BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 11 NOVEMBER 2014
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Jo Pollard

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 9 September 2014
b Action sheet from the meeting held on 9 September 2014

6.

Matters arising

7.

Chief Officer Briefing

8.

a Safeguarding Adults
(i) Local Safeguarding Adult Board Report

All present

Jo Webster

b Safeguarding Children
(i) Local Safeguarding Children Board Report
(ii) Child Sexual Exploitation
9.

2013/14 Patient and Public Engagement Report

10.

Prevention is better than cure – Wakefield District 2014 Public Health
Annual Report

11.

Planning process and principles 2015/16 – 2017/18

12.

Business Rules – between Partners in the Wakefield Integration
Programme
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Jo Webster & Bill Hodson

Jo Webster
Jo Webster
Jo Webster/ Stephen Hardy
Dr Andrew Furber

Pat Keane
Jo Webster

13.

Care Quality Commission inspection Mid Yorkshire Hospitals NHS
Trust July 2014

Jo Webster

14.

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

Andrew Pepper

15.

Finance Report 2014/15 Month 6

Andrew Pepper

16.

Review of Committee Terms of Reference
a Audit Committee
b Remuneration Committee
c Integrated Governance Committee
d Clinical Cabinet

Andrew Pepper

17.

NHS Wakefield CCG Declarations of Interest

Andrew Pepper

18.

People Strategy; Integrated Communications and Organisational
Development Plan

19.

Receipt of minutes and items for approval

Jo Webster

a Integrated Governance Committee
(i) Minutes of meeting held on 21 August 2014,
(ii) Minutes of meeting held on 18 September 2014

Rhod Mitchell

b Clinical Cabinet
(i) Minutes of meeting held on 28 August 2014
(ii) Minutes of meeting held on 25 September 2014

Dr Adam Sheppard

c Executive Approvals Group
(i) Minutes of meeting held on 17 July 2014

Rhod Mitchell

d Health and Well Being Board
(i) Minutes of meeting held on 24 July 2014

Jo Webster / Dr Philip
Earnshaw

e Decisions of the Chief Officer – verbal update

Jo Webster
Rhod Mitchell

f Remuneration Committee Update
20.

Any other business

21.

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

22.

Date and time of next Public meeting:
Tuesday, 13 January 2015, 1pm in the Boardroom, White Rose House
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Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 9 September 2014
St Catherine’s Church Centre, Doncaster Road, Wakefield
Present

Andrew Balchin
Dr Avijit Biswas
Dr David Brown
Stephen Bryan
Dr Ann Carroll
Sandra Cheseldine
Dr Phil Earnshaw
Dr Andrew Furber
Dr Clive Harries
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Jo Webster

In Attendance

Katherine Bryant
Morna Cooke
Matt England
Laura Elliott
Michele Ezro
Jenny Feeley
Dr Carolyn Hall
Zoe Hughes
Alix Jeavons
Karen Parkin
Liz Howarth
Mandy Sheffield
Jane Wilson

14/155

Corporate Director, Adults, Health & Communities ‐
Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Practice Manager, Stuart Road Surgery
GP, Outwood Park Medical Centre
Lay Member
Chair and Clinical Leader
Director of Public Health, Wakefield Council
GP, Chapelthorpe Surgery
Secondary Care Consultant
Lay Member & Vice Chair
Chief Financial Officer
Chief of Service Delivery and Quality
Chief Officer
Governance & Board Secretary (minute taker)
Senior Commissioning Manager (Maternity & Children)
(minute 14/166
Head of Contracting & Commercial Strategy (minute
14/169)
Head of Quality and Engagement (minute 14/169)
Associate Director Service Deliver and Quality
Senior Commissioning Manager (minute 14/168)
General Practitioner and Clinical Lead for Dementia (minute
14/167)
Transformation Team Manager Local Authority
Senior Commissioning Manager Mental Health (minute
14/167)
Associate Director Finance, Governance & Contracting
Interim Associate Director of Strategy
Head of Safeguarding (minutes 14/163, 14/164 and 14/165)
Designated Nurse for Safeguarding Adults (minutes 14/163,
14/164 and 14/165)

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting. He observed that St Catherine’s church
building is inspiring because it is an example of regeneration; the church was rebuilt
following a fire which destroyed the previous church building.
Following the Governing Body meeting the CCG’s inaugural Annual General Meeting
would be held. Dr Earnshaw welcomed this opportunity to highlight some of the CCG’s
achievements during 2013/14.
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During the summer holiday period the NHS has seldom been out of the news. Dr
Earnshaw reflected that there is a great deal of uncertainty for the NHS at the current
time. At a time when the direction of travel is unclear, it is a difficult period for the CCG.
However the CCG will continue to do the best for the people of Wakefield.
14/156

Apologies for Absence
Apologies for absence were received from:
Dr Paul Dewhirst
Sharon Fox
Stephen Hardy

GP Queen Street Surgery
Independent Nurse Member
Lay Member

It was also noted that Dr Biswas and Dr Brown would join the meeting shortly.
14/158

Public Questions and Answers
There was one written question from a member of the public; “which NHS body is
responsible for GP IT?”
Andrew Pepper confirmed that this is a complex area; during 2014/15 CCGs were
provided with funding (£900k to Wakefield CCG) and are responsible for commissioning
core and non‐core GP IT. In addition CCGs can make bids to a GP IT capital resource.
There were no further questions from members of the public.

14/157

Declarations of Interest
All GP members of the Governing Body declared an interest in agenda item 11 ‘System
Resilience’. Andrew Balchin and Dr Andrew Furber also declared an interest in this
agenda item.
Dr Phil Earnshaw reminded members of the Governing Body that any other conflicts of
interest identified should be declared during the meeting.

14/159

Minutes of the meeting held on 8 July 2014
It was RESOLVED that:
i)

14/160

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 8 July 2014 were agreed as a correct record.

Action sheet from the meeting held on 8 July 2014
Katherine Bryant confirmed that all actions were complete, with the exception of minute
14/130. It has been agreed that in order to facilitate consultation, the integrated
communications and organisational development plan will be presented to the Governing
Body in November 2014.

14/161

Matters arising
There were no matters arising.

14/162

Chief Officer Update
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Jo Webster highlighted a selection of areas from the written report circulated in advance
of the meeting.
Appendix one to the report is a letter from Moira Dumma, which confirms the West
Yorkshire Area Team’s view on how the CCG performed during 2013/14. The letter
highlights a number of successes, and also recognises that while there are challenges
ahead, the CCG is very ambitious.
The CCG has signed up to the Secretary of State’s campaign to make the NHS the safest
healthcare system in the world. This includes five key pledges to; put safety first,
continually learn, honesty, collaborate and support. Progress will be reported regularly to
the Integrated Governance Committee (through the Integrated Quality and Performance
Report) and periodically to the Governing Body.
All GP practices within Wakefield district have Patient Reference Groups. This represents
significant progress from April 2013 when only 60% of practices had a Patient Reference
Group. A training and development session was held for members of Patient Reference
Groups in July 2014, this is part of the CCG’s commitment to utilise Patient Reference
Group as a mechanism to engage with patients across Wakefield district.
In recognition of the remarkable things NHS Wakefield CCG has done in the first year of
operation, Jo confirmed that the CCG has applied to the ‘CCG of the year’ award. The
CCG’s application has been shortlisted and will progress to the next stage. The results will
be announced on 3 December 2014.
Dr Brown joined the meeting at 2.15pm.
Dr Andrew Furber explained that the Wakefield Health and Wellbeing Board have signed
up to the Local Government Declaration on Tobacco Control. The declaration is a
statement of a council’s commitment to ensure tobacco control is part of mainstream
public health work and commits councils to taking comprehensive action to address the
harm from smoking. He noted that tobacco is a particular challenge for the district with
one in five women continuing to smoke while they are pregnant and two people per day
in Wakefield dying as a result of smoking related illnesses.
In August 2014, a sister document to the Council Declaration (the NHS Statement of
Support) was launched to allow NHS organisations to show their support for tobacco
control.
The Declaration includes a commitment to:
 Reduce smoking prevalence and health inequalities
 Develop plans with partners and local communities
 Participate in local and regional networks
 Support Government action at national level
 Protect tobacco control work from the commercial and vested interests of the
tobacco industry
 Monitor the progress of our plans
 Join the Smokefree Action Coalition
The Governing Body supported this proposal and agreed to sign up to the NHS Statement
of Support.
Dr Harries asked whether there was an error within the Chief Officer update; was it
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correct to refer to ‘community gastroenterology services’. Jo Webster explained that this
is part of the CCG’s commitment to improve access to gastroenterology services. Dr
Sheppard confirmed that this was not an error; the services included within the service
specification are not acute hospital based and are therefore community services.
Dr Brown sought further information about the new Children’s’ Assessment Unit at
Dewsbury Hospital. Dr Carroll confirmed that early intelligence suggests the unit is
operating well. She noted that the unit is not part of the Meeting the Challenge changes;
this is currently a 24 hour, seven day per week service. Jo Webster added that the unit
was already planned, and capital was secured, before the Full Business Case was
approved.
Dr Biswas joined the meeting at 2.20pm.
It was RESOLVED that the Governing Body:

14/163

(i)

Note the contents for information and support on‐going developments outlined in
the content of the report.

(ii)

Agreed to sign up to the NHS Statement of Support to the Local Government
Declaration on Tobacco Control.

