BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 11 JUNE 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 – Mr Hany Lotfallah, Dr David Brown

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 16 April 2013
b Action sheet from the meeting held on 16 April 2013

6.

Matters arising/Receipt of Petition

7.

Chief Officer Briefing

8.

Amendments to the Constitution and advice from NHS England on the
process for approval of severance payments

Andrew Pepper

9.

Finance Report Month 1

Andrew Pepper

10.

Quality and Performance Summary Report

11.

Care Closer to Home – Presentation

All present

Jo Webster

Andrew Pepper / Jo
Pollard
Helen Childs/
Anna Middlemiss

OPERATIONAL BUSINESS
12.

Meeting the Challenge Update

Martin Carter

13.

Register of Interests

14.

Developing our Membership

Liz Blythe

15.

Response to the Francis Report – Putting Patients First

Jo Pollard

Andrew Pepper
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16.

2013/14 Quality Premium

Jo Pollard

17.

Dementia Friendly Communities ‐ Presentation

Jo Pollard

FOR DISCUSSION
18.

Receipt of minutes and items for approval
a Audit Committee – minutes of meetings held on 23 April, 9 May and
23 May 2013
b Integrated Governance Committee – minutes of meetings held on
23 April and 16 May 2013
c Clinical Cabinet – minutes of meeting held on 25 April 2013

19.

Any other business

20.

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)”.

21.

Date and time of next Public meeting:
Tuesday, 9 July 2013, 1.00 pm, Boardroom, White Rose House
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PART 2
(to be held in private)
No.

Agenda Item

Lead officer

22

Apologies for Absence

23

a Minutes of the meeting held on 16 April 2013
b Action sheet from the meeting held on 16 April 2013

24

Chief Officer Verbal Update

Jo Webster

25

Interim Safeguarding Adults Report

Jo Pollard

26

Care Quality Commission Verbal Update

Jo Pollard

27

Joint Advisory and Review Group (JARG) – Terms of Reference and minutes of Martin Carter
meeting held on 2 May 2013
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Agenda2item: 5a

NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 16 April 2013
Boardroom, White Rose House
Present

Dr Phil Earnshaw
Dr Ann Carroll
Dr Ivan Hanney
Dr Avijit Biswas
Dr Clive Harries
Dr David Brown
Stephen Bryan
Dr Andrew Furber
Sharon Fox
Jo Webster
Andrew Pepper
Jo Pollard
Sandra Cheseldine
Stephen Hardy
Dr Hany Lotfallah

Chair and Clinical Leader
GP, Outwood Park Medical Centre
GP, College Lane Surgery
GP, Pinfold Surgery
GP, Chapelthorpe Surgery
GP, Kings Medical Centre
Practice Manager, Stuart Road Surgery
Director of Public Health
Independent Nurse Member
Chief Officer
Chief Financial Officer
Director of Commissioning and Quality
Lay Member
Lay Member, Public and Patient Involvement
Independent Consultant Member, Rotherham
NHS Foundation Trust
Local Authority Representative Wakefield
Council
Senior Associate Governance and Risk
West and South Yorkshire and Bassetlaw
Commissioning Support Unit (WSYBSCU)
Communications Associate
Associate Director of Strategy and System
Development
Head of Quality and Engagement
(Minute 13/09 and 13/10)
Senior Associate Engagement and Patient
Experience WSYBSCU
(Minute 13/10 only)
Interim Head of Governance
(Minute 13/11 only)

Jim Crook
In Attendance

Adam Bassett

Lisa Buchanan
Lee Beresford
Laura Elliott
Da’sa Farmer

Heather Wells

13/01

Apologies
Apologies were received from Dr Adam Sheppard, Dr Paul Dewhirst and Rhod Mitchell.

13/02

Public Questions and Answers
Dr Earnshaw invited those present to raise any questions they had with Board members.
A question was raised in relation to the recent media reports regarding concerns about
heart surgery at Leeds General Infirmary and whether any Wakefield patients had been
placed at any risk. In response Dr Earnshaw advised that he was not aware of any issues
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of this nature and noted how politicised this issue had become. However he highlighted
that NHS England were now leading the consultation process regarding the
reconfiguration of children’s heart surgery and that any decisions which were made
would be in the best interests of patients.
13/03

Chair’s Opening Remarks
Dr Earnshaw welcomed all present and noted that this was the first meeting of the
Governing Body of NHS Wakefield Clinical Commissioning Group (CCG) following its
formal establishment on 1 April 2013.
Dr Earnshaw highlighted that as this was the first meeting there were a number of
important items on the agenda related to the establishment of NHS Wakefield CCG.
The Board was informed that the 2013 Patient Survey had recently been published, which
demonstrated that the Mid Yorkshire Hospitals NHS Trust had performed well overall.
However there was a perception amongst patients that there was not enough nurses
staffing the wards.

13/04

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.
Sandra Cheseldine declared an interest in relation to item 13/06 relating to HealthWatch.
This was due to her involvement in the Citizen’s Advice Bureau who were now providing
part of the Wakefield HealthWatch service.

13/05

Minutes of the meeting of the NHS Wakefield Clinical Commissioning Executive
Meeting held on 7 March 2013
It was RESOLVED that
i)

The minutes of the meeting of the NHS Wakefield Clinical Commissioning
Executive Meeting held on 7 March 2013 were agreed as a correct record
with one amendment:
Jim Crook be recorded as present at the meeting.

13/06

Matters Arising from the Minutes of the Meeting of the NHS Wakefield Clinical
Commissioning Executive held on 7 March 2013
Adam Bassett updated the Board on progress of the actions discussed at the meeting on
19 February 2013.
Jo Pollard provided an update to the Governing Body in relation to the following item:
13/66

Update on HealthWatch

Governing Body members were advised that the Wakefield HealthWatch contract had
been awarded to the Wakefield Wellbeing Consortium in relation to the provision of
information, advice and signposting. Furthermore that Voiceability would be providing
the complaints advocacy service.
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The service provider for the engagement service was yet to be agreed and it was
anticipated that this would be in place by mid July.
The Governing Body was informed that it was anticipated that a launch event for
HealthWatch would be taking place on 13 May 2013.
13/07

Chief Officer Update
Jo Webster introduced this report noting the following:
a)

Authorisation

Jo Webster advised that she was pleased to report that NHS England had agreed that NHS
Wakefield Clinical Commissioning Group’s (CCG) one outstanding condition should be
removed and that accordingly NHS Wakefield CCG was now authorised in full and without
any conditions.
b)

Meeting the Challenge

The Board was informed that the consultation process had been launched on 4 March
2013 and was now fully underway. A full update on the public consultation exercise was
attached as an appendix to the report.
Governing Body members were further advised that a report would be brought to a
future meeting to finalise the consultation process.
c)

Patients First and Foremost: the Government’s Initial Response to the Francis
Report

It was reported that on 26 March 2013 the government had set out an initial response to
the Mid Staffordshire NHS Foundation Trust Public Inquiry (Francis Report). This detailed
key actions, to ensure that patients were always put first and that people were treated
with respect. This response also included a five point action plan which was outlined
within the report.
d)

NHS England

It was noted that Dame Barbara Hakin had now taken up the role of Chief Operating
Officer and Deputy Chief Executive on a temporary basis.
e)

Primary Care Transformation Scheme

It was highlighted to Governing Body members that a sub committee of the Governing
Body composed of lay members and the independent clinicians had endorsed the
proposed structure of the scheme for 2013/14.
It was reported that there was an outstanding issue in relation to the contractual form
within the new commissioning arrangements. The CCG was in dialogue with NHS England
regarding this and in the interim had proposed to them an extension to the existing
arrangements.
It was RESOLVED that
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i)
13/08

the report be noted.

Finance Report
Andrew Pepper provided a verbal update to the Board on the financial position of NHS
Wakefield Clinical Commissioning Group (CCG).
It was highlighted that NHS Wakefield CCG was on target to achieve each of its key
financial performance indicators.
The Governing Body was advised that the revenue surplus remained green mainly due to
a combination of increased investment in commissioned services netted by efficiencies
generated both in management costs and the prescribing budget. The forecast outturn
remained green.
It was noted that during February 2013 NHS Wakefield CCG had agreed with NHS England
that it would further increase its revenue surplus in order to provide an opportunity to
carry forward increased resources into future years.
Andrew Pepper drew attention to appendix 4 to the report which outlined the capital
position for NHS Wakefield CCG.
It was RESOLVED that
i)

13/09

the revenue and capital financial positions at the end of February 2013 be
noted.

Quality and Performance Report
Jo Pollard introduced a report which sought to provide assurance to NHS Wakefield
Clinical Commissioning Group (CCG) that strategic objectives were being delivered and to
direct attention to any areas of significant risk, issues, exceptions and areas for
improvement.
The report also informed Governing Body members of current performance against the
2012/13 NHS Operating Framework, NHS Outcomes Framework and key quality, safety
and experience measures.
The Governing Body gave detailed consideration to the following areas of quality and
performance:





Transient Ischaemic Attack
Cardiology
62 Day Cancer Waits
NHS Staff Survey

Governing Body members noted that the report contained a deep dive investigation into
Improving Access to Psychological Therapy services (IAPT). Dr Harries requested that
further clarification be provided on the denominators used for the IAPT performance
measures used within the report and if performance benchmarking could be undertaken
with other clinical commissioning groups regarding this service. It was further agreed
that this information would be brought to the next Board meeting of the Governing
Body.
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It was RESOLVED that

13/10

i)

the current performance against key national and local performance and
quality measures be noted;

ii)

the actions being taken to address areas of underperformance, outlined
within the report, be approved;

iii)

an update be brought to the next meeting providing further clarification on
the denominators used for the Improving Access to Psychological Therapy
service performance measures and with benchmarking comparisons with
other clinical commissioning groups.

Engaging and Involving for a Positive Patient Experience
Laura Elliott and Da’sa Farmer provided a presentation to Governing Body members on
Putting Patients First, Engagement and Patient Experience.
The presentation outlined how NHS Wakefield Clinical Commissioning Group would meet
the requirements of its Patient Experience Framework, the Communications and
Engagement Strategy and the findings of the Francis Inquiry to involve and listen to
patients when redesigning services.
Governing Body members were advised that this would be undertaken through the
following headline assurance processes.






Inform
Consult
Involve
Collaborate
Empower

The Presentation outlined how these work streams would be achieved and provided the
Governing Body with an overview of the engagement activity which been undertaken
recently.
The Governing Body thanked Laura Elliott and Da’sa Farmer for the excellent work they
had undertaken and for their presentation.
It was RESOLVED that
i)
13/11

the presentation be noted.

Establishment Pack
Andrew Pepper introduced a number of items which related to the Establishment of NHS
Wakefield Clinical Commissioning Group. To present these reports Andrew Pepper was
joined by Heather Wells.
These items were as follows:


Authorisation Letters

The Governing Body were presented with two letters as follows:
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‐
‐

Clinical Commissioning Group Authorisation – First Conditions Review Outcome (26
March 2013)
Clinical Commissioning Group Authorisation – First Decision 2012

It was RESOLVED that
i)


the most recent correspondence, which confirmed authorisation of NHS
Wakefield Clinical Commissioning Group in full, be noted;

Constitution and Associated documents

Governing Body members received a report which proposed a final version of NHS
Wakefield Clinical Commissioning Group’s (CCG) Constitution and associated appendices
and recommended these for approval.
It was noted that following advice from NHS England, NHS Wakefield CCG would be
required to seek their agreement to any changes made to the Constitution following the
authorisation process. The Board approved these documents without any amendments.
The Board noted that there would be a requirement to update member practices on the
CCG commissioning leads and that a process would need to be put into place to share the
documentation with practices. It was agreed that this would be taken to the next
quarterly practice managers meeting.
It was RESOLVED that
i)


the Constitution and associated appendices be approved.

Operational Scheme of Delegation

Heather Wells introduced a report which set out a proposed operational scheme of
delegation for NHS Wakefield Clinical Commissioning Group. This defined for key areas
how authority was delegated to individual officers and members.
It was reported that an initial draft of this document had been discussed at the Audit and
Governance Group on 18 March 2013 and the Clinical Cabinet on 28 March 2013.
Sandra Cheseldine noted that in order for this document to be successful it would need
to be embedded by staff and it was agreed that this would be included within the staff
induction process.
It was also agreed that BS (Board Secretary) be included within the glossary of terms.
It was RESOLVED that
i)


the principles of the Operational Scheme of Delegation be approved.

Policies List for Ratification by the Governing Body

Andrew Pepper introduced a report which set out the new NHS Wakefield CCG policies
which had been approved to date, those which had been recommended to the
Governing Body for approval by the Audit and Governance Group meetings in February

6

and March 2013 and NHS Wakefield District PCT policies which were recommended for
adoption by NHS Wakefield CCG.
The Governing Body was asked to ratify the list of policies and to ensure that these were
disseminated across the organisation.
Jo Webster highlighted that the Car Lease policy should be removed from the attached
list as this was no longer required.
It was RESOLVED that
i)


the list of policies be ratified and be disseminated across NHS Wakefield
Clinical Commissioning Group.

Corporate Handover Document

Governing Body members received a paper which presented the key elements of the
Corporate Handover documentation prepared by NHS Calderdale, Kirklees and NHS
Wakefield District Cluster (NHSCKW) as a sender organisation.
It was highlighted that the document demonstrated the transparent and auditable
process which had been adopted by NHSCKW to deliver the transition of the NHS.
It was acknowledged that at this stage the final version of the Transfer Schemes had not
yet been received from the Department of Health. The Governing Body was therefore
asked to receive the report and approve delegated authority to the Chief Officer and
Chair to sign off the final version of the Transfer Scheme documents.
It was RESOLVED that



i)

the report be received;

ii)

delegated authority be provided to the Chief Officer and the Chair to sign
off the final version of the Transfer Scheme documents.

Quality Handover Document

Laura Elliott introduced a report which presented the final Quality Handover document
prepared by NHS Calderdale, Kirklees and NHS Wakefield District Cluster as a sender
organisation.
It was reported that the final Quality Handover Document had been considered at the
West Yorkshire Quality Handover Assembly on 19 March 2013 with the purpose of new
commissioning organisations to formally receive the quality intelligence about their
providers and to ensure that organisational memory was captured and communicated.
The final strand of this process for Wakefield was for the documents to be formally
received by the NHS Wakefield Clinical Commissioning Group (CCG) Governing Body
Board.
Dr Earnshaw noted the Choose and Book performance in Wakefield was highlighted as a
risk and yet this was the fourth best performance in Yorkshire and the Humber. However
it was acknowledged that there were some issues concerning outpatient appointment
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availability slots and it was agreed that Laura Elliott would be asked to look at this further
to define whether it should be considered as a risk.
It was RESOLVED that
i)


the quality handover documents be formally received.

Approval of Appointments to Committees of the Governing Body

The Governing Body was advised that the NHS Wakefield Clinical Commissioning Group
Constitution required that the Governing Body was supported by the establishment of
four committees. These were Clinical Cabinet, Integrated Governance, Audit and
Remuneration.
Each committee was defined by a Terms of Reference Document which required that
appointments be approved by the Governing Body. Appendix 1 to the report provided a
summary of the appointments to each of the committees.
It was RESOLVED that
i)

13/12

The appointments to the four committees of the Governing Body be
approved.

Declaration of Interests for Governing Body Members of NHS Wakefield Clinical
Commissioning Group
Andrew Pepper introduced report which presented the formal record of declared
interests for NHS Wakefield Clinical Commissioning Group (CCG) as at 1 April 2013.
Declarations had been received from all but two Governing Body members, as noted in
the report. It was highlighted that this information would be published on the CCG
website in line with the Constitution of NHS Wakefield CCG.
Governing Body members highlighted that there should be some amendments to this
report and that some members were recorded in the wrong sections such as the
Independent Nurse Member recorded as a non‐voting member. It was further noted that
the West and South Yorkshire and Bassetlaw Commissioning Support Unit were
undertaken a refresh exercise and it was therefore agreed that an updated report
would be taken to a future Audit Committee.
It was RESOLVED that

13/13

i)

the declared interests of Governing Body members be noted as at 1 April
2013;

ii)

An updated report to be taken to a future Audit Committee.

Board Assurance Framework
Andrew Pepper introduced a report which presented the current Board Assurance
Framework (BAF) for NHS Wakefield Clinical Commissioning Group (CCG).
It was highlighted that the NHS Wakefield CCG BAF had ten entries which were outlined
in appendix 1 to the report. Four of these risks were scored as red with a score of 16 or
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above. The BAF had been structured around the 10 overarching commissioning principles
set out in NHS Wakefield CCG’s Strategic Plan.
Andrew Pepper advised Governing Body members that it was now appropriate for the
BAF to be refreshed and that a potential way to commence this process would be
through a board development session in conjunction with staff from the Commissioning
Support Unit. This was agreed by Board members with the aim of this taking place in May
or June 2013.
It was RESOLVED that
i)

it was confirmed that the 10 principles from the Strategic Plan be used to
structure the NHS Wakefield Clinical Commissioning Group Board Assurance
Framework;

ii)

a board development session be held to review the NHS Wakefield Clinical
Commissioning Group Board Assurance Framework;

iii)

the plans for further development of the Board Assurance Framework be
noted.

13/14 Financial Plan 2013/14
Andrew Pepper introduced a report which summarised the draft financial plan for
2013/14.
Appendix 1 to the report detailed the draft total Running Costs and Programme Budgets
for 2013/14 based on a financial plan submission to the West Yorkshire Area Team on 5
April 2013. Appendix 2 provided a more detailed analysis on the Running Costs budgets.
Dr Harries drew attention to the commissioning contracts listed in the report as ‘consortia’
and queried whether this related to private organisations. In response Andrew Pepper
advised that he would clarify this and respond back to Dr Harries outside of the meeting.
It was RESOLVED that
i)

the current iteration of the 2013/14 draft financial plan be noted and
approved.

13/15 Establishment of the Wakefield District Health and Wellbeing Board
Lee Beresford introduced a report which described the detail of the formal establishment
of the Wakefield District Health and Wellbeing Board (HWB) as a statutory committee of
the local authority from 1 April 2013 and its implications for NHS Wakefield CCG.
The Terms of Reference for the Health and Wellbeing Board were attached at appendix A
to the report.
The report requested that Dr Earnshaw be appointed, as the representative of NHS
Wakefield CCG, to the HWB in the role of Deputy Chair.
Governing Body members also noted that it was the role of the HWB to engage with
providers and queried how this would be undertaken with regard to GPs. Dr Earnshaw
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advised that he would raise this with the Chair of the HWB and ask that the Local Medical
Committee be invited attend when provider forums are undertaken.
It was RESOLVED that
i)

the appointment of Dr Earnshaw to the role of Deputy Chair of the Health
and Wellbeing Board be noted;

ii)

it be noted that the Health and Wellbeing Board would be undertaking the
specified, duties and roles as listed in the report.

13/16 Minutes of the Audit and Governance Group held on 21 February 2013
Sandra Cheseldine introduced these minutes and advised that the Audit and Governance
Group had recommended the following policies for approval by the Governing Body. These
were as follows:










Conflicts of Interest
Standards of Business Conduct and Receipt of Hospitality and Anti‐Bribery
Complaints
Use of Seal
Tender Procedure
Claims
Health and Safety
Security
Incident Reporting

These policies were approved by the Governing Body.
It was further noted that a paper received on Contract Transition was to be presented to the
Governing Body.
It was RESOLVED that
i)

the minutes of the Audit and Governance Group held on 21 February 2013
be noted;

ii)

the above policies be approved by the Governing Body.

13/17 Minutes of the Audit and Governance Group held on 18 March 2013
Sandra Cheseldine introduced these minutes and advised that the Audit and Governance
Group had recommended the following policies for approval by the Governing Body. These
were as follows:









Fire Policy
Reimbursement, Reward and Recognition
Procurement of Healthcare Service
Attendance Management
Capability
Dignity in the Workplace
Disciplinary
Grievance
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These policies were approved by the Governing Body.
It was further noted that the Operational Scheme of Delegation had been discussed at this
meeting where the principles of this had been recommended to the Governing Body,
following discussion by Clinical Cabinet members.
It was RESOLVED that
i)

the minutes of the Audit and Governance Group held on 18 March 2013 be
noted;

ii)

the above policies be approved by the Governing Body.

13/18 Minutes of Quality Group held on 14 March 2013
Dr Brown introduced these minutes and noted that the Quality Group had approved the
following Patient Group Directions (PGD):


Terence Higgins Trust. It was noted that the Terence Higgins Trust as a charitable /
voluntary sector organisation was unable to approve their own PGDs.

The Quality Group had also made a recommendation to the Governing Body to adopt the
following policy


The existing General Commissioning Policy and to task commissioners with the revision
of the Policy and referenced policies within the document.

These decisions were approved by the Governing Body.
It was RESOLVED that
i)

the minutes of the Quality Group held on 14 March 2013 be noted;

ii)

the General Commissioning Policy be approved;

iii)

Terence Higgins Trust Patient Group Directions be approved.

13/19 Minutes of the Integrated Governance Committee held on 18 March 2013
It was RESOLVED that
i)

the minutes of the Integrated Governance Committee held on 18 March
2013 be noted.

13/20 Any Other Business
There was no other business.
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13/21 Exclusion of Public and Press
It was RESOLVED that
i)

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)

13/22 Date and Time of Next Meeting
1.00 pm, Tuesday 11 June, Boardroom, White Rose House
Board members to be available from 12.30 pm to meet with members of the public.
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Thursday, 16 April 2013
Minute No

13/09

Topic

Quality and
Performance Report

Action required





13/1

Establishment Pack






Further clarification be provided on the
denominators used for the IAPT
performance.
Performance benchmarking to be
undertaken with other clinical
commissioning groups regarding this
service.
Update to member practices on the CCG
commissioning leads.
A process be put into place to share the
Constitution and associated
documentation with practices through
the next quarterly practice managers
meeting.
Operational Scheme of Delegation to be
included in the staff induction process

Who

Date for
completion

Progress

Laura Elliott

11 June 2013

Agenda item 10

Lee Beresford /
Practice Support Unit

11 June 2013

Completed
Completed

Andrew Pepper

Email sent to all CCG staff
alerting them to the
governing documents.
Heads of department asked
to add as an agenda item at
team meetings and invite
staff to sign a register
confirming they are aware
of the governing
documents.

Minute No

Topic

Action required




13/11 continued




Who

Update to glossary of terms
Car Lease policy to be removed from
policy schedule
Update Declarations of Interest to be
reported to Audit Committee
Examination to be undertaken of
outpatient appointment availability slots

Heather Wells
Heather Wells

Date for
completion

Completed
Policy removed from
schedule
Reported to Audit
Committee on 23 May 2013

Andrew Pepper
Laura Elliott

13/13

Board Assurance
Framework



Board Development Session to consider
the updated BAF

Andrew Pepper /CSU

11 June 2013

13/14

Draft Financial Plan



Clarification to be provided to Dr Harries
on what is meant by ‘consortia’

Andrew Pepper

11 June 2013

2

Progress

Author of quality profile for
primary care providers
commissioned by NHS
Wakefield (a document
within the overall quality
handover document) has
confirmed that the
reference to Choose and
Book performance as an
area of concern was related
to the availability and
frequency of rescheduling
of outpatient appointments
by MYHT, rather than
Choose and Book utilisation
by GP practices
Board Assurance Workshop
took place on 14 May 2013
Completed

Agenda item: 7
NHS Wakefield Clinical Commissioning Group
Board Meeting of the Governing Body
11 June 2013
Chief Officer Briefing
Investors in Excellence
Over the past year we have made significant progress in the establishment of NHS Wakefield Clinical
Commissioning Group. This has been positively recognised by NHS England and we are now fully
authorised without conditional restraint. As a new organisation we are looking for a framework that
will drive further and faster improvement activity, leverage the talents ‐ the capacity and capability
of our resources and that will help us to build upon our already established foundations the clear,
enabling and effective culture that we wish to develop.
I am now pleased to report to the Board that we have committed as an organisation to achieving the
Investors in Excellence Standard. The Standard captures the things that matter most to

organisations wanting to be better. We will utilise it as an underpinning framework to:





galvanise and focus all employees on the imperative to achieve excellence in all activities;
identify our strengths, and our areas for improvement and establish a prioritised action plan to
deliver continuous improvement in the areas that matter most to us and our stakeholders;
support the improvement activity through the development of our people recognising our
internal talents, our capacity and capability;
measure our progress and to celebrate our successes through external recognition.

To start off our process, there will be a two‐day facilitated workshop on 25 and 26 June, which will
be attended by some of the members of the CCG Board and a small team drawn from across the
organisation.
We will also be working closely with West and South Yorkshire and Bassetlaw Commissioning
Support Unit in this important initiative. Board members may wish to note that more detail of the
programme leading to the achievement of the IiE Standard can be seen at
www.investorsinexcellence.com
Wakefield District Safeguarding Adults Board (WDSAB)
Wakefield District Safeguarding Adults Board (WDSAB) appointed an independent chair, Bill Hodson
in May. Bill has substantial experience in adult social care and is currently the National Advisor on
Adult social care to the CQC. He has been a member of the national executive of ADASS and is
currently the independent chair of the Calderdale Safeguarding Adults Board.
NHS 111
NHS 111 service continues to be monitored on a daily basis as they roll‐out out‐of‐hours call
handling across Yorkshire and Humber. This has so far not inadvertently affected the NHS 111
performance as call handlers are now becoming more proficient with experience. This has been
demonstrated with improved performance of total calls answered in 60 seconds and a reduction in
average length of calls. The local Clinical Quality Review Group is now established and meeting
monthly chaired by Dr Chris Jones, 111 Clinical Governance Lead for Wakefield CCG, and the West

Yorkshire Urgent Care meeting has met and agreed TORs to facilitate 10CCG input into contract
management, led by Greater Huddersfield CCG.
NHS Graduate Management Training Scheme 2013/14
I am very pleased to inform you that we have received confirmation that we have gained a General
Management trainee for their important second placement. It was reported to us that the
Statement of Commitment that we were required to make was considered as a strong submission,
and that the assessing party – the Emerging Leaders Steering Group felt confident in matching a
trainee to our organisation. Other factors were taken into consideration include the trainees’
personal circumstances and preferences; the record of the experiences of previous trainees and the
quality of current offered hosting arrangements. The trainee is called Rebecca Gunn, and we are
expecting her to arrive at the end of the summer.
Sustainable Development Strategy for the Health and Care System 2014 ‐ 2020: Consultation
The NHS Sustainable Development Unit is running a consultation and engagement programme in
order to produce a new Sustainable Development Strategy for the Health, Public health and Social
Care System to 2020. Wakefield Health and Wellbeing Board has coordinated a local response to the
seven questions that were being asked and this is attached for your information to this report, refer
to Appendix 1. The consultation closed on 31 May 2013. The new strategy will be launched in
January 2014.
National Clinical Advisory Team (NCAT)
I am pleased to attach for the information of Board members the report of the National Clinical
Advisory Team (NCAT) who were invited in January this year to review the proposals for future
service configuration of hospital services by Mid Yorkshire Hospitals NHS Trust and its
commissioners. NCAT comments on the requirements for developing the proposed models which
have been incorporated in further planning following approval of the outline business case can be
seen in the table at section 5 of the report, refer to Appendix 2.
Delivery of A&E 4 Hour Operational Standard
Dame Barbara Hakin recently wrote to all CCG’s and area teams seeking assurance regarding
recovery and sustainability of performance in relation to the 4 hour standard in A&E. As a result
each CCG were asked by the West Yorkshire Area Team to present a recovery plan which included
reinforced arrangements for local Urgent Care Boards and how the health economy planned to
improve and sustain performance. Mid Yorkshire Hospitals Trust were the only Trust in WY who has
consistently achieved the standard in to the new financial year. Wakefield and North Kirklees CCGs
co‐produced a document outlining the management arrangements for urgent care, pressures and
challenges facing the health economy and plans to sustain current performance levels. This paper
was presented to the Area Team along with those from other health economies.
As part of the discussions it was identified that high 999 ambulance conveyance rates is a concern
across West Yorkshire and provides an opportunity for the ten CCGs to work together identifying
and implementing opportunities to reduce conveyance. As the lead CCG for West Yorkshire on the
999 contract Wakefield agreed to liaise with YAS with a view to hosting a workshop to identify
opportunities in this area.
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Primary Care Local Improvement Framework (Formally PCTS)
Further to the Chief Officer report of 16 April 2013, which described the endorsement of the
proposed scheme for 2013/14, the full cost of the scheme is estimated to be £2.75m. Following
discussions with the West Yorkshire Area Team regarding the commissioning of the scheme we have
been advised that we can proceed to commission with practices on the basis that our proposal is a
local improvement framework. Following that decision a final version of the scheme along with an
implementation pack has been sent to all practices. There are workshops taking place the week
commencing 3 June to provide support to practices in developing their implementation plan. The
timetable for assurance and sign off of the plans is mid June which then allows the scheme to
commence 1 July. We have agreed to fund practices for April to June on submission of the monthly
return as used in 2012/13.
Securing sustainable services: NHS Trust Development Authority Public Board meeting, 23 May
2013
I am pleased to report to the Board that following release of the papers for the NHS Trust
Development Authority Public Board, Mid‐Yorkshire Hospitals NHS Trust finds itself amongst the 42
organisations that are now recognised as working to determine an achievable Foundation Trust
pathway and timeline for delivering sustainability. I have written on behalf of the organisation to the
Trust Chairman indicating that we believe that this is really good news and that in our view it puts
the Trust in a strong position to move forward with increasing confidence.
NHS Wakefield CCG Prospectus
The NHS Operating Framework required all Clinical Commissioning Groups to produce an
organisational prospectus. The Clinical Cabinet has been managing the development of our
prospectus, which highlights:






Who we are
Our priorities and spending
What we have done so far
A brief description of Meeting the Challenge
How to contact us and how to get involved

The final version prospectus was published on our website by the required 31 May deadline date.
Copies are available to Board members.
Launch of Healthwatch Wakefield
On Monday 13 May 2013 Healthwatch Wakefield held its official launch and a celebration of the
good work carried out by its predecessor, Wakefield Local Involvement Network (LINk). The launch
was well attended by members of the public, partner organisations and Healthwatch staff and
members. Councillor Pat Garbutt launched the event and explained how Healthwatch Wakefield will
give the citizens of Wakefield a voice and will make a real difference to the way services are run
across the district. Cllr Garbutt also said the event was a great opportunity to highlight, share and
celebrate some of the achievements, work and successes of Wakefield LINk.
Speakers from the Mid Yorkshire Hospitals Trust, Public Health, the former NHS Wakefield District
Primary Care Trust and NHS Wakefield CCG spoke about the close and successful working
relationship they had had with the LINk, the important role they had played in the development of
the new hospitals, their valuable contribution in developing the health and wellbeing priorities, the
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development of the CCG Board prior to authorisation and the joint compact (agreement to engage)
between the CCG and LINk. All key partners spoke about building on this positive relationship and
looking forward to working with Healthwatch Wakefield.
The event concluded with speakers including Alison Haskins, Chief Executive Officer of Wakefield
District Wellbeing Consortium, talking about the work Healthwatch Wakefield will do and how they
plan to approach the delivery of it. The speakers outlined how the service will be delivered via three
main partners, Wakefield Citizens Advice Bureau, Young Lives Consortium and Health Together part
of Leeds Metropolitan University, in addition to 15 local voluntary and community organisations who
will deliver a Healthwatch Helper function providing informal information, advice and signposting
and facilitating access to existing service users and patients.
Speakers from Total Voice/Voiceability, who provide the NHS complaints advocacy element of the
service, talked about the integrated advocacy service across Wakefield district.
West Yorkshire Quality Surveillance Group
As discussed at the Board in February 2013, part of the Quality Curve advocated by the National
Quality Board is spotting the early signs of quality failure. The distinct roles and responsibilities for
quality of different parts of the new system mean that no one organisation is likely to have the full
picture on quality within a provider organisation. A recommendation in the Francis report was the
importance of sharing information and intelligence about quality and risk within provider
organisations across the system as part of a culture of open and honest co‐operation. This will be
key to spotting any quality problems at an early stage and the operation of an effective early
warning system for quality in the NHS.
A new model for proactively sharing information and intelligence on quality at local and regional
levels through a network of Quality Surveillance Groups (QSGs) has been developed (see Figure 1).
These groups bring together commissioners, regulators and other parts of the system on the
footprints of the area and regional teams to share information on quality and to raise concerns
where they arise.
The aim is for the QSG to act as a virtual team facilitated by the area team. NHS Wakefield CCG has
become a member of the West Yorkshire QSG as a local commissioner together with NHS England,
Wakefield Metropolitan District Council, NHS Trust Development Agency, Local Education & Training
Board, Wakefield HealthWatch, Public Health England, Monitor and the CQC. The group first met in
March 2013, and had a subsequent meeting in May 2013. The intention is for the group to meet on
a monthly basis initially. The terms of reference for the group are attached in Appendix 3.
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Figure 1: Quality Surveillance Groups

One critical supporting tool for QSGs is the National Quality Dashboard which has been developed
jointly between NHS England, the NHS Trust Development Agency, CQC and Monitor. This
dashboard will be available to each local QSG with data relevant to their geography. It will also be
available at regional level for regional QSGs and will help national organisations build an overall
picture on quality within provider organisations.
National Quality Dashboard
The National Quality Dashboard has been developed in response to the events at Mid Staffordshire
Foundation Trust and allows Trusts and commissioners to identify quality risks, a key element of the
Francis Report recommendations. It has been live for acute trusts since January 2013, although
CCGs have only recently been given access.
The Dashboard contains a core dataset of key quality indicators relevant to acute trusts. The
indicators allow analysis at national level down to individual trust level and are directly aligned to
the NHS Outcomes Framework. Information about organisations can be benchmarked by ‘peer
group’ allowing comparison between similar organisations (eg large acute trust, medium acute trust,
teaching acute trust etc). All data is available to all users and is refreshed on a weekly basis.
Data can be analysed to provide information at a number of different hierarchies;



Regional Hierarchy: National, SHA Cluster, Area Team, Provider Trust
CCG Hierarchy: National, CCG, Provider Trust
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Data can be presented by NHS Outcomes Framework Domains and fits easily onto one page;
Domain

Quality Indicators

1. Preventing people from dying prematurely




Amenable mortality
Ambulance: category A > 8 minutes

2. Enhancing quality of life for people with long term
conditions














Unplanned admissions for adults
Unplanned admissions for asthma,
diabetes and epilepsy in under 19s
Emergency readmission within 30 days
Emergency admission for acute
conditions that should not usually require
admission
Net promoter score
A&E > 4 hours
RTT > 18 weeks
Cancer waits > 2 weeks
Unexpected deaths
Infections
Serious incidents
Never events
Harm free care






Staff sickness
Bed occupancy
Nurse to bed ratio
Doctor to patient ratio




3. Helping people recover from episodes of ill health or
following injury

4. Ensuring that people have a positive experience of care

5. Safe environment & protecting people from avoidable harm

Organisational indicators

Information is displayed in a user friendly way using funnel charts and Toyota charts. Each indicator
has a ‘help section’ that explains the quality measure definition and what it means for each
audience. The dashboard has been demonstrated to members of the West Yorkshire Quality
Surveillance Group and MYHT Executive Quality Board and a training session for the CCG quality lead
and members of the quality team is being organised.
Building Health Partnerships Programme
Earlier this year I reported that we were successful selected as one of 12 national learning sites for
Building Health Partnerships programme is designed to enable Clinical Commissioning Groups
(CCGs) to develop innovative approaches to commissioning for improved health outcomes through
effective partnerships with the voluntary, community and social enterprise sectors. I am pleased
to report to Board members that the partnership has now developed our local joint‐objectives into
a cohesive action plan. There are three components to the plan which will be funded by the
awarded site bursary of £50k:




Commission a piece of work to demonstrate how Wakefield CCG can develop a good
commissioning framework with the local VCSE.
Research and analyse what is already being provided by the VCSE around Health and Social
Care and use this in planning/ commissioning delivery to address strategic priorities.
Assist commissioners to understand the value of ‘social return on investment’ to meet their
overall commissioning objectives.

The pilot is due to complete in March 2014.

Jo Webster
Chief Officer
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Appendix 1
WAKEFIELD HEALTH AND WELLBEING BOARD CONSULTATION RESPONSE: SUSTAINABLE
DEVELOPMENT STRATEGY FOR THE HEALTH, PUBLIC HEALTH AND SOCIAL CARE SYSTEM
http://www.sdu.nhs.uk/sustainable‐health/engagement‐resources.aspx
Question ONE:
Is a new strategy for sustainable development needed to coordinate and guide the next phase of
action to 2020?
We strongly agree that we do need a new strategy but it needs to propose something different if we
are to meet the ambitious targets and increase the pace of progress compared to that to date.
Question TWO:
Which elements of the health and care system should be included in the scope of the next
strategy?
We strongly agree that the proposed elements of the health and care system should be included in
the scope of the next strategy as this reflects the integrated nature of the health and social care
system. Commissioners were considered to be amongst the most important as they have the levers
to direct providers. Consideration should be given to local housing providers and organisations that
own the buildings within health, public health and social care (e.g. NHS Property Services). In the
development of the strategy links should also be made to other national bodies that have expertise
in actions to promote sustainability e.g. DEFRA and DfT.
Proposed elements of health and care system within the scope
 Clinical Commissioning Groups
 Commissioning Support Units
 Department of Health
 Foundation Trusts
 Guidance Bodies (e.g. National Institute for Health and Clinical Excellence, Social Care
Institute for Excellence,
 Local Government Association)
 Health & Wellbeing Boards
 Health Education England (including regional presence)
 Health Watch (including regional presence)
 Local Authorities
 NHS Commissioning Board (including regional presence)
 NHS Trust Development Authority
 Other Non Foundation NHS Trusts
 Patients, service users and the public
 Private Sector Providers
 Professional Bodies (e.g. Royal Colleges)
 Property Services Ltd.
 Public Health England (including regional presence)
 Regulatory bodies (e.g. Care Quality Commission, Monitor)
 Social Care Providers
 Third Sector/Voluntary Providers
Question THREE:
Should the health and care system set itself challenging ambitions with regard to sustainability?

