

DOMAIN 2: Enhancing the
quality of life for people
with long term conditions
and DOMAIN 3: Helping
people to recover from
episodes of ill health or
following injury

DOMAIN 4: Ensuring that
people have a positive
experience of care

Avoidable Emergency
Admissions

Roll‐out of Friends and Family
Test to maternity services
Friends and Family Test: acute
inpatient care
and yo
ung people

Friends and Family Test: A&E
Services

DOMAIN 5. Treating and
caring for people in a safe
environment and
protecting them from
avoidable harm

Number of MRSA reported
infections (HPA reported)

Smoking in
pregnancy

Improve access to
talking therapies

(Target: 23.1%)

(Target: 11.4%)

Smoking in pregnancy

Talking Therapies

Improve stroke recovery
with 4‐8 month follow‐
up
(Target: 70.0%)

Stroke Improvement

and young people

Number of C‐Diff blood stream
infections

Data set
1. The data represents the YTD position for the CCG, and colour coded against the national target threshold.
2. If data is not available for the current period it is reflected by a grey box
Quality Premium financial value calculations.
1. The total QP is calculated on a £5 per head population for the CCG.
2. The current population baseline for Wakefield CCG is 356,679
3. The estimated current QP for Wakefield CCG is £1,783,395
4. Each measure is worth 12.5% (223k) of the total QP value, with the exception of the combined Domain 2
and 3 which is worth 25% (446k).
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L e v e l 2

Level 2a: Quality Dashboard – MYHT

The following Quality Dashboard has been constructed to allow the Governing Body to note the performance of the Mid Yorkshire Hospitals NHS Trust against key quality indicators. The
indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available at the time of writing will be used, and may be
subject to change due to validation between deadline for papers and Integrated Governance Committee meeting.
Mid Yorkshire HT
Reporting Period

Period Target/
2013/14 Plan

Actual

Trend Information

YTD

FOT

Direction of
travel
Month

Previous months score
card

Patient Safety

•••••
•••••
•••••
•
••

MRSA

June

0

1

3

12

↔

C. Difficile

June

49

2

8

32

VTE ‐ Risk Assessment

June

95%

98.5%

98.3%

‐

↑
↓

Harm Free Care (new VTE, falls, pressure ulcers and catheters & urinary tract infections)

April

‐

89.74%

‐

‐

↑

Never Events

July

0

1

1

‐

↓

SIs Number Open

June

n/a

11

11

‐

‐

SIs New for month

June

n/a

2

4

12

↔

Jan‐Dec
2012

<100

‐

102.06

‐

↑

March

<100

‐

96

‐

↔

Feb

‐

‐

1.48

‐

↓

Single sex Accomodation Breaches

June

0

0

0

0

↔

Complaints handled within timescales

May

95%

74%

66%

‐

↑

Friends and Family Test response rates

June

Q1 15%
Q2‐4 >20%

20.5%

18.3%

‐

Friends and Family Test net promoter score

June

50‐100

66

‐

‐

↓
↓

•••••
•••••
••
••

Nurse to bed ratio

Jan

‐

1.68

‐

‐

Doctor to patient ratio

Jan

‐

0.12

‐

‐

↓
↔

•
•

National Acute Quality Dashboard undesireable alerts

July

0

0

0

‐

↔

CQC Conditions or Warning Notice

July

0

0

1

‐

↑

••
••

Clinical Effectiveness

SHMI ‐ Latest Data
HSMR 2012/13 rebased ‐ latest data
Amenable Mortality

••
•••••
•

Patient Experience

Operational

External Assurance

net promoter score = proportion of 'extremely likely' responses minus the proportion of 'neither likely nor unlikely', 'unlikely' and 'extremely unlikely' responses, meaning a score could be between +100
and ‐100.
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L e v e l 2

Level 2b: Friends and Family Test

All patients over 16 are now asked a simple question to identify if they would recommend a particular A&E department or ward to their friends and family – the national ‘friends and family
test’ (FFT). The results of the test will be used to improve the experience of patients by providing timely feedback alongside other sources of patient feedback. The data also enables the
public to make comparisons between hospitals by publishing FFT results in a consistent way for all providers on NHS Choices. The first set of Friends and Family Test data was published on
30 July 2013 on the NHS England and NHS Choices websites. Detailed information by Trust, site and ward is now available each month at http://www.england.nhs.uk/statistics/statistical‐
work‐areas/friends‐and‐family‐test/friends‐and‐family‐test‐data/ This includes the ‘net promoter’ or ‘FFT’ score which is calculated using the proportion of patients who would strongly
recommend minus those who would not recommend or indifferent. The test will be expanded to maternity services from October 2013 and to GP practices, community services and mental
health services nationally by the end of 2014.
Key messages:
 A total of 50 areas across MYHT are currently involved in the FFT.
 94.65% of people at all sites were extremely likely or likely to recommend MYHT to their friends and family during Quarter 1.
 FFT scores across all MYHT sites were in the normal range nationally, with Dewsbury A&E among the best 20% in the country.
 MYHT A&E response rates and FFT scores were above both the England and West Yorkshire Team average.
 MYHT inpatient response rates and FFT scores were in line with the England average.
 There was variation in both response rates and FFT scores across sites. Pinderfields A&E had the lowest FFT score across the 3 sites (54). Pontefract inpatients had the highest FFT
score across the 3 sites (92).
 Pinderfields Gate 41 had a negative FFT score.
June 2013
Inpatients
A&E
In the normal range
Among the best
Dewsbury
(FFT score: 69 from 392 responses)
(FFT score: 73 from 575 responses
In the normal range
In the normal range
Pinderfields
(FFT score: 71 from 475 responses)
(FFT score: 54 from 951 responses)
In the normal range
In the normal range
Pontefract
(FFT score: 92 from 51 responses)
(FFT score: 72 from 519 responses)
Gate 41
Gate 41 is one of 36 inpatient wards nationally to receive a minus score for June. The low score does not necessarily indicate poor patient due to the low response rate of 13% (9 patients
responded to the FFT question). MYHT have taken action in response to these concerns.
These include;
 Increasing support to the ward, with new visible leadership and support for the ward sister. A Matron is using a daily assurance tool to audit standards of care.
 Splitting the ward into two smaller wards, each headed by a Band 7 ward sister. This will increase the supervision of care, ensure compliance with care planning and increase the
visibility of ward sisters for families.
 Strengthening leadership teams on each ward by rotating the Band 6 deputy sisters across all elderly wards.
 3 patient and relative listening events have taken place in June and July. This is the first part of an appreciative enquiry in elderly care that is taking place across the Trust.
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Ward sisters conducted rounds to speak to families on the day the FFT information was published. None of the patients or families were anxious or concerned about the care they
were receiving.

Level 3: Exceptions & Narrative ‐ Summary
Indicator
Healthcare
Associated
Infections – MRSA
Clinical Lead
Dr Andrew Furber
Commissioning
Lead
Jane O’Donnell

Key Issues

Key Actions

 In June 2013 MYHT reported a post 48 hour MRSA
bacteraemia case in a Wakefield resident. This
case is assigned to NHS Wakefield CCG. The post
infection review has been completed and
submitted to Public Health England. The action
plan was received at the weekly HCAI Executive
Directors meeting. Actions relate to missed
opportunities to remove peripheral cannula. The
outcome of the review was that the case was
avoidable.
 This case brings the cumulative total for MYHT to
3.
 In June 2013 three MRSA bacteraemia cases were
allocated to Wakefield CCG (2 pre 48 hour cases
and 1 post 48 hour case), the cumulative total is 5
cases. One of the two pre 48 hour cases was
reported by Doncaster and Bassetlaw Hospitals
NHS Foundation Trust. Post infection reviews
have been undertaken on the two pre‐48 cases –
one of which was deemed unavoidable. Action
plans have identified documentation of insertion
of urinary catheters, ongoing management of
urinary catheters, prescribing dosage of
antimicrobials not to policy, out of hours
prescribing and appropriate clinical investigations.
 MRSA bacteraemia action plans are
monitored/performance managed at the monthly
HCAI Task and Finish Group meeting chaired by
the MYHT Chief Executive and includes
attendance from both Wakefield and North
Kirklees CCGs. Any exceptions on the actions
these will be raised at Executive Quality Board.
The weekly Executive Directors HCAI meeting is

Actions Taken
 From 24 June 2013 all pregnant women are being
screened at 36 weeks gestation by community
midwives. A communication was sent out to all GPs
across Wakefield District and North Kirklees by MYHT
Infection Control Doctor prior to implementation.
 Aseptic non touch technique training (ANTT) and
competence assessment shows by June 2013 data 80%
of staff overall at MYHT assessed competent.
 Policy for taking blood cultures has been revised and
assurance of competency prior to undertaking
procedure
 Revised inpatient prescribing chart will be launched 1
August 2013 with a section for antimicrobials to
facilitate compliance with prescribing.
 Urinary Catheter training package has been developed
for use across the health economy; the delivery of
training to care home staff is yet to be determined.
New Action
 A Contract Breach Notification for MYHT regarding the
June breach of zero tolerance is being drafted to reflect
the consequence of the breach (Schedule 4 – Part A ‐
non payment of inpatient episode).

Action Owner

Forum/ Date

Jane O’Donnell

Jane O’Donnell

Jane O’Donnell

Jane O’Donnell

Jane O’Donnell

Mel Turton

Aug 2013
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attended by the infection prevention team from
Public Health.
Indicator
18 Weeks RTT
Waiting Time
Standard –
Incomplete
Pathways
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Linda driver

Key Issues

Key Actions

Key Issues
 The Wakefield CCG patient 18 Week Referral to
Treatment (RTT) Incomplete Pathway
performance has achieved the required 92%
threshold for the period of June, however, the
YTD position still remains below target.
 The Wakefield RTT Admitted pathways has not
achieved the required standard for the current
period, and yet the YTD position remains
marginally above the threshold of 92%.
 Although not exclusively, the Wakefield
position is largely due to the performance at
MYHT, which failed to meet the required
standard for Incomplete pathways between
March and May 2013.
 Previous attempts to reduce the over 18 week
patient waits has focused on managing those
patients who trip over the 17 week threshold,
however, this has been identified as a
mechanism that does not deliver a sustainable
level of performance in the longer term.
 MYHT have proposed a new approach that
delivered a sustainable RTT position for both
Admitted and Non Admitted pathways by:

Reducing the average wait for a 1st OP
appointment from 7.8 weeks to 3.8
weeks with a maximum wait of 6 weeks.

Reduce the average wait for an elective
procedure from 8 weeks to 6.8 weeks
with a maximum wait of 8 weeks.
 The performance issues are not reported
across all specialties within MYHT, and focus on
improvement is at the specialty and sub‐
specialty level.
 From the initiation of the recovery plan, the
expected agreed deterioration of the admitted
pathway has been demonstrated, this is in line
with the proposed achievement of an above

Actions Taken
 Within the Trust work is ongoing with Intensive Support
Team and Patient Service Managers in the specialities
underperforming to agree action plans to reduce waiting
times.
 An Executive Team (MYHT) weekly challenge has been put
in place to ensure delivery of action plans.
 Contract Breach Notifications has been issued
 CCG Risk Register has been updated
 Quality Board received a Quality Impact Assessment on
RTT failure
 Where adverse performance relates to Non MYHT RTT,
correspondence has been raised with lead commissioners
in Doncaster and Leeds CCGs
 MYHT Director of Commissioning to presented at July
Integrated Governance Committee.
Actions Taken:
The MYHT 18 week Recovery Plan identifies the
following key actions:
• Full pathway approach
• Extend polling on Choose and Book to reflect true
outpatient wait times – this should reduce ASIs
• Have a sustained delivery approach for reducing
outpatient waits in chronological order to
contracted waiting times
• Performance manage services on efficiency
measures such as DNA’s and cancelled
appointments through ensuring adherence to the
agreed Access Policy.
• Increase capacity to maximum amount available
• Focus the activity at reducing 17 week trip‐overs to
0
• Maximise remaining capacity for urgent and
backlog patients
• Reduce the admitted backlog by 429 patients
• Trust plan to not achieve admitted 90% target
• Achieve incomplete 92% and non‐admitted 95% at

Action Owner
MYHT

Forum/ Date
Ongoing

MYHT
Matt England
Matt England
Laura Elliott
July 2013
Mel Turton
On going
MYHT
July 2013
MYHT
Ongoing
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threshold sustainable performance in the
future.

Trust and speciality level

New Actions:
 MYHT Trust Exec Team have signed off the
proposed recovery plan, which has now been
implemented and is effective from the middle of
July.
 A recovery trajectory for the combined 18 week
position has now been provided.
 A weekly ‘Access Dashboard’ has now been
delivered which reports on the completed activity,
waiting list trajectory and actual, and a range of
metrics which identify the delivery of efficiency.
 A request for specialty level reporting including
efficiency metrics has been requested at the latest
RTT Recovery Board.
Indicator

Key Issues

Key Actions

52 Week RTT
Pathways –
Number of Patients
on a incomplete
pathway after 52
Weeks

Key Issues
 Provisional data indicates that during the
reporting period there were three patients on
incomplete pathways that breached the 52
week waiting time standard.
 None of the breaches were reported at MYHT,
who remain at a position were they have
maintained the 0 tolerance threshold for the
YTD.
 The three reported breaches were at the
following Acute Trusts:
2 x Doncaster and Bassetlaw NHS Trust
(General Surgery)
1 x Sheffield Children’s Hospital

Key Actions:
 Wakefield CCG have requested that the CSU Provider
Management leads for each of the Acute Trust
contracts provide the following:
1. Individual breach analysis for each patient –
identifying the root cause analysis for the patient
journey to understand why the breach has
occurred.
2. Identification of any corrective actions that have
been implemented to improve performance.
3. Confirmation of the status of the patients’
treatment pathway and scheduled date, and,
4. What penalties will be implied by the host, and
Wakefield CCG’s level of reimbursement
5. The requests identified will be discussed by CSU
at the individual Contract Management meetings
with each provider.
New Actions
 A new standardised RTT 40 week waits report has
been requested from CSU Provider Management/
Business intelligence Teams.
 Continued dialogue with CCG leads for Sheffield
Children’s Hospital and Doncaster and Bassetlaw

Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Linda driver

MYHT
MYHT

Aug 2013

MYHT

Aug 2013

MYHT

Aug 2013

Action Owner
Mel Turton

Forum/ Date
Ongoing

Matt England
Aug 2013
Mel Turton
Aug 2013
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NHS Trust regarding performance improvement
plans and breach notifications.

Indicator
Cancer Waiting
Times – 62 day
waits
Clinical Lead
Dr Abdul Mustafa
Commissioning
Lead
Linda driver

Key Issues
 There is a requirement under the NHS
Constitution for the CCG to achieve an
85% threshold for a maximum wait of 62
days from urgent GP referral to first
definitive treatment for cancer.
 For June 2013 the standard was
achieved, however, the previous two
months performance means the YTD
(Q1) position is below the required
85% threshold.

Key Actions
Actions Taken
 A detailed review of Wakefield CCG patients has been
undertaken which is being discussed with MYHT (who in
aggregate achieved the 62 day GP referral standard of
85%) to ensure the transfer deadlines are met and the root
cause analysis of breaches is effective.
 A detailed deep dive of performance was presented in
May’s report
Actions Outstanding
 Discussions at Quality Board regarding the approach to the
local cancer management group.
 Quality Board to review and agree definitions of Avoidable
and Un‐avoidable breaches.
New Actions
There is continued dialogue between MYHT and commissioners
regarding this Trust’s on going performance against the 62‐day
targets. In order to address the concerns of Wakefield CCG
and improve the 62‐day performance, the Trust’s Cancer
Management Team have formulated the following actions.
1. Address diagnostic delays by identifying process barriers
and streamlining referral pathways.
2. Resolve Inter‐TSSG late referrals to Haematology MDT for
patients on complex diagnostic pathways
3. Management of Non‐cancer lung nodules requiring
surveillance off a 62‐Day pathway.
4. Make progress with embedding a 7‐day local target for
first assessment of 2week Urgent Suspected Cancer
referrals for the majority of cancer sites
5. Reinforce the use of the “PPM Alert to LTHT” which
initiates the IPT process, and ensure all TSSG’s issue a PPM
alert prior to day 38 where transfer of care to the tertiary
centre is anticipated. This will ensure early notification of
likely referral, and thus help LTHT plan capacity for
patients who are likely to be referred from MYHT.
6. Improve the day‐38 Tertiary centre referral process and
complete root‐cause analysis for all late referrals
7. Develop Breach analysis methodology engaging

Action Owner
Luke Streeting

Forum/ Date
Completed

Matt England

Laura Elliott

On going

Laura Elliott

August 2013

MYHT

August 2013
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commissioner representatives (to be reviewed by the EQB)

Indicator
Ambulance
Handovers
Clinical Lead
Dr Adam Sheppard
Commissioning
Lead
Jenny Feeley

Key Issues
Turnaround collaborative

 Delays in ambulance handover at emergency
departments extends a patients wait for
treatment and delayed turnaround of ambulance
crews adds inefficiency and expense in the
system. Improving and monitoring turnaround
times has required technology to be placed within
Emergency Departments which allows crews and
nursing staff to record arrival, handover and
departure times.
 Phase 1 of the programme was to roll out the use
of the technology to record times and training the
staff on its use. Phase 2 is now being implemented
with ongoing focus on:‐
The completeness of data recording,
Data validation and access as currently
owned by YAS
How application of penalties within the YAS
and acute Trust contracts will be
implemented
 The last 3 months achievements across the
Y&H network have been
o Improvements in system compliance,
o Progressing working relationships at
local groups,
o Significant process changes are already
starting to occur in some areas,
o Internal YAS reporting is now possible at
Crew level,
o Observation days had occurred at SJUH
and LGI
 Issues regarding notify and dual‐handover
reporting with resus patients have been noted.
 Data validation remains an issue.
 System updates to the viewing screens within
the departments to view daily performance in
live time are being made. This will enable staff

Key Actions
CCG/local actions
 The MYHT contract negotiations agreed that
penalties would not be applied until the
procedural mechanism had been implemented
 The first CQUIN report has been received from the
Trust which documents their current baseline
position. A meeting has been arranged to discuss
the improvement plan for the remaining quarters.
 The commissioning lead has updated the executive
quality board following the Turnaround
Collaborative 9 month review
Regional action
 The Yorkshire and Humber Turnaround
collaborative is managing the programme to
improve both compliance and performance.
Representatives from Wakefield CCG attend this
group.
 The West Yorkshire CBU meeting and the YAS
Contract Board monitor progress against these
standards and have asked YAS to provide
assurance of actions to improve performance.
 The standard contract includes financial penalties
for both Acute and Ambulance providers. These
penalties will commence from Quarter 3 which is
in line with the NHS North of England approach
agreed with Yorkshire Ambulance Service and Mid
Yorkshire Hospitals NHS Trust.

Action Owner

Forum/ Date

Jenny Feeley

Jenny Feeley

23rd Aug 2013

Jenny Feeley

August 2013
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to filter on where crews are going so they will
only be able to see those destined for A&E
departments.

Indicator

Key Issues

MYHT Complaints



Clinical Lead
Dr Patrick Wynn



Commissioning
Lead
Jo Pollard








Indicator
Never Event



Key Actions

Actions Taken
66% of complaints are handled within
timescales (May 2013 data).
 Complaints performance continues to be reported to
MYHT Trust Board in the Chief Nurse Board Report and
Although performance has improved over the
discussed at MYHT Executive Quality Board.
last two months, it is below both the national
85% compliance rate and the 95% target set by  Q3 and Q4 2012/13 Complaints Reports was presented
the MYHT Chief Executive.
at MYHT Executive Quality Board 18th July 2013.
Measures have been put in place to support an
improved position and performance is
Actions Outstanding/New
validated and monitored on a weekly basis.
A process audit is being undertaken at Division
and Corporate level to identify opportunities to  MYHT to present report on triangulation of patient
experience data.
streamline the process.
 Actions to be reviewed at October Executive Quality
The CQC reviewed MYHT’s approach to
Board:
complaints management during their recent
o Reviewing the complaints process: Assistant
visit and were given copies of the detailed
Chief Nurse to revise process
Quarterly Analysis reports on complaints.
o Reinforcing accountability: Increase
Examples of learning arising from complaints
accountability to Heads of Clinical Service
are disseminated across the Trust in the
o
Staff
training: reinforce the process and
Patient Safety Bulletin.
accountability
Complaints have been identified as a NHS Trust
o Re‐Sitting PALS: To allow easier contact with
Development Authority (TDA) Improvement
patients
Priority for 2013/14. Detailed action plans that
 The new Assistant Chief Nurse (Helen Hay) will be
describe actions and milestones have been
undertaking a thorough review of the complaints
submitted to the TDA.
procedure and a trajectory for improvement will be
developed and presented to EQB in October 2013
Key Issues
On 11 July 2013 MYHT reported a Never Event
in a North Kirklees resident – Retained Swab
following Surgery.




Key Actions
The root cause analysis investigation is currently being
undertaken.
A Contract Breach Notification regarding the Never
Event will be issued.

Action Owner
MYHT

Laura Elliott

MYHT
MYHT

Forum/ Date
Ongoing

18th July 2013

Aug 2013
EQB October 2013

MYHT

Action Owner
MYHT

Forum/ Date
4 October 2013

Mel Turton

Sept 2013
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4.1 MYHT Patient Safety Walkabout
This table summarises findings from a Walkabout that took place in May and June 2013. Walkabouts involve a small team of clinical and non clinical staff walking onto ward areas to note
their first impressions. Members of the team also talk to patients and carers during the visit to listen understand their experience of care and identify areas for improvement. The team is
accompanied by a MYHT senior nurse / manager. The methodology was developed based on the NHS Institute for Innovation and Improvement’s 15 Step Challenge, the CQC Essential
Standards to Quality and Safety, and good practice adopted from elsewhere.
Date

Key Issues

Key Actions



May 2013

Key Issues

The Walkabout took place on Pontefract Accident & Emergency
Department, Pinderfields Medical Assessment Unit and
Monument House. Feedback included;
Areas of good practice

Healthcare Support Workers on Pontefract A&E are trained
Learning Disability Champions.

Evidence of staff protecting patient dignity observed on two
sites.

Good signage and welcome board displaying information about
staff on duty observed at Monument House.

Flexible visiting times to reflect needs of patients at Monument
House.

All records seen were up to date, care plans up to date, and
medications given as per medication sheet on Pinderfields MAU.

All patients seen had wrist bands and allergy bands if
appropriate on Pinderfields MAU.

The Walkabout took place at Dewsbury (Ward 2, Ward 6 and
A&E) and Pinderfields (Gates 41, 42 and the Discharge Lounge).
Feedback included;



June 2013

Areas of good practice

Patient responses about their journey through hospital and the
quality of nursing care was positive for both sites.

Overall, patients appeared well cared for.

Staff were seen to respond to call bells promptly on Gate 41 and
Gate 42.

Gate 42 appeared clean and tidy.
 Relevant patient safety and ward information was clearly
displayed for colleagues and patients on Gate 42.









Action Owner

Forum/ Date

Verbal feedback was given to the senior
manager once the walkabout was
completed.
Feedback and recommendations
following each visit are fed to the MYHT
Director of Quality and discussed at their
monthly Quality & Clinical Governance
Committee.
This was discussed at MYHT Executive
Quality Board meeting 18 July 2013.

Verbal feedback was given to the senior
manager once the walkabout was
completed.
Feedback and observations following
each visit are fed to the MYHT Director of
Quality and discussed at their monthly
Quality & Clinical Governance Committee.
This was discussed at MYHT Executive
Quality Board meeting on 18 July 2013.
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5.1 In The Spotlight – CGC Reviews
Victoria House
Victoria House provides accommodation and personal care for up to 30 older people, some of who may require nursing care.
Provider
Date of Inspection
Review Type

Victoria House, Wakefield
19 June 2013
Unannounced inspection in response to concerns raised
about one or more of the essential standards not being
met.
Link to Report
Victoria House
Outcomes
Action needed
01 – Respecting and involve people who use services
Action needed
Moderate Impact
04 – Care and welfare of people who use services
Action needed Minor impact
08 – Cleanliness & infection control
Action needed Minor impact
13 – Staffing
Compliant

CQC history:
17 August 2012: routine inspection
What patients said:
The CQC spoke to residents and their families. Some people said they did not
have drinks in their rooms and were thirsty when they woke up. We
informed the care staff of this and were told "I'm getting the trolley out soon.
He will have had a drink but he's got dementia so he'll have forgot." One of
the people we spoke with told us she rang the buzzer and a staff member
came in and turned it off and told her she was alright. The person told us
"but I'm not alright, I want to get up." One relative commented “they just do
a good job really” and another said “staff are lovely, all really nice”.

The provider was asked to send the CQC a report by 2 August 2013 setting out the action they will take to meet the standards. The CQC, Local Authority and CCG will discuss the inspection
report at the next Reportable Concerns meeting.

Earls Lodge Care Home
Earls Lodge provides residential and nursing care for older adults and those with dementia.
Provider
Earls Lodge, Wakefield
Date of Inspection
13 June 2013
Review Type
Routine inspection
Link to Report
Earls Lodge
Outcomes
Compliant
02 – Consent to care and treatment
Compliant
04 – Care and welfare of people who use services
Compliant
05 – Meeting nutritional standards
Compliant
13 – Staffing
Compliant
16 – Assessing & monitoring quality of service
Compliant
21 – Records
Compliant

CQC history:
13 June 2013: routine inspection
12 Dec 2012: routine inspection
4 Jan 2012: routine inspection
What patients said:
The CQC spoke with people who used the service, relatives, staff and the
manager. 1 person said that before they came to the home staff talked to
them about their needs and preferences and they knew they had a care
plan which recorded this. 1 person said they were very comfortable and
another said they were quite comfortable when asked about living in the
home. People told the CQC that staff ‘come as soon as they can’ when
call bells were pressed. People spoken to said that they were happy with
the bathing arrangements. Privacy was respected and staff were

16 | P a g e

respectful.

Willow Park Care Home
Willow Park provides accommodation for people who require nursing care and for people with dementia.
Provider
Date of Inspection
Review Type
Link to Report

Willow Park Care Home, Pontefract
14 May 2013
Unannounced routine inspection
Willow Park

Outcomes
Compliant
04 – Care and welfare of people who use services
05 – Meeting nutritional needs
08 – Cleanliness & infection control
12 – Requirements relating to workers
17 ‐ Complaints

CQC history:
14 May 2013: routine inspection
3 July 2012: routine inspection

Compliant
Compliant
Compliant
Compliant
Compliant

What patients said:
The CQC spoke to patients and relatives who gave positive feedback. 1 person said
‘Living here is beautiful. A 4 star hotel’ another said, ‘everything is superb’ a relative
told us that the staff were ‘wonderful and friendly’. All the people we spoke with
told us that they had a choice of food and drink. Comments included ‘excellent
food’, ‘some days it’s alright’, ‘it’s lovely’ and ‘the cakes are the best and my relative
loves them’.

White Rose Surgery PMS+ Ltd
White Rose Surgery PMS+ Ltd provides consultations, investigations and treatments, including surgical procedures for a range of conditions.
Provider
Date of Inspection
Review Type
Link to Report

White Rose Surgery, South Elmsall, Pontefract
21 March 2013
Unannounced inspection
White Rose

Outcomes
Compliant
04 – Care and welfare of people who use services
12 – Requirements relating to workers
16 – Assessing and monitoring the quality of service provision

Compliant
Compliant
Compliant

CQC history:
21 March 2013: unnanounced inspection to determine if action had been taken to
address concerns raised in previous visit.
August 2012: routine inspection
What patients said:
The CQC did not speak to service users during this visit. The CQC received positive
feedback from the same people who they spoke to at the previous inspection. This
confirmed that previous concerns had issues had been rectified.

Summary of key findings:
 An emergency transfer policy is now in place to ensure people receive appropriate and timely access to emergency care and treatment if required.
 A governance structure has been agreed and implemented. New groups have been formed and terms of reference agreed to take on responsibility for different aspects of the
management of risk and improving the quality of the service.
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The service will be provided with copies of all the relevant pre‐employment check information which will be held on site within the service from April 2013 as part of newly agreed
contracts with the staff provider agencies.

5.2 In the Spotlight
The Keogh Review
In July 2013, Sir Bruce Keogh published his report following a review of the quality of care provided at 14 Trusts with persistently high mortality results on either the
Summary Hospital Mortality Index (SHMI) or the Hospital Standardised Mortality Ratio (HSMR). The review was requested by the Prime Minister and Secretary of State for
Health as part of their response to the publication of Mid Staffordshire Hospitals NHS Foundation Trust Public Inquiry Report to determine if there were sustained failings of
quality at trusts with consistently high mortality rates.
Summary of Report:
Evidence of good practice was found at all 14 trusts, but none of the 14 trusts were providing consistently good quality care. The review also uncovered previously
undisclosed problems with care. There were some common themes at all 14 trusts such as inadequate staffing levels, problems with unplanned care especially at evenings
and weekends, some boards not using data to improve quality or utilising patient feedback to raise standards. The Secretary of State for Health has since announced that
11 of the 14 trusts will be placed in special measures. Each trust has an action plan to implement. Outside experts will be sent into each trust and they will also be
partnered with a successful trust to ensure the changes are implemented. These trusts will be inspected again by the new Chief Inspector of Hospitals, Sir Mike Richards
who has now started in post.
Implications for Wakefield CCG:
MYHT was not one of the 14 trusts inspected. However, the recommendations listed will have significance for all of the NHS as some of the problems identified at these
trusts will not just be confined to these organisations. This was discussed with the Trust at Executive Quality Board on 22 August 2013. The next group of Trusts to undergo
Keogh reviews have now been identified – this does not include MYHT at this stage. However, the Trust will undertake a shadow Keogh review in October 2013 utilising the
same data sources and will invite Commissioner involvement.
The report sets out 8 ambitions which will apply to all providers and commissioners. It is expected that significant progress will be made towards implementing these
ambitions within the next 2 years. The ambitions resonate with the Francis recommendations, and commissioners received assurance on the actions our main NHS
providers are taking as a result of this report and discussed this at a workshop we hosted on 20 June 2013. We will build on this assurance and specifically seek assurance
from MYHT on escalation procedures for deteriorating patients (this has already been identified as a CQUIN for 2013/14), improving real time patient feedback and
comment, improving the management of complaints (identified as a Trust improvement priority for 2013/14) and ensuring appropriate nurse staffing levels.
Ambition
1 Demonstrable progress towards reducing avoidable deaths in our
hospitals, rather than debating what mortality statistics can and
can’t tell us about the quality of care hospitals are providing.

Summary of key actions from Keogh Review
‐ Commissioner and regulators should seek assurance that early warning system and clinically
appropriate escalation procedures for deteriorating, high‐risk patients ‐ in particular at
weekends and out of hours are in place.
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‐

2 The boards and leadership of provider and commissioning
organisations will be confidently and competently using data
and other intelligence for the forensic pursuit of quality
improvement. They, along with patients and the public, will
have rapid access to accurate, insightful and easy to use data
about quality at service line level.
3 Patients, carers and members of the public will increasingly
feel like they are being treated as vital and equal partners in
the design and assessment of their local NHS. They should
also be confident that their feedback is being listened to and
see how this is impacting on their own care and the care of
others.

‐

4 Patients and clinicians will have confidence in the quality
assessments made by the Care Quality Commission, not least
because they will have been active participants in
inspections.
5 No hospital, however big, small or remote, will be an island
unto itself. Professional, academic and managerial isolation
will be a thing of the past.
6 Nurse staffing levels and skill mix will appropriately reflect the
caseload and the severity of illness of the patients they are
caring for and be transparently reported by trust boards.

‐
‐

7 Junior doctors in specialist training will not just be seen as the
clinical leaders of tomorrow, but clinical leaders of today. The
NHS will join the best organisations in the world by
harnessing the energy and creativity of its 50,000 young
doctors.
8 All NHS organisations will understand the positive impact that
happy and engaged staff have on patient outcomes, including
mortality rates, and will be making this a key part of their

‐

‐
‐

‐
‐

‐

A new national indicator on avoidable deaths in hospitals, measured through the introduction
of systematic and externally audited case note reviews will be introduced.