NHS Wakefield CCG Safeguarding Children Annual Report 2013/14
Jo Pollard introduced the paper and reminded members of the Governing Body that
safeguarding is a statutory responsibility of the CCG, and the Governing Body received a
report on an annual basis. She thanked the Local Safeguarding Children Board, Local
Safeguarding Adult Board and the CCG’s Safeguarding team for all their work over the
preceding year. Jo noted that at the Governing Body meeting in November the Chairs of
both Local Safeguarding Boards will attend and present their respective reports.
Jo Pollard flagged a number of items from the CCG Safeguarding Children Annual Report
2013/14. Wakefield has a strong clinically led team with a named GP and designated
doctor. She noted that although the CCG’s commissioning responsibilities changed in
2013 the CCG still has a responsibility for oversight. There has been a significant
improvement in levels of training but there have been supervision issues. Clinical practice
has changed as a result of the Serious Case Reviews during the year. The Multi‐Agency
Safeguarding Hub (MASH) has been running successfully for 8 months. The CCG has
provided leadership and influence to the Local Safeguarding Children Board, with a Chief
of Service Delivery and Quality invited to assume the role of Vice‐Chair.
Mandy Sheffield reiterated the Governing Body’s statutory responsibility to seek
assurance that services the CCG commissions have demonstrated a commitment to
safeguard and promote the welfare of children.
Mandy highlighted some of the trends noted in the report, these included an increase in
the number of children under child protection plans and an increase in the number of
referrals; this reflects a national trend. The pattern of referrals is stable with 9/10 relating
to the risk of significant abuse due to persistent emotional or physical harm. There have
been sustained efforts to intervene early, but the results of this work will not be seen
quickly.
Mandy reported that the CCG has received good assurance regarding training, with
significant improvement in compliance with mandatory training. South West Yorkshire
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Partnership Foundation Trust (SWYPFT) has assured the CCG that level 3 training will be
reportable in future years.
Jo Webster added that in light of recent events in the Rotherham area the CCG’s
safeguarding team are thinking about the learning from the Rotherham report. This
includes re‐emphasising the need to encourage staff and the public to report concerns.
She sought to assure members of the Governing Body that the CCG is taking the lesson
learnt from the situation in Rotherham very seriously.
Dr Harries asked that the significant improvements in sharing of information as a result of
the shared record and the MASH should be included within the Annual Report. This was
agreed by the Governing Body.
Andrew Balchin commended the quality of the report. He welcomed partnership working
between the CCG and Wakefield Council. He also noted learning from Rotherham; no
organisation can be complacent, everyone must question whether the right procedures
are in place? Does the culture within Wakefield encourage staff and victims to report
concerns? When concerns are reported, do people feel valued? Mandy Sheffield agreed,
and said she felt the NHS culture is open; professionals do feel able to contact the CCG’s
safeguarding team for support.
Dr Carroll said she looked forward to receiving the MASH evaluation report. She noted
the importance of the CCG continuing to invest non‐recurrent funds to support the
project. Jo Pollard said that proposals will be brought to Clinical Cabinet at a future date.
It was RESOLVED that the Governing Body:

14/164

(i)

Note the availability of safeguarding supervision information from SWYPFT will be
raised at the Executive Quality Board to agree when and how information will be
shared.

(ii)

Note the Clinical Commissioning Group should continue to support the work of the
Local Safeguarding Children Board including ongoing commitment to the Multi‐
Agency Safeguarding Hub.

(iii)

The Clinical Commissioning Group should request that Providers make their
Prevent training performance available to the CCG for inclusion in the next
safeguarding children annual report.

(iv)

The Primary Care Safeguarding Training Strategy will be amended to address the
up to date guidance on safeguarding children training.

(v)

Agree the CCG Safeguarding Children Annual Report 2013/14 subject to one
amendment; the addition of a section regarding activity to improve safeguarding
information sharing on SystmOne.

Health of Looked after Children 2013/14
Jo Pollard introduced the report. She confirmed that the CCG is required to receive an
annual report about the health of Looked After Children within the Wakefield district.
Jo noted that the number of Looked After Children is increasing; this is in line with
national trends. She reported that during 2013/14 there were a number of issues which
resulted in a reduction in the number of health assessments completed within the
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required timescale. However since April 2014 there has been a significant improvement in
the number of assessments being completed.
Mandy Sheffield outlined the increased health risks Looked After Children face; including
the regular use of alcohol, drugs and smoking. Mandy noted that the relevant specialities
within MYHT work closely with the Looked After Children service. Although data is not
available to evidence this, it is a key part of their work.
Following difficulties during 2013/14 Mandy highlighted the significant improvement in
the number of health assessments completed within 28 days of becoming a looked after
child; 59% in May and 91% in June.
Dr Carroll sought clarification about the recommendation contained within the paper to
support acquisition of ‘Toughbooks’. Mandy confirmed that this recommendation was
internal to MYHT; it is not a commissioning issue. The Looked After Children team use
SystmOne but not through Toughbooks. Dr Carroll observed that the CCG has already
provided funding for Toughbooks, it was agreed that a formal response about this
question would be obtained from MYHT.
Dr Furber noted that during 2014/15 the Looked After Children service aim to optimise
record sharing through SystmOne. He asked when this information will be available. It
was agreed that this will be escalated through the Quality Board for a formal response
from MYHT.
It was RESOLVED that the Governing Body:
(i)
14/165

Note the content of the report

Wakefield CCG Safeguarding adults annual report 2013/14
Jo Pollard introduced the report. She noted Sharon Fox’s role as the CCG representative
on the Local Safeguarding Adults Board. Adult safeguarding referrals increased during
2013/14, this is attributed to a number of factors including national awareness and
improved training. There have been no serious case reviews or domestic homicide
reviews during the year. Jo highlighted achievement of all the objectives which were set
for 2013/14.
Jane Wilson reported that the draft Care Bill will put the Local Safeguarding Adults Board
on a statutory footing. The district is well placed, with an independent chair (Bill Hudson)
already in place. Below the Board there is a Reportable Concerns sub‐group which is
chaired by the CCG’s Designated Nurse for Adult Safeguarding. This group triangulates
information to identify any providers of concern. There were 39 large scale investigations
referred during 2013/14.
Jane noted aspirations for improved cross‐cutting work across safeguarding adults and
children. The West Yorkshire multi‐agency safeguarding adults policy and procedure was
launched in year; it was disseminated to GPs within Wakefield.
Jane drew attention to a review by the House of Lords select committee which is
expected to raise the profile of the Mental Capacity Act. Performance by providers and
GPs on safeguarding training was noted.
During the year Wakefield Council has agreed to safeguarding coordinators will inform GP
practices when an adult is subject to a protection plan (subject to appropriate consent
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being in place).
The Safeguarding Adult standards were reviewed in 2013/14 and have been embedded in
CCG contracts with providers. However ongoing monitoring of independent providers
remains a challenge.
Dr Brown noted that in recent CQC inspections of GP surgeries adult safeguarding has
been highlighted as a concern. He asked what actions have been taken as a result? Jo
Webster confirmed that the Safeguarding Workbook has been sent to all Practices via the
Network Development Unit.
It was RESOLVED that the Governing Body:

14/166

(i)

Note the contents of the report.

(ii)

Support the objectives.

Implications of Special Educational Needs Reforms
Dr Carroll introduced this report; she explained that it outlines the implications of the
Children and Families Bill 2014 for the CCG. The CCG has new responsibilities to secure
health services for Children with Special Educational Needs (SEN).
Morna Cooke explained the specific changes to the CCG’s responsibilities. This includes a
legal duty to secure health services that are specified in Education Health Care Plans for
SEN children. The new process applies up until children are 25 years old. The CCG must
be able to offer personal health budgets, and a policy has been developed to support this
process. A designated medical officer has been appointed. Finally there must be a clear
process for independent dispute resolution and mediation.
Attention was drawn to potential risks to the CCG. These include the potential for an
increase in required funding for SEN related health services. Jo Webster noted that both
Clinical Cabinet and Integrated Governance Committee will have a role in monitoring the
new personal health budget process.
Dr Carroll noted the role of the transformation board, which has been set‐up to oversee
the changes, which are the largest shake‐up in SEN for a significant period.
Dr Earnshaw asked that a further update is provided to the Governing Body when
arrangements for independent dispute resolution and mediation have been put in place.
It was RESOLVED that the Governing Body:

14/167

(i)

Note and acknowledge the changes to commissioning responsibilities for the CCG.

(ii)

Agree that (with the exception of arrangements for independent dispute
resolution and mediation) it is assured that the CCG has fulfilled its responsibilities
required from 1 September 2014.

Dementia Services
Jo Pollard introduced Alix Jeavons, Dr Carolyn Hall and Zoe Hughes who were attending
the meeting to provide an update on dementia services.
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Dr Hall explained that dementia is a multi‐organisational problem. Dementia has received
national attention, including a national dementia strategy and the Prime Ministers
Challenge on Dementia. On a local level, Wakefield has a multi‐agency Dementia Strategy
Board.
Work to date in Wakefield includes an awareness campaign, a commitment to become a
dementia friendly community, MYHT have a forget‐me‐not scheme, there is a Wakefield
dementia pathway and both the Local Authority and MYHT have focused on associated
workforce developments.
Dr Hall explained that there has been a significant increase in the number of patients with
dementia, and this is projected to continue in future. There is already evidence that
services are already struggling to cope. The ultimate challenge is to diagnose people with
dementia early so they have choice. In addition there is a need to find more effective
treatments and support people with dementia and their carers so that they can live as
fully as possible with dignity.
Alix Jeavons explained that this is the start of a journey, and patient engagement is the
key to the next steps. A Dementia Strategy Board has been established. The mental
health transformation programme will consider pathway development, and ensure
alignment to integrate care. New developments will be piloted, for example in GP
networks.
Dr Earnshaw thanked the presenters. Members of the Governing Body were invited to
ask questions.
Dr Sheppard stated that a problem with the current system is a lack of support for
patients and carers after a diagnosis of Dementia is given. Dr Harries agreed, and noted
that one aim of the programme is to reduce the number of crisis situations patients and
carers face.
Dr Carroll asked if a ‘hub and spoke’ model had been considered. Alix confirmed that
models are currently being considered, and will be presented to Clinical Cabinet for
further consideration.
It was RESOLVED that the Governing Body:
(i)
14/168