We strongly agree that the strategy needs to be ambitious but achievable with clarity on the key
outcomes that can be influenced by organisations. Consideration should be given as to whether the
proposed targets / ambitions are realistic as they could be a potential barrier to an organisation’s
motivation to act on the strategy. The ambitious targets need to be supported by milestones and
benchmarking to enable organisations and local areas to track progress.
We strongly agree to the five proposed ambitions. However, ambition number 3 needs to be less
passive and more directive. We want staff and leaders to behave sustainably at work rather than
simply be empowered to do so.
Five proposed ambitions
1. The health and care system meets legally, regulatory and policy mandated milestones
2. Health and care is a leading public sector sustainable and low carbon system
3. Staff and leaders at all levels are empowered to behave sustainably at work
4. The health and care system develops the structures, leadership and delivery mechanisms to
meet sustainability objectives
5. All providers of health and care services consistently, publicly and quantifiably report
performance on sustainability to allow benchmarking
Question FOUR:
Should sustainable development be measured more broadly than through carbon reduction only?
We strongly agree, however the data quality and coverage is crucial to ensure that it is robust. In
addition, if the strategy is to cut across health, public health and social care the indicators need to be
developed to reflect this cross‐cutting agenda.
The following summarises our feedback on the 4 overarching areas of measurement proposed:
Awareness
Reporting would rely on local areas to collate such information e.g. through their information /
intelligence / performance teams. In addition to sustainability being an element of the job
descriptions, we propose that it should be embedded into the appraisal process to enable regular
dialogue between employees and managers around how employees contribute towards
organisations’ sustainability objectives.
Governance
Reporting would rely on local areas to collate such information. The proposed indicators need to be
expanded to measure the quality of these actions or outcomes. For example, an organisation may
have a travel plan but this will not indicate whether it is being implemented or whether it is
influencing sustainable travel.
Resources
Reporting would rely on local areas to collate such information.
Health outcomes
Existing mechanisms are in place to collect this data through the public health outcomes
frameworks. This could be broadened to include other measures of prevention / behaviour change
e.g. independence/care closer to the home/lifestyle choices/fuel poverty. In addition, social value of
commissioned services should be monitored and reviewed.

Question FIVE:
What areas of sustainable development need to be prioritised in the next strategy?
We strongly agree with the following areas proposed and have included our rationale for some of
these issues:











Adaptation to climate change and adverse weather events
We want the strategy to support health and social care organisations to have the
infrastructure in place to ensure that we can cope with climate change.
Commissioning for sustainable services
We want the strategy to support sustainable procurement – ensuring by‐laws etc that
support sustainable purchasing locally and having a local drive and supporting policies that
encourage sustainable purchasing
Energy and use of resources (e.g. waste and water)
We want the strategy to cover renewable energy development
Medical instruments and equipment
Models of care
Pharmaceuticals
We want the strategy to support the reduction of over prescribing, wasted medicines,
product packaging and review of pharmacy incentives
Research and development
We have proposed a number of areas for future research and development in question 6.
Social value
We want the strategy to emphasise how addressing the sustainability agenda contributes to
corporate social responsibility
Technology

In addition to the areas proposed we propose that the strategy should:










Clarify the top actions that health and social care organisations can put in place to impact on
sustainability. People need to be clear what they can do to achieve it.
Use a social marketing/behaviour change approach to understand the influencers on
behaviours in order to be clear about how to encourage change and the various levels of
intervention that will support this.
Recognise that sustainability itself may not motivate organisations/people to change. There
are opportunities to be cleverer with the message. The strategy needs to make the links
between how sustainable development can be used as a tool to improve other
organisational objectives such as improving health and wellbeing or making efficiency
savings.
Encourage staff behaviour change (e.g. encouraging them to turn lights off) and more
transparency around energy ratings of buildings.
Focus on preventative approaches to reduce need for formal care. Healthy lifestyles,
prevention and care closer to the home reduce the need for health care services and
influence the adoption of sustainable behaviours (e.g. travel).
In transforming services to make them more sustainable also consider how far patients /
public have to travel for health and social care services and the impacts this has on travel
behaviour.
Endorse that organisations consider the impact of key decisions / strategies on sustainability
to reduce negative impacts. Comprehensive impact assessment of key decisions would
enable sustainability to be assessed alongside other issues (e.g. equality, social value, value
for money). Assessments could be made against the top actions that the strategy proposes






as being the key things that health and social care organisations can do to impact on
sustainability.
Provide clarity on the things that the strategy can influence at a national and local level and
those things it can’t influence. This could include more detail around the carbon costs for
each of the issues mentioned in question five. For example, the strategy has less influence if
the carbon impacts of the pharmaceutical industry are primarily in the production process.
Include information on the carbon hotspots in social care (and other cross‐organisations) if
this is a strategy that cuts across health, social care and public health
Consider the impact of housing – e.g. if we are promoting independence / care closer to the
home the impacts of this in terms of carbon and an aging population need to be considered.

Question SIX:
What areas of research need to be prioritised to enable a more sustainable health and care
system?


Focussed/targeted research or audit around the impact organisations have on sustainability
and climate change, both positive and negative.
 A better understanding of where the private sector has changed its practices to impact on
CSR and efficiency (e.g. M&S and Unilever) and transferring some of the learning to the
public sector.
 Researching cross‐cutting priorities/objectives ‐ what areas would be impacted by the green
agenda.
 Understanding the side effects of action which will ensure that robust and comprehensive
impact assessments have evidence to draw upon to inform decisions pre‐implementation.
 Consideration of the longer term impacts not just short term benefits / costs as the short
term benefits may be a barrier to the longer term gain.
 Research around innovative interventions / actions that encourage thinking outside the box
Question SEVEN:
Are there any questions, issues and opportunities missing from this consultation document?
The strategy should include an overview of the policy and legislative drivers for sustainability for the
organisations that are included in the scope of the strategy (as per recent Sustainability
Development Unit publication on sustainability and CCG assurance).

Appendix 2

National Clinical Advisory Team (NCAT) review of the
Mid Yorkshire Health and Social Care Clinical Service Strategy
January 2013
1. Introduction
The National Clinical Advisory Team (NCAT) provides a pool of clinical experts to
support, advise and guide the local NHS on local service reconfiguration proposals
to ensure safe, effective and accessible services for patients. Reconfiguration
proposals going to public consultation since 1st April 2008 have been subject to
initial clinical assurance provided by NCAT members. NCAT can also provide
ongoing clinical advice as individual reconfiguration schemes develop.
NCAT was invited to review the proposals for future service configuration of hospital
services by Mid Yorkshire Hospitals NHS Trust and its commissioners. The review
was also used by Yorkshire and Humber Strategic Health Authority as part of the
Service Change Assurance Process.
The review was undertaken on 14 January 2013 involving a wide range of clinicians
and service managers and the recommendations were fully accepted by the Trust
and commissioners.

2. NCAT comments on the case for change and clinical models
The NCAT report supports the clinical case for change based on quality and
safety including;
 The case for change is clear and can be accepted based on quality and
sustainability
 There are significant advantages in bringing together acute medical teams across
Dewsbury and Pinderfields and developing subspecialist rotas which improve
outcomes as described in the clinical service strategy
 The benefits of separating acute and elective surgery are supported
 The travel times for acute patients being diverted to Wakefield are acceptable
from a clinical standpoint and will not affect outcomes The targeted reductions in
length of hospital stay are achievable
 The model for maternity and children’s services is a good one and can be strongly
supported – children’s inpatient services should be brought together as soon as
possible
1

 There is evidence that increasing consultant presence will improve outcomes for
mother and baby
 Development of midwife led birthing units at Pinderfields and Dewsbury is
supported as this increases maternal choice - many successful units are
delivering about 350 births a year

3. NCAT Conclusions
NCAT conclusions identify ongoing work required to support the final
business case;
 Further demand and capacity modelling to ensure distribution of inpatient beds
 Predicted activity is predicated on other developments/workstreams in the
transformation programme which need to implemented and evidenced
 A clear explanation of the services provided on all three hospital sites will be
required for the public
 Protocols and escalation policies will be required to support the Dewsbury site
 The final business case should be explicit about the clinical quality of care and
improvements with the new configuration
 There should be clarity about the numbers and travel times affected and access
should be improved to all hospital sites with better public transport and car parking

4. Recommendations
NCAT made the following recommendations which have been included in
subsequent work on the business case;
 The project team takes into account the report and responds to NHS Yorks and
Humber and NCAT within 20 working days
 MYHT and Clinical Commissioning Groups proceed to public consultation. It is
essential that the issues regarding capacity and joint strategic direction are
addressed in parallel to this
 Further planning is conducted to identify and address concerns about access to
each of the hospital sites
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5. NCAT observations and comments Incorporated in further development of the
Business Case
NCAT comments on the requirements for developing the proposed models
which have been incorporated in further planning following approval of the
outline business case as follows;
NCAT Comments
on Models
The proposed model will
have an impact on patient
travel
 The travel times are
acceptable and will not
affect outcomes

NCAT Recommendations
The Trust and Local
Authorities should improve
public transport between
hospital sites

Trust and Commissioner
Response
Established Travel and
Transport Group to identify
options

Impact on patient flows
Sufficient parking is required identifies a net reduction in
journeys

 The benefits outweigh
inconvenience

Patient/visitor footfall
surveys undertaken
Specific public comments
requested as part of the
consultation

Capacity and capability in
emergency departments

Co-location of primary care
out of hours and staffing by
ANPs supervised by
medical staff at Dewsbury

Development of emergency
day care with access to
urgent clinic appointments
and diagnostics

 Consultant cover
between 8am and 10pm

A single clinical team
working across all EDs will
include rotation of staff

 Ensure staff are
competent to assess and
treat minimising transfers
 Communication between
departments

Telemedicine and
communication will be
incorporated in the clinical
model
The trust has already
established a programme
for trained ANPs which will
be extended to support the
clinical models

Bed capacity at
Pinderfields

The capacity plan should
consider;
 Some patients accessing
other hospitals
 Admission avoidance
needs to target the

Simplified analysis and
modelling of patient flows
has been triangulated with
YAS and CHFT
Closer to Home SOBC has
been developed which is
based on integrated
3

elderly
 Investment in community
services before changes
in hospital services are
implemented

community teams targeting
elderly admissions – the ‘Big
Idea’

Implementation plan will
been established to
expedite improvements
 As many elective surgical
require community
patients should be
infrastructure to be in place
treated at Dewsbury as
prior to changes in hospital
possible using enhanced
emergency care and a
recovery models
Community Services
Provider Task Force has
Local elective surgery will
be maximised through risk
assessment and protocols
Capacity planning
assumptions

 Acute units should have
lower bed occupancy to
reflect surges in demand
 Whole system approach
is required to reflect case
mix change and
pressures on ALOS

Modelling assumptions
reflect NCAT comments
Closer to Home SOBC
reflects elderly care
requirements and modelling
takes into consideration
impact on ALOS

Intermediate Care at
Dewsbury

 Look at step up step
down (intermediate care)
which can be managed
safely

Intermediate care will be
developed at Dewsbury as
part of the clinical model

Maternity service capacity

 Modelling needs to
demonstrate adequate
capacity at Pinderfields
to accommodate the
majority of normal births

Capacity plan assumes
majority of normal births are
delivered at Pinderfields

The final Business Case
can do more to present
data relating to outcomes
and standards

 Description of clinical
outcomes

Data sheets have been
prepared to support all
clinical workstreams

 Assessment of the
overall standard of
clinical care

Clinical improvement
indicators are being
identified for each change
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Appendix 3
West Yorkshire Quality Surveillance Group
Terms of Reference
1. Title
The group will be known as the West Yorkshire Quality Surveillance Group
(WYQSG)
2. Purpose
The West Yorkshire Quality Surveillance Group has been established to
provide strategic oversight and leadership on quality across the NHS in
West Yorkshire, joining up the NHS, public health and social care. It will
do so by focusing on patient voice and clinical insight, data information
and analysis, reports from regulators, assurance from commissioners and
learning from incidents, complaints and other events.
3. Accountability
The WYQSG is accountable to the North of England Quality Surveillance
Group and will escalate concerns, risks and common themes that would
merit a regional or national response.
Each member of the WYQSG represents an organisation operating within
West Yorkshire which has a responsibility in relation to quality and safety
of patient care. Therefore accountability of each WYQSG member is
primarily to their respective individual organisation.
4. Aims


The West Yorkshire QSG will provide a proactive forum at which local
intelligence and information from across the health service in West
Yorkshire can be openly and honestly be considered. The group will
foster an atmosphere of mutual respect and enable agreed actions to
be implemented to reduce risks, improve quality and safety and ensure
a positive patient experience of NHS funded care.



The WYQSG will bring together the relevant organisations in the health
economy to enable their respective information and intelligence to be
collectively considered and triangulated to safeguard the quality of care
that people receive and prevent avoidable harm to patients.



The WYQSG will respect the value of soft information in addition to
hard information from the national quality dashboard, north of England
quality dashboard and other analytical performance data.



The WYCSG will identify potential or actual serious quality failures and
take corrective action with support from all QSG members.



The WYQSG will promote co-ordination of actions to drive
improvement, respecting the statutory responsibilities of member
organisations.



The WYQSG will regularly review its format, discussions and
effectiveness to ensure the overall priorities are being achieved.

5. Scope
The West Yorkshire QSG will be primarily concerned with NHS
commissioned and funded services and the area covered by NHS England
West Yorkshire Area Team. This includes all primary care, community
health, hospital and specialised services, provided in the community,
hospitals, secure and other settings, and provided public, private, not for
profit and third sector organisations.
6. Membership
NHS England
West Yorkshire
West Yorkshire
West Yorkshire
Clinical Commissioning Groups
Airedale, Wharfedale and
Craven CCG
Bradford City CCG
Bradford District CCG
Calderdale CCG
Greater Huddersfield CCG
North Kirklees CCG
Leeds West CCG
Wakefield CCG
Leeds North CCG
Leeds South and East CCG
Healthwatch x 5 areas
Bradford

Andy Buck
Damian Riley
Sue Cannon

Director
Medical Director
Director of Nursing

Phil Pue

Chief Officer

Helen Hirst
Helen Hirst
Matt Walsh
Carol McKenna
Chris Dowse
Philomena Corrigan
Jo Webster
Nigel Gray
Matt Ward

Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer
Chief Officer

Leeds

tbc
tbc

Calderdale

Sarah Barker

Kirklees
Trudi Wright
Wakefield
Vicky Whyte
Care Quality Commission x 4 areas
Bradford
Sheila Grant
Leeds
Rod Hamilton
Calderdale & Kirklees
Helyn Aris
Wakefield
Wendy Dixon

Commissioning & Monitoring
Officer
HW Project Manager
Commissioner
Compliance Manager
Compliance Officer
Compliance Officer
Compliance Officer

Monitor
North Region
Ed Bradshaw
NHS Trust Development Authority
North Region
Maureen Choong
North Region
Neil Ferguson
Health Education England
Yorkshire and the Humber

The Deanery
Local Authorities
Bradford
Leeds
Calderdale
Kirklees
Wakefield

Sharon Oliver

David Wilson

Regional Manager North
Regional Director of Quality
Senior Development &
Delivery Manager
Director of Education &
Quality / Learning &
Development
Postgraduate Dean

TBC
TBC
TBC
TBC
TBC

Public Health England

TBC
Other colleagues from the above listed organisations may attend the QSG.
Other health and social care organisation representatives may be co-opted
to attend the group where deemed appropriate.
7. Arrangements for the Conduct of Business
Chair
The chair will be the NHS England Director for West Yorkshire or
designated deputy
Frequency of Meetings
Meetings will initially be held monthly with the exception of August 2013.
Preparation and pre meeting responsibilities


NHS England will organise meeting rooms, appropriate facilities and
circulate the details, agenda and papers to all members.



NHS England will maintain current contact lists of relevant health care
organisations included in the membership list.



NHS England will provide a record and minutes of the meetings,
discussions and action log and any technology required.

8. Quorum

There is an expectation that all organisations will be represented at each
meeting.

9. Information Sharing
The QSG will be adopt an information sharing agreement.
10. Review
The terms of reference will be reviewed April 2014 and annually thereafter.
11. Proposed dates for 2013/2014
Monday
Wednesday
Tuesday
Wednesday
Tuesday
Tuesday
Wednesday
Wednesday
Tuesday
Tuesday
Tuesday

11 March 2013
8 May 2013
4 June 2013
10 July 2013
3 September 2013
8 October 2013
6 November 2013
4 December 2013
7 January 2014
4 February 2014
4 March 2014
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Board Meeting of the Governing Body
Agenda item: 8
Category of paper
Decision
Position statement
Information



GB
IGC
AC
RC
CC



Public/Private Section

Public
Private

Date of Meeting: 11 June 2013
Paper Title: Amendment to the constitution and advice from NHS England on the process for approval of
severance payments
FOI Status:
Open
Report Author and Job Title

Responsible Clinical Lead
Clinical Commissioning Group Executive Lead

Lee Beresford, Associate Director of Strategy and
System Development; and,
Katherine Bryant, Governance & Board Secretary
Not applicable
Lee Beresford, Associate Director of Strategy and
System Development; and,
Andrew Pepper, Chief Financial Officer

Executive Summary:
In early May 2013 Sir David Nicholson wrote to all CCG Clinical Leaders regarding whistleblowing and severance
payments.
The governing body are invited to note that Sir David Nicholson has confirmed NHS England will not support
special severance business cases unless confirmation is given that an explicit clause, confirming that no
provision within the compromise agreement seeks to prevent the individual from making a protected
disclosure.
In addition Sir David Nicholson encouraged all CCGs to reaffirm that the CCG values openness / transparency,
and all staff, committee and governing body members should feel that they can raise concerns in an
environment which is safe. On 23 May NHS England provided a draft statement for inclusion in CCG
constitutions:
“The group recognises and confirms that nothing in or referred to in this constitution (including in relation to
the issue of any press release or other public statement or disclosure) will prevent or inhibit the making of any
protected disclosure (as defined in the Employment Rights Act 1996, as amended by the Public Interest
Disclosure Act 1998) by any member of the group, any member of its governing body, any member of any of
its committees or sub‐committees or the committees or sub‐committees of its governing body, or any
employee of the group or of any of its members, nor will it affect the rights of any worker (as defined in that
Act) under that Act.”
The governing body is invited to formally adopt this statement and approve the inclusion of the statement in
the constitution. This amendment will then be presented to the member practices for approval, before
submission to NHS England.

The CCG’s governance team continue to review the governing documents, and identify areas for development
and improvement. Future amendments to the constitution may therefore be necessary; any changes would be
presented to a future meeting of the governing body.
Outcome of Equality Impact Assessment:

Not applicable

Risk Assessment
Finance/ Resource Implications

Failure to implement could have potential impact on
Wakefield CCG’s reputation
Not applicable

Quality/Health Benefits

Not applicable

Legal Implications

Improving understanding with respect to rights under
Public Interest Disclosure Act 1998
Due to the tight timescale required by NHS England it
has not been possible to share this report with a
committee in advance of the Governing Body meeting.
i. note the advice on the approval of severance
payments;
ii. formally adopt the statement regarding the Public
Interest Disclosure Act and approve its insertion in
the constitution at section 9.10;
iii. note that changes to the CCG constitution are
reserved to the membership in the scheme of
reservation.
iv. note the application process to NHS England,
v. note that future amendments to the constitution
may be necessary.

Previously presented at committee

Recommendation (s):

Amendment to the constitution and advice from NHS England on the process
for approval of severance payments
Background
Sir David Nicholson wrote to all Clinical Commissioning Groups on 2 May 2013 on the process for
approval of severance payments and asking for the inclusion of a statement in their constitutions
that specifically references the right of members or employees to make a protected disclosure.
Severance payments
In that letter (attached at appendix 1) he referred to recent NHS Employer guidance and highlighted
the need to ensure that proper legal and audit advice is received prior to any cases being
considered, and that a supplied business case template should be used in all submissions to NHS
England. We are encouraged to consider this guidance at Remuneration Committee as part of our
own internal governance arrangements; as such it will be included as an item on the agenda for the
next Remuneration Committee.
It is understood from the letter that NHS England will not support special severance business cases
for consideration by HM Treasury unless confirmation is given that an explicit clause has been
included within the compromise agreement associated with the severance transaction. That clause
must be to the effect that no provision in the compromise agreement seeks to prevent the individual
from making a protected disclosure under the Public Interest Disclosure Act 1998.
This position was reiterated in a recent letter from Gavin Larner, Director of Professional Standards
at the Department of Health, to professional regulators and trades unions. The letter also asks for
each national body to use its communication channels to reinforce the messages to staff around
their rights to speak up about matters of public concern.
Amendments to the CCG’s constitution
NHS Wakefield CCG adopted the national model for our constitution and has already a clause at
section 9.9 which states:
The group will adopt a code of conduct for staff and will maintain and promote effective
‘whistleblowing’ procedures to ensure that concerned staff have means through which their
concerns can be voiced.
NHS England has proposed that for the avoidance of doubt, the following statement be adopted by
all CCGs within their constitutions:
The group recognises and confirms that nothing in or referred to in this constitution (including in
relation to the issue of any press release or other public statement or disclosure) will prevent or
inhibit the making of any protected disclosure (as defined in the Employment Rights Act 1996, as
amended by the Public Interest Disclosure Act 1998) by any member of the group, any member of
its governing body, any member of any of its committees or sub‐committees or the committees or
sub‐committees of its governing body, or any employee of the group or of any of its members, nor
will it affect the rights of any worker (as defined in that Act) under that Act.
This paper proposes that the above be formally adopted and added to the existing wording at
section 9.10 of the NHS Wakefield CCG constitution and that this decision be recorded in an explicit
minute from this Governing Body meeting, clarifying expectations of NHS England and seeking
formal adoption of the added statement.

Process to amend the constitution
On 23 May John Develing NHSE Regional Director of Operations and Delivery (North) wrote to herald
the upcoming publication of guidance to CCGs on the formal process for the amendment of their
constitutions (see attached at appendix 2). In order to facilitate constitutional amendments the
guidance will invite CCGs to submit at two dates each year, 1 June and 1 November. In respect of
amendments that relate to geography or membership of a CCG, it is expected that these will be
taken into account in the annual 1 June process, so as to be reflected in allocations for the next
financial year.
As this paper proposes the addition of wording at section 9.10 of the constitution (see extract at
appendix 3) this is in itself a qualifying change (ie a change made to our constitution since
authorisation). Therefore retrospective agreement will need to be obtained in the 1 June 2013
process. This assumption is confirmed based upon telephone advice from NHS England and we
understand that we must submit the revised version of our constitution for approval.
It is understood that an application process is currently in design and will be included in the
upcoming guidance. Once this is available we will be able to complete the application process. A
degree of flexibility is to be applied to the first application process, with the deadline for application
extended to Friday 28 June 2013.
Wakefield CCG’s Scheme of Reservation and Delegation requires that changes to the constitution are
considered and approved by member practices before an application to NHS England is made.
Future amendments to the constitution
The CCG’s governance team continue to review the governing documents, and identify areas for
development and improvement. Future amendments to the constitution may therefore be
necessary; any changes would be presented to a future meeting of the governing body and then
submitted to NHS England.
Recommendations
Members of the Governing Body are asked to:
i. note the advice on the approval of severance payments;
ii. formally adopt the statement regarding the Public Interest Disclosure Act and approve its
insertion in the constitution at section 9.10;
iii. note that changes to the CCG constitution are reserved to the membership in the scheme of
reservation.
iv. note the application process to NHS England,
v. note that future amendments to the constitution may be necessary.

Enclosures:
 Appendix 1; Letter dated 2 May 2013 from Sir David Nicholson to Clinical Leaders
 Appendix 2; Letter dated 23 May 2013 from Jon Develing to CCG Chairs
 Appendix 3; Extract from CCG constitution (page 34).
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Quarry House
Quarry Hill
Leeds LS2 7UE
England.ce@nhs.net

To:

CCG Clinical Leaders

cc:

CCG Accountable Officers
NHS England Regional Directors
NHS England Regional Directors of HR & OD
NHS England Regional Directors of Operations and Delivery
NHS England Area Directors

2 May 2013

Dear colleagues
Update and advice for CCGs on the process for approval of severance
payments and wording in constitutions on whistleblowing
You will be aware of the sensitive and complex issues relating to whistleblowing
in the NHS and severance payments and, in particular, perceptions around the
use of ‘gagging’ clauses. More recently, this has included stories to the effect that
some CCG constitutions may have gagging clauses that prevent members from
speaking out about the work of the CCG without the written approval of its
governing body.
In my capacity as Chief Executive of the NHS in England, I wrote to Chief
Executives and HR Directors of NHS Trusts, SHAs and PCTs on a number of
occasions including 11 January 2012, emphasising the importance I place on
every NHS organisation supporting NHS staff seeking to raise concerns in the
public interest, and informing about the arrangements for approval of severance
payments. This remains an important issue for all NHS bodies. Whistleblowing is
an important part of our clinical governance and patient safety systems, with
direct implications for patient safety outcomes.
Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers have been legally protected when making public interest
disclosures. I am writing now to reaffirm the importance that NHS England places
on protecting and supporting those working in the NHS when making public
interest disclosures, and to provide further advice on these issues.

High quality care for all, now and for future generations

Severance payments
It is essential that all NHS organisations are clear about their responsibilities and
the governance arrangements required for handling the use of payments to staff
in severance type situations. As NHS bodies we have a duty, not only to ensure
that the use of all public money is both transparent and appropriate, but to ensure
that we fully support staff to raise genuine concerns and to speak out where it is
in the public interest. In doing so we will ensure that the culture we create fosters
openness and has clear lines of accountability.
Existing guidance set out in ‘Managing Public Money’ makes clear the need for
due process and careful consideration of the use of public money in situations
where such payments may be novel or contentious. For the avoidance of doubt,
HM Treasury approval is required for any non-contractual payments made by an
NHS body, including those arising as part of a settlement of employment issues.
This includes any payments which are proposed under Judicial Mediation in the
settlement of an Employment Tribunal.
All NHS bodies are required to obtain agreement from a relevant national body
prior to any business case being submitted to HM Treasury for consideration. For
CCGs, the Department of Health has confirmed that from 1 April 2013 approval is
required from NHS England on the basis of the accounting relationship between
our organisations. These arrangements relate only to special severance
payments and do not otherwise affect the employment flexibilities afforded to
CCGs as individual employers.
NHS Employers has recently issued guidance to assist NHS bodies in their
handling of compromise agreements1 and special severance payments 2. The
guidance highlights the need to ensure that proper legal and audit advice is
received prior to any cases being considered, and contains a business case
template which should be used in all submissions to NHS England. I would
encourage you to consider this guidance at your local Remuneration Committee
as part of your own internal governance arrangements.
In line with recent statements by the Secretary of State, NHS England will not
support special severance business cases for consideration by HM Treasury
unless confirmation is given that an explicit clause has been included within the
compromise agreement associated with the severance transaction. That clause
must be to the effect that no provision in the compromise agreement seeks to
prevent the individual from making a protected disclosure under the Public
Interest Disclosure Act 1998.
This position was reiterated in a recent letter from Gavin Larner, Director of
Professional Standards at the Department of Health, to professional regulators
and trades unions. The letter also asks for each national body to use its
communication channels to reinforce the messages to staff around their rights to
speak up about matters of public concern. It is attached as Annex 1 to this letter.

1
2

Link to NHS Employers Compromise Agreements and Confidentiality Guidance
Link to NHS Employers Severance Payments Guidance

In the event that you need to seek NHS England’s approval prior to submission of
a case to HM Treasury you should liaise in the first instance with the NHS
England Regional Director of HR & OD in your area. Their contact details are
attached as Annex 2 to this letter. Please note that submission of a business
case or approval from NHS England does not mean that approval from HM
Treasury is guaranteed.
If you need any further advice or guidance on these arrangements please contact
the Regional Director of HR & OD for your area.
CCG Constitutions
The second issue I am writing about is the perception of ‘gagging’ clauses in
constitutions that prevent members or employees from speaking out about the
work of the CCG without the written approval of its governing body. Having
reviewed some of these clauses, we believe that the intention behind them is to
ensure the consistency of media messaging among CCG members and staff,
rather than to prevent disclosures that are in the public interest.
However, it is important that any such clauses, whether in an employment
contract or a CCG constitution, are not perceived as an attempt to cut across the
right of any individual, under the Public Interest Disclosure Act, to raise concerns
in the public interest.
NHS England’s Model Constitution Framework for CCGs (under Section 9 – the
Group As Employer) states at paragraph 9.9:
“The group will adopt a code of conduct for staff and will maintain and
promote effective ‘whistleblowing’ procedures to ensure that concerned
staff have means through which their concerns can be voiced.”
It is vital that all members of the governing body and its committees, and
individuals employed by the CCG, feel that they are protected and can raise
concerns in an environment that is safe and which values openness and
transparency.
For the avoidance of doubt, we have drafted the following statement that could be
adopted by CCGs:
“The group recognises and confirms that nothing in or referred to in this
constitution (including in relation to the issue of any press release or other
public statement or disclosure) will prevent or inhibit the making of any
protected disclosure (as defined in the Employment Rights Act 1996, as
amended by the Public Interest Disclosure Act 1998) by any member of
the group, any member of its governing body, any member of any of its
committees or sub-committees or the committees or sub-committees of its
governing body, or any employee of the group or of any of its members,
nor will it affect the rights of any worker (as defined in that Act) under that
Act.”

CCGs are therefore encouraged to:
•

formally present an explicit minute at a public governing body meeting
clarifying expectations and seeking formal adoption of the statement
above; and

•

include the statement in their constitutions making it clear that nothing in
the constitution alters the right to make a protected disclosure.

NHS England will shortly be issuing guidance on the procedures to be followed by
CCGs and NHS England when requesting a change to a constitution. This will set
out that requests to amend constitutions should be sent to the relevant Regional
Director of Operations and Delivery, who will be responsible for approving the
changes. Their contact details are included at Annex 3.
Working with Providers
It is for each NHS body, and each provider of NHS services to assure itself that it
has appropriate arrangements in place to support staff to raise concerns and
arrangements covering severance payments and compromise agreements.
However, CCGs will also need to work closely with providers to satisfy
themselves that these arrangements are robust and in line with the requirements
of the NHS contract.
I would like to thank you for your support in creating a culture in which all NHS
staff feel protected and confident to raise concerns in an environment that is safe
and which values openness and transparency. This is one of our greatest
collective leadership challenges.
Yours faithfully

Sir David Nicholson
Chief Executive

Annex 1

To:

Chief Executives of Professional Regulators,
Members of Social Partnership Forum

CC:

Chief Executive NHS England,
Chief Executive,NHS Employers,
WB Helpline, Monitor,
Care Quality Commission, NHS TDA

Room 514
Richmond House
79 Whitehall
London
SWIA 2NL
0207 210 6361
17th April 2013

Dear Colleague
Compromise Agreements, ‘Gagging’ Clauses and the Public Interest
Disclosure Act 1998
Following the clear commitments on whistleblowing and confidentiality made
by Sir David Nicholson in his role as NHS Chief Executive, I am writing on
behalf of the Secretary of State for Health to seek your assistance in ensuring
that all NHS staff are aware of their rights to speak up about matters of public
concern. Both the Secretary of State and Sir David have written to the
service on this issue in the last 18 months, but I should be most grateful if you
would seek to ensure that your members and registrants are fully aware of
their freedom to speak up where that is in the public interest.
You will all be aware of the ongoing debate in the media and in Parliament
about whether whistleblowers in the NHS are given adequate support to raise
concerns, and in particular, about the allegations of NHS organisations
‘gagging’ staff from speaking out on legitimate matters of public interest.
It is crucial that each national organisation with an interest tackles this issue
together as one system and I am therefore writing to ask you to use your
links with NHS staff to communicate and reinforce an important message with
any members or registrants, who may have signed, or may in the future sign,
compromise agreements.
Contracts of employment and compromise agreements are a matter between
the employing organisation and its employee, and the use of confidentiality
clauses is common across the public and private sectors to support both
parties to move on after a dispute; or where sensitive and personal
information is involved.
However, it is particularly important that the existence of a confidentiality
clause does not in any way ‘gag’ – either intentionally or unintentionally - any
individual who may wish to raise concerns in the public interest. It is vital all
staff feel that they can raise concerns in an environment that is safe and one
that values openness and transparency.
1

Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers, irrespective of what is contained in any compromise
agreement, are legally protected when making public interest disclosures, and
the Employment Rights Act 1996 deems void any clause within the agreement
that seeks to prevent disclosures made under PIDA. In January 2012, Sir
David Nicholson, as Chief Executive of the NHS, wrote to the NHS to explain
that we should go further and ensure that any compromise agreement
containing a confidentiality clause should also make clear that the right to
make a protected disclosure is not affected.
It is important that you reiterate to all of your registrants/members that if they
have signed an agreement containing a confidentiality clause, they are still
protected by PIDA if they feel the need to make certain disclosures in the
public interest. This includes any agreements signed as a result of the judicial
mediation process. If they are concerned about the legal impact of this, they
should seek independent legal advice about whether their particular concerns
are covered by the Act. Free confidential and impartial advice is available
from the whistleblowers helpline on 0800 724725.
This focus on ensuring NHS staff are able to speak up about concerns is not
only about those who may have previously signed compromise agreements
but all staff.
The Health Secretary’s statement on 15 March 2013 made absolutely clear
his expectations in outlawing ‘gagging’ clauses that have the effect of
preventing protected disclosures and sought to provide greater clarity to NHS
whistleblowers that they are encouraged and free to speak up about
legitimate concerns covered by PIDA, such as patient safety and high death
rates.
Furthermore, the statement sent a clear signal to the NHS that in future,
special severance business cases will not be supported for onward approval
by HM Treasury, unless confirmation is given that an explicit clause has been
included within the compromise agreement associated with the severance
transaction. That clause must be to the effect that no provision in the
compromise agreement seeks to prevent the individual from making a
protected disclosure under PIDA.
May I therefore also ask that you alert your registrants/members, and any of
your own staff who may act in a legal capacity for any individual/party
considering signing an agreement in the future, to these changes.
NHS Employers are also writing to all NHS organisations highlighting these
issues and outlining some of the legal boundaries that employers need to
think about when considering the use of compromise agreements in terms of
employment, contractual and severance agreements; including providing
clarity on:
•
•

what a compromise agreement is;
when to use a compromise agreement and the statutory requirements
that must be met in order for it to be effective; and
2

•

the use and types of confidentiality clauses that may legitimately be
used.

The latest staff survey results show that while 90%of NHS staff say they know
how to raise their concerns, only 72% say that they feel safe to do so. These
figures, coupled with recent events, illustrate very clearly that we can and
must do more. However, this cannot be achieved simply through central
diktats from Whitehall. It is determined in the myriad of ways in which every
organisation engages with every individual member of staff, every day of the
week.
I hope that by taking this concerted action we can, as a system, further help to
ensure that all individuals are positively encouraged to raise concerns in the
public interest and know they are protected and supported if they choose to
do so. Supporting staff to raise their concerns is critical in shaping an
environment in which we can continue to deliver the best possible care for
patients.
Yours faithfully

Gavin Larner
Director
Professional Standards
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Annex 2 – NHS England Regional Directors of HR and OD

London

Helen Bullers,
helen.bullers@nhs.net

Midlands and East

Steve Morrison,
stevemorrison@nhs.net

North

Roger Wilson,
roger.wilson1@nhs.net

South

Steven Keith,
steven.keith@nhs.net

Annex 3 – NHS England Regional Directors of Operations and Delivery

London

Simon Weldon
sweldon@nhs.net

Midlands and East

Sarah Pinto-Duschinsky
s.pinto-duschinsky@nhs.net

North

Jon Develing
Jon.develing@nhs.net

South

Dominic Hardy
Dominic.hardy@nhs.net

Blenheim House
Duncombe Street
LEEDS
LS1 4PL
23 May 2013
To:
Cc:

CCG Chairs
CCG Chief Officers
Area Directors
Area Directors of Operations and Delivery

Dear Colleague,
Amendments to CCG Constitutions
NHS England is shortly about to issue guidance to CCGs on the process for the
amendment of their constitutions. The Health and Social Care Act 2012 requires a CCG
that wishes to amend its constitution to get the approval of NHS England to any
amendments. NHS England has asked its regional teams to oversee the process for
amendments.
David Nicholson wrote to all CCGs on 2 May 2013 (Gateway 00053, copy attached) asking
CCGs to include a statement in their constitutions that specifically references the right of
members or employees to make a protected disclosure.
In order to facilitate constitutional amendments the upcoming guidance will invite CCGs to
submit at two dates each year, 1 June and 1 November. Hence if any changes have been
made to your constitution since authorisation then retrospective agreement will need to be
obtained in the 1 June 2013 process.
In respect of amendments that relate to geography or membership of a CCG, it is
expected that these will be taken into account in the annual 1 June process, so as to be
reflected in allocations for the next financial year.
Given that 1 June is nearly upon us a degree of flexibility will be applied to the first
application process, with the deadline for application extended to Friday 28 June 2013.
However if a CCG is seeking to alter geography or membership for 2014/15, then these
applications will need to be received by Friday 14 June 2013.
It is my expectation that the guidance document will give more detail on the application
process and I would anticipate that it will indicate:
•
•
•
•

that applications should come from an individual CCG
the application will need to be sent to the Regional Director of Operations and
Delivery but having first been discussed and assured by Area Teams
that there is no application form as such, but the guidance will set out the issues
needed to be included in any application
that the reason for a variation is explained and that constitution is included in the
application with the amended clauses clearly signposted

•
•
•
•

that assurance that member practices have agreed to the proposed change(s) and
that stakeholders have been consulted if required
that a self-certification by the Chair or Chief Officer, on behalf of the CCG, that the
constitution meets the requirements of the act is included in the application
that an assurance is given that the CCG has considered the need for legal advice,
including whether advice has been sought
that an impact assessment has been completed that should cover as a minimum
the factors to be considered by the Board. These factors will be explained in the
guidance.