The National Quality Board will oversee work to ensure data collated for the trusts investigated is
collated for other trusts.
NHS England, the NHS Trust Development Authority and Monitor should work together to streamline
efforts to address any skills deficit amongst commissioners, NHS Trusts and NHS Foundation Trusts
around the use of quantitative and qualitative data to drive quality improvement.
Real‐time patient feedback and comment must become a normal part of provider organisations’
customer service.
Providers should forge strong relationships with local Healthwatch who will be able to help them
engage with patients and support their journey to ensuring more comprehensive participation and
involvement from patients, carers and the public in their daily business.
Patients and the public should have their complaints welcomed.
Monitor and the NHS Trust Development Authority to help directors and governors bring a powerful
patient voice to Boards.
New inspection regime for hospitals building on the method used by Keogh Review.
The data and soft intelligence comes together is in the Quality Surveillance Groups must support the
Care Quality Commission in identifying areas of greatest risk.

‐

Providers should actively release staff to support improvement across the wider NHS, including future
hospital inspections, peer review and education and training activities, including those of the Royal
Colleges.
Directors of Nursing in NHS organisations should use evidence‐based tools to determine appropriate
staffing levels for all clinical areas on a shift‐by‐shift basis. Boards should sign off and publish evidence‐
based staffing levels at least every six months, providing assurance about the impact on quality of care
and patient experience.
The National Quality Board will shortly publish a ‘How to’ guide on getting staffing right for nursing.
Utilise junior doctors and student nurses experience of working in different organisations to share
good practice.
Junior doctors must routinely participate in trusts’ mortality and morbidity review meetings.

‐

All NHS organisations need to be thinking about innovative ways of engaging their staff.

‐

‐
‐
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quality improvement strategy

5.2 In the Spotlight
General Updates

National Cancer Peer Review Programme 2013/14
National Cancer Peer Review (NCPR) is a national quality assurance programme for NHS cancer services. The programme involves both self‐assessment by cancer
service teams and external reviews of teams conducted by professional peers, against nationally agreed “quality measures”.
NCPR is managed by the National Cancer Action Team and is an integral part of the NHS Cancer Reform Strategy (2007) and the overall NHS Cancer Programme, led
by the National Cancer Director.
As part of the agreement between NHS Wakefield Clinical Commissioning Group and West and South Yorkshire and Bassetlaw Commissioning Support Unit
(WSYBCSU), the WSYBCSU will oversee the Cancer Peer Review process on behalf of the CCG.
2013/14 Cancer Peer Review Programme at MYHT
The Trust has recently announced that the Cancer Peer Review will take place at Pinderfields General Hospital on a variety of dates: Internal Validation (IV) of Self
Assessment
The following services will be reviewed:
•
Breast MDT – 19/9/13
•
Head and Neck Locality Measures – 12/9/13
•
Lung MDT – 24/9/13
•
Colorectal MDT / Locality – 5/9/13
•
Acute Oncology MDT – 23/9/13
•
Specialist Palliative Care MDT and Specialist Palliative Care Locality Group were due to be reviewed but may revert to a Self Assessment only as the Peer
Review Measures for this service are themselves being reviewed.
•
Cancer of Unknown Primary (CUP) likely to be subject to a desktop review to be undertaken on 23 September 2013.
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Peer Review Visits
These are undertaken by the Zonal Peer Review Team (four Zonal Coordinating Teams have been established and will manage the peer review process at a local
level; the four zones are North, Central, South and London) and will take place at MYHT on the 5 March 2014. The service to be reviewed will be:
•
Local Upper GI MDT
Outcome of Cancer Peer Review Programme
Following completion of the above, the WSYBCSU will:
•
For each peer review IV, produce a feedback report to the CCG including details of any risks recommended to be added to the CCG Risk Register.
•
Monitor progress of any action plans required to be undertaken by the provider and report progress to the CCG Quality Board on a monthly basis.
Report peer review IV outcomes to the Cancer Locality Group meeting for information.
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To note the contents of the report.
Executive Summary:
The purpose of this paper is to draw together the themes that inform the Clinical Commissioning Group (CCG)
long term financial strategy and highlight the main elements of focus.
The report summarises that:
1

The CCG financial strategy presents both risk and opportunity. There are risks around demand, inflation,
QIPP efficiencies, funding formula, adjustments and tariff changes. However, transformation and
partnership working provides the best opportunity to deliver the necessary efficiencies and respond to
the long term financial challenge.

2

The CCG will need to continue to engage with health and social care partners to determine which
elements of existing services will benefit most significantly from the synergies of the Integration
Transformation Fund.

3

The CCG should expeditiously invest non‐recurrent resources to pump‐prime transformation; and work
with partners to develop plans to invest the first tranche of ITF resources in 2014/15; as from 2015/16
services will need to be commissioned differently between health and social care.

Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance

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:

Health economy wide impact. This will be shared at the Health and
Wellbeing Board on 12 September 2013.

Reference document(s) /
enclosures:

Main document: Long Term Financial Strategy
Appendix 1: Spending Round Health Assessments 2015/16
Appendix 2: Statement on the Health and Social Care Integration
Transformation Fund (this contains a link to NHS England ‘Call to Action’

Risk Assessment:

Not applicable at this stage.

Finance/ resource implications:

As described throughout the paper.

NHS WAKEFIELD CCG
Long Term Financial Strategy
1

Purpose
1.1

2

Financial Context
2.1

3

The purpose of this paper is to draw together the themes that inform the Clinical Commissioning
Group (CCG) long term financial strategy and highlight the main elements of focus.

The key planning documents which inform the financial strategy include:
A

The 2010 Spending Round which indicated that NHS funding would grow in real terms.

B

The 2013/14 Planning Guidance which defined the 2013/14 business rules including that
CCG surpluses could be carried forward into 2014/15.

C

The 2013 Spending Round which indicated that NHS funding will grow in real terms and
that an overall efficiency of 4% is expected to be required to maintain current services.
In addition, that NHS and social care will pool resources into an “Integration
Transformation Fund” which will enable commissioning of optimised health and social
care services. This is attached at Appendix 1.

D

The NHS England “Call to Action” describing how the future demand for NHS services
and increased costs may create a funding gap for the NHS as a whole. It states that
“continuing with the current model of care will result in the NHS facing a funding gap
between projected spending requirements and resources available of around £30bn
between 2013/14 and 2020/21”.

System Alignment
3.1

The CCG needs to ensure that assumptions contained in a long term financial strategy are
recognised by the health economy as a whole. This was described in outline at the Governing
Body meeting on 25 July 2013 and includes activity growth, inflation, tariff changes, funding
formula adjustments, NHS growth and efficiency and the requirement to create an Integration
Transformation Fund.

3.2

As such, the CCG has constructed a high‐level long term financial plan which draws together
assumptions which was received by the Integrated Governance Committee on 18 July 2013 and
is summarised in this paper to the Governing Body on 10 Sept 2013. It includes:

3.3

A

CCG QIPP challenge estimated at c£12m annually from 2014/15.

B

Growth planned at 3%.

C

The Integration Transformation Fund to take effect from 2015/16.

D

There is a likelihood of reduced running cost allowances to contribute to real terms cuts
in administration budgets.

There is significant transformation of health care services taking place over the next few years
which includes all health economy partners. The first to emerge is the draft business case for

‘Meeting the Challenge’. It is important that the CCG recognises the challenges faced by its
main providers and ensures that provider assumptions are aligned to those of the CCG.
4

Integration Transformation Fund (ITF)
4.1

The Integration Transformation Fund will see £3.8bn of resources invested in a pooled budget
between local health and social care services from 2015/16. This is formed from both existing
resources (e.g. NHS social care funding, reablement) and new sources of funding (e.g. central
contributions from Government Departments and core CCG funding). An estimate of the scale
of the Wakefield Integration Transformation Fund is assessed as c£25m.

4.2

In a joint statement dated 8 August 2013, NHS England and the Local Government Association
(attached at Appendix 2) stated that:
A

To access the ITF, each locality will be asked to develop a local plan by January 2014
(assured by March 2014), which will need to set out how the pooled funding will be
used and the ways in which the national and local targets attached to a performance‐
related £1 billion element will be met. This plan will also set out how the £200m
transfer to local authorities in 2014/15 will be used to make progress on priorities and
build momentum. Plans for the use of the pooled monies will need to be developed
jointly by CCGs and local authorities and signed off by each of these parties and the local
Health and Wellbeing Board.

B

£1 billion of the ITF in 2015/16 will be dependent on performance and local areas will
need to set and monitor achievement of these outcomes during 2014/15 as the first half
of the £1 billion, paid on 1 April 2015, is likely to be based on performance in the
previous year.

C

There are a number of national conditions which need to be addressed in the plans
(which are described in the Appendices) and local Health and Wellbeing Boards will sign
off the plans. There will be additional assurance processes involving NHS England.

4.3

These developments represent a significant opportunity to commission services differently.

4.4

The CCGs have developed a business case to commission better quality, integrated services that
will deliver care closer to home in order to improve overall patient quality and experience;
which will reduce admissions and attendances at hospital and reduce overall hospital length of
stay. This information is described in the Care Closer to Home Strategic Outline Business Case
(CC2H SOBC) which describes an Integrated Care Team model to deliver community based
services.

4.5

The draft financial analysis included in the CC2H SOBC indicates that the future cost of the
integrated care teams model is broadly consistent with the existing expenditure on relevant
community services including any planned investment; thereby indicating that future cost of
relevant community services is affordable within existing resources.

4.6

Additionally, the CCG has shared a draft analysis of community and social care resources with
local stakeholders. This indicates that the system community resources are in excess of £50m
(including reablement funds, NHS social care funding, palliative care, CCG and former PCT
commissioned community services).

5

6

4.7

Work is ongoing to refine, supplement and challenge this analysis to ensure there is a shared
understanding of system‐resources; and to understand how CCGs might redeploy funds from
existing NHS services.

4.9

Therefore, the scale of resources invested in community provision in Wakefield which will be
affected by the transformation of services and the creation of the Integration Transformation
Fund is very significant and offers the economy a unique opportunity to commission services
differently from April 2015.

Summary
5.1

The CCG financial strategy presents both risk and opportunity. There are risks around demand,
inflation, QIPP efficiencies, funding formula, adjustments and tariff changes. However,
transformation and partnership working provides the best opportunity to deliver the necessary
efficiencies and respond to the long term financial challenge.

5.2

The CCG will need to continue to engage with health and social care partners to determine
which elements of existing services will benefit most significantly from the synergies of the
Integration Transformation Fund.

5.3

The CCG should expeditiously invest non‐recurrent resources to pump‐prime transformation;
and work with partners to develop plans to invest the first tranche of ITF resources in 2014/15;
as from 2015/16 services will need to be commissioned differently between health and social
care.

Recommendations
To note the contents of the report.

Andrew Pepper
Chief Finance Officer
14 August 2013

Title of meeting:

Wakefield CCG Governing Body

Date of Meeting:

10th September 2013

Paper Title:

Reablement Funding Proposal – Report to the Joint
Strategic Commissioning Board

Purpose (this
paper is for):

Decision

Discussion

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Assurance

Information

Report Author and Job Title:

Helen Childs, Programme Lead, Care Closer to Home

Responsible Clinical Lead:

Dr Avijit Biswas, GP member and Long Term Conditions Lead

Responsible Governing
Board Executive Lead:
Recommendation:

Dr Andrew Furber, Director of Public Health, Local Authority
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It is recommended that the Governing Body notes the proposed utilisation of reablement funds by Wakefield
Metropolitan District Council (WMDC).
Executive Summary:
This paper outlines WMDCs proposal for the use of reablement funding allocated from the CCG for 13/14 and
14/15. This funding (£2.153 million) supports the transformation of Care Closer to Home and the development
of an integrated health and social care team in Wakefield. It has been recognised that during the
implementation of the Care Closer to Home model there is a requirement to continue to provide a stable
community bed base. It has, however, been acknowledged that as integrated care services develop there will be
a need to review the community bed requirements. There has been an agreement between NHS Wakefield CCG
and WMDC to support the attached proposal using a section 256 for two years. During this period the
community bed requirements will be assessed and further negotiations will then take place relating to ongoing
reablement funding. Clinical Cabinet received information relating to this proposal in May 2013 to enable
agreement within the JSCB in June 2013. Clinical cabinet members agreed to give delegated authority to clinical
leads Dr Ann Carroll (JSCB Member) and Dr Avijit Biwas (Long term conditions lead) to progress this proposal in
a timely way.
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients
at our centre
Safe and high quality experiences and clinical
outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance
1



Outcome of Equality Impact
Assessment:

A high‐level comprehensive impact assessment has been undertaken on the
content of Wakefield Council’s Commissioning for Transformation Strategy

Outline public engagement:

Outputs from ‘Meeting the Challenge’ public consultation

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

Full engagement and consultation will be undertaken with trade union
representatives and the relevant staff affected by these proposed changes in
adult social care.

Previously presented at
committee / governing body:

NHS Wakefield CCG Clinical Cabinet – 23rd May 2013 and Joint Strategic
Commissioning Board – 7th June 2013

Reference document(s) /
enclosures:

Reablement Funding Proposal – Report to the Joint Strategic Commissioning
Board (Original source document.)

Risk Assessment:
Finance/ resource implications:

Allocation of reablement funds in line with national guidance

2

Report to Joint Strategic Commissioning Board – 7th June 2013
Category of paper
Decision
X
Position statement
Information
Report Author and Job Title

KIM CURRY, INTERIM SERVICE DIRECTOR STRATEGY AND
COMMISSIONING, FAMILY SERVICES

1.

SUBJECT: PROPOSALS FOR USE OF RECURRENT REABLEMENT FUNDING

2.

PURPOSE OF REPORT

2.1

The purpose of this report is to set out proposals and seek agreement from the Joint Strategic
Commissioning Board (JSCB) on the use of recurrent reablement monies passed to the
Wakefield Clinical Commissioning Group (Wakefield CCG) by Department of Health (DH) to
spend on enhanced reablement services.

2.2

The report sets out the Council’s reablement proposals for the use of this funding within the
context of the Council's overarching strategy for the future direction of Adult Social Care and
is aligned to the Mid Yorkshire Health and Social Care Partnership Transformation Group Draft
Strategic Outline Business Case and the Work Programme of the Mid Yorkshire Health and
Social Care ‐ Transforming Community Services Provider Taskforce.

3.

RECOMMENDATION(S)

3.1

That JSCB agrees to the use of recurrent reablement monies passed to the Wakefield CCG by
DH to spend on enhanced reablement services as detailed in this report. The funding for
2013/14 has been confirmed by the Wakefield CCG as £2.153m.

3.2

It is recommended that recurrent reablement funding of £2.153m allocated for 2013/14 and
future recurrent reablement funding, within the context of ongoing review and evaluation of
services, is transferred to Wakefield Council to support these proposals.

3.3

It is recommended that these arrangements are formalised via a Section 75 agreement which
will include details of what the funding will be used for and have clear evaluation and review
arrangements and funding timeframes in place.

4.

WHAT DOES THIS MEAN FOR THE DISTRICT’S PEOPLE?

4.1

The use of this funding will deliver improved outcomes for people accessing enhanced
reablement services through restoring independent functioning so people are able to do
things for themselves including re‐learning skills for carrying out activities of daily living.

4.2

Improved and enhanced reablement services will also contribute to reducing the length of
stay of patients in hospital and reduce admissions and avoidable re‐admissions to hospital.

5.

BACKGROUND INFORMATION

5.1

The DH in 2010/11(£0.526m); 2011/12 (£1.126m),12/13 (£2.153) passed funding to PCTs to
work in partnership with local stakeholders to develop plans to facilitate seamless care for
people on discharge from hospital and to prevent avoidable hospital re‐admissions.
3

5.2

The funding is to be used to support work with local authorities to develop local reablement
capacity and post‐discharge support, according to local plans submitted to the Strategic
Health Authority. Funding can be transferred to local authorities or pooled budgets can be
set up.

5.3

Wakefield CCG will receive recurrent reablement funding as part of their baseline allocation.
The funding received in 2012/13 was £2.153m and this has been transferred to Wakefield
Council via a Section 256 agreement. The 2013/14 funding nationally is £300m for spending
across the NHS and social care. Funding for 2013/14 in Wakefield district has been confirmed
by the Wakefield CCG as £2.153m.

5.4

Use of Funding to Date
The use of some of the funding to date has taken the form of a number of piloted initiatives
and funded services and equipment. Learning from these piloted initiatives is being carried
forward into the design and development of the proposals within this report. Piloted and
funded services include:
 Multidisciplinary Transitional Discharge Scheme
 Reablement Day Centre Pilots (non residential)
 Telecare Services and Equipment and Mobile Response Service
 Evening/Night Sitting services
 Carers Emergency Card Scheme
 Social Contact Scheme
 Bridge project Bereavement Support Service
 Adaptations and Equipment
 Handyperson Services

5.5

Reablement funding currently held in earmarked reserves is £2.9m and spending plans are
being developed between partners to utilise this funding.

6.

ADULT SOCIAL CARE TRANSFORMATION – INTEGRATION WITH
HEALTH

6.1

A report was approved by the Council’s Cabinet on 1 November 2011 which outlined a new
direction of travel for Adult Social Care and in particular, closer integration of Adult Social
Care services and NHS Community Health Services across the Wakefield district.
In particular this included:
“Adult Social Care exploring opportunities for developing early intervention and/or
intensive support services, particularly in partnership with GP Commissioners and
Public Health with the outcome of avoiding or reducing demand for ongoing/extensive
care and support.”

6.2

In April 2012, the outcome of a strategic option appraisal exercise to determine the best
option for future provision of in‐house Adult Social Care services was that:
“The Council to continue to transform services by downsizing existing in‐house social
care services such as residential care, home care etc and develop new models of
individual support and extra care via investment in the independent sector or joint
services with other local authorities or the NHS.”

6.3

The next step for the Council’s transformation of Adult Social Care services is to continue with
the strategic approach approved in April 2012. A Cabinet Report 29 January 2013 set out the
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next steps for the transformation of Adult Social Care in‐house services and the integration
and management of Adult Social Care and NHS Community Health Services.
6.4

The report proposed that there should be a consolidation of Adult Social Care Services with
the existing community services arm of Mid‐Yorkshire Hospitals NHS Trust. This would be on a
partnership model with joint governance arrangements under leadership of a joint Director of
Integrated Care. The Director will report to a Joint Management Board (JMB) with the aim of
developing community and GP practice based services.

6.5

Although there will be closer integration, some services will continue to be provided
separately by the Local Authority or Health services, but others will be delivered by multi‐
disciplinary teams co‐located whenever this provides an advantage. The aim will be to
provide service users and patients with greater choice closer to home and to reduce the need
for more complex and expensive care packages, unnecessary hospital admissions and acute
services.

6.6

Integration of Adult Social Care and NHS Community Services will improve outcomes for
people through delivery of streamlined, appropriate services delivered in a timely way and
where possible provided within a person’s own home. Integration will reduce duplication,
improve communication, quality and offer opportunities for efficiencies and improve value for
money.

6.7

Wakefield Council’s is continuing to move away from traditional institutional service models
of care to more community‐based and personalised options. This shift is taking place within
the context of extremely challenging and ongoing budgetary pressures; an increasing
population of older people; increased life expectancy (and higher levels of dependency) and
changing patterns of family care.

6.8

The challenge of supporting older people to remain independent for longer is being met
through a shift in resources to more preventative services and support through investment in
assistive technology and telecare services; short‐term personal care at home services with a
reablement\enablement focus, as well as through commissioning longer term home care
where appropriate; handypersons schemes, befriending schemes, provision of carers breaks
and a range of advice and information services.

6.9

These services responses are key to underpinning the Council’s assessment and care
management arrangements and delivering personalised individual support plans.

7.

PERFORMANCE INFORMATION (2011/12 OUTTURN)

7.1

Wakefield Council’s strategic approach to its delivery of Adult Social Care services has been
recognised through external assessment as ‘Excellent’ and this is reflected in the latest
performance outturns below:
Interim Placements
 Council funded people receiving interim placement in a residential setting to prevent
hospital admission rose to forecasted 23 in 2012/13
 There were 512 people projected in 2012/13 to be funded by the Council receiving
interim placement in a residential setting (rapid response / supported discharge) to
facilitate timely hospital discharge. This is an increase from 418 in 2011/12
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 The number of people funded by the Council receiving non‐residential intermediate care
to facilitate timely hospital discharge and / or effective rehabilitation has increased by 6%
over the past 3 years from 624 in 2010/11 to 664 forecast for 2012/13
Delayed transfer of care
 The Council has had no reimbursable charges for delayed transfers of care
Admissions to permanent residential or nursing care
 Wakefield has continued to have fewer older people admitted to permanent residential
or nursing care than other councils. 2011/12 showed a rate of 712 admissions per
100,000 population aged 65+, compared to 779 in similar local authorities
Timeliness of assessment
 In 2011/12, 88.2% of assessments were completed within 4 weeks of initial contact, as
compared to 72% nationally and 75.9% in similar councils
Accessing equipment and adaptations
 There has been a 97% increase in the number of people accessing ‘equipment and
adaptations’ since 2009/10 and a decline in the numbers accessing home care and
residential / nursing care. This positive trend demonstrates that the Council is proactively
providing individuals with equipment and adaptations which enable them to remain
independent for longer and delaying the need for other care and support services
Assistive Technology and Telecare
 There were 1,560 households in receipt of a Telecare and Mobile Response Services as at
end of 2012, an increase of 7% on the previous year. An additional 15,000 people across
district are in receipt of telecare services provided through Wakefield and District
Housing Carelink Service
Achieving independence
 The proportion of older people achieving independence through rehabilitation /
intermediate care has risen by 6% (from 65.1% to 71.4%) indicating successful
implementation and effectiveness of services
Older people helped to live at home
 The rate of older people aged 65+ helped to live at home have remained fairly constant
at 72.2 per 100,000 population in 2011/12. This is comparable to similar authorities and
higher than the national rate
8.

LOCAL NEED ANAYLSIS

8.1

Population information
The 2011 Census shows that there were 6,700 people aged 85+ years living within Wakefield
district, compared to 5,001 in 2001. This demonstrates a 34% increase over a 10 year period.
People aged over 85 years make up 2% of the total population.

8.2

The average age of people who are supported by Wakefield Council Adult Social Care is 87
years.

8.3

The population aged over 85 years in Wakefield district is projected to increase by 32.9% by
2020. This is a higher rate than projected nationally (29.7%).
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Projected population
2012
2014
2016
2018
Wakefield
People aged 85+ years
7,000
7,400
8,000
8,500
Percentage increase
5%
6%
8%
6%
Source: Office of National Statistics: Sub‐national population projections published 28
November 2012
8.4

Dementia Cases and Population Projections
Wakefield district has a higher predicted increase of dementia cases of 53.5% over the next
15 years than in the Yorkshire and Humber region and in England.

8.5

The table below illustrates numbers of people in Wakefield district with dementia; projections
and actual numbers on the dementia register locally, regionally and in England.
Area

2011

2016

2021

2026

%age increase
from 2011‐2026

Wakefield

3,902

4,270

5,010

5,850

53.5%

Yorkshire and
The Humber

61,990

69,170

79,180

91,880

48.2%

701,640

802,660

933,300

49.1%

England

625,930

(Figure 1) (POPPI 2011)
8.6

The table below shows predictions of care needs in dementia in Wakefield district, regionally
and across England.
Current predicated care need for people over 65 in dementia
Area name

Wakefield
York’s & Humber
England
(Figure 6) (POPPI 2011)

Percentage and
numbers of people
over 65 with low to
high
55%
2,179
57%
35,510
57%
357,480

Percentage and numbers of
people over 65 with very high
needs both cognitive /
functional
45%
1,723
43%
26,490
43%
268,450

All with
dementia

3,902
61,990
625,930

8.7

In Wakefield District, 45% of people with dementia have needs that fall into the very high
category compared to the rest of England who have 43%.

8.8

Increased demand on services
The projected increases detailed above will put significant pressures on the local health and
social care system if changes are not planned that will increase more provision of services
closer to people’s homes and increase independence levels where appropriate. It is expected
that a proportion of these people will require social care support.

8.9

There is need for an increased focus on enhanced reablement services and to provide these
services to people earlier in order to encourage greater self‐care in people managing their
7

long term conditions better; to respond to the increased population projections and to
prevent statutory services becoming overwhelmed.
9.

ENHANCED REABLEMENT SERVICES

9.1

In order to develop and deliver plans locally it is essential that agreement is reached on how
the monies passed to Wakefield CCG by DH to be spent on reablement services are used by
the local health and social care economy. The Council’s Family Services in partnership with
NHS partners is seeking to develop plans for integrated and improved community reablement
services, as part of delivering care closer to home, to support individuals post discharge from
hospital and to reduce emergency readmission.

9.2

Continuing pressures on the financial resources of the health and social care economy mean
that we can achieve far more for the “Wakefield £” by working in an integrated way and
pooling resources and expertise. Nationally, reablement services have a significant focus and
through trial have proved successful in reducing organisational cost and improving user
experience.

9.3

It is important to be clear about what is meant by ‘Reablement’. Reablement services are
part of a whole system service response that is made up of a range of services and begins with
high quality initial assessment and care management, with clear goals agreed with service
users and regular reassessment throughout the reablement process. The totality of
reablement services in Wakefield district includes personal care at home services and
occupational therapy input and may include referral or signposting to commissioned
providers in the independent or community and voluntary sector.

9.4

Reablement does not try to resolve healthcare issues but is about restoring independent
functioning so that people can do things for themselves. In contrast to traditional homecare,
reablement has a clear guiding principle of helping people re‐learn the skills for carrying out
tasks of daily living, rather than carrying out these tasks for them and will include therapy as
well as reablement care staff. Reablement services therefore must be designed as a route to
greater independence and not reliance on care.

9.5

The outline proposals detailed below will support the development of joint intermediate care
and reablement services to assess and support adults and older people to be re‐abled within
the community. Also, using improved and enhanced reablement services will contribute to
reducing the length of stay of patients and reduce hospital admissions and avoidable re‐
admissions.

10.

PROPOSALS

10.1

The outline proposals detailed below will support the development of joint intermediate care
and reablement services to assess and support adults and older people to be re‐
abled\enabled within the community. Also, using improved and enhanced reablement
services will contribute to reducing the length of stay of patients and reduce hospital
admissions and avoidable re‐admissions.
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10.2

Enhanced Reablement Centres and Outreach (Home Based) Reablement
Reablement usually takes place within an individual’s own home and that would be the
preferred location. The Council’s Personal Care Team already provides short‐term support to
Wakefield resident adults with physical disabilities and older people to help them maintain or
regain maximum independence at home. It is an enabling service and also includes
Occupational Therapy to aid the enabling potential. The service is offered for up to 6 weeks
but may be shorter dependent upon needs.

10.3

However, if an individual is unable to return home from a hospital stay or is unable to remain
at home for social care related reasons, reablement can take place within a residential setting
as part of a programme.

10.4

It is proposed to sustain and develop the existing reablement focused services by using the
available funding to contribute towards developing the physical environment of two Centres
to meet reablement needs, including development of ‘smart house’ telecare assistive
technology and dementia friendly environments as well as to support the ongoing revenue
costs of the enhanced centres and outreach (home‐based) reablement services and facilities
around the district providing care closer to people’s homes.

10.5

Family Services currently makes interim placements in two of its residential care
establishments on the east and west of the Wakefield district. The purpose of these facilities
is to effect timely and safe discharge for those individuals who are unable to return home
directly from the hospital acute or intermediate care setting, whilst awaiting provision of care
and support arrangements.

10.6

It is proposed that the funding would be used to contribute to building upon the services
currently delivered in these establishments and to refocus their purpose and activity to
develop enhanced Reablement Centres and bases from which to deliver outreach (home‐
based) reablement currently provided by the Council’s Personal Care Team including from a
number of other local authority bases strategically located around the district.

10.7

The proposal is to develop and redesign these establishments to facilitate safe and timely
discharge of patients from hospital once their medical intervention is complete but who have
a continuing social care need and are unable for a variety of reasons to return straight home.
This approach would allow time for recovery and to receive appropriate reablement support
before returning home. The facilities will also be used to provide a ‘step‐up’ from the
community in order to prevent admission to hospital.

10.8

It is important to note that transformation of the above existing residential care beds to
reablement beds will not introduce new beds into the system and it is likely that overall
capacity will reduce as the physical reconfiguration of the buildings may well result in the loss
of bedrooms in order to offer appropriate facilities.

10.9

The transformation of residential care beds to reablement beds will mean that they will
continue to make up part of the totality of hospital and community based capacity of bedded
facilities, along with Acute and Intermediate Care beds already commissioned and delivered
in other settings.

10.10

There is a need to include the Interim Placement\proposed reablement beds in a planned
Acuity Audit of hospital and intermediate care beds. The aim of the audit will be to define the
care needs of the inpatient population with a view to ensuring patients are discharged into
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the most appropriate care settings and to assess what opportunities there are for enabling
step‐up from the community to some of these facilities to prevent unnecessary admissions.
10.11

It is expected that the Acuity Audit will assist in identifying individuals that do not need to be
in their current care setting and those who could be managed at home or in a reablement
centre setting. It will also assist in identifying the type of health and social care needs of
individuals “fit to leave” their current care setting and any barriers preventing individuals
from being in the most appropriate care setting.

10.12

It is recognised that the numbers and use of all bedded facilities is anticipated to change over
time and there will be a need to ensure robust review and evaluation of the effectiveness and
profile of these facilities. The Council is committed to working with Wakefield CCG and other
partners to ensure the use of recurrent reablement monies are used according to need as it
changes.

11.

PROPOSED REABLEMENT CENTRE MODEL AND OUTREACH (HOME BASED) REABLEMENT

11.1

The Reablement Centre model would complement and support existing home‐based
reablement services and be designed to support:
 adults and older people including those living with dementia and their carers
 local people ‐ the centre would be a hub for the local community with integrated
services tailored to the needs of the community they serve

11.2

The Reablement Centres would have open public areas, centre based services to meet
assessed reablement goals, and would have access to Personal Care at Home (Short Term
Home Care) and Occupational Therapy staff as part of a short term residential based
reablement offering as well as step‐up from the community. The buildings and services would
be designed so that all public, specialist therapeutic and private living areas would be linked
and work in an integrated way.