Note the contents of the dementia services update presentation

System Resilience Update
Dr Sheppard explained that this paper provides the Governing Body with an update on
progress following the decision in July 2014 to delegate authority to the Chief Officer and
Chief Financial Officer to invest the new allocation from NHS England.
In line with national guidance a whole system approach has been adopted across the
MYHT footprint. The detailed planning framework published by NHS England has been
used to guide this work and ensure that the health system is resilient throughout the
year.
Jenny confirmed that the approved schemes are listed within the paper. These were
selected from bids considered at the Urgent Care Working Group. Jenny explained that
the next submission to the West Yorkshire Area Team will be on 23 September. A Mid
Yorkshire system resilience workshop will take place on 10 September, this will consider
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operational risks, monitoring processes and winter plans.
Jenny Feeley noted that £3.68m has been invested across the Mid Yorkshire system, with
£2.48m invested within Wakefield district.
The Governing Body were invited to ask questions.
Sandra Cheseldine asked whether the £600k scheme to extend GP opening times is
separate from the Network Development Fund and the PM Challenge monies. How will
they ensure that these funds are not spent on projects which already have funding
through the Network Development Fund and the PM Challenge monies? Jo Webster
confirmed that all bids have been thoroughly evaluated to ensure that the funding will be
used appropriately for additional services. This evaluation has been undertaken by the
Associate Director of Finance, Governance and Contracting and the Executive Clinical
Advisor; in accordance with the framework approved by the Executive Approvals Group.
No money will be released unless the appropriate approval rules have been followed. She
noted that this is a good opportunity for the health system to test new ways of working.
Rhod Mitchell noted that the CCG have already agreed funding for MYHT resilience within
the 2014/15 contract. He asked whether MYHT have planned ahead to ensure delivery is
robust and the Trust is not relying on non‐recurrent funds. Jo Webster said that the Trust
have put robust plans in place, this funding is about the whole health system not just
MYHT. Dr Sheppard asked the Governing Body to note that for the first year there has
been no investment in winter beds.
It was RESOLVED that the Governing Body:

14/169

(i)

Note the summary of the actions taken since the last Governing Body report and
assurance that the CCG is operating in line with national guidance in order to
secure non recurrent funding for winter schemes and funding for planned care.

(ii)

Note further actions that will be taken over the next month to ensure robust
system resilience plans are in place for the Mid Yorkshire footprint.

(iii)

Note the actions taken by the Chief Officer and Chief Finance Officer (in
accordance with the authority delegated by the Governing Body in July 2014) and
the arrangements put in place to ensure appropriate assurance about the Primary
Care bids.

Integrated Performance and Quality Report (Board Summary)
Andrew Pepper welcomed the number of green indicators on the Strategic Objectives
Balanced Scorecard. He drew attention to the red indicators, which related to Referral to
Treatment targets (RTT), Ambulance response times and Ambulance handover. The
report contains a deep dive into RTT performance; the target of 90% for 18 week RTT
waiting times has been missed in May and June (87.5% was achieved by the CCG).
Andrew confirmed that this level of performance is receiving national attention. MYHT
has improvement plans in place; key themes include use of the independent sector,
improvements in diagnostic pathways and an internal review of data quality. Each
speciality has an individual improvement plan. There is a national expectation that by the
end of September performance must meet target. A summit has been called for Monday
15 September, with the Trust Development Agency in attendance.
Sandra Cheseldine asked how much confidence the CCG has that MYHT’s current action
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plan will be achieved. Sandra noted that there have been plans issued in previous years
which have failed to achieve the level of performance promised. Dr Harries added that
anecdotal evidence suggests there are a declining number of slots on the Choose and
Book system. Jo Webster said that there is concern about the ability of the Trust to
deploy the necessary capacity during August and September 2014; can they
operationalise the right activities. This has been one of the reasons a Performance
Summit has been called on 15 September. Jo Webster noted that MYHT are one of ten
Trusts in a similar position and therefore the issue is on the national radar. Jo highlighted
the CCG’s responsibilities to uphold patient’s rights under the NHS constitution. Quality
Impact Assessments have been carried out on all waiting lists to ensure that quality and
safety is being appropriately managed through a risk management approach. This will be
considered further by the MYHT Quality Board.
Dr Harries noted some specialities are experiencing difficulties in recruiting new staff. Jo
Webster agreed that this was a strategic concern. Michelle Ezro added that the CCG and
LMC have worked with MYHT to support a process to ensure services are appropriately
commissioned to ensure they are attractive to potential candidates.
Dr Brown asked how GPs can highlight those patients who need to be seen urgently;
there needs to be a process by which GPs can escalate urgent patients. Jo Webster
confirmed that this will be considered at the Performance Summit.
Jo Pollard highlighted a number of areas of success within the quality section of the
report. These included achievement of cancer standards in quarter one, Yorkshire
Ambulance Service achieved good results in the CQC ambulance survey of hear and treat
callers. An MRSA case was reported in June 2014. MYHT weekend mortality has
increased.
Jo Pollard invited the Governing Body to recognise work undertaken by the Quality
Intelligence Group. The report details the themes highlighted by the group, and the
actions taken as a result.
Laura Elliot noted the increased weekend mortality rates for MYHT in March 2014. In
response the Trust are undertaking a clinical review of care in relation to pneumonia and
fractured neck of the femur. She added that data received following publication of the
report suggested an improvement, but the rate of weekend mortality is still above
expected levels for April 2014.
The CQC visited MYHT in July 2014; the report will be published in October following a
Quality Summit (usual CQC procedure before a report is published).
Finally Laura noted that nurse staffing data is now available. Further details will be
included within a future Integrated Quality and Performance Report.
Rhod Mitchell noted that there are still CQC enforcement actions against Langtree Park
Nursing Home, Castleford. Laura Elliot confirmed that the CCG does provide support to
care homes who are subject to enforcement actions; Jo Pollard reiterated this and
assured the Governing Body that robust processes are in place. It was agreed that further
information will be provided within the Chief Officer update in November 2014.
It was RESOLVED that the Governing Body:
(i)

Note the current performance against the CCG strategic objectives and Quality
Premium.
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(ii)
14/170

Approve the actions being taken to address areas of underperformance.

Finance Report Month 4 2014/15
Karen Parkin introduced the finance report and noted the new format which is intended
to be more informative and easier to understand. The report covers the period to month
four and includes month two activity data. A year to date surplus of £2.2m has been
achieved and performance is £42k ahead of plan. A final position of £6.5m surplus at the
year‐end is projected. There are no red Key Performance Indicators. Karen clarified that
MYHT have overtraded by 5% on activity, but not by value. Karen noted that there have
been some allocation changes which relate to GP IT and Offender Health.
The report contains a ‘key focus area’ section, which considers NHS Property Services.
There have been changes in the recharge mechanisms applied by NHS Property Services;
this has resulted in a reduced charge for 2014/15. However there is an outstanding issue
regarding ‘void space’; for which CCGs may be charged.
The non‐recurrent balance is on plan, but is expected to improve. The finance team are
still working this through; further details will be provided to the Governing Body in
November.
It was RESOLVED that the Governing Body:
(i)

14/171

Note the contents of the report.

Governance Review: consultation on proposed amendments to CCG’s constitution
Andrew Pepper introduced the paper, and detailed the proposed amendments to the
constitution. In addition to a number of ‘technical’ changes and also proposed
amendments to areas such as the process by which members make decisions and also the
election process for GP members of the Governing Body.
Katherine Bryant explained that during August and early September the Local Medical
Committee (LMC) and member practices have been consulted about the proposed
amendments. Full details of the feedback received are detailed within the report.
Katherine noted how helpful these comments are, in particular feedback provided by the
LMC at their meeting on 4 September about the election process for the position of chair
of the Governing Body.
As a result of the timescales required for the submission to NHS England (3rd November
2014), the Governing Body was invited to delegate authority to the Chair, Chief Officer
and Chair of Audit Committee to approve the full and final amendments to the
constitution. Following this member practices will be invited to approve the changes to
the constitution.
It was RESOLVED that the Governing Body:
(i)

Consider the feedback received from member practices and the Local Medical
Committee (LMC).

(ii)

Agree to the proposed amendments to the NHS Wakefield Clinical Commissioning
Group Constitution.
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14/172

(iii)

Delegate authority to the Chair, Chief Officer and Chair of Audit Committee to
approve the full and final amendments to the constitution.

(iv)

Agree to invite members to formally approve the constitution, in advance of an
application to NHS England.

NHS Wakefield Clinical Commissioning Group Board Assurance Framework
Andrew Pepper reminded members of the Governing Body that the Board Assurance
Framework (BAF) process is intended to assure the Governing Body that all risks to
achievement of the Strategic Plan have been identified and controls are in place to ensure
the plan is achieved. Andrew noted questions included within the ‘NHS Audit Committee
Handbook’ which members of the Governing Body should consider when reviewing the
BAF. For example are members aware of all risks included within the BAF and are these
graded consistently?
Dr Earnshaw noted that because the Governing Body has been involved in the
development of the BAF each member is fully aware of the detail associated with their
lead areas.
It was RESOLVED that the Governing Body:
(i)

14/173

Note the updated 2014/15 Board Assurance Framework for NHS Wakefield
Clinical Commissioning Group.

NHS Wakefield Clinical Commissioning Group Risk Register
Andrew Pepper confirmed that the risk register was discussed at the Integrated
Governance Committee in August 2014.
During the last eight week review cycle a number of risks have been closed and many
were rescored. Andrew reflected that this is indicative of a dynamic process.
It was RESOLVED that the Governing Body:
i)

14/174

Note the risk register for NHS Wakefield Clinical Commissioning Group as a
correct reflection of the current position.