Sending in your application
So as to reflect the issues set out in David Nicholson’s letter or for any additional reasons,
applications will need to be submitted to the North regional team at the following email
address: england.ccg-north@nhs.net, copied to the Director of the Area Team. The
application should include a covering letter that addresses the issues identified in the
guidance, together with a sheet signposting the proposed changes and a copy of the
constitution with the proposed changes highlighted.
Applications should be sent by Friday 28 June 2013, unless you are seeking to alter the
geography or membership of the CCG in which case these will need to be received by
Friday 14 June 2013. The regional team will aim to feed back its response to all
applications by Friday 16 August 2013 and at the same time set out the process for 1
November 2013 applications.
CCGs with authorisation conditions linked to constitutions
Please note that if your CCG still has an authorisation condition(s) related to your
constitution then the process for handling this is the June Conditions Review and not the 1
June constitution amendment process.
You will have had details of the June Conditions Review from your Area Team, including
the opening of the portal on KMS between 24 May and 7 June 2013 for the submission of
evidence where you wish to apply to have any remaining authorisation conditions lifted.
General communications with CCGs
In general communications from NHS England to CCGs go directly from the national
support centre, often posted on the website, or from Area Teams. From time to time the
regional team in the North will also need to contact CCGs directly, for example this letter
on amending constitutions. I attach our current list of CCG chair, Chief Officer and the
preferred single points of contact. In order that our records are up to date I would be
grateful if you could reply to england.ccg-north@nhs.net to say either that we have the
correct details or if not please include the amended contact details with your reply.
If you would like to follow up any of the issues in this letter then please contact either me
or Colin McIlwain (e: colin.mcilwain@nhs.net; m: 07866557531; t: 0113 295 2096) if you
wanted to discuss any of the issues in this letter, or your area team's Director of
Operations and Delivery, a list of their contact details is attached.

Yours faithfully,

Jon Develing
Regional Director of Operations and Delivery (North)
Cc Colin McIlwain
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NHS WAKEFIELD CCG
Finance Report – Month 1 2013/14
1. Introduction
This report shows the financial position at 30th April 2013.

2. Key Financial Performance Indicators
NHS Wakefield CCG key financial performance indicators are detailed below:
Financial Performance
No.
Indicator
1

Underlying recurrent surplus

2

Surplus ‐ year to date performance

3

Surplus ‐ Full year forecast

4

Management of 2% NR funds within
agreed processes

5

QIPP ‐ year to date delivery

6

QIPP ‐ full year forecast

7

Activity trends ‐ year to date

8

Activity trends ‐ full year forecast

9

10

RAG Measure

RAG

Green: >= 2% Amber/Green: 1‐1.99%
Amber Red: 0‐0.99% Red: <0%

Green

Green: >= 1% Amber/Green: >=0.8%
Amber/Red: >=0.5% Red: <0.1%
Green: >= 1% Amber/Green: >=0.8%
Amber/Red: >=0.5% Red: <0.1%
Green=Yes Red=No

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

Green

£459k = 1.2%

Green

£5502k = 1.2%

Green

‐

Red

‐

Amber/Red

£6.8m = 68% of £10m
target

Green: >= 95% of plan Amber/Green:
>=80% of plan Amber/Red: >=50% of
plan Red: <50% of plan
Green: >= 95% of plan Amber/Green:
>=80% of plan Amber/Red: >=50% of
plan Red: <50% of plan
Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: <104% of plan
Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: <104% of plan

TBC ‐ activity
information not yet
available
TBC ‐ activity
information not yet
available

Running costs

Green: <= RCA Red: >RCA

Green

Clear identification of risks against
financial delivery and mitigations

Green: Indicator met in full
Amber/Green: Indicator partially met
limited uncovered risk Amber/Red:
Indicator partially met material
uncovered risk Red: Indicator not met

Green

TBC ‐ activity
information not yet
available
TBC ‐ activity
information not yet
available
£31k underspend at
M1
All risks identified
with value and
mitigation (see
section 5)

3. Overall Financial Performance
NHS Wakefield CCG is notified of its allocation from the Department of Health prior to the start of
the financial year. Adjustments to allocations can be made throughout the year but there have been
no adjustments during April. However, during early May a number of non‐recurrent adjustments
have been agreed to reflect the current position on the extended scope of specialist commissioning
and offender health and these will be reflected in a future report.
A high level analysis of budget headings and financial performance is provided in Table 1 below:

Table 1:
Provider

Annual Budget

Community Health Services
Acute
Mental Health
Continuing Care
Primary Care
Other
13/14 Surplus
sub total programme budgets
Bfwd Surplus
Running Costs
Total

£'000
30,046
242,647
40,014
25,548
65,208
41,245
5,502
450,210
4,229
8,580
463,019

Budget to
Date
£'000
2,504
20,221
3,335
2,129
5,434
3,437
459
37,518
352
715
38,585

Expenditure Variance to Forecast year
to Date
Date
end Variance
£'000
£'000
£'000
2,504
0
0
20,222
1
0
3,335
0
0
2,127
‐2
0
5,430
‐4
0
3,499
62
0
0
‐459
‐5,502
37,115
‐403
‐5,502
352
0
0
684
‐31
0
38,152
‐433
‐5,502

Programme budgets are further analysed below. Running costs is under budget which is a
combination of vacancies and variable in month expenditure on IM&T, Training and Consultancy.

4. Programme Budgets
Variances against Programme budgets are shown in Table 2 below. Significant variances can be
explained as follows:






Other Contracts is over budget in month 1 which is mainly due to recharges from CSU for
PMO support. However this has been provided for in the % non‐recurrent reserve.
The detailed provider budgets are subject to finalisation of the position on the extended
scope of specialist commissioning.
QiPP is currently 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.
Non‐Recurrent plans are not finalised. WCCG has access to a range of non‐recurrent
resources including the 2% reserve, brought forward surplus, non‐elective readmissions and
access to s256 resources in partnership with WMDC

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
13 / 14 Surplus
QIPP
Other Reserves
Non Recurrent Reserve
sub total programme budgets
Running Costs
Bfwd Surplus
Total

Annual Budget
£'000
40,014
198,278
6,530
15,465
22,374
60,486
4,722
25,548
30,046
17,000
5,502
‐10,000
25,241
9,004
450,210
8,580
4,229
463,019

Budget to
Date
£'000
3,335
16,523
544
1,289
1,865
5,041
394
2,129
2,504
1,417
459
‐833
2,103
750
37,518
715
352
38,585

Expenditure Variance to Forecast year
to Date
Date
end Variance
£'000
£'000
£'000
3,335
0
0
16,523
‐0
0
544
0
0
1,289
‐0
0
1,865
1
0
5,040
‐0
0
389
‐4
0
2,127
‐2
0
2,504
0
0
1,478
62
0
0
‐459
‐5,502
‐833
0
0
2,103
0
0
750
0
0
37,115
‐403
‐5,502
684
‐31
0
352
0
0
38,151
‐434
‐5,502

5. Risks
Key risks are outlined in Table 3 below:
Table 3:
No

Risk
1

2

3

Acute provider contracts risk of £3.9m non‐recurrent income.
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.
Specialist Commissioning – Proposed rebasing of specialist
mental health adult low secure contracts from budget to M8
forecast outturn creates a material financial risk.

Potential
Financial
Impact

Mitigation

£2.5m

WCCG share is provided for as a contingency.

£1.3m

Fully provided for in RCA budgets

£2m

4

Risk assessed QIPP plans currently £6.8m against target of
£10m.

£3.2m

5

Reconciliation of primary care budgets transferred to contracts
including dental, pharmacy and health visiting

£0.5m

CCG has opened conversations with WYAT about the
appropriate basis for rebasing costs and transitioning any
rebase in order to manage the economy as a whole.
Process in place to ensure rigour in QIPP development and
reporting. Additionally Brought‐forward surplus from PCT
being held in reserve to cover in‐year position pending
resolution of risks.
These issues are being worked through with the WYAT.

6. 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 1 is shown below:
Month 1 2013/14 ‐ 30th April 2013
Non NHS Creditors
Total bills paid at the end of the month
Total bills paid within target
Percentage of bills paid within target
NHS Creditiors
Total bills paid at the end of the month
Total bills paid within target
Percentage of bills paid within target

Number

£000's

177
177
100%

2973
2973
100%

13
12
92%

23473
23457
99.93%

7. Cash
Forecast cash drawdown is higher than necessary at the beginning of the year due to uncertainty on
the timing of payments within the new organisation. The forecast was appropriately prudent and as
a result actual cash left in the bank was higher than expected. A similar position is likely to occur at
the end of May but the CCG has rebased its position for June 2013

8. Statement of Financial Position
The analysis of the brought forward Statement of Financial Position (balance sheet) remains to be
completed post final accounts. This will be developed in the early part of 2013/14 and will affect
cash flow.

9. Legacy Issues
A number of legacy issues remain:
 DH bank accounts remain open for the clearance of PCT debtors and creditors. These
accounts will close at the end of June at which point any remaining debtors and creditors
will transfer to the relevant organisation. Following recent updated guidance, the process
for managing legacy payments will affect both cash and the statement of financial position.
 2012/13 Annual Accounts were presented at Audit Committee on 23rd May. A few minor
amendments remain with the final report to be submitted on 6th June.
 The first draft of the remuneration report was presented at Audit Committee on 23rd May.
The final WCCG report has now been completed and will be incorporated into the PCT
cluster annual report for the accounts deadline of 6th June.

10. Recommendations
Members are asked to receive and note the contents of the report.

Karen Parkin
Head of Finance & Governance
28/5/13
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Executive Summary
The purpose of the report is to inform Board members by exception of the final performance against the
2012/13 NHS Operating Framework performance and key quality, safety and experience measures. The report
reflects indicators that underperformed at the end of the financial year against target, highlighting the key
issues and actions being taken to improve performance.
The report is a summary of the previous two Integrated Quality & Performance Reports which were presented
to the Integrated Governance Committee in April and May 2013. These reports have been developed as key
tools 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 full performance dashboard for Quarter 4
was presented to the Integrated Governance Committee on 16 May 2013.
The Deep Dive and In the Spotlight sections of the report provide more detailed analysis of quality governance
information from a number of sources, including MYHT’s response to the 2012 staff survey results; findings
from the commissioner‐led Patient Safety Walkabouts at MYHT in February and March 2013; and Care Quality
Commission reviews published during March and April 2013.
Board members should also be aware that the Care Quality Commission conducted an unannounced inspection
at the three MYHT sites – Pinderfields, Pontefract and Dewsbury – on 28‐30 May 2013. At the time of writing
the outcome from the visit is not known.
Key issues
 Yorkshire Ambulance Service (YAS) Category A calls: YAS failed to fail to meet 8 minute target for 2012/13
with 72.5% overall, and 71.5% for Wakefield against a target of 80%.
 18 weeks admitted pathway: Individual specialties failed one or more of the referral to treatment targets.
 MRSA: MYHT failed to meet the annual objective for 2012/13.







62 Day Cancer: Breaches over year meant target not achieved
IAPT: Target not achieved
Non Elective FFCE’s: Target not achieved
Elective FFCE’s: Target not achieved
Choose & Book: Target not achieved

The full Integrated Quality and Performance reports also included information on the following areas:‐
 Serious Incidents: 8 SIs were reported by our providers in Quarter 4 (2012/13)
 Patient Reported Outcome Measures (PROMs): MYHT has significantly improved participation rates for
elective hip and knee replacement and are now consistent with the national average; Spire Methley have
participation rates similar to the national average.
 2012 National Pain Audit: Clinical outcome measures for MYHT demonstrate significant improvements at or
exceeding national average.
 2012 National Heart Failure Audit: Management and follow‐up at MYHT is comparable with national average
for most measures, although there is some variation between Pinderfields and Dewsbury sites.
 CQC Quality Risk Profiles: No areas considered as red or amber risk of non‐compliance and improvements
seen in risk estimates for all three main NHS providers.
 National Reporting and Learning System (NRLS) Organisation Patient Safety Incident reports: Deterioration
in comparable incident reporting rate for MYHT and SWYPFT
As a result of the KPMG review of integrated governance reporting the following improvements have been
identified to be reflected in future reports:‐
- Key Issues Table providing a quick summary of the performance and any key actions to be taken
- Development of a chart to provide a quick overview of the key performance indicators, their level of priority
and performance
- Development of the performance dashboard

Outcome of Equality Impact Assessment:

Not applicable

Risk Assessment

Mitigating actions are included within the report
and risks are reflected in the CCG Assurance
Framework and Corporate Risk Register.
Mitigating actions required to improve
performance or quality are assessed on an
individual basis for any financial implications.
Better health and excellent patient experience are
part of the CCG’s strategic vision. Quality and
patient safety are integral to the five domains of
the NHS outcomes framework covering
effectiveness; safety; and experience.
Not applicable

Finance/ Resource Implications

Quality/Health Benefits

Legal Implications
Previously presented at committee

Recommendation:

Integrated Quality & Performance Reports
presented to the Integrated Governance
Committee – 23 April and 16 May 2013
It is recommended that the Governing Body note
the final 2012/13 performance against key national
performance measures.

NHS Wakefield Clinical Commissioning Group
Integrated Quality & Performance Report (Summary)
April/May 2013
Summary – Key Performance Indicators and Exceptions
Deep Dive: (targeted analysis of issue)
- MYHT Staff Survey 2012
- MYHT Patient Safety Walkabouts – February and March 2013

Page
2
Page
3
5
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In the spotlight (national publications, benchmarks & assessments such as CQC reports, Dr Foster, etc)
- MYHT Paediatric A&E Survey
- Friends & Family Test
- Care Quality Commission (CQC) Reviews
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1

Key Performance Indicators and Exceptions

Key Issues

Indicator

YAS Cat A

18 Weeks Incomplete

Reporting
Period

March

March

62 day cancer
% of patients receiving
first definitive
treatment for cancer January
within 62 days of an
urgent GP referral for
suspected cancer

TIA
Proportion of people
at high risk of Stroke
Quarter 4
who experience a TIA
are assessed and
treated within 24 hours

Provider/
Comm

Provider

Current Period
Perf

73.9%

Target

80%

YTD Perf

72.5%

2012‐13
Key Actions
Plan

80%

Provider

91.55%

92%

93.10%

92%

Commissioner

78.87%

85%

83.73%

85%

Commissioner

68.7%

60%

55.3%

60%

Responsible Lead

Deadlines

Responsible Clinical Lead: Dr
Adam Sheppard
As YAS had in place a detailed Operational Plan, which indicated operational and workforce changes
Commissioning Lead: Matt
to improve performance, YAS were requested to ensure that momentum on progressing these
N/A
England
changes was maintained.
CCG Assurance: YAS Contract
Management Board
As previously reported the following steps are being taken to address this:
Action plans are in the process of being implemented in the specialties that are at risk of not
achieving the necessary referral to treatment targets.
Weekly control tower meetings take place with Patient Service Managers to manage the
performance at specialty level.
Bi‐weekly meetings occur with Patient Service Managers to specifically look at the management of
actions to improve the outpatient part of the pathway.
The Trust and Commissioners have approved a number of further actions related to non recurrent
monies to improve waiting times.
The Trust and Commissioners continue to work together at the 18 week recovery Board to manage
and improve referral to treatment time performance.
A project manager has been brought in for a time limited period oversee the sustained delivery of
18 weeks at specialty level.
Interim report unless Paul sends any further data.
Commissioners continue to work with the Trust and the data to understand further issues and
requirements.
Commissioners have requested that the indicator is part of the Local Quality requirements within
the 2013/14 MYHT Contract. MYHT are requested to provide a report on a monthly basis that
provides:
Analysis of length of breaches over 62 days and;
Details of all 62 day breaches by tumour site for Wakefield and Kirklees patients. Each breach case
to have an individual breach analysis report.
Analysis to include identification where there are common themes for those patients in the higher
waiting times categories together with action plans to support the reduction of further breaches
Info taken from Quality & Performance report for Feb.
Where delays are due to referrer issues, such as wrong form, wrong pathway etc, feedback is
always given and correct procedure reinforced.
This measure will cease to be monitored nationally after the end of March 2013, but will be
recorded through the RCP Stroke Sentinel National Audit Programme (SSNAP)
Actions complete, now monitoring to assess effect.

Responsible Clinical Lead: Dr
Patrick Wynn
Commissioning Lead: Debra
N/A
Taylor‐Tate
CCG Assurance: MYHT
Executive Contract Board

Responsible Clinical Lead: Dr
Abdul Mustafa
N/A
Commissioning Lead: Linda
Driver
CCG Assurance: Cancer Locality
Group / MYHT Executive
Contract Board

N/A

To be advised
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Key Performance Indicators and Exceptions

Key Issues continued
Indicator

MYHT MRSA

Reporting
Period

March

IAPT
Proportion of people with
March
depression who receive
psychological therapies

Provider/
Comm

Provider

Commissioner

Current Period
Perf

Target

0

1.2%

Non elective FFCE’s

March

Commissioner

3,863

Elective FFCE’s

March

Commissioner

4,528

Choose and Book
Proportion of GP referrals
to first Outpatient
March
appointment booked using
Choose and Book

Commissioner

73%

YTD Perf

8

2.6%/
10.0%

3101/
37,049

6.7%

44,840

54,131

90%

69%

2012‐13
Key Actions
Plan

Responsible Lead

Information presented to the Executive Quality Board in January 2013 outlining the additional actions being taken
to reduce cases of MRSA bacteraemia.
The interim Chief Nurse has taken on the Director of Infection Prevention and Control role, and leadership within
CCG Assurance: Cancer Locality Group /
the infection prevention team has been strengthened
7
A monthly HCAI Executive has been established with non‐executive director membership
MYHT Executive Contract Board
A weekly HCAI Control Group has been set up chaired by the Chief Executive. The Group will continue until there
have been no MRSA bacteremia cases for two consecutive months.
A performance notice for the breach has been served to MYHT.
Key Issues taken from January Quality and Performance report
Referral behaviour / clinical rationing
This is being addressed through ongoing communication with practices by the IAPT service, Rightsteps, to ensure
that referrals are made earlier.
Clients declining the service / inappropriate referrals
10.4% Given the significant resource that are used in attempting to engage people not wishing to access the service,
To be advised
discussions are ongoing within the mental health CCU to develop materials to facilitate guided self referral,
ensuring only those motivated to receive the service (a key indicator to likely recovery through talking treatments)
actually do so. Member practice engagement
Mental health commissioning leads are engaging with member practices around talking therapies through the local
clinical networks.
Why were there 3,863 in March 2013, as opposed to 3,101?
The month of March potentially saw peculiarities for three reasons:
Extra beds were still open, both in the hospital and in the community;
Discharge processes within the hospital improved;
Levels of patient acuity were still high, following from on from winter.
These meant that the demand for admissions was still there, and could be accommodated.
Why were there 44,840 rather then 37,049 in 2012/13?
42,348 Accepting any applied percentage tolerances that may have been applied, my answer focuses solely on why the
actual number was higher than that planned.
This was potentially because of three reasons:
The planned figures were lowered to reflect the potential impact of QIPP schemes;
QIPP schemes have not achieved the target reductions in demand;
Demand ‐ throughout 2012/13 ‐ saw the same pattern, as for 2011/12.
These meant that the impacts on actual demand were few.
This, coupled with a lowered plan shows why the actual demand was greater than that planned.
The variance from plan is due to the following:
57,571 During 12/13 there were coding changes in Plastics and Dermatology which resulted in activity previously coded as
Out patient procedures being coded as Day Cases
Following a review by auditors this will rectified during 13/14
Information below taken from March exception report in case no later report rec'd
Work continues at MYHT to further improve their CAB performance including utilisation and Appointment Slot
90% Issues (ASI’s); and with the introduction of the Outpatient Improvement Programme back in August improvements
th
to the Trusts ASI’s are demonstrated in the graph below. The lowest ASI recorded was 2.92% week ending 6
January 2013.

Deadlines

N/A

N/A

Responsible Clinical Lead: Dr Patrick Wynn
Commissioning Lead: Debra Taylor‐Tate
N/A
CCG Assurance: MYHT Executive Contract
Board

Responsible Clinical Lead: Dr Patrick Wynn
Commissioning Lead: Debra Taylor‐Tate
N/A
CCG Assurance: MYHT Executive Contract
Board

To be advised

N/A
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Deep Dive

MYHT Staff Survey 2012
The findings of the MYHT national Staff Survey 2012 were presented in the March report. The Board and Integrated Governance Committee requested information on the
Trust’s response to the survey and governance issues. The survey was discussed in detail at the MYHT Executive Quality Board meeting in April.
Key Issues
Summary of key findings;


MYHT were in the bottom 20% of Trusts for;
-



2012
47%
397
5 questions
3 questions
5 questions
5 questions
9 questions

MYHT were in the top 20% of Trusts for;








feeling satisfied with the quality of work & patient care they are able to deliver,
well structured appraisals,
reporting errors, near misses or incidents witnessed in last month,
fairness & effectiveness of incident reporting procedures,
reporting good communication between senior management & staff,
staff job satisfaction,
staff motivation at work,
feeling pressure to attend work when feeling unwell in last month, and
staff recommendation of the trust as a place to work or receive treatment.

Year
Response Rate
Number of responses
Green (highest 20%)
Green (better than ave)
Amber (average)
Red (worse than ave)
Red (bottom 20%)

witnessing potentially harmful errors, near misses or incidents in last month,
experiencing physical violence from patients, relatives or public in last 12 months,
experiencing physical violence from staff,
experiencing bullying or harassment from staff, and
experiencing discrimination at work in last 12 months.

MYHT’s overall staff engagement score was in the lowest 20% when compared with trusts of a similar type.

4

Deep Dive

Key Actions
 The MYHT Organisational Development Team are leading a programme of work in response to the survey.
 There are clear governance structures in place with progress reported to the Workforce and Organisational Well Being Committee, a sub group of the MYHT Trust Board.
The survey and resulting actions have been discussed at MYHT Trust Board.
 The Trust recognises that leading organisational culture change is takes time and have developed a three year plan.
 The Staff Survey was discussed at the recent Executive Quality Board in April. MYHT identified key actions taken to date to improve staff engagement, communication and
leadership. These actions include;
- local survey sent to all staff with January payslips to gain a better understanding of why staff wouldn’t recommend the Trust as a place to work / be treated. Staff
were asked to provide reasons for a negative response to any of the questions and to suggest improvements and changes they would like to see. Key themes
included staffing levels at ward level, visibility of the senior team and the impact of the Clinical Services Strategy (particularly for staff based at Dewsbury). Findings
have been shared at the management briefing session and action planning begun,
- a series of appreciative enquiry exercises amongst staff to understand staff views of the organisation,
- staff engagement framework and communications strategy being developed to supplement the workforce strategy,
- relaunch of Trust values and behaviours framework in April, recognising the role of individual personal accountability,
- work to improve the quality of staff appraisals,
- launch of a leadership programme entitled The Top 100 Academy. 100 able, committed and driven people between band 5‐8a have been identified. It is anticipated
that these will be potential leaders of the future and ambassadors within the organisation,
- greater visibility of members of the senior team at Dewsbury,
- work has been undertaken to assess staffing levels and e rostering is also in place. The Safer Nursing Tool which assesses staffing levels has been run during February
and March. It is intended that this will be repeated across all ward environments twice a year.
 MYHT Executive Quality Board sought assurance about incident reporting, in response to both the recent NRLS incident report and staff survey findings. The Trust is
working on developing a culture of core values and culture in which staff feel comfortable in reporting incidents. They are reviewing the Whistleblowing policy and
working with Public Concern at Work to further promote raising concerns and will continue the ‘see something, say something’ at staff roadshows.
 The Staff Survey question whether staff would recommend their place of work to receive care for their family or friends is included within the national CQUIN Friends and
Family indicator for 2013‐14. MYHT will be assessed on whether they achieve improvements in this score over the year.
 A copy of the action plan with trajectory of improvements is expected at the May MYHT Executive Quality Board.

5

Deep Dive

MYHT Patient Safety Walkabout – Pontefract February 2013 & Dewsbury March 2013
This summarises findings from Walkabouts that took place at Pontefract General Infirmary on the 28th February 2013 and at Dewsbury District Hospital on the 27th March
2013. Walkabouts involve a small team of clinical and non clinical staff walking onto ward areas to note their first impressions. The team is accompanied by a MYHT senior
nurse / manager. 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.
Key Issues: Pontefract Feb 2013


The Walkabout took place on Outpatients Pain Clinic, Care Closer to Home and Clinical Decisions Unit. Feedback included;
Areas of good practice
- Staff were polite, helpful, friendly and buzzers were answered quickly.
- The environment was clean, calm and clearly signposted.
- Visible evidence of annual audit work and implementation of service improvement plans within pain clinic.
Areas for consideration
- Incomplete nursing assessments in some records.
- Duplicate set of notes for one patient.

Key Issues: Dewsbury March 2013


The Walkabout took place on A&E, Ward 12, Medical Assessment Unit (MAU), Antenatal and Postnatal Ward. Feedback included;
Areas of good practice
- All patients with allergy bands had clear documentation in their records as to the source of their allergies.
- All patients seen had access to buzzers, drinks, walking aids and described not having to wait for long periods when they called.
- All patients described a positive experience of care, describing the staff as courteous, helpful and caring.
All areas appeared visibly clean and well maintained. Cleaning staff were visible and seen to be thoroughly cleaning their respective areas.

6

Deep Dive

Key Issues: Dewsbury March 2013
Areas for consideration
- Repair entry door to Antenatal/Postnatal Ward.
- Ensure exit doors to the Paediatric Assessment Unit are not blocked.
- Review signage and leaflets for languages other than English.
- Staff on the MAU expressed concern about the potential impact of the Clinical Services Strategy.

Key Actions:




Verbal feedback is given to the senior manager once the walkabout is completed. Feedback and recommendations following each visit are fed to the MYHT Director of
Quality and discussed at their monthly Quality & Clinical Governance Committee.
The March MYHT Executive Quality Board discussed issues relating to documentation raised by the Walkabout.
Quarterly thematic analysis will be undertaken by the Quality Team to identify common themes and trends and discussed at the May Executive Quality Board.
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In the Spotlight

MYHT Paediatric A&E Survey
The Paediatric A&E survey is a voluntary survey of patient experience facilitated by Picker which looks at a range of experience measures relating to waiting,
communication and information sharing. The report provides benchmarked information on the care of patients in 11 Trusts during September 2012. The data is used to
provide information to individual hospital sites about the standards of care to benchmark their care and explore methods of driving up quality.
Key Issues
Summary of key findings;


MYHT were rated average in comparison to other Trusts.



MYHT were rated better than average for;
- Ambulance staff / paramedics fully explaining what was happening
- Cleanliness



MYHT identified need for improvement for;
- Not enough for child’s age group to do when waiting. Child score was worse than parents / carers.
- Did not have everything that was needed when waiting.
- Not fully looked after when waiting.



There was marked variation in the responses across the 3 sites, with Pontefract A&E scoring higher problem
scores (see overleaf). However, the audit involved small numbers which may affect the validity of
comparison. The response may also reflect that Pinderfields site has a purpose build children’s assessment
area.



MYHT are currently considering the data and appropriate actions.

Response Rate
Number of responses
Green (better than ave)
Amber (average)
Red (worse than ave)

25% (national = 27%)
213
2 questions
29 questions
0 questions

Key Actions




MYHT have discussed the audit at the Patient Experience Steering Group (Feb 13) and at the Division of Medicine Clinical Governance Meeting.
MYHT have recommended that the 3 ED sites review the internal benchmarking report to identify areas for improvement. Staff will be complimented on the results.
The report was discussed at the MYHT Executive Quality Board (April 13).
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In the Spotlight

MYHT Friends & Family Test
From April 2013 all patients will be asked a simple question to identity if they would recommend a particular A&E department or ward to their friends and family. The
results of the test will be used to improve the experience of patients by providing timely feedback alongside other sources of patient feedback. NHS staff are already asked
if they would be happy for their friends and family to be treated at the place they work in the annual staff survey. Commissioners will have an up to date and comparable
measure to use to benchmark providers and use in contract discussions.
The Friends and Family Test is a contractual requirement and also features in the national CQUIN scheme for acute providers. The CQUIN scheme requires providers to roll
out the test to maternity services by the end of October 2013 and additional services (yet to be defined) by the end of March 2014. Providers are expected to achieve a
baseline response rate of at least 15%. They are also expected to increase the score of the Friends and Family test question within the next staff survey (or remain in the
top quartile of trusts).
Key Issues










MYHT piloted the Friends & Family initiative over a two week period in February 2013 to test systems and processes before the national roll out in March.
The pilot identifies response rates by hospital site and ward area.
Average response rate for ward areas was 14.3%.
Average response rate for A&E / Assessment Areas was 3.2%. Low response rates in A&E have been identified as a problem nationally.
Ward Areas: 75% (127/169) of patients who participated said they were extremely likely to recommend the Trust to friends and family.
A&E / Assessment Areas: 72% (76/106) of patients who participated said they were extremely likely to recommend the Trust to friends and family.
The initiative has been implemented within maternity wards across the 3 hospital sites ahead of the national timescales for October 2013.
MYHT have also implemented the initiative within the two intermediate care facilities (Monument House and Queen Elizabeth House).
A full month survey data for March will be available from 9 April. This will be reported internally to the MYHT Clinical Executive Group rather than submitted nationally
to allow time for further validation and understanding of the data.

Key Actions



Implementation of the Friends & Family test continues to be monitored by the MYHT Executive Quality Board. It will also be reported on a quarterly basis as part of the
CQUIN scheme.
The ‘Friends & Family’ question has been included in 2013‐14 local CQUIN schemes with independent providers (eg Novus, White Rose Surgery, Fountains Diagnostic and
The Grange Surgery) and reflected in the service user experience indicator for SWYPFT.
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In the Spotlight

CQC Reviews: Dewsbury & District Hospital
Key issues
An unannounced inspection was carried out on Ward 9 following anonymous concerns raised with the CQC. These concerns related to staffing arrangements and the
operation of a winter pressures escalation ward. The CQC visited the ward early in the morning so that they could assess staffing levels and observe the handover of care
from one shift to another. They found that there were insufficient staff, inconsistent staffing and lack of leadership and management of the ward. The CQC also found
shortfalls in the auditing and governance of the ward and as a consequence the environment was poor and the storage and administration of medication disorganised. The
CQC issued an urgent compliance action letter. The Trust took swift action to rectify the shortfalls identified. The CQC returned to the hospital the following week and
found improvements in the organisation, staffing and management arrangements of the ward including the environment and medication. The CQC have asked to be kept
regularly informed about the operation of the ward to ensure improvements are maintained.
Provider
Date of Inspection
Review Type
Link to Report

MYHT
21 & 28 February 2013
Unannounced: In response to concerns
Dewsbury April 2013

Outcomes
Minor Compliance Action
04 – Care and welfare of people who use services
09 – Management of medicines
10 – Safety & suitability of premises
13 – Staffing
16 – Assessing and monitoring the quality of service provision

Issues identified at first visit;
 Insufficient & inconsistent staffing
 Lack of leadership & management
 Shortfalls in auditing and governance
Compliant
Compliant
Compliant
Compliant
Action needed

Swift action taken observed at second visit;
Improvements in the organisation, staff and management arrangements of the
ward, including the environment and medication administration.

Actions







Immediate actions were taken between the first and second visit to rectify identified shortfalls.
MYHT were required to undertake a root cause analysis and action plan into the operation and impact on the Trust of opening ward 9 to alleviate winter pressures.
The report and accompanying action plan were submitted to the CQC within timescale.
The Trust also engaged an external consultant to undertake an appreciative inquiry review with staff at Dewsbury.
A copy of the Trust’s response and appreciative inquiry were discussed at Executive Quality Board in April 2013.
The CQC will undertake a follow up inspection.
The full report will be presented to the Executive Quality Board in May 2013.
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In the Spotlight

CQC Reviews: Independent Healthcare Organisations
Provider
Date of Inspection
Review Type
Link to Report

Novus (Kings Medical Centre) (Normanton)
11 February 2013
Follow‐up Review
Novus Inspection

Outcomes
Compliant
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
07 – Safeguarding people who use services from abuse
12 – Requirements relating to workers
16 – Assessing and monitoring the quality of service provision

Compliant
Compliant
Compliant
Compliant
Compliant

Patient experience:
The CQC were not able to speak to patients using the service as the surgeon was not
operating on the day of the inspection. Evidence was gathered from patient surveys
completed in November and December 12. These showed high satisfaction with
the service.
Of the 23 people who responded, over 90% rated the overall quality of care as
either very good or excellent.

CQC Reviews: Yorkshire Ambulance Service
Provider
Date of Inspection
Review Type
Link to Report

Yorkshire Ambulance Service
22‐24 January 2012
Follow‐up Review
YAS inspection

Outcomes
Compliant
02 – Consent to care & treatment
04 – Care and welfare of people who use services
06 – Cooperating with other providers
08– Cleanliness & infection control
13 – Staffing
14 – Supporting workers
17 – Complaints

What patients said:

Compliant
Compliant
Compliant
Compliant
Compliant
Compliant
Compliant

The CQC spoke with 16 people who had been transported to hospital by emergency
ambulance and 14 people who had used the Patient Transport Service. People said
that they were happy with the care and treatment they had received from the
ambulance staff. One person commented;
‘I really appreciate the service and everything they do for me’.
Another person stated;
‘They explained everything and checked I was happy with what they were doing’.
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In the Spotlight ‐ continued
5.4 CQC
CQC Reviews: Queen Elizabeth House (MYHT)
Queen Elizabeth House provides Intermediate Care for up to 26 patients with the aim of rehabilitating people to their own homes following stay in hospital. The service
provides occupational and physiotherapy to support this.
Provider
Date of Inspection
Review Type
Link to Report

Queen Elizabeth House (MYHT)
6 February 2013
Routine Planned Review
Queen Elizabeth House

Outcomes
Compliant
01 – Respect & involving people who use services
04 – Care and welfare of people who use services
07 – Safeguarding people who use services from abuse
13 – Staffing
17 – Complaints

What patients said:

Compliant
Compliant
Compliant
Compliant
Compliant

The CQC spoke to people who used the service and they told them that they had
been included in decisions about their care. One person said;
‘The staff are fabulous here, we are treated really well, nothing is too much trouble’.
Another person stated;
‘I have no complaints, the nurses are very kind but firm otherwise you wouldn’t get
going again’.
Someone else said;
‘I feel I could talk to any of the staff about any concerns I may have’.
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Date of Meeting: 11 June 2013
Paper Title: Meeting the Challenge Public Consultation Exercise ‐ Update
FOI Status: Disclosable

Open

Report Author and Job Title
Responsible Clinical Lead

Martin Carter, Head of Communications and
Engagement
Not applicable

Clinical Commissioning Group Executive Lead

Jo Webster, Chief Officer

Executive Summary:
This report sets out the successful completion of the formal three months statutory public consultation –
Meeting the Challenge ‐required to engage with stakeholders and local residents on proposals to make
significant changes to hospital services across North Kirklees and Wakefield District. The consultation closed at
midnight on 31 May and the output is now being analysed by an independent third party – the Campaign
Company – before publication of a final analysis report in mid‐June. The report sets out the consultation
activity undertaken, engagement achieved and key themes to emerge.
Outcome of Equality Impact Assessment:
Risk Assessment

Not applicable

Not applicable

Finance/ Resource Implications

Not applicable

Quality/Health Benefits

Not applicable

Legal Implications

The consultation exercise was a legal requirement and
legal challenges may arise over coming weeks
No

Previously presented at committee
Recommendation:

It is recommended that the Governing Body note the
contents of the report

MEETING THE CHALLENGE
PUBLIC CONSULTATION EXERCISE – UPDATE TO THE BOARD OF WAKEFIELD CLINICAL
COMMISSIONING GROUP – 11 JUNE 2013
1

Meetings ‐ public

1.1

The consultation launched on 4 March and closed at midnight on 31 May. The three month
formal public consultation followed a lengthy and wide ranging pre‐consultation process.
That process was instrumental in identifying an initial five options for change which were
later refined to two. It included a large workshop‐style event in June 2012 and helped to
determine the contents of the outline business case and formal public consultation plan.
The ‘set piece’ launch events public meetings in Dewsbury, Wakefield, Pontefract and
Morley took place within the first two weeks. The meetings were recorded and both the
recordings and the written transcripts were posted on the Meeting the Challenge website.
The meeting transcripts are now being analysed and will be reflected in the final
consultation report being produced for mid June. The meeting in Dewsbury was emotionally
charged. Most people who expressed a view had concerns and the clinical benefits of the
proposals were not well understood. At the meetings in Wakefield and Pontefract, whilst
some concerns were aired, there was far less opposition to the proposals expressed and a
greater willingness to consider the proposals in the round rather than focussing on the
implications for local hospitals in those areas. At the Pontefract meeting, a member of the
public praised the approach taken the candidness of responses from speakers.