11.3

The proposed Reablement Centres could provide a wide range of support to people and an
outline of the proposals is provided below:
Reablement in short stay residential accommodation
Care Quality Commission registered residential beds providing reablement as follows:
 reablement short stay beds and communal areas facilitating discharge from acute
settings, and to support people to return home or to prevent hospital admission or
long term care (actual bed capacity will be determined as part of identifying
refurbishment requirements of the buildings and any necessary structural changes
that need to be made to meet requirements, but is expected to be at least 40 social‐
care related reablement beds in addition to outreach (home‐based) reablement)
 providing a mixture of social care support and therapeutic input for a short period
(usually around six weeks) intended to increase an individual's physical, emotional
and mental functioning
 planned and emergency short breaks
Residential accommodation and support within the Reablement Centres would be:
 residential bedrooms with en‐suite facilities
 a range of assistive technology and telecare throughout the building that will for
instance, reduce the risk of falling, by allowing lights to come on automatically when
residents get out of bed in the night; detect when residents may have unexpectedly
left their rooms
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Specialist services available to complement the centres include:
 support to local people with dementia through existing commissioned services
 a flexible service supporting carers in crisis, through a commissioned service
 Community Alarm and Mobile Response Service
Services based on individual support plans which could be available following a full
assessment of need include:
 intensive Day Reablement step‐up from the community and Outreach Reablement to
an individual’s own home setting
 day opportunities in a range of multi‐purpose rooms and facilities which can provide
opportunities for assessment, therapy, treatment and social activities
 assessment service for people with dementia, and carer peer support
 promotion of Carer Assessments and Carer's Emergency Card
 arts projects and therapy
 memory box groups, carers and cared for people helped to develop memory boxes
Open public areas – the aim of the open public areas would be to provide an open access
community resource for older people and their carers. Anyone would be able to access
these services and there would be no need to have a formal assessment.
Together with reception facilities the Reablement Centre would provide:
 access to information and advice including via HealthWatch Wakefield, Alzheimer's
Society, Age UK Wakefield District, Carers Wakefield & District, DIAL Wakefield,
Chevin Housing Handyperson Service, Wakefield Library Service, referrals via Social
Care Direct
 a venue for dementia cafes / bistro
 internet cafe / potential small essentials shop / hairdresser
 private rooms ‐ for confidential matters
 Telecare demonstration kitchen\suite
 Health and wellbeing fitness / meeting rooms (potentially book‐able for local
community groups)
 adult education groups
 peer support groups
 health promotion events and fire service home safety assessments
 signposting to other services
11.4

CRITERIA FOR ACCESS TO REABLEMENT CENTRE SERVICES
The intended target group for reablement services will be adults aged 18+ including frail,
older people who may be living alone, or with an older carer.
They are likely to lack confidence and\or lack social support; may have reduced independent
functioning and be struggling to do things for themselves and need to re‐learn the skills for
carrying out tasks of daily living. They may be discharged from hospital or have had a recent
hospital admission and/or a long term condition (which has either deteriorated or is at risk of
doing so).
It is proposed that the following individuals would be eligible to attend a Reablement Centre
or Outreach (Home‐Based) Reablement:


are a resident of Wakefield District
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have identified realistic and achievable reablement goal(s)
are likely to benefit from reablement services, leading to a reduction in the level of
social care support required in care packages to people assessed with critical and
substantial needs
consideration will be given to providing access to reablement for people who have
moderate support needs through care co‐ordination, where this is likely to lead to a
reduction in demand for social care services

This may include signposting people to other lower level commissioned preventative services
within the voluntary and community sector and universal services. In addition, the approach
will support earlier identification of, and support to, carers in order to help prevent
breakdown in carer arrangements.
It is expected individuals will only access services for longer than 6 weeks in exceptional
circumstances, where this is necessary to achieve realistic, defined goals. These exceptional
situations will be closely monitored and reviewed and a revised service completion date
identified.
11.5

EXCLUSION CRITERIA
It is proposed that the following individuals would not be eligible to attend a Reablement
Centre:
 are not a Wakefield district resident
 are under the age of 18
 individuals who require short stay intermediate care for management of exacerbation of
long term conditions, step down from secondary care for patients who require ongoing
support following an acute episode and palliative care
 those exhibiting severe challenging behaviour due to significant cognitive impairment, a
severe and enduring mental health disorder, or drug or alcohol related problem that
places themselves or others at risk in this environment
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COST EFFECTIVENESS OF REABLEMENT

12.1

Research by the Social Policy Research Unit, University of York and the Personal Social
Services Research Unit, University of Kent examined the immediate and longer‐term impacts
of reablement.
Cost of reablement services
The study using established methodologies estimated that a typical period of reablement
(average 39 days) costs £2,088; an hour of service user contact time costs £40. These are
higher than conventional home care services, which must not be confused with reablement,
but can be compared for cost purposes. The study found that reablement services employing
therapy staff cost no more than those only employing social care staff. Cost effectiveness
compared improvement in health‐related quality of life and\or social care outcomes against
the costs of those improvements. The National Institute for Health and Clinical Excellence
assumes £20,000 to £30,000 is an acceptable cost for each additional quality of life year
gained.

12.2

The study found reablement is cost effective in relation to health related quality of life
outcomes and may be cost effective for social care related outcomes:


At a cost of £30,000 for each health‐related quality of life gain, there is 99 per cent
probability that reablement is cost‐effective against total health and social care costs,
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and just under 100 per cent probability against social care costs alone. At a more
stringent threshold of £20,000 per health‐related quality of life gain, the probability of
cost‐effectiveness is 98 per cent for health and social care costs and 99 per cent for
social care costs only


Social care outcome gains, at a cost of £30,000 per outcome gain, there is 78 per cent
probability reablement is cost‐effective against both health and social care costs and
98 per cent probability reablement is cost‐effective against just social care costs. At a
lower threshold of £20,000 per social care‐related outcome gain, the probability of
cost‐effectiveness is 68 per cent for combined health and social care costs, but 98 per
cent for social care costs only



reablement was associated with a significant decrease in subsequent costs of social
care service use



reablement had positive impacts on users' health‐related quality of life and social
care‐related quality of life, in comparison with users of conventional home care
services



using the National Institute for Health and Clinical Excellence cost‐effectiveness
threshold, reablement was cost effective in terms of health and social care costs
linked and work in an integrated way



people who used the services and their carers were positive about the impact of
reablement on their independence and confidence

13.

OUTCOMES MEASURES

13.1

Strategic and Individual Outcomes
Reablement services will not on their own meet overall targets against all indicators and
outcomes. However, the following basket of strategic indicators and outcome measures, but
will contribute as part of a whole system approach to positively impacting upon these across
the health and social care sector as detailed below:
 Timeliness of social care assessment
 No delayed transfers of care from hospital (attributable to Wakefield Adult Social
Care Services)
 Achieving independence for older people through reablement
 Adults with Physical Disabilities helped to live at home
 Adults with learning disabilities helped to live at home
 Older People helped to live at home
 Permanent admissions to residential and nursing care homes
 Reduction in A&E attendances (specific age groupings to be identified)
 Reduction in admissions (specific age groupings to be identified)
 Reduced Length of hospital stay (LOS) ‐ (sub category LOS in 65+ population)
 Emergency admissions for acute conditions that should not usually require hospital
admissions
 Emergency readmissions within 30 days of discharge from hospital
 No. of interim admissions to independent sector homes or elderly person’s homes
 Proportion of older people (aged 65 plus) who were still at home 91 days after
discharge from hospital into reablement services

13.2

Reablement service specific measures:
 Numbers of people with no further homecare package required at end of reablement
programme
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Assessed homecare package hours at start reduced by end of reablement programme
Assessed homecare package at start maintained at end of reablement programme
Assessed homecare package at start increased at end of reablement programme
Numbers of people who did not complete reablement programme: e.g. referred to
other services including LTC or health, declined service once started or died before
end of reablement

13.3

The outcomes for individuals using reablement services are as follows:
 Increased knowledge and skills to enable people to manage more independently,
particularly around the following areas:
- Awareness of community support options available
- Self‐care
- Fall prevention
- Assistive Technology
- Good nutrition
- Keeping warm
- Medication management
 Access to benefits advice
 Awareness of community support for carers
 Increased self‐confidence, and addressing emotional needs
 Access to OT/Physiotherapy, or other therapy services, as necessary to improve
functioning or mobility.

13.4

Other anticipated outcomes:
 Delaying and reducing the need for care and support
 Supporting recovery
 Safeguarding adults from circumstances that make them vulnerable and protecting
from avoidable harm
 Enhancing quality of life for people with care and support needs
 Preventing deterioration
 Promoting personalisation

14.

RISKS

14.1

The investment in reablement services represents a shared financial risk for both the Council
and Wakefield CCG. Significant capital investment will be required to make the necessary
physical changes to the buildings in order to provide state of the art reablement facilities that
will provide the best chance of delivering on the required health and social care outcomes. It
is recognised that robust evaluation and review over a significant period of time to assess the
effectiveness of reablement services will need to be undertaken to ensure the investment is
meeting required health and social care outcomes and providing value for money.
The Council is committed to working with Wakefield CCG and other partners to ensure that
the use of recurrent reablement monies is used according to need as it changes over time.

14.2

Wakefield Council needs to make recurrent savings of £130m from 2011 to 2018. In order to
deliver this, the Council has already saved £41m between 2011 and 2013 and from 2013‐2015
will need to make a further £46m worth of savings; £24m in 2013/14 and £22m in 2014/15
and will need to save a further £43m between 2015 and 2018.
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14.3

The Council’s budget for 2014/15 includes anticipated savings of £5m on adult social care
transformation and commissioning; including through working more closely with the NHS to
provide and commission services more effectively and efficiently. In light of this, the Council
needs to balance making savings with recognition of the need to invest in future priorities of
services for the most vulnerable adults whilst transforming services.

14.4

The future of the two residential care establishments used currently for Interim Placements
from the acute and intermediate care settings will need to be considered further within the
context of the Council’s strategic decision to continue to downsize existing in‐house social
care services as described at 6.2 of this report to meet necessary budget savings. There are
significant risks associated with disinvestment in these facilities for the whole system, through
delayed discharges within acute and intermediate care settings if the funding is not used to
support the proposals.

15.

OPTIONS APPRAISAL

15.1

JSCB agrees to the use of recurrent reablement monies passed to the Wakefield CCG by DH to
spend on enhanced reablement services as detailed in this report. The funding for 2013/14
has been confirmed by the Wakefield CCG as £2.153m.

15.2

JSCB propose alternative plans for the use of recurrent reablement monies passed to the
Wakefield CCG by DH. The funding for 2013/14 has been confirmed by the Wakefield CCG as
£2.153m.

16.

STRATEGIC IMPLICATIONS

16.1

The proposals outlined in this report support the implementation of the Council’s “Catalyst
Council” policy initiative and support the Council’s priority outcomes as set out in the
Wakefield District Plan to work together with partners to deliver the Wakefield Together
pledges. The Council’s Priority outcomes relating to this proposal are:
 Stronger local economy, improved job opportunities and skilled workforce
 Vulnerable adults are supported and are safe from harm

17.

ENGAGEMENT

17.1

Full engagement and consultation will be undertaken with relevant trade union
representatives and the relevant staff affected by these proposed changes in Adult Social Care
and Mid Yorkshire NHS Trust.

18.

CORPORATE IMPLICATIONS

18.1

The strategic direction outlined in this report supports the implementation of the Council’s
Budget decisions.

19.

FINANCIAL IMPLICATIONS

19.1

Wakefield Council already invests significant resources as part of whole system existing
services that support reablement, including:





8 Assessment and Care Management Teams,
Interim Beds within two Elderly Persons Homes (East and West)
Hospital Social Work Teams;
Personal Care at Home Teams (East and West);
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 Commissioned Community Occupational Therapy services
 Substantial physical assets in terms of strategically located buildings
 Significant investment in voluntary sector information, advice and support services; e.g.
Healthwatch Wakefield, Carers W&D, Age UK WD Social Contact Scheme; DIAL,
Handyperson services, Alzheimer’s Support service
19.2

Although the Wakefield CCG recurrent reablement funding would not cover the total cost of
enhanced reablement services, it would provide a significant contribution towards the two
proposed Reablement Centres and Outreach (Home Based) Reablement facilities that would
take advantage of those buildings strategically located around the district.

19.3

Based on information currently available, indicative contributory funding would consist of the
following:
Description
Staffing
Running costs
Equipment, Telecare, etc
Therapy Support
Total Budget Requirement

Estimated budget requirement
£1.411m
£407k
£215k
£120k
£2.153m

19.4

Final costs will be determined during the further development of this proposed model. This
recurrent funding is required to contribute to supporting the implementation of this proposal.

19.5

The reablement funding currently held in earmarked reserves is £2.9m and spending plans are
being developed between partners to utilise this funding.

20.

LEGAL IMPLICATIONS

20.1

Under the National Health Service Act 2006 local authorities and NHS bodies can enter into
partnership arrangements to provide a more streamlined service and to pool resources, if
such arrangements are likely to lead to an improvement in the way their functions are
exercised. The Health and Social Care Act 2012 imposes a duty on both local authorities and
Clinical Commissioning Groups to consider how the assessed needs can be met more
effectively through joint arrangements rather than in any other way.

20.2

The implications of the specific proposals outlined in this report will support
the Council to respond to a range of national policy initiatives and to enable
the Council to continue to discharge its statutory functions in respect of
Adult Social Care.

20.3

The Local Authority will need to ensure that it implements appropriate
mechanisms/agreements in order to achieve the integrated working as set out in this report.

20.4

The Local Authority must also ensure that it continues to meet its statutory obligations in the
provision of community care during and subsequent to the implementation of the proposed
new models of provision. The above steps will seek to minimise the risk of legal challenge in
respect of service provision re‐configuration.

16

21.

EQUALITY IMPLICATIONS

21.1

A high‐level comprehensive impact assessment has been undertaken on the content of the
council’s Commissioning for Transformation Strategy which included accepted
recommendations which underpin the proposals set out in this report. Subsequently a further
impact assessment was undertaken as part of the Option Appraisal for the Future Provision of
In‐House Social Care Services.

22.

INFORMATION GOVERNANCE IMPLICATIONS

22.1

N\A

23.

OTHER IMPLICATIONS

23.1

N\A

24.

RECOMMENDATION(S)

24.1

That JSCB agrees to the use of recurrent reablement monies passed to the Wakefield CCG by
DH to spend on enhanced reablement services as detailed in this report. The funding for
2013/14 has been confirmed by the Wakefield CCG as £2.153m.
It is recommended that recurrent reablement funding of £2.153m allocated for 2013/14 and
future recurrent reablement funding, within the context of ongoing review and evaluation of
services, is transferred to Wakefield Council to support these proposals.

24.2

24.3

It is recommended that these arrangements are formalised via a Section 75 agreement which
will include details of what the funding will be used for and have clear evaluation and review
arrangements and funding timeframes in place.

25.

REASON(S) FOR RECOMMENDATION(S)

25.1

To enable social care and health provider services to develop and implement the proposals
within the context of an additional range of national policy initiatives and unprecedented
financial constraints.
.

Service Director:

Kim Curry, Interim Service Director Strategy and Commissioning, Family Services

Contact Officer:

Duncan Smith, Transformation Team Manager

Telephone No:
E‐mail address:

01924 307730
dsmith@wakefield.gov.uk

Background Papers: None
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Laura Elliott, Head of Quality & Engagement
Dasa Farmer, Senior Associate Engagement, WSYBCSU
Gordon Laidlaw, Senior Associate Communication, WSYBCSU
Pia Bruhn, Senior Associate, Equality and Diversity, WSYBCSU
Stephen Hardy, Lay Member

Responsible Governing
Jo Pollard, Director of Commissioning and Quality Improvement
Board Executive Lead:
Recommendations:
It is recommended that the Governing Body:
i.
Note the content of the strategy for information and approve it for publication;
ii.
That the Governing Body agrees the proposed equality objectives for 2013/14
Executive Summary:
The original strategy was approved by the Board in June 2012. This is a refreshed version of the previously
approved Communication and Engagement Strategy. In order to support the embedding of equality and
diversity in existing systems and processes the Equality, Diversity and Human Rights Strategy is included in the
refreshed Communication and Engagement Strategy for 2013/14.
The Communication, Engagement, Equality, Diversity and Human Rights Strategy 2013 outlines the functional,
legislative and local context which backs up our wish to engage, with our wide range of stakeholders, including
our staff, patients and the public, including equality groups in our everyday business.
The strategy works in conjunction with other strategies including the Strategic Plan and will support the CCG in
fulfilling its statutory duty to involve and engage patients and local communities, including equality groups in
decisions about health care and health services as part of the commissioning cycle.
Link to overarching principles
from the strategic plan:

Outcome of Equality Impact
Assessment:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients
at our centre
Safe and high quality experiences and clinical
outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance








The strategy will support Wakefield CCG in meetings its statutory
requirements outlined in the Equality Act 2010.

Outline public engagement:

The Strategy will support Wakefield CCG in meetings its statutory
requirements around engaging with the public. The refreshed strategy has
gone out to public engagement and comments incorporated (please see
appendix 3 for details of comments).

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

The refreshed strategy has gone out to public engagement and comments
incorporated (please see appendix 3 for details of comments).
Clinical Commissioning Executive June 2012
Equality update paper including equality objectives to Integrated Governance
Committee August 2013

Reference document(s) /
enclosures:

None

Risk Assessment:

The Board Assurance Framework reflects the key controls and assurances
against Principle 5: Understanding our population and putting patients at the
centre.
None

Finance/ resource implications:

Communication, Engagement, Equality, Diversity
and Human Rights Strategy 2013 and onwards
August 2013
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Our commitment

We want to make a difference to all the people in Wakefield district, about reducing health
inequalities, improving their health outcomes, and their access to and experience of using local
healthcare services. We recognise the need for prevention work as well as the need to improve
services for all whilst taking account of the needs of particular groups.

We want to build trust in us to do the best for all our local people. Making sure that we are fair
and equitable and excel at communications and engagement is fundamental to achieving this
vision.

This strategy will help us to make sure that we provide excellent services that meet local need.

Our Key Messages
We will commission services that are equitable and provide the right care, in the right place,
at the right time
We are a listening and involving organisation, which values the views of our diverse
communities
We are working together with our partners to make sure local healthcare is the best it can be
Our staff are vital to our success. We value their creativity and innovation and are working
towards them reflecting our local communities.
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1. The start of our story
We believe we have already made good progress in establishing our identity and in building
relationships with a range of people and groups who share our interest in the health and
wellbeing of local people.
This refreshed strategy which was originally approved in June 2012 by the Clinical
Commissioning Executive (shadow governing body), recognises that progress and spells out
how we will communicate and engage with all our stakeholders1 going forward. It sets out our
objectives, our guiding principles and the key areas of communications, engagement and
equality that we need to focus on if we are to become a successful organisation and be locally
valued by those we serve.
Over the last year we have continued to strive to deliver the highest standards of engagement
work, using a wide range of methods and approaches, tailoring these to the needs of those we
were involving, and supporting people to be able to participate effectively. Activity was also
designed to ensure all the nine protected characteristic groups were effectively represented, in
line with equality and diversity legislation, and that it reflected the demographics of local
communities. In March this year, we carried out a review of the action plan that supported our
previous strategy and can say that we met what we have set to do. From there, we continued
to improve our engagement and communication work, for example by better bringing the
information we get to learn what patients are telling us about the local services and using new
ways of engaging during the Meeting the Challenge consultation.
We are a member organisation made of clinicians from our 40 member. Our clinical members
are working with patients on a daily basis and provide us with essential insight into what
patients really want, alongside strong clinical knowledge to commission with services that will
provide the best outcomes and experiences. Having strong relationships with our members,
through the Practice Support Unit, opens up opportunities to listen to patients and clinicians
where they are most likely to have the strong interest. Our practices utilise Patient
Participation Groups (PPGs) to routinely hear about patients’ experiences and perspectives of
services and about the health priorities of the local community. We will tap into this valuable
resource.
The strategy is based on an analysis of our stakeholders and workshop feedback about
engagement, recognising the strong links our clinicians already have with partners. It identifies
actions that took us through authorisation and establishment, providing the foundation for
developing a strong reputation and mutually productive relationships. An action plan has been
developed alongside the strategy which outlines the tasks to be undertaken to ensure we are
inclusive, fair and equitable and that we achieve appropriate, innovative, creative
communications and engagement in both the short and long‐term. This will build on the work
we did last year.
It also outlines the functional, legislative and local context which backs up our wish to actively
engage and involve a wide range of stakeholders, especially our patients and the public in our
everyday business. The refreshed strategy now incorporates the Equality, Diversity and Human
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Rights Strategy (referred to as equality strategy in this document) and it works in conjunction
with other strategies, including our Strategic Plan, and our thinking on patient experience. We
will continue to review and refresh our document on an ongoing basis.
1. A definition of ‘stakeholders’ can be found on page 22.
2. What this strategy aims to achieve
The purpose and scope of the strategy is to:
 Ensure that the views of member practices, patients, carers, stakeholders, partners and the
wider community, including equality groups are fully represented in decisions about how
services are proposed, designed and delivered as well as how they can be improved.
 Ensure that the views of patients, carers and the public participate in the NHS England’s
‘Call to Action’ ensuring that local peoples’ views and comments are fed back into the
national process.
 Outline our plans for working hand in hand with our stakeholders and diverse communities
 Lay the foundations which will allow us to become a successful organisation and ensure we
are inclusive, fair and equitable, and deliver our vision and values.
 Support the implementation of our assurance plan.
 Ensure we respond to feedback received during the Meeting the Challenge Consultation
around communication and engagement.
 Ensure that communication, engagement and equality is a key part of implementing the
outcomes of the Meeting the Challenge consultation
 Ensure that the findings of the Integrated Impact assessment for the Mid Yorkshire Clinical
Services Strategy are included in the implementation plans and other transformation
workstreams.
Communications, engagement and equality are the responsibility of the CCG. We recognise our
statutory duty to involve and engage patients and local communities, including equality groups
in decisions about health care and health services as part of the commissioning cycle. This is
something that we would wish to do anyway as it is at the heart of our beliefs. To ensure that
we do this well, we will utilise the specialist services of NHS West and South Yorkshire and
Bassetlaw Commissioning Support Unit who will support us in implementing our
communications, engagement and equality strategy and carrying out related activities.
The use of the term equality groups is used as shorthand for the protected characteristic
groups covered in the Equality Act 2010 as follows:







Race
Sex
Age
Disability
Gender reassignment
Religion or belief
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Sexual orientation
Pregnancy and maternity
Marriage and civil partnership.

3. What we mean by communications, engagement and equality and diversity
3.1
Communications
Good communication is a two way process. Although it includes the simple sharing of
information, more often it will be a conversation built on good relations. It is based on an
understanding of our stakeholders: all those individuals and groups whose beliefs, views and
interests overlap with ours. It includes internal and external audiences and will offer
opportunities to hear, discuss and shape the work we are doing to improve healthcare for the
people of Wakefield district.
3.2
Patient and public engagement
Patient and public engagement can be defined as the active participation of patients, including
children and young people, carers, community representatives and the wider public in the
development of health services and as partners in their own health care. Central to this is the
development of relationships with voluntary, community and faith sector organisations. The
Wakefield commissioning cycle shows how local people can have a say in how services are
planned, commissioned, delivered and reviewed.
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It is important to know who to involve through our engagement activity and we want to make
sure that we provide opportunities for both individual and collective engagement.
In broad terms, our strategy will take account of three ‘sets’ of people:
 Those who have direct experience of services (patients, carers)
 Those who represent communities (community being defined by the common factor that
brought people together e.g. shared geography, shared characteristics or issues).
 Members of the wider public.
3.3
Equality and Diversity
Equality and diversity is about our commitment to be inclusive, fair and equitable to all our
patients, carers, communities and staff. It is about listening to and responding to minority
voices not just those who ‘shout loudest’. Equality and diversity for the CCG is about how and
what we procure and commission, how we engage with our patients, carers and communities,
how we listen to, treat and engage with our staff and how we hold our providers to account to
ensure services are personal, fair and diverse.
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The context for this strategy

4.1

Legislation

4.1.i Health and Social Care Act 2012
The White Paper, ‘Equity and excellence: Liberating the NHS’, and the subsequent Health and
Social Care Act 2012, set out the Government's long‐term plans for the future of the NHS. It is
built on the key principles of the NHS ‐ a comprehensive service, available to all, free at the
point of use, based on need, not ability to pay. It sets out how the NHS will:


put patients at the heart of everything it does



focus on improving those things that really matter to patients; and



empower and liberate clinicians to innovate, with the freedom to focus on improving
healthcare services.

It makes provision for CCGs to establish appropriate collaborative arrangements with other
CCGs, local authorities and other partners, and it also places a specific duty on CCGs to ensure
that health services are provided in a way which promotes the NHS Constitution – and to
promote awareness of the NHS Constitution.
Specifically, CCGs must involve and consult patients and the public:





in their planning of commissioning arrangements
in the development and consideration of proposals 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
in decisions affecting the operation of the commissioning arrangements where the
implementation of the decisions would (if made) have such an impact.

The Act also updates Section 244 of the consolidated NHS Act 2006 which requires NHS
organisations to consult relevant Overview and Scrutiny Committees on any proposals for a
substantial development of the health service in the area of the local authority, or a substantial
variation in the provision of services.
4.1.ii The NHS Constitution
The NHS Constitution came into force in January 2010, following the Health Act 2009 and was
consulted on again in 2012. The constitution places a statutory duty on NHS bodies and
explains a number of rights which are a legal entitlement protected by law. One of these rights
is the right to be involved directly or through representatives:
 in the planning of healthcare services;
 the development and consideration of proposals for changes in the way those
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services are provided; and
 in the decisions to be made affecting the operation of those services.
4.1.iii The Equality Act 2010
The Equality Act 2010 brings together all equality legislation within one Act.
The general equality duty (Section 149), which forms part of the 2010 Equality Act, requires
public authorities, in the exercise of their functions, to have due regard to the need to:
 eliminate discrimination, harassment and victimisation and any other conduct that is
prohibited by or under the Act;
 advance equality of opportunity between people who share a relevant protected
characteristic and people who do not share it; and
 foster good relations between people who share a relevant protected characteristic and
those who do not share it.
Public authorities such as the CCG covered by the specific duties must publish information, at
least annually, to demonstrate their compliance with the general equality duty. CCGs need to
publish this information by 31 January 2014.
There is an additional specific duty to set and publish equality objectives, at least every four
years. CCGs need to have agreed and published their equality objectives by October 2013 and
be able to demonstrate why they will contribute to their Public Sector Equality Duty (PSED).
4.1.iv The Human Rights Act 1998
The Human Rights Act 1998 (also known as the HRA) came into force in the United Kingdom in
October 2000. It is composed of a series of sections that have the effect of codifying the
protections in the European Convention on Human Rights into UK law.
All public bodies such as the NHS have to comply with the Convention rights. The Act sets out
the fundamental rights and freedoms that individuals in the UK have access to. They include:
 Right to life
 Freedom from torture and inhuman or degrading treatment
 Right to liberty and security
 Freedom from slavery and forced labour
 Right to a fair trial
 No punishment without law
 Respect for your private and family life, home and correspondence
 Freedom of thought, belief and religion
 Freedom of expression
 Freedom of assembly and association
 Right to marry and start a family





Protection from discrimination in respect of these rights and freedoms
Right to peaceful enjoyment of your property
Right to education
Right to participate in free elections
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4.2

Our responsibilities

As part of the structure of the reformed NHS, we are responsible for:














4.3

building and protecting the reputation of the local NHS;
building relationships with the media, stakeholders, member practices, public, patient,
carers and partners;
ensuring patients and the public feel valued and are involved at all stages of the
commissioning cycle;
providing innovative and creative ways in which patients, carers, stakeholders, staff and the
public can share their views;
being open about how we hold ourselves to account for using the view and feedback we
receive;
crisis communications planning and preparedness;
marketing and campaign management;
brand and identity;
producing an annual report, including detail of engagement activity, and to hold an annual
general meeting (AGM);
responding to parliamentary questions and other statutory requests for information
ensuring consultation and engagement is reported back to those involved and to
organisations monitoring performance;
ensuring the provision of information for patients is appropriate and timely; and
meeting the public sector equality duty outlined in the Equality Act 2010 including evidence
that they have given consideration to the impact of decisions on equality groups.
Transforming health services

We are determined to secure the best possible health outcomes for local people, not just for
the patients we see today, but for their children and grandchildren too. To do this, we need to
transform the way care is provided, whether that is in primary care, in hospitals, in the
community or in social care. Transformation requires different organisations with similar
objectives to work together in partnership to deliver the necessary changes to processes,
organisation, technology and information across care pathways.
The CCG is committed to engaging with patients and the public on national as well as local
transformation which will influence the development of NHS services. One example of this is
the NHS England’s Call to Action which is seeking views to raise performance across the board
and ensure we deliver a safe, high quality, value for money service.
Adopting this approach will support an integrated vision for the delivery of health and social
care services. We will work closely with our transformation partners to deliver whole health
economy benefits that are clinically and financially sustainable and will improve health
outcomes.
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The focus for transformation in the Mid Yorkshire Health and Social Care Economy is guided by
the need to ensure that:



patients are practically managed at or close to their homes;
only those patients who need to be in hospital are admitted; and



once admitted into hospital patients only stay for as long as is clinically necessary and that the
care they need to support them to go home is there.

The Mid Yorkshire Health and Social Transformation Partnership Board was established with
key partners working together to deliver local service transformation focusing upon six issues:







the need to adopt the new models of care and best practice which can deliver better
outcomes for patients and deliver safe and excellent quality services;
the need to improve the health of people in Wakefield and North Kirklees and ensure
healthcare services are meeting public expectations;
a growing proportion of older people which requires a different response from health
services;
more care delivered in community settings and patients benefitting from care closer to
home;
workforce challenges preventing delivery of the best quality care; and
ensure the best use of taxpayers’ money is made.

Our clinical leaders are already working with partners across the local health and social care
economy, but we are equally committed to involving patients, carers and the public in this
considerable enterprise. During the past year this has been evidenced in our work on the
Meeting the Challenge formal consultation which has received The Consultation Institute’s
Compliance Assessment Certificate.
The transformational program and priorities for the Mid Yorkshire Health and Social Care
Partnership Board closely mirror our seven transformational areas as outlined in pour Strategic
Plan. By focusing on the priority areas we will realise our vision of forging effective, patient‐
centered joint solutions, as well as making a significant contribution to the overall
transformation of the health and social care economy in the Mid Yorkshire area.
Significant communication, engagement and equality analysis work has been taking place since
June 2011 to support the programme of transformational change, specifically in relation to Mid
Yorkshire’s Clinical Services Strategy and other transformation workstreams, such as Care
Closer to Home, and this will continue to be a major piece of work for us in the year ahead.

4.4

The Francis Report

On 6 February 2013 the Mid Staffordshire NHS Foundation Trust Public Inquiry was published
examining the role of the culture and systems in the NHS and how they failed to identify the
appalling events at Stafford Hospital between January 2005 and March 2009. The key theme of
the report is putting patients first, with an NHS that should be centred on common values in
12

order to drive up quality of care. Commissioners have a fundamental responsibility for driving
quality and ensuring patient safety, and the report advocates that CCGs should be recognisable
public bodies acting on behalf of the public they serve.
The publication of the Francis report has been an important milestone and we will work to
ensure that the recommendations made are reflected in our work around communications,
engagement and equality.
4.5

Improved decision making

Engagement with our stakeholders, especially patients and the public is not only a legislative
requirement: we want stakeholders and communities, including equality groups to have
genuine involvement in our decisions, so that those decisions help us to secure excellent
services that meet local need. Meaningful and appropriate engagement, communication and
equality analysis will be integral to our daily business. This means that engagement and
equality analysis has to be an active part of the whole commissioning cycle, and that we are
able to evidence how the views and opinions of local people have informed and influenced our
decision making and that we have given consideration to any impact on equality groups.
Building on the authorisation process, we have developed a delivery framework (figure 2) for
communications and engagement, which is below. It demonstrates the objectives and goals as
well as the assurance that the CCG is listening and acting on the feedback of the local
population.
Figure 2

Empower
Collaborate
Involve
Consult

Inform
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We are committed to reducing health inequalities and improving health outcomes for all our
communities. To ensure that this is incorporated within our decision making processes we will
ensure that equality impact assessments are carried out on decisions that impact on patients,
carers, communities and staff.
5. Our guiding principles for communication, engagement and equality
We will:

















be open, honest, consistent, clear and accountable;
ensure communications and engagement activities are accessible to all audiences;
give clear, accurate and consistent messages, linked to our vision and values;
ensure planned, timely, targeted and proportionate communication and engagement;
educate our staff and members that communication, engagement and equality is
everyone’s responsibility, sharing and developing their skills in this area;
encourage and support inclusive communication and engagement based on good
relationships;
provide cost effective, high quality information – maximising our resources;
work in true partnership with other agencies, stakeholders, patients, carers and patient
representatives to reduce health inequalities and improve health outcomes;
work with our strategic partners and our local communities to tackle unfair or unlawful
discrimination;
procure and commission services that treat people as individuals in accordance with their
personal health needs;
work with providers and contractors to ensure services are personal, fair and diverse and
hold them to account where evidence does not demonstrate this;
lead by example and learn by what we do – both by what we do well and what we can
improve;
we will use our resources to secure the best possible outcomes for all without detriment to
particular groups;
provide a variety of innovative, creative opportunities to communicate with people and for
people to engage with us;
use best practice methods and
encourage our member practices to adopt these principles

6. Supporting our business objectives
Each of the strategic objectives set out in our Strategic Plan will need to consider
communications, engagement and equality. For 2013/14 these are:
 prevention of ill‐health and illness;
 care closer to home and out of hospital;
 responsive urgent care; and
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safe early years and healthy transition to adulthood.