Developing a sustainable and integrated health and social care system for Wakefield
Jo Webster introduced the report, she reminded members of the Governing Body that
Wakefield district has set out on an ambitious and challenging journey to improve the
outcomes for local citizens and develop a sustainable health and social care system.
Within this evolving strategic context the journey to transform and integrate the health
and social care system in Wakefield started in 2010 with the development of a vision that
was forward thinking, innovative and sustainable. One of the pivotal areas for agreement
has been the development of a shared purpose for integration across health and social
care building on the vision and work around transformation. This has led to new ways of
working, including the development of integration ‘business rules’. These have been
developed by commissioners and providers to guide and underpin the next steps in
integration; risk sharing and developing further the approach to collaborative working and
system leadership.
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Jo said that it is very important for the public narrative to be within one voice, therefore a
new brand has been developed; ‘Connecting Care’
A governance review will be undertaken in order to consider how best decision making
can be strengthened to support the new working arrangements and contact structures.
Recommendations will be made to the Health and Wellbeing Board for implementation
from April 2015.
Liz Howarth provided additional information about the Better Care Fund. National
guidance includes four key areas; planning assurance, targets, performance and risk
mitigation. The biggest emerging area is emergency admissions, which will require a
change to the Better Care Fund metrics. A pot of funding will be related to performance
on reducing emergency admissions. If these targets are not achieved funding will revert
to the CCG and acute providers for unplanned activity.
Liz reminded members of the Governing Body that lots of work has already been done
within Wakefield to reduce emergency admissions. There are many links within the
Meeting the Challenge Full Business Case and the Transformation Programme Outline
Business Case to reducing emergency bed days. Based on these planning assumptions it is
understood that the Better Care Fund targets will be achieved. However work will be
required to achieve the phasing required by the Better Care Fund in 2015/16 (the Meeting
the Challenge Full Business Case assumed reductions in 2016/17).
Jo Webster confirmed that analysis has demonstrated the reduction in emergency
admissions required by the Better Care Fund is no different to those planned in the
Meeting the Challenge Full Business Case and the Transformation Programme Outline
Business Case.
Jo Webster sought delegation of the development and approval of the Better Care Fund to
the CCG Chair and Accountable Officer for recommendation to the Wakefield Health and
Wellbeing Board on 18 September 2014.
Members of the Governing Body were invited to ask questions.
Dr Clive Harries asked what will change regarding the gateway to care? Jo said that the
CCG’s delivery vision and intentions are outlined in section six of the report. She noted
that this may be one of the first things which will be procured. Jo acknowledged that
there will be further consideration about what will be commissioned. She reiterated no
beds will be removed from MYHT until the CCG is confident that the system is secure.
Dr Harries expressed concern about the number of District Nurses in post, and the low
level of morale within District Nursing teams. He expressed concern about the provider’s
capacity to deliver and the risk this presents.
Jo Webster noted that the workforce plan will be aligned to the number of nurses
available; the CCG will need to think differently about how the model will be delivered.
The proof of concept will consider what each network needs; it may be different for each
area depending on population need.
It was RESOLVED that the Governing Body:
i)

Note the contents of this paper which was presented to the Health and Wellbeing
Board on 24 July 2014. An update on the Better Care Fund section has been
added since the July meeting.
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ii)

14/175

Support the delegation of the development and approval of the Better Care Fund
to the CCG Chair and Accountable Officer for recommendation to the Wakefield
Health and Wellbeing Board on 18 September 2014.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee held on 19
June and 17 July 2014 and invited the Governing Body to consider the headline
discussions outlined in the cover sheet.
It was RESOLVED that the Governing Body:
i)

14/176

Note the minutes of the Integrated Governance Committee held on 19 June and
17 July 2014

Minutes of the Clinical Cabinet held on 22 May, 3 July and 31 July 2014
Jo Pollard presented minutes of the Clinical Cabinet held on 22 May, 3 July and 31 July
2014 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
i)

14/177

Note the minutes of the Clinical Cabinet held on 22 May, 3 July and 31 July 2014.

Minutes of the Executive Approvals Group held on 31 May 2014
Rhod Mitchell presented the minutes from the Executive Approvals Group meeting held
on 31 May 2014.
It was RESOLVED that the Governing Body:
i)

14/178

Note minutes of the Executive Approvals Group on 13 May 2014.

Minutes of the Health and Wellbeing Board held on 19 June 2014
Jo Webster presented the minutes from the Health and Wellbeing Board meeting held on
19 June 2014.
It was RESOLVED that the Governing Body:
i)

14/179

Note the minutes of the Health and Wellbeing Board on 19 June 2014.

Decisions of the Chief Officer
Jo Webster explained that she had made no decisions under the emergency powers
delegated to her by the CCGs operating scheme of delegation.

14/180

Any other business
There were no other items of additional business.
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14/181

Date and time of next meeting
Tuesday, 11 November 2014, 1pm in the Boardroom, White Rose House
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meetings held on Tuesday 9 September 2014
Minute No

Topic

Action Required

14/130

360o stakeholder
survey



14/163

Local
Safeguarding
Boards – annual
report



14/163

WCCG
Safeguarding
Children –
annual report

14/164

Health of Looked
After Children –
annual report

Who

Date for Completion

Progress

Preparation of an integrated
communications and
organisational development
plan.
The Chairs of both Local
Safeguarding Boards invited to
attend and present the
respective annual reports

Jo Webster / Dawn
Clissett / Jayne
Beecham

November 2014

Complete
Agenda item 18

Katherine Bryant /
Mandy Sheffield

November 2014



Include information about the
significant improvements in
sharing of information as a result
of the shared record and the
MASH to be included within the
Annual Report.

Mandy Sheffield

September 2014



Seek a formal response from
MYHT about the
recommendation included within
the annual report to support
acquisition of ‘Toughbooks’.

Jo Pollard

November 2014

Complete
Agenda items 8a(i) & 8b(i)
LSCB chair unavailable but
will be attending in
January 2015
Complete. Agenda 8b (i)
This is covered under
section 8 of the report,
and further developments
will be reported in the
14/15 annual report.
A report going to Clinical
Cabinet in November
regarding MASH, which
will cover this in more
detail.
Verbal update at the
meeting
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Minute No

Topic

Action Required

14/164

Health of Looked
After Children –
annual report



14/166

Implications of
Special
Educational
Needs Reforms



14/168

Integrated
Quality and
Performance
Report
Integrated
Quality and
Performance
Report



14/168



Who

Seek a formal response from
MYHT (through Quality Board)
about timetable for the Looked
After Children service to be able
to optimise record sharing
through SystmOne.
Update to Governing Body to
confirm when arrangements for
independent dispute resolution
and mediation have been put in
place.
Confirm to GPs the process they
can use to escalate urgent
patients, so they are seen
quicker.
Within Chief Officer briefing
include further information
about the process by which
support is provided by the CCG
to care homes who are subject to
enforcement actions.
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Date for Completion

Progress

Jo Pollard

November 2014

Complete ‐ On agenda for
Community contract
Board Meeting to be held
on 1 December 2014

Jo Pollard

November 2014

Complete ‐ Included in
Chief Officer Report

Jo Pollard

November 2014

Complete ‐ Discussed at
EQB. MYHT have written
to all GP Practices.

Laura Elliot

November 2014

Complete‐ Included within
Chief Officer Report

Title of meeting:

Governing Body

Date of Meeting:

11 November 2014

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

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

Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable

CCG Leadership Team

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
11 November 2014

Education Health and Care Plans for Children with Special Educational Needs
Further to the paper presented at the Governing Body meeting on 9 September 2014, two
final actions have taken place to complete the Clinical Commissioning Group’s (CCG)
readiness prior to the 1 October 2014 deadline:
The CCG has entered into an agreement jointly with the Local Authority to provide
independent mediation and dispute resolution around education, health and care plans for
children with special educational needs. This service will be provided by KIDS, a national
disability charity specialising in offering support, advice and advocacy to families. This
organisation already provides mediation and dispute resolution to 25 Local Authorities.
A locally agreed memorandum of agreement between Local Authority and the CCG has been
signed. This sets out how Wakefield Local Authority and NHS Wakefield CCG will work
together to ensure the statutory duties relating to supporting children and young people with
special educational needs (aged 0‐25 years) as outlined in the SEN code of practice and the
children’s act 2014 legislation are met.
System Resilience
Progress through July and August was slow with the volume of over 18 week patients
increasing to c4200. This was through a combination of the lead in time to secure and book
capacity and the issues with the Trusts approach to scheduling appointments and admissions.
There has been significant progress made in September with the over 18 week position
reducing to 2708 which resulted in the 92% incomplete standard being achieved with a
performance of 92.2% at aggregate level. At a specialty level the Trust has five specialties that
did not achieve the 92% standard these are:






ENT
Trauma and Orthopaedics
Oral Surgery
General Surgery
Dermatology



Utilisation of System Resilience Funds
Of the allocated £3.88m the Trust has confirmed deployment of £2.6m up to the end of
September. The CCG has received the £2.6m of the funds and are ready to deploy these
to the Trust based on the breakdown of additional costs they have supplied to the CCG.



Extension of Amnesty
NHS England has extended the performance amnesty on RTT until 30 November 2014.
The expectation is that the Trust will achieve all four RTT targets in aggregate and at

specialty level by 30 November 2014. The remaining £1.2m has been phased across
October and November based on bringing capacity forward that is planned in Quarter 3.


Monitoring and Reporting
The Trust continues to produce a weekly tracker which is shared and discussed at the
Executive Team as well as the MYHT Access Group. The Access Group reports into the
System Resilience Group on an exceptions basis.



Key Risks and Issues
The approach the Trust took in September was to refocus the booking process and
prioritise RTT patients after Cancer and Clinically Urgent cases. There are several risks and
issues for October and November in terms of RTT:














Sustainability of the booking approach: The Trust used daily micromanagement to
achieve the required reductions in long waiters. This approach is unsustainable in
October and November
Specialty level achievement: The Trust have never achieved all RTT targets in all
specialties in a single month
Capacity: Additional capacity is scarce in the challenged specialties and will continue
to be in October and November
Impact on Other Pathways: Focusing significant capacity on the RTT pathways could
delay other pathways such as Planned and Review which could adversely impact upon
quality and patient experience.
Sustainability: Several specialties (Oral Surgery, Dermatology, and Gastroenterology)
have been experiencing staffing capacity issues at a Consultant level. There is a
continued utilisation of Locum capacity to cover vacancies which could present risks in
terms of sustainable capacity and quality.
Cancer Performance: There are continued cancer waiting time performance issues
related to Head and Neck, Upper GI and Skin which all relate to the specialties
challenged from a staffing perspective.
Quality Impact: The Trust has undertaken Quality Impact Assessments (QIA’s) for all
specialties. These need to be monitored and reviewed in terms of the risks around
specific specialties.