1.2

The closing event public meetings took place during the final two weeks of the consultation.
Attendance varied greatly with only two members of the public attending the event in
Morley whilst around 65 went to the event in Dewsbury. The mood of the meetings was
similar to the opening events with the Dewsbury meeting proving particularly challenging.
However, a number of attendees – including some who were strongly opposed to the
proposals – commented to panel members later that they felt the meetings had been
productive and very professionally run and chaired. Overall, 313 people attended the eight
public meetings.

1.3

In addition to the relatively large scale public meetings we have also attended area forums
and neighbourhood network meetings across the Wakefield District. We have attended six
area forums, speaking to a total of 318 people. We have also attended three of the smaller
neighbourhood network meetings. These are key elements of the Council’s public
involvement programme.

1.4

In North Kirklees a different format was followed, with fewer but potentially more formal
meetings of area committees. We presented at all of them as part of the pre‐consultation
campaign. For the full consultation, we attended the Dewsbury Area Committee on 26
March, and sent information packs to Spen Area Committee. Batley, Birstall and Birkenshaw
Area Committee was unable to give us slots on their programme, but have took and
distributed consultation literature.

1.5

We wrote to town and parish councils to offer more information and/or to attend meetings.
We attended Normanton Town Council on 9 April. Mirfield Town Council cancelled a
scheduled visit, so we agreed to attend their next available meeting on 28 May.

1.6

Members of the engagement team are actively working with local groups representing the
nine protected characteristics of the Equality Act to provide information and meeting
opportunities in the format that suits them best. This includes the south Asian community,
particularly in North Kirklees where we have agreed to stage additional roadshows and
attended an open meeting attended by around 60 people at the Al‐Hikmah Centre in Batley
on 25 April. This was well attended, mainly but not solely by the local male Indian Muslim
community.

1.7

Following this meeting, representatives of the CCG and the Trust accepted an invitation to
take part in a radio phone‐in on Mosque Radio on 12 May during a visit to the Saville Road
Mosque in Dewsbury which reaches to people across the North Kirklees area. North Kirklees
CCG and Mid Yorkshire Hospital NHS trust (MYHT) representatives also attended an open
meeting at the Taleem Centre in Dewsbury.

1.8

Engagement and Diversity staff worked to ensure those groups likely to experience the
greatest impact from the changes had their say. That included attendance at specific
community groups such as children’s centres or focus groups. We presented to a BME
carers’ group in Wakefield and were able to reach the female Muslim community via Link
workers and an Urdu translation of the maternity and paediatric DVD.

1.9

There was a round‐table discussion at the Older People’s Forum on 2 May as all services
apart from maternity and paediatrics (including SCBU) are likely to impact more on the over
65 age group.

1.10

Wakefield CCG’s quarterly meeting with public and patients to talk about commissioning
intentions took place on March 21 and included a round‐table option to discuss MtC. That
was attended by the Communications and Engagement staff from the Transformation
Programme and Mid Yorkshire Hospitals NHS Trust with Dr Phil Earnshaw as Chair.

1.11

Overall, through the various meetings and other stakeholder events, we have engaged
directly with around 1,000 people.

2

Key stakeholders

2.1

We worked closely with the Joint Overview and Scrutiny Committee through a series of
evidence gathering sessions to look in more detail at each of the following key areas:










2.2

Travel and transport
Care Closer to Home
Mental Health
Maternity Services
Social Care
The Consultation Exercise
Inpatient Paediatrics
Surgery
Emergency Care

OSC members will be made a site visit to Dewsbury and Pinderfields Hospitals on 24 May.

2.3

The OSC has kindly agreed to share the notes/transcripts from these meetings – once
formally accepted by the committee – and these will be sent to The Campaign Company to
add to their analysis of consultation activity and output.

2.4

We also accepted an invitation to attend the North Yorkshire OSC on 22 March, to present
on both content and process. Unfortunately, this meeting was cancelled at short notice due
to the bad weather.

2.5

We wrote to all relevant Royal Colleges, sharing the consultation document and inviting
their responses.

2.6

Local Health and Wellbeing Boards, local MPs and other elected representatives were kept
updated on a regular basis by CCG accountable officers.

3

Patient and Public Engagement

3.1

Focus groups –Seven of these were held with invited groups around key areas together with
two staff focus groups. Most took place in the evening and were mainly in the North
Kirklees areas. Clinicians attended service specific ones such as those for maternity and
A&E. Attendees were sourced from contacts made during the pre‐consultation telephone
survey and later survey of 1,000 residents which took pace towards the end of the
consultation period. In total, 123 people attended the eight focus groups, including 60
young people of school age.

3.2

Roadshows ‐ A total of 40 roadshows were held across both districts, which was eight more
than originally planned. These were staffed partly by our own engagement staff, but also
with staff supplied through a promotional agency. We have collated intelligence from these
sessions (numbers attending, questions asked, feedback etc) and submitting it to the
Campaign Company for analysis. Feedback mostly related to concerns about travel. Issues
about the level of current services were fed directly back to the relevant PALS service.
During the roadshows we spoke with around 850 people and distributed nearly 1,500
summary documents.

3.3

Drop in sessions – were planned to take place when the roadshow was stationed at the
three hospitals. The first of these took place at Pontefract Hospital on 9 April where just two
people came to speak to Stephen Eames, but having made the journey especially to talk to
him, felt they had an invaluable discussion. We planned to hold a session at Pinderfields
Hospital but were unable to secure sufficient clinical involvement for it to take place. We
placed particular emphasis on Dewsbury Hospital where a session was staged in the main
entrance to the hospital on 13 May and attracted 60 members of the public.

3.4

Hospital Sessions – The engagement team attended relevant wards and out‐patient
departments, including A & E, to raise awareness of the consultation and encourage
completion of the feedback form. An Urdu version of the maternity and paediatric CD was
produced to use with female Urdu speaking patients. Hospital Link workers helped patients
to complete forms.

3.5

Telephone Survey ‐ The Campaign Company carried out a telephone survey of 1,000 local
residents from North Kirklees, Wakefield District and people in relevant Leeds postcode
areas using a stratified sample to ensure a representative and statistically sound sample is
obtained. Some people from these surveys were invited to attend focus groups.

4

Literature and publicity

4.1

Distribution of the summary document to 242,000 households took place in March.
There were one or two postcode sub‐sectors (eg Chickenley) that were not fully
completed, for which we are to receive compensation. We were mainly informed about
the missing documents at face to face meetings and were able to provide spare copies.
Also, the home page of the website currently asked people to let us know if they had not
received their document so that we could send one on. The same information was
tweeted. We also distributed the summary document to libraries, community centres,
GP surgeries and pharmacies along with posters promoting the public meeting as well as
to large employers. Posters advertising the consultation were also sent to
supermarkets.

4.2

The final version of the full consultation document was posted on our website. Printed
copies were delivered to key stakeholders, members of the Your Health Your Say network
and to anyone who requested one. A supply was also sent to Kirklees Council for
distribution across the BME community.

4.3

The summary document has also been translated into Gujarati and Urdu. These were
especially useful at the roadshows and public meeting at the Al‐Hikmah centre.
An easy read version of the document was also produced to enable the engagement team to
do more focused work with some groups in the community.

4.4

Stakeholder newsletters and letters encouraging people to tell family and friends were sent
to the Your Health Your Say network.

5

Website and social media

5.1

An interactive tool was placed on the website, accessed through the homepage. This
allowed people to enter their postcodes and see how far hospitals are from them and which
services would be provided at each under the proposed changes. Feedback from the Patient
and Public Advisory Group was positive.

5.2

To help direct people to the ‘Meeting the Challenge’ website (as trialled successfully during
the pre‐consultation stage) we used geo‐targeted web banner and Facebook advertising.
Three two‐week campaigns were booked the first two of which helped to deliver over 43%
of the overall traffic to the Meeting the Challenge website. Together both campaigns so far
have delivered over 12 million impressions and attracted over 6,000 ad clicks.

5.3

1st March‐31 May website statistics show the following:






4,193 visits
3,533 unique visits
Over 9,000 page views
Average time on the website – 1 min 27 secs
36% of traffic received to site was direct (ie someone putting the full web address in the
address bar not searching for it)
 56% of visitors via referral )eg web banners, links on other website)
 The top five most popular pages were:
1.Home

2.Join the debate
3.What does it mean for you?
4. Documents
5.Where would I find… ‐ an interactive tool which allows users to see what key services
would be available at each hospital under the proposed plans
5.4

We tweeted regularly with a planned programme of messages and we monitored activity.
Social media activity comprised an average three tweets per day (including once daily at
weekends) from the two CCG accounts at times when traffic to Twitter is most likely to be at
its peak. Tweets were used to advertise public meetings, roadshows, direction to website
content and consultation documents. External Twitter accounts were approached to re‐
tweet our messages to widen the reach as far as possible.
Average weekly activity:
Wakefield CCG:
8 re‐tweets and 3 replies (19 – 26 Apr)
Average weekly reach of 11,218 accounts
Exposure of 50,164 impressions. (19 – 26 Apr)
North Kirklees CCG:
3 retweets and 4 replies (19 – 26 Apr)
Average weekly reach of 6,444 accounts
Exposure of 7,589 impressions (19 – 26 Apr)

5.5

All tweets were automatically fed into the CCGs’ Facebook pages – however interactivity
from the public was very minimal. We responded to tweets and Facebook comments where
needed.

6

Media

6.1

Adverts were placed in all local media promotion the launch events (public meetings) and
we sent media releases out in advance of all roadshows or other events.

6.2

We actively encouraged coverage in the local media which has resulted in radio interviews
and substantial editorial coverage in the Reporter series of papers. The roadshows were
covered weekly in local papers across North Kirklees and Wakefield. A press release was
sent out during this period to remind people that we were halfway through the consultation,
encouraging people to have their say. A further release was sent close to the end of the
consultation period. These was covered in the North Kirklees papers.

6.3

We also monitored media coverage ‐ correcting inaccuracies and, where appropriate,
responding to readers’ letters. In addition, we undertook a series of webchats and
conducted three online polls around children services, emergency care and maternity
services.

7

Internal

7.1

Communication: Briefing documents were emailed to all GPs and practice staff in North
Kirklees and Wakefield. Articles in Wakefield’s Practice Matters were printed and items
included within weekly e‐bulletins across the CCGs, PCTs and the Cluster. We emailed all
practice managers asking if they need any refreshed material and encouraged them to
display information.

7.2

Updates were fed in regularly to internal communications channels at Wakefield Council,
Kirklees Council, SWPFT and Locala and we had a positive response from local housing
associations following a request to ask for coverage in their bulletins. We also worked with
Voluntary Action Kirklees and Voluntary Action Wakefield to expand communications
channels there.

7.3

Engagement: The consultation was discussed on 12 March at the North Kirklees Local
Medical Council meeting to update them on the process and the issues arising from the
consultation so far. A similar discussion with Wakefield Local Medical Committee took place
on 2 May. A presentation was also made at the NK GPs’ Practice Protected Time. The
consultation document was also distributed at the NK Nurses Forum. We are due to attend
Wakefield’s monthly Target meeting and the CCG quarterly meeting to provide a brief
update on consultation activity. The hospital Trust established its own plan for internal
communication with all its staff and we liaised closely with them to ensure consistency
of information and messages. There will also be focus groups with staff who are also
patients at White Rose House and Broad Lea House.

7.4

At Mid Yorkshire Hospitals NHS Trust, there has been ongoing dialogue with senior clinicians
since Autumn 2011 and consultants, matrons and other clinicians have been engaged
through planning processes and summit meetings.

7.5

During the formal consultation, the Trust ran a parallel process of staff engagement to
ensure its 8,000 staff understood the proposals and were able to articulate them to
members of the public. Staff were encouraged to respond to the consultation as ‘expert
citizens’. This included advance and ongoing promotion through routine communications
channels such as briefings, intranet and newsletters and a series of all‐staff e‐mails
reminding staff the consultation was underway. Promotional stands were placed in staff and
public areas, consultation material was distributed via pay packets and directors led a series
of recorded open staff sessions.

8

Patient Advisory Group

8.1

The group received a presentation about Care Closer to Home on 2 May. They will also be
involved in the development of decision‐making criteria in preparation for the end of the
consultation period. The Campaign Company will facilitate this session. Members from this
group and the Travel Advisory Group were active as patient representatives in some of the
Joint Overview and Scrutiny Committee evidence gathering sessions.

9

Feedback and analysis

9.1

The volume of traffic to the consultation email address and phone line was substantial.

9.2

We worked with The Campaign Company to ensure that all feedback was recorded and
analysed independently.

9.3

The Campaign Company is collating all feedback and the fourth report for the period 1
March to 1 May is attached as Appendix A. As at 1 May, we had received a total of 1,342
questionnaires returned by post and 410 have been completed online. We received a
substantial amount of email traffic and by 31 May had received a total of 1,353 emails. Of
those, an identical lengthy and detailed email was received from more than 1,000 people.

That email made a number of points on key aspects of the proposed changes – notably
emergency care, maternity services, paediatrics, travel and transport and health inequalities.
A comprehensive response was sent to every one of those emails. We have responded to all
emails received. In addition, we have received and responded to 56 telephone calls where
people have made contact to request information/documentation or provide feedback.
9.4

We maintained a valuable and flexible arrangement with The Campaign Company to enable
us to respond to feedback as the consultation process progressed. This included
independent facilitation of the focus groups

10

Assurance and decision‐making process

10.1

We are working with The Consultation Institute to ensure that the consultation process is
robust. The Consultation Institute provided their initial view that:
 the summary document is very clear and understandable
 the plan is very comprehensive

10.2

We laterhad further discussions with the Institute to further strengthen our plan in a
number of areas. We made a commitment to extend consultation at the end of the process
if evidence emerges which leads us to make significant changes to the clinical changes
planned. In addition, we have developed a decision‐ making framework.

10.3

Joint Advisory and Review Group – The framework includes the establishment of this Group
consisting of three non‐executive board members from each of the two CCGs, the Chairman
of Mid Yorkshire Hospitals NHS Trust and a patient representative. That group is meeting on
a regular basis to assess the consultation process and output received. Group members are
ensuring their constituent organisations are kept informed of progress on an ongoing basis.
The JARG will also make recommendations to each board – and to the joint CCG board – on
any key actions it feels are needed and will also recommend whether or not consultation
should be re‐opened/extended. The patient representative will feed back to the Patient and
Public Advisory Group . The first JARG meeting took place on 2 May with the second taking
place on 16 May and the third scheduled for 19 June .

10.4

Deliberative Event ‐ A large scale half or full day deliberative event involving approximately
50 key stakeholders and decision makers is being arranged to take place on 2 July 2013.
That event will allow stakeholders to consider the final consultation report and agree
recommendations to go to the CCG boards and the joint CCG board meeting on 29 July.

10.5

As part of the assurance and governance process, the Consultation Institute has been
reviewing our progress against the consultation plan via a series of gateway reviews. All four
of these have now been held and a letter from the Institute setting out assessment of the
consultation exercise is expected imminently. If we have met their required standard, we
will receive a Certificate of Accreditation for Good Practice.

Martin Carter
Head of Communications and Engagement
‘Meeting the Challenge’
3 June 2013
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Defining purpose
This highlight report is one of a series of update reports for the Transformation
Programme Engagement Lead. Reports will be produced on a fortnightly basis but
based on analysis of submissions received between three and one week prior to the
report. Each report will build on the last and:
 highlight trends that are developing in the responses received
 help ensure that the consultation is flexible and responsive to emergent themes
 highlight if there is extra work that might be considered to ensure the consultation
keeps on track

Fortnightly Report 4 Submissions
This report analyses 1342 postal surveys in total that have been posted to the Freepost
address from the start of the consultation until 1st May 2013. Since this date, a further 100
postal surveys have been received which will be analysed in future reports. Since the start
of the consultation there have been 410 web responses until 1st May 2013.
During the time of this report, a petition has been taking place. This is can be found at
http://savedewsburyhospital.org.uk/consultation/ and involves sending an email to Meeting
the Challenge Team. There have been nearly 900 emails received through this forum to
date.
Overall, the majority of the responses reflected similar views to the previous fortnightly
report. However there are some additional areas which have emerged; one of these areas
is the concern around Access to Care and in particular;


improvements needed to the appointment system,



hospitals and medical facilities needing to remain local,



concerns over access to specific services in particular children’s services.

There are various suggestions for new services or alternatives and improvements needed to
be made to the system. One of these is the extension and integration of the public transport
system to improve the connection between the various hospitals. Another is publicising
schemes, such as this consultation, not only in GPs and Hospitals but also community areas
such as supermarkets and libraries.
The feedback from this fortnightly report also highlights concerns/ negative mentions of GPs
and CCGs and changes to the NHS generally.
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Submissions breakdown
This section highlights the admissions received in the time period, and the cumulative total
since the start of the consultation.
Method of submission in time period (18th April – 1st May)
Category

Time period

Quantity in time
period

Overall quantity
since 1st March

Postal submissions

18th April – 1st
May

70

1342

Web submissions

18th April – 1st
May

80

410

Social Media

18th April – 1st
May
32 RTs
0 DRs

156 Re-tweets
21 Direct
Responses

Twitter

Transcripts from public
meetings

18th April – 1st
May

/

4 transcripts

Interest Groups and
presentations

18th April – 1st
May

/

6

Telephone

18th April – 1st
May

13

65

Any other written submission:

18th April – 1st
May
1

6

103

894

18

80

Enquiries from Public
Meetings
Save Dewsbury Consultation
Emails
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Quantitative highlights
The quantitative highlight data represents the data responses as a percentage of all
respondents, including questions which have been left unanswered. The questions have
been broken down by web and postal responses where there are some differences.
Q1: Do you think these proposals achieve our aims to save more lives, improve outcomes
and patient experience?
Overall, 31% of respondents thought the proposal would achieve the aims. 31% of postal
respondents and 29% of web respondents thought proposals will achieve aims. This is in
comparison to 27% overall who thought the proposal would not achieve the aims (24%
postal, 32% web).
Q2: Are there aspects of these changes you disagree with?
Overall, 37% of respondents disagreed with any aspects of these changes. 32% of postal
respondents and 55% of web respondents disagreed with any aspects of these changes.
This is in comparison to 29% of respondents overall who thought there were not any aspects
of the changes they disagreed with (30% postal, 27% web).
Q3: Do you think there are any other options we should be considering?
Overall, 43% of respondents thought there were other options to be considered. 39% of
postal respondents and 60% of web respondents thought there were other options to be
considered. This is in comparison to 12% of respondents overall who thought there were not
any other options that should be considered (12% postal, 13% web).
Q4: How important are the following to you?
The majority of all respondents thought that all the options were very important.
Q5: Which of the following do you think we should invest in to improve the services and care
you can get in your home, your local doctor’s surgery or in places other than large hospitals
elsewhere in your community?
Overall, respondents thought all areas should be invested in. In particular 80% of
respondents thought investment should be made in “overnight sitting services and home
care support”. Although still high, only 68% of respondents thought investment should be
made in “using new technology such as video links e.g. Skype.”
6a: If you require urgent care or have a minor injury, how important are the following to you:
80% of respondents thought that all options were very important if you require urgent care
or have a minor injury .15% of respondents thought that the options were fairly important.
Q6b: If you call an ambulance because you are seriously ill or have had an accident, how
important are the following to you:
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81% of all respondents thought that all the options were very important if you are seriously ill
or have had an accident. 13% of respondents thought that the options were fairly important.
Q6c: Which of the following services do you think should be available at your local A&E
department?
97% of all respondents thought that all the options should be available at your local A&E.
Q7a. Have you used one of the A&E departments in the last two years?
Overall, 54% of respondents had used A&E in the last two years. 52% of postal respondents
and 58% of web respondents had used A&E in the last two years.
Q7b: If yes, how did you get there?
Out of the 941 respondents that had used one of the A&E departments in the last two years,
the majority had got there by Car (56%, in comparison to 35% by Ambulance).
Q7c: If you were taken to A&E by ambulance, how did you get home afterwards?
Out of the 324 respondents who were taken to A&E by ambulance, 68% got home by car.
Q8: For the relatively small number of people who would have to travel further to get the
services they need, should we be doing more to help them get there?
Overall, the majority of respondents thought more should be done to help people get to
services. 72% of postal respondents thought more should be done and 68% of web
respondents.
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Demographic Breakdown
Responding as
Individuals
Organisations
NHS Staff
Resident and staff
Not declared/unknown

87%
<1%
8%
1%
3%

Gender
Female
Male
Prefer not to say
Unanswered

58%
36%
2%
4%

Age
Under 16
16‐25
26‐35
36‐45
46‐55
56‐65
66‐75
76‐85
86+
Prefer not to say
Unanswered

0%
1%
6%
9%
13%
23%
26%
12%
3%
1%
5%

Geography
Wakefield
North Kirklees
South Leeds
Huddersfield
Doncaster
Sheffield
Not declared/unknown
Disability
Disability declared
(breakdown see Q21)
Not declared a disability

Ethnicity
White
Indian
Pakistani
Other BME
Unanswered

90%
3%
1%
2%
4%

Religion
Christianity
No Religion
Islam
Hinduism
Buddhism
Judaism
Other
Prefer not to say
Unanswered

67%
17%
3%
1%
<1%
<1%
2%
5%
5%

Sexual orientation
Gay man
Hetrosexual
Bisexual
Prefer not to say
Unanswered

1%
81%
1%
7%
10%

Gender identity different to sex assumed at birth
No
61%
50% Yes
2%
40% Prefer not to say
3%
5% Unanswered
34%
1%
<1% Preganancy and Maternity
<1% Pregnant now or recently
1%
3% Not applicable
70%
Prefer not to say
3%
Unanswered
26%
25%
75% Carer
No
Yes
Prefer not to say
Unanswered
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56%
32%
4%
8%
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Qualitative highlights
Top level themes
The section shows a breakdown of the top 3 themes/responses for each question
highlighted in order of importance (excluding Miscellaneous). For example, when answering
question one – respondents brought up themes around transport, access to care, and
general support of the proposal. The breakdown of these themes can be found in the
Appendix.
1.

2.

3.
5b.

7d.

9.

10.

11.

Do you think these proposals achieve our aims to save more lives, improve
outcomes and patient experience? Please tell us why.
Access to Care
Transport
Specific Hospitals
Are there any aspects of these changes you disagree with? If so, please us
what they are and why?
Access to Care
Specific Hospitals
Transport
Do you think there are any other options we should be considering?
Access to Care
Staffing
Costing/Finance
Are there any other services that you think we should consider providing in the
community, local doctors’ surgeries or at home rather than hospital? If so, what
are they?
Improvement to
Home Care
Minor Operations
appointment system
Did you think about using another way of getting to A&E? If so, what was it and
what stopped you from using it?
Car
Ambulance
Taxi
We have set out some suggestions to help people travel to hospital. Which of
these would be most helpful to you? Do you have any other suggestions?
Shuttle bus + bus
Flexible appointments
Travel information with
route 111 Timetable
appointment letters
improvements
How do you think we should advertise any schemes to make sure as many
people as possible know about them?
Via Local newspaper In GPs/Hospitals
TV/Radio
Are there any other comments you would like to make?
Access to Care
Quality of Care
Transport/Staffing
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Qualitative highlights explained
Overall respondents were fairly evenly balanced between believing the proposals
would achieve their aims, being not sure and believing they would not achieve their
aims.
Overall 36% of respondents were not sure if the proposals put forward would achieve the
aims to save more lives, improve outcomes and patient experience and 27% of respondents
thought proposals would not achieve the aims.
In North Kirklees respondents were the most likely to believe the proposal would not
achieve their aims.
Half of all respondents from North Kirklees disagreed with any aspects of these changes
compared to 30% of respondents from Wakefield.
In North Kirklees 36% of respondents believe the proposals would not achieve their aims
compared to 27% for all respondents. A further 34% of North Kirklees respondents were not
sure if the proposals would achieve their aims.
What are respondents main concerns and why?
A key concern is increased travel time, particularly in an emergency.
“If I am seriously ill i.e. [I’m having a] heart attack I will be dead by the time it takes to
travel to Pinderfields.”
“I fear the increased distance travelled to access certain services puts lives at risk
(the local hospital becomes something other than local and less than a hospital).”
Quite often respondents simply believe that hospital care should be more local
“No because we should be able to have our own hospital, DDH local for the people.”
Residents that were from Dewsbury were particularly focused on the concerns around
planned A and E service changes.
Over half of the respondents had used one of the A&E departments in the last two years
(54%). Due to the nature of the question it is not known how many respondents thought
about another way of getting to A&E. The majority of respondents would consider travelling
by car (72 mentions out of 219); however a larger proportion of respondents would still use
an ambulance (64 mentions) to travel to A&E due to their medical conditions and urgency of
medical help.
“I believe that Dewsbury should keep consultant led A&E 24 hours/day. If
Pinderfields is to see all emergencies including critically ill then it will have a huge
increase in workload from North Kirklees whilst still dealing with growing number of
patients who need urgent care from Wakefield.”
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Other transport issues raised included cost and accessibility
There were also concerns over the cost of using alternative transport, particularly if a taxi
needed to be called.
“Yes- a taxi but couldn't afford it.”
There were 16 mentions for using friends or family as alternative methods of transport, and
16 mentions for use of public transport. However, there were some concerns over the
viability of using public transport.
“Getting to Wakefield from Thornmill should be easy but you have to go to Dewsbury
for bus service and takes ages to Wakefield then. You need a bus from Wakefield to
Pinderfield which also has a long walk from Bust stop to A and E or other clinics.”
The most popular suggestion out of the options given to help people travel to hospital was by
use of a Shuttle bus, followed flexible Appointments. This fits with a running theme where
respondents want changes to the current appointment system.
“Extending shuttle bus and giving people who have a long way to travel. [Having]
appointments mid-morning onwards to allow time to travel.”
“Most helpful would be more flexible appointments to take travel time into account”
Respondents also had suggestions for alternatives
Forty-three percent of respondents thought there were other options that should be
considered. Respondents who answered yes to these questions thought that changes
should be changed to improve access to care.
A particular focus was around GP appointment systems
A number of respondents were unhappy with the current appointment system, and
suggested alternative ways to improve the appointment system.
“...needs an appointment system which gives patients their next appointments after
seeing consultant. This will save postage and patients ringing expensive numbers to
change appointment. Offering a single appointments service does not work for
patients' benefits and it costs money for a call centre”
Respondents thought changes to the appointment system should be made to improve
access and availability of GPs and thought hospitals, services and care should be kept local
and serve the local community.
“GP services - cannot get an appointment when needed. Ring at 8am wait in a 40
people queue and at the end of it... No appointments available.”

Some respondents put forward views on electronic communications and adopting
technology
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57 respondents had alternative suggestions to other options that should be considered; 12%
wanted the use of electronics in health care and mentioned Skype consultant sessions and
an electronic record system. There were also 5 mentions for more prevention and lifestyle
services with a particular mention of the costs relating to self-inflicting illnesses.
“Investing in more telecare and more digital technologies including being able to
attend virtual Skype consultant appointments.”
“It concerns me that the high costs involved in treatment if self inflicted conditions i.e.
Drunken people and self inflicted problems continue. There is enough to do looking
after decent people with genuine problems on a limited budget.”
There were some suggestions as to other services that should be considered for
provision in the community, the local doctor’s surgeries or at home rather than in
hospital. For example;
-

Walk in centres

-

Home Care – Care available at home, and help with the elderly community

-

GPs being able to offer minor surgeries.

Views on advertising NHS schemes
The majority of respondents to the postal survey thought when schemes are advertised they
should bein local GPs, Hospitals and Pharmacists. There were also a number of suggestions
around advertisements being placed in the local press or local newspaper, with a particular
mention to the Wakefield Express. A number of people mentioned advertising schemes in
public places such as supermarkets and libraries.
“1. Large posters in G.P surgeries, 2. Posters at hospitals (both A+E and in the
wards) 3. Large posters in local libraries, town halls etc. 4. Frequent adverts or
articles in local newspapers, local radio or local T.V News programmes.”

Additional comments
Question 11 gives respondents a chance to add any additional comment to the consultation.
Overall there were 1738 different comments made, and accessibility to care, quality of care,
staffing and transport were the four main themes to be mentioned.
Codes around access to care made up 14% of the comments, as with earlier, there was a
particular inference to hospitals being kept local.
“I would like to see more money been spent on Dewsbury Hospital and keep local
services local. “
Quality of care was the next most mentioned code, making up 11% of the comments.
However, 16%of the 198 comments were positive comments around good standards of care
in the Mid Yorkshire Hospitals.
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Quantitative Breakdown
By Question
This section covers a breakdown of the postal and web responses by quantitative question;
namely Q1,2,3,4,5a,6a,6b,6c,7a,7b,7c,8a. It also covers the Equality Monitoring section,
which demonstrates the demographic breakdown of the respondents; age, gender, ethnicity,
sexual orientation, religion and disability.
Q1: Do you think these proposals achieve our aims to save more lives, improve
outcomes and patient experience?

Overall, 31% of respondents thought the proposal would achieve the aims. 31% of postal
respondents and 29% of web respondents thought proposals will achieve aims. This is in
comparison to 27% overall who though the proposal would not achieve the aims (24%
postal, 42% web). The majority of respondents who thought the proposal would not achieve
the aims are from North Kirklees (36% said no, in comparison to 25% from North Kirklees
who said yes). In Wakefield, the majority of respondents thought the proposal would
achieve the aims (34% said yes, in comparison to 23% from Wakefield who said no).
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Q2: Are there any aspects of these changes you disagree with?

Overall, 37% of respondents disagreed with any aspects of these changes. 32% of postal
respondents and 55% of web respondents disagreed with any aspects of these changes.
This is in comparison to 29% of respondents overall who thought there were not any aspects
of the changes they disagreed with (30% postal, 27% web). The majority of respondents
who disagreed with any aspects of the changes were from North Kirklees (48% said yes in
comparison to 22% that said no). Over a third of respondents from Wakefield did not
disagree with any aspects of the changes (36% said no, in comparison to 29% that said yes
from Wakefield).

Q3: Do you think there are any other options we should be considering?

Overall, 43% of respondents thought there were other options to be considered. 39% of
postal respondents and 60% of web respondents thought there were options to be
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considered. This is in comparison to 12% of respondents overall who thought there were not
any other options that should be considered (12% postal, 13% web). Nearly half of the
respondents from North Kirklees thought there were other options to be considered (48%
said yes, in comparison to 10% of respondents from North Kirklees that said no). A high
proportion of respondents from Wakefield also thought there were other options to be
considered (41% said yes, in comparison to 13% of respondents from Wakefield that said
no).

Q4: How important are the following to you?
4.1: Getting the best results from your treatment
4.2: Knowing that services are safe and meet national standards and best practice.
4.3: Being able to access care quickly
4.4: Being able to see a consultant.
4.5: Keeping services in the North Kirklees and Wakefield areas.
4.6: Hospitals working as efficiently as possible.
4.7: Having access to care at night and weekends.
4.8: Services being designed to take account of future needs, as well as current.
4.9: Reducing the number of patients who have to be moved between different hospitals.
4.10: Having more services available in GP Surgeries and people’s homes.
4.11: Being able to have your outpatient appointments at your local hospital.
4.12: Being able to see your GP quickly and on the day you want to.

All respondents thought all options were equally as important, and therefore this question
does not add much in-depth knowledge to the consultation. In addition to these survey
responses a phone poll will also be taken place. This phone poll should incorporate these
questions into a priority list or ask respondents to choose which options are most important.
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Q5: Which of the following do you think we should invest in to improve the services
and care you can get in your home, your local doctor’s surgery or in places other than
large hospitals elsewhere in your community?
5.1: Using new technology such as video links (e.g. Skype) to help people manage their
conditions.
5.2: Health and social care teams working closely together in each area.
5.3: Clinics where people can get advice and support in an emergency to help avoid them
having to be admitted into hospital.
5.4: ‘Virtual Wards’ –teams of GPs, community matrons, nurse practitioners, staff nurses and
social workers working together to support people who are likely to need hospital care due to
chronic illness, disability or a recent diagnosis.
5.5: Services to provide care in patient’s homes, with the support of beds in community
facilities if required.
5.6: A service offering a single contact point for patients for all their queries and support
needs.
5.7: ‘Re-ablement’ – support programmes to help people get back to normal life after a
period of illness or injury, or the onset of a disability.
5.8: Overnight sitting services and home care support to help patients to be discharged
earlier from hospital.

Overall, respondents thought all areas should be invested in. In particular 80% of
respondents thought investment should be made in “overnight sitting services and home
care support”. Although still high, only 68% of respondents thought investment should be
made in “using new technology such as video links e.g. Skype.” The responses do not differ
by geography.
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Emergency care:
6a: If you require urgent care or have a minor injury, how important are the following
to you:
6a.1: Being able to see someone who specialised in treating your injury or illness.
6a.2: Being able to see a consultant.
6a.3: How long you wait.
6a.4: Being able to be treated at your local hospital.

The majority of respondents thought that all options were very important if you require urgent
care or have a minor injury (80%). 15% of respondents thought that the options were fairly
important. 86% of respondents from North Kirklees thought that all options were very
important, and 11% thought the options were fairly important. The results from respondents
of Wakefield are almost the same as the overall responses (79% thought the options were
very important, and 17% thought the options were fairly important).
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Q6b: If you call an ambulance because you are seriously ill or have had an accident,
how important are the following to you:
6b.1: Being able to see someone who specialises in reating your injury or illness.
6b.2: Being able to see a consultant.
6b.3: How long yo uwait.
6b.4: Being able to be treated at your local hospital.

The majority of all respondents thought that all the options were very important if you were
seriously ill or have had an accident (81%). 13% of respondents thought that the options
were fairly important. 86% of respondents from North Kirklees and 80% of respondents from
Wakefield thought that the options were very important.
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Q6c: Which of the following services do you think should be available at your local
A&E department?
6c.1: Resuscitation if your heart stops.
6c.2: Immediate assessment, treatment and transfer to a specialist centre if needed.
6c.3: Assessment and treatment for children in a child friendly area and by doctors who are
trained to care for children.
6c.4: Access to assessment and treatment 24hours a day, 7 days a week.
6c.5: 7days a week, web portal only.
6c.6: Treatment for simple fractures or broken bones (which do not need surgery).
6c.7: Tests to identify what is wrong with you (e.g. x-rays, scans, blood tests).
6c.8: Good communication between A&E staff and your doctor’s surgery.

The majority of all respondents thought that all the options should be available at your local
A&E (97%).
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Q7a. Have you used one of the A&E departments in the last two years?

Overall, over half of respondents had used one of the A&E departments in the last two years
(54%). This relates to 941 of the respondents (out of 1753). 52% of postal respondents and
58% of web respondents had used one of the A&E departments in the last two years. Over
half of the respondents from North Kirklees and Wakefield had used one of the A&E
departments (57%, 54% respectively).
Q7b: If yes, how did you get there?

Out of the 941 respondents that had used one of the A&E deparments in the last two years,
the majority had arrived there by Car (56%, in comparison to 35% by Ambulance). There
were also a number of respondents who had used a taxi or public transport to get to A&E.
These respondents may incur an additional cost if services are moved further away from
their home. 57% of respondents from North Kirklees, and 52% of respondents from
Wakefield went to A&E by car.
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Q7c: If you were taken to A&E by ambulance, how did you get home afterwards?

Out of the 324 respondents who were taken to A&E by ambulance, the majority travelled
home by car (68%). Again, a number of respondents had used a taxi to get home from A&E
after arriving by ambulance. These respondments may also incur additonal costs if services
are moved further away from their home. The majority of respondents from both North
Kirklees and Wakefield travelled home by car (73% from North Kirklees, 61% from
Wakefield), followed by a taxi (15% from North Kirklees, 19% from Wakefield).
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Travel
Q8: For the relatively small number of people who would have to travel further to get the
services they need, should we be doing more to help them get there?