We’re developing strong links with public health professionals, to ensure we work on the basis
of in‐depth, reliable knowledge about local communities (such as the Joint Strategic Needs
Assessment), as per our Memorandum Of Understanding with Public Health.
7. Our communication, engagement and equality objectives
To support the delivery of this strategy and the objectives and aspirations set out in Strategic
Plan, we have identified the following communications and engagement objectives.
We want to earn a reputation for our commitment to making a difference for local people – for
improving their health outcomes and for helping them to have a good experience when they
use local healthcare services. We want them to trust us to do the best for them.
Our actions and decisions will determine whether we succeed in our aspirations. However, we
need to communicate effectively and engage meaningfully if we are to secure our reputation.
7.1 Timely, relevant and targeted communications (Inform)
Effective communication will be achieved through identifying our key audiences and adapting
our communications to their needs and preferences.
Specifically we want to:
 ensure that key information, messages and plans are communicated to relevant target
audiences in a timely and consistent manner.
To achieve this we will continue to:
 ensure that the local population is kept aware of service developments and knows how it
can influence healthcare in Wakefield;
 help local people to understand the changing nature of healthcare, and explain the drivers
which influence our decision making;
 write and communicate in language appropriate to our audiences and equality groups in line
with the principles of health literacy, achieving the Plain English Campaign Crystal Mark
where possible;
 ensure that our key stakeholders are aware of our engagement plans and activities, seeking
feedback on such plans in a timely manner; and
 raise awareness amongst staff and member practices of our vision and values, ensuring that
they have opportunity to actively participate in decision making within the CCG.
7.2 Ensure patients have a great experience of care (Consult)
What patients and carers tell us about their personal experience of healthcare is our strongest
incentive to constantly seek ways of improving quality. We need to demonstrate how we
actively seek out this information, how we analyse it and how it is reflected in our
commissioning decisions. We started this work last year and hope to improve this in the future
and have developed a Patient Experience Framework to support this.
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We are fortunate in being able to build on valuable insights gained through our predecessor
and partner organisations. In particular, the Joint Strategic Needs Assessment (JSNA) and the
Director of Public Health’s Annual Report give rich insights into the health and behaviors of
people living across the Wakefield district, including specific local health inequalities, preferred
methods of communication and routes in to these groups.
Specifically we want to:
 understand and learn from the experience of a variety of patients; and
 work with partners and providers to use this learning to improve the experience of
patients
To achieve this we will:
 make sure we have effective mechanisms in place to collect and collate patient
feedback;
 strengthen patient experience information from primary care providers to support
primary care development and improvement;
 gather and analyse feedback to assess themes and issues through our Quality
Intelligence Group;
 standardise contractual requirements and strengthen regular monitoring across
providers to improve the quality of the patient experience;
 network with other NHS, Local Authority and CCG colleagues;
 publicise these improvements to patients, the public and staff; and
 identify learning and share good practice.
To get the best from the information we have as an organisation ‐ be it PALS queries,
complaints, engagement events, MP letters or social media – we will need to pull together the
information to gain the main themes on what people are saying about the local health services.
We are keen to develop the processes underpinning this, with the support of the
Commissioning Support Unit, so that we get in‐depth triangulated information of the main
themes arising in respect of local services. This will enable us to improve the quality of services
for all the people of Wakefield.
The model below (figure 3) has been developed to illustrate how information and what
information will be used to provide this valuable insight for the CCG:
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Figure 3

PRGs, PRG
Network,
PIPEC

PALS
Complaints

Engagement ‐
events,
surveys,
specific
projects,
consultations

Patient Insight

7.3

Develop creative and effective engagement opportunities across Wakefield district
(Involve)
At the heart of Wakefield CCG’s vision is the commitment to work with patients and partners to
engage them in planning and designing services and improving experience and outcomes.

We will therefore build on existing mature relationships and a strong track‐record of
collaboration.
Specifically we will continue to:
 develop new mechanisms that encourage people to engage with us and us with
them;
 review our engagement infrastructure to ensure that it embeds this work and
therefore provides assurance and public accountability;
 reach and engage local people in our work and decisions;
 work with partners to generate meaningful patient experience and engagement
information that is fed into commissioning decisions and quality reports;
 demonstrate how feedback from patients and the public has influenced change and
improvement and how this has been reported back to patients and the public;
 develop and evidence creative engagement, especially with the nine protected
characteristic groups as set out in the Equality Act;
 champion communications and engagement within member practices and their
communities; and
 work as a whole health economy to remove barriers to improving our patients’ experience
of care and their health outcomes, specifically in the Mid Yorkshire Clinical Services
Strategy.
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To achieve this we will:
 maintain the Public Involvement and Patient Experience Committee (PIPEC), involving them
in our commissioning plans to enable them to challenge and hold us to account;
 build on the Your Health Your Say Network and relationship with HealthWatch to facilitate
engagement;
 review our Relationship Matrix which maps the voluntary, community and faith sector
organisations covering the diversity of the local population to ensure seldom heard groups
and key stakeholder groups are represented;
 develop engagement activities easily accessed by seldom heard groups;
 continue to support Patient Reference Groups (PRGs) and the Patient Participation Group
(PPG) Network to provide mechanisms that support two way communication and
engagement from CCG Board to practice level;
 lead communications and engagement activity for the transformation programme which is
being carried out across Wakefield and North Kirklees, ensuring that all stakeholders,
especially patients and carers have opportunity for meaningful engagement;
 review plans and mechanisms to support patient and public engagement within the full
commissioning cycle and ensure their contribution can be seen;
 ensure that reports of service design, business case reviews and other initiatives include
details of what engagement was undertaken, what changes were made as a result, what was
not possible to do and how this was communicated to the public; and
 ensure patient experience information is sought, valued and utilised in our quality initiatives
and provider monitoring mechanisms.
7.4 Build our reputation and relationships (Collaborative)
We have already established strong relationships with local stakeholders, where our combined
influence can contribute most to securing good health outcomes. With our internal
stakeholders, especially our member practices, we have developed a Memorandum of
Understanding that encourages active participation in decision making. With key partners and
external stakeholders we have done this through CCG events, Governing Body meetings, one to
one meetings, board to board meetings, and participation in developing new partnership
structures.
True partnership working has been essential for the Meeting the Challenge consultation
conducted during 2013, especially between the Mid Yorkshire Hospital NHS Trust, North
Kirklees CCG and ourselves. It will be essential to the success of this transformation work for
these partnerships to remain strong and good communication and engagement will help to
ensure this is the case.
Over the coming year, we will continue to strengthen these relationships, and look at how we
engage effectively with other groups of stakeholders. We especially want to build stronger
bonds with our communities, and this will be a key focus for us.
Specifically we want to:
 develop our identity, continue to raise our profile and enhance our reputation as a credible,
trusted and listening organization; and
 have a proactive approach to communicating and engaging with all stakeholders.
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To achieve this we will:
 continue to develop productive relationships with NHS England, other local NHS bodies,
HealthWatch Wakefield and the Health and Social Care Overview and Scrutiny Committee;
 continue to work as part of the Wakefield Health and Wellbeing Board to deliver the Joint
Strategic Needs Assessment (JSNA);
 work closely with Wakefield Council and other local CCGs to avoid duplication and co‐
ordinate engagement and service development activity as with the Meeting the Challenge
consultation;
 continue to seek out new ways of involving, communicating with and engaging hard to
reach groups, for example, by working with providers such as Spectrum Community Interest
Company to communicate with their specialist client group;
 work with partners to help communities to engage with us in their local areas, giving
information and listening to their views;
 review our mapping of relationships with the voluntary and community sector, our
practices’ patient reference groups, private and independent providers;
 share positive news stories, taking a proactive approach to media relations;
 make sure our media protocol is followed, which provides guidelines for all CCG members
and staff especially in handling reactive and negative issues. This enables us to reassure
patients and the public, maintaining our overall credibility and reputation among all key
stakeholders;
 continue to work closely with our local providers to ensure that we provide consistent and
well‐informed messages about the health economy to local media and key stakeholders;
 provide regular briefings to stakeholders to inform them of key issues relating to our work;
 further enhance our CCG identity and brand which is relevant to our vision and values, and
which is applied consistently; and
 embrace new and emerging ways of communicating, especially via social media.
7.5
Develop an inclusive, and empowering culture for our members (Empower)
We want all CCG staff and member practices to feel ownership of our vision and values, and by
their contribution and influence, to help ensure that we commission the best possible services
for local people. We also want to make sure that we are all equipped to deal appropriately with
the questions that will inevitably arise from stakeholders and communities.
Specifically we want:
 CCG member practices, managers and staff to feel motivated and empowered to contribute
to the work and direction of the CCG; and
 to develop a creative culture where communication and engagement is seen as a joint
responsibility.
To achieve this we will continue to:
 facilitate, together with the Practice Support Unit, effective internal communications
(consistent, timely and relevant information) within the CCG, particularly with the advent of
our six clinical networks, so that they are consistently informed and engaged;
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 gather and analyse feedback and soft intelligence from member practices to assess themes
and issues through our Quality Intelligence Group;
 ensure that our Board, staff and member practices are informed and equipped to
participate in service commissioning, and that they are able to deal with the scrutiny which
accompanies decision making, including from the media; and
 support the development of an informative, up‐to‐date and interactive website and intranet
solution to support practice and wider engagement.
7.6
Equality objectives
We need to develop equality objectives at least every four years that support us to meet our
public sector equality duty and that support our commitment to reducing health inequalities
and improving health outcomes for all our communities.
We are part of the Wakefield Together Equalities Partnership, which includes the Local
Authority, third sector and NHS provider trusts and have signed up to supporting the delivery of
the shared equality objectives and have identified a couple of CCG specific actions to support
this for 2013/14. We will also work towards agreeing a smaller number of additional CCG
specific equality objectives or actions based on the Equality Delivery System (EDS) assessment
and CCG priorities for 2014/15.
The overall objective of the Wakefield Together Equalities Partnership is ‘To ensure services
delivered by, or on behalf of, Wakefield Together are – as far as possible – accessible to all
citizens and do not discriminate’. This is underpinned by the following equality objectives:


identify, prioritise and deliver actions to address the most pressing needs and narrow the
gap in outcomes between certain disadvantaged groups and the wider community by
March 2015;



improve our local business intelligence including: increasing understanding of the diverse
nature of local communities; and understanding the impact of service delivery to ensure
decision‐making is based on robust knowledge of citizens and service users by March 2014.
For 2013/14 we will ensure that all out transformation programmes and service redesign
undertake robust equality analysis to ensure that we engage with and give consideration to
equality groups in our decisions making processes;



develop both general and targeted community engagement and communication to: raise
awareness of equality issues; challenge myths that lead to discrimination; and ensure local
communities are increasingly empowered to influence the way services are delivered by
March 2014. For 2013/14 we will use workforce data and findings from our equality
delivery system assessment to support organisational development and support and
develop our staff and Governing body members;



continue to strengthen equality into the schedule of requirements for commissioned
services, where relevant and proportionate to do so, and implement contract management
arrangements that ensure all service providers demonstrate fair treatment of employees
and service by March 2014;
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review and develop, as necessary, the ongoing provision of advice and support to all
services – to ensure they meet their responsibilities under the Public Sector Equality Duty
(PSED) by march 2014; and



continue to improve customer access channels to the Council and its services and put in
place systems to ensure no one group finds it more or less difficult to access services by
March 2015.

The Department of Health developed the national EDS as a performance framework to support
the NHS to meet its Public Sector Equality Duty and to drive up equality performance. We
agreed to sign up to the EDS in our draft Human Rights and Equality and Diversity Strategy
2012/13, to help us meet our PSED, support equality improvements and help us meet our
equality objectives.
The EDS has four goals and 18 outcomes (see appendix four or details of the 18 outcomes). The
four goals are:





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

We will use the 18 outcomes to assess our progress against the four goals; this will include
engaging with local equality groups and staff to grade out performance in September/October
2013. The EDS assessment process will help provide evidence that we are meeting our PSED,
which we will publish in January 2014 and will also support us to identify future equality
objectives.
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8. Our key messages – what we want people to know
Threaded throughout our communications, engagement and equality activity will be the key
messages which encapsulate our vision and our way of working:


we are committed to commissioning high‐quality services that will improve our patients’
experience of care and their health outcomes;



we involve and listen to our patients, practices, partners and staff to reduce health
inequalities and secure the best possible healthcare for all our local communities; and



we continue to work together with our partners to transform health and social care services
across the Wakefield district.

And specifically for internal audience – member practices and staff


our staff are integral to the successful delivery of our commissioning plans; and



we foster a creative and empowering environment that stimulates innovation and allows
our practices and staff to unleash their potential

Key messages will be developed for specific marketing, communications and engagement
projects, based on research and insights, and tailored to the target audience. One example of
this is the feedback received during the Meeting the Challenge consultation which will now
form the basis for a Communication, Engagement and Equality Strategy for the Transformation
Programmes underpinning this work.
9. Our key stakeholders
To achieve our objectives, we need to continue to develop effective relationships with all
stakeholders giving consideration to equality groups. Throughout this document the term
‘stakeholder’ has been used to describe any person or organisation whose interests are
affected by, or can affect, our work to secure the best health outcomes for the people of our
area.
To do this, we have identified all stakeholders, and prioritised them.
We used a simple planning model to achieve this.

Identify
Stakeholder

Understand
Agendas

Stakeholder
Map

Stakeholder
Plan

Monitor and
Evaluate

Figure 4: Stakeholder planning model
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Appendix one shows the full range of stakeholders we identified. These can be grouped into
the following key broad categories:














Internal – including member practices and CCG staff
Patients, carers and communities (those with a common interest)
Public
Partners, such as the local authority
Governance and regulators
Political
Providers
Third sector
Media
Suppliers
Professional bodies
Education
Other agencies

Having identified our stakeholders we used our local knowledge to group them according to
their relative interest, and the influence they can exert. The resulting matrix is shown in
Appendix two.
We don’t intend this to be a once only activity, as stakeholder interests vary according to
circumstances and programme, and we will continue to keep this analysis under review.
For example a new stakeholder map has been developed for the Transformation
Programme work.
A workplan that sets out how we will achieve our communications, engagement and equality
objectives for the following year has been developed. The Commissioning Support Unit on
behalf of Wakefield CCG and North Kirklees CCG will also develop communications and
engagement implementation plans, informed by the Integrated Impact Assessment for the
various transformation programmes e.g. Care Closer to Home, that underpin the Meeting the
Challenge work.
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10. Governance
The CCG is built on the foundation of effective local relationships and good communications
with member practices, and key stakeholders, including other Health and Wellbeing Board
members and patients’ and carers’ groups, including equality groups.
It is important that we continue to develop these relationships and improve how we collect and
use patient, public and staff feedback. The channels identified through this strategy are the
basis of good governance. Patients and members of the public through our Public Involvement
and Patient Experience Committee provide the CCG Governing Body with assurance that the
CCG has robust engagement and consultation mechanisms.
We are also using the Equality Delivery System to involve patients and the public in holding us
to account as well as assessing our progress in driving up equality performance.
The CCG has developed a number of governance structures that strengthens the accountability
to patients and members of the public. This includes the following:












Member practices sign up to our constitution
Lay representative of the Board with patient and public involvement remit
Clinical Cabinet
Integrated Governance Committee
Public Involvement and Patient Experience Committee(PIPEC)
Meeting the Challenge Patient and Public Advisory Group
Patient Participation Group (PPG) Network
PRGs involving over 700 patients in Wakefield and growing
Board level communications champion
Board level engagement champion
CCG equality lead

The above will help us to be transparent, open and accountable to member practices, staff,
patients and the public in our everyday business. These will be reviewed and may be added to
as needs arise.
11. Resources
In the current year we will implement this strategy through named individuals within NHS West
and South Yorkshire and Bassetlaw CSU’s Communications, Engagement and Equality and
Diversity service team. They will provide local insight, expertise and will manage this activity,
drawing on the resources of their shared team for day to day media, marketing,
communications, engagement and equality activity.
12. Evaluation
Ongoing evaluation of our engagement, communications and equality activities will help us to:
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learn how well communication, engagement and equality systems work and how they can
be improved;
monitor if the systems are functioning to an acceptable standard; and
hold ourselves up to scrutiny by internal and external stakeholders.

Evaluation will take place through a combination of quantitative and qualitative methods
including:









ongoing media evaluation;
patient surveys;
website usage statistics;
internal communications audits;
patient, staff and stakeholder feedback, including compliments, comments and complaints;
collecting and assessing equality and diversity information as part of engagement activity;
equality impact assessments; and
progress against EDS goals.

As previously mentioned one example of evaluation of our communications and engagement
activity is the Certificate of Assurance received from The Consultation Institute as part of the
Meeting the Challenge consultation.
Our Patient and Public Annual Report will capture the consultations carried out or proposed to
be carried out, and on the influence that the results of the consultations have had on our
commissioning decisions.
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Appendix one: List of all stakeholders

Type
Internal

Patients/Carers/
Communities

Public
Partners

Governance/
regulators

Political
Providers

Third sector

Media

Who
CCG members/staff
Constituent practices
Clinical cabinet
Lay members and directors
Practice staff including nurses, support and admin
CSU staff
HealthWatch
Patients
Carers
Patient Groups (including patient reference groups)
Local residents
Wakefield District Council
Mid Yorkshire Health and Social Care Partnership Programme Board
Health and Wellbeing Board
Neighbouring CCGs
Public Health England
Joint Director of Public Health, Wakefield
NHS England Area Team
Overview and Scrutiny Committee for Health (and Joint OSC)
NHS England
NHS Trust Development Authority
Care Quality Commission
Monitor
Local Councillors
MPs
The Mid Yorkshire Hospitals NHS Trust
South West Yorkshire Partnership Foundation Trust
Yorkshire Ambulance Service NHS Trust
Other neighbouring trusts
Private/independent sector/ community interest providers incl. NHS
Direct, Care UK, Local Care Direct, Spectrum CIC.
Primary care contractors i.e. dentists, pharmacists, opticians
Area Forum
Community Forum
Disability partnership, mental health partnership and others
Wakefield District Housing
Religious groups
Voluntary and Community Groups/ organisations
NOVA
Wakefield Express
Pontefract & Castleford Express
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Suppliers / other

Professional bodies

Education

Other agencies

Hemsworth & South Elmsall Express
Yorkshire Post/Evening Post
Local and national radio/television
Professional publications
West and South Yorkshire and Bassetlaw Commissioning Support
Service
Local businesses (Chamber of Commerce)
Unions
RCGP
Other Royal College/professional organisations
LMC, LPC, LDC, LOC, RCN
Appraisers
Schools
Training organisations
University of Huddersfield
University of Leeds
VTS (Vocational Training Service)
Yorkshire Deanery
Research Network
Workforce
Police
Fire service
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Appendix Two: Stakeholder analysis
We have prioritised our stakeholders into four key groups based on their influence and
interest:
High

Keep engaged
Patients and public
Media: local, regional and national
Governance/regulatory: CQC

Interest

Political: inc MPs and councilors

Keep informed
Professional bodies: RCGP, LPC, LOC,
LDC, RCN
Third sector: inc, religious groups,
community groups
Education: inc appraisers, schools and
universities and training institutions
Public: (as tax payers and potential
patients)
Suppliers

Key partners/players
Internal: inc. member practices, CCG staff
Governance /regulatory: inc OSC, NHS
England , NHS Trust Development
Authority
Partners: inc Health & Wellbeing Board,
local authority
Neighboring CCGs: esp. North Kirklees
Providers: inc MYHT, SWYPFT, Spectrum,
YAS
Professional bodies: LMC
Patients and public: representative
organisations e.g. Healthwatch
Suppliers: particularly WSYBCSU
Involve
Other providers: e.g. pharmacists,
opticians
Third sector: inc Disability partnership,
Area Forum, and voluntary and
community sector.
Other agencies: Wakefield District
Housing, police, fire
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Appendix three : Comments received through engagement
Discussions with the members of the public in respect of how the CCG should be engaging took
place in March 2013 at a public event. The comments received were as follows. It should be
noted that not all comments refer to the strategy, but we have tried to reflect these as best as
possible:
Comment
Use jargon free language.

Documents and meetings need to be clear and
concise.
Information needs to be put into context.
Range of engagement activities.

More attention given to different profiles and
demographics of population.
Pilot localism and follow best practice. Bring
information in an area on a small scale and
then have detailed dialogues.
Set criteria in a more consistent and cohesive
approach.
Utilise the Patient Reference Group Network
for Wakefield District.
More publicity (press, local radio)
Posters in the community, e.g. supermarkets
Leaflets to all homes.
CCG events, possible in the evening or
Saturday.
Use mechanisms to target the maximum
number of people.
Communicate with people early.
Show the value of being engaged, patients are
better informed.
Show the public that you have listened.

Reflection within the strategy
Several respondent in the engagement period
noted that the purpose of the document
inevitably dictates the language used. But, we
have tried to use better language. We have
also used suggestions that were sent to us.
We aim for the meetings and events we
organise to be as accessible as possible.
The strategy provides context for its purpose
and role.
We show the CCG’s commitment to engaging
with the public and our patient and public
engagement annual report will show the work
we have done.
Equality and diversity has now been included
in the strategy.
This would be picked up through using the
most appropriate engagement methods for
individual pieces of work.
All engagement and consultation work needs
to have criteria to make sure that we do it
right and not engage without a purpose.
This will continue.
This is also reflected in the strategy.
Like engagement, we appreciate that we need
to use different ways of sharing information.
Our prospectus has been circulated to all
homes.
We are continuing with events and wider
engagement work.
The strategy notes the need to use different
mechanisms for different circumstances.
This is reflected in the principles.
This is reflected in the engagement annual
report and ongoing communications.
Again, this is shown in the engagement
reports and on our website, where we share
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Build trust.
Accountability – how do you prove this
happens?

information such as reports from events.
One of our commitments stated in the
strategy.
This is reflected in the Governance section of
the strategy.

To make sure that people are happy with the strategy, we have engaged on it via our
engagement database. Below are the comments we have received. Each one was considered
and reflected in the document as best as possible. Some, which we felt needed more action
away from the strategy document itself, were followed up.
The comments received included:
I realise this is a difficult document to write for a diverse audience, but for that reason, it needs
to short and to the point. I do find it rather long and repetitive. It is not clear to me if there is a
"target audience" but the style and use of the English language suggest it would be the literate
middle class.
It may be that a short simple summary of the summary is needed?
Having said this I am glad that the authorship does not fall on me!
The following comments are offered in a constructive spirit:
1) Perhaps it is inadvisable to claim to be “passionate” about a subject: it smacks of protesting
too much. Other people may observe that you are passionate, but telling people that you are
“passionate” can sound unconvincingly strained.
2) “Journey”; “landscape”; “navigating”: is this a consultation document, or is it Ernest
Shackleton preparing to go to the Antarctic? Please tell us simply what you want us to do, what
you hope to achieve and how you think we can help you.
3) Most of the people who will take the time to respond to your consultation have grown up in
an era of plain English. If you would like to solicit their responses, it might be more productive
to address them in plain English.
My family and I rely on the health service 24/7. It is something our lives depend on. We want to
help.
Thank you for sending the Communication and Engagement Strategy Summary. I think you have
covered the relevant points and for me it is important that patients and members of the public
are given clear information with sufficient time to consider and respond to it.
I think the recent consultation for the Mid Yorkshire Clinical Strategy and the Have your Say
events are two examples of how well the CCG is able to communicate and engage with patients
and public.
I have read with interest the attached document. I think I can read between the lines of what
can only be described as theatrical language that says such a lot of wordiness and pseudo
30

intellectualism, and contains a much smaller number of consumable simple English intentions
and mission statement. Now! I am well aware that language usage changes with fashion. Why
not say simply 'we want to make a difference to the people of Wakefield and improve the way
they are treated by the health care providers across the district' To do this we intend to : ‐‐‐‐‐‐‐
Trusting and valuing your efforts are probably something you will have to earn over time.
Landscapes, maps and strategies are language props. and people just want to know what's in
this that will make a difference for me.
In the first paragraph I would love to see something in here about prevention of ill
health/improved health & wellbeing/building community capacity around health. I would want
the CCG to see themselves committed to putting resources into this area as well as
commissioning traditional healthcare services.
It shows that a great deal of time and thought has gone into the production of these objectives.
As far as I can understand it, the CCG’s must form close links with the “new look” CQC
organisation, Health and Well Being Committee’s, local; Health‐watch groups, and Patient
Participation Groups in GP surgeries.
It must be remembered that Health Promotion and Education dared not to placed on a “back
burner” as this concept is being set to one side in the never ending search for savings in both
the Hospital service and the CCG’s. The consultants in both Medicine and Dentistry must retain
a high profile in the further planning and delivery of services as well as being an integral part of
Social Care.
Of course money is a major consideration but the reality is that things on the street are getting
worse, demonstrating greater levels of depravation in areas only a few miles apart on our own
“patch.
I hope you don’t mind these ramblings, but you did ask.
Many thanks for your e‐mail on Public Engagement. A brilliant piece of work and cannot think
of anything further needed.
The summary is very broad without any specifics about how communication would take place
with the wider audience. So it is difficult to really comment on something which has no
substance at present but just contains ideals. I would be very I interested to see what happens
next as the communications/ public involvement re proposed changes at Mid Yorks fell far
short of the mark. I hope that this will be the start of great improvement and will really mean
true listening to what the public wants as opposed to what the clinicians and management
want.
I think it all sounds excellent and agree you have already achieved much. I have 1 question,
when you refer to communicating with other agencies providing health care due you including
private domiciliary care companies as well as LA.
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A document with tracked changes was also received. The suggestions were around the use of
words, such as analyse stakeholders, passionate being ‘an overkill’ and clarification on one
aspect of the principles when describing skills.
A detailed email was received from a local Councillor about pharmacy provision in Middlestown
and Netherton. These were sent to the CCG for information and NHS England for a response.
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Appendix four ‐ Equality Delivery System ‐ Goals and Outcomes

Goal
1. Better
health
outcomes
for all

Narrative
The NHS should achieve
improvements in patient
health, public health and
patient safety for all,
based on comprehensive
evidence of needs and
results

Outcome
1.1 Services are commissioned, designed and procured to
meet the health needs of local communities, promote well‐
being, and reduce health inequalities
1.2 Individual patients’ health needs are assessed, and
resulting services provided, in appropriate and effective ways
1.3 Changes across services for individual patients are
discussed with them, and transitions are made smoothly
1.4 The safety of patients is prioritised and assured. In
particular, patients are free from abuse, harassment, bullying,
violence from other patients and staff, with redress being
open and fair to all
1.5 Public health, vaccination and screening programmes
reach and benefit all local communities and groups

2. Improved
patient
access and
experience

The NHS should improve
accessibility and
information, and deliver
the right services that
are targeted, useful,
useable and used in
order to improve patient
experience

2.1 Patients, carers and communities can readily access
services, and should not be denied access on unreasonable
grounds
2.2 Patients are informed and supported to be as involved as
they wish to be in their diagnoses and decisions about their
care, and to exercise choice about treatments and places of
treatment
2.3 Patients and carers report positive experiences of their
treatment and care outcomes and of being listened to and
respected and of how their privacy and dignity is prioritised
2.4 Patients’ and carers complaints about services, and
subsequent claims for redress, should be handled respectfully
and efficiently
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Goal

Narrative

Outcome

3.
Empowered
, engaged
and well‐
supported
staff

The NHS should Increase
the diversity and quality
of the working lives of
the paid and non‐paid
workforce, supporting all
staff to better respond to
patients’ and
communities’ needs

3.1 Recruitment and selection processes are fair, inclusive and
transparent so that the workforce becomes as diverse as it
can be within all occupations and grades
3.2 Levels of pay and related terms and conditions are fairly
determined for all posts, with staff doing equal work and
work rated as of equal value being entitled to equal pay
3.3 Through support, training, personal development and
performance appraisal, staff are confident and competent to
do their work, so that services are commissioned or provided
appropriately
3.4 Staff are free from abuse, harassment, bullying, violence
from both patients and their relatives and colleagues, with
redress being open and fair to all
3.5 Flexible working options are made available to all staff,
consistent with the needs of the service, and the way that
people lead their lives. (Flexible working may be a reasonable
adjustment for disabled members of staff or carers.)
3.6 The workforce is supported to remain healthy, with a
focus on addressing major health and lifestyle issues that
affect individual staff and the wider population

4. Inclusive
leadership
at all levels

NHS organisations
should ensure that
equality is everyone’s
business, and everyone
is expected to take an
active part, supported by
the work of specialist
equality leaders and
champions

4.1 Boards and senior leaders conduct and plan their business
so that equality is advanced, and good relations fostered,
within their organisations and beyond
4.2 Middle managers and other line managers support and
motivate their staff to work in culturally competent ways
within a work environment free from discrimination
4.3 The organisation uses the “Competency Framework for
Equality and Diversity Leadership” to recruit, develop and
support strategic leaders to advance equality outcomes
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Agenda item: 15a(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNING COMMITTEE
Minutes of the Meeting held on 18 July 2013
Part 1 (Public)
Present:

Rhod Mitchell (Chair)
Jo Webster
Andrew Pepper
Phillip Earnshaw
Avijit Biswas

Lay Member
Chief Officer
Chief Financial Officer
Nominated Clinical Member
Nominated Clinical Member

In Attendance:

Sandra Cheseldine
Sharon Fox
Louise Callaghan
Laura Elliott
(on behalf of Jo Pollard)
Matt England

Lay Member
Independent Nurse Member
Minute Taker
Head of Quality, Safety and
Engagement
Head of Contracting and
Commercial Strategy
Head of Finance and Governance
Governance and Board Secretary
West and South Yorkshire and
Bassetlaw Clinical Support Unit
Yorkshire Ambulance Service
Yorkshire Ambulance Service
Wakefield CCG
West and South Yorkshire and
Bassetlaw Clinical Support Unit
Kirklees Council
West and South Yorkshire and
Bassetlaw Clinical Support Unit
West and South Yorkshire and
Bassetlaw Clinical Support Unit
Mid Yorkshire Hospitals Trust
Mid Yorkshire Hospitals Trust

Karen Parkin
Katherine Bryant
David Warsop (item 13/101)
Andrew Simpson (item 13/102i)
Tasnim Ali (item 13/102i)
Philip Smedley (item 13/102ii)
Adam Bassett (items 13/102iii and
13/102iv)
Jane O’Donnell (item 13/102v)
Hayley Hesketh (Item 13/104i)
Hannah Morris (item 13/105i)
Neil Clark (item 13/107)
Shaun Boffey (Item 13/107)
13/94

Apologies for Absence
Apologies for absence were received from Stephen Hardy, Paul Dewhirst, David
Brown and Jo Pollard.

13/95

Declarations of Interest
Sandra Cheseldine declared that she had acted as Chair at some of the
Individual Funding Request meetings which were to be discussed under agenda
item 9.

13/96a

Minutes of the Meeting held on 20 June 2013
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The minutes of the meeting held on the 20 June 2013 were agreed as an
accurate record.
13/96b

Action Sheet from the Meeting held on 20 June 2013
Minute 13/29 – CCG Performance Framework
Andrew Pepper confirmed that the review following the Board Assurance
Framework update had been completed.
Minute 13/50 – Integrated Quality and Performance Report
Rhod Mitchell confirmed that he and Jo Pollard had met and agreed what
should be included in future reporting to ensure good governance.
13/51 – Serious Incident Management Arrangements
Laura Elliott informed the Committee that she was not aware whether the
meeting had taken place between Jo Pollard and Adam Bassett to discuss
information reported to Quality Board and Laura agreed to pick this up with Jo
Pollard out of the meeting.
Laura Elliott updated that Committee that for July, rather than have a separate
serious incident report, it had been incorporated in the quality and
performance report as a summary. The Quality Boards were receiving a
quarterly report dependant on which provider it were. For MYHT’s Quality
Board, new serious incidents reported since their last meeting were discussed
and assurance could be seen through the minutes at item 11 on the agenda.
Minute 13/69 – NHS Property Services Ltd Update
Phillip Earnshaw confirmed that the meeting with Alison Knowles was
scheduled in Jo Webster’s diary.
Andrew Pepper confirmed that it was the MYHT Contract Board and not the
MYHT Quality Board that would be considering the estate across the district at
a future meeting in light of MYHT currently reviewing their accommodation
requirements.
Minute 13/73 – Complaints Update
Rhod Mitchell requested that Adam Bassett confirm whether the letter had
been sent to Stephen Eames regarding response timescales. Adam Bassett to
action.
Laura Elliott confirmed that the complaints report at item 7iii on the agenda
contained a PALS update.
Minute 13/73 – Information Governance and Freedom of Information Update
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Andrew Pepper informed the Committee that this was on the agenda at item
8ii.
Minute 13/84 – Minutes of Meetings
Laura Elliott informed the Committee that this was action needed to be
changed to Matt England.
13/97

Matters Arising
There were no matters arising.