Urgent and Emergency Care
The CCG was allocated £ 2,485.966 to support operational resilience throughout the
winter period. This fund together with funding of £1,200.519 from North Kirklees CCG
has been allocated to a range of winter schemes detailed in the Mid Yorkshire Winter
Plan. The Mid Yorkshire Systems Resilience Group is responsible for monitoring the
effectiveness of the individual schemes which will be reported on a monthly basis both to
the Systems Resilience Group and to NHS England through a monthly tracker document.
In addition, NHS England working with Monitor and The Trust Development Agency has
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been allocated £71m (Nationally) additional SRG funding on top of the original allocation.
The final local allocation is being agreed which will be used for additional beds at Mid
Yorkshire Hospitals and beds for elderly patients with cognitive impairment
Primary Care 2020
As part of the strategic direction for the CCG we are starting to focus on the future of primary
care for Wakefield. This focus is timely as there are two key national drivers and also local
drivers that are shaping the future of primary care.
The national drivers are:


Personal Medical Services (PMS) review: a national review of GP Personal Medical
Services contracts led by NHS England with proposals for changes in investment to be
developed by March 2016.



Co‐commissioning agenda: the opportunity for CCGs to commission primary care services,
starting with general practice in 2015. The deadline for submissions is 5 January 2015 for
those CCGs wanting to take on full delegated responsibility from NHS England. Wakefield
CCG has expressed an interest in having delegated responsibility.



Five year forward view: commitment for greater investment in primary care and new
models for the provision of primary care.

The local drivers are:


Network developments and plans: all networks have submitted one year and five year
plans that are now being implemented.



Integration programme and the provider plans: implementation of changes in community
services are underway with the underlying objective to provide more support and care
closer to home.

It is within this context that we need to consider the future of primary care, in its widest
sense, and consider the likely changes and opportunities that will impact on local services.
This is a very challenging time for primary care and we need to look ahead and consider the
possible solutions to a changing environment, nationally and locally.
Dr Greg Connor, Executive Advisor for Commissioning and Quality is leading this work and a
Primary Care 2020 project and project group has been established to align the work streams
and ensure that a co‐ordinated approach is taken.
Member involvement is core to the development of the work and we have started to engage
the network leads and further sessions and discussions are planned to involve primary care
practitioners in the development of the work.
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2014/15 Network Development Framework (NDF) Q2 (July to September) Performance


Additional patient care
Thirty nine practices met or exceeded the target for additional clinical activity in Q2; one
practice underachieved but has a remedial plan to recover these appointments. The NDF
has funded 36,936 additional patient contacts in Q2, an increase of 5,018 on Q1.



Other NDF KPIs
All practices achieved five of the seven KPIs for Q2; two of the seven KPIs require review
due to factors outside the control of practices.
The seven KPIs due at the end of Q2 as follows:
Population Health Improvement ‐ All practices submitted proposals for a Network Health
Improvement Plan and these were approved by the Director of Public Health.
Membership engagement ‐ All practices achieved the level of clinical attendance at
network meetings in Q2.
Patient and Public Engagement Plans ‐ All networks completed stage 1 of the process and
identified ways to engage patients and the public in the work of the network. These
proposals are being developed at stage 2 of the process in conjunction with
representatives from practice, network and CCG level patient engagement and reference
groups, the local authority and the voluntary sector.
Care Planning ‐ All practices completed 30% or more of the care plans required by the
NDF.
Priority areas for increased efficiency ‐ Hospital activity and budget data is not yet
available to networks due to delays in the implementation of the required IT system. The
system is currently being tested and once it is available to practices they will be able to
complete this KPI.
Outpatient referrals ‐ All practices have coded outpatient referrals and reports have been
compiled on a monthly basis from every practice. Utilisation of the recommended codes
has improved from Q1 but not every practice is achieving 90% compliance. Investigation
by the NDU has identified that codes submitted by attached community staff are affecting
the results from practices. The formulary has been revised and the NDU is working with
the practices under 90% compliance to disentangle these other codes.
Workforce Survey ‐ All practices completed and submitted the Health Education England
workforce survey. Wakefield CCG was the only CCG in Yorkshire and the Humber to
achieve 100% completion and submission by practices. This is being used to create a
workforce plan for each network.
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CCG Support to Care Homes
Support and guidance is given by the Wakefield CCG and Wakefield Local Authority to Care
Homes by the following:






Infection Prevention and Control (IP&C)
Medicines Optimisation Team
Targeted training such as end of life and IP&C
Individual care management and care planning
Sign‐posting to best practice and practical advice particularly at assurance visits

Health and Safety Report
On 16 October 2014 the Integrated Governance Committee approved a new Health and
Safety policy for NHS Wakefield CCG. In accordance with best practice recommended by the
Health and Safety Executive, the Governing Body is invited to endorse the new Health and
Safety Policy. The policy is a new format, as recommended by the HSE. The new policy has
been communicated to all CCG staff. A copy of the policy is included at Appendix A to this
report.
Five Year Forward – The Future of the NHS
Simon Stevens, Chief Executive of NHS England has published Five Year Forward. The
document outlines a vision for the future of the NHS, including scenarios for dealing with the
predicted financial shortfall and ensuring the long term future of the NHS.
The five year forward view sets out the need for change in order to respond to three
fundamental challenges for the country:
• Changes in patients' health needs and personal preferences.
• Changes in technologies and care delivery.
• Changes in health services funding growth.

In addition to this there are a number of specific challenges which it places emphasis on
which are relevant to Wakefield and part of the transformation work we are developing. In
particular mental health and learning disability services, faster diagnosis and uniform
treatment for cancer, readily accessible GP services, prevention and integrated health and
social care.
In tackling all of these issues the forward view emphasises the need for a long term approach
which will be sustainable, in line with our new approach to developing commissioning
intentions. The paper suggests that there is a need to get serious about prevention in order to
avoid a widening health and wellbeing gap, something we are already doing in Wakefield with
our proposed commissioning intentions work streams. In addition it highlights the need to
reshape care delivery and increase the use of technology to limit the care and quality gap and
lastly it outlines the possibilities of funding and efficiency gaps if we do not match reasonable
funding levels with efficiencies. These approaches have already been signed up to in
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Wakefield both on a CCG level and on a partnership level which should provide sustainable
outcomes.
You can read the document at (http://www.england.nhs.uk/ourwork/futurenhs/). Further
information is also attached at Appendix 2.
State of the District Report
The State of the District report is put together every six months by the Council’s Corporate
Performance and Intelligence team on behalf of the Wakefield Together Partnership. It
provides a summary of current social, economic, health and wellbeing trends across the
Wakefield District and is designed to support and inform partners in local decision‐making
and priority setting.
This latest report has some useful information relating both directly to health and also
indirectly through the wider determinants of health and comes at a useful time as we move
towards developing our five year network plans, our commissioning intentions, our primary
care strategy and the delivery of our five year strategy.
The report along with more local ‘State of the Area’ reports are available at:
http://observatory.wakefield.gov.uk/. Further information is also attached at Appendix 3.
Review of Governance Arrangements for Integration
A review is underway of the current governance arrangements for Integration across
Wakefield. A discussion paper will be considered at November’s Health and Well‐being Board
that asks Board members to consider implementing a phased approach to adopting new
arrangements that would support Wakefield in strengthening our commissioning decision
making for driving forward Integration across the District. This phased approach would be as
follows:
Phase One ‐ November 2014
Agree a mandate with Health and Well‐being partners to progress with revised governance
arrangements for driving forward Integration. This will include adopting a set of principles
when progressing this mandate.
Phase Two – November 2014 ‐ March 2015
Moving towards the development of a joint commissioning forum/group to manage the
operation of the Better Care Fund pooled budget. Membership of this joint commissioning
group would include Council and Clinical Commissioning group senior decision makers.
Through this approach, Officers would utilise their organisation’s scheme of delegation to
take forward the management of the Better Care Fund. The Health and Wellbeing board
would have oversight of the work programme of this joint commissioning group with
reporting arrangements to the Health and Wellbeing board at every meeting. This would
ensure that Wakefield would have in place for April 2015 the arrangements needed to meet
the requirements of the Care Act 2014.
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The proposed timetable for phase two aims to have the pooled budget arrangements agreed
and signed by both parties, through a section 75 agreement by, 1st April, 2015.
Phase Three – April 2014
It is proposed that phase three would see the launch of the new governance arrangements.
More work is needed to be undertaken between November 2014 and January 2015 on
developing the form these governance arrangements would take. However, it is likely that
the joint commissioning forum developed in phase two, would be the vehicle that focuses on
the operational and financial delivery for the pooled budget of Wakefield’s Better Care Fund
Plans. This group would make recommendations for the Health and Wellbeing Board to ratify
commissioning decisions over a threshold value.
The key difference between what is in place now and what is needed for April 2015 is that
through making more effective use of schemes of delegation, Wakefield would have an
opportunity to be more responsive in commissioning health and social care services through
a forum for collective decision making to take place between both the Council and the Clinical
Commissioning Group. This joint commissioning forum would need to report into the Health
and Well‐being Board.
Better Care Fund
The CCG has now received its feedback from NHSE regarding its Better Care Fund submission
and has been assigned “Approved with support” which is an excellent result.
Nationally only 6 plans have been approved and the changes we need to make are achievable
with additional information required for final sign off by the Local Area Team. The date for
Wakefield is the 10th December however as our plan has been approved, subject to some
additional information, we should continue to work towards implementation of the Better
Care Fund from the 1st April 2015.
Regional and National Award Nominations
NHS Wakefield CCG has been successful in getting through to the final shortlist of three
regional and national awards; the Clinical Commissioning Group of the Year category for the
Health Service Journal (HSJ) Awards; the Best Governing Body award in the Yorkshire and the
Humber Leadership Academy regional Leadership Awards; and the Best Visual Brand in the
Association of Healthcare Communications and Marketing (for Our Street).
As part of the preparation for the HSJ awards staff, clinicians and partners presented an
afternoon of activity highlighting local achievements to two judges, Dr Sarah Pinto‐Duchinsky
of NHS England and David Peat formerly Chief Executive of East Lancashire PCT. We will
know whether or not we have been successful on 19 November.
The results of the AHCM will be announced on 20 November, and of the Leadership Awards
on 3 December.
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To have got this far through the process for these awards is a tribute to the professionalism,
expertise and energy of many people, including our members, our staff and our partners and
reflects the commitment made to improving outcomes for the people who live in our district.
Lead Commissioner for the Yorkshire Ambulance Service 999 Contract
From 1 November 2014 Wakefield CCG has assumed the role as the lead Commissioner for the
Yorkshire Ambulance Service 999 Contract on behalf of the CCGs of Yorkshire and the Humber. This is
a significant change from our role as the West Yorkshire lead for this contract. We have been working
closely with both YAS and the predecessor lead CCG (East Riding of Yorkshire CCG) to effectively pick
up this responsibility. This is a challenging but excellent opportunity to lead the contract management
of this high profile service. We are fully engaged with YAS in working with them to improve
performance whilst ensuring that the quality and safety of patients across Yorkshire and The Humber
is maintained.
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NHS Wakefield Clinical Commissioning Group (CCG) - Health and safety policy