Overall, the majority of respondents thought more should be done to help people get to the
services they need. 72% of postal respondents and 68% of web respondents thought more
should be done. There is an even split between North Kirklees and Wakefield.
Q13: Are you responding as:
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Postal

Web

Overall

NHS Staff

27

117

144

Unknown

48

1

49

Local Resident

1238

288

1523

Local Resident and NHS
Staff

24

1

25

Organisation

5

3

8

The majority of respondents are Local Residents (87% overall). The majority of web
respondents are also Local Residents, however a third are NHS Staff. There are a number
of respondents who are responding as both Local Residents and NHS Staff. The majority of
both Wakefield and North Kirklees respondents are Local Residents. The views of NHS Staff
will be fed in via the two focus groups that have been set up before the end of the
consultation.

Equality monitoring
Q14: What gender are you?

Overall, the majority of respondents are female (58%, in comparison to 36% of male
respondents). The majority of both postal and web respondents are female. The majority of
respondents by gender is even in both North Kirklees and Wakefield.
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Q15: Transgender: Is your gender identity different to the sex you were assumed to
be at birth?

Overall the majority of respondents, both postal and web, are not transgender (61%), only
2% overall. A number of respondents chose not to answer this question (34% overall, 37%
from postal and 24% from web). This pattern does not differ by geographical area.
Q16: Pregnancy and Maternity?

Overall, the majority of respondents answered this question as non-applicable (70%); there
were also a number of respondents who left this unanswered. The views of maternity groups
will be captured via two focus groups that have been set up before the end of the
consultation.
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Q17: What is your age?
The distribution of age differs between web and posal responses. In general, the web
repondents appear to be younger, with a number in the 26-45 age range in comparison to
the postal respondents. Over a third of postal respondents are aged between 66-75.

The majority of respondents overall are aged 66-75. The postal respondents tend to be older
(the majority aged 66-75) than the web respondents (the majority aged 56-65, with a high
proportion in the 26-35 and 36-45 age group).
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The majority of respondents from both Wakefield and North Kirklees are aged 66-75. There
are a higher proportion of respondents from the Leeds area that are 26-35 and 36-45 in
comparison to both North Kirklees and Wakefield.

Q18: What is your sexual orientation?

Overall the majority of respondents to both the postal and web survey are Heterosexual.
Many respondents chose not to answer this question or chose ‘prefer not to say’ as an
option. The responses do not change with geography, however a larger proportion of
respondents from North Kirklees chose ‘prefer not to say’ in answer to this question (9% in
North Kirklees), in comparison to 7% in Wakefield.
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Q19: Do you consider yourself to belong to any religion?

Nearly 70% of respondents overall belong to the Christian religion. This is in comparison to
17% overall who selected No religion. 70% of postal respondents belong to the Christian
religion in comparison to 56% of web respondents.
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Q20: What is your ethnic background?

The majority of respondents, for both postal and web are from the White ethnic group (90%
overall). A higher proportion of web respondents (15%) are from the Black and Minority
Ethnic groups (BME). Breaking down the BME data further shows that the majority of
respondents overall are from the Asian Indian ethnic group (9% which relates to 46
respondents).
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Q21: Do you consider yourself to have a disability?
Q21.1. Learning disability/difficulty
Q21.2. Long-standing illness or health condition e.g. cancer, diabetes, HIV, etc
Q21.3. Mental Health condition
Q21.4. Physical or mobility
Q21.5. Hearing
Q21.6. Visual
Q21.7. Prefer not to say

The total sample is1753 , of those 634 indicated some form of disability. A further 202 of
those indicated that they had one or more of the disabilities listed.
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Q22: Do you look after, or give any help or support to, a family member, friend or
neighbour who has a long term physical disability, mental ill-health or problems
related to old age?

Overall, the majority of respondents are not carers (56%). This is fairly evenly split between
web and postal respondents. There are no differences in the proportion of carers over the
geographical areas.
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By Geography
The chart below shows the percentage of responses via postal surveys or web responses
broken down by geography. Overall respondents from Wakefield up over half of the
responses (50%) followed by respondents from North Kirklees (40%). Respondents from
Leeds make up 5% of responses. Web responses are higher from respondents in the North
Kirklees area (49%) in comparison to 39% of respondents from Wakefield.

Postal

Web Overall

Doncaster

0

3

3

Huddersfield

2

8

10

Leeds

61

34

95

North Kirklees

492

198

690

Sheffield

1

7

8

Unknown

59

0

59

Wakefield

719

158

877

Grand Total

1334

408

1742
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Breakdown of themes
Themes by Geography
The chart below analyses the qualitative responses for Q11 (Are there any other comments
you would like to make?) by geography. As shown above, there were a number of responses
from various areas covering the Mid Yorkshire NHS trust. For simplicity, the analysis by
geography and theme is just shown for North Kirklees and Wakefield areas.

As shown in the graphs, both respondents from North Kirklees and Wakefield are concerned
with themes around accessibility to care. Respondents from Wakefield also have comments
around Quality of care, however it is important to note that these are not all concerns, and
11% of comments overall are actually positive reflections of the hospital and NHS service.
Respondents from North Kirklees have more comments around specific hospitals in
comparison to Wakefield.
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Meetings and Media
Public Meeting Summary Transcripts
No public meetings.

Interest Groups between 18th April and 1st May 2013
No interest groups.

Email Correspondence:
Between the time period of 1st March and 1st May, 80 emails have been sent to
info@meetingthechallenge.co.uk. These have been analysed using the same qualitative
codes as the survey questions where possible.

The above graph shows the breakdown of themes from the email correspondence. 20% of
emails had requested information. Transport issues were brought up in 16% of emails; in
particular concerns around increased distance to A&E centres that may end up in increased
lives being lost.
“We immediately took him to Dewsbury A&E, which was a mile away. It took almost
20minutes to do that, at a time when he could have had life-threatening injuries. To have
battled through Dewsbury town centre and then either Wakefield or Pontefract town centre’s
rush hours, with a journey of 10 to 20 miles between towns would have been horrendous
and very worrying for us, and might have meant the difference between receiving treatment
in time, or perhaps a fatality”
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Telephone enquiries
Over the period from 1st March and 1st May there have been over 65 telephone enquiries.
These have been grouped into smaller themes. Nearly a third of calls were regarding a
request for further information, including wanting the full consultation document.
Themes
Complaint about consultation
Complaint about public
meetings
General Comment
Question on consultation
Request for more information
Unknown
Total

Number
3
2
6
21
27
1
60*

*only 60 as several are undated. These will be included in the final report

Media Log
This section covers interviews with members of the Mid Yorkshire NHS Trust and Meeting
the Challenge team, press releases and press coverage over the time of the consultation
period and before.
Media Activity:
Since December 2012 until 17th April there have been 7 interviews with members of the Mid
Yorkshire NHS Trust. Three of these were scheduled to be broadcast on the radio (Pulse
Radio and Ridings FM), two were scheduled to be in the local press (Paigaam) and one was
scheduled on BBC Look North. There has been no additional media activity to report on for
this highlight report.
Letters to editors:
There have been 46 letters to editors of various publications. The table below highlights the
varying types of publications. These publications started on the 11th January 2013. As
noted, the majority of these publications were in The Press.

Publication

Number
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Batley News
Hems Exp
Huddersfield Examiner
P&C Exp
Reporter Series
Reporter Series/The
Press
Spen Guardian
The Press
Wakefield Express
YEP
Dewsbury Reporter,
Mirfield Reporter

5
1
2
4
7
1
7
14
3
1
2

Coverage:
Since the 11th December 2012, there have been 97 documented examples of coverage in
the Yorkshire area. The majority of these have been in the press with 16 articles and 15 in
the Batley News. The table below separates the coverage into negative, neutral and positive
themes. The majority of the coverage is neutral, and this includes articles entitled “Time to
have your say - Local people are to have their say on radical changes at Dewsbury Hospital”
for example.
Theme
Negative
Neutral
Positive
Unknown
Total

Coverage n(%)
22 (23%)
63 (66%)
11 (11%)
1 (1%)
97
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Coding of qualitative themes
Qualitative themes were derived using the first 200 responses from the survey. The coding
framework has been created using industry standard but adapted to be specific to the
CKWD consultation and survey questions. It is being updated and reviewed as the project
progresses.
Coding was separated into the following themes for Questions 1,2,3 and 11:
Access to Care, Transport, General Responses on Consultation, Quality of Care, Staffing,
Costing/Finance, Specific Hospitals, Specialist Hospitals, Deliverability, General
Opposition/Support, Miscellaneous
For Question 5b: Themes were broken down into different types of services, the full list can
be found in Appendix X.
For Question 7d: Modes of transport was broken down into Car, Public transport, Taxi,
Friend or family member, Ambulance or Other.
For Question 9: The options were broken down according to the list on “page 3”
For Question 10: Options for advertising the scheme were broken down into Door to Door,
leafleting/postal, Via Local newspaper/press, Face to face discussions, Internet/web/email,
Other, In GPs/Hospitals/Chemists, TV/Radio, Bus/Other Transport
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Public Consultation and
Engagement exercise ‐ update
NHS Wakefield Clinical Commissioningg Group
p Board‐ 11
June 2013

The basis for consultation
We are consulting on specific changes in secondary care
provision across North Kirklees and Wakefield District –
specifically:
• Surgery
S
• Inpatient children’s services
• Maternity services
• Emergency care

Background
• NCAT review 2010 flagged need for further review for
long term clinical and financial sustainability
• Options explored and narrowed to five – publicly
l
launched
h d autumn 2011
• On‐going dialogue with OSC, LINks and stakeholders
• Canvassing of stakeholder views on five options
• Spring 2012 scale of challenge ruled out options that
added cost or could not deliver savings

Refining the options for consultation
• Extensive stakeholder engagement over 12 months
• Stakeholder input into defining benefit criteria and
weighting of score
• Formal scoring exercise – clinician and stakeholders
• Option for consultation defined through this process






must deliver clinical benefits
reduce secondary transfers
local outpatient
p
and diagnostics
g
retain local urgent care
acknowledge
g and address travel issues

Progress of consultation to date
• Eight public meetings held – 300+ attendees
• Consultation summary document delivered to
242,000 homes
• Easy read and other languages versions available
• Attended six area forums/neighbourhood network
meetings (Wakefield)
• Attended Area Committee in North Kirklees
• Working with local groups including those from the
nine protected characteristics (Equality Act)

• Roadshows: 40 completed – 8 more than originally
planned
• Drop‐in sessions 9 April and 13 May
• Social media activity
• Wide range of internal (staff) engagement exercises
• Over 1,200 emails received and responded to
• Engagement/presentations with Patient Advisory
Group
• Meetings with smaller groups of stakeholders etc
• Footfall survey at all three hospitals

• Eight focus groups held – 123 attendees including 60
school age
• Webchats
• Online polling
• Large
L
scale
l d
deliberative
lib ti eventt on 2 JJuly
l
• Telephone survey for c 1,000 people
• Direct engagement with hospital patients

Consultation output – results to date
Separated into qualitative and quantitative areas
Quantitative – summary
• 1,443 postal questionnaires received as at 15 May
• 438 web questionnaires analysed as at 15 May
• Telephone survey
g g with and communicated with
• Numbers engaged

Qualitative – summary
Derived from :
• transcripts of public meetings
• Emails
• letters
l
• telephone calls
• roadshows
• other meetings and events
• extensive comments made on the feedback form

Emerging themes
• Relatively low level of confidence that proposals will achieve
our aims (30%) – mainly due to perceived travel and transport
difficulties 28% think they will not achieve aims
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
• Postal surveyy responses
p
more confident p
proposals
p
will achieve
aims than online respondents
• Responses
p
from all areas and a wide demographic
g p

Next steps
• Consultation closed 31 May
a ys s of
o consultation
co su a o output
ou pu aand
d final
a report
epo
• Analysis
produced by independent experts
• Report
p made p
public 24 June
• Report considered by other partner organisations at
major event 2 July
• Report with recommendations published 8 July
• Report with
i h recommendations
d i
ffrom 2 July
l event
considered by the boards of NHS North Kirklees and
W k fi ld CCGs
Wakefield
CCG in
i llate JJuly
l when
h ad
decision
i i will
ill b
be
taken

Key dates
• 31 May 2013 – close of formal consultation exercise
• 21 June – final consultation report completed by independent
analysts (the Campaign Company)
• 24 June 2013 – consultation final report published
• 2 July 2013 – deliberative event
• 8 July 2013 – consultation report including recommendations
from deliberative event published
• 25 July 2013 – Boards of North Kirklees and Wakefield CCGs
meet in public to make final decision

Board Meeting of the Governing Body
Agenda item: 13
Category of paper
Decision
Position statement
Information
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CC




Public/Private Section

Public
Private

Date of Meeting: 11 June 2013
Paper Title: Declaration of interests for members of NHS Wakefield CCG Governing Body and its committees
FOI Status:

Open

Report Author and Job Title

Adam Bassett, Senior Associate Governance and Risk,
CSU
Dr Phil Earnshaw
Chair
Andrew Pepper
Chief Finance Officer

Responsible Clinical Lead
Clinical Commissioning Group Executive Lead
Executive Summary:

NHS Wakefield Clinical Commissioning Group’s (WCCG) constitutional arrangements require a register of
interests to be maintained. In particular, Section 8.3 of the constitution requires individuals to:
“declare any interests that they have, in relation to a decision to be made in the exercise of the commissioning
functions of the group, in writing to the Governing Body, as soon as they are aware of it, and in any event no
later than 28 days after becoming aware.”
This paper presents the formal record of declared interests for members of WCCG Governing Body and its
committees as at 1 April 2013. In line with constitutional requirements, this information will be published on
the CCG website.
The register will be updated as necessary and reported to the Audit Committee twice each year.
Governing Body members are asked to note the declared interests of members of the Governing Body and its
committees as at 1 April 2013.
This paper does not require an Equality Impact
Outcome of Equality Impact Assessment:
Assessment at this time, as it does not introduce any
further impact upon any groups already identified
through an existing Equality Impact Assessment.
Risk Assessment
Importance of transparency as a public body.
Finance/ Resource Implications
Quality/Health Benefits
Legal Implications
Previously presented at
Recommendation :

Not applicable
Not applicable
Not applicable
Audit Committee on 23 May 2013
It is recommended that the Governing Body note the
declared interests of members of NHS Wakefield CCG
Governing Body and its committees as at 1 April 2013.

Appendix 1
NHS Wakefield CCG
Declaration of interests for members of
NHS Wakefield CCG Governing Body and its committees
as at 1 April 2013
Name and Title

Interest

Dr Phillip Earnshaw
Chair, Clinical Lead

-

Dr Adam Sheppard
Assistant Clinical
Leader

-

Dr Avijit Biswas
Clinician elected by
member practices

Dr Ann Carroll
Clinician elected by
member practices
Dr Clive Harries
Clinician elected by
member practices
Dr David Brown
Clinician elected by
member practices

-

-

-

Dr Ivan Hanney
Clinician elected by
member practices

-

GP Partner, Ferrybridge
Director, FMC Health Solutions Ltd
Practice Member of Novus
Wife is employee of Spectrum
Community Health
Director of Phillip Earnshaw Ltd
GP Lupset Health Centre, Partner
Lupset Health Centre is a member of Novus
Health
Lupset Health Centre provides the Safe
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Executive Summary:
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Developing our Membership
1

Introduction
NHS Wakefield CCG was successful in achieving authorisation as a CCG. However, there is longer‐term
potential for development where the CCG can mature and innovation is to be encouraged.
The PrSU has an important role to play in this and the purpose of this paper is to provide an update to NHS
Wakefield CCG Board outlining how the Practice Support Unit (PrSU) is supporting the development of our
membership to achieve this.
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‘Guide to the Practice Support Unit and Local Clinical Network support structures’
We have developed the guide, (Appendix 1) which is a working document, and will be accessible on the CCG
internet for CCG managers and the membership. This will ensure the membership is informed and equipped
with the support, training and knowledge they require to effectively undertake their commissioning roles
and thereby enabling the delivery of the CCG strategic goals.
The guide has been developed, in consultation with the membership, and is intended to enable clinical
networks to work together in commissioning to deliver high quality, cost effective health care. It gives an
overview of:







The structure of the membership;
Practice Support Unit core team;
Local clinical networks;
Roles and responsibilities of the core team and network members;
The PrSU Board and Practice Manager Advisor Group; and
Corporate structures.

The key priorities for the PrSU team this year are outlined in the guide (page 20) under the following
headings:





Clinical networks;
Improve quality of primary care;
Clinical innovation;
Clinical leadership and succession planning.

At the end of the year we plan to evaluate the outcomes of the key work priorities set for 2013/14 with the
membership and agree our key work priorities for next year.
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Recommendations
Governing Body members are asked to note the contents of the paper.

Appendix 1

Guide to the ‘Practice Support Unit’
and
Local Clinical Network support structures.
‘The practice support unit is designed to operate in the space between the leaders and managers in the CCG
and its member Practices and will be responsible for developing and supporting both provider and
commissioner skills and competence.’
NHS Wakefield CCG Strategic Plan Page 21
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PART ONE
Introduction
The relationship between NHS Wakefield CCG leadership, managers and its member practices is critical to the success of clinical commissioning for the CCG.
The role of the Practice Support Unit (PrSU) is to progress the membership model and ensure that appropriate systems and processes are developed to
enable practices to influence the commissioning of local health services. It will:






Be Practice focused
Provide a gateway for communication
Support and stimulate innovation
Promote and support collaboration between the networks

Part One of this guide is intended to provide a basis for understanding how the roles and responsibilities of the PrSU together with the structures which
support the networks will enable practices within their networks to work together in commissioning to deliver high quality, cost effective care. At the same
time this will enable NHS Wakefield CCG to maintain financial and corporate governance and build on the existing strengths of primary care.
Part Two sets out the PrSU’s key priorities for 2013/14, outlining areas of work and outcomes.
Part Three outlines the corporate structure of the CCG and appendices.
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Figure 1: Structure of the membership

Figure 1 above sets out the structure of the membership to the board indicating the teams and functions of the various groups within it.
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Practice Support Unit Core Team
This team is the key link between the commissioning managers and members practices. Figure 2 illustrates the structure of the team indicating the practices
and networks that are covered by each network support manager.

Kerry Munday
Interim Head of Practice Support
Development
Liz Blythe

Sandra Greenwood

PrSU Manager

Practice Nurse Development Facilitator

Janet Rudderham

Keith Bryan

Business co‐ordinator

Data Analyst

Lynda Heptinstall

Tony Nicholas

Clare Laycock

Network Support Manager

Network Support Manager

Network Support Manager

12 Practices

Network
2

10 Practices

Network
3

Network
1

18 Practices

Network
6

Figure 2: PrSU Core Team
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Network
4

Network
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Local Clinical Networks
Local Clinical Networks are the foundation of effective relationships across the CCG area and form a focus for practical collaboration to achieve the goals of
the CCG. The active participation of all member practices is essential in facing the challenges ahead in order to continue to achieve this.
There are six networks groups developed to enable the effective participation of each member practice. Networks provide a forum where all practices can
take ownership, contribute to and shape the network and Wakefield commissioning agendas ensuring appropriate consistency, shared learning and
innovation.
The purpose of the networks is to:
 Support innovation;
 Encourage and support communication with other organisations, eg public health, local authority, police, schools and other external practices/CCGs;
 Enable healthy rivalry and to act as a critical friend;
 Influence prioritisation and commissioning plans from a local level upwards;
 Create greater ownership of local issues and solutions to them;
 Help constituent practices develop a better understanding of what commissioning is really about and how decisions are made within and across the CCG.
It is vital that the CCG maintains a strong and purposeful emphasis in relation to support for enhancing General Practice capacity and capability, understands
referral and prescribing patterns and decisions and shares best practice to realise the changes which are crucial to the success of the CCG. This is particularly
so where it is looking to redesign patient pathways or services within resource constraints.
The structure
The networks will ensure the effective contribution of member practices to all aspects of the commissioning agenda including strategic development and
planning, implementation of decisions and monitoring the quality of commissioned services.
Local networks will ensure:
 Engagement of member practices – the local network meetings will allow the dissemination of information on commissioning activity and performance.
This could be from an individual member practice attending the meeting or more often, from the CCG clinical board representative, as it seeks member
views on key issues.


Collaboration between practices and direct support in commissioning activity – Local networks will come together to share ideas and best practice and
co‐operate to implement commissioning strategies and actions. The Practice Support Unit (PrSU) will work with CCG commissioning teams to facilitate
and support commissioning activity at practice level.
6



A link between the CCG membership and the patient voice – each network will have the opportunity to hear the views of, and interact with, their local
Patient Representative Groups.

Local network operation
The local networks have a GP clinical chair who will meet with the aligned PrSU network support manager ahead of the network meeting to agree the
agenda, ensure it is well coordinated and effective, and provides opportunity for practices to share views and ideas.
We suggest the agenda should cover six areas:
 CCG wide activities including updates, actions for / from the CCG board member; and feedback from CCG Board meetings, Clinical Cabinet, PrSU Board
 QIPP
 PCLIF
 Practice feedback on commissioning activity / issues
 Network feedback / issues
 Feedback from the Local Patient Reference Group once established
Attendance at meetings
Attendance is required by the following leads /teams and includes:
 GP Clinical lead or other clinical representative from each practice within the network
 Practice Manager
 CCG Board member
 Corporate lead
 The aligned PrSU network support manager
 Public Health lead
 Nurse representation as agreed by the network
 Local network patient group representatives as agreed by the network
The aim of this structure is to ensure networks focus on issues and priorities specific to them but maintain a direct link to NHS Wakefield CCG Board to
influence commissioning across Wakefield in a two directional approach. Practices will communicate to their network via the Practice Lead (GP Clinical Lead)
and Practice Manager and all information will flow from the network via the network board member(s) to the NHS Wakefield CCG Board and back again
through the network to practices and patients. This will be the main route by which NHS Wakefield’s CCG Board relates to and communicates with the wider
membership.
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Figure 3 illustrates the practices within the 6 networks highlighting the board members, corporate leads, clinical chairs and public health leads within them.
Figure 3 Network Structures.
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Roles and Responsibilities
Table one sets the individual roles and responsibilities of the PrSU core team and network members.
Table 1: Roles and Responsibilities

Title
Interim Head of
Practice Support
Development

Practice Support
Unit Manager

Roles & Responsibilities


Lead strategic developments and system reforms that will drive transformation in primary care ensuring networks are fully informed on the
QIPP and Annual Operating Plan



Progress the CCG membership model enthusing member practices to become increasingly involved in commissioning and ensuring that
appropriate systems and processes are developed to appropriately enable practices to influence the commissioning of local health services.



Support and facilitate the development of the Primary Care Workforce.



Lead the development of an Advanced Training Practice Hub with spokes in Wakefield.



Manage and support the development of the Practice Support Unit Manager and Practice Nurse Development Facilitator.



Ensure member practices are fully engaged in the commissioning agenda, decision making and are able to contribute to the development and
delivery of the CCG Strategic Plan distilling, simplifying and advising on new guidance and regulations where necessary.



Make links with external agencies, i.e.; other CCG’s, local authority and public health colleagues to promote joint working and share good
practice which will ensure the membership is fully informed of future plans across the whole of Wakefield economy.



Link with corporate leads to establish 2 way directional feedback mechanisms which will support network development and delivery of
schemes/projects.



Ensure member practices are fully engaged in the commissioning agenda, decision making and are able to contribute to the development and
delivery of the CCG Strategic Plan distilling, simplifying and advising on new guidance and regulation where necessary.



Manage and support the development of the PrSU Core team Network Support Managers, Business Manager and Data Analyst.



Develop effective, efficient networks that operate as teams with mutual goals, both now and as they evolve in the future, developing
innovative ideas which contribute to planning, commissioning, and performance and also support the QIPP agenda.
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Make links with external agencies, i.e.; other CCG’s, local authority and public health colleagues to promote joint working and share good
practice which will ensure the membership is fully informed of future plans across the whole of Wakefield economy.



Link with corporate leads to establish 2 way directional feedback mechanisms which will support network development and delivery of
schemes/projects.



Act as a conduit for good practice and promote the sharing of ideas at meetings across the membership which include:
o Membership
o Network
o Practice manager and Practice nurse meetings
o PrSU Board
o Practice Manager Advisor group



Collate quarterly updates for CCG board on network development and progress for presentation by the CCG board members.



Provide leadership across practices and support the membership through development programmes to ensure it is equipped with relevant
knowledge and skills to succeed as clinical commissioners e.g. the Productive General Practice programme, bespoke commissioning training for
GP commissioning leads and practice managers



Support and facilitate the:
o continued development of the Target programme and
o stand alone or initial training e.g. children’s vaccination and immunisation programme.



To provide support to the Primary Care Local Improvement Framework



Support and monitor the health inequalities project development with practices who qualify to develop plans for submission and approval,
providing networks with local area plans as necessary.



Promote and support the involvement of patients and users across the networks in the development and planning of services. Improve patient
knowledge on commissioning and how they can input into future service provision by attending practice patient groups when requested.



Develop and manage the membership budget.



Develop network budgets to encourage ownership and engagement within the networks.
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Network Support
Managers

Business
Co‐ordinator



Develop a communications mechanism with the membership, which includes an effective communication gateway through the PrSU mailbox,
and clear communication channels across the membership which is effectively utilised.



Support clinical networks providing an effective communication gateway between the CCG’s Board and member practices on the key
commissioning priorities and issues affecting the membership.



Undertake annual practice visits and regular monthly visits to support work streams eg QIPP,PCLIF



Proactively develop and manage relationships ensuring member practices are engaged and enabled to contribute to the delivery of the CCGs
commissioning plans.



Provide support to the networks at network meetings and on projects involving the network member practices, supporting collaborative
working both amongst and between networks.



Ensure the clinical interests register is kept up to date.



Feedback issues and concerns from the network to the business co‐ordinator.



Ensure managerial and administration support for each network meeting and associated preparation, including processing and monitoring of
payments; development of the agenda with the network chairs; produce action notes to support the PrSU Manager to produce outcome
reports from the meetings for the Board on issues and work in progress.



Work with the networks to ensure regular standing agenda items that address CCG priorities to encourage and support network ownership of
the commissioning agenda.



Ensure innovative ideas from the networks are discussed and collaboratively developed and reviewed by the PrSU Board before being
submitted to the Clinical Cabinet.



Attend practice patient representative groups on request and present an update on commissioning.



Act as the key contact for Wakefield CCG member practices by co‐ordinating an effective gateway for member practices requesting advice,
support and signposting.



Support the delivery of specific plans/projects related to effective engagement of member practices.
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Data Analyst



Plan, organise and co‐ordinate a range of meetings, practice visits, workshops and TARGET events across NHS Wakefield CCG to further
provide information and learning for member practices in order to influence their commissioning intentions.



Update distribution/contact lists.



Manage the PrSU mailbox.



Support the membership budget process.



Publish a timetable for key events/returns/reports and templates for these.



Provide day to day administrative support for the PrSU team.



Collect, analyse and interpret data on a monthly basis relating to usage of secondary care by individual practices and use this to understand
and address variations across local clinical networks and the CCG overall.



Attend network meetings with member practices when invited to discuss performance against plan for commissioned services and agree
solutions supporting practices to take effective action.



Maintain an up‐to‐date working knowledge of factors relating to specific practices and their performance against plan for commissioned
services.



Feedback to the information team at the West Yorkshire and South Yorkshire and Bassetlaw Commissioning Support Unit on any commonly
requested reports for possible inclusion on the data warehouse application.



Provide member practices with quarterly data and support in analysing, interpreting and responding to trends in secondary care data. Ensure
analysis is available on a quarterly basis to each network in order to identify outliers as well as commonalities.



Monitor and analyse trends in activity at practice level and maintain an up‐to‐date working knowledge of the factors relating to their
performance against plan for commissioned services.



Produce specific analysis of data in order to aid decision making by the PSU manager and the network support managers.



Respond to specific requests for data and/or analysis to assist member practices and use the results to update current reporting processes.
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Practice Nurse
Development
Facilitator



Use existing knowledge of Microsoft office products to assist other members of the team with ad‐hoc tasks and attempt to gain additional
knowledge when required.



Produce ‘briefing’ documents in advance of annual visits by CCG leads to practice to provide a general view of performance against prescribing
budgets and commissioned secondary care services.



Assist other members of the team with the production of monitoring processes around specific projects and service re‐design key performance
indicators.



Collaborate with commissioning managers to ensure a uniform approach to information sharing and data analysis techniques.



Co‐ordinate practice nurse involvement in the Advanced Training Practice (ATP) initiative.



Promote, facilitate and support the development of Nurse Mentors and develop and maintain a Nurse Mentor Register.



Provide leadership across practices to support their practice nurses to develop skills and knowledge to succeed in their clinical role and provide
high quality care to patients.



Act as a lead for practice nurse mentors to maintain quality assurance of nurse placements for both pre and post registered nurses and
increase capacity through negotiation with the CCG member practices.



Act as a point of contact for students and educational bodies.



Co‐ ordinate and facilitate a preceptorship programme for newly appointed practice nurses.



Facilitate a programme of practice nurse training and development for both new and established practice nurses.



Promote the availability of nurse training via the Open University for Health Care Assistants working in Primary Care.



Develop a directory of education, training and development for practice nurses and healthcare assistants.



Act as a resource for information on available courses both locally and nationally and feed into the Yorkshire and Humber Health Education
England’s training needs analysis.



Represent practice nursing at Clinical Cabinet, the Non‐Medical Prescribing Group as Chair and link into prescribing groups.
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Network Board
Member

Network
Corporate Lead



Engage practice nurses at all levels through nurse meetings, TARGET, membership meetings and educational events to support the clinical
commissioning agenda and raise the profile and training of nurses.



Lead the process for developing, planning and coordinating specified key projects within the context of Practice Nursing.



Represent Practice Nursing within the CCG.



Feedback key commissioning activity messages from the CCG Board Meetings, Clinical Cabinet and PrSU Board through a written summary.



Feedback issues raised through the network to the CCG Board including local and quality issues, commissioning intentions and ideas using the
summary sheet produced by the PrSU Manager.



Enthuse the Member Practices and identify talent for succession planning.



Encourage and facilitate the sharing of best practice and the implementation of commissioning strategies in support of the CCG.



Promote the implementation of new pathways, service and care models to the networks once they are agreed by the CCG.



Keep up to date with clinical commissioning related knowledge and attend commissioning events/training organised by the CCG.



Support the CCG in the assessment of training needs of its Member Practices.



Identify local QIPP implementation plans and support Practices in implementing local schemes to ensure that the required efficiencies and
quality improvements are made to meet the increasing needs of the population within available resources in any given financial year.




Act as a resource for key areas of commissioning.
Build effective relationships with the network members.



Attend network meetings or send a deputy to provide commissioning knowledge and support other networks as and when required.



Improve communication with member practices providing corporate knowledge about the CCGs priorities and work plan.



Represent the CCG leadership team.
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Network Clinical
Chair

Public Health
Lead



Provide support to the CCG Board member link as required, ie; QIPP implementation plans.



Liaise with the PrSU network manager to support the development of the agenda and completion of identified actions.



Engage with the network to support and influence commissioning decisions.



Gain intelligence on any concerns about commissioned service.



Agree the agenda and minutes of the network meetings (including CCG updates, PCLIF, actions from/for CCG Board, Clinical Cabinet, PrSU
Board, Practice feedback on commissioning activity and performance issues, Network issues and feedback from Local Patient reference groups
once established).



Chair clinical network meetings.



Attend membership and network meetings and encourage and support member practices in decision making.



Engage with and support the work of NHS Wakefield CCG in order to realise its vision as outlined in the Constitution and the Strategy of the
Group.



Promote shared learning, peer review and the sharing of expertise to reduce professional isolation.



Keep up to date with clinical commissioning related knowledge and attend commissioning events/training organised by the CCG.



Promote the involvement of patients and users across the network in the development and planning of services.



Provide communication, with the support of the network manager, and partnership development with other organisations and local
stakeholders e.g. Public Health, Local Authority, Police, Schools and other external practices/CCG’s.



Encourage practices across the network to discuss issues and concerns regarding patient safety, and inform the Network Support Manager



Ensure declaration of conflict of interest is sought at the start of each meeting and updated annually for submission to the CCG Board.



To act in an advisory role to the Network for Public Health.



Provide an ‘expert’ role or have the ability to be able to signpost to the wider Public Health Team on issues raised and discussed at the
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Network.

GP
Commissioning
Lead/Practice
Manager
(Practice Leads)



Encourage the involvement of Public Health Intelligence in the development of any business cases and/or projects that come through the
Network.



To have the ability to provide the evidence base in relation the above and liaise with the appropriate person/lead of the wider Public Health
Team.



To understand the current pathways and local position relating to Long Term Conditions and Public Health to facilitate those discussions.



Continue to support the practices within the Network on the implementation and monitoring of the Health Inequalities projects.



Attend the Network meetings as representatives of their member practices and feedback to the practice the information, updates, actions and
outcomes from the meetings to enable positive contributions from the practice to the commissioning agenda. They should:
o Engage with and support the work of the CCG in order to realise the agreed vision as outlined in the NHS Wakefield CCG Constitution
and the Strategic plan;
o Provide clinical and managerial leadership and contribute to discussions, debate and the development of innovative ideas;
o Give feedback to the practice following attendance at membership meetings;
o Seek the opinions and views of the practice and give feedback at network meetings.



Represent their practice and the needs of their practice population at network meetings and relevant membership meetings and events to be
able to influence the commissioning agenda according to patient need by:
o Keeping up to date with clinical commissioning related knowledge and attend commissioning events/training organised by the CCG;
o Sharing information and expertise within and between practices and the network in respect of commissioning and provide challenge
where appropriate;
o Seeking to involve patients in discussions regarding health, services and future initiatives to establish their needs and priorities and
represent these when making commissioning decisions.

 Facilitate delivery by the Practice, as far as reasonably practicable, of the clinical and cost‐effective strategies agreed by the network by:
 Proactively supporting and complying with agreed commissioning policy and agreements regarding clinical practice, referrals and prescribing;
 Identifying issues (patient/clinical) that may be taken in a contractual challenge to providers;
 Understanding how CCG and network QIPP initiatives will be implemented by the practice and taking responsibility for the practice’s own
contribution;
 Working collaboratively with practices across a network to contribute to the management of risks reporting concerns regarding patient safety,
risks and incidents to the CCG to enable quality and patient experience to be proactively managed completing action logs where provided.
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As far as reasonably practicable, responding in a timely manner to information requests from a network chair, promptly feeding back and
evidencing any preparatory work completed by the practice at network meetings by:
o Working with the Network to identify Practice specific initiatives that are consistent with NHS Wakefield CCG objectives and strategy;
o Undertake work agreed at Network meetings and respond in a timely manner to information requests by and to the Network Chair;
o Be prepared to review patients’ current usage of health services on a regular basis and to identify variances in financial and activity
performance and possible reasons for these and how they will be addressed.
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There are two groups which directly support the Practice Support Unit core team, which are:‐
1. Practice Support Unit Board
The aim of the board is to provide support and advice to the PrSU core team and undertake bespoke projects to support the NHS Wakefield Strategic Plan. It
is chaired by a GP board member and has GP, practice manager, CCG executive, nursing, medicines management, public health and communications
representation. Figure 4 illustrates the individual members and the terms of reference of the board is set out in Appendix 2.
Figure 4: PrSU Board
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2. Practice Manager Advisors Group
The role of this group is to support the PrSU core team in terms of its relationship with the practice managers and member practices. It will have practice
manager representation from each network and aim to foster engagement with member practices within the local networks to contribute to the CCG’s
strategic and commissioning plans, as well as supporting practices to improve the quality of care for patients. Figure 5 illustrates the members of the group
and the Terms of Reference are attached in Appendix 3.
Figure 5: Practice Manager Advisors
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PART TWO
PrSU key priorities 2013/14
Clinical Networks

Actions

Outcomes
Effective two way communication and
accountability between the governing
body and member practices

•

The Board members on networks to update at Clinical Cabinet meetings on issues,
concerns etc and report back to networks

•

PrSU Network Support Managers will ensure the Board representative has a CCG
Board, Clinical Cabinet and PrSU Board summaries to feedback to the network
members at each network meeting.

•

PrSU Network Support Manager to develop summary sheets from each network
meeting to update the CCG Board on commissioning/service issues, areas of good
practice and developments.

•

Develop and provide an information ‘gateway’ for the CCG membership through the
PrSU email box

•

Support meetings across the membership which include:
o Membership
o Network
o PrSU Board
o Practice Manager
o Practice Manager Advisors
o Practice Nurse meetings

Meetings are effective and efficient and
strong relationships are developed
across the membership which are the
driving force for improved services and
outcomes



PrSU will deliver presentations on ‘Commissioning’ at Patient Reference Groups and practice

Improved patient knowledge on
commissioning and how they can influence
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A strong clinical and multi‐professional
focus with member practices clearly
involved in decision making processes
and contributing to the vision and
priorities of the organisation

Patient Participation groups



•

future service provision

Encourage patient feedback on network agenda’s to inform future commissioning decisions

PrSU will commission a bespoke commissioning training programme for GP
Commissioning Leads and Practice Managers

Training programme commissioned,
delivered leading to increased skills,
knowledge and understanding to
commission successfully in order to
improve patient outcomes

Improve quality in
Primary Care

Actions

Outcomes:

Productive General
Practice

•

Provide support with the implementation plan for the six practices in the scheme.