13/98

Integrated Governance Progress Report
Katherine Bryant briefed the Committee on the report, confirming that
considerable progress had been made but there was further work still to be
done.
Sandra Cheseldine raised a query regarding insight number 8, ‘reporting on the
commissioning support unit’, what plans were in place by the CCG to obtain
assurance on the work that the CSU were undertaking if the work was to be
commissioned from Deloittes. Andrew confirmed that he had already discussed
the issue with internal audit colleagues and the Finance Director at the CSU to
alert the CSU that they will be required to provide an assurance letter to the
CCG. The detail was in the process of being worked through. Rhod Mitchell
requested that the Committee review the position in 3 months time.
It was RESOLVED that:
i)

The Committee would review the progress made regarding the
assurance letter from the CSU; and

ii)

The Committee noted the content of the report.

13/99

Finance and Efficiency

13/99i

Finance Report Month 3
Karen Parkin highlighted the main headlines of the report:
‐

The CCG were forecasting on plan.

‐

The year to date position was now in an overspend situation, reporting a
£279K overspend.

‐

The main change in month was on prescribing with the April spend
higher than expected and accrued for month 2 and 3 on that basis.
Month 2 prescribing data showed an improved position but was not
included in the report. The prescribing team were undertaking work to
mitigate what was happening in the market place.
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Andrew Pepper informed the meeting of the key risks.
Andrew Pepper had discussed the overspend position with the Local Area Team
who were supportive of the CCG’s approach.
Rhod Mitchell queried when the financial impact of the over activity at MYHT
would be shown in the report. Matt England confirmed that month one data
had been received but was currently in the check and challenge stage for a
period of 10 days and then the data would be reconciled with MYHT.
Sandra Cheseldine raised her concern that at month three there was still no
QIPP total for the year.
Rhod Mitchell raised a query that the initiatives that should have started in
April would total approximately £3.5M and therefore in the first quarter there
should have been £1M of savings but there was no evidence of this. Karen
Parkin updated the Committee on a QIPP lock in session which had taken place
with Jo Pollard, the Heads of Service and the CSU where each scheme had been
looked at individually. Extracting the evidence from the system in terms of
activity data was proving problematic. Karen Parkin gave assurance that the
Heads of Service had given evidence in detail on their schemes at the meeting.
Jo Webster informed the Committee that she had spent time going through the
QIPP process over the last four weeks and gave her assurance as Accountable
Officer.
Sandra Cheseldine queried whether appendix 3 had been taken to the
Governing Body meeting. Jo Webster confirmed that it had previously been to
the Clinical Cabinet meeting and it was then planned to share the information
with the Local Area Team prior to going to the Governing Body meeting.
Rhod Mitchell requested that timelines and priorities be included in future
reports.
It was RESOLVED that:
i)
13/100

The Committee noted the content of the report.

Long Term Financial Plan
Andrew Pepper informed the Committee that following the Investors in
Excellence session, the feedback was that more attention needed to be put into
long term planning. Rhod Mitchell requested that an update be brought back
to the Committee in due course.
It was RESOLVED that:
i)

13/101

The Committee noted the content of the report.

Procurement, Patient Choice and Competition Regulations Guidance
David Warsop briefed the Committee on the report. David highlighted:
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‐

The guidance received from Monitor was focused on the regulations and
doesn’t put in to context the EU and UK procurement law. The CCG’s
policies and procedures demonstrated the wider picture.

‐

Further guidance was due from NHS England.

Jo Webster requested that David Warsop attend a future Clinical Cabinet
meeting to undertake a procurement masterclass. It was agreed that Matt
England and David Warsop would meet outside of the meeting to work through
and schedule for the September Clinical Cabinet meeting.
It was RESOLVED that:
i)

The Committee noted the content of the report.

13/102

Quality and Patient Safety

13/102i

Yorkshire Ambulance Service Presentation
Prior to YAS colleagues joining the meeting Matt England gave an update on the
position regarding YAS. The category 1 8 minute response had been on the red
list for over six months and the category 2 8 minute response has been red until
four months ago. Performance generally, the Trust were now achieving their
targets and in May they achieved all their access response targets for Wakefield
and the soft intelligence they provided showed that this should be continued
for June. Some CCGs across West Yorkshire were not achieving on a regular
basis and actions were in place for those organisations.
Andrew Simpson and Tasnim Ali attended the meeting and gave a presentation
on Yorkshire Ambulance Service performance.
Andrew Pepper queried whether the action plan could have timelines included
detailing when, how and what impact. Andrew Simpson agreed to action.
Jo Webster raised the turn around times issue and queried whether some
analysis could be undertaken to find out how much time is wasted and how it
impacts overall on performance. Andrew Simpson informed the Committee
that the information that YAS were receiving details the bottle neck areas.
Sandra Cheseldine queried the consultation regarding the reconfiguration of
MYHT’s services and a deliberation event which had taken place, an issue that
had been raised was that the quality of care from YAS should start at the
minute that the service arrives at the client’s door. Sandra Cheseldine queried
how YAS’s workplace plan was geared up to meet the changes to services at
MYHT. Andrew Simpson confirmed that YAS had been involved in the process
and from the workforce point of view YAS were committed to having a
paramedic on every ambulance within the next five years and they are
concentrating on quality indicators.
It was RESOLVED that:
Page 5 of 12

V:\Wakefield CCG\Finance & Governance\Finance\Finance\WCCG\Governance Team\CCG Board\2013‐14\2013 09 10\Final papers\Paper 15ai IGC minutes from 18 July 2013.doc

i)
13/102ii

The Committee noted the content of the presentation.

Integrated Quality and Performance Report
Laura Elliott and Matt England briefed the Committee on the report. Matt
highlighted the exceptions:
‐

YAS performance had moved to green.

‐

Cancer 62 day wait from screening service had moved to green.

‐

Cancer max 62 day wait from GP referrals were still on red.

‐

MRSA and CDIF 18 week still red.

‐

52 week waits for referral to treatment still red.

‐

Ambulance to A&E handover still red.

‐

Crew clear delays still red.

‐

Smoking in pregnancy were still red.

‐

18 week incomplete pathways – improvement seen both at CCG and
MYHT level, now at 91.6% against a target of 92% and MYHT now at
90.7% against a target of 92%.

‐

52 week breaches – 2 in April and 8 in May. All contractors had been
issued with contract breach notices and the action plans and recovery
trajectories requested. The CSU had also been commissioned to provide
a monthly report of all patients waiting over 40 weeks to give 12 weeks
notice before a breech was made.

‐

IAPT target – Phil Smedley updated the Committee that there had been a
change to the data definitions in quarter three last year which meant
that the activity was being counted differently for performance reporting
purposes which was why a drop had been seen from quarter three
through to the end of the year. Phil had requested support from the
Performance Team who have knowledge of the technical details of the
data rules to work with Right Steps to change their data recording.

‐

Strategic monitoring key indicators were green.

‐

MRSA – 3 extra cases in June and 1 extra case in July.

‐

MYHT had been sent contract breech notifications for all areas that had
key performance breeches.

Rhod Mitchell queried whether it would be possible to indicate on future
reports, areas where changes had been made since the previous month. Matt
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England agreed to action.
Jo Webster queried the complaints handled within timescale on the quality
dashboard. Laura Elliott confirmed that the information had been taken from
the MYHT Board Report which detailed that for the period of May there was
still poor performance with regards to complaints being handled within
timescales. The issue was being discussed with MYHT via the Quality Board
meetings.
It was RESOLVED that:

13/102iii

i)

The Committee noted the content of the report; and

ii)

The Committee approved the action being taken to address areas of
underperformance.

Complaints Report
Adam briefed the Committee on the report and highlighted:
‐

Current complaints – the position had improved as a number of
complaints had now been signed off.

‐

PALS had a large number of calls regarding audiology services in
Wakefield which had now been resolved.

‐

The action plan which had been referred to at the last meeting with
regarding to an Ombudsman complaint had now been responded to.

Jo Webster requested that Adam Bassett send her a copy of the Ombudsman
action plan. Adam Bassett to action.
It was RESOLVED that:
i)
13/102iv

The Committee noted the content of the report.

Health and Safety Report
Adam Bassett informed the Committee that the report had been compiled
following a meeting between the CCG and the CSU health and safety team in
June to undertake a risk assessment of White Rose House.
Jo Webster informed the Committee that the information would be
communicated to staff, firstly at the Staff Briefing and then via email and then
the procedures would be tested.
Rhod Mitchell raised his concern regarding the meeting point as it leads to a
dead end and there was also no signage to inform staff where to go. Adam
Bassett agreed to raise with the issue with the Fire Officer and report back.
It was RESOLVED that:
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i)
13/102v

The Committee noted the content of the report.

Infection Prevention and Control Report
Jane O’Donnell briefed the Committee on the report and highlighted:
‐

MYHT had reported 3 MRSA cases – assurances had been sought from
MYHT that their action plan was progressing as it should be in order to
bring them back into a sustainable position.

‐

There was concern that the two action plans from cases two and three
were still outstanding. Jane O’Donnell would address the issue at the
Quality Board meeting.

‐

Benchmarking data – Leeds had also reported MRSA cases which could
potentially have Wakefield CCG patients. Assurance would be
requested on their action plan.

‐

CDIFF infection – four cases in June making a cumulative total of 18.
Individual cases were being reviewed to ensure repeated samples
weren’t being seen. MYHT were on target and had undertaken an
internal stretch target as their target for this year was higher than their
final outturn for last year. Action plans were moving well for the CDI
cases in care homes.

Laura Elliott requested that Jane O’Donnell inform her who care home 58 in the
report referred to outside of the meeting.
It was RESOLVED that:
i)

The Committee noted the content of the report.

13/103

Information Governance

13/103i

CCG Information Governance Work Plan
Katherine Bryant informed the Committee that a meeting had taken place with
Debbie Hilditch who is Chief Operating Officer (South) for West & South
Yorkshire CSU, and has assumed responsibility for corporate governance and
information governance. Debbie Hilditch had proposed a new staff structure
which would provide a corporate governance lead and information governance
lead in the White Rose House building for at least two days per week.
It was RESOLVED that:
i)

13/103ii

The Committee noted the content of the report.

Freedom of Information Requests Update
Katherine Bryant updated the Committee that the outstanding freedom of
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information request detailed within the report had now been completed.
Laura Elliott queried what the impact would be if the timescale was not met for
freedom of information requests and it was agreed that Laura Elliott and
Katherine Bryant would discuss outside of the meeting.
It was RESOLVED that:
i)
13/103iii

The Committee noted the content of the report.

Patient Confidential Data (PCD) Flows
Andrew Pepper tabled a letter from NHS Clinical Commissioners for
information. All the issues were now being addressed by a national group.
It was RESOLVED that:
i)

13/103iv

The Committee noted the content of the report.

SIRO/Caldicott Register
Katherine Bryant informed the meeting that all concerns raised with regards to
information governance were logged and would remain open until resolutions
were reached.
It was RESOLVED that:
i)

The Committee noted the content of the report.

13/104

Performance, Contracting and Activity

13/104i

Individual Funding Request Update
Hayley Hesketh briefed the Committee on the report and highlighted:
‐

26 IFRs received in April, 2 were approved at triage stage and there was
no panel due to the terms of reference not being approved.

‐

32 IFRs received in May, 10 were approved at the triage stage and 10
were approved at panel stage.

‐

36 IFRs received in June, 4 were approved at triage stage and 2 were
approved at panel stage.

Jo Webster queried whether there were any particular areas in the IFR that
needed to be considered as part of the commissioning policy. Hayley Hesketh
informed the Committee that a lot of requests were coming through for MRI
scanning in Leeds.
Sandra Cheseldine raised the issue that at the last panel meeting there were a
number of requests for specialised equipment and Sandra Cheseldine
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requested clarity on what the CCG would expect care homes to provide, what
should come to an IFR, more than one costing with the request and an
independent view that the equipment that has been requested is the item that
was required for the condition. Jo Webster agreed to action.
It was RESOLVED that:
i)
13/104ii

The Committee noted the content of the report.

Contract Governance and Assurance
Matt England briefed the Committee on the report and highlighted that for
healthcare contracts there were 5 outstanding, 3 were NHS acute providers and
2 were non‐NHS.
Jo Webster informed the meeting that a report was currently being compiled to
highlight the end point of all contracts in light of the procurements rules and
regulations. It was agreed that Matt England would bring the report to the
meeting in August or September.
It was RESOLVED that:
i)

The Committee noted the content of the report.

13/105

Workforce Services

13/105i

HR Update – Workforce Report
Hannah Morris attended the meeting on Lorna Lester’s behalf. Hannah briefed
the Committee on the report.
There were three main areas where targets had to be set which were:
‐

Less than 10% for staff turnover. Rhod Mitchell queried why the CCG
were measuring staff turnover and not staff retention. Hannah Morris
agreed to amend this for future reports.

‐

2.5% as a maximum for sickness. Rhod Mitchell queried why this had
been set at 2.5% and Hannah Morris confirmed that was a national
benchmarking standard.

‐

100% compliance for mandatory training – Currently two areas
showing as red; 1) information governance due to information not
being available from Connecting for Health on the dates which staff
had undertaken the training and 2) fraud training which was last
undertaken in September 2012 so all staff would be due to retake this
training in September 2013.

Jo Webster raised her concern regarding the report being incorrect and not
bespoke to Wakefield CCG. Hannah Morris confirmed that work was taking
place looking at Wakefield’s teams and how staff were defined.
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Rhod Mitchell requested that appraisals be included in the report. Jo Webster
confirmed that a new appraisal scheme was due to be launched in September
for completion by December.
Hannah Morris updated that the three policies which were due to be presented
to the Committee had been delayed due to the preparation work taking longer
than expected and also there was no formal Committee set up with the Trade
Unions across West Yorkshire.
13/106

Minutes of Meetings

13/106i

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – Minutes of the
Meeting held on 6 June 2013
It was RESOLVED that:
i)

13/106ii

The Committee noted the content of the minutes.

Mid Yorkshire Hospitals NHS Trust Executive Contract Board – Minutes of the
Meeting held on 6 June 2013
Sandra Cheseldine queried the attendances by PCT at A&E which were detailed
in the minutes. Matt England agreed to revert outside the meeting to Sandra.
It was RESOLVED that:
i)

13/106iii

The Committee noted the content of the minutes.

South West Yorkshire Partnership Foundation Trust Quality Board – Minutes
of the Meeting held on 3 June 2013
It was RESOLVED that:
i)

13/106iv

The Committee noted the content of the minutes.

NHS111 Wakefield and North Kirklees Clinical Quality Group – Minutes of the
Meeting held on 4 June 2013
It was RESOLVED that:
i)

13/106v

The Committee noted the content of the minutes.

Yorkshire Ambulance Collaborative Commissioning Contract Management –
Minutes of the Meeting held on 23 May 2013
It was RESOLVED that:
i)

13/106vi

The Committee noted the content of the minutes.

YAS 999 Clinical Quality, Development and Review Group – Minutes of the
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Meeting held on 17 June 2013
It was RESOLVED that:
i)
13/107

The Committee noted the content of the minutes.

18 Week Recovery Plan ‐ Presentation
Neil Clark and Shaun Boffey attended the meeting and gave a presentation on
MYHT’s 18 week recovery plan.
Jo Webster raised her concern regarding the PAS upgrade taking place and the
deliverability of plan.
Jo Webster queried whether the reduction of sub‐specialities had been
undertaken and pooling the lists to ensure optimum capacity of the consultant
base. Neil Clark confirmed that the Trust was pooling consultants and was also
using annualised hours.
Neil Clark informed the meeting that the Nationalised Team had hoped to join
the meeting to give their support to the model. Jo Webster requested that Neil
Clark seek their approval in writing to be forwarded to Jo Webster.
It was RESOLVED that:
i)

13/108

The Committee noted the content of the presentation and gave their
approval to the plan.

Any Other Business
No other business was discussed.

13/109

Date of Time of Next Meeting
The next meeting would take place on Thursday 15 August 2013 from 9:30 until
12:00 in the Seminar Room.
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Agenda item: 15a(ii)

Unapproved

NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 15 August 2013
Present:

Rhod Mitchell (Chair)
Andrew Pepper
Dr Phillip Earnshaw
Dr David Brown
Stephen Hardy

Lay Member
Chief Financial Officer
Nominated Clinical Member
Nominated Clinical Member
Lay Member

In Attendance:

Sandra Cheseldine
Karen Parkin
Katherine Bryant
Matt England (items 6i, 6ii, 8i)

Lay Member
Head of Finance and Governance
Governance and Board Secretary
Head of Contracting and
Commercial Strategy
Quality Manager
Senior Associate Equality and
Inclusion, WSYBCSU
Senior Associate Governance and
Risk, WSYBCSU
Head of Continuing Care
Associate Director of Strategy and
Systems Development
Head of Public Health, Wakefield
Council
Data Management Integration
Service
Minute taker

Miranda Berry (item 6i)
Pia Bruhn (item 6iv)
Adam Bassett (items 6v and 6vi)
Rosemary Davison (item 6vii)
Lee Beresford (item 6viii)
Jo Hanlon (item 7iv)
John Wilshaw (item 7iv)
Angela Peatfield
13/112

Apologies for Absence
Apologies for absence were received from Jo Webster, Jo Pollard and Dr Avijit
Biswas

13/113

Declarations of Interest
Sandra declared an interest in the Quality Intelligence Group Terms of
Reference paper in respect of her involvement with Healthwatch.

13/114

Minutes of the Meeting held on 18 July 2013
The minutes of the meeting held on the 18 July 2013 were agreed as an
accurate record.

13/115

Action Sheet from the Meeting held on 18 July 2013
13/15 – Joint Compact including Shared, Hosted and Collaborative
Arrangements
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It was noted that a review of the South West Yorkshire Partnership Foundation
Trust (SWYPFT) contracting arrangements will be undertaken and an update will
be provided to the Committee. Dr David Brown queried whether the SWYPFT
Quality Board meetings could be moved from a Monday afternoon as this time
was not suitable for some of the GPs that attend the meeting. The request was
noted and will be forwarded to Laura Elliott, Head of Quality and Engagement.
13/29 – CCG Performance Framework
Rhod Mitchell asked when the discussion would take place between Lee
Beresford and the WSYBCSU Governance Team.
13/51 – Serious Incident Management Arrangements
Rhod Mitchell asked when the discussion between Adam Bassett and Laura
Elliott would take place.
13/102iv – Health and Safety Report
This action has been completed; discussions have now taken place between
Adam Bassett and the HQ Services Manager.
13/116

Finance Report Month 4 and QIPP Update
Karen Parkin presented the Month 4 Finance Report and QIPP Update. The
main headlines of the report were:
 overall the CCG has a year to date surplus of £972k against a planned surplus
of £1,834k and year‐end forecast of £5,502k which is equal to plan.
 in‐month deficit against programme budgets is the over‐trade position
against Acute contracts.
 prescribing also remains a risk as per last month.
Karen advised that the prescribing position did improve in May although the
combined months are still higher than expected due to unpredicted increased
costs of certain products where there is ‘no cheaper stock obtainable’ due to
general stock shortages.
A discussion followed and Andrew Pepper asked the Committee members how
they wished the information to be presented and whether the detail in the
report is helpful. It was agreed that the report should continue to be presented
showing the conservative position.
Karen gave a QIPP update noting that no robust plans have yet been received
against the ‘new ideas’ list. When the activity information is available from the
WSYBCSU the QIPP group will begin performance monitoring the schemes.
Appendix 2 provides an update on 2013/14 QIPP schemes as at 13 August 2013.
Dr David Brown queried whether it was appropriate to include the savings from
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the Primary Care Local Improvement Framework for month four.
Rhod Mitchell queried Appendix 3, Non Recurrent Reserve and when the
monies would be released. Andrew Pepper advised that some spending had
already taken place and was being dual tracked with the Local Area Team.
It was RESOLVED that:
i)
13/117

The Committee noted the content of the report

Investment Principles
Andrew Pepper presented this paper containing the Draft Investment Principles
which can be developed to ensure that business cases for investment in
transformation schemes are reviewed against recognised principles.
A discussion followed and Rhod Mitchell suggested consideration should also
be given to removing a scheme if no longer suitable for investment.
It was RESOLVED that:
i)

13/118

The Committee noted the content of the paper.

Approach to Estates Cost Clarification and Budget Setting
Andrew Pepper presented this paper for information describing the current
position regarding payments due to NHS Property Services.
Sandra Cheseldine queried the note at the bottom of the Appendix advising
that a reserve is required to ensure no additional costs. Andrew Pepper
commented that it would be prudent to wait for the Q2 reconciliation exercise
to determine actual charges but note the future pressure on Running Costs
allocations.
It was RESOLVED that:
i)

13/119

The Committee noted the content of the paper.

Integrated Quality and Performance Report
Matt England and Miranda Berry attended to present the Integrated Quality
and Performance Report.
It was noted that the changes to the strategic objectives balanced scorecard
from the previous month were detailed in the report.
Report highlights:
 Cancer – 62 day wait from urgent GP Referral to first definitive treatment
performance has improved for the reported month but the year to date
position remains below threshold
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 C.Diff operating standards are now within the required threshold of
performance
 18 week Referral to Treatment standard for Non Admitted pathways has
achieved the required standard within the reported month for both.
 There have been three 52 week breaches of the Referral to Treatment
standard
 3 MRSA infections and MYHT 1 MRSA infections reported during the
reporting period
 Mid Yorkshire Hospitals Trust (MYHT) have failed to meet the Referral to
Treatment standard for Admitted Pathways
 Improvement within the Referral to Treatment standard for incomplete
pathways for both Wakefield CCG and MYHT monthly position
 Ambulance handovers for Yorkshire Ambulance Services (YAS) and MYHT
remain below the required operating standard
Miranda Berry advised that there had been a ‘never event ‘noting that it was
two years since the last one. MYHT are reviewing their checking process and
this will be monitored by the Quality Board.
A discussion followed and Stephen Hardy commented on the complaints
process and queried why only 60% of complaints responses meet the
timescales set. Andrew Pepper advised that Jo Pollard is seeking to resolve this
issue through Quality Board.
Miranda advised that quality indicators for South West Yorkshire Partnership
Foundation Trust will be included in the report for the September meeting.
Sandra Cheseldine queried how the Governing Body would be sighted on the
Keogh Review. Miranda Berry commented that the recommendations would be
discussed at the MYHT Executive Quality Board.
Rhod Mitchell requested that future reports include page numbers.
It was RESOLVED that:
i)
13/120

The Committee noted the Quality and Performance update.

Primary Care Local Improvement Framework (PCLIF)
Matt England presented this paper providing an update in relation to PCLIF
formally known as the Primary Care Transformation Scheme. It was noted that
last year an incentive scheme for Transforming Primary Care was implemented
for GP practices to reduce their A&E attendances and Emergency admissions.
PCLIF is year two of that scheme with a mandatory approach which forms an
agreement between the Local Area Team and the GP practices overseen by an
Executive Approval Group. Practices get 70% of allocated funds upfront split
over a 12 month period with the remaining 30% being made available to them
on completion of year two to invest in what they think will continue to reduce
A&E attendances and Emergency admissions.
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Delivery and monitoring processes have been put in place and Practices have
been asked to submit a monthly report and monitoring will take place by the
WSYBCSU.
Sandra Cheseldine commented that although the scheme had been running
since last year no change or improvement has been seen. It was proposed that
public awareness/publicity was required to support the scheme. It was
suggested that Sandy Smith, Project Manager, WSYBCSU, liaise with the
Communications Team and provide an update to the September meeting. Matt
explained that there had been a delay in recruitment, however capacity had
now been in place since April and would be reflected in the first quarter report.
It was RESOLVED that:
i)

13/121

The Committee noted the Primary Care Local Improvement Framework
update.

Quality Intelligence Group Terms of Reference
Katherine Bryant presented the Quality Intelligence Group Terms of Reference
for approval. The group will gather ‘soft’ intelligence from various sources
about local services or providers from sources such as Patient Opinion,
feedback from members practices to the Practice Support Unit, Patient Advice
and Liaison Service (PALS) enquiries, media reports, staff observations and
staff/family experiences. The intelligence from the group will feed into the
West Yorkshire Quality Surveillance Group as relevant, inform contract
monitoring and potentially be used to target resources where there is a cause
for concern.
It is proposed that the actions taken as a result of the ‘soft’ intelligence
gathered will feed into the monthly Integrated Quality and Performance report
as relevant, with specific reports presented to Clinical Cabinet to inform future
commissioning decisions.
A discussion followed regarding the membership of the group and if sufficient
representation was included from patient groups. It was agreed that when the
minutes from the group are shared at the next meeting this will clarify the
business discussed and confirm whether the membership is appropriate.
It was RESOLVED that:
i)

the Committee noted the role and function of the Quality Intelligence
Group;
ii) approved the establishment of the group as a subgroup of the Integrated
Governance Committee;
iii) approved the Terms of Reference for the Group; and
(iv) agreed to receive copies of the minutes from the Group as a standing
agenda item.
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13/122

Equality and Diversity Update
Pia Bruhn attended the meeting to present an equality and diversity update.
The paper provided an overview of the statutory requirements and presented a
suggested approach for Wakefield CCG in taking forward the equality and
diversity agenda.
Sandra Cheseldine commented that a lot of work had already been undertaken
previously by the Primary Care Trust and by the Wakefield Together Equalities
Partnership that meet on a monthly basis. Rhod Mitchell suggested that this
work should be incorporated into the current proposals. A discussion followed
and it was agreed that the CCG’s main focus was to incorporate the equality
and diversity agenda to ensure that patients have a good experience. It was
agreed that a full report would be presented at the October meeting to include
equality and diversity from both an external and internal perspective.
It was RESOLVED that:
i)

13/123

the Committee noted the contents of the paper.

Complaints Report
Adam Bassett attended the meeting to present the Complaints Report detailing
the position statement on the complaints, MP letters, claims and PALS enquiries
which have been received by NHS Wakefield CCG up until the end of July 2013.
The report also provides an update on the position regarding legacy complaints
which have become the responsibility of NHS Wakefield CCG.
The highlights of the report are as follows:






Two complaints still open from the complaints transferred to the CCG from
the PCT
Nine complaints received since 1 April 2013
5 letters received from MPs
32 contacts via the PALS service
No claims received by NHS Wakefield CCG

It was noted that the complaints team have agreed with MYHT that Dr Adam
Sheppard, Deputy Clinical Leader will be provided with anonymised complaint
responses sent to complainants from the Trust.
It was RESOLVED that:
i)
ii)

the Committee noted the legacy and new complaints currently open as at
the end of July 2013; and
noted the current developments with regard to complaints handling
arrangements by NHS Wakefield Clinical Commissioning Group.
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13/124

Board Assurance Framework Update
Adam Bassett gave a verbal update on the Board Assurance Framework (BAF)
advising that following the BAF being presented at the 9 July Governing Body
meeting, the document will be further updated and presented to the
September Integrated Governance Committee followed by presentation at the
Governing Body meeting in November.
It was RESOLVED that:
i)

13/125

The Committee noted the verbal update.

Continuing Care Report
Rosemary Davison attended the meeting to present this report providing an
update on performance and activity in continuing care for Quarter 4 2012/13.
An additional short update also provided an outline of where further
developments have been made and details of a proposal for short term funding
to address key risks due to staffing shortages.
It was noted that the responsibility for the continuing care contested
cases/retrospective reviews and assessment transferred to West and South
Yorkshire and Bassetlaw Commissioning Support Unit in early August.
The Independent Continuing Health Care Audit has now been completed and
will be presented both to the CCG and the Joint Strategic Commissioning Board
in October 2013. The report will detail proposals for the resources needed to
address the action plan.
Karen Parkin suggested that it would be useful to look at how these proposals
could contribute to QIPP and consider budget allocation.
It was RESOLVED that:
i)

13/126

the Committee noted the contents of this report and action taken to
mitigate the risks identified .

Clinical Commissioning Group Assurance Process
Lee Beresford attended the meeting to present this paper advising that in May
2013 a draft CCG Assurance Framework for 2013/14 was published by NHS
England. A core component of the interim framework is the ‘balanced
scorecard’. This will be used to assure the operational delivery of all CCGs.
NHS Wakefield CCG is required to complete key steps in its assurance process
and these are detailed in the paper noting that a workshop has been organised
for all West Yorkshire CCGs and the Area Team on 20 August. It was noted that
that the Area Team must meet local CCGs on a quarterly basis and a meeting
has been scheduled with the directors of the Area Team on 12 September,
where there will be a review of delivery against our plan, performance of our
commissioned healthcare providers and a discussion on our local strategic
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issues. The CCG is required each quarter to publish the completed scorecard on
its website.
A full sequence of assurance process tasks for the period to December 2013 can
be seen in the table attached with the paper.
It was RESOLVED that:
i)
13/127

the Committee noted the contents of the paper.

Information Governance Update
Katherine Bryant presented this update advising that each year an annual
information governance assessment is undertaken using the Information
Governance Toolkit and is submitted on 31 March. Details of the current and
forecasted scores against each requirement of the Information Governance
Toolkit were shared for information.
An Information Governance Toolkit Improvement Plan for 2013/14 was
presented for approval together with the Information Asset Risk Management
Plan and Work Package that puts arrangements in place to ensure the effective
management of information assets and risks.
Following approval of the attached plans the Information Governance lead and
WSYBCSU Information Governance Specialist will:
 Identify priorities and ensure resources are in place to initiate the
Information Asses Risk Management Work Package
 Develop a rolling programme to review Information Governance policies
 Develop an Information Governance Framework
 Remind staff to access the National Learning Management system to
undertake Information Governance mandatory training or attend a
classroom based training session which should be available during October
2013
A discussion followed and Dr David Brown requested that it would be helpful if
the summary of actions could be traffic lighted to help identify any key risk
areas. Dr Brown referred to the requirement to include a privacy notice on the
CCG website explaining the proposed use of personal information and queried
whether there was any information already on the web site. Clarification to be
sought from the WSYBCSU IG Specialist.
Sandra Cheseldine queried whether internal audit would be considering the
submission and Andrew Pepper confirmed that this was on the internal audit
workplan.
It was RESOLVED that:
i)
ii)

the Committee noted the current and forecasted scores against each
requirement of the Information Governance Toolkit;
approved the Information Governance Toolkit Improvement Plan 2013/14
for ensuring effective management of information and improving
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compliance for the CCG; and
iii) approved the Information Asset Risk Management Plan and Work Package
that puts arrangements in place to ensure the effective management of
information assets and risks.
13/128

Freedom of Information Update
Katherine Bryant gave a verbal update advising that there had been staffing
issues within the WSYBCSU team providing support in respect of Freedom of
Information requests. Work is in progress to improve the process and the
presentation of the information provided by the WSYBCSU. Further clarification
is also being sought on the legal position regarding responses to Freedom of
Information requests.
It was RESOLVED that:
i)

13/129

The Committee noted the update.

SIRO/Caldicott Update
Katherine Bryant presented the register of current and open Caldicott
Guardian/SIRO requests noting that there are three currently showing an ‘open’
status. With regard to the Information Governance correspondence in respect
of Multi Agency Safeguarding Hub (MASH) it was noted that training sessions
for the governing body and health professionals will be held in November 2013.
A copy of an information governance bulletin produced by NHS England was
also shared for information.
It was agreed that future reports will be sorted by status with ‘open’ issues
shown first on the table.
It was RESOLVED that:
i)

13/130

The Committee noted the report.

Risk Stratification guidance from NHS England
Jo Hanlon and John Wilshaw attended the meeting advising that NHS England
has produced guidance for CCGs and GPs explaining the information
governance issues relating to risk stratification and describing a range of
options that CCGs can use to conduct risk stratification legally. This paper sets
out the local approach and identifies actions required to ensure that the CCG
complies with the legal requirements.
NHS Wakefield CCG will be undertaking risk stratification in order to enable
participation in the Risk Profiling and Care Management DES. The CCG is
working with WSYCBSU to make use of the Combined Predictive Model for risk
stratification purposes.
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Following discussion it was noted that a policy and risk assessment are to be
completed and it was suggested that the issue should be included on the risk
register. Dr Phil Earnshaw commented that risk stratification will be delivered
by practices and the information governance person in each practice needs to
understand and be involved in the process. Dr Earnshaw also enquired whether
the Local Medical Committee (LMC) had seen the documents. Jo Hanlon agreed
to contact the LMC to share details of the process.
A discussion took place regarding data sharing and Jo Hanlon advised that as
per national guidance a poster would be displayed in each practice explaining
how patient data is shared. It was agreed that Jo Hanlon would discuss this
issue further with Dr David Brown, Caldicott Guardian, outside of the meeting.
It was RESOLVED that:
i)

13/131

The Committee were assured that the guidance is being followed by
NHS Wakefield CCG.