This is the statement of general policy and arrangements for:

NHS Wakefield Clinical Commissioning Group
(CCG)

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

Chief Officer delegated to:
Headquarters Services Manager

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

Headquarters Services Manager and line managers

Statement of general policy

Responsibility of

Action / Arrangements

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

Headquarters Services Manager

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

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

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

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

Staff

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

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

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

Statement of general policy

Responsibility of

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

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

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

Line Managers

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

Staff

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

Headquarters Services Manager

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

Line Managers

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

Staff

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

Headquarters Services Manager

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

Fire Wardens

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

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

Line Managers

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

Staff

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

Headquarters Services Manager

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

Line Managers

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

Staff

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

Health and safety law poster is displayed:

On the ground floor.

First-aid boxes are located on each floor.

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

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

RIDDOR reporting is the responsibility of the Headquarters Services Manager with the support of the specialist services of the CS.

Signed: (Employer)

Date:

3 October 2014

Subject to review, monitoring and revision by:

Integrated Governance Committee

Every:

12

months or sooner if work activity changes

This policy document and Health & Safety advice and support for NHS Wakefield CCG has been provided by the NHS Yorkshire and Humber
Commissioning Support.
Contact: Ruth Nutbrown – ruth.nutbrown@nhs.net

This Health & Safety Policy template has been published for use by the HSE 09/09.
Further HSE Health & Safety advice is available from the HSE website http://www.hse.gov.uk/simple-health-safety/index.htm

.

Appendix 2
Five Year Forward View
The need for change
The five year forward view sets out the need for change in order to respond to three fundamental
challenges for the country:
• Changes in patients' health needs and personal preferences.
• Changes in technologies and care delivery.
• Changes in health services funding growth.

In addition to this there are a number of specific challenges which it places emphasis on which are
relevant to Wakefield and part of the transformation work we are developing. In particular
mental health and learning disability services, faster diagnosis and uniform treatment for cancer,
readily accessible GP services, prevention and integrated health and social care.
In tackling all of these issues the forward view emphasises the need for a long term approach
which will be sustainable, in line with our new approach to developing commissioning intentions.
The paper suggests that there is a need to get serious about prevention in order to avoid a
widening health and wellbeing gap, something we are already doing in Wakefield with our
proposed commissioning intentions work streams. In addition it highlights the need to reshape
care delivery and increase the use of technology to limit the care and quality gap and lastly it
outlines the possibilities of funding and efficiency gaps if we don't match reasonable funding levels
with efficiencies. These approaches have already been signed up to in Wakefield both on a CCG
level and on a partnership level which should provide sustainable outcomes.
What will the future look like
The forward view outlines a new focus on prevention to reduce the burden of avoidable illness,
highlighting smoking and obesity as two of the biggest issues facing us, data tells us that this is
certainly the case in Wakefield. The result of this is more costly treatments with the NHS spending
about £10billion a year on diabetes. This is one of the areas that Public Health in Wakefield are
having some success in, but prevention still needs to be a focus to ensure it doesn't worsen. The
document refers to public health England's priorities around obesity, smoking, harmful drinking
and reducing the risk of dementia and supports these fully, which would suggest this may become
a focus in the next planning round.
The forward view is advocating where appropriate a set of new approaches to improving health
and wellbeing:
• Incentivising and supporting healthier behaviour
• Local democratic leadership on public health ‐ using the local authorities statutory duty to

improve health and linking to licensing committees and health and Wellbeing boards
• Targeted prevention ‐ using more evidence based intervention strategies
• Support to help people get and stay in employment ‐ working in partnership with employers to
tackle sickness absence through targeted health support on MSK and mental health for example
• Workplace health ‐ again working with employers to implement workplace health programmes

There is an emphasis outlined in empowering patients, promoting wellbeing and independence
and the report sets out that work will be taken to improve information to which people have
access. In five years all citizens will be able to access their medical and care records and share
them with carers. There will also be more to support people to manage their health using the
voluntary and community sector to do this work. There is also a promise to increase the direct
control patients have over their care, particularly around choice, IPC will provide an integrated
'year of care' budget managed by patients, or by councils NHS or voluntary organisations.
There are some commitments to improving engagement, to build on the energy and compassion
existing in communities. The four actions committed to are
• Supporting carers ‐ building on new rights in the Care Act with a focus on our young carers.

Providing flexibility to our employees who are carers and using GPs to identify where our
vulnerable young carers are.
• Encouraging community volunteering ‐ this is something in Wakefield we can use out mature
partnership arrangements to support some of thesis work.
• Stronger partnerships with charitable and VCS organisations ‐ focussing on the services the VCS
can offer not just the volunteering aspect. Work will be done to reduce the complexity of
securing NHS funding allowing grant funding in some cases.
• The NHS as a local employer
New Models of Care
Over the next five years the NHS needs to move beyond traditional boundaries with complex long
term conditions requiring a new partnership approach to care. The forward view sets out a new
direction:
•
•
•
•
•

Increasing need to manage systems and networks of care not organisations
A greater emphasis on out of hospital care
Services integrated around the patient with parity of esteem
Learning faster from good practice at home and internationally
Evaluate new care models to provide greater quality and value for money

The document recognises the diverse needs of each are across the country and has set out a plan
to identify the characteristics of similar health communities across England and to work jointly
with them to consider which options within the forward view provide viable ways forward for local
health and social care services. It is important for ET to consider the approaches set out in
anticipation of this.
Additional care models set out which will be promoted from now on are:
•
•
•
•
•
•
•

multispecialty community providers ‐ building on expert generalists
primary and acute care systems ‐ vertically integrated primary and acute care systems
urgent and emergency networks ‐ urgent care centres and community health teams
Viable smaller hospitals
Specialised care ‐ greater concentration of care increasing quality of care
Modern maternity services ‐ increasing choice and independent NHS funded midwifery services
Enhanced health in care homes ‐ building on the better care fund

NHS England state that they will work with local communities and leaders to identify what changes
are needed and jointly develop new care models as appropriate , provide national and regional
expertise to implement them, provide flexibility in the regulatory, funding and pricing regimes. In
addition, designing a model to pump prime and fast track a cross‐section of the new care models,
with plans illustrating the greatest impact being ready by the end of the next parliament.
How will we get there
The forward view sets out some complementary approaches which will help in achieving what has
been set out in the document:
• Backing diverse solutions and local leadership ‐ NHSE intends to allow CCGs more influence over

•

•
•

•
•

budgets for local populations in both primary and secondary care. They intend to work with
ambitious local areas to champion a number of models of joint commissioning between the NHS
and local government such as integrated personal commissioning and more ‘better care fund’
style approaches. This won't happen until BCF 15/16 has been evaluated.
Aligned national NHS leadership ‐ greater alignment of reporting and intervention and local
inspection and assessment regimes. To deploy national regulatory, pricing and funding regimes
to support change.
Support a modern workforce
Exploiting the information revolution ‐ national focus on key systems which provide the
'electronic glue' to allow different parts of the system to work together. To do this a national
information board has been set up. Later this year the NIB will publish a set of road maps on
what to do to transform digital care.
Accelerate useful health innovation.
Drive efficiency and productive investment ‐ looking at demand and having a more activist
prevention and public health agenda, looking at efficiency with an ambition to achieve 2% net
efficiency gains each year for the rest of decade, possibly 3% at some point. Also looking at
funding, looking to close the £30b gap by one third at least.

A new deal for primary care
Over the next five years they state they will invest more in primary care. Steps NHS England we
will take include:









Stabilise core funding for general practice nationally over the next two years while an
independent review is undertaken of how resources are fairly made available to primary care
in different areas.
Give GP‐led Clinical Commissioning Groups more influence over the wider NHS budget,
enabling a shift in investment from acute to primary and community services.
Provide new funding through schemes such as the Challenge Fund to support new ways of
working and improved access to services.
Expand as fast as possible the number of GPs in training while training more community nurses
and other primary care staff. Increase investment in new roles, and in returner and retention
schemes and ensure that current rules are not inflexibly putting off potential returners.
Expand funding to upgrade primary care infrastructure and scope of services.
Work with CCGs and others to design new incentives to encourage new GPs and practices to
provide care in under‐doctored areas to tackle health inequalities.