•

Evaluate the pilot after 12 months to determine next steps.

•

Share good practice across the membership at practice manager and network
meetings

Primary Care Local
Improvement
Framework

•

Network Support Managers to ensure PCLIF is a standard agenda item at network
meetings
o Support practices to develop proposals, complete templates and submit returns
within the given time period.
o Provide practices with data which highlights progress or areas for improvement
throughout the scheme

Practices are supported to enable
delivery of the PCLIF scheme

Health Inequalities
funding

•

Network Support Managers and aligned public health leads to work with qualifying
practices to complete pro forma and business cases

Business cases approved
New services in place which aims to
reduce health inequalities across
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Improved quality in Primary Care and
efficiency in work processes supporting
ability to respond to increasing demand
and enabling increased productivity,
reduction in unnecessary activities and
potential for increased workforce
capacity

Wakefield

Managing variation

Clinical Innovation

PrSU to support the development of the ‘Map of Medicine’ project and facilitate
utilisation

Practices across the membership utilise
‘Map of Medicine’, when introduced,
and use appropriate referral pathways

Actions

Outcomes

•

PrSU to develop a standard template to encourage clinical innovation from the
Clinical Innovation proposals received
membership and develop a process to take it forward ensuring support from identified
Corporate Lead and the PrSU

•

Develop and maintain a register of clinical interest across the membership to align and
encourage interested clinicians to contribute to pathway redesign and innovation

•

Work with communications lead to explore ways of sharing good practice across the
membership

•

The PrSU core team will be the ‘conduit’ for good practice and promote sharing ideas
across member practices and networks

•

Sharing good practice will be a standard agenda item at Practice Managers /Practice
Nurse engagement quarterly meetings

•

PrSU to organise and facilitate two meetings during 2013 with representatives from
each networks to update on areas of work and share good practice
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Examples of good practice shared
across the membership

Clinical leadership and
Succession Planning

Actions

Outcomes

•

Lead the development of the Advanced Training Practice Project to enable student
nurses the opportunity to have exposure to working in Primary Care learning with,
from and about all the professions which operate inside general practice on a daily
basis

•

Support the Target programme working with the Clinical Lead to develop the annual
programme

•
•

•

•

Practices feel confident to directly
employ students from their degree
course.
Students wish to return to primary care
to work once qualified.
Delivery of effective programme of
clinical education

Promote and support the development of Nurse Mentors and their continual updating
Explore 2013‐2014 Practice Nurse recruitment supported by a preceptorship
programme to support delivery of the PCLIF and offer the infrastructure for their
support and development
Facilitate a programme of practice nursing development and lead the process for
developing, planning and co‐ordinating key projects within the field of Practice
Nursing e.g. ATP, Mentor and Preceptorship initiatives
Promote the availability of nurse training via the Open University for Health Care
Assistants working in Primary Care

Register of up to date mentors
sufficient to support ATP
A cohort of Practice Nurses with skills
and knowledge for current and new
primary care services within 1 year
already working in Primary Care
Practice Nurse Development Facilitator
providing expertise and leadership to
the development of Practice Nursing
Practices have the opportunity for their
Health Care Assistants to qualify as a
registered nurse and remain in Primary
Care to become future Practice Nurses
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•

Support and develop the role of the Clinical Network Chairs

•

Encourage wider participation of GPs, Practice Managers, Practice Nurses and other
professionals in various working groups

Increased participation across the
membership in the delivery of the
commissioning agenda

•

Develop commissioning induction pack for new staff across the membership

Pack developed and shared with new
staff
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Agenda and minutes clearly reflect the
commissioning priorities of the CCG

Part 3
Corporate structures

For a full structure of the teams please click on the links below
Commissioning & Quality Improvement
http://nww.wdpct.nhs.uk/organisation/structures/structure‐CQI.asp

Systems Development team
http://nww.wdpct.nhs.uk/organisation/structures/structure‐systemsdevelopment.asp

Finance Governance & Risk
http://nww.wdpct.nhs.uk/organisation/structures/structure‐fin‐gov‐risk.asp

Contacting & Commercial Strategy
http://nww.wdpct.nhs.uk/organisation/structures/structure‐contracting.asp

Executive Office & HQ Services
http://nww.wdpct.nhs.uk/organisation/structures/structure‐HQ‐ExecOffice.asp
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Appendix 2 – Terms of Reference for the Practice Support Unit Board

TERMS OF REFERENCE
PRACTICE SUPPORT UNIT BOARD
Aim of the board

The Practice Support Unit Board exists to provide support and advice to the work of the Practice Support Unit core team.

Relationship and
Reporting

Clinical cabinet
CCG Board
Member Practices

Role and function

Provide leadership and strategic guidance to the PrSU core team and membership
Ensure effective links with the Clinical Cabinet and Governing Body
Consider and signpost emerging proposals and initiatives from the membership
Enable a clinical input to the PrSU’s work
Act as a conduit for the PrSU’s work and goals amongst the membership
Be an additional resource for the PrSU core team in pursuit of its aims through bespoke projects

Responsibilities

Advisory and representative of the membership;
Being sound, objective and acting to avoid potential conflicts of interest.

Membership

The membership of the committee consists of:
3 GPs
3 Practice Managers
1 PrSU Manager
Practice Nurse Development Facilitator
Associate Director of Strategy and System Development
1 Communications Representative
1 Medicines Management Representative
1 Public Health Representative

Chair

The Chair of the Board will be the CCG GP Board Member and the Vice Chair will be the GP member.

Quoracy

For this Board to be quorate, an attendance of 50% +1 is required, including the Chair or Deputy, 1 GP, 1 Practice Manager, 1 member of the
PrSU Core Team.
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Frequency of meetings

Monthly.

Frequency of
attendance
Conduct

For consistency, membership of this Board should attend a minimum of 50% of all meetings annually.

Declaration of Interest

Members of the PrSU Board and those in attendance at meetings will act with mutual respect, abiding by the ‘Principals of Public Life’ and the
NHS Code of Conduct, and the Standards for members of NHS boards, Citizen’s Charter and Code of Practice on Access to Government
Information.
If any member has an interest in any matter and is present at the meeting at which the matter is under discussion, he/she will declare that
interest as early as possible and should act objectively or not participate in the discussions. The Chair will have the power to request that
member to with draw until the any related considerations have been completed.
A declaration of interest will be updated regularly and annually submitted to the CCG Board for scrutiny.

Administration

Secretarial support for the Board will be provided by the PrSU Business Co‐ordinator.
Duties include:
Taking action notes at the PrSU board meeting and keeping a record of matter arising
Agenda and action notes distributed in a timely manner, no later than 5 working days prior to the meeting

Date agreed

May 2013

Review date

May 2014
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Appendix 3 – Terms of Reference for the Practice Manager Advisors Group

TERMS OF REFERENCE
PRACTICE MANAGER ADVISOR GROUP
Aim of the group

The aim of the group is to foster engagement with member practices within the local networks to contribute to the CCG’s
strategic and commissioning plans, as well as supporting practices to improve the quality of care for patients.

Relationship and Reporting

PrSU Board

Role and function

The Practice Manager Advisory Group will support the work of the PrSU particularly in terms of its relationship with the practice
managers of member practices.
‐
‐
‐

Act as a sounding board for emerging proposals and initiatives;
Act as ambassadors for the PrSU’s work and goals amongst the membership;
Be an additional resource for the PrSU in pursuit of its aims.

Responsibilities

Advisory and representative of the membership.

Membership

The membership of the committee consists of:
6 Practice Managers representation from each network
PrSU Manager
Practice Manager Board member
Network Support Managers
Other individuals and external advisers may be invited to attend for all or part of any meeting as and when appropriate

Chair

PrSU Manager

Frequency of meetings

Every other month

Conduct

Members of the group and those in attendance at meetings will act with mutual respect, abiding by the ‘Principals of Public Life’ and
the NHS Code of Conduct, and the Standards for members of NHS Boards, Citizen’s Charter and Code of Practice on Access to
Government Information.
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Declaration of Interest

If any member has an interest in any matter and is present at the meeting at which the matter is under discussion, he/she will declare
that interest as early as possible and should act objectively or not participate in the discussions. The Chair will have the power to
request that member to with draw until the any related considerations have been completed.

Date agreed

May 2013

Review date

May 2014
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Date of Meeting: 11 June 2013
Paper Title: Response to the Francis Report – Putting Patients First
FOI Status:

Open

Report Author and Job Title

Laura Elliott, Head of Quality & Engagement

Responsible CCG Board Lead

Dr David Brown, Quality Lead

Clinical Commissioning Group Executive Lead

Jo Pollard, Director of Commissioning and Quality

Executive Summary
The purpose of this paper is to provide assurance to the Board on the actions that are being taken in response
to the Francis Report. Our response has been informed by patients and the public, member practices, staff and
following the Board development session in April 2013.
On 6 February 2013 Robert Francis QC published his long awaited report, examining the role of the culture and
systems in the NHS and how they failed to identify the appalling events at Staffordshire Hospital between
January 2005 and March 2009.
The key theme of the report is putting the patient first, with an NHS that should be centred on common values
in order to drive up quality of care. There are important messages in the report for CCGs and their member
practices, both in terms of the skills they need to develop and the way in which they engage both with providers
and their commissioning support organisations to uphold and improve the quality of patient care.
On 26 March 2013, the Government set out an initial response to the Francis Report ‐ Patients First & Foremost.
It details key actions to ensure that patients are always put first and people are treated with respect,
responding to the five key themes of the Francis Report: values and standards; openness, transparency and
candour; leadership; compassion and care; and information.
Our action plan has been developed as a live document which will be regularly updated with progress and when
any further actions are identified as a result of the gap analysis completed against the Francis
recommendations, or following the session being held across the health and social care system on 20 June
2013.
Outcome of Equality Impact Assessment:

Not applicable.

Risk Assessment

The focus and findings of the Francis report highlights key
risks to patient safety and identifies recommendations to
address these. Failure to take action and to implement the
recommendations of the report has potential implications

Legal Implications

associated with reputation, clinical and financial risk.
Any actions identified will be assessed for any financial or
resource implications on an individual basis.
Commissioners have a fundamental responsibility for
driving quality and ensuring patient safety. Implementing
the recommendations of the Francis report will ensure we
commission a consistently high standard of care provision
and a have in place a system which uses quality
intelligence, and patient insight to identify potential
concerns about service provision at an early stage.
Not applicable

Previously presented at committee

Not applicable

Recommendations:

Governing Body members are asked to:‐
i. note the contents of the paper for information;
ii. approve the initial actions identified in response to the
Francis recommendations; and
iii. acknowledge the progress made to implement the
actions.

Finance/ Resource Implications
Quality/Health Benefits
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Response to the Francis Report – Putting Patients First
1

Introduction
The purpose of this paper is to provide assurance to the Board on the actions that are being taken in
response to the Francis Report. Our response has been informed by patients and the public, member
practices, staff and following the Board development session in April 2013.

2

Background
On 6 February 2013 Robert Francis QC published his long awaited report, examining the role of the
culture and systems in the NHS and how they failed to identify the appalling events at Staffordshire
Hospital between January 2005 and March 2009.
‘The story it tells is first and foremost of appalling suffering of many patients … primarily caused by a
serious failure on the part of a provider Trust Board. It did not listen sufficiently to its patients and staff
or ensure the correction of deficiencies brought to the Trust’s attention. … It failed to tackle an insidious
negative culture involving a tolerance of poor standards and a disengagement from managerial and
leadership responsibilities. This failure was in part the consequence of allowing a focus on reaching
national access targets, achieving financial balance and seeking foundation trust status at the cost of
delivering acceptable levels of care.
The NHS system includes many checks and balances which should have prevented serious systemic
failure of this sort … for years that did not occur … a system which ought to have picked up and dealt
with a deficiency of this scale failed in its primary duty to protect patients and maintain confidence in the
healthcare system’
(Robert Francis, QC)
The key theme of the report is putting the patient first, with an NHS that should be centred on common
values in order to drive up quality of care. The report makes 290 recommendations, advising all
healthcare organisations to consider how they measure against these recommendations. The NHS Chief
Executive states that if we are to learn the lessons of Mid Staffordshire, then every individual needs to
take the time to read the report, and reflect on the findings in the context of their role within the
healthcare system.
There are important messages in the report for CCGs and their member practices, both in terms of the
skills they need to develop and the way in which they engage both with providers and their
commissioning support organisations to uphold and improve the quality of patient 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. Over 100 of the recommendations recognise the critical role that CCGs have in driving quality
which include:‐
 monitoring the delivery of standards and quality on behalf of and in partnership with patients;
 agreeing a method for measuring compliance and redress for non‐compliance for standards;
 close engagement with patients to ensure their expectations and concerns are addressed when
selecting indicators and measuring compliance;
 having the capacity to monitor the performance of every commissioning contract on a continuing
basis, including quality information;
 having the capacity to undertake their own or independent audits, inspections and investigations;
 entitlement to intervene in the management of a complaint on behalf of a patient where it appears it
is not being managed satisfactorily;
3

 accountability to the public for the scope and quality of the services they commission and fully

involve and engage the public in their work;
 having powers of intervention where substandard or unsafe services are being provided; and
 raising their public profile to achieve these.
The report also makes reference to the role of individual GPs, whose relationship with their patients
means they should:
 monitor the outcomes of their patients and thereby provide an independent check on the quality of
their services;
 be aware of the standards at their local providers to support their patients in making an informed
choice and have internal systems to monitor this systematically; and
 exploit this to its full potential in their new role as commissioners of services.
The executive summary of the report is available here
On 26 March 2013, the Government set out an initial response to the Francis Report ‐ Patients First &
Foremost. It details key actions to ensure that patients are always put first and people are treated with
respect, responding to the five key themes of the Francis Report: values and standards; openness,
transparency and candour; leadership; compassion and care; and information. The initial response is to
be considered as the start of a fundamental change to the system, with further recommendations to
follow. The document is available here.
Headline actions reported in the media include;
 New Ofsted style ratings for hospitals and care homes overseen by an Independent Chief Inspector of
Hospitals and Chief Inspector of Social Care;
 Statutory duty of candour for organisations which provide care and are registered with the Care
Quality Commission;
 Review by the NHS Confederation on how to reduce the bureaucratic burden on frontline staff and
NHS providers by a third;
 A pilot programme where nurses will work for up to a year as healthcare assistants as a prerequisite
for receiving funding for their degree;
 Nurses’ skills being revalidated, like doctors, and healthcare support workers and adult social care
workers having a code of conduct and minimum training standards;
 All hospitals will be required to set out how they intend to respond to the Inquiry before the end of
2013.
Appendix 1 lists more details of the Government’s response under five headings – Prevent problems;
Detect problems quickly; Deal with problems quickly; Accountability for wrongdoers; and Ensuring staff
are trained and motivated.
3

Local Response
Quality is at the heart of our organisation, is central to our values and fundamental to the way we
conduct our business. Our aspiration is to commission quality services that will improve our patient’s
experiences of care and their health outcomes. A key part of this is to involve and listen to our patients,
practices, partners and staff when redesigning services and making commissioning decisions.
The Francis report highlights the accountability commissioners have to the public and the need to
ensure that high quality care is delivered, people are kept safe and the health and social care
organisations remain open and honest. It is essential we put in place systems and processes that can
manage the inevitable risks that may occur, particularly as the new system establishes itself.
4

Engagement with patients and the public, member practices, staff, key partners and the Board has
enabled the CCG to collectively consider the recommendations and develop a response to build on our
responsibilities for quality in the new system (Appendix 2 – Table One). In responding to the report it is
vital that we also develop our own leadership and culture congruent to the key theme of the report of
putting patients first, and centred on common values in order to drive up quality of care. The action
plan has been developed as a live document which can be updated with progress and when any further
actions are identified as a result of the gap analysis completed against the Francis recommendations, or
following the session being held across the health and social care system on 20 June 2013.
Through this work our relationship with the West and South Yorkshire and Bassetlaw Commissioning
Support Unit (WSYBCSU) has been further strengthened, and has sought to mitigate any risks in their
responsibility to deliver against the recommendations on our behalf.
4

Recommendations
Members are asked to:‐
i.
Note the CCG’s emerging response to the Francis report;
ii.
Approve the initial actions identified in response to the Francis recommendations; and
iii.
Acknowledge the progress made to implement the actions.

Laura Elliott
Head of Quality & Engagement
May 2013
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Appendix 1
Patients First & Foremost ‐ the initial Government Response
The Government’s response to the Francis report includes a five point plan:
1








2




PREVENT PROBLEMS: Put in place a culture of zero harm and compassionate care
New regulatory model under a strong Independent Chief Inspector of Hospitals.
The Chief Inspector will introduce single aggregated ratings for hospitals, and also develop ratings of
hospital performance at department level.
The Chief Inspector of Hospitals will assess hospital complaints procedures.
The CQC will move to a new specialist model based on rigorous peer review. Assessments will include
judgements about hospitals’ overall performance including whether patients are listened to and treated
with dignity and respect, the safety of services, responsiveness, clinical standards and governance. The CQC
will be supported by local Quality Surveillance Groups so there are effective arrangements to quickly
identify where there is a risk to quality.
A new Chief Inspector of Social Care will ensure the same rigour is applied across the Health and Social Care
system. Having a Chief Inspector of Primary Care is also being explored.
NHS Confederation will review how the bureaucratic burden of frontline staff and NHS providers can be
reduced by a third – giving time to care.
DETECT PROBLEMS QUICKLY
A new statutory duty of candour to ensure honesty and transparency for every organisation registered with
the CQC.
Publishing individual speciality outcomes to improve standards; these will include outcomes for cardiology,
vascular and orthopaedic surgery, upper gastro intestinal surgery, colorectal surgery, bariatric surgery,
urological surgery, head and neck surgery and thyroid and endocrine surgery.
Ban on clauses intended to prevent public interest disclosures.
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DEAL WITH PROBLEMS QUICKLY
Standards will be introduced to make explicit the basic rights that anyone should expect of the NHS. Where
these are breached, a new failure regime will ensure that firm action is taken swiftly.

4


ACCOUNTABILITY FOR WRONGDOERS
Health and social care professionals will be held more accountable. Where the Chief Inspector identifies
criminally negligent practice, the CQC will refer the matter to the Health & Safety Executive to consider
whether criminal prosecution of providers or individuals is necessary.
Legal sanctions at corporate level for providers who knowingly generate misleading information or withhold
information from patients or relatives will be considered.
GMC, NMC and other professional regulators have been asked to tighten and speed up their procedures for
breaches of professional standards.
Chief Inspector of Hospitals will ensure that hospitals are meeting existing legal obligations to ensure that
unsuitable healthcare assistants are barred.
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ENSURING STAFF ARE TRAINED & MOTIVATED
NHS funded student nurses to spend up to a year working as healthcare assistants as a prerequisite for
receiving funding for their degree. This will ensure that people who become nurses have the right values
and understand their role.
Nurses’ skills will be revalidated, like doctors, to ensure their skills remain up to date.
Healthcare support workers and adult social care workers will have a code of conduct and minimum
training standards
6




Chief Inspector will ensure that hospitals are properly recruiting, training and supporting healthcare
assistants.
Department of Health will be the first department where every civil servant will gain real and extensive
experience of the front line.
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Appendix 2
Table One: Key actions in response to the Francis Report
Key actions
Internal communication and engagement

Who

When

Progress – May 2013

1

Director of
Commissioning
and Quality

March 2013








Share key messages from the report with the Board,
staff and member practices

Head of Quality
& Engagement

2

Ensure staff and member practices have the
opportunity to be fully engaged in developing the
CCG’s response

Director of
Commissioning
and Quality

March 2013

CCG Board
Quality Lead

CCG Board briefing – 19 February and 16 April 2013
CCG Membership briefing – 13 March 2013
Briefing for Quarterly Membership meeting ‐ 23 April 2013
Staff briefing – 7 March 2013
CCG Staff Event – 26 March 2013
Time‐limited Francis Taskforce established with a cross section of staff, GP
Quality lead and Practice Support Unit membership – March 2013
 CCG Membership briefing – 13 March 2013
 Briefing for Quarterly Membership meeting ‐ 23 April 2013

Head of Quality
& Engagement

Strategic leadership

3

Consider the implications of the report in the Board
development session focused on quality in the new
health system

Director of
Commissioning
and Quality

April 2013

 Facilitated Board development session held 26 April 2013
 Write‐up circulated 21 May 2013 – outcomes have informed the key actions

June 2013

 Scheduled jointly with NHS North Kirklees CCG on 20 June 2013 for MYHT,
SWYPFT, YAS and Locala

February 2013

 Completed – pgs.17‐18
 Members of Patient Reference Group (PRG) Network and Public
Involvement and Patient Experience Committee (PIPEC) were given the
opportunity to review and comment on the draft Strategic Plan and draft
Prospectus
 Draft Quality Model developed and shared with Francis Taskforce and at

CCG Board
Quality Lead

4

Host a development session with our main providers
to discuss the implications of Francis as a health and
social care system

5

Ensure the 2013/14 Strategic Plan is responsive to
the key messages of the report

6

Develop a quality systems ‘map’ to show the

Head of Quality
& Engagement
Director of
Commissioning
and Quality
Head of Quality
& Engagement
Head of Quality
& Engagement

Head of Quality
& Engagement

August 2013

Key actions

structures and processes in place to govern quality

Gap Analysis
7 Map the 290 recommendations for relevance to
commissioners/CCGs.

Who

When

Progress – May 2013

Board development session in April 2013
 Utilising feedback to refine the model
 Final Quality Model and supporting quality priorities to be presented to the
Board

Francis
Taskforce
members

Transformation:
CSU

June 2013

 Initial mapping of relevance of recommendations completed April 2013
 Gap analysis completed May 2013 for discussion at Francis Taskforce on 18
June 2013
 Identify additional actions to address any gaps in assurance

April 2013

 Workshop focused on Putting Patients First at CCG Engagement Event on 21
March 2013 asking ‐ How can we improve how we act on concerns you raise
about our services or providers? How can we involve you in the monitoring
of quality and standards in the services we purchase? How can we improve
how we involve and engage with you when we commission new services or
redesign existing services?
 Feedback from the workshop has been used to inform the action plan
 Approach to and mechanisms for engagement and experience presented to
the Board on 16 April 2013
 Communications and engagement strategy being refreshed
 Workplan with CSU engagement team reflects involvement and
engagement of public in commissioning priorities
 Presentations at individual Practice Reference Groups (PRGs) on
commissioning and obtaining ideas for future commissioning
 Project on a Page document for QIPP updated to include plans for
engagement
 CCG attended and presented at the HealthWatch Wakefield launch as a key
partner on 13 May 2013

Quality
Manager

Patient and public involvement
8 Gain the views of patients and the public to
contribute to the CCG’s response to the Francis
recommendations

9

Develop a more consistent process to ensure
patients and the public are involved in
commissioning decisions

Head of Quality
& Engagement
Engagement:
CSU

Head of Quality
& Engagement

Ongoing

Head of Service
Development
and
Transformation
Engagement:
CSU

Quality Assurance
10 Receive and monitor the delivery of provider plans
to address Francis recommendations through
provider‐specific Quality Boards
11 Extend the patient safety walkabouts to include
different providers, the scope to reflect pathways of

Head of Quality
& Engagement

June 2013

Head of Quality
& Engagement

September
2013
9







MYHT Executive Quality Board (EQB) – 21 February and 18 April 2013
SWYPFT Quality Board – 18 February and 3 June 2013
See Action 4
CCG Clinical Board members involved in all patient safety walkabouts
Outcomes reported through MYHT EQB and Integrated Quality &

Key actions

Who

When

Progress – May 2013

Chief Officer

March 2013

Performance report
 Meeting to review walkabout methodology planned for June 2013
 Thematic review of finding from walkabouts at MYHT presented to MYHT
EQB on 6 June 2013
 Briefing on role of the QSG as part of Quality in the new health system
paper to Board on 19 February 2013
 Attendance at first two QSG meetings – March and May 2013. Intention to
meet monthly initially
 Terms of reference received by the Board on 11 June 2013

Head of
Contracting &
Commercial
Strategy

July 2013

 ‘Mock up’ of provider management balanced scorecard shared with Francis
Taskforce on 16 April 2013
 Work continues with CSU to establish framework
 Outcomes of integrated triangulation process being developed by CSU (see
action 17) will feed into balanced scorecard

Ongoing

 Reviewing team structure and roles
 Recruited to Planning and Performance Manager post with focus on
performance compliance
 Meeting regularly with CSU to review contract management

July 2013

 Terms of Reference drafted for approval by Francis Taskforce on 18 June
2013
 Outcomes of integrated triangulation process being developed by CSU (see
action 17) will feed into Quality Intelligence Group

June 2013



care, and produce a quarterly thematic review of
findings

12

Become key members of the West Yorkshire Quality
Surveillance Group (QSG) which will meet on a
regular basis to share information and intelligence
about quality across the system

Contract Management
13 Build on existing contract risk assessment process, to
include quality and safety issues and ‘soft’
intelligence about providers

Transformation:
CSU
14

Ensure there is sufficient capacity to undertake more
intensive monitoring of standards and compliance of
providers managed on the CCG’s behalf by the CSU.

Head of
Contracting &
Commercial
Strategy
Provider
Management:
CSU

Intelligence and Insight
15 Develop a local Quality Intelligence Group to gather
‘soft’ intelligence from various sources about local
services or providers. This Intelligence can feed into
the West Yorkshire QSG, inform contract monitoring,
be triangulated with ‘hard’ data about a provider,
and used to target resources where there is cause
for concern.
16 Listen and act on feedback or concerns raised by
member practices, staff, patients and other

Head of Quality
& Engagement
Quality
Manager

Quality
Manager

10

Patient Advice and Liaison Service, hosted by CSU, established and receiving
calls. Service identified cluster of issues about a specific service that has

Key actions

Who

agencies, by developing a robust process for
capturing this information.

Practice
Support Unit
(PSU)

When

Progress – May 2013



Engagement:
CSU








17

Triangulate patient feedback as part of the CCG’s
Patient Experience Framework to produce reports to
inform commissioning

Head of Quality
& Engagement



Ongoing

Engagement:
CSU






Complaints Management
18 Ensure the CSU (who manage the complaints
process) have a stronger focus on themes and
trends. Strengthen the process to include the option
for commissioners to intervene in the management

Head of Quality
& Engagement

July 2013

Governance and
Board Secretary




11

been resolved through contract management meeting with the provider
‘Contact us’ email address now live for any queries, raising concerns and
giving feedback at contactus@wakefieldccg.nhs.uk
‘Have your say’ page on CCG website
“What are our patients saying?” feedback from local PRGs at PRG Network
on 5 June 2013
CSU subscription to Patient Opinion alerts commissioners to patient
feedback about local providers
Patient feedback to be added as a standard agenda item for local Clinical
Network meetings. Encouraging a PRG representative at network meetings
PSU has developed a simple spreadsheet to capture feedback from member
practices. PSU to start to code and theme issues raised to feed into
integrated triangulation process being developed by CSU (see action 17)
‘Key issues with other providers’ is a standard agenda item on annual
Practice Visits.
Patient experience insight reported in monthly Integrated Quality &
Performance reports ie national patient surveys, Friends and Family Test
outcomes
Patient Experience report focused on Urgent Care drafted for discussion at
future Clinical Cabinet
CSU developing a system for capturing patient and public feedback in
respect of local health services. The system will provide a single point for
gathering insight, bringing together feedback from various sources
(including PALS, complaints, incidents, social media, engagement and
consultation initiatives). Patient Safety Walkabouts and feedback through
PSU have also been recognised as additional feedback/intelligence sources.
NHS Choices are developing the Patient Insight Dashboard which will bring
together a number of sources of information about patient experience
relating to an individual provider in one place
Assistant Clinical Chair identified as Complaints Responsible Person
identified, Dr Adam Sheppard (required under Local Authority Social
services and NHS Complaints (eng) Regulations 2009)
Quarterly reports on complaints performance received at Quality Boards

Key actions

of a complaint on behalf of a patient where it
appears it is not being managed satisfactorily.
19

Review a sample of complaints from providers

Who

When

Progress – May 2013

Governance:
CSU
Head of Quality
& Engagement


To be
confirmed

Assistant
Clinical Chair

12



(MYHT, SWYPFT)
Complaints process and requirements of CCG from CSU (data collection,
monitoring, trend analysis etc) reviewed 9 May 2013
Proposal for Complaints Responsible Person to undertake this subject to
provider agreement and fulfilling information governance requirements
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Laura Elliott, Head of Quality & Engagement
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Dr David Brown, Quality Lead
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Jo Pollard, Director of Commissioning and Quality

Executive Summary
The purpose of this paper is to update Board members on the final guidance published for the 2013/14 Quality
Premium, and progress with the three local measures identified, following consultation with member practices,
the public and patients and the Health and Wellbeing Board.
The purpose of the quality premium is to reward CCGs for improvement in the quality of services that they
commission, and the associated improvements in health outcomes and reducing health inequalities. It will be
paid to CCGs in 2014/15 and is based on four national and three local measures. The total amount payable for
achievement of the quality premium will be £5 per patient, and is in addition to the CCG’s financial allocation
and running costs for 2014/15.
National Measures
 Potential years of life lost from causes considered amenable to healthcare: adults, children and young
people
 Avoidable emergency admissions (a composite of four NHS Outcome Framework indicators)
‐ Unplanned hospitalisation for chronic ambulatory care sensitive conditions
‐ Unplanned hospitalisation for asthma, diabetes, and epilepsy in children
‐ Emergency admissions for acute conditions that should not usually require hospital admission
‐ Emergency admissions for children with lower respiratory tract infection
 Roll out of and improvement in Friends and Family Test (FFT) scores
 Incidence of healthcare associated infections (MRSA and C.diff)
Local Measures

Reducing smoking at time of delivery

Improving access to talking therapies (IAPT)

Improving recovery from stroke
Both the national and local measures will be regularly monitored on a monthly basis through the performance
reporting to the Integrated Governance Committee and Governing Body, as well as through regular contract
monitoring with the relevant providers.

Outcome of Equality Impact Assessment:

Not applicable.

Risk Assessment

Not applicable

Finance/ Resource Implications

Legal Implications

The total amount payable for achievement of the
quality premium will be £5 per patient, in addition to
the CCG’s financial allocation and running costs for
2014/15. Each measure is worth a percentage of the
premium and the premium is reduced if the CCG’s
main providers do not meet four of the NHS
Constitution rights and pledges. There is a pre‐
qualifying criterion that the CCG manages within its
total resource envelope for 2013/14 and does not
exceed the agreed level of surplus drawdown.
The purpose of the quality premium is to reward CCGs
for improvement in the quality of services
commissioned, and the associated improvements in
health outcomes and reducing health inequalities.
NHS England will reserve the right not to make any
quality premium payment where there is a serious
quality failure during 2013/14 in services
commissioned by the CCG.
Not applicable

Previously presented at committee

Clinical Cabinet – 23 May 2013

Recommendation:

Governing Body members are asked to note the
contents of the paper for information.

Quality/Health Benefits
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2013/14 Quality Premium
1

Introduction
The purpose of this paper is to update Board members on the final guidance published for the 2013/14
Quality Premium, and progress with the three local measures identified, following consultation with
member practices, the public and patients and the Health and Wellbeing Board.
The final guidance was published in March 2013 and is available at http://www.england.nhs.uk/wp‐
content/uploads/2013/03/qual‐premium.pdf
The purpose of the quality premium is to reward CCGs for improvement in the quality of services that
they commission, and the associated improvements in health outcomes and reducing health
inequalities. NHS England have designed the 2013/14 quality premium in ways that promote
improvements against the main objectives of the NHS Outcomes Framework; promote reduction of
health inequalities; recognise the different starting points for CCGs; highlight the importance of
maintaining patient’s rights and pledges under the NHS Constitution; and further promote local priority
setting to reflect joint health and wellbeing strategies.
The quality premium will be paid to CCGs in 2014/15 – to reflect quality of health services commissioned
in 2013/14 – and will be based on four national and three local measures. The total amount payable for
achievement of the quality premium will be £5 per patient, and is in addition to the CCG’s financial
allocation and running costs for 2014/15. The regulations set out the purposes for which the CCG is able
to spend the quality premium payment in ways that improve quality of care or health outcomes and/or
reduce health inequalities.
In accordance with the regulations there is a pre‐qualifying criterion that the CCG manages within its
total resource envelope for 2013/14 and does not exceed the agreed level of surplus drawdown. The
total payment (based on performance against the seven measures) will be reduced if the CCG’s
providers do not meet four NHS Constitution rights or pledges for patients in relation to maximum:‐





18 weeks waits from referral to treatment
4 hour waits in A&E departments
62 day waits from urgent GP referral to first definitive treatment for cancer
8 minute response for Category A red 1 ambulance calls

In 2012/13 the CCG’s performance against these rights and pledges either met or performed better than
the national target.
NHS England will reserve the right not to make any quality premium payment where there is a serious
quality failure during 2013/14 in services commissioned by the CCG, ie where the Care Quality
Commission judges that a provider is in serious breach of its registration requirement. In such
circumstances and when deciding whether or not to withhold payment, NHS England will want to
understand the steps the CCG has taken to monitor the quality of care it has commissioned and the
action it has taken, in collaboration with other parts of the system, should serious concerns about
quality be identified.
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National Measures
The four national measures from the NHS Outcomes Framework are:‐
Domain 1: Preventing people from dying prematurely
3

Potential years of life lost from causes considered amenable to healthcare: adults, children and young
people



12.5% of quality premium
Reduction of at least 3.2% between 2013 and 2014 – based on the 10 year average annual
reduction in potential years of life lost from amenable mortality

Domain 2: Enhancing quality of life for people with long term conditions
Domain 3: Helping people to recover from episodes of ill health and following injury
Avoidable emergency admissions (a composite of four NHS Outcome Framework indicators)

Unplanned hospitalisation for chronic ambulatory care sensitive conditions

Unplanned hospitalisation for asthma, diabetes, and epilepsy in children

Emergency admissions for acute conditions that should not usually require hospital admission

Emergency admissions for children with lower respiratory tract infection



25% of quality premium
Reduction or a 0% change in emergency admissions for these conditions between 2012/13 and
2013/14.

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



Roll out of Friends and Family Test (FFT) by local providers in line with national timetable
Patient experience of acute inpatient care and A&E services as measured by FFT




12.5% of quality premium
Assurance that relevant local providers have delivered the nationally agreed roll‐out plan to the
national timetable
An improvement in average FFT scores between Q1 2013/14 and Q1 2014/15 for the
acute hospitals which serve the CCG’s population.