Contract Governance and Assurance
Matt England presented this paper providing an update on contracts awarded,
varied and notices served. The vast majority of healthcare contracts have been
signed and returned by providers, one outstanding is Independent Vascular ,
who only wished to provide one element of the Any Quality Provider, and the
CCG are currently seeking clarity with tender documents and the provider.
There have been no new contracts awarded in the current month.
An update will be provided at the next meeting regarding contracts that have
between six and nine months remaining to advise on future procurement of the
contracted services.
It was RESOLVED that:
i)

13/132

the Committee noted the update regarding contract governance and
assurance.

Minutes of meetings
Minutes of the following meetings were shared for information. It was noted
that the issue of time taken in A&E by YAS is not included in the minutes but the
issue is being monitored. It was agreed that this issue would be raised at the
next collaborative meeting.
Stephen Hardy also raised a concern about item 7 of the NHS 111 Quality Group
minutes of the meeting held on 3 July 2013 noting that the minutes did not
appear to reflect that the issue was being given due consideration. Clarification
of what the nature of the whistleblowing concern related to will be sought.
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board minutes of
meeting held on 18 July 2013
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ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board minutes of
meeting held on 20 June and 18 July 2013
iii) NHS111 Wakefield and North Kirklees Clinical Quality Group minutes of
meeting held on 3 July
(iv) Public Involvement and Patient Experience Committee minutes of meeting
Held on 18 April 2013
(v) YAS 999 Clinical Quality, Development and Review Group minutes of
meeting held on 11 July 2013 and YAS 999 Newsletter
13/133

Any Other Business
None

13/134

Date of Time of Next Meeting
The next meeting is on Thursday, 19 September 2013, 9.30 to 12 noon, Meeting
Room 2, White Rose House.
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Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 27 June 2013
09.00 – 13.00
Sandal Rugby Club, Wakefield
Present:
Adam Sheppard (Chair) (AS)
Jo Pollard (JP)
Phil Earnshaw (PE)
Andrew Pepper (AP)
Lee Beresford (LB)
Karen Parkin (KP)
Jo Fitzpatrick (JF)
Steven Hardy (SH)
Lee Beresford (LB)
Avijit Biswas (AB)
Ann Carroll (AC)
Clive Harries (CH)
Paul Dewhirst (PD)
Ivan Hanney (IH)
Andrew Furber (AF)

Asst. Clinical Chair, NHS WCCG
Director of Commissioning and Quality Improvement, NHS WCCG
Chair, NHS WCCG
Chief Financial Officer, NHS WCCG
Associate Director of Strategy and System Development, NHS WCCG
Head of Finance & Governance, NHS WCCG
Head of Medicines Management, NHS WCCG
Lay Member
Associate Director, Strategy, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Director of Public Health, Wakefield Council

In Attendance:
Lisa Chandler (LC)
Gillian Richardson (GR)
Janet Wilson (JW)
Michala Pursglove (MP)
Corrine McDonald (CM)
Maciek Gwozdziewicz (MG)
Dominic Lee (DL)
Jayne Beecham (JB)
Gaynor Connor (GC)
Dr Simon Enright
Dr Sarah Robertshaw
Dr Richard Shepherd
Andrew Wiles
Michelle Ezro (ME)
Phil Smedley (PS)
Jenny Feeley (JF)
Luke Streeting (LS)
Tara Trayler (TET)
Morna Cooke (MC)

Respiratory Programme Manager, Wakefield Council
Stroke Programme Manager, Wakefield Council
Janet Wilson, Diabetes Network Manager, Wakefield Council
Health Protection Manager, Wakefield Council
Project Manager, WSYBCSU
Senior Associate for Transformation, WSYBCSU
Transformation Programme Lead, WSYBCSU
Communications Lead, WSYBCSU
Programme Lead, Transforming Urgent Care, Kirklees CCG
Clinical lead for CSS, MYHT
Head of service for Emergency Medicine MYHT
Head of service for Acute Medicine, MYHT
Project manager, MYHT
Programme Lead, NHS WCCG
Head of Partnership Commissioning, SDT‐Mental Health, NHS WCCG
Service Development Transformation Programme Manager, WCCG
Performance and Planning Manager, WCCG
Senior Management Support, NHS WCCG
Senior Commissioning Manager, Observer

1.

APOLOGIES FOR ABSENCE
Apologies were received from Jo Webster, Sandra Greenwood, Dr Douglas Diggle, Laura
Elliott, Helen Childs and Ian Carr.
1

2.

DECLARATIONS OF INTEREST
Item 15.3 Care Closer to Home – Chair / GP Members declared Interest; and
AOB ‐ Ophthalmology – Chair declared interest.

3.

MINUTES OF THE MEETING HELD ON 23 MAY 2013
Minutes were agreed as a true record, subject to the following changes:
1. Ivan Hanney should be noted as attended;
2. Page 7 – 8d – needs to state “prescribing gabapentin instead of Pregabalin will make
considerable cost savings”; and
3. Page 9 – 14 – should state PCLIF not Heathcliffe.

4.

ACTION LOG
JP ran through the items on the action log.
Action: TET to update action log.
CLINICAL BUSINESS

5.

LAY EDUCATORS ASTHMA PROJECT
Lisa Chandler (LC) presented the paper on behalf of Julie Owen, stating the Lay Educator
Asthma Project (LEAP) has been developed in partnership with local Voluntary & Community
Sector Organisations, to recruit and develop lay people to become well trained volunteer Lay
Educators to deliver asthma self‐management education to those with diagnosed asthma,
and to implement that intervention in primary care increasing capacity for self‐management
education delivery and increasing patient choice.
LC informed members that the voluntary sector provided Public Health with £50,000 in
2011/12 for practice engagement and this paper has been brought as there is still £30,000
remaining to use within in the budget and Public Health are proposing to use the £30,000 to
provide education support re Asthma. PE asked if the money sits with the Health and
Wellbeing Consortium and LC confirmed money is from the Voluntary section.
Members agreed:
 to note the contents of this report, and approve the Practice Agreement and the
mechanism for completion on behalf of the CCG; and
 supported the Project implementation, and the proposal for the development of an
Asthma Education Scheme
Subject to the timescale involved and requested a progress report on success in two months.
TET agreed to put on forward planner for Septembers meeting.
Action:

Progress Report on Success in September. TET to add to forward planner.
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6.

STROKE PREVENTION
AB and Gillian Richardson (GR) presented this paper, informing members it outlines the
current position in Wakefield in terms of the management of atrial fibrillation (AF) for the
prevention of stroke (SPAF). GR gave a summary of the work to date within practices that
has been supported by the Stroke Programme within the Long Term Conditions (Public
Health, Health and Social Care Team).
In summary, the GRASP AF work in Wakefield to date has had little demonstrable impact on
the number of strokes prevented (using the numbers of patients converted to warfarin as a
proxy). Around 42% (1363) of Wakefield patients in AF with high stroke risk are not on
anticoagulation (SystmOne data) and may benefit from this being reviewed. This equates to
QoF AF7 of 59%. There is variation between practices from 36% to 53%. This is calculated by
the GRASP AF tool to lead to an expected 79 strokes per year. A recent joint case note
review with a GP and secondary care specialist clinician was found to be very successful and
was felt could have an impact on the numbers of patients being considered for warfarin.
Although clinical education sessions have been arranged, similar events have not been held
for patients in AF.
The proposed model (Apodi Ltd) offers the following elements:
 Organised clinics within practices, co‐ordinated by specialist AF nurses
 Patient education sessions
 Face to face reviews with patient and local clinical specialist (secondary care)
 Option for joint GP/specialist and specialist nurse/practice nurse sessions for an legacy
of education
The paper identifies risks and benefits. The impact on the practice is minimal in terms of
time. All the logistics of clinic management are carried out by Apodi. Options for Hub and
Spoke arrangements between larger and smaller practices can be organised. GR stated that
the appendices included the Clinic Model, Practice admin component and a comparison of
the Apodi model with the existing GRASP AF process.
Although sponsored by Bayer, who produce one of the newer anticoagulants, this is an arm’s
length funding. The clinics do not contain any promotional element, and outcomes
demonstrate that NICE and Regional guidance on anticoagulation in AF are followed. It was
agreed that a member of the medicines management would provide public health with
guidance regarding swapping from warfarin to give to practices to pass to patients. GR to
discuss with JF.
Members agreed to:
1. Consider implementation of the Apodi model outlined in the paper
2. If approved, to endorse the model to member practices
3. To support the re‐allocation of current GRASP AF resources to the Apodi project
4. To receive regular updates on progress
SUBJECT TO: AB attending a QIPP meeting to discuss finance with AP.
Actions:

JF from Medicines Management to give guidance to GR regarding
swapping from warfarin to give to practices.
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AB to attend a QIPP meeting to discuss finances with AP.
7.

NEPHROLOGY BUSINESS CASE
Janet Wilson presented this paper stating that the business case outlines a proposal to
develop a comprehensive local outreach nephrology (renal) service to work across the
primary and specialist care interface. In addition, support will be provided to primary care
to improve early identification of renal disease/chronic kidney disease (CKD) in primary care.
Early intervention and management will reduce the progression of the disease and its
associated complications. This new way of collaborative working will also enable suitable
patients with renal disease/chronic kidney disease (CKD) to be managed within primary care
settings.
JW informed members the business was relooked at in terms of finance and AP stated that
both teams have worked together well which is shown by the comprehensive finances
included. Members discussed the need for this service to be out in the community and that
using a Leeds Consultant was not ideal for the Wakefield District. Members agreed it would
be better as an outreach service for patients as they would access the service more easily.
Members agreed to note and approve the contents of this business case.

8.

COMMUNITY TB SERVICES
AF, Michala Pursglove (MP) and DTT presented the paper stating that the current
community TB pathway is not fit for purpose. The current pathway is fragmented and is
categorised as ‘High’ on the CCG’s risk register. The current pathway is split between two
providers both of which are unable to provide robust resilient service delivery, particularly
during staff absence. Current services do not work together in a seamless manner and this
has an impact on the patient pathway.
MP stated that the new service specification has been developed to mitigate the risks noted
above and to achieve improved patient outcomes. An investment in this service re‐design
will increase clinical and administrative staffing levels and this build in resilience. The new
pathway will provide high quality patient care in line with NICE guidelines which provides
best value for money. The new pathway has been designed to improve clinical outcomes
and patient experience and to deliver a seamless pathway across the health economy.
MP discussed the business case with members highlighting the four options for the Clinical
Commissioning Cabinet to consider. MP informed members that a full Procurement
Options Evaluation has been completed to determine the most appropriate procurement
route for the new service. The outcome of the evaluation was that due to the nature of the
service and the need to provide a robust sustainable community TB service a formal
competitive tender was required subject to the CCG’s procurement policy.
Members agreed to:
I.
consider the proposed options for the delivery of TB services across Wakefield; and
II.
approve the preferred option, option 4
SUBJECT TO:

MP/DDT to discuss the finances outside the meeting with AP.

Action:

MP/DTT and AP to meet to discuss finances in the business case.
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9.

PUBLIC HEALTH SERVICE CONTRACTS PROCUREMENT PLAN 2013 / 14
AF presented this paper to advise Clinical Cabinet of the proposed procurement plans for
Public Health services from April 2013 to April 2014 to support future commissioning activity
for Public Health services.
Wakefield Council has been advised that all Public Health contracts transferring to the
Council have been identified and risk assessed and plans were in place for NHS Wakefield
District to extend those contracts expiring before 1st April 2013, for a 12 month period in
order to enable intelligent commissioning from April 2013.
The report outlines the planned procurement activity in 2013/14. Contracts for other
services will be extended to allow for commissioning reviews beyond 2014.
The services to undergo review during 2013/14 are:
•
Substance misuse services
•
Public Health Education Team
•
Connect3 – Childhood Weight Management
•
Wakefield District Housing Health Inequalities Workers
The strategic reviews will be informed by Wakefield Council’s Corporate Plan 2009‐2012 and
the Health & Wellbeing Strategy 2013‐2016.
Members discussed around the £500,000 efficiency saving and AP informed this can only be
spent on Public Health services and gave assurance to colleagues on the finances highlighted
in the report.
Members agreed to:
i.
notes the high‐level procurement plan that the Public Health intend to follow in
2013/14; and
ii.
advise on any relevant dependencies/opportunities within the health economy that
should influence the procurement plan.
Following discussion it was agreed that JP would secure clinical leadership for those services
under going commissioning review by the Local Authority and Public Health.
Action:

10.

JP to secure clinical leadership.

ENTERAL FEEDS IN NORTH KIRKLEES AND WAKEFIELD
JF and Corrine McDonald (CM) presented this report; describing that the enteral feeds
project is being undertaken by the Commissioning Support Unit for North Kirklees and
Wakefield CCGs. The key activities of the project are to map out current spend and
associated services, and to identify and appraise a number of options for future delivery of
the service.
CM stated that the options currently being considered for inclusion are:
•
•

Do nothing
Participate in a tender with Mid Yorkshire (and possibly other local organisations)
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•
•

Participate in the Yorkshire and Humber Framework Agreement with other local
organisations
Commission a new type of service model (for example the Rotherham model, where
the enteral feeds prescribing budget is jointly managed by the CCG and the acute
trust, and savings made are used for additional dietetic support). PD informed
members he was in favour of this model.

JF stated that a detailed paper will be brought to the July meeting to discuss the options in
more depth. PE asked that included in this paper was information on the new service
model and QIPP savings.
Action:
11.

JF to include new service model / QIPP savings in July paper.

DRAFT USE OF NON RECURRENT FUNDS
AP tabled the paper, stating the purpose of the report is to outline the proposed use of CCG
non‐recurrent resources (including the 2% non‐recurrent funds and non‐elective
readmissions).
AP stated that the investment proposals can be broadly summarised as:
 Investing in transformation (i.e. integrated care teams)
 Managing demand in primary care (i.e. PCLIF schemes)
 Mental Health transformation
 QiPP enhancement
 Additional support to transformation PMO
 Continuation of existing virtual wards
 Reserved element for provider support; and
 Support for Health inequalities proposals.
AP stated that the investment proposals relating to the 2% reserve are approved by the
West Yorkshire Area Team, AP stated WYAT will need assurance that each scheme is
supported by a detailed plan and confirmed each investments highlighted have business
cases to support the finances.
Members agreed to approve in principle the investment proposal for non‐recurrent
resources and recommend them to the WYAT.

12.

CCG INTRANET SPECIFICATION AND TENDER
AP verbally updated members stating that this was presented to the Integrated Governance
Committee informing members there was 127 expressions of interest.
AP stated his team are currently going through and shortlisting the tenders currently.
AS asked what where the timescales involved for this tender to be up and running. AP
stated by August 2013 dependant on the shortlisting process. It was agreed for AP to
update members at the September meeting.
Action:

Update September Meeting.
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13.

QUALITY PREMIUM – PROGRESS UPDATE
A REDUCING SMOKING AT TIME OF DELIVERY
AF presented the paper stating the impact of smoking during pregnancy on maternal and
foetal health is significant not only in terms of morbidity and mortality but also in terms of
health care costs.
AF informed members around performance stating it has fluctuated locally during 2012/13
from 30.9% in August 2012 to 17.6% in January 2013. Although there has been a 4.2%
reduction in the number of pregnant women still smoking at time of delivery during
2012/13, the final outturn figure shows a 1.3% reduction over the previous 12 months from
21.7% to 20.4%.
AF informed members that our Quality Premium target is to reduce smoking at time of
delivery from baseline (24.1%) to 23% and informed that an action plan to reduce the
prevalence of smoking during pregnancy and at time of delivery was first produced in 2011
and has been updated and reviewed regularly highlighted in Annex 1 of the paper, discussed
today.
AF stated further interventions planned for 2013/14 are detailed in the main body of the
report but include an updated self‐assessment against NICE guidance, updated training for
midwives, a social marketing campaign and a review of local data to determine statistical
robustness.
Members noted the current performance.
B IMPROVING ACCESS IN TALKING THERAPIES
CH and PS presented this paper; stating it has been brought to provide an update on the
integration of counselling services within the Rightsteps (IAPT) service.
PS stated our Quality Premium is to get more IAPT. PS stated that all activity around
counselling was not included and this will be implemented from April 2013 and figures will
now improve as there is a more structured approach to the counselling service. PE stated
that the percentage of people going through IAPT is a concern. PS stated that the annual
target is 11% and WCCG see an improvement of people using IAPT.
Following discussion it was agreed that PS would produce a report explaining the metrics for
the IAPT service.
Action:
C

PS to produce a report explaining the metrics for the IAPT service.

IMPROVING RECOVERY FROM STROKE

AB gave a verbal update, stating that the Health and Well Being Board are reviewing this
currently and they have received 16 expressions of interest from practices. AB confirmed
that WCCG identify the unmet need as a social aspect but CCG are not commissioning this
and this is currently being funding by Public Health.
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14.

QIPP (STANDING ITEM)
A

FEEDBACK FROM QIPP WORKSHOP 13 JUNE 2013

AP and JP informed members the workshop on the 13 June was to get colleagues to
generate new ideas and prioritisation, scoping and estimation of each of these ideas.
B

CURRENT QIPP POSITION AGAINST PLAN

MG presented a paper stating that:
•
•

There are now 24 schemes of which 12 are green, 6 amber and 6 red; and
Planned savings are now estimated at £7.4m PYE and £6.8m FYE (the difference is
mainly due to the urgent care PCTS scheme which is being supported in 13/14 but
has to be self‐funding going forward).

It was agreed for JP and AP to discuss the QIPP financial shortfall and secure plans to deliver
this. Members raised their concern that there were no clinicians names indicated on the
table and JP agreed to pick this up with MG outside the meeting.
Action:

JP and AP to discuss the QIPP financial shortfall and secure plans to deliver
this.
JP to pick up the issue around Clinical names against each scheme outside
the meeting with MG.

JP stated there has been a reduction in QiPP due to the tremendous effort by staff. AF
stated his concern around there not being many topics on Public Health and Mental Health
and AS confirmed this was not added due to the Block Contract and JP indicated this was
around the relationship with SWYPFT and there is current commissioning work to look at
benchmarking these concerns.
CLINICAL DISCUSSION / DEBATE
15.

TRANSFORMATION AGENDA

15.1.

EXECUTIVE SUMMARY OF PROGRESS
DL attended the meeting and discussed and highlighted programme status’ to members
stating:
 Timescales
 Indicators R/A/G
 Decisions required
 Deadline completion of each programme.
DL was pleased to announce that the Programme Office has hit two major milestones these
being:
 Maternity; and
 Mental Health
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DL gave a verbal update on the dates for the business cases submissions:








Clinical Service Group – July 2013
Urgent Care – July 2013 Draft / August 2013 Final
Care Closer to Home – July 2013 Draft
Maternity, Children’s and Young People – July 2013
Mental Health – Completed July 2013 / Outlined Business Case August or September
2013.
End of Life – Current discussions where this currently sits.
Clinical Services Strategy – May 1st Draft / July Final and Outlined Business Case –
December 2013

AP asked that DL ensures there is alignment for each Outlined Business Case to be discussed
at Clinical Cabinet . It was agreed for TET to speak to Michelle Domoney to get a list of when
the business cases would be ready to come through to Clinical Cabinet for discussion.
Action: TET to discuss with Michelle Domoney dates and schedule on forward planner.
15.2.

RESPONSE TO THE PUBLIC CONSULTATION REPORT
Jayne Beecham gave a verbal update and circulated the summary of the “Meeting the
Challenge Consultation” document and stated the full consultation was available on our
website.
JB informed members of the current timeline:
 31 May 2013 – CLOSE
 24 June 2013 ‐ Consultation Published on Website
 2 July 2013 – Deliberative Event – Feedback / Implications / Recommendations needed
 8 July 2013 ‐ Recommendations discussed and approved
 25 July 2013 – Joint Wakefield / Kirklees CCG Board Meeting – Allow proposals to go
ahead.
JB informed following the consultation the main areas of concern were:
 Transport and Travel
 Access to Care
 Specific hospitals
JB also identified patients in the Kirklees area had more concern those residents of
Wakefield.
JP congratulated communications on their efforts and report shared and asked JB what was
the procedure for complaints. JB advised that members of the public have up to 3 months
to complain.
Members noted the update.

15.3.

CARE CLOSER TO HOME SPECIFICATION
AB presented the paper; stating that the Transforming Care Closer to Home programme
have developed a draft Strategic Outline Business Case supporting the implementation of an
Integrated Care service within the Mid Yorkshire footprint. This is in response to the growing
9

demand for all services from the growing population and increase in the numbers of older
people. NHS Wakefield Clinical Commissioning Group (CCG) and North Kirklees CCG are
required to further develop responsive models that deliver sustainable community based
services that supports patients with a range of conditions and needs in primary care and
integrates with the wider pathways across the local health and social care economy.
AB stated that the Integrated Care Team model will support the provision of safe and
effective care closer to home, and avoid hospital admission or attendance where alternative
approaches are appropriate. Where individuals need hospital treatment a service model will
also be developed to ensure they are discharged from hospital as soon as they are medically
stable, preferably to their own home.
It has been suggested that implementation of the Integrated Care Team could be phased
over a 1 year period up to September 2014; another suggestion is to roll this out across the
whole district in 2013 all at the same time. Whilst a procurement process has yet to be
agreed it is envisaged that the current providers will be asked to begin implementation of
the model during the next 6‐12 months in the areas they are able to establish service
change.
A proposal has been developed that will require funding via non‐recurrent monies for the
development of Integrated Care Teams as part of the wider transformation of community
services across Wakefield. The amount for this purpose is £4,277,647. A rigorous evaluation
of the development will be required as a longitudinal study to understand the impact and
delivery of outcomes; this will amount to approx. £200k.
Following discussion all GP members of the cabinet declared interest and raised concern
around the model of care being a Single Point of Access having 2 to 3 hubs and not being a
localised model stating this will cause problems for patient access. GP members also
discussed rent being reimbursed to practices and stated the need for integrated nurses.
Following debate it was agreed for an extra ordinary meeting to be organised to further
discuss issues around the finances (4.2m spend) and the operational practicalities around
removing District Nurses from practices. It was agreed this meeting needed to take place
before the July Wakefield Governing Board. TET agreed to action.
Action:

TET set up an Extra Ordinary Care Closer to Home Workshop.

Members agreed to the recommendations in principle around strategic direction though
agreed further discussion and debate was needed at the extra ordinary workshop around
finances and operational practicalities.
15.4.

DEMAND ACTIVITY PLANNING – BED CAPACITY
Deferred to the next meeting.

15.5.

A

SYSTEM ONE – EDSM

CH presented to members an update around EDSM stating that:
 All GP’s currently “Shared In” will get switched off
 Recommendation is to set a default with GP units to sharing (Option 2 in paper).
 Go live date 24 July
10



Upgrade expected to take 5 days, may be some interruptions to service over this time.

CH informed to members that Emma Mullaney and Clive Johnson are the lead contacts if
GP’s are experiencing any problems and emphasised that consent by GP’s is paramount.
B

PROPOSED MODEL FOR LIAISON PSYCHIATRY

ME attended the meeting to present to members around the emerging model for liaison
psychiatry.
The presentation set out to members the:
 Key statistics;
 The case for change;
 Business case development;
 Vision for a future psychiatric liaison service
 Investment principles
 Emergency model of care
 Functions of the Psychiatric Liaison Team;
 Potential Key Functions of the Home Based Treatment (WCCG / North Kirklees CCG; and
 The Potential Impact on MYHT.
ME stated that currently there are conflicting targets with CRISIS and Single Point of Access
and there is a need for change in culture to understand needs of Mental Health and ensure
this is embedded in care. CH stated that Psychiatric care will continue to be provided within
Primary Care until the new model is up and running.
Members thanked ME for the comprehensive presentation.
15.6.

A

EMERGENCY DAY CARE

Gaynor Connor (GC) with MYHT colleagues Dr Simon Enright, Clinical Lead for Clinical Service
Strategy, Dr Sarah Robertshaw, Head of Service – Emergency Medicine, Dr Richard
Shepherd, Head of Service for Acute Medicine and Andrew Wiles, Project Manager attended
and presented a presentation on “Emerging Day Care”. It was agreed for TET to circulate to
members following the meeting.
Action:

TET to circulate presentation to members.

MYHT colleagues highlighted key points to members:
 Middlesbrough and Milton Keynes currently operate with great pathways;
 MYHT admission rates for Emergency Care at A&E are around 1 in 4 are admitted;
 Length of Stay for Day cases around 1 – 2 Days; and
 Between 10 – 20% reduction in admissions on an ambulatory pathway;
AS stated that there is a Primary Care Local Investment Framework which links into
Emergency Day Care, GC stated her and Dr Sarah Robertshaw are currently working closely
on this with GPs. PD stated GP’s are seeing more and more patients regarding Emergency
Day Care, Dr Sarah Robertshaw stated MYHT’s frustration were around Emergency Day Care
Beds within the hospital. MYHT currently have an operational phone line (consultant to
consultant) to discuss patients and what pathway to admit these and the next step is around
sharing this phone line with GP’s so GP and Consultants can have this discussion so patients
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are admitted to the right pathway, similar to the Paediatric pathway this is currently in
place.
It was agreed for GC to look at a joint WCCG and North Kirklees Pathway with MYHT
regarding the phone line numbers for GPs. GC also agreed to get communications involved
via Target.
Action:

GC to look at a joint WCCG and North Kirklees Pathway with MYHT
regarding the phone line numbers for GPs. GC also agreed to get
communications involved via Target.

Members thanked MYHT for attending the meeting and providing a detailed presentation.
CH discussed around the Map of Innovation and asked that MYHT be involved around AMP
Scores etc. MYHT colleagues agreed and that GC would be the link to any discussions.
B

TRANFORMING COMMUNITY SERVICES – WORK PROGRAMME 6 UPDATE

Members agreed for this to be a Standing Item on future agenda and that a paper is brought
to each Clinical Cabinet around all Networks to provide members with an update.
Action:
16.

TET to ensure Network update is added to future agendas under SI.

ANY OTHER BUSINESS
A

OPTHALMOLOGY

AS declared interest due to this being his practice.
Jenny Feeley (JF) and Luke Streeting (LS) attended and presented this paper; stating the
demand for Ophthalmology services within Wakefield continues to grow. In response to this
predicted growth Wakefield procured community ophthalmology services across the district
to ensure patient care was not compromised. The expected shift of patients from hospital
eye services to the community has been slow. As a result MYHT currently are experiencing a
significant backlog in first outpatient appointments, day cases and follow ups, while in the
community there is excess capacity which is commissioned below national tariff. As a
consequence of the backlog within MYHT patients experience long wait to diagnosis and
treatment which represents a risks to patient’s safety.
JF and LS highlighted the options to members as indicated in the paper, AS stated to manage
risk at this current time, members should agree to option 2 and 4 with a view to considering
option 3 in the longer term.
Following discussion members agreed to Option 2 being to issue new guidelines where
appropriate direct all referrals to the Community service removing MYHT as a choice. It was
agreed that JF obtained expert advice on choice and that by opting for option 2 WCCG are
not contravening the choice agenda.
Action:
B

JF to obtain expert advice on choice.
FUTURE CLINICAL CABINET ARRANGEMENTS
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AS informed members that currently the agendas for Clinical Cabinet are too full and
attendees are not getting sufficient time to discuss their items and get clinical input.
Following discussion it was agreed for the meeting to be extending by half an hour. TET
agreed to send new diary schedules to members with the new time being 9.00 – 12.30.
Action:

TET to extend meetings by half an hour.

Also members discussed the need for papers to be feed through different committees
before coming through clinical Cabinet, AS suggesting trailing future meetings to see how it
works with the extra time first.
17.

DATE AND TIME OF NEXT MEETING
Thursday 25 July 2013
09.00 – 12.30
Seminar Room, White Rose House
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Agenda item: 15b(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 25 July 2013
08.30 – 11.00
Seminar Room, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Jo Pollard (JP)
Phil Earnshaw (PE)
Andrew Pepper (AP)
Lee Beresford (LB)
Sandra Greenwood (SG)
Steven Hardy (SH)
Lee Beresford (LB)
Avijit Biswas (AB)
Ann Carroll (AC)
Clive Harries (CH)
Andrew Furber (AF)
In Attendance:
Lyndsey Clayton (LC)
Becky Gunn (BG)
Gill Day (GD)
Dr Ryan D’Costa (RD)
Jo Hanlon (JH)
Corrine McDonald (CM)
Eric Power (EP)
Simon Rowe (SR)
Ann Marie‐Johnson (AMJ)
Michelle Ezro (ME)
Nigel Hughes (NH)
Louise Callaghan (LC)
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Asst. Clinical Chair, NHS WCCG
Director of Commissioning and Quality Improvement, NHS WCCG
Chair, NHS WCCG
Chief Financial Officer, NHS WCCG
Associate Director of Strategy and System Development, NHS WCCG
Practice Nurse Executive, NHS WCCG
Lay Member
Associate Director, Strategy, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Director of Public Health, Wakefield Council

Practice Pharmacy Technician, NHS WCCG
NHS Graduate Trainee
Public Health Manager (Long Term Conditions)
Consultant in Diabetes and Endocrinology, MYHT
Head of Public Health – Health & Social Care
Project Manager, WSYBCSU
Senior Medicines Management, North Kirklees CCG
Service Development & Transformation Manager, NHS WCCG
CHD and Cancer Programme Manager, Public Health
Programme Manager – Mental Health & Learning Disability
Services
Community Pharmacy, West Yorkshire
Executive Management Support, NHS WCCG

APOLOGIES FOR ABSENCE
Apologies were received from Dr Douglas Diggle, Ivan Hanney, Helen Childs, Ian Carr and Dr
Paul Dewhirst.
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DECLARATIONS OF INTEREST
Item 10 – Winter Beds: Ann Carroll declared interest
Item 7 – Health Inequalities Funding: Adam Sheppard, Phillip Earnshaw and David Brown
declared interest.
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MINUTES OF THE MEETING HELD ON 27 JUNE 2013
The minutes were agreed as a true record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.
PE expressed concern about the number of ‘open actions’ and it was agreed that JP would
review.
Action: JP to review the Action Log re number of open actions

4.1

MYHT – Excluded Drug Pressures
Lyndsey Clayton updated members (on Joanne Fitzpatrick’s behalf) in respect of the
measures which were being put in place to monitor and performance manage pbr‐excluded
high cost drugs spend in secondary care:









Request for high cost drugs budget to be provided to Meds Man for performance
management (still to be provided);
Standing item on Medicines Optimisation Group agenda every month ;
Horizon scan for commissioning policies and programme for development for high cost
pbr‐excluded drugs;
CSU Medicine Management team to provide background evidence on individual
funding requests (IFRs) for those high cost drugs that do not have NICE criteria or a local
commissioning policy (or for an indication exceptional to criteria in the policy);
Medicine Management team pharmacist from CCG sits on IFR panel to provide decision
on high cost drugs;
CSU IFR team to produce regular reports to MOG on IFRs and decision made, along with
projected annual spend if decision to approve funding;
Post payment verification audit to be undertaken on anti‐TNFs for rheumatoid arthritis
in MYHT to ensure provided within NICE criteria (current stumbling block due to
information governance concerns…CSU pharmacist was going to review the patient
records…this is being addressed with Richard Jenkins).

After further discussion, members agreed that the high cost drugs budget should still be
provided and AP agreed to escalate the request.
Action: AP to escalate the request that the high cost drugs budget should still be provided
CLINICAL BUSINESS
5

CONTRACT REVIEW FRAMEWORK FOR DECISION MAKING
Members noted that this item was withdrawn.

2

6

DIABETES FOOT SERVICE BUSINESS CASE
The Diabetes Foot Service Business Case was presented by Gill Day and Dr Ryan D’Costa.
Members noted that there had been a Foot Group at MYHT developing a Business Case on
transforming foot care services with the remit to:




To develop a community based foot protection team who will work across three
different locations in Wakefield in line with national guidelines;
To increase the capacity of the specialist diabetes podiatry clinics to ensure that
there is a 5 day service at both diabetes centres;
To ensure that the multidisciplinary team (MDT) includes a vascular surgeon and a
member of the orthotics team.