Build the public’s understanding that pharmacies and on‐line resources can help them deal
with coughs, colds and other minor ailments without the need for a GP appointment or A&E
visit.

Conclusion
The key theme of this document is around sustainability of the NHS and the services it provides.
The focus is clearly on prevention and how we can prevent ill health in the future. It is clear that
many of the approaches taken by Wakefield CCG over the last year echo what is set out in the
forward view and in particular the work already underway around commissioning intentions aligns
to many of the proposals set out in it.

Appendix 3
State of the District Report
The State of the District report is put together every six months by the Council’s Corporate
Performance and Intelligence team on behalf of the Wakefield Together Partnership. It
provides a summary of current social, economic, health and wellbeing trends across the
Wakefield District and is designed to support and inform partners in local decision‐making
and priority setting.
This latest report has some useful information relating both directly to health and also
indirectly through the wider determinants of health and comes at a useful time as we move
towards developing our five year network plans, our commissioning intentions, our primary
care strategy and the delivery of our five year strategy.
The headline messages coming out of the latest update of this report which may be of
interest to members are detailed below:
Population
 The districts population is projected to grow from 329,708 to 346,000 people by
2023. We already know that our district has an increasing number of people aged 65
and over and this is projected to rise by 22% by the same timescale. By comparison
the number of people aged under 16 is projected to grow by 7%.
 In 2012 449 short‐term migrants arrived in Wakefield for a period of 3 to 12 months
either to work or study. This remains a challenge for some networks to identify how
to provide the best service for this group, particularly in terms of learning about how
the health system operates here.
 Wakefield has a small but growing ethnic minority population having increased to
7.2% since 2001 and with the largest proportion of those having been born outside
of the UK having been born in Poland.
 For just over 11,000 residents, English is not the main language spoken which again
is important for consideration in network plans, particularly around engagement and
communication.
 When looking at maternity services it’s important to note that in 2012 13.3% of all
births were to mothers outside of the UK compared to 6.9% in 2004.
 40,459 people in the district are living in neighbourhoods amongst the top 10%
deprived in England, this is less than 2007 however still a worry when tackling health
inequalities. There are new areas which have moved in to the top 10% most
deprived and these include the Peacock estate, Wakefield and the Wood house
estate Normanton. This is clearly important when considering network plans in
these areas.
 In 2012 there were 13,740 children under 16 who are living in households where at
least one parent or guardian is claiming out of work benefits. This is higher than the
national rate and illustrates the importance of the CCG being involved in the
production of the child poverty strategy for the district.
 9.4% of households are living in fuel poverty.

Employment and Skills
 Health remains the largest employment sector in the district which provides a
significant risk to employment in the district should public sector spending cuts
continue at the proposed rates.
 13.2% (27,750 people) of working age residents are claiming out of work benefits
which is higher than the national average.
 There have been in Wakefield higher than average reductions in claiming Incapacity
Benefit/Employment and Support Allowance. Whilst there have been an increase in
the proportion of the Department of Work and Pension Benefits group whose
principal benefit is for a disability or for caring.
 Ill health is still the major cause of worklessness in the district and is higher than the
national average. Of the Wakefield people tested under the new assessments for
Employment and Support allowance, 29% have been judged fit for work.
 Changes in claims by health condition have seen the highest reduction in
musculoskeletal conditions with a 17% reduction.
 Over recent years there has only been a small change in the number of claimants
qualifying due to mental health issues, down by 1.6%.
Housing and Infrastructure
 The numbers of households being accepted as homeless and in priority need has
increased for the second year running, however it is lower than the national average.
A disproportionate number are from ethnic minority groups.
 There are around 2.7% of households overcrowded in Wakefield, with 14.9% of
these eing Asian households and 12.7% of White other households.
Health
 Life expectancy continues to rise in Wakefield with females being born today being
expected to live longer than males to about the age of 81.3. There are however still
significant differences across the district with males born in the most deprived areas
living 10.6 years less than their more affluent counterparts. This gap is widening.
 The Wakefield Standardised Mortality Rate is higher than the region, with
premature mortality rates from cardiovascular diseases, cancer and respiratory
disease. This backs up the key programmes of work that is being proposed as part
of the planning and delivery work.
 The infant mortality rate for 2009‐11 was slightly higher than average at 4.95 deaths
per 1,000 live births.
 Respiratory Disease: 24,000 people across the district are known to suffer from
Asthma which is higher than the national average. In 2010 2.4% of patients on the
asthma register were admitted to hospital as an emergency case compared to 1.8%
nationally. Incidence of COPD is significantly higher than the national average with
2.6% of patients suffering from COPD.
 Cancer: There are around 260 newly diagnosed cases of breast cancer per year in
Wakefield and 210 of bowel cancer. Levels of prostate and lung cancers are

significantly worse than the England average. There are around 300 newly
diagnosed cases of lung cancer per year in Wakefield.
 Musculoskeletal Conditions: 35% of adults declare they suffered from back pain in
2009, with this rising to 57% of over 65 year olds. 24% of adults declared they
suffered from sciatica, lumbago or general back pain in 2009. In Wakefield there is a
significantly higher proportion of people admitted to hospital for knee replacements
with 409 people aged 65 and over admitted in 211/12. Local analysis of patient
registers estimates that there are currently around 2,530 diagnosed cases of
rheumatoid arthritis in Wakefield each year. In 2011/12 there were 1250 emergency
admissions to hospital of over 65’s related to falls.
 Mental Health: One in six adults in our district are subject to some degree of low or
depressive feelings at any time ‐ this equates to around 40,000 people. It is
estimated that there are currently 32,700 people in Wakefield (aged 18‐64) are
suffering with a common mental disorder which affects their daily function and
causes emotional distress. Recent information suggests that 80% of people in care
homes suffer from some form of dementia. Using analysis produced for the
Alzheimer’s Society, estimates are that around 3,900 people aged over 65 are living
with dementia (68), and this number is likely to rise to 4,800 by 2020, as the
population ages.
 Lifestyles: Less than one third of adults over 20 have a normal BMI. 25% of adults in
Wakefield smoke compared to 20% nationally. In 2010/11 5.3% of hospital
admissions in the district were attributable to smoking costing the CCG
approximately £7.2m. 615 adults in 2010 died from diseases which can be attributed
to smoking. Approximately 14.5% of the adult population are drinking at hazardous
or harmful levels. Under 18’s admissions to hospital due to alcohol specific
conditions in 2010/11‐2012.13 were higher than the national average at 72
admissions per 100,000.
 Smoking in pregnancy is still a problem, with 23% of women smoking at delivery
compared to 13.2% nationally. Early indication is that this has dropped below 20%
recently. For the five years 207‐11 11.1% of babies born Wakefield Central had a low
birth weight, which need to be considered as part of network plans.
 Levels of obesity in children continues to be a problem with 20.1% of children in year
6 being obese.
Community Safety



Domestic abuse incidents increased in the 12 months to March 2014 with much of
recent reports being due to verbal incidents.
There are an estimated 2,767 people living in Wakefield using opiates and/or crack
cocaine. As a proportion of population this is around 50% higher than the national
average. In 2013 89% of people in treatment for drug misuse were being treated for
opiate use. 92% re‐presented within six months. 74% of misusers are male and
around 94% in treatment define their ethnicity as white British. For those starting
treatment at the end of 2013/14 around 21% have children, 9% have no fixed abode
and a further 20% have a housing problem.

Culture and Sport
 Wakefield has a relatively low level of participation in sport and active recreation
with just 22.5% of people aged 16 and over participating in sport and active
recreation at moderate intensity.

The report along with more local ‘State of the Area’ reports are available at:
http://observatory.wakefield.gov.uk/
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1. Foreword from the
Safeguarding Adults Board 		
Chair
The provisions of the Care Act relating to adult safeguarding
will be implemented in the spring of 2015. For the first time
this will place a requirement in law on each Local Authority
to establish a Safeguarding Adults Board for its area. This
will put the protection of adults on a similar statutory footing
as child protection and signals a determination at national
level to raise the profile, ambition and effectiveness of
Safeguarding Adult Boards.
The prime objective of the Board is to help and protect
adults at risk in the Wakefield area and the main challenge
facing the partner agencies is to ensure that the Board is fit
and able to carry out its prime functions, which are to:
• Co-ordinate activity
• Monitor outcomes and effectiveness
• Use data and intelligence to identify risk and act on it
• Hold partners to account for the actions they take to 		
protect adults
There will be significant changes to practice and procedure
for all staff working in the field and the work to support
this will be shared with neighbouring authorities in West
Yorkshire. There will also need to be a strong focus on
training staff on the new regulations and guidance
To prepare for this work the Board spent some time at the
end of 2013 looking at the priorities for the future Business
Plan and followed this up with a very productive joint session
in March with members of the Children’s Safeguarding
Board. This has given the board a clearer focus on the
priorities for the coming year and also a broader perspective
on community safety and working with families. We
identified important issues of common interest which we
want to take forward with the Children’s Safeguarding Board:
• domestic violence and domestic homicide

The Board has also had honest and open discussions about
whether the resources available to support its work are in
line with its ambitions and the challenges facing us. Four
areas have been highlighted as ones where we need to be
sure that we have the right capacity to do the necessary
work:
• Policy and strategic development
• Performance monitoring and analysis
• Audit and self-assessment
• Serious case reviews
I will be working with the board members in the coming
months to keep the focus on finding the resources to meet
any gaps.
Improvement requires honest and open enquiry and in
January 2014 the board commissioned a review into the
circumstances of the death of an older woman following
concerns expressed by the Coroner. This review will not
be complete until later in the year. Recently the board has
also commissioned a serious case review into the death of
a young, disabled woman. In both cases the prime aim is
understand what happened and whether any changes need
to be made to adult protection work to try and prevent such
circumstances occurring again in the future.
This report is intended to give you a flavour of the work
that the board carried out in 2013/14 and the work that
lies ahead. We often say that “Safeguarding is everyone’s
business” so I hope you will find this report informative
and useful and that it sparks some thoughts about the
contribution you, or your organisation, can make to
improving adult protection.
Bill Hodson
Independent Chair

• young people in transition to adult services
• mental capacity
• child sexual exploitation
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2. Foreword from the Chief 			
Executive
It is incumbent on all of us to protect and support our most
vulnerable residents, whether as public agencies, carers,
family members or neighbours.
I’m reassured that Safeguard Adults Board’s Annual
Report illustrates tangible progress by those with statutory
responsibilities to ensure that adults in Wakefield live safe
from harm and exploitation, and have their needs met with
dignity and respect. Part of this reassurance is that we have
a rigorous Safeguarding Adults Board that asks questions
that need to be answered and challenges public bodies to
demonstrate a culture of continuous improvement.
In the face of unprecedented pressures on public services,
tough decisions will be made about what we can and cannot
do. This means, more than ever, the role of Safeguarding
Boards is crucial to triangulate information across agencies
and highlight the actions that are needed so we minimise
risk to people. We must always recognise, however, that
the work of Safeguarding Boards covers some of the most
sensitive, emotive and difficult times in people’s lives. Those
difficult circumstances mean we have to be personable and
understanding when trying to understand what worked well
and what needs to be improved. I was therefore delighted to
learn that 92% of people subject to safeguarding procedures
and their families were satisfied that our processes are
person-centred and achieving good outcomes, but we must
seek to better.   