This measure is supported by a national CQUIN goal which is included in MYHT’s 2013/14 CQUIN
scheme. MYHT have rolled out FFT in line with national timetable for inpatients and A&E, and ahead of
timescale for maternity services. The implementation and outcomes will be monitored through the
MYHT Executive Quality Board.
MYHT piloted the FFT over a two week period in February 2013 to test systems and processes before the
national roll out in March. The average response rate was 14.3% for ward areas, and 3.2% for A&E. 75%
of patients leaving ward areas and 72% of patients attending A&E who participated said they were
extremely likely to recommend the Trust to friends and family.
Domain 5: Treating and caring for people in a safe environment and protecting them from avoidable
harm
Incidence of healthcare associated infections (MRSA and C.diff)
 12.5% of quality premium
 No cases of MRSA bacteraemia assigned to the CCG and C.diff cases at or below defined thresholds
for the CCG.
The target for C.diff for 2013/14 for the CCG is 86.
4

Since 1 April 2013 there have been two cases of MRSE bacteraemia assigned to NHS Wakefield CCG. On
5 April 2013 MYHT reported an MRSA bacteraemia in a Wakefield resident. The post infection review
(the process that replaced the root cause analysis from 1 April 2013) has been completed and concluded
that the case was a pre‐48 hour case. An action plan has been developed which will be monitored by
the infection prevention team. The actions relate to community nursing, prescribing in primary care and
prescribing once the patient was admitted. The outcome of the review was that the case was
avoidable.
On 22 May 2013 MYHT reported a post 48 hour MRSA bacteraemia case in a Wakefield resident. The
patient has no past history of MRSA, and screened negatively for MRSA on admission. The post
infection review for this case has commenced.
An action plan has been developed across the health economy which is monitored at the monthly HCAI
Task and Finish Group meeting chaired by the Interim Chief Executive of MYHT, and includes attendance
from both Wakefield and North Kirklees CCGs. A weekly Executive Directors HCAI meeting is also
chaired by the Chief Executive and attended by the infection prevention team from public health.
Actions include:
 Screening policy has been revised and additional care pathways included; suppression treatments
and documentation have been refreshed to ensure administration of treatments.
 All pregnant women to be screened at 36 weeks gestation by community midwives, all consumables
and MRSA suppression treatment where required to be provided by MYHT. This initiative to be
implemented by the end of June 2013. A communication will be sent out to all GPs by MYHT Infection
Control Doctor prior to implementation.
 Aseptic non touch technique training (ANTT) and competence assessment undertaken in secondary
care and community.
 Policy for taking blood cultures has been revised and assurance of competency prior to undertaking
procedure
 Bi‐weekly antibiotic audits within secondary care and review of antimicrobial prescribing policy
 In collaboration with colleagues across the health economy, the Infection Prevention team has
developed a patient held urinary catheter record.
3

Local Measures
As part of the 2013/14 strategic planning the CCG agreed three local measures with the Area Team (NHS
England) and the Health and Wellbeing Board. The measures had to focus on local issues and priorities,
especially where current outcomes are poor compared to others and where improvement will
contribute to reducing health inequalities. Each local measure is worth 12.5% of the quality premium.
The CCG undertook an engagement process with clinical cabinet members, CCG staff, member practices
and the public and patients to identify and agree the three local measures. Baseline data for each
proposed measure, a rationale for improvement and ability of member practices to influence
improvement was used to inform the engagement process.
The three measures prioritised following the engagement exercise and subsequently agreed with the
Health and Wellbeing Board and Area Team are:‐
a. Reducing smoking at time of delivery
Clinical Lead:
Dr Andrew Furber, Director of Public Health
Management Lead:
Diane Lee, Addictions and Mental Health Programme Manager
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Rationale
The Joint Strategic Needs Assessment (JSNA) identified that more than 1 in 5 women in Wakefield
continue to smoke during pregnancy. Data shows that Wakefield is the second worst in the country
(27.18% in Q2 2012/13) for smoking during pregnancy, and significantly higher than the national and
regional average. The measure – smoking at time of delivery – is based on robust historical data and
allows the CCG to address an identified area of health inequality. Monthly performance against the
indicator is extremely variable with a range from 30.86% to 17.61% recorded during 2012/13. The
target was set based on six months data (Q1&2) for 2012/13, although the full year rate for 2012/13 was
recorded as 22.93% with a quarter 4 performance of 20.48%.
Target – Reduce smoking at time of delivery from baseline (24.1%) to 23%.
Implementation
A number of interventions have already been put in place to support the reduction in women smoking
at the time of delivery. Midwives have for the last two years offered Carbon Monoxide (CO) monitoring
at booking utilising maternal CO monitors, from April 2013 more advanced CO monitors will be utilised
which measure both maternal and foetal CO levels. An opt out referral pathway to the specialist
smoking cessation service is operated for all women who at booking indicate they are smoking or whose
breath test result indicate they are smoking or are exposed to tobacco smoke in their household. Rates
are variable across the district and targeted social marketing activities are planned in those areas with
higher prevalence rates. In addition Public Health colleagues are delivering a number of programmes
aimed at young people to reduce the number of people commencing smoking and this will have some
effect on smoking at time of delivery rates.
As one of our local measures, reducing smoking in pregnancy has been included in the 2013/14 contract
with MYHT as a local quality indicator. Although there is no financial incentive (through a CQUIN goal)
or penalty, there are consequences for the Trust not meeting the target of 23% escalating from action
plan to performance notice.
The local health and social care economy is working with the Tobacco Control Collaborating Centre to
take part in a national audit to determine the statistical robustness of smoking in pregnancy data. The
audit will sample approximately 1,200 births across twelve maternity units in twelve different health
economies. The audit will test saliva cotinine levels and sample all women admitted to the delivery suite
on one day a week for different days over a seven week period. The cotinine test result will be recorded
along with answers to questions relating to smoking history.
b. Improving access to talking therapies (IAPT)
Clinical Lead:
Dr Clive Harries, CCG Lead – Mental Health
Management Lead:
Phil Smedley, Head of Partnership Commissioning (Adults)
Rationale
As discussed at the Board meeting in April 2013 the CCG is not currently meeting the target for the
number of people accessing psychological therapies. The JSNA identified mental health as a local
priority as there is a clear association between good mental health and improved health outcomes. NHS
England strongly supports the inclusion of local measures relating to mental health outcomes, and has
indicated its commitment to developing a national measure relating to mental health outcomes for
inclusion in the 2014/15 quality premium. The measure – people entering psychological therapies – is
based on robust historical data and links with commissioning intentions, previously agreed at Clinical
Cabinet, to increase the amount of primary care talking therapies provided by an IAPT accredited
provider.
Target – Increase people entering psychological therapies from baseline (9.6%) to 11.4%
Implementation
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From 1 April 2013 current service delivery has been expanded to include the delivery of Counselling for
Depression as an additional therapeutic intervention offered by the Turning Point Rightsteps Service.
The contract amendment was agreed following the end of the contract with the previous counselling
provider Mind Matters. This enables GPs and other professionals to have a single point of access to
primary care talking therapies, excluding the Well Women Centre which is currently self referral only.
This expansion allows clients to access the right intervention at the right time and provides a seamless
referral process for all clients referred to the Rightsteps Service. All clients referred to Rightsteps will be
triaged within 72 hours of receipt of referral to check suitability and offer the most suitable intervention.
The additional counsellors will deliver an additional 2,600 sessions per year.
In addition, the routing of all referrals through the Rightsteps service will increase the proportion of
individuals requiring intervention in primary care that will be offered access to IAPT accredited therapies
by qualified and accredited staff, taking any decision by the referrer about who the appropriate provider
may be and empowering the individual to make an informed choice. This will increase the activity both
provided and recorded as IAPT compliant through the collection of the IAPT reporting dataset for all
patients accessing talking therapies through Rightsteps.
The target for the local measure has been based on the additional capacity commissioned from the
Rightsteps service. Performance will be monitored through routine contract monitoring with Turning
Point and ongoing monitoring of the national target.
c. Improving recovery from stroke
Clinical Lead:
Dr Avijit Biswas, CCG Lead – Long Term Conditions
Management Lead:
Jo Hanlon, Head of Public Health (Health and Social Care)
Rationale
There have been significant improvements in the quality of acute care for people who have had a stroke
over the last few years. However, prior to this year there was no formal pathway for the follow‐up
assessment after 4‐6 months. This measure is included in the CCG Outcome indicator set and is linked
to the NHS Outcome Framework indicator for improving recovery from stroke (Modified Rankin Scale at
six months).
Target – People with a new diagnosis of stroke who have a follow‐up assessment within 4‐8 months of
initial assessment 70% ‐ there is no baseline as the service has only recently been developed. The
overall process will be evaluated, including patient and carer feedback. This will help to inform any
improvements to the service.
Implementation
There is no nationally agreed model for the delivery of the 6 month reviews. In Wakefield, a
multidisciplinary working group has been developing the local model, and this has been piloted in a
small number of practices. The review is led by the Health and Wellbeing (H&WB) team (based within
SWYPFT) using the evidence based Greater Manchester Stroke Assessment Tool which has been
translated into a template on SystmOne. The review will be undertaken from a social care perspective,
but the H&WB worker will have access through SystmOne to the patient’s current health record, and
can then highlight to the practice if there are any outstanding health issues that need to be addressed
from a secondary prevention perspective, or flag any other health issues. The H&WB worker will then
support the patient and their carers, and signpost them to other organisations as identified.
The model is now being actively rolled out to all practices. Each H&WB worker is attached to a clinical
network and they are using that structure to promote the work, along with opportunistic promotion at
practice engagement events.
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The service specification for the Health and Wellbeing team is currently being updated to formalise their
role in the stroke recovery pathway, and a CQUIN indicator is being developed by public health within
local Authority to incentivise the provider to deliver the target.
This indicator is also measured in the new single stroke performance dataset, SSNAP (Sentinel Stroke
National Audit programme). As such, there will be quarterly reporting by CCG which can be used for
regional and national benchmarking.
4

Monitoring
Both the national and local measures will be regularly monitored on a monthly basis through the
performance reporting to the Integrated Governance Committee and Governing Body, as well as
through regular contract monitoring with the relevant providers.
The achievement of national and local measures within the Quality Premium will form part of the CCG
assurance process being developed by NHS England, which will be operated by the West Yorkshire Area
Team.
This paper was discussed at Clinical Cabinet on 23 May 2013 and the clinical and management leads will
present to the Cabinet in June 2013 more details about the plans to meet the targets set for the three
local measures.

5

Recommendations
Members are asked to note the contents of the paper for information.

Laura Elliott, Head of Quality & Engagement
Ian Carr, Head of Integrated Children’s Commissioning Unit
Diane Lee, Addictions and Mental Health Programme Manager
Phil Smedley, Head of Partnership Commissioning (Adults)
Gillian Richardson, Stroke Programme Manager
May 2013
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Agenda item: 18a

NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Tuesday, 23 April 2013
Present

Sandra Cheseldine (Chair)
Rhod Mitchell
Dr Adam Sheppard
Dr Clive Harries
Andrew Pepper

Lay Member
Lay Member
Nominated clinical member
Nominated clinical member
Chief Finance Officer

In Attendance

Michelle Marsden
Nigel Bell
Paul Lundy
Richard Walker
Karen Parkin
Heather Wells
Adam Bassett
Angela Peatfield

West Yorkshire Audit Consortium
West Yorkshire Audit Consortium
KPMG
KPMG
Head of Finance and Governance
Interim Head of Governance
Senior Associate Governance and Risk, CSU
Minute taker

13/01

Apologies
None.

13/02

Welcome
Sandra Cheseldine welcomed Dr Sheppard and Dr Harries as new members of the Audit
Committee. Sandra commented that this was a period of change and the next couple of
meetings would discuss issues from the previous NHS Wakefield District alongside
business of NHS Wakefield CCG.
Sandra advised that the final accounts of NHS Wakefield District for 2012/13 would be
presented to a future Department of Health Audit sub committee which has been formed
to approve the final accounts for 2012/13 across the Cluster, noting that this will have the
same membership as the former Cluster Audit Committee. As part of the local scrutiny the
CCGs will also review the PCT final accounts.

13/03

Declarations of interest
Dr Clive Harries declared an interest in respect of Novus Health.

13/04

Receipt of Terms of Reference
The Terms of Reference were presented for information noting that they had been
approved by the Governing Body on 7 March 2013. One of the key links of the Audit
Committee will be with the Integrated Governance Committee (IGC) and it was noted that
a regular report on progress against the IGC workplan will be presented to future Audit
Committee meetings.

It was RESOLVED that:
i)
13/05

The Committee noted the Audit Committee Terms of Reference.

Draft committee work plan
Heather Wells presented the draft work plan for the Audit Committee. Sandra Cheseldine
queried if any news has been received regarding whether there is to be a Counter Fraud
Annual Assessment for 2013/14. Nigel responded advising that guidance had just been
received and this detailed more of a self assessment process which would be reported to a
future meeting.
NB Subsequently advised that this guidance referred to providers and the details of any
submission for commissioner organisation was still awaited.

PCT 2012/13 processes and issues
13/06

Minutes of the Audit and Governance Group meeting held on 18 March 2013
The minutes of the meeting held on 18 March 2013 were agreed as a correct record.

13/07

Matters arising from the Audit and Governance Group meeting held on 18 March 2013
12/106 – Medication Incident Report
Following discussion it was agreed that the action to consider changes/improvements to
the GP Prescribing System should be moved to the Integrated Governance Committee.
13/17 – Serious Incidents
Following discussion it was agreed that the action to agree the transition process for
Spectrum Serious Incidents should be moved to the Integrated Governance Committee.

13/08

Draft Accounts 2012/13
Andrew Pepper tabled the draft accounts for 2012/13. Sandra Cheseldine commended
the efforts of the Finance team to achieve the deadline for the completion of the draft
accounts during the transition period.
Sandra advised that the Audit Committee meeting on 9 May provides the opportunity to
go through the draft accounts and raise any queries. There is a guidance document
available and Paul Lundy agreed to forward the website link and Angela Peatfield will
forward to the Audit Committee members for information.
It was RESOLVED that:
i)

13/09

The Committee received the draft accounts for 2012/13 noting that a full discussion
of the document will take place at the Audit Committee meeting on 9 May 2013.

Draft Annual Report 2012/13
Adam Bassett attended the meeting and gave a verbal update on the development of the
draft Annual Report for 2012/13. The process for signing off the annual report has yet to
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be agreed. The Annual Report is being produced by the Communications Team at the CSU
and the contact is Sue Jones.
13/10

Draft Annual Governance Statement 2012/13
Adam Bassett presented the draft Annual Governance Statement for 2012/13 and advised
that the proposed changes detailed at the 18 March Audit and Governance Group meeting
have been incorporated into the document. It was noted that no significant control
issues have been identified in the draft governance statement for NHS Wakefield PCT.
This position is consistent with the draft Head of Internal Audit Opinion of significant
assurance for 2012/13.
A discussion followed where various typos etc. were noted, Adam agreed to amend the
document. It was noted that the Annual Governance Statement will be signed off by the
legacy Audit Committee in June 2013.
It was RESOLVED that:
i)

13/11

The Committee note the draft Annual Governance Statement for NHS Wakefield
PCT for the period 2012/13.

Establishment Plan
Adam Bassett presented the Establishment Plan which outlines the key issues and actions
which are to be resolved or undertaken. All items on the plan are now classed as green or
amber. Where items are classed as amber an additional column details the processes in
place to achieve a ‘green’ status.
Andrew Pepper commented that this has been a useful tool and requested that the plan is
brought back to the next meeting.
It was RESOLVED that:
i)

13/12

The Committee noted the Establishment Plan.

Standard of Business Conduct and Receipt of Hospitality – Declarations for Quarter 4
Adam Bassett presented the Standard of Business Conduct and Receipt of Hospitality
declaration for the period 1 January to 31 March 2013 (Quarter 4). It was noted that there
were two declarations for this period with an annual total of 23 declarations for 2012/13.
It was RESOLVED that:
i)

13/13

The Committee noted the Standard of Business Conduct and Receipt of Hospitality
declaration for Quarter 4.

Use of Seal Report to 31 March 2013
Heather Wells tabled the Use of Seal Report for the period 1 February to 31 March 2013
noting that the Seal had been used on two occasions during this period.
It was RESOLVED that:
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i)

13/14

The Committee noted the Use of Seal Report for the period 1 February to 31 March
2013.

Tender Waivers
Adam Bassett gave a verbal update advising that there was nothing to report in respect of
tender waivers to 31 March 2013.
It was RESOLVED that:
i)

13/15

The Committee noted that there were no tender waivers to report.

Review losses and special payments to 31 March 2013
Heather Wells gave a verbal update advising that there had been no further losses and
special payments to report up to 31 March 2013.
It was RESOLVED that:
i)

The Committee noted that were no losses and special payments to report.

Audit and Counter Fraud matters
13/16

Internal Audit and Counter Fraud update
Michelle Marsden presented the Internal Audit and Counter Fraud Update. The report
detailed the priority areas for internal audit and counter fraud for the first quarter. It was
noted that NHS Protect have not yet issued formal standards regarding the proactive work
to be undertaken at commissioning organisations and are currently liaising with NHS
England in relation to this matter. The agreed workplan will be reviewed once further
guidance is received.
A meeting has been arranged for next week between Internal Audit and CCG Executives to
discuss the Service Level Agreement in detail, noting that the document now also has key
performance indicators included.
Michelle Marsden drew the Committee’s attention to the open counter fraud case which
was included in the legacy document and confirmed it has been transferred to the Local
Area Team for conclusion.
A discussion followed regarding the information governance assessment and the score of a
Level 1 on the Information Governance Toolkit for the CCG. Michelle noted the position
and agreed to consider how the Internal Audit plan may be prioritised to review this.
With regard to the proposed commissioning and contract management audit, Sandra
Cheseldine asked for it to be noted that this was in relation to both healthcare and non
healthcare contracts.
It was RESOLVED that:
i)

13/17

The Committee noted the Internal Audit and Counter Fraud Update.

Confirmation of Appointment of External Auditor
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Heather Wells presented this paper confirming the appointment of KPMG LLP to audit the
accounts of the CCG for four years from 2013/14. The appointment was approved by the
Audit Commission Board on 14 March 2013.
It was RESOLVED that:
i)
13/18

The Committee noted the content of the confirmation letter.

External Audit update
Richard Walker presented the External Audit update and advised that it is expected that
the final accounts audit visit will take place from 25 April to 17 May 2012.
In accordance with Audit Commission requirements a local Value for Money (VFM) risk
assessment has been carried out and no detailed work is required. It is expected that an
unqualified VFM conclusion will be available alongside the External Audit opinion on the
financial statements in June 2013.
It was RESOLVED that:
i)

The Committee noted the External Audit update.

Governance and systems of internal control
13/19

Register of Contracts Awarded
Andrew Pepper presented this paper advising that no new contracts have been awarded
by the CCG from the 1 April 2013 to date.
It was noted that this information will be reported on a regular basis to the Audit
Committee.
It was RESOLVED that:
i)

13/20

The Committee noted that no new contracts have been awarded since 1 April 2013.

Tenders and Quotations Exceptions Report
Heather Wells advised that there were no exceptions to report since 1 April 2013 to date,
noting that a tenders and quotations exceptions report will be presented on a regular
basis to the Audit Committee in the future.
It was RESOLVED that:
i)

13/21

The Committee noted there had been no tenders and quotation exceptions to
report from 1 April 2013 to date.

Waivers of Standing Orders
Heather Wells advised there were no waivers of standing orders since 1 April 2013 to date,
noting that any waiver of standing orders will be presented to future Audit Committee
meetings.
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It was RESOLVED that:
i)

13/22

The Committee noted there had been no waivers of standing orders since 1 April
2013 to date.

Review losses and special payments
Heather Wells gave a verbal update to confirm that there had been no losses and special
payments to report since 1 April 2013 to date.
It was RESOLVED that:
i)

13/23

The Committee noted that there had been no losses and special payments to report
since 1 April 2013 to date.

Any Other Business
It was agreed that Michelle Marsden and Nigel Bell from Internal Audit do not need to
attend the meeting on 9 May which is being used to go through the draft final accounts in
detail.

13/24

Date and time of next meeting
Thursday, 9 May 2013, 11.00 am to 1.00 pm, Seminar Room, White Rose House and
Thursday, 23 May 2013, 1.00 to 3.00 pm, Seminar Room, White Rose House.
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Agenda item: 18a

NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday, 9 May 2013
Present

Sandra Cheseldine (Chair)
Rhod Mitchell
Dr Adam Sheppard
Andrew Pepper

Lay Member
Lay Member
Nominated clinical member
Chief Finance Officer

In Attendance

Firoza Ismail
Marie Bedford
Eamonn May
Sue Jones
Katherine Bryant
Angela Peatfield

KPMG
Interim Financial Projects
Interim Financial Accountant
Senior Associate Communications, CSU
Governance and Board Secretary
Minute taker

13/25

Apologies
Apologies received from Dr Clive Harries.

13/26

Declarations of interest
None

13/27

Draft Annual Report 2012/13
Sue Jones attended the meeting to present the Draft Annual Report of NHS Wakefield
District for 2012/13. Sue explained that the draft document did not contain the full year
sickness figures, confirmation of the final numbers was currently being sought. The report
has been produced on behalf of the Calderdale, Kirklees and Wakefield District Cluster and
has been seen by both Angela Monaghan, Chair of the Cluster and Mike Potts, Chief
Executive of the Cluster.
Following discussion the following amendments were highlighted:







Reference to be made in the document acknowledging this report is in respect of NHS
Wakefield District Primary Care Trust;
Page 7 – make reference to Dewsbury Hospital as well;
Page 10 – reference that Damian Riley, Medical Director was a joint appointment;
Page 13 – seek clarification on the number of safeguarding children serious incidents
reported in the 2012/13 period.
Page 14 – second paragraph refer to Integrated Governance Group not Board;
Page 14 – third bullet point under ‘Highlights for this year include’ – seek clarification
regarding the statement “a reduction in the number of reported incidents of MRSA”

Page 19 Investing in Services section ‐ the Committee felt that the report did not include
some of the key issues for 2012/13 and gave some suggestions of what could be included
in this section of the report in respect of services being provided as part of care closer to

home e.g. Ophthalmology and Dermatology. The provision of support to the Hospices to
offer a 24 hours, 7 days a week service. Include mention of the Primary Care
Transformation Scheme and consider re‐wording the 111 Service section.
Page 22 Why does the existing service need to change?
Following discussion it was agreed that this section should include as part of the main
reasons for the need to change, the following comments:



providing improvement in quality and patient safety with an emphasis on care closer
to home
securing better value for money

It was suggested that consideration should be given to not including the bullet point
regarding the financial element as part of this section.
Discussions took place regarding whether full financial information should be included as
part of the annual report. It was suggested that a copy of the final accounts could be
attached to the report and included on the CCG website. It was agreed that it would be
beneficial to include a paragraph regarding the accounts, confirming that the accounts had
fulfilled their requirements and had been externally audited and reference could be made
to a copy of the full accounts being available on the website. Firoza Ismail will discuss this
suggestion with External Audit colleagues and agree the financial statement wording to be
included in the annual report.
It was noted that a revised draft will be presented to the Audit Committee at the meeting
on 23 May and Marie Bedford will forward a copy of the final accounts to Sue Jones.
It was RESOLVED that:
i)
13/28

The Committee noted the draft annual report for 2012/13.

Draft Accounts 2012/13
Eamonn May and Marie Bedford attended the meeting to answer queries regarding the
the draft accounts.
A page by page review of the draft accounts took place and the following queries were
raised:
Page 15 – Note 5.1 Non‐GMS Services from GPs: What is included as part of Non‐GMS
Services?
Eamonn May advised that Non GMS Services is made up of:
£2,205k White Rose Hospital and Community Health Service (HCHS)
£723k Grange HCHS
£61k Friarwood Secondary Care
£4k Ferrybridge HCHS
Page 15 – Note 5.1 What is included under ‘Other’?
Eamonn provided a detailed breakdown of what was included under this heading:
£695k CCG Management Allowance
£174k Financial Services
£106k Commissioning
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£135k College of Health Pensions
£142k GP Appraisals
£281k Doctors fees
Members of the Committee requested further detail for some of the items listed.
NB: Following the meeting Eamonn May emailed further information to the Audit
Committee members in relation to Note 5.
Page 19 – Note 7.4 Exit Packages
Marie Bedford confirmed that the costs included in the accounts were the share for NHS
Wakefield District in respect of Cluster staff.
Page 20 – Note 7.5 Pension Costs
It was agreed that the pension costs information would be circulated to Audit Committee
members.
Page 35 – Note 32 Reason for the level of provision for Continuing Care
Marie Bedford explained that assumptions have been made regarding the level of
provision for Continuing Care and presented a short paper outlining the details. It was
suggested that some text should be included in the accounts to explain the assumptions
made. Firoza Ismail confirmed External Audit were content with the provision made.
Rhod Mitchell asked how this situation will be monitored and it was agreed that a position
statement will be presented at the September Audit Committee meeting.
Page 3 of the Notes Section
It was noted that the information on page three of the notes section had been updated
since the draft accounts were shared at the 23 April meeting. The updated section will be
included in the accounts information tabled at the 23 May meeting.
Andrew Pepper asked the Committee members what they would like to see presented at
the 23 May meeting of the Audit Committee. Following discussion it was agreed that a full
set of accounts and notes will be tabled with any major changes highlighted. The final
accounts will then be formally received by the Committee.
It was RESOLVED that:
i)
13/29

The Committee noted the draft annual accounts for 2012/13

Any Other Business
None

13/30

Date and time of next meeting
Thursday, 23 May 2013, 1.00 to 3.00 pm, Seminar Room, White Rose House.
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Agenda item: 18a

NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday, 23 May 2013
Present

Sandra Cheseldine (Chair)
Rhod Mitchell
Dr Adam Sheppard
Dr Clive Harries
Andrew Pepper

Lay Member
Lay Member
Nominated clinical member
Nominated clinical member
Chief Finance Officer

In Attendance

Michelle Marsden
Nigel Bell
Paul Lundy
Richard Walker
Marie Bedford
Eamonn May
Adam Bassett

West Yorkshire Audit Consortium
West Yorkshire Audit Consortium
KPMG
KPMG
Interim Financial Projects
Interim Financial Accountant
Senior Associate Governance and Risk, CSU
(Agenda items 6i, 6ii, 6iii)
Contracts Manager (Agenda item 6iv)
Local Counter Fraud Specialist (Agenda item
7iii)
Minute taker

Sarah Hudson
Steve Nicholls
Angela Peatfield

13/31

Apologies
None.

13/32

Minutes of meeting held on 23 April 2013
The minutes of the meeting held on 23 April 2013 were agreed as a correct record with
one amendment:
Item 4 – Declarations of interest
This should have also included a declaration of interest from Dr Adam Sheppard with
regard to Novus Health.

13/33

Matters arising from the meeting held on 23 April 2013
13/16 – Internal Audit and Counter Fraud update
Michelle Marsden confirmed that the Service Level Agreement had now been signed.

13/34

Declarations of interest
None

PCT 2012/13 matters
13/35

Final Annual Accounts 2012/13
Andrew Pepper presented the Final Annual Accounts for 2012/13 of NHS Wakefield
District PCT showing achievement of the planned surplus of £3.1m and highlighting key
areas of the accounts.
Marie Bedford and Eamonn May attended the meeting to provide details of the audit
queries and changes made between the draft accounts presented at the 9 May meeting
and today. Andrew Pepper informed the Committee that the changes were mainly
technical and were not substantive.
A discussion followed and Sandra informed the Committee that she had been involved in
the discussions regarding the changes. Further changes may still be made and Sandra
wished to be kept appraised.
It was RESOLVED that:
i)

13/36

The Committee reviewed the accounts and noted the scrutiny undertaken by the
Audit Committee of the draft accounts at a previous Audit Committee meeting on 9
May 2013.

Draft Annual Report 2012/13
Sue Jones from the CSU Communications Team was unable to attend to present this
report, however details of the amendments made following the 9 May Audit Committee
meeting were provided. Marie Bedford provided details of the Finance section that had
now been included in the previous report and advised that further amendments are still to
be made.
A discussion followed and Dr Adam Sheppard commented that the wording at the top of
page 20 and the statement “The doctor will see you now” should be removed and
replaced with “Improving Access”. Also the last sentence in the first paragraph should be
removed. This was agreed by the Committee.
It was noted that External Audit were checking the financial references and have yet to
agree the remuneration information that is to be included in the annual report. It was also
noted that the report should include the register of interests and External Audit have fed
this back to the CSU.
The final report will be presented at the Department of Health Audit Committee which has
been formed to approve the final documents for 2012/13 across the Cluster. Sandra
Cheseldine asked if a copy of the final report could be forwarded to her when available.
It was RESOLVED that:
i)

13/37

The Committee noted the draft annual report of the former Wakefield District
Primary Care Trust 2012/13

Annual Governance Statement 2012/13
Andrew Pepper presented the draft governance statement 2012/13 for NHS Wakefield
PCT noting that there are no significant control issues identified and this is consistent with
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the Head of Internal Audit Opinion of significant assurance for 2012/13. A paper detailing
the amendments agreed at the Audit Committee meeting held on 23 April was shared for
information.
Marie Bedford advised that one further amendment was to be made to show Andy Buck
as the Accountable Officer rather than Mike Potts.
It was RESOLVED that:
i)

13/38

The Committee noted the draft annual governance statement for NHS Wakefield
District PCT for the period 2012/13 and that no significant control issues have been
identified.

Draft letter of representation
Andrew Pepper presented the draft letter of representation noting that the final version of
the letter will be presented to the Cluster Audit Committee in June and Andy Buck as
Accountable Officer will sign the letter.
Following discussion Sandra Cheseldine requested that in paragraph 6 and 9a it would be
appropriate to refer to ‘they are’ instead of ‘it’.
Richard Walker advised that in respect of continuing care External Audit were suggesting
that a specific recommendation could be included in the letter. Richard would discuss this
further with Andrew Pepper and Ian Currell, Cluster Director of Finance.
Sandra Cheseldine requested that a copy of the final letter was sent to her for information.
It was RESOLVED that:
i)

13/39

The Committee considered the draft documents and will provide feedback to the
Cluster Audit Committee.

Draft Annual Governance Report – summary of External Audit work on PCT 2012/13
accounts
Richard Walker presented this report summarising the key issues identified during the
External Audit of the financial statements and noting that this will be presented to the
Cluster Audit Committee on 6 June 2013. It was noted there were no recommendations as
a result of the 2012/13 audit work.
It was RESOLVED that:
i)

13/40

The Committee noted the report.

External Audit VFM conclusion and opinion on financial statements
Richard Walker presented this paper advising that in the opinion of the external auditors
the financial statements give a true and fair view of the financial position of Wakefield
District PCT expenditure and income for the year ended 31 March 2013. The conclusion
on the PCT’s arrangements for securing economy, efficiency and effectiveness in the use
of resources was an un qualified opinion with no recommendations.
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Richard thanked Andrew Pepper, Marie Bedford and the Finance Team for their support
during the audit. Sandra Cheseldine also expressed her thanks to the team. Andrew
Pepper asked when the opinion would be signed and Paul Lundy advised that a signing
session will be arranged following the Cluster Audit Committee on 6 June.
It was RESOLVED that:
i)
13/41

The Committee noted the report.

Statement of the responsibilities of the signing officer
Andrew Pepper presented this form for information.

13/42

Statement of responsibilities in respect of the accounts
Andrew Pepper presented this form for information.

13/43

Summarisation schedules for the Wakefield District Primary Care Trust
Andrew Pepper presented this form for information.

Governance and systems of internal control
13/44

NHS Wakefield Clinical Commissioning Group Establishment Plan
Adam Bassett attended the meeting to present the updated Establishment Plan which
details those items classed as amber or which have been turned to green since the Audit
Committee on 23 April. There are no items classed as red.
It was RESOLVED that:
i)

13/45

The Committee noted the updated NHS Wakefield CCG Establishment Plan.

Board Assurance Framework
Adam Bassett gave a verbal update on the Board Assurance Framework advising that a
workshop had been held on 14 May identifying nine risks. Adam advised that the full
Board Assurance Framework will be presented at the June Integrated Governance
Committee meeting and will be presented to the Audit Committee at their next meeting in
September.
It was RESOLVED that:
i)

13/46

The Committee noted the verbal update.

Declaration of interests for members of NHS Wakefield CCG Governing Body and its
committees
Adam Bassett presented this paper providing a formal record of declared interests for
members of NHS Wakefield CCG Governing Body and its committees as at 1 April 2013.
Dr Adam Sheppard queried what is required to be declared regarding spouses. Paul Lundy
advised that he had a summary paper which provides advice on what requires to be
4

declared and will forward this to members for their information. Adam Bassett advised
that explanatory notes are included when register of interest forms are sent out to staff.
Following discussion it was noted that this is a live document and interests can be declared
at any time.
It was RESOLVED that:
i)

13/47

The Committee noted the declared interests of members of NHS Wakefield CCG
Governing Body and its committees as at 1 April 2013.

Contract and Procurement Governance Status
Sarah Hudson attended the meeting to present this paper providing an update on any
material changes to the CCG contracts register in terms of contracts awarded, withdrawn
or varied. The paper also provided an update on procurements that are imminent or
currently underway. Sarah advised that the commissioning and contracting teams are
developing a contract expiry and decommissioning process that will contain key steps for
the CCG and providers with 9, 6 and 3 months remaining on provider contracts.
Sarah advised that the outcome of the Any Qualified Provider (AQP) procurement for
diagnostic services for Non Obstetric Ultrasound (NoUS) and Magnetic Resource Imaging
(MRI) was that contracts were offered to providers who were successfully accredited. It
was noted that the contracts were offered subject to providers achieving the conditions
precedent within the contract. It was also noted that some providers have not returned
signed contracts or demonstrated satisfaction of any of the conditions precedent, the
deadline for satisfaction of the conditions precedent in the contract is 30 June 2013. It is
proposed that letters will be sent to the providers to advise that if the conditions
precedents are not satisfied and contracts signed they will become void.
With regard to the procurement for the supply of a new Internet, Intranet and Document
Management system, Andrew Pepper informed the Committee that 87 expressions of
interest had been received. It was noted that the specification for the contract was being
drafted by the CSU.
It was RESOLVED that:
i)
ii)

13/48

The Committee noted the content of the report; and
Endorsed the action in relation to unfulfilled contracts.

Tenders and quotations exception report
Andrew Pepper presented this report advising that there have been no exceptions to
tendering and quotations procedures since the Audit Committee meeting held on 23 April
2013.
It was RESOLVED that:
i)

13/49

The Committee noted the report.

Suspension of Standing Orders
Andrew Pepper presented this report advising that there have been no suspensions of
Standing Orders since the Audit Committee meeting held on 23 April 2013.
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It was RESOLVED that:
i)

The Committee noted the report.

Internal Audit and Counter Fraud
13/50

Internal Audit and Counter Fraud Progress Report
Michelle Marsden presented this report advising that NHS Protect have not yet issued
formal standards regarding the proactive work to be undertaken at commissioning
organisations noting that the agreed workplan will be reviewed once further guidance is
received.
Michelle gave an update on the work currently underway noting that Internal Audit have
developed an assurance mapping tool which will assist the CCG in identifying sources of
assurance being received in addition to assessing the quality of this assurance. Michelle
agreed to forward a copy of this to Sandra Cheseldine.
It was RESOLVED that:
i)

13/51

The Committee noted the progress report.

Implementation of audit recommendations
Michelle Marsden advised that there was nothing to report at this stage in respect of
implementation of audit recommendations. It was noted that a full update will be
provided at the next Committee meeting.
It was RESOLVED that:
i)

13/52

The Committee noted the verbal update.

Anti fraud, Bribery and Corruption Policy
Steve Nicholls attended the meeting to present this policy which relates to all forms of
fraud, bribery and corruption and is intended to provide direction and help to employees
who may identify suspected illegality. It was noted that NHS Protect has responsibility for
all policy and operational matters relating to the prevention, detection and investigation
of fraud, bribery and corruption in the NHS and that any investigations will be handled in
accordance with NHS Protect guidance.
Following discussion it was requested that the contents page includes page numbers and
any reference to executive or non‐executive directors should be removed and replaced
with Governing Body member.
It was RESOLVED that:
i)

The Committee noted the policy and agreed to recommend approval by the
Integrated Governance Committee.
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13/53

Any Other Business
None

13/54

Date and time of next meeting
Tuesday, 26 September 2013, 12.30 to 2.30 pm, Seminar Room, White Rose House.
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Agenda Item: 18b
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the meeting held on the 23 April 2013
Present:

In Attendance:

Rhod Mitchell
(Chair)
Stephen Hardy
Jo Webster
Andrew Pepper
Dr Phillip Earnshaw
Dr David Brown
Dr Avijit Biswas

Lay Member
Lay Member
Chief Officer
Chief Finance Officer
Nominated clinical member
Nominated clinical member
Nominated clinical member

Sandra Cheseldine
Karen Parkin
Matt England
Laura Elliott
Jane Wilson
Adam Bassett
Angela Peatfield

Lay Member
Head of Finance and Governance
Head of Contracting and Commercial Strategy
Head of Quality and Engagement
Designated Nurse for Safeguarding Adults
Senior Associate Governance and Risk, WSYBCSU
Minute Taker

13/19 Apologies for Absence
Apologies for absence were received from Jo Pollard and Dr Paul Dewhirst.
Rhod Mitchell welcomed Dr David Brown, Dr Avijit Biswas and Karen Parkin to their first
Integrated Governance Committee meeting.
13/20 Declaration of Interest
Rhod Mitchell requested declarations of interests from members of the Committee relating
to items on the agenda. Dr Brown and Dr Earnshaw declared an interest in respect of Novus
Health.
13/21 Minutes of meeting held on 18 March 2013
The minutes of the meeting held on 18 March 2013 were agreed as a correct record.
13/22 Matters arising from meeting held on 18 March 2013
13/08 – Non Recurrent Business Cases 2012/13 – Update provided in Agenda item 6c
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13/16 ‐ Care Homes Liaison and Support Service
Jo Webster confirmed that the report had been discussed at both the Joint Strategic
Commissioning Board meeting and Clinical Cabinet to further develop the framework for the
service.
13/23 Receipt of Terms of Reference
Following the approval of the Terms of Reference by the Governing Body on 16 April 2013,
they were presented for information.
It was RESOLVED that:
i)

The Committee noted the Integrated Governance Committee Terms of Reference.

13/24 Finance Update (Month 12)
Andrew Pepper tabled a paper detailing the final financial position as at 31 March 2013.
Appendix 4 of the paper provides details of the capital programme. The Strategic Health
Authority has indicated that schemes in progress which are transferred to NHS Property
Services will be prioritised against future capital allocations. NHS Property Services
provided explanations for the various underspends against that forecast through to
February 2013.
A discussion followed where it was noted that the CCG will have no capital resource in
2013/14 and this will become the responsibility of NHS Property Services. Phil Earnshaw
commented that practices should be encouraged to develop and Jo Webster queried how
the CCG will access capital for future development from the Local Area Team.
Phil Earnshaw raised the issue of the proposed closure of the Castleford and Normanton
District Hospital site and the need for the CCG to be involved in any decisions made
following closure.
It was agreed that an update on capital allocations will be requested from NHS Property
Services for the next meeting.
It was RESOLVED that:
i)

The Committee noted the content of the report.