The benefits were noted as









Correct foot assessment and risk stratification leading to patients being seen by the
right person at the right time
Prevention of the development of new foot disease (foot attack)
Ensure the timely management of diabetes
Reduction in diabetes related amputations
Improved quality of patient care
Timely responses
Reduction in follow up appointments
Care closer to home

Members expressed concern about support into Primary Care and RD confirmed that the
majority of patients would still be managed by the Practice Nurse who would provide quick
intervention.
There was a discussion on the finance budget and AP updated members around the
Integrated Care Team model and the possible inclusion within the non‐recurrent funds
which supports that part of the transition. It was noted that in order to facilitate this, there
would need to be a finalisation date of March 2015 to ensure that there were no carry over
funding issues.
The recommendations were approved SUBJECT to a review in March 2015. CH asked for
educational requirements to be included in the review.
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HEALTH INEQUALITIES FUNDING
Stephen Hardy chaired the meeting for this item as Adam Sheppard had previously declared
interest.
Jo Hanlon presented the paper and explained that the purpose of the presentation was to
update members on the overall project in order to seek approval in principle to some
proposals around how funding was dealt with but also to deal with the commissioning and
finance queries. It was noted that the WYAT funding would support the first year of the
project but in order to allow this to be a two year project, a bond of £250,000 needed to be
transferred to the Council which would allow the project to run for 23 months. Although
3

details with Local Authority had still to be confirmed, JH asked members to agree in principle
and support the recommendations of:
i.
ii.

iii.

Approve the transfer of the £500,000 health inequalities funding to Wakefield
Council, to manage the project.
Approve the use of the £450,000 Network Grants funding to be used for year two of
the health inequalities project.
Agree that £14,000 of this combined resource is made available to Wakefield Council
to be used to support the additional capacity required for the contract management
associated with the project.

Members agreed to approve in principle SUBJECT TO approval by the Governing Body due to
the amount being over £1m.
It was agreed that AP would check as to whether the item had previously been approved by
the Cluster Board.
Action: AP to check whether the Health Inequalities Funding had previously been
approved by the Cluster Board.
Members requested that an outcomes update (after two years) should be brought back to
the Clinical Cabinet.
8

OPTIONS APPRAISAL FOR NUTRITIONAL REPLACEMENT AND SUPPLEMENTS IN NORTH
KIRKLEES AND WAKEFIELD
Corrine McDonald and Eric Power presented the report which covered a comprehensive
service review of dietetics by the Commissioning Support Unit (CSU). It was noted that the
report mapped out the service delivery for dietetic services to patients in North Kirklees and
Wakefield, including the complex interdependencies within the system on the savings from
the enteral feeds contract to maintain services. It was proposed that Option 3 – Join the
regional framework agreement before it expires in January 2014 ‐ be adopted.
Members understood that the major costs were within Primary Care and there was a
discussion about the best value approach to securing this service. CH stated that the issue
was about Dieticians being given responsibility and ownership of the budget for the products
recommended to make a cost effective decision based on evidence.
EP indicated that this was the first step and a 24 month lead time was required in order to
build up capacity. CH queried the delay in Rotherham to achieve their model and EP
explained that it was complicated to pull everything together with the changes in funding.
CH commented that with the Board’s agreement, he would like the model to be reinforced
with no unnecessary delay. EP indicated that if they were able to move quickly it could be
on contract by January because under a framework agreement a mini tender could be
implemented which could be completed in a few weeks. Members noted that realistically it
would take two years to build the model with the possible risk of the contract expiring.
AS commented the recommendation was for Option 3 with a move on to Option 5 (Develop
a model for all prescribing to be shifted from primary care to dieticians and procure feed
products on this basis).
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Members agreed with the recommendation to approve Option 3, with the preference to go
forward with MYHT but in any event to proceed with North Kirklees CCG.
9

KING STREET WALK IN CENTRE
The paper was presented by Simon Rowe which outlined an approach to review the
King Street Walk‐in centre. It was noted that the review had been agreed with the
West Yorkshire Local Area Team in partnership with the Wakefield CCG and because of the
Contract end date of May 2014, an extension was required to allow sufficient time for a
procurement process. It was noted that the Contract allowed for an extension.
Members noted and approved the recommendation to
I.
II.
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To review the approach to the walk‐in centre;
Support a ten‐month contract extension for the walk‐in centre to take to end
of 2014/15 financial year SUBJECT TO having a discussion about relocation

WINTER BEDS
Simon Rowe presented the report on Winter Beds which outlined the various options
for the provision of winter beds in 2013/14. It is proposed that 15 nursing beds are
commissioned for seven months from October 2013. In addition an appraisal of the winter
planning process for 2013/14 indicated that serious consideration needs to be given to the
funding of additional acute hospital beds. This follows the use of non‐recurrent funds in
2012/13.
JP commented that this paper was one part of the Winter Planning process. There was a
paper going to Executive Team meeting next week which covered the community services
and this would be brought back to the next Clinical Cabinet for review.
Members approved the recommendations and agreed
I. the provision of winter beds;
II. approve the suggested number and type of beds in the report;
III. Approval to support additional acute hospital beds should be pursued
AC suggested that SR write to the GP Practices involved and set up meetings with the PMs
and the management of the Nursing Homes so that plans were in place.
Action: SR to write to GP Practices involved and set up meetings with the PMs and the
management of the Nursing Homes

5

11

CHEST PAIN PATHWAYS
Ann Marie Johnson presented the report and advised members that the pathway was part of
Community Cardiology. The Chest Pain pathway covered the service re‐design for angina
covering the diagnosis and the management of stable angina.
Members noted that the proposed changes will affect MYHT around how it will deliver its
services including referrals, and comments included:


CH suggested that E Consultation would help sign post people to where they need to
go;
It was noted that presently there was no budget to support the CT Scan Service which
members further discussed;
CH suggested that Debra Taylor –Tate should be involved in the Group to ensure
triangulation;
JP commented that it would need to go forward to the Quality Board.




12

STRATEGIC OUTLINE CASE FOR LIAISON PSYCHIATRY
Michelle Ezro presented the Strategic Outline Case for Liaison Psychiatry around the
emerging model which was previously presented to Clinical Cabinet. Members noted that it
had been approved at the Programme Executive meeting on Tuesday. The importance of
page 24 ‘investment principles’ was highlighted with regard to the involvement of two
major providers and CH updated members on the detail.
After detailed discussion, members agreed the recommendations which were:
I. Agrees the investment principles;
II. Approve taking it forward to development of an Outline Business Case.
STANDING ITEMS

13

QIPP
AP and JP gave a brief update indicating that










Still working through all the schemes identified at the Clinical Cabinet Workshop
Updated schedule was presented at Information Governance last week
Still short of target by about £1m
Need to focus now on delivery on what there is rather than what we have not
Need a significant structure in place to ensure we track the data and schemes
Meeting with Heads of Service to improve momentum to achieve schemes
Need to consider 2014/15 QIPP challenge
Need to get more structure and rigor into the process and deliverability
Key Practices to champion QIPP ideas

PE commented that it was important to get involvement from Practices to energise ideas.
DB reminded members that he and LB were working with the Council for innovation monies
which might create some resource to support clinicians in developing ideas.

6

CH suggested that it would be very useful to have a list of clinical QIPP examples which have
been used elsewhere. It was noted that Mac at the CSU had a number of examples which
could be shared and JP indicated that she would make contact with Mac.
Members agreed that LB would liaise with PSU and CSU could take it forward.
Action: LB to liaise with PSU and CSU to take QIPP agenda forward
JP to contact Mac re list of Clinical QIPP examples to share with members
JP/LB to organise a lunchtime workshop with Practices to discuss ideas
14

NETWORK UPDATE
This item was not discussed.

15

TRANSFORMATION AGENDA
This item was not discussed.

15.1

Executive Summary of Progress
This item was not discussed.

15.2

Childhood Immunisations regarding PSD/PGD
A verbal update was given by AC and members noted:











Childhood immunisations are given with PSD;
NHS England green book stipulates that Childhood immunisations are given under a
PSD;
Consent is required at each delivery;
Consent must be signed by either GP or Nurse Practitioner who is a prescriber;
Green book stipulates that this is the process up to the age of 5;
There would have to be another consent form for rotavirus;
Signed consent required and Practices had received letter notification;
CCGs are not authorised to write at PGD as they no longer cover primary care
services;
Flu campaign could not be carried out under individual consent;
Michaela Pursglove was the lead in Public Health who could offer support.

Members discussed the possibility of discussing this issue over a lunchtime study day in
September and agreed that it was important to act quickly because flu created the biggest
risk and there was no PGD in place. It was agreed that discussions should be taken outside
of the meeting to agree options to take forward and that Sharon Tinker/Michaela Pursglove
should be involved.
Action:

AC to chase a response from NHS England and flag issue as a risk
SG/AC to take discussions forward outside of the meeting

7

16

PAPERS FOR INFORMATION ONLY

16.1

HEALTHY LIVING PHARMACY
Ann Marie Johnson and Nigel Hughes (Community Pharmacy West Yorkshire) updated
members around the background which included:








Community Pharmacy and Public Health were in partnership to develop the Healthy
Living Pharmacy to work with local pharmacies to help and train toward engagement
with communities particularly in deprived areas.
This was an additional project and would be running across the whole of West
Yorkshire;
Pharmacies were invited to apply and in the first wave, 22 were successful;
The criteria that the Pharmacies have to reach to get to Level 1 covers training,
premises fit for purpose, IT arrangements and delivery of two LESs;
Long Term aim is to get all the pharmacies up to a standard of Level 1 achievement
with two Healthy Living Champions at each;
The training programme gets Pharmacies to work in groups;
Community Pharmacy West Yorkshire was the new name for the Local Pharmacy
Committee

Members noted the contents of the paper.
17

ANY OTHER BUSINESS

17.1

NICE Guidance on Familial Breast Cancer
AS briefed the meeting on the David Black letter which was circulated with the agenda and
members were happy with to proceed with the recommendations.
After further discussion, members agreed that Dr Abdul Mustafa and Paul Harding from the
CSU should be invited to the Clinical Cabinet to provide a description of the commissioning
structure for cancer.
Action:

18

Dr Abdul Mustafa and Paul Harding to be invited to attend the
Clinical Cabinet to provide a description of the commissioning structure
for cancer.

DATE AND TIME OF NEXT MEETING
Thursday 22 August 2013
09.00 – 12.30
Seminar Room, White Rose House
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Agenda item: 15c(i)
HEALTH AND WELLBEING BOARD
Thursday, 6 June 2013
Present:

The Chair (Councillor Mrs P A Garbutt)
The Deputy Chair (Dr P Earnshaw)
Councillor Mrs Garbutt and Ms Sherriff
Mr A Balchin – Corporate Director, Adults, Health and Communities
Dr L Kamal – Clinical Commissioning Group
Dr A Carroll - Clinical Commissioning Group
Dr A Sheppard - Clinical Commissioning Group
Ms A Knowles – NHS Commissioning Board
Mr S Eames – Mid Yorkshire Hospitals NHS Trust
Ms P Bee – Voluntary Sector
Also in attendance:
Ms C Bateson – Healthwatch
Mr M Carter – Programme Director, Mid Yorkshire Hospitals NHS Trust
Mr R Hurren- Director of Integrated Care
Ms C Hedges – Office of the Police and Crime Commissioner
Mr S Raynor – SWYFT
H Laird – Wakefield MDC , Public Health
M Tolson – Wakefield MDC , Governance Manager

1.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted on behalf of Councillor Mrs Rowley, Ms J Roney, J
Crook, Ms K Curry, Dr Furber, Ms J Webster, S Hardy, Ms A Haskins, S Eames, Ms T
Holder, K Dodd and S Michael were accepted.

2.

MINUTES
Resolved – That the Minutes of the meeting of the Shadow Health and Wellbeing Board
held on 14 March 2013 be approved as a correct record.

3.

CHAIR'S ANNOUNCEMENTS
The Chair welcomed members to the first meeting of the Wakefield District Health and
Wellbeing Board following its formal establishment on 1 April 2013.

4.

MEMBERS DECLARATIONS OF INTEREST
No disclosures of interest were made.

5.

INTRODUCTION TO THE HEALTH AND WELLBEING BOARD
The Corporate Director, Adults, Health and Communities undertook a presentation by
way of an introduction to the Health and Wellbeing Board setting out the purpose of the
Board, the achievements of the Shadow Board, the responsibilities of the Board and its
members its accountability within the overall partnership structure and as a statutory
committee of the local authority.

6.

HEALTH AND WELLBEING BOARD DEVELOPMENT
The Chair referred to the areas identified for development which would form the basis of
the Boards development programme for the 2013/14 Municipal Year.
Resolved – That the areas identified for development by the Board for the 2013/14
Municipal Year be approved.
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7.

HEALTH AND WELLBEING BOARD AGENDA SETTING - FORWARD PLAN
Consideration was given to the development of a Forward Plan of key strategic issues,
priorities, pressure points and emerging issues which would be considered by the Board
over the coming year. The Forward Plan whilst being a live document would form the
basis of the Boards emerging work programme. The views of Board Members would
feed into the process and consideration would also be given to performance measures /
indicators.
Resolved – That a further report on the Boards priorities and performance measures be
submitted to the next meeting.

8.

MID YORKSHIRE HEALTH AND SOCIAL CARE TRANSFORMATION PROGRAMME
- MEETING THE CHALLENGE, UPDATE ON EMERGING THEMES
The Chair welcomed M Carter, Programme Director, Mid Yorkshire Health and Social
Care Transformation Programme to the meeting. Mr Carter undertook a presentation to
update the Health and Wellbeing Board on the progress of the Mid Yorkshire Health and
Social Care Transformation Programme with particular regard to external assurance,
consultation and programme development.
The Mid Yorkshire Hospitals NHS Trust had concluded that if it was to step up to the
next level, with services that were clinically safe and financially viable into the
foreseeable future, then radical changes based on sound clinical evidence were
required. The basis for the consultation therefore was specific changes in secondary
care provision across North Kirklees and the Wakefield Metropolitan District specifically
with regard to surgery, inpatient children’s services, maternity services and emergency
care with the specific aim of delivering clinical benefits, reducing secondary transfers,
local outpatient and diagnostic, retain local urgent care and acknowledge and address
travel issues. The consultation period was due to end at midnight on 14 June and
timelines had been developed to align the post consultation decision making process
with the underpinning governance, assurance and approvals process.
Extensive stakeholder consultation had taken place with eight public meetings held
across both North Kirklees and Wakefield with a consultation summary document
delivered to 242,000 homes. The consultation team had also attended Area Forums
and Committee’s across both Wakefield and North Kirklees.
An emerging theme arising from the consultation was travel and transport difficulties. In
response to this the Travel Advisory Group had been reconstituted to look at the specific
travel issues with a view to making costed recommendations to the CCG’s. Other
emerging themes included access to care, particularly children’s services,
dissatisfaction with the appointments system and particular concerns emerging from the
Dewsbury and North Kirklees area that they wished services to remain local.
Alongside the consultation process the Wakefield and Kirklees Joint Overview and
Scrutiny Committee had receiving evidence from a variety of sources and would be
presenting their findings to the Joint Clinical Commissioning Group meeting scheduled
to take place on 25 July 2013.
With regard to the next steps, the independent report which would include
recommendations would be published on 8 July. The Health and Wellbeing Board
would be asked to take a view at its next meeting to be held on 18 July with the final
decision being taken at a joint public meeting of the North Kirklees and Wakefield CCG’s
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on 25 July 2013.
Resolved – That the consultation update be noted.

9.

TRANSFORMING COMMUNITY SERVICES
The Chair welcomed R Hurren, Director of Integrated Care who had attended the
meeting to provide an update on the progress made in relation to Adult Social Care
provider services integration with the NHS Community Health Services.
The post of Director of Integrated Care had been jointly established between Wakefield
Council and Mid Yorkshire Hospitals NHS Trust to lead and enable the transformation
and integration of local health and social care and plan community teams for adults.
Mr Hurren reported that the Health and Social Care community in Wakefield had a
vision that would transform primary and community based services for people living in
Wakefield. This vision of transformation would be enabled through a joined
commissioning framework between the Local Authority and Clinical Commissioning
Group together with close integration of adult health and social care primary and
community services on the ground.
Mr Hurren informed the Board how the close integration and associated transformation
of Adult Social and Health (primary and community) would be governed through a
period of transition and significant change. The purpose of the Joint Management
Board was to create an environment which supported and ensured maximum
opportunities to transform and integrate health and social care teams, within an agreed
scope and definition, across Wakefield whilst maintaining appropriate organisational
solvency during an agreed transition timescale.
The Health and Wellbeing Board noted the significant opportunities the transformation
programme offered through economies of scale, bringing teams together and through
new ways of working with the 3rd sector and welcomed the radical agenda which would
seek to deliver long term savings through invest to save opportunities. The Health and
Wellbeing Board provided the forum whereby all constituent parts would come together
to form the shared vision for the District.
Alongside this the Council intended to submit an expression of interest in the District
becoming a Health and Social Care integrated care and support pioneer which would be
the subject of a future report to the Health and Wellbeing Board.
Resolved – That the progress made in relation to Adult Social Care provider services
integration with the NHS Community Health Services be noted.

10.

HEALTHWATCH - UPDATE
The Chair welcomed Ms C Bateson, Development Director, HealthWatch to the meeting
to provide an update on HealthWatch, Wakefield, the new independent consumer
champion for the people of the District on health and social care issues.
Ms Bateson informed the Board how HealthWatch planned to support individuals
through providing advice, information and signposting which would ultimately enable
citizens to make more informed choices. HealthWatch would also seek to gather the
views and experiences of local people and influence the design and delivery of services.
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The Board were informed of HealthWatch’s expectations of its health and social care
partners, its initial actions, volunteer opportunities including the creation of a Young
HealthWatch Steering Group to gain the views and experiences of young people.
HealthWatch were currently recruiting a Chair and Board Members to strategically take
forward this exciting new opportunity.
Resolved – That the update on HealthWatch, Wakefield be noted.
11.

OVERVIEW OF THE NEW HEALTH SYSTEM ARRANGEMENTS FOR WAKEFIELD
DISTRICT
Consideration was given to a report of the Director of Public Health which provided an
overview of the new health system arrangements for the Wakefield District, including
roles, responsibilities and resources.
The report set out the roles and responsibilities of the Health and Wellbeing Board, the
Clinical Commissioning Groups, NHS England Local Area Team, Public Health,
England, Local Authority Public Health and HealthWatch whilst providing details of the
Public Health, NHS and Adult Social Care Outcomes Framework.
Resolved – That the overview of the new health system arrangements for the Wakefield
District be noted.

12.

HEALTHY LIVING PHARMACY
The Director of Public Health submitted a report on the Healthy Living Pharmacy
programme. The Health and Wellbeing Board gave consideration to the opportunities
the programme could offer in reducing health inequalities and delivering Health and
Wellbeing services in the Wakefield District.
Healthy Living Pharmacies had the public’s health at the heart of what they do and had
a proven track record of delivering in public health need areas such as smoking, obesity,
sexual health, alcohol and harm reduction. By offering a range of high quality services,
Healthy Living Pharmacies could contribute towards reducing health inequalities by
improving health and wellbeing in their communities.
As part of Healthy Living Pharmacy ‘Quality Marks’ would be issued to those
pharmacies that meet the quality and productivity criteria. To achieve the ‘Quality Mark’
a pharmacy must have at least two qualified Health Champions and demonstrate that
they meet quality criteria which are set around workforce development, premises and
engagement. A pharmacy must demonstrate a healthy living ethos and proactive
approach to health before being issued their Healthy Living Pharmacy status.
Members of the public would feel the difference when entering a Healthy Living
Pharmacy; the Health Champions and other staff may proactively approach them about
health and wellbeing issues and will know about local services for referral or
signposting. There would also be a health promotion zone and a health promotion
campaign running linked into local priorities and health needs.
Resolved – That the Healthy Living Pharmacy programme to be delivered through the
Council and the Community Pharmacy West Yorkshire.
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13.

DATE AND TIME OF NEXT MEETING
Resolved – (1) That the next meeting of the Health and Wellbeing Board be held at
12.30 pm on Thursday 18 July 2013 in the Kingswood Suite, Town Hall, Wakefield.
(2) That the future meeting dates to the end of the Municipal Year are set out below be
noted:Thursday 12 September 2013
Thursday 14 November 2013
Thursday 16 January 2014
Thursday 13 March 2014
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Kingswood Suite, Town Hall
Committee Room A, County Hall.
Committee Room A, County Hall.
Committee Room A, County Hall.

Agenda item: 15c(ii)
WAKEFIELD DISTRICT HEALTH AND WELLBEING BOARD
Thursday, 18 July 2013
Present:

The Chair (Councillor Mrs P A Garbutt)
The Deputy Chair (Dr P Earnshaw)
Councillor Ms Sherriff
Mr A Balchin – Corporate Director, Adults, Health and
Communities
Dr A Furber
– Director of Public Health
Dr L Kamal
– Clinical Commissioning Group
Dr A Carroll
– Clinical Commissioning Group
Dr A Sheppard – Clinical Commissioning Group
Mr S Hardy
– Non Executive Member - CCG
Ms A Knowles – Commissioning Director, NHS England
Mr S Eames
– Mid Yorkshire Hospitals NHS Trust
Also in attendance:
Ms C Bateson – Healthwatch
Mr M Carter
– Mid Yorkshire Hospitals NHS Trust
Ms H Laird
– Wakefield MDC , Public Health
Ms A Middlemiss – Wakefield MDC , Public Health
Mr M Tolson
– Wakefield MDC , Governance Manager

14.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted on behalf of Councillor Mrs Rowley, Ms J Roney OBE,
J Crook, Ms K Curry, Ms J Webster, Ms A Haskins, Ms T Holder, K Dodd, S Michael
and Ms P Bee were accepted

15.

MINUTES - 6 JUNE 2013
Resolved – That the Minutes of the meeting of the Health and Wellbeing Board held on
Thursday, 6 June 2013 be approved as a correct record.

16.

CHAIRS ANNOUNCEMENTS
The Chair reported that the next meeting of the Health and Wellbeing Board would
commence at 2.00 pm on the Thursday, 12 September 2013 and not 12.30 pm as
previously scheduled.

17.

MEMBERS DECLARATIONS OF INTEREST.
No disclosures of interest were made.

18.

UPDATE TO THE LOCAL SERVICES BOARD
The Local Services Board (LSB) at its meeting held on 24 June 2013 had received a
progress report on the work of the Health and Wellbeing Board to allow consideration of
the Board’s direction of travel and the contribution it was making towards reducing
health inequalities between different parts of the District, a headline priority of the LSB.
Going forward, the LSB would seek to measure the Boards performance against
indicators contained within the District Plan together with the priorities as determined by
the Board, those being life expectancy, child poverty, smoking in adults, alcohol related
admissions, teenage conceptions and participation in sport and active recreation. The
LSB had however requested that the indicators be reviewed in light of the strategic
priorities identified.
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The LSB supported the Boards progress and its success with the Systems Leadership
bid and had requested that the Health and Well Being Board advise them as to three
priorities they had identified to make a difference. The LSB had agreed that the Mid
Yorkshire Hospitals NHS Trust transformation programme was a big priority that the
Board should continue to focus upon and had asked that ‘Working in Partnership a
Local Approach’ be shared with the Board with comments to be fed back to the LSB.
Resolved – That the feedback from the Local Services Board be noted.
19.

HEALTH AND WELLBEING BOARD DEVELOPMENT UPDATE
The Chair provided an update on the outcomes of the Boards Development Session on
8 July 2013. Following the request by the Local Services Board, the development
session had identified three suggested priorities which the Board would focus upon over
the next twelve months, those being Health and Social Care Transformation/Integration;
Mental Health and Wellbeing and Tobacco.
The Board leads to move forward the priorities had been identified as: health and social
care transformation/integration (Ms J Webster, Chief Officer, Clinical Commissioning
Group), mental health and wellbeing (Mr S Michael, Chief Executive, South West
Yorkshire Foundation Trust) and tobacco (Dr A Furber, Director of Public Health).
Members of the Board had the opportunity to take a more active role and support the
key leads in taking forward the three priorities, Councillor Mrs Garbutt was to support
the tobacco priority.
Resolved – (i)
That the three strategic priorities, Health and Social Care
Transformation/Integration; Mental Health and Wellbeing and Tobacco be approved.
(ii) That the Board level leads for the three strategic priority areas be noted.

20.

MEETING THE CHALLENGE CONSULTATION ON CLINICAL CHANGES IN NORTH
KIRKLEES AND WAKEFIELD DISTRICT - OUTCOMES
The Chair welcomed Mr M Carter, Programme Director, Mid Yorkshire Health and
Social Care Transformation Programme to the meeting. Mr Carter undertook a
presentation on the ‘Meeting the Challenge’ final report which provided an overview of
the consultation exercises into clinical changes proposed for NHS services in North
Kirklees and the Wakefield District as set out in the Mid Yorkshire NHS Clinical Services
Strategy together with a summary of the independent analysis of the consultation
outcomes. Consideration was also given to a report from the Campaign Company on a
stakeholder deliberative event held on 2 July 2013.
The basis for the consultation was specific changes in secondary care provision across
North Kirklees and the Wakefield Metropolitan District specifically with regard to surgery,
inpatient children’s services, maternity services and emergency care with the specific
aim of delivering clinical benefits, reducing secondary transfers, local outpatient and
diagnostic, retain local urgent care and acknowledge and address travel issues.
A wide range of techniques had been used to stimulate and gather as many responses
as possible. Particular emphasis was placed on activity to engage with the population of
North Kirklees where the greatest impact of the proposed changes would be felt and to
capture the views of people who fell within the nine protected characteristics of the
Equality Act 2010. This followed almost two years of pre-consultation engagement
activity during which an initial five options for clinical reconfiguration were eventually
narrowed down to the single option which became the subject of the formal public
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consultation.
In total, there were 2,091 feedback questionnaires received for analysis by The
Campaign Company. It is estimated that, overall, a minimum of 432,293 people were
given the opportunity to respond to the consultation and between 4,500 and 5,000
people were actually engaged with.
The three key themes which had emerged in terms of the main concerns expressed
were:
 Transport and travel - the centralisation of a number of specialist
services that would impact on journey times and travel accessibility across
the area
 Access to care - centralising services at one hospital would impact on the
availability of local appointments and access to emergency care
 Specific hospitals - centralising some services at Pinderfields raises
issues about capacity in that hospital and concerns about the long term
viability of Dewsbury hospital.
Across all channels for consultation feedback, residents of North Kirklees had emerged
as having the most negative views and greatest concerns about the proposals which
were viewed largely as leading to the downgrading of some services at Dewsbury
District Hospital (maternity, paediatrics and emergency care). The underlying theme
across many of these concerns was that for some residents’ services, particularly
accident and emergency provision, would be further away
In considering the overview of the consultation exercise the Board discussed whether
there was sufficient evidence to suggest that the consultation exercise had been
sufficiently in depth, the way forward, how the Board could contribute to taking it forward
and the need for a clear narrative around the decisions taken. The Board recognised
the vital role the integration of health and social care would play in delivering better
outcomes to the people of the District. It was noted that NHS England had reviewed the
consultation exercise with the Trust and had been satisfied with the work undertaken.
Alongside the consultation process the Wakefield and Kirklees Joint Overview and
Scrutiny Committee had received evidence from a variety of sources and would present
their findings to the Joint Clinical Commissioning Group meeting scheduled to take
place on 25 July 2013.
Resolved – That the Wakefield District Health and Wellbeing Board recommend to the
Governing Bodies of NHS North Kirklees CCG and NHS Wakefield CCG that they
proceed to the next stage of implementation of the Mid Yorkshire NHS Clinical Services
Strategy.
21.

INTEGRATION PIONEER AND SYSTEMS LEADERSHIP BIDS
H Laird and A Middlemiss, Wakefield MDC Public Health undertook a presentation on
the Integration Pioneer and Systems Leadership bids.
The Board had been successful in becoming part of the Programme with participation
providing the board with timely support to enable the development of integrated
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pathways of care between health and social care services. The Board would receive a
package of support, which included the time of an experienced leadership development
specialist and access to further varied support, training and consultancy.
Wakefield had also submitted an expression of interest to become an Integration
Pioneer requiring the need to demonstrate the use of ambitious and innovative
approaches to delivering integrated care across the District. This would involve working
across the whole of the local health, public health and care and support systems and
alongside other local authority departments as necessary, to achieve and demonstrate
the scale of change that was required. If successful, national partners would provide
tailored support to pioneers and pioneers would be at the forefront of sharing and
promoting their learning for wider adoption across the country.
Resolved – That the report be noted.
22.

HEALTHWATCH WAKEFIELD UPDATE
The Chair welcomed Ms C Bateson, Development Director, HealthWatch to the meeting
to provide an update on HealthWatch, Wakefield, the new independent consumer
champion for the people of the District on health and social care issues.
Ms Bateson informed the Board that HealthWatch were currently working hard to put
structures in place and was pleased to report that Mr Peter Loosemore had recently
been appointed Chair of the Board. Board Members were to be recruited and
collectively they would strategically take forward this exciting new opportunity to support
individuals through advice, information and signposting to enable them to make more
informed choices. Recruitment was also taking place to appoint Healthwatch helpers
and Ms Bateson gave details of initiatives and activity that was taking place within the
District.
Resolved – That the update on HealthWatch, Wakefield be noted.

23.

USE OF RECURRENT REABLEMENT FUNDING
Consideration was given to a detailed report of the Interim Service Director, Health
Commissioning, Adults, Health and Communities which informed the Health and
Wellbeing Board of the use of recurrent reablement monies for 2013/14 and 2014/15
allocated to the Wakefield CCG by the Department of Health and agreed by the Joint
Strategic Commissioning Board to be spent on enhanced reablement services. The
funding for 2013/14 had been confirmed by the CCG as £2.153m
The report set out the Council’s reablement proposals for the use of this funding over an
initial two year period 2013/14 and 2014/15 and within the context of the Council's
overarching strategy for the future direction of Adult Social Care. The reablement
proposals would be fully evaluated to assess impact on health and social care
outcomes.
Resolved - That the use of recurrent reablement monies to spend on enhanced
reablement services as detailed in the report be noted.

24.

LONGER LIVES - PREMATURE DEATHS IN WAKEFIELD
The Director of Public Health updated the Board on ‘Longer Lives’, a Public Health
England initiative to make health inequalities data more accessible to the public and
non-health professionals. At present, the resource looked specifically at causes of
premature death, but that scope could be widened in the future. The data provided
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premature mortality statistics for persons under the age of 75 on causes of death which
included cancer, heart disease/stroke, lung disease and liver disease.
Resolved – That the information contained in the report be noted.
25.

SAFEGUARDING CHILDREN PLAN
Consideration was given to the final 2013/14 Business Plan of the Wakefield and District
Safeguarding Children Board. The Safeguarding Children Board provided strong and
effective leadership in order to co-ordinate and ensure the effectiveness of the work
done by agencies for the purpose of safeguarding and promoting the welfare of children
and young people. The aim of the Board was to ensure that children and young people
in the Wakefield District were adequately safeguarded at all stages of their journey
through universal, targeted and specialist services.
The strategic priorities of the Board were changing culture and influencing the
workforce; improve partnership working; prevention and early help and governance and
accountability. The priorities reflected a number of drivers including the Peer Review
and Inspections that were held in 2012 as well as Working Together 2013.
Resolved – That the content of the Plan be noted.

26.

DATE AND TIME OF NEXT MEETING
Resolved – (1) That the next meeting of the Health and Wellbeing Board be held at
2.00 pm on Thursday 12 September 2013 in the Old Restaurant, Town Hall, Wakefield.
(2) That the future meeting dates to the end of the Municipal Year are set out below be
noted:Thursday 14 November 2013
Thursday 16 January 2014
Thursday 13 March 2014
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Committee Room A, County Hall.
Committee Room A, County Hall.
Committee Room A, County Hall.