13/25 Integrated Quality and Performance Report
Laura Elliott and Matt England presented the Integrated Quality and Performance Report.
The report reflects indicators that are currently underperforming against target, with an
exception report to highlight the key issues and actions being taken to improve
performance. The report provides details of the key achievements and the key risks.
A discussion followed and it was noted that:


A meeting will be arranged with Yorkshire Ambulance Service to discuss the key
performance indicators reported which show some inconsistencies in an area that is
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normally consistent
MYHT reported an MRSA bacteraemia case in a Wakefield resident, the post
infection review process identified that it was a pre‐48 hour case so is not
attributable to MYHT and it was determined avoidable. An action plan has been
developed to reflect learning for community nursing services and prescribing in
primary care. It was noted that Joanne Fitzpatrick, Head of Medicines Management
for the CCG will be involved in discussions regarding this issue.
Page 5 of the report ‐ As part of the Watching Brief the Outcome/Measure
SQU06_02 regarding the proportion of people at high risk of Stroke who experience
a TIA are assessed and treated within 24 hours, it was agreed that Matt would check
out the figures reported

A discussion took place regarding future reports and it was agreed that the report would
continue to be presented on a monthly basis to the Integrated Governance Committee and
as part of the development it would be useful to have sight of actions plans where
indicators are red. Discussion will continue as to what information should be included in the
report which will be presented to future CCG Governing Body meetings.
It was RESOLVED that:
i)
ii)

The Committee noted the current performance against key national and local
performance and quality measures for 2012/13; and
approved the actions being taken to address areas of underperformance.

13/26 Non recurrent Business Cases update
Andrew Pepper presented this paper detailing the non recurrent business cases for 2012/13
noting that overall £9.18m has been spent in the financial year 2012/13.
It was RESOLVED that:
i)

The Committee noted the status of the non recurrent expenditure.

13/27 Non recurrent performance update
Matt England attended the meeting to present this paper which sets out a summary
position of commissioner and provider performance against key indicators from the
business cases approved in 2012/13. It also details the individual projects together with
the actual achievement against target for the February 2013 position.
With regard to the information not received from Mid Yorkshire Hospitals NHS Trust
(MYHT), Jo Webster agreed to raise with Stephen Eames, Chief Executive of MYHT
The Committee received the report.
It was RESOLVED that:
i) The Committee noted the performance against the key outcomes/measures’ and
ii) approved the actions being taken to address areas of under/over performance.
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13/28 Final KPMG Integrated Governance Report
Andrew Pepper presented this report produced by KPMG. The objective of the Integrated
Governance Review was to provide the CCG with recommendations to improve Board
reporting to support the Board to fulfil its integrated governance responsibilities. A
supplementary pack of examples of how reporting can be improved was also shared
together with recommendations.
Andrew suggested that this should be treated like an audit report and discussions should
take place with the CSU to work through how best to implement the recommendations and
ensure this work is dovetailed with ongoing work by Internal Audit.
A discussion followed regarding the recommendations and the following comments were
made:






Stephen Hardy felt that recommendation 10 regarding the length of board reports
should be given high priority
Data quality reports, although the high risk areas need to be highlighted, it is also
good to share the ‘green’ areas of good performance
Improvement of cover sheet
Consider ‘information hierarchy’ to avoid the same reports being presented at the
Integrated Governance Committee and the Governing Body.
Improve the details included in the Executive Summary and report writing

It was RESOLVED that
i) The Committee noted the report; and
ii) agreed future progress reports on the recommendations would be presented at future
meetings.
13/29 CCG Performance Framework
Lee Beresford attended the meeting to present this paper introducing the CCG Performance
Framework April 2013. The framework document was produced upon CCG request by the
Commissioning Support Unit (CSU). The indicators have been mapped by the CCG four
major strategic outcomes that were identified in “Our Strategic Plan for 2013/14”:
Each indicator has a confirmed CCG lead however it was agreed that each indicator should
also have a nominated clinical lead and ensure that all leads know they are responsible.
Jo Webster commented that the document needs to be clear what is a local or strategic
requirement. It was felt that this document may be useful for the Clinical Cabinet.
Following discussion it was suggested that the document would need reviewing following
the update of the Board Assurance Framework and systems need to be put in place by the
CSU to track development. Rhod Mitchell questioned whether this information was already
included in another report. It was suggested that the information could be linked to the
performance report and developments could be incorporated in future performance
reports.
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It was RESOLVED that:
i)

The Committee note the contents of the framework.

13/30 Draft committee workplan
Andrew Pepper presented the draft workplan for consideration and comment. The final
version will be used by the committee to monitor progress against the plan on a regular
basis and support the production of the committee’s reports to the Audit Committee and
Governing Body.
The workplan was discussed and the following comments were made:






Add the development of the non recurrent spending plan – it was suggested that it
would be useful to list development plans and provide an update at the next
meeting
Equality and Diversity – Jo Webster and Sandra Cheseldine to discuss further
outside of this meeting
Complaints information – Jo Webster raised a concern that now primary care
complaints are being dealt with by the Local Area Team how the CCG will be
notified of primary care complaints. Jo Webster and Laura Elliott will discuss
further outside of this meeting
Ensure minutes of meetings of relevant groups are shared with the Integrated
Governance Committee

It was RESOLVED that:
i)

The Committee provided feedback on the draft workplan and a final version will be
developed.

13/31 Risk Register report
Adam Bassett attended the meeting to present this paper advising that the Risk Register has
not been fundamentally amended since it was presented at the March Audit and
Governance Group. As at 1 April 2013 the CCG have 57 live risks.
Andrew Pepper confirmed that he had met with Mike Harrop, Senior Associate Governance
and Risk at WSYBCSU and suggested that future reports should include the risk score now
and the risk score following mitigation.
Sandra Cheseldine suggested that the risks require a full review and the risk wording could
be shortened and improved.
Jo Webster commented that it would be useful if when producing the risk register the CSU
staff supporting the process could question the risks added to ensure all risks included are
appropriately worded and scored.
It was agreed that an updated report would be presented at the meeting in June.
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It was RESOLVED that:
i)

The Committee adopted the opening risk register for the Clinical Commissioning Group;
and
ii) agreed an updated re‐formatted report would be presented at the June meeting.
13/32 Statutory roles and responsibilities list
Adam Bassett presented this report outlining the list of risk management statutory roles and
responsibilities for the CCG.
Adam Bassett also advised that NHS England had recently produced a document detailing
the functions of CCGs and this outlined requirements for some Board level posts.
Rhod Mitchell queried what the responsibilities of the ‘appointed person’ are. Adam
confirmed that with regard to the Complaints Responsible Person this is Dr Sheppard and
this is to ensure there is a Board level member of staff with an overall sight of the
complaints process.
Andrew Pepper advised that he has arranged to meet with the CSU to discuss how they will
support the CCG in respect of complaints, freedom of information and MP queries in light of
the statutory roles and responsibilities.
It was RESOLVED that:
i)

The Committee note the names assigned to the list of statutory roles and the statutory
requirements of NHS Wakefield Clinical Commissioning Group.

13/33 West Yorkshire Safeguarding Adult Policy and procedure
Jane Wilson attended the meeting to present this paper advising that the final policy and
procedure has been written, taking into account the feedback from the engagement process
with the five Safeguarding Adults Boards, wider partners and users and carers.
The policy and procedure contain all the latest information in regard to adult safeguarding
and acceptance does not entail any major changes to the 2008 version as it is mostly
terminology and the option to hold a case conference discussion.
It was noted that Sharon Fox is the Governing Body member with the Safeguarding lead. It
was agreed that minutes of meetings in respect of Safeguarding would be presented for
information at future meetings of the Integrated Governance Committee.
Jane advised that a newsletter has been produced regarding Safeguarding and this will be
forwarded to CCG member practices for information. It was also suggested that a brief
summary in respect of Safeguarding issues would be produced and included on general
practice systems for future reference.
It was RESOLVED that:
i)

The Committee approve and adopt the West Yorkshire Multi‐Agency Safeguarding
Adults Policy and Procedure
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13/34 Finance, contracts and QIPP plans update 2013/14
Andrew Pepper gave a verbal update advising that dispute guidance had been received from
the Local Area Team in respect of any contracts. Regarding the position with South West
Yorkshire Partnership Foundation Trust (SWYPFT) it was noted that Jo Webster had met
with Steven Michael, Chief Executive at SWYPFT and was awaiting a response. Jo agreed to
chase Steven Michael for the response.
Andrew advised that a detailed review of the QIPP plan by Price Waterhouse Cooper had
been received. There is a significant gap in the QIPP plan and Heads of Service are meeting
weekly to discuss the issues.
Jo Webster advised that a plan on how to achieve the QIPP savings needs to be agreed by 16
May 2013.
It was RESOLVED that:
i)

The Committee note the verbal update

13/35 Information Governance update
Wendy Harrison attended the meeting to present this paper which provides an update on
the completion of the baseline CCG Information Governance (IG) Toolkit assessment,
together with an outline of work undertaken by the CSU to support the CCG in
implementing information governance best practice.
Wendy explained that although a level 1 was submitted for the CCG as a new organisation, a
level 2 would be quickly achievable following the development of a detailed work
programme.
Wendy advised that version 11 of the IG Toolkit assessment should be available shortly and
it is anticipated that there will fewer requirements for the CCG. Wendy confirmed that the
CSU will be offering Information Governance training for staff and details will be available in
due course.
With regard to Freedom of Information requests it was noted that a report will be
presented at future Integrated Governance Committee meetings for information.
Section 9 Accessing Patient Level Data was discussed and the content was noted.
Phil Earnshaw raised the issue of information sharing and the implications of information
governance regarding the development of a Multi Agency Safeguarding Hub (MASH).
Wendy also presented the document ‘Information Governance Strategic Vision’ which sets
out the approach to be taken by the CCG to assure a robust Information Governance
framework is implemented for the future management of information. A list of the
Information Governance policies to be developed for the CCG was also shared.
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It was RESOLVED that:
i) The Committee noted the contents of the report;
ii) approve the Information Governance Strategic Vision; and
iii) note the need to develop the Information Governance policies based on the
Information Governance policy templates provided by the CSU IG Team
13/36 Individual Funding Panel (IFR) process and terms of reference
Laura Elliott presented these terms of reference for approval advising that the CSU will be
managing this process on behalf of the CCG. It was noted that there is no executive
member currently trained, with the exception of the Chief Officer. Laura advised that a
training session has been arranged for 7 May 2013 and a request has gone out to practices
to request additional GP CCG representatives.
Sandra Cheseldine asked for clarification on section 3.3 and 3.6 regarding urgent panels and
urgent matters arising. Laura agreed to check this out and provide further explanation.
It was RESOLVED that:
i)

The Committee approved the Terms of Reference subject to the amendments agreed,
an updated Terms of Reference will be presented at the next meeting for information.

13/37 IM&T Update
Matt England presented this paper providing an update on the decommissioning of
Intradoc247 and the procurement of Internet, Intranet and document management system.
Meetings have been scheduled with the provider of Intradoc247 to work through the close
of the contract. A procurement timeline has been produced and it is anticipated that there
will be a significant amount of interest in the opportunity therefore a restricted tender
process is to be used which includes the use of a Pre‐Qualification Questionnaire to short
list interested providers for the Invitation to Tender (ITT) stage.
A discussion followed and it was agreed that consideration needs to be given as to who sits
on the tender evaluation panel to ensure all appropriate areas are represented. Phil
Earnshaw commented that the internet needs to be easy to navigate for patients and easy
to update for staff.
It was RESOLVED that:
i)

The Committee noted the contents of the report.

13/38 Minutes of meetings
The minutes of the following Quality Board meetings were shared for information:
a)
b)
c)
d)

Mid Yorkshire Hospitals NHS Trust – 24 January and 21 February 2013
Cluster and South West Yorkshire Partnership Foundation Trust – 18 February 2013
Yorkshire Ambulance Service NHS Bradford and Airedale – 8 March 2013
NHS111 Wakefield and North Kirklees – 8 January 2013
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Rhod Mitchell commented that correlation between what is stated in the minutes and the
data provided in reports should be challenged where appropriate.
It was RESOLVED that:
i)

the minutes of the Quality Board meetings are noted.

13/39 Any other business
None
13/40 Date and Time of Next Meeting
Thursday, 16 May 2013, 1.30 to 3.30 pm, Meeting Room 2, White Rose House.
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Unapproved

Agenda Item: 18b
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the meeting held on the 16 May 2013
Present:

In Attendance:

Rhod Mitchell
(Chair)
Stephen Hardy
Jo Webster
Andrew Pepper
Jo Pollard
Dr Phillip Earnshaw
Dr David Brown
Dr Avijit Biswas
Karen Parkin
Heather Wells
Matt England
Laura Elliott
Adam Bassett
David Green
Mandy Sheffield
Angela Peatfield

Lay Member
Lay Member
Chief Officer
Chief Finance Officer
Director of Commissioning and Quality Improvement
Nominated clinical member
Nominated clinical member
Nominated clinical member
Head of Finance and Governance
Interim Head of Governance (Agenda item 5)
Head of Contracting and Commercial Strategy (Agenda
items 6b(i), 6f (i) & (ii))
Head of Quality and Engagement (Agenda items 6b(i),
6f(iii) & 7)
Senior Associate Governance and Risk, WSYBCSU (Agenda
items 6b(ii) & 6b(iii))
Senior Associate Information Governance, WSYBCSU
(Agenda item 6c(i))
Head of Safeguarding (Agenda item 6e(i))
Minute Taker

13/41 Apologies for Absence
No apologies for absence received.
13/42 Declaration of Interest
Rhod Mitchell requested declarations of interests from members of the Committee relating
to items on the agenda. No declarations of interest were made.
13/43 Minutes of meeting held on 23 April 2013
The minutes of the meeting held on 23 April 2013 were agreed as a correct record.
13/44 Matters arising from meeting held on 23 April 2013
13/24 – Finance QIPP Update
Andrew Pepper informed the Committee that discussions had taken place with NHS
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Property Services and it was noted that the national position on capital allocation for CCGs is
not clear at the moment. An update paper will be presented at the next meeting.
Andrew advised that the South Kirkby development is expected to conclude in July 2013 and
Stanley Health Centre development in January 2014.
Dr Phil Earnshaw advised that following a change in partnership arrangements at Castleford
Health Centre, this would be an ideal opportunity to consider the re‐development of the
main surgery. It was suggested that this be included in the update paper to be presented in
June.
13/30 – Draft Committee Workplan
It was noted that the workplan had been updated and was now being used to populate
agendas. The final workplan will be presented at the next meeting for information.
13/45 Integrated Governance Progress Report
Heather Wells attended the meeting to present a report based on the recommendations
made in the KPMG’s final report. The report identifies progress made to date and details
plans for further implementation of recommendations.
A discussion followed and Steve Hardy queried whether the front sheet of reports could
detail whether there has been any stakeholder involvement. Dr Phil Earnshaw commented
that the criteria for an Executive Summary needs to be made clear and should be an integral
part of any paper.
Jo Webster asked for all future papers to be page numbered and Dr David Brown
commented that future papers need to be slimmed down wherever possible.
It was noted that a further update will be brought to the meeting in July which will reflect
the progress made during quarter one.
It was RESOLVED that:
i)

The Committee noted the progress to date and the plans for further implementation of
KPMG’s recommendations.

13/46 Budget Book 2013/14
Karen Parkin presented this paper which included exerpts from the budget book for
information. The full document will be sent to all budget holders and will outline the roles
and responsibilities of budget holders and their delegated budgets. The budget book will be
sent out to budget holders next week and they will be required to sign to acknowledge
receipt.
It was noted that there are some outstanding areas whether there is no budget owner,
however this is being worked through to identify owners.
A discussion took place noting the differences between the delegated limits relating to
committing expenditure as part of the Operational Scheme of Delegation, and the invoice
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authorisation limits required for ongoing contract management. This was noted.
It was RESOLVED that:
i)

The Committee noted the Budget Book content for information and assurance.

13/47 QiPP plans update 2013/14
Karen Parkin presented this paper providing an update on the status of QiPP schemes,
noting the current internal assessment of a £6.8m saving against the £10m target. The
paper also included details of the process for sign off of QiPP savings schemes. Andrew
Pepper confirmed that weekly meetings were being held with Heads of Service to monitor
progress and pace.
Karen Parkin advised that she is currently working with the CSU to develop a quality impact
tool. Jo Pollard advised that performance monitoring of the QiPP plans takes place each
month at the Clinical Cabinet meetings. Rhod Mitchell commented that details of who the
leads are for the QiPP plans would be useful. It was agreed that Rhod Mitchell would meet
with Karen Parkin to go through the detail of the QiPP plans.
Following discussion it was noted that the detailed analysis of the QiPP plans will take place
at the Clinical Cabinet meetings and a summary report detailing any exceptions will be
presented to the Integrated Governance Committee.
It was RESOLVED that:
i)

The Committee noted the current position on QiPP and the development of the QiPP
process.

13/48 Finance Report – Month 1 2013/14
Andrew Pepper and Karen Parkin presented the Finance Report for Month 1 2013/14 which
noted the financial position as at 30 April 2013. All key financial indicators are green except
QiPP which is red against month 1 performance and red/amber against year end forecast.
A discussion took place and it was suggested that an ‘early warning system’ could be
developed to ensure best use of non recurrent spend throughout the financial year. It was
also noted that in table 3 under Risks, the proposed rebasing of specialist mental health
adult low secure contracts from budget to month 8 forecast outturn creates a material
financial risk and conversations with the West Yorkshire Area Team were ongoing.
It was RESOLVED that:
i)

The Committee noted the Month 1 Finance Report.

13/49 Draft summary of non‐recurrent proposals
Andrew Pepper tabled this paper detailing the current assessment of non‐recurrent sources
and applications. It was noted that the CCG will need to seek West Yorkshire Area Team
sign‐off of plans to invest against the 2% non‐recurrent reserve.
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Andrew advised that the CCG jointly shares investment with the Local Authority through a
Section 256 agreement and these are also detailed in the paper.
A discussion followed and it was agreed that a further update will be presented at the July
meeting.
13/50 Integrated Quality and Performance Report
Laura Elliott attended the meeting to present this report detailing the key quality and
performance metrics, together with information about actions taken to address areas of
under performance.
A discussion took place and the following was agreed:



Add a column to the key risks document detailing who is responsible lead
Invite Yorkshire Ambulance Service to a future meeting of the Committee

Rhod Mitchell commented that the minutes from the Quality Board meetings need to
correlate with the information provided in this report. It was suggested that following the
meeting consideration should be given as to what information is required to be presented
to the Committee to ensure good governance, noting that the detailed discussions take
place in the Clinical Cabinet.
Andrew Pepper presented additional documents proposed by the CSU which provided
potential formats to enhance the Integrated Performance Report. These were discussed.
It was RESOLVED that
i)

The Committee noted the content of the report.

13/51 Serious Incident Management Arrangements
Adam Bassett attended the meeting to present this report which provides an overview of
the arrangements for the management of serious incidents (SIs). The report provides an
initial position statement following the transition to the new commissioning system.
It was noted that there are currently 6 NHS Wakefield CCG SIs which are performance
managed by the West Yorkshire Area Team, these were all transferred from NHS Wakefield
District PCT as at 31 March 2013. There are two further Safeguarding Incidents currently
also under investigation. The report provided details of the open SIs since 1 April 2013
being managed by NHS Wakefield CCG regarding NHS providers.
It is recommended that future reporting is integrated with other sources of information,
such as complaints and related patient experience data.
Andrew Pepper asked what was happening with the current open SIs. Adam confirmed that
the reports for the open SIs are being chased and any exceptions will be reported to the
Quality Board. Adam Bassett and Jo Pollard to discuss information reported to the Quality
Board outside of the meeting.
It was RESOLVED that:
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i)
ii)

The Committee noted the process for the management of serious incidents; and
Noted the current serious incidents.

13/52 Complaints Handling Arrangements
Adam Bassett presented the report providing an overview of the arrangements in place for
the CSU to manage complaints on behalf of NHS Wakefield CCG. The report also provided
an update on current and legacy complaints and current issues.
Adam advised that complaints guidance had been received from NHS England and this will
be shared with the members of the Committee for information.
A discussion followed and it was agreed that an overview of complaints across the district
would be appreciated to give an understanding of what the issues are and enable the
complaints information to be used as a key tool to improve services.
Adam advised that it is proposed that future reporting will be undertaken, initially on a
monthly basis, and will be integrated and triangulated with other areas of activity including
SIs, incident reporting, MP letters, Claims etc.
It was RESOLVED that:
i)
ii)

The Committee noted the legacy and new complaints which are currently
under investigation; and
noted the process followed by NHS West and South Yorkshire and Bassetlaw
CSU and NHS Wakefield CCG for the ongoing management of complaints.

13/53 Information Governance Update
David Green attended the meeting to present the Information Governance Work Plan
providing an outline of key actions which the CSU is currently supporting the CCG with.
David advised that Information Governance training will be arranged for CCG staff with a
choice of electronic training or two face to face half day sessions. It was noted that version
11 of the Information Governance Toolkit is expected to be released by the Department of
Health during May.
A discussion followed and it was highlighted that there is a need to educate staff regarding
timely responses to Freedom of Information requests and a flowchart of the process has
been developed.
It was agreed that the work plan required updating and a revised version would be
presented at the next meeting.
It was RESOLVED that:
i)

The Committee noted the contents of the work plan

13/54 Register of Caldicott Guardian/SIRO Requests
Andrew Pepper presented this paper providing an update on Caldicott Guardian / Senior
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Information Risk Owner (SIRO) requests received up to and including 2 May 2013.
It was RESOLVED that:
i)

The Committee noted the report.

13/55 Workforce Policies
Hannah Morris attended the meeting to present this paper and tabled a further paper
providing details of a proposed schedule to review all HR policies across West Yorkshire
CCGs over the next 12 months. It was noted that given the scale of this exercise over the
remainder of the financial year, all existing PCT policies have been re‐badged and amended
to reflect the new organisation. There has not been any change to the principle/process of
the policies; therefore they do not require formal ratification.
A discussion followed and it was highlighted that the Whistleblowing policy and Induction
policy need to be reviewed as a priority. Andrew Pepper queried whether any guidelines
were going to be developed regarding apprenticeships. Rhod Mitchell commented that a
reduction in the length of policies should be considered and ensure duplication is avoided
wherever possible.
It was agreed that the policy review schedule would be revised and the updated version will
be presented at the next meeting.
It was RESOLVED that:
i)

The Committee noted the update.

13/56 Business Continuity Plan
Mandy Sheffield presented this paper noting that the plan covers the essential services
required to operate the CCG. Mandy advised that service continuity plans were also being
developed together with service recovery plans.
It was noted that a copy of the plan will be included in the on call pack. Following discussion
it was suggested that a small booklet could be developed which provided details of the plan.
It was agreed that cross reference would be made to the Fire Policy before finalising the
plan.
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It was RESOLVED that:
i)

The Committee endorsed the contents of the Plan and approved its implementation
subject to amendments above.

13/57 Commissioning and contracts update
Matt England attended the meeting and gave a presentation on the MYHT Contract and the
YAS 999 Contract detailing the key deliverables and details of the CQUIN Scheme.
A discussion followed and Karen Parkin suggested establishing links with the budget book.
It was agreed that the detail of these contracts would be shared with the budget holders. It
was also agreed that a meeting would be arranged between the Heads of Service and
members of the Finance team to go through the contracts in detail.
It was RESOLVED that:
i)

The Committee noted that commissioning and contracts update

13/58 Non recurrent performance update
Jo Webster gave a verbal update advising that the matters regarding investment of non‐
recurrent funding were being discussed with MYHT and the CCG had written to MYHT
accordingly.

13/58 Individual Funding Requests Terms of Reference
Laura Elliott presented the revised Terms of Reference following the amendments agreed at
the last meeting. A training session was held on 7 May for additional core members of the
Panel. It was noted that additional clinical cabinet members and lay members will also need
to be trained.
A discussion took place regarding the need for urgent panels and it was noted that it would
be appropriate for telephone discussions to take place in order to reach an urgent decision.
It was agreed that the wording under the headings ‘Frequency of meetings’ and ‘Urgent
matters arising between meetings’ would be amended to ensure clarity of what is meant by
urgent cases.
Laura advised that quarterly meetings have been arranged with the CSU and a report to the
Committee will be presented following these meetings. It was agreed that it would be
useful if this report included the costs involved in the IFR cases.
It was RESOLVED that:
i)

The Committee approved the Terms of Reference subject to the amendments agreed.

13/59 Quality Board minutes of meetings
The minutes of the Quality Board meetings were shared for information.
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13/60 Any other business
Mid Yorkshire Health and Social Pare Partnership Transformation Programme
(MYH&SCTP)
Andrew Pepper discussed the matter of MYH&SCTP engagement of Programme
Management Services from the local commissioning support unit.
There was a query regarding whether involvement would be required for two or three
years.
The paper will be presented at a future meeting for a full discussion.
Deep Dive for 18 weeks speciality level
Jo Webster requested that a Deep Dive be undertaken in respect of the 18 weeks speciality
level.
Length of meetings
Rhod Mitchell proposed that meetings should be extended for a further half an hour and
this was agreed.
13/61 Date and Time of Next Meeting
Thursday, 20 June 2013, 9.30 to 12 noon, Seminar Room, White Rose House.
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Agenda item: 18c

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 25 April 2013
9.00 – 12.00
Sandal Rugby Club
Present:
Adam Sheppard (Chair) (AS)
Jo Pollard (JP)
Phil Earnshaw
Andrew Pepper (AP)
Avijit Biswas (AB)
Steven Hardy (SH)
Lee Beresford (LB)
Clive Harries (CH)
Ann Carroll (AC)
Andrew Furber (AF)
Karen Parkin (KP)
Jo Fitzpatrick (JF)
In Attendance:
Ian Carr (IC)
Johnson De Souza (JDS)
Michelle Ezro (ME)
Jo Hanlon (JH)
Gill Day (GD)
Gaynor Connor (GC)
Ian Wightman (IW)
Phil Smedley (PS)
Ruth Lindley (RL)

1.

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

Head of Children’s Integrated Commissioning Unit, Wakefield
Council
Medical Adviser, NHS England
Programme Lead, NHS WCCG
Head of Public Health, Wakefield Council
Public Health Manager, Wakefield Council
Senior Programme Lead, NHS WCCG
Health Informatics Service
Head of Partnership Commissioning, SDT‐Mental Health, NHS WCCG
Executive Support Officer PA, NHS WCCG

APOLOGIES FOR ABSENCE
Apologies were received from Sandra Greenwood, David Brown, Paul Dewhirst, Ivan
Hanney, and Helen Childs.

2.

DECLARATIONS OF INTEREST
None declared.

3.

MINUTES OF THE MEETING HELD ON 28 MARCH 2013
Minutes were agreed with following amendments:
Page 2, Item 5 QIPP, Paragraph 4, first bullet
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AP confirmed that the QIPP target for Wakefield is £10m and to date £8m has still to be
identified.
4.

ACTION LOG

4.1

ACTIONS FROM THE MINUTES THAT ARE NOT INCLUDED IN THE ACTION LOG
AS ran through the actions from the minutes:


Item 6: Church Street Business Case
AC had liaised with Beth Franklin and gave assurance on moving forward with the
proposal.



Item 15: MYHT Contract Negotiations
Action: Tara Trayler to invite JF to the next Clinical Cabinet to describe the growth on
pressured drugs.

4.2

ACTION LOG UPDATE
JP ran through the items on the action log.
Action: RL to update action log.

5.

QIPP
JP advised a small leadership group has been established, led by JP, AP, LB and KP. This
group is being held weekly with the QIPP leads and 3 meetings have taken place. The
purpose of these meetings is to seek assurance that projects can deliver and also to turn
ideas into activity and to identify resource. The pace of work is increasing internally and it is
anticipated for 2 or 3 individual projects will come to May’s Clinical Cabinet as worked up
business cases.
AP recognised that these meetings needed clinical representation and is looking to move to
Thursday mornings.
AP advised a new schedule will be produced for the next Integrated Governance Committee
on 16 May, which would then come to Clinical Cabinet.
AS encouraged QIPP to be on the Locality meeting agendas.
KP advised that we should start to distinguish between short term QIPP, which might be
more finance led, and long term QIPP which is more about planning and strategy. A robust
framework needs to be established and KP has engaged the CSU to start look at this formally
and Emma Jones has produced a first draft with the aim to have a robust framework by the
16 May.

6.

CONTRACT UPDATE re MYHT / SWYPFT
AP gave brief update on our 4 main contracts.
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MYHT – no agreement signed yet due to SCG.
SWYPFT – 2 main issues that require resolution are the PICU beds and the closure of the
Sycamores unit. These have been escalated to Chief Officer level. However, there has been
some engagement with SWYPFT in the last few days to progress.
There has been some change in dispute guidance from the Commissioning Board and Trust
Development Authority, which states if contracts are not going to be signed by 30 April then
a dispute process should commence. This doesn’t apply to where specialist commissioning
is a barrier to contract signing, nor does it apply to Foundation Trusts.
LTHT – no agreement signed yet due to SCG.
YAS – Contract schedules have been issued and close to being signed. However, there are
concerns with the slowness of the CSU providing support to Y&H CCGs and this has been
escalated to the East Riding CEO who is responsible for negotiating YAS contracts.
7.

ACCESS POLICY
AP presented the paper. MYHT have refreshed their access policy and shared with
commissioners. Clinical Cabinet agreed Patrick Wynn to be our clinical lead. SH was asked
to review the policy in detail from a patient involvement point of view. SH will also raise the
issue of this policy with a patient reference group he is attending this evening, but not share
the paper at this point.
Action: SH will review the policy and raise (but not share paper) with a patient reference
group.
Action Linda Driver/Debra Taylor‐Tate to work with Patrick on the policy and bring back to
Clinical Cabinet.

8.

AIM PROJECT
JH presented and summarised the paper giving further information on potential benefits and
protocols involved in this project. The main purpose of today is to ensure awareness of the
implications in the initiative, which started with an expression on interest in December 2012.
This is a texting service between Practices and patients were developed by Stoke on Trent.
Wakefield, Kirklees and Bradford expressed an interest, however Bradford have now
withdrawn. Commitment is for 1 year and is a web based system.
Stoke on Trent, through this bursary, provide a number of free of charge texts, finance
towards a clinical facilitator, a licence for the software, a workshop and some evaluation
training which amounts to approximately £14k‐£15k of support. From a Wakefield
perspective a full time clinical facilitator would need to be appointed, plus an administrator
and protocols would have to be agreed and these would be negotiable for each practice.
Sponsorship could also be a consideration. A memorandum of understanding is attached to
the paper.
Stoke are running a workshop at the end of May where practices would be invited to find
out more.
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AF advised he attended an executive group meeting of the Developing Academic Health
Science Network for Yorkshire and Humber which potentially could bring in significant
amounts of money to support innovation and dissemination of these initiatives and
telehealth is one their work streams and they are looking for local areas to come forward.
Recommendation: It was agreed this is excellent clinical innovation. The Clinical Cabinet
agreed to support contents of the paper; and to support the cost base of £40k and offer to
all practices, but if it was above the cost base it would need to come back to Clinical Cabinet
for further discussion.
9.

PUBLIC HEALTH MoU
AF presented the paper. It is mandatory for Public Health to provide public health support
to CCGs and this MoU has been produced in partnership to reflect the working relationship.
It is planned to come back to Clinical Cabinet towards the end of the financial year for
review.
Recommendation: MoU approved.

10.

INFORMATION TECHNOLOGY UPDATE
IW presented a paper to inform the Clinical Cabinet of spend for the provision IT services in
Practices for 2013/14. Monies for Practices IT now sits with NHS England LAT with
responsibility passed down to the CCG.
It is and end to end service for practices, covering core IT, infrastructure support and
maintenance, desktop maintenance, networks and emails systems plus storage systems.
The service also covers an area of discretionary IT, programme development or developing
national programme initiatives. There is also a capital replacement programme.
Budgets are indicative and came from last year’s information. The contract is with the CSU
with a third party contract for HIS to provide a portion of that, rolled over for 1 year.
AS raised the issue of fixing IT problems and RL gave an example of receiving no response
from the helpdesk until escalated to the highest level, IW asked for details.
It was agreed that an IT performance report would be useful and it was debated where this
should go, Clinical Cabinet or Information Governance, but definitely should be fed back to
the PSUs.
AF informed of some national disruption to access, which is not entirely resolved yet and on
going.
Action: RL to send example of communication with the helpdesk.
Recommendation: Current position noted.

11.

TRANSFORMATION AGENDA

11.1a CHILDREN’S AND MATERNITY
AC gave a presentation on the transformation challenges for children’s services.
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11.1b CHILDREN’S AND MATERNITY
IC gave a presentation on the proposed changes for maternity services as part of the
transformation programme.
11.2

EXECUTIVE SUMMARY OF PROGRESS
ME presented the MY H&SC Partnership Programme Highlight Report and raised 3 areas:

11.3



Dominic Lee, is the interim Programme Director through the CSU and Alan Cowie has
now been appointed, starting on 29 April. We are also in the process of completing
fulfilment of the roles in the Programme Management Office.



Work is underway with MYHT to align the transformation programmes with the work
streams that come under the integrated community care programme and minimise the
same people coming together at meetings. Discussions are taking place with CEOs and
proposals will be put forward.



The highlight report will be replaced with a single page document that describes where
we are against each of our programmes, what the key issues are and timelines. The
programme office are also producing a suite of documents including milestone reports,
highlight reports and risk reports that would build up to the summary report which will
be brought to the Clinical Cabinet.

MENTAL HEALTH
BUILDING DEMENTIA – FRIENDLY COMMUNITIES
PS gave a presentation and highlighted some challenges.




Maintaining clinical input to the Dementia Strategy Board since Dr Carol Berry stood
down.
Liaison psychiatry and the concern is that we already have substantial amounts of liaison
work into MYHT, therefore the benefits of the RAID model might have been substantially
overstated. PS needs to pick this up again with ME.
QIPP – community service to the elderly. We are having contractual discussions with
SWYPFT about how we manage resources that are underutilised in the system.

CH shared some comparative information from QMAS on dementia diagnosis.
Unfortunately, the presentation would not allow CH to show the breakdown by Wakefield
Practices. This will be shared after the meeting.
JP raised a governance issue around how information from the Dementia Strategy group
comes back into the CCG and will pick this up with PS outside the meeting.
Action:
Action:
Action:
Action:

Tara Trayler to circulate updated presentation to Clinical Cabinet.
RL to obtain spread sheet from CH and circulate to Clinical Cabinet.
PS to pick up liaison psychiatry with ME.
JP to speak with PS re governance issue.
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11.4

URGENT CARE
THE FUTURE OF URGENT AND EMERGENCY CARE – MOVING TOWARDS AN INTEGRATED
24/7 SYSTEM
GC gave a presentation. The updated version of this will be circulated to the Clinical Cabinet.
PE asked for a change to the title to ‘Preferred Future Pontefract A&E Model’ and requested
this presentation is not shared elsewhere.

Action: Tara Trayler to circulate updated presentation.
Action: GC to change title of slides
Action: GC to give an update at the next Clinical Cabinet

11.5

PATIENT ENGAGEMENT
LE presented to the CCG Board last week and has today brought a draft report on the CCG
Engagement event held in March. The report summarises the workshops and key theme
and each workshop were asked to identify 3‐4 actions that they would take forward
42 members of the public attended with really good visible CCG Board attendance – 7 Board
members, one for every table. Final version of the report will be shared.

12.

ANY OTHER BUSINESS

12.1

MAP OF MEDICINE
CH gave an update on current position. MoM is a centrally managed pathway and referral
information tool to help support making best use of our commissioned clinical pathways.
A quote has now been received which involves a £2k one off payment for Wakefield
followed by £7.5k 4 day training programme for 6 people, which LB has challenged. MoM
would encourage quite senior people for training to be involved in their recommended way
of managing the governance about the production and function of pathways. CH suggested
a combination of senior people and users. AS suggested for local networks to be involved
and CH informed that Michael Hart from Ash Grove Surgery had already expressed an
interest, but probably need to roll out a wider invitation.
There are two ways of accessing the map, smartcard and Athens. There is an organisation
preference within SystemOne to choose whether you use Smartcard or Athens. Clive would
encourage Athens as it enables the map alongside tool which cannot be used with
smartcard. CH will keep the Clinical Cabinet informed of progress.

12.2

CCG INTRANET SPECIFICATIONS AND TENDER
CH gave an update. The CSU are now fully supporting this and have provided us with a draft
specification document and we are close to go out to tender. AP advised that notice has
been served on Intradoc and requested that they work with us to ensure Practices retrieve
any information as part of the close down. AP also advised the advert for expressions of
interest should be going out this week. SH suggested patient involvement in development,
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which was agreed. In line with the project plan this should be up and running by 1 October
2013.
Action: Matt England to report progress at future meeting
12.3

E‐CONSULTATION MEETING AT MYHT
CH attended meeting last night around key consultation issues, which was well attended by
consultants, public health and Matt England. Very positive, however there were some
barriers because of MYHT’s reluctance to continue to promote the use of SystemOne. CH
added as an organisation we should be continuing to promote the optimisation of
SystemOne.

12.4

HEALTH INEQUALITIES
AP gave an update. An executive group convened last Thursday that reviewed all the
proposals for practices. The funding has been tracked down and £0.5m lies with the LAT as
part of primary medical services budget. The contract has been resolved as an NHS
standard contract. The outstanding item is the procurement as some of the proposals were
for services that we are already in contract with. Jo Webster will be talking to LAT next
week.

13.

SEASONAL FLU UPDATE
The paper was noted.

14.

DATE AND TIME OF NEXT MEETING
Thursday 23 May 2013, 9.00 – 12.00, Seminar Room, White Rose House
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