Agenda item: 15d(i)
Joint Advisory and Review Group (JARG)
Thursday 2nd May 2013, 1 – 3pm, White Rose House, Wakefield
Minutes

Present:
David Kelly (chair) ‐ DK
Adam Sheppard ‐ AS
Rachael Kilburn ‐ RK
Jules Preston ‐ JP
Steven Hardy ‐ SH
Rachel Plachcinski ‐ RP
Martin Carter ‐ MC
Jeanette Miller ‐ JM

Chair, North Kirklees Clinical Commissioning Group
Vice Chair, Wakefield Clinical Commissioning Group
Governing Body Member, North Kirklees Clinical Commissioning Group
Chair, Mid Yorkshire Hospitals NHS Trust
Lay Member (PPI), Wakefield Clinical Commissioning Group
Chair, Patient and Public Advisory Group
Head of Communications and Engagement
Engagement Lead

Jo Richardson (minutes)
Apologies:

Rhod Mitchell (Governing Body Member, Wakefield CCG)

Introductions
No objections to DK as chair.
Terms of reference
The Joint Advisory and Review Group (JARG) will meet biweekly as there is only four weeks left of
the consultation. Members will be able to report back to their respective organisations and board –
saving the time of full board meetings.
The final decision will be made at a joint board meeting in public on 29th July 2013. There will be a
deliberative event held before this to facilitate strong debate before individual boards meet in
private. This will involve key decision makers and stakeholders to demonstrate that everyone has
had the opportunity to feed in. Members of the group raised concerns about the timeline and
making sure the dates fit with existing commitments.
Action – MC to review post‐consultation timeline with CCGs and Mid Yorkshire Hospitals Trust
(MYHT) to ensure that dates are suitable and fit with clinical days.
Action – Send timeline to the group.
If the deadline of the 29th July 2013 is not met, there would be several months delay due to
parliamentary recess. There has been a commitment made to David Florry to meet the deadline.
Post meeting note: The deadline has now changed to Thursday 25th July 2013.

The criteria for judging the consultation are:




Clinically sound and appropriate
Financially sustainable
Acceptable to the population

The group felt that their focus is whether the consultation is acceptable to the population. This is
difficult to quantify. JM explained that as consultation is not research, there is no agreed number for
what is an acceptable response. The Consultation Institute, who are independently reviewing the
consultation process, are concerned with making sure people have had the opportunity to respond
and that all responses are treated fairly.
The group discussed the need to have independent review of any key clinical issues arising from
public comments. Suggestions included NCAT, the Royal Colleges, and charities. This needs to be
built into the timeline and fed back to the public where appropriate.
Action – Criteria for review to be included in the terms of reference.
Third analysis report from the Campaign Company
JM talked through the key highlights of the report.
Qualitative data is analysed cumulatively, while quantitative data is analysed for each period and at
the end. Online responses were from a younger demographic and generally more negative, which is
why they are analysed separately. The group felt it would be useful to see postal and online
responses combined in future reports.
Actions





Review media numbers, analyse proactive coverage separately so the results aren’t
skewed as too positive/neutral.
Display graphs with feedback in future reports.
Have a total column of online and postal in future reports.
Q2 can’t say ‘disagree with all’ in the report as that is not what the question asks. The
respondent might only disagree with some aspects.

The final report will be available in draft mid June.
Next steps
The next steps over the final few weeks are a telephone survey, focus groups on key areas and
engagement with patients on wards. There will also be the closing meetings which will be similar in
format to Dewsbury Area Committee, presenting what we have heard so far followed by Q&As.
In terms of staff engagement, DK commented that something could be done with North Kirklees
staff at Practice Protected Time on 21st May 2013. Mid Yorkshire staff engagement is being covered
by Proportion, linked in with the Communications and Engagement team. There was an overall
feeling that more staff engagement could be done.

Action – MC to follow up with Ruth Unwin the idea of having open meetings on all three hospital
sites for all staff, not just Mid Yorkshire.
We are halfway through the Overview and Scrutiny evidence sessions. OSC are the most influential
stakeholder as they are able to refer the consultation to the Secretary of State. These evidence
gathering sessions will be what they base their decisions on. Supplementary information will be sent
post‐meeting where requested.
Next meeting
Thursday 16thMay 2013 at 10:15am for an hour and a half at Pinderfields.
Post meeting note: The next meeting will be on Thursday 16th May 2013, 10:30pm in the
Boardroom at Trust HQ, Pinderfields.
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Jules Preston ‐ JP
Steven Hardy ‐ SH
Rachel Plachcinski ‐ RP
Martin Carter ‐ MC
Jeanette Miller ‐ JM
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Introductions
David Kelly welcomed members of the group to the meeting and introductions took place around
the table.
Minutes of the last meeting
MC advised the group of the new date for the deliberative event. This was now to be held on the 2nd
July 2013.
The original joint board scheduled for 29th July 2013 had been changed to 25th July2013 potentially
at Ossett Town Hall. Officers were looking into the possibility of holding a joint CCG meeting
Action ‐ JP to check timing of Mid Yorkshire NHS Trust (MYHT) Board meeting on 25th July 2013.
Action – JM to send all invitations to key stakeholder chairs/exec for the deliberative event.
Action – MC to seek clinical opinion on the Save Dewsbury Hospital email content from National
Clinical Advisory Team (NCAT)/relevant voluntary organisation.
Action‐ MC to include in ToR that CCGs should ensure they have appropriate information on all
three aspects of decision‐making ie, finance, clinical quality and engagement feedback.
Action – Minutes to go to CCG Boards.
Review of Terms of Reference
The group discussed the terms of reference.

The group decided that the ‘public acceptability’ section in the terms of reference should be
amended. Action MC
DK discussed the possibility of developing a report that shows financial and clinical proposals.
MC agreed to ask for an external advisor for advice.
Analysis Report Review
JM stated that just under 2,000 responses had been received and advised that there were no great
changes in the Highlight Report 5 to the previous one which were:
•

Relatively low level of confidence that proposals will achieve our aims (31%) – mainly due to
perceived travel and transport difficulties

•

Access to care – particularly children’s services

•

Wanting services to remain local (particularly Dewsbury area)

•

Dissatisfaction with appointments systems

•

Concerns mainly coming from North Kirklees area

JM also highlighted gaps in feedback eg from pregnant women or women aged under 45 and the
actions to remedy this such as maternity discussion groups.
DK asked about the Royal Mail coverage and asked if a report was available to identify percentage of
cover and identify gaps.
Action‐ JM to ask if above report existed and share findings.
DK suggested that in the final report we highlight everywhere else that the summary document had
been circulated.
Action – JM to ensure details of spread of information are included in final report.
Verbal update of the Joint Overview & Scrutiny Committee (OSC)
MC advised that 9 out of the 10 OSC meetings had now taken place. He advised the group that they
had been challenging and that the process had been helped by the use of an independent
consultation expert during the communication and engagement session. He also explained the next
step of the process for decision making.
DK gave feedback on the Mosque Radio session that he had undertaken.
Any other business
Members of the group were reminded that they had requested the criteria that options had been
appraised against in June 2012. This was circulated.
Action ‐ Members to decide if it was relevant to the JARG Terms of Reference.

It was noted that the Clinical Symposium proposed to take place in July had been postponed until
September because of the deliberative event in July.
Next meeting
Wednesday 19th June 2013 at Lupset Surgery, Horbury Road 6pm – 7.30pm
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Introductions
Minutes and matters arising
The minutes of the previous meeting were agreed as accurate.
JM advised that all deliberative event invitations have now been sent out.
MC advised that the Save Dewsbury Hospital email and our response were sent to National Clinical
Advisory Team (NCAT0, along with the responses from Mike Wood and the Royal College Nursing
(RCN).
SH raised the issue of looking at finance as one of the decision‐making criteria. It was agreed that it
is not within JARG’s remit to have a detailed discussion but an overview is needed, especially in light
of the change in proposed additional beds at Pinderfields and as Mike Wood raised finance as an
issue in his response. MC advised that a meeting was taking place that evening.
Action – MC to ask Caroline Griffiths for information for JARG to consider.
Action – MC to invite Andrew Pepper / Bob Chadwick to next JARG meeting.
DK asked about ongoing support from the Trust Development Authority. JP advised that support for
this year is secured.
The previous JARG minutes went to the Wakefield CCG board in the private session. AS advised that
the board decided they would be received in the public session in future. The North Kirklees CCG
Governing Body is likely to make the same decision at their next meeting.

Action – MC to ensure minutes are on the agenda for North Kirklees CCG governing body (private
session).
JM presented the group with the Royal Mail delivery schedule breakdown. The advice from The
Consultation Institute is that we have exceeded requirements in terms of number and reach of
summary document distribution. JM ensured the group that the final consultation report contains
details about all the additional distribution of consultation information.
The group discussed including the criteria for options appraisal from the 2012 stakeholder event in
the ToR. AS said he understood these were for looking at the different options. Should the group be
concerned with the single option issue? MC advised that consulting on a single option can be
problematic but is by no means illegal. Assurance has been given from both the SCAP/gateway
review and The Consultation Institute. The issue was raised proactively by The Consultation Institute
representative at the Overview and Scrutiny Committee. MC advised that the focus for JARG
members should be on advising their boards around public acceptability, key themes and the
outcome of the consultation. The group agreed in light of this the criteria should not be included in
the ToR.
Consideration of the draft final analysis report on consultation output produced by the Campaign
Company
JM advised that the draft report that the group provided to the group contains the final analysis –
but the format can still changed. The group were provided with a presentation of the findings and
JM talked them through it. This presentation will likely form the basis for the presentation to the
private and public boards and the deliberative event.
The group discussed how public opinion should be weighted. The advice from the Consultation
Institute is that it is not about numbers, also should not assume that people have not responded
because they are content or indifferent. This is especially true for North Kirklees where people have
not responded out of protest `as they felt the decision on the clinical proposals was a fait accomplis.
This is reflected in the petition which had 30,000 signatures. MC highlighted the importance of the
phone poll as it used a stratified sample of more than 1,000 people and so is representative of the
whole population, not just people with interest.
DK suggested that clear recommendations were needed from the Travel Advisory Group. This is why
the group was reconvened and assurance has already been given to the public. At the very latest this
report is needed before the private board meetings in July.
Action – MC / JM to follow up with Sarah Moss.
The final report will be made public on June 24th 2013.
Issues referred to NCAT for advice
The group were provided with the response from NCAT. DK commented that it will be reassuring for
the boards.

SH commented that the issues around care closer to home raised by Mike Wood still feel unsure. DK
and AS assured the group that work is being done and an outline business case has been produced.
This is now being developed into a full business case.
Action – MC to ask Helen Childs to share OBC.
Action – MC to check with Jo Webster about sending NCAT response to Mike Wood.
Draft programme for deliberative event
JM shared the draft programme for the deliberative event on July 2nd 2013. The Campaign Company
will present the findings, followed by discussion and development of recommendations. The report
will be available on July 8th2013. This is a stakeholder event by invitation only and not a public
event. Expenses will be paid to members of the public who attend.
Action – JM to circulate the invite list.
Next meeting
The next meeting will be on July 11th2013, 12.30 – 2pm in the Stewart Room at Broad Lea House.
.
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Introductions
Minutes and matters arising
The minutes of the previous meeting were agreed as accurate.
a. Information from MYHT regarding bed numbers
MC provided information from Caroline Griffiths at Mid Yorkshire Hospitals Trust (MYHT)
which used drive time analysis to model bed capacity. Beds have been released through care
closer to home and admission avoidance. They feel this is robust but will keep running
through the implementation phase if the proposals go ahead. This issue was raised by
National Clinical Advisory Team (NCAT) in their response to the letter from Mike Wood MP.
SH asked what the current expected extra capacity is.
DK said there will now be a loss of 171 beds rather than 200 as there has been changes to
bed occupancy levels.
BC explained that those extra beds would be 11 at Dewsbury and 18 at Pinderfields. The
additional build at Pinderfields will now be 70 beds. The extra flow at Dewsbury will be
picked up by ambulatory care.

DK commented that the CCG governing bodies need to have assurance that the evidence is
there for this model and the assumptions made in care closer to home.
b. JARG minutes to the private session of North Kirklees CCG board
MC will provide the minutes for the meeting next week.
c. Travel Advisory Group
MC explained that the majority of the group’s recommendations are cost neutral. They have
recommended investment into the shuttle bus – to increase running time – and to collect
quotes to make it both DDA compliant and family friendly.
SH explained that all costs for the shuttle are currently covered by Wakefield CCG. Going
forward, it might be that the funding is split proportionately between the two CCGs. He also
raised the issue of parking charges and the plans of Wakefield Council to set up a resident
parking scheme on the streets surrounding Pinderfields.
BC explained that the car parking at Pinderfields is being extended for staff, as 500 are
currently parking off site. There is sufficient space for patients.
DK commented that there may actually be less flow of patients under the new proposals, so
there may be less of a need for the shuttle bus not more. We need to understand the net
flow of traffic.
MC and JM both raised that travel in general and comments about the shuttle bus have
been a major issue raised in the pre‐consultation, the consultation itself and at the
deliberative event.
RK suggested that there was more of a need for local bus services to be more accessible
between the hospitals. DK suggested a conversation with Metro.
DK asked why we have a staff bus and a patient bus. It would be a sensible idea to combine
the two. Feedback from the group suggested that there may be resistance to this, and it
might not be possible due to insurance reasons.
Action – BC to look into this issue further.
MC asked the group to think about their recommendation. Overall, the JARG supports the
proposals put forward by the Travel Advisory group, along with suggestions that:
 Further conversations are had with Metro around the provision of services.
 Combining the staff and patient shuttle buses is re‐examined.
d. Outline Business Care for Care Closer to Home
The group had received the above via email for information. JP commented that it was a
critical piece of work that he felt had been done well.

e. NCAT response to Mike Wood MP
The NCAT response made up part of the final consultation report so did not need to be sent
to Mike Wood directly as it is already in the public domain.
Discussion on the current financial position – AP, BC, SB
DK explained that the group felt they needed to understand the current position of the finances in
order to inform their recommendations to the governing bodies.
BC presented the current Mid Yorkshire finances. These have changed substantially since the Outline
Business Case as the 12/13 financial year has now been included in the model. The trust is in a much
better position.
AP presented the financial model for the Care Closer to Home Outline Business Case. This work was
supported by PWC. The Care Closer to Home model is affordable for both CCGs.
DK and SB mentioned that more work was being done on the North Kirklees finances, as they were
felt to be inaccurate.
Consideration of the Campaign Company final report on a stakeholder deliberative event held on
the 2 July 2013
MC asked the group if they were happy to endorse the report, and if people who attended felt it was
a fair reflection of the day.
RK commented that the concerns in the report around Care Closer to Home reflect the feeling of the
governing body. She felt an idea of who attended and from which organisations would be useful.
JP felt the report was accurate.
DK felt that it had been a good event.
Issues referred to NCAT for advice
a. Ambulance emergency transfers between Dewsbury District and Pinderfields hospitals
The Joint Overview and Scrutiny Committee (OSC) had asked bed to bed information. A table
was produced by Andy Simpson from the Yorkshire Ambulance Service. 34 minutes is the
worst case scenario. This does not include call time.
This was referred to NCAT who responded saying the emergency transfer time was
acceptable as long as patients are stabilised before transfer, appropriate protocols are in
place and the right people are on the ambulance and at the hospitals.
The group felt that the boards need to be assured that the right protocols are in place, and
to be aware of YAS current performance.
DK asked when the Joint OSC would provide a response.
MC explained that a formal report will be provided by 25 July 2013.

Timeline for actions leading up to the joint CCG board meeting on 25 July 2013
The final JARG report will be circulated to all for comment. These need to be received by lunchtime
on Monday.
Action – MC to draft.
DK commented that many areas of North Kirklees find the proposals unacceptable. This is different
to Wakefield and that needs to be highlighted. The governing bodies need to be aware of this.
SH felt that the consultation had been a robust process and it was for the boards to make a value
judgement.
The group felt that it was important to communicate the positive aspects of the changes and the
changes made to proposals based on public feedback.
MC commented that there had been no real opposition to the clinical evidence. JM added that The
Consultation Institute agreed with this.
Any other business
JM raised the issue of the future of the group. It was felt that this would be the last meeting as the
group has fulfilled its remit.
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Minutes of the last meeting
Matters of accuracy:
Item 9.11: First paragraph heading should read “Calderdale Council” as the
OFSTED inspection had nothing to do with Calderdale Hospitals NHS
Foundation Trust.

4.

Apart from the above the minutes were agreed as a correct record.
Matters Arising
4.1

Terms of Reference
It was reported that further amendments had been made to the Terms of
Reference. A meeting had been held with Healthwatch and it had been
agreed that the five Healthwatch directors would become members of the
West Yorkshire Quality Surveillance Group.
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Sharon Oliver clarified her role and that of David Wilkinson who would both
be representing Health Education England at the Quality Surveillance
Group. Sharon and David are both Directors of Education and Quality for
Health Education England, Yorkshire and Humber with some shared
responsibilities and objectives around training quality, workforce
development and undergraduate medical training. David maintains his role
as Postgraduate Dean and Sharon as Director of Learning and
Development, looking after the needs of the other parts of the workforce.
Action: Ensure papers for the QSG meetings are sent to the five
Healthwatch directors. Marie Sedgwick
4.2

Guidance for reporting re: Draft NHS Trusts and NHS Foundation
Trusts Issues and Action Log
Sue Cannon introduced paper 4.2 of this meeting and explained that the
purpose of the guidance was to assist members with structuring the verbal
report to ensure consistency and ease of reporting.

4.3

Draft NHS Trust and NHS Foundation Trusts Issue and Action Log
Sue Cannon explained how the NHS Trusts and NHS Foundation Trusts
Issue and Action Log was structured to capture verbal updates and
feedback from the individual organisations. The log set out issues raised
and recommendations. The information captured would be fed back to the
Regional Quality Surveillance Group.
Action; Locala to be added to the providers listed in the action log. Marie
Sedgwick

4.4

NHS England Representatives for West Yorkshire Safeguarding
Boards
Sue Cannon informed the meeting that all Safeguarding Boards had been
notified of their NHS England member from West Yorkshire. It was reported
that Geraldine Sands had held a training session for NHS England
members in preparation for them joining the Safeguarding Boards.

4.5

Care Quality Commission NHS Provider Register against Care Quality
Commission Regulated Activity
Marie Sedgwick explained that she had received a copy of the Care Quality
Commission NHS Provider Register from Rod Hamilton which outlines the
regulated activity the Commission was doing per provider.
Action: Locala to be added to the register. Marie Sedgwick
A discussion was held about the NHS Blood and Transplant Service, in
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particular there was a question about its quality surveillance arrangements
and if it was an NHS Trust or Special Health Authority.
Action: Seek clarity regarding the position of the NHS Blood and
Transplant Service and its quality assurance arrangements. Marie
Sedgwick
4.6

Cancer Peer Review
Gillian Laurence reported that the National Cancer Peer Review
Programme commenced in 2008 and was an integral part of the Cancer
Reform Strategy (2007). The aim of the programme was to support quality
assurance of cancer services, enabling quality improvements. The
programme was an annual self assessment process supported by targeted
visits. The three stages of the review were self assessment; internal
validation and external verification process. The paper for agenda item 4.6
set out a summary of the reviews received by NHS England to May 13 and
the themes that emerged.
Penny Woodhead asked for confirmation that it is in the context of the Peer
Review at the current time and also asked if there was a schedule of Peer
Review visits.
Cathy Edwards explained that the Peer Review programme was an annual
programme which relates to topics initiated by national and regional teams
formerly known as the National Cancer Action Team. Commissioners can
contribute to the programme; for example, put forward specific themes on
an individual basis or for a number of providers. It is understood a
programme review used to include a combination of internal self
assessment, external validation and a visit.
Andy Buck noted that previously this process would have been coordinated by the Cancer Networks. The Quality Surveillance Group needs
to be assured that alerts will be received about serious incidents arising
from Cancer Peer Reviews.
Action: Alerts received regarding serious incidents arising from Cancer
Peer Reviews to be reported at Quality Surveillance Group. Marie
Sedgwick
Action: Responsibilities for commissioning arrangements in relation to
Cancer Peer Reviews to be included in ongoing joint work with the North
Yorkshire and Humber and South Yorkshire and Bassetlaw Area Teams
on 22 July 2013 and the 10 Clinical Commissioning Groups on the 10
September 2013. Andy Buck

5.

Quality Surveillance Action Log
Sue Cannon reported that actions arising from the March 2013 and May 2013
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Quality Surveillance Groups had now been completed.
6.

Information Exchange
Andy Buck suggested that the group undertake a general information exchange
starting with the regulators.
6.1

Monitor
Ed Bradshaw reported that Monitor has a new risk assurance framework
which will assess financial and governance risks. Consultation is complete
and the framework will be rolled out to providers in Quarter 3. Ed will report
back to the group in September 2103.

6.2

NHS Trust Development Authority
Nothing to report

6.3

Care Quality Commission
No representatives were present at the meeting.

6.4

Health Education England
Sharon Oliver reported that there is a cross regulator patient complaints
group which meets nationally. It is a Department of Health priority to
improve complaints management generally and discussion is ongoing
whether that be for example by e learning or specific training for complaints
handlers.

6.5

NHS England
6.5.1 Andy Buck informed the group that;
The Department of Health will publish ‘The NHS belongs to the
people – a call to action’ on 11 July 2103 inviting everyone to
participate in a dialogue about strategic challenges facing the NHS
and how stakeholders might rise to these challenges. Also the
recently published outcomes information regarding surgical
performance has attracted interesting debate.
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant
choice/Pages/consultant-data.aspx
There are significant internal issues regarding the handling of
complaints and NHS England are working hard on this to resolve.
6.5.2 Specialist Commissioning
Cathy Edwards reported that all trusts are currently completing a self
assessment against the new national service specification and there
is an intention to aim to include this in the contracts and implement
in 2013.
A stock take is being completed on the level of compliance which is
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anticipated to reveal gaps. Once there is a picture locally, regionally
and nation any gaps will be identified and the feasibility of potential
solutions assessed.
Ed Bradshaw asked if there was a risk that trusts could over assess
themselves.
Cathy acknowledged that there may be some variation and the self
assessments will come through to the commissioners first, who
should aim to ensure that the assessments present a fair picture.
The reporting process will run via UNIFY, providing a systematic
way of dealing with any potential variation.
6.6

Healthwatch
Andrew Jones informed the group that Healthwatch had been setting up
and establishing the organisation, recruiting a new Chair, introducing new
systems, building networks, joining groups, obtaining the right points of
contact and providing an independent Advocacy Complaints Service.
Primary care issues in Bradford are being reported into Healthwatch.
Rory Deighton agreed that this was a similar picture in Kirklees.
Action: NHS England to update Healthwatch on the complaints process
and current position. Sue Cannon

7.

Quality Reports
7.1

North Region Quality Report – May 2013
Nicola Troup informed the group that due to the tight timescale involved in
the publication of the Quality Report and the Quality Surveillance meeting
she would be presenting a verbal update to the group. A verbal report
followed and is summarised in Appendix 1.
Andy Buck asked about Central Alert System (CAS) reporting if there was
a problem i.e.: is it that the alerts are not being dealt with or that the
agencies are not communicating that they have been dealt with. Sue
Cannon responded by saying that Clinical Commissioning Groups are
monitoring CAS alerts.
Andy Buck highlighted the
C Difficile and Meticillin Resistant
Staphococcous Aureus (MRSA) position. Clinical Commissioning Group
members said that that action plans were in place and monitored. Gaynor
Burns reported that the NHS Trust Development Authority would be visiting
trusts who are above their Health Care Acquired Infection (HCAI) objective
trajectory and offered a discussion with any of the Clinical Commissioning
Groups following the meeting.
Page 6 of 12

Action: NHS England review Year to Date performance against the C
Difficile and MRSA objectives. Marie Sedgwick
Action: Members to contact Gaynor Burns if any further information is
required relating to trusts who are above trajectory for HCAI. Heads of
Quality, Clinical Commissioning Groups.
7.2

Health Evaluation Data Tool (HED)
A presentation on the HED Tool by Nicola Troup and Dr Alistair Walder had
been arranged immediately preceding the Quality Surveillance Group
meeting. The tool was being developed by the University of Birmingham.
Nicola had received training on the tool and further training would be rolled
out to enable interactive exchange at local and regional meetings. The tool
will be used to provide high level overviews but also be able to drill down to
specific levels as required. There are over 150 indicators and some
indicators such as Summary Hospital-level Mortality Indicators (SHMI) are
already being extracted from the HED tool. The tool will continue to be
developed over the next few weeks and include information at individual
patient level.
There will also be Primary Care Information Tool
Commissioning Groups will be able to access both tools.

and

Clinical

A Quality Workshop had been organised by NHS England North Region
and attended by two representatives from NHS England West Yorkshire.
7.3

Serious Incidents West Yorkshire – 1 April - 30 June 2013
The report regarding a summary of serious incidents was presented and
Sue Cannon provided an overview of the role of NHS England in the
reporting of serious incidents.
Deborah Turner asked if NHS England would be doing something more
locally regarding serious incident reporting policy and guidelines. Sue
Cannon responded to say that the national framework was published in
March 2013 and should be applied locally. There was work in progress
regarding NHS England directly commissioned services and incident
reporting. When the final version is published a workshop will be set up to
initiate further work with commissioners (CCG and NHS England) Health
Education England and providers to ensure that learning is being
disseminated and embedded with staff and into patient care delivery across
West Yorkshire.
Action; Initiate work to plan improvement with NHS England, CCGs and
Education England regarding learning arising from serious incidents. Sue
Cannon, Marie Sedgwick
Deborah Turner asked why serious incidents relating to safeguarding were
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not included and Sue Cannon explained that this paper was prepared for
the NHS England and agreed that safeguarding incidents to be included in
future reports
Action: Include analysis on safeguarding serious incidents in future
reports. Marie Sedgwick
8.

Provider Reviews
8.1

Primary Care
Gillian Laurence informed the group that the area team are awaiting a
national practice rating system which will rate practices into one of four
categories:
 high achieving,
 just achieving,
 approaching review
 under review
The area team will engage with Clinical Commissioning Groups regarding
how to take this forward.
Information about Regional pilot work and a 2020 vision for general
practice is also due out soon. Representatives from the area team have
had input into the Primary Care Dashboard
Andy Buck noted the challenge of developing a quality surveillance system
for 1500 primary care providers in West Yorkshire. Nicola Troup said that
the Primary Care Health Evaluation Tool will provide intelligence and the
tool will be accessible to Clinical Commissioning Groups.
Michelle Turner asked if there is a reliance on a quality framework and then
assessment of the individual practitioner. Sue cannon explained that there
is a separate process to manage individual primary care practitioner
performance but with smaller possibly single handed providers there would
be a need to determine at what point the quality concerns were provider or
practitioner based and how NHS England and the Clinical Commissioning
Groups work together on this.

Action; Proposals regarding quality surveillance for primary care to be
considered and reported back to the group. Sue Cannon, Dr. Damian Riley
8.2

Draft NHS Trusts & NHS Foundation Trusts Issues and Action Log
Feedback by provider is recorded in the NHS Trusts & NHS Foundation
Trusts Issues and Action Log for July 2013 accompanying these minutes.
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8.3

Independent hospitals and others
Jo Pollard said that the Care Quality Commission has visited a number of
care homes in Wakefield and a number of actions have been identified and
are being followed up by the Clinical Commissioning Group and with the
Local Authority.
Cathy Edwards commented that there were no specific issues with Cygnet
but she would welcome a further discussion with Michelle Turner.
Action: Cathy Edwards and Michelle Turner to discuss quality issues
re.Cygnet Healthcare.

9.

Special Items
9.1

Provider Cost Improvement Programmes Report
A Cost Improvement Programme Report previously seen by the CCG’s
was presented for information.

9.2

Thematic Review: Mental Health Services
9.2.1 South West Yorkshire Foundation NHS Trust
Calderdale Clinical Commissioning Group and Greater Huddersfield
Clinical Commissioning Group; Penny Woodhead. North Kirklees
Clinical Commissioning Group; Deborah Turner. Wakefield Clinical
Commissioning Group; Jo Pollard
There is a quarterly Partnership Management Board, monthly
Partnership Steering Board and a Clinical Quality Board. The Quality
Board has been strengthened with clinical and executive team
representation. Work is ongoing on the mental health data set. The
trust also provides community services for Barnsley.
Performed well against their CQUINs.
Issues remain regarding serious incidents and suicides and internal
audit is ongoing. The CCG’s have reviewed this with the trust and
work has been commissioned to review the impact of suicide on
carers with Huddersfield University.
Some suicides have occurred where people are not in receipt of
mental health services. Other issues concern patients presenting in
crisis or on the cusp of their first contact with the service.
Following Winterbourne View the Care Quality Commission has
inspected a number of facilities and all have been deemed
compliant. It is believed that the Care Quality Commission is
planning a visit to every site by Autumn 2013.
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The trust is engaged in the Mid Yorkshire and the Calderdale and
Huddersfield service reviews and the Health and Social Care
Programme.
9.2.2 Leeds and York Partnership NHS Foundation Trust
Leeds North Clinical Commissioning Group; Martin Wright. Leeds
West Clinical Commissioning Group; Phil Corrigan
The Leeds Clinical Commissioning Groups have a good relationship
with Leeds and York Partnership NHS Trust and regular dialogue
with the Director of Nursing and contracting colleagues. The trust
has quality groups in place and the Quality and Performance group
feed into the contract management board. There are no particular
concerns regarding the Leeds patients. The staff survey for the trust
highlights issues for staff working in York
9.2.3 Bradford District Care NHS Trust
Airedale, Craven and Wharfedale Clinical Commissioning Group;
Steph Lawrence. Bradford City Clinical Commissioning Group and
Bradford Districts Clinical Commissioning Group; Michelle Turner
There has been a review of central management arrangements
which have ensured executive board level and clinical involvement
from CCG’s.
There is an issue regarding the Lead Commissioner input. Cathy
Edwards and Michelle Turner to discuss.
There are issues regarding CQUIN achievement, physical restraint,
the named patient agreement and psychological therapies
performance managed by the CCG
A broader issue regarding clarify about the interface with specialist
commissioners regarding out of area placements and assurance of
quality on a geographical or lead commissioner basis
Action; Commissioning interface issues between CCG and NHS
England and lead/geographical responsibility to be discussed.
Cathy Edwards, Michelle Turner and CCG Quality Leads.
Action; Cathy Edwards to circulate the lead commissioner
arrangement guidelines
9.2.4 Discussion
Deborah Turner informed the group that the South West Yorkshire
Partnership Foundation NHS Trust Medical Director attends the
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North Kirklees quality committee. Suicides are monitored with action
plans as part of thematic reviews. Deborah explained that analysis
that had been undertaken. Significant work has been completed
including detailed audit of clinical records. The CCG is continuing to
work with Public Health, the trust and neighbouring CCG’s to
improve earlier intervention.
Nicola Troup said that the regional mental health data was not up to
date. More up to date data should be available from August 2013.
Gillian Laurence asked for clarification on where the mental health
data was sourced from. Nicola Troup said that some of the data was
from the Quality and Outcomes Framework (QOF) measures.
Rory Deighton said the thematic review has been interesting. He
added that there are issues relating to welfare reform and impact
and asked if the review information could be shared.
Action: Rory Deighton to discuss information sharing with Sue
Cannon.
Andy Buck summarised the following:
The number of suicides and severe harm serious incidents remain a
concern. Public Health, commissioners and providers need to
prevent people with mental health illness from dying prematurely.
It would be helpful to get alignment between specialised
commissioning, the Clinical Commissioning Groups and the three
major providers and other providers.
Data collection, access, monitoring and analysis together with local
intelligence are key to improving mental health service provision.
Andy Buck raised a number of questions:




Are we managing to get a real focus in General Practice
regarding people with mental health needs?
There is awareness that patients diagnosed with Dementia can
receive specialist treatment and care but what about when they
are patients on general wards?
Is the provision of mental health services in prison delivered to
a satisfactory and safe standard?

Andy Buck suggested that these issues are included in the ‘Call for
Action’ debates over the summer invited members to give feedback
on the thematic review.
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Action; Include strategic questions regarding dementia, mental
health provision in prison settings and general practice in the ‘Call to
Action’ engagement events. CCG accountable officers and Andy
Buck
Members of the Quality Surveillance Group were invited by Andy
Buck to provide feedback on the thematic review.
Action; Members of the Quality Surveillance Group to provide
feedback on the thematic review. All QSG Members
9.3

Winterbourne View Programme: Progress Report
The Winterbourne View progress report was received.

10.

Work Programme
Work programme was received

11.

Summary and agreed actions
Action : Andy Buck to follow up attendance with Care Quality Commission
colleagues

12.

Any other business
None

13.

Meeting Dates 2013/14
Contained in a separate paper accompanying the minutes.
Next Meeting:
Tuesday 3 September 2013, 2-4pm at Broad Lea House, Bradley, Huddersfield
Appendix 1
Quality Report – notes from verbal summary - Nicola Troup
Appendix 2
Mental Health Thematic Review – Analysis – Nicola Troup
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