2

I’m pleased that The Safeguarding Adults Board has,
alongside the Safeguarding Children Board, acted to broaden
perspectives on community safety and identify common
issues. This ensures their challenge and recommendations
are practical and rooted in the latest understanding of the
local processes.
Over the next year, I look forward to the Safeguarding Boards
continuing to provide their reassurance, advice and guidance
on safeguarding procedures and ensuring that these result
in better outcomes.
Joanne Roney OBE
Wakefield Council
Chief Executive
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3.		

National Context

Social care (‘care’) comprises personal care and practical
support for adults with physical disabilities, learning
disabilities, or physical or mental illnesses, as well as
support for their carers. The National Audit Office (NAO) has
produced a report  on the main risks and challenges as
the care system changes radically. This details increasing
pressures on the system as adults with long-term and
multiple health conditions and disabilities are living longer
leading to a rising demand for services at a time when
public spending is decreasing.
Adults’ social care needs are often multiple and interrelated
with other needs such as health. Adult social care is
therefore part of a complex system of related public services
and forms of support. How well services meet adults’ needs
depends on all parts of the system working together.
The government have sought to address these issues
through legislative and other changes that are increasing
an adult’s role in shaping their own care and support,
diversifying the types of care available and changing how
adults access it. The government’s objectives are to enhance
adults’ quality of life, delay and reduce the need for care,
ensure positive care experiences, and safeguard adults from
harm. The Care Act, due to come into effect from April 2015:
• consolidates and rationalises existing legislation
• introduces new duties on local authorities based on 		
individual wellbeing for people who need services 		
and their carers
• sets out requirements for assessing people’s needs 		
and introduces national eligibility standards for social 		
care support
• brings in a ‘cap’ on an individual’s contributions to 		
meeting their eligible care needs.
The Care Act will also bring change in terms of adult
safeguarding, placing the procedures for the first time on a
statutory footing with Local Authorities having a specific duty
to make safeguarding enquiries where an adult with care
and support needs is experiencing abuse, or is at risk of
abuse or neglect as a result of those needs
In order to respond appropriately where abuse or neglect
is suspected, everyone must understand their role and
responsibility and have access to practical and legal
guidance and advice and support which will include
understanding the local inter-agency policies and
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procedures. These enquiries will need to be recorded
in a manner consistent with meeting local and national
performance management data collection requirements.
The Act will place in statutory guidance six key principles
of adult safeguarding. These emphasise a person-centred
approach and a focus on seeking outcomes agreed with the
adult at risk. (Where people do not have capacity to make
these decisions for themselves advocates or others acting
in their best interests will be involved.).

Six Key Safeguarding Principles:
Empowerment – ensuring people have control and choice
over the decisions taken about their care, support and
protection
Prevention –looking at the causes of abuse and picking
up problems early
Proportionality – ensuring that responses are in line with
the outcome the adult wants to achieve
Protection – taking decisive and effective action when
abuse or neglect occurs
Partnership – ensuring that all organisations collaborate
well to use joint procedures and train their staff accordingly
Accountability – an important function of the
Safeguarding Adults Board is to hold each member
organisation to account for the commitments they have
made
The Act also places local Safeguarding Adult Boards (SAB)
on a statutory footing with a core membership requirement
of the Local Authority, Clinical Commissioning Group and the
Police and other board members to meet local requirements.
The SAB will be required to publish for each financial year:
• A strategic plan which sets out members responsibilities
and objectives
• An annual report detailing key achievements
• Include in the annual report any safeguarding adult 		
reviews that have been undertaken



Adult Social Care in England: Overview – March 2014
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4. Board Structure

Reportable Concerns
Chaired by Jane Wilson Designated Nurse for
Adult Safeguarding (CCG)

Wakefield and District Safeguarding Adults
Board Structure
Independent Chair
Bill Hodson

This is a sub committee of the Quality and Performance
group and considers information regarding service provider
quality standards. Its aim is to identify provider concerns
before they become safeguarding issues and work with
providers to improve standards. It reports to the Q & P sub
group, but also reports annually to the board in its own right.

Safeguarding Adults Board
Representatives from member organisations committed to
safeguarding adults at risk in the district with an agreed
constitution, business plan and sub groups of the board to
achieve the plan objectives.
ALL subgroups work to terms of reference agreed by the
WDSAB

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

Quality and Performance Sub Group
Chaired by Jim Leyland WMDC Service
Manager for Personalisation
The group takes its work plan from the objectives set out
in the overall business plan and has delegated authority to
monitor performance and improve practice through review
type processes.
The group ensures that the Mental Capacity Act is clearly
understood and to oversee the operation of the Deprivation
of Liberty Safeguards. To learn from case law decision and
keep all staff up to date on any legislative changes such
cases bring about.

4
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5. Board Key Objectives and 		
Outcomes 2013/14
Key Strategic Objectives
Set out below are the Board’s key objectives during this
review period that were reflected in the Board’s business
plan which partners worked together to achieve.
These objectives are aligned with the national Standards for
Adult Safeguarding which have been developed as part of
a sector-led response and were produced in partnership by
The Local Government Association, Association of Directors
of Adult Social Services ADASS, the NHS Confederation and
the Social Care Institute for Excellence (SCIE).
The business plan has been produced under these broad
safeguarding standards headings, with a number of subobjectives, and the actions required to achieve it. The
business plan lends itself to being broken down into Sub
Group work plans in order to achieve the overall objectives
and vision of the Wakefield and District Safeguarding Adult
Board.
1.

The Board members will champion adult 		
safeguarding within their own organisations, 		
ensure that commissioning processes have 		
strong safeguarding themes and seek to build 		
capacity in preparation for becoming a 			
Statutory Board.

The constitution of the Safeguarding Adults’ Board was
reviewed and all members have committed to achieving
the constitution’s objectives. One of the main objectives is
for all Safeguarding Adults’ Board partners to have their
own internal adult safeguarding committees. This is to
ensure that the correct awareness, training and response
to safeguarding concerns within the respective partner
organisations is delivered.
Both Local Authority and Health commissioners have
ensured that strong safeguarding measures have been
included in the contracts they have in place with service
providers. It is intended to strengthen this further with a
commitment from Health and Social Care commissioners
to work together to ensure there are similar safeguarding
provisions in both health and social care contracts, so
that the requirement to have to comply with two different
contract provisions is removed when dealing with provider
safeguarding issues.
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Creating capacity has proved a challenge when all partner
organisations have been faced with re-organisation costs
and budget reductions, but partners have continued to work
together and committed their staff to support the Board
work, such as providing venues for meetings and training.
2.

There is an outcomes-based approach from all 		
Board partners to adult safeguarding.

The Board has been working to collect outcomes data for
the last two years from person’s subject to the safeguarding
procedures, or their family who have supported them.
This data collection has taken the form of a face to face
survey completed after the case conference stage of the
safeguarding procedures. Wherever possible the survey
is completed with the person who has been the subject
of the procedures, but where they do not have capacity a
family member completes it on their behalf regarding their
experiences.
The safeguarding procedures must be person-centred and
designed to work with the adult at risk to achieve their
desired outcomes. The outcomes data from the survey is
a measure of how successful we have been in achieving
this aim. The survey follows the principles of the ‘Making
Safeguarding Personal 2014’ national challenge to obtain
outcomes data. Many of the Local Authorities who have
taken part in this challenge have only completed single
figure interviews. In 2013/14 we had 36 completed surveys
with a satisfaction rating of 92%, which gives assurance to
the belief that our process is person- centred and achieving
good outcomes.
3.

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

Performance
Throughout the year, efforts have been made to improve the
type and quality of performance management information
available to the Board. By January this had developed into a
dashboard of performance information which included both
quantitative and qualitative data.
The responsibility for examining this data was then remitted
to the Quality and Performance sub group and for them to
make exception reports on performance to the Board. One
of the current challenges is the capacity to audit or dip into a
sufficient sample of cases to provide supporting information
to any exception reports.
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It is essential that the Board can assure itself that it is
working effectively against agreed standards and that all
partners are fulfilling their responsibilities. Proposals have
been made nationally and regionally to improve audit and
self-assessment and discussions will also continue with the
Childrens Board on areas of joint activity.
Learning from our own internal review processes and other
Authority’s serious case reviews have been reported to the
Board and used to improve practice. There has been a great
deal of activity around self-neglect and the introduction of
a Vulnerable Adult Risk Matrix (VARM) to provide partners
with a framework in which to work with people who have
capacity, but whose self- neglect is so serious it is likely to
result in their death.
The ability to electronically record Large Scale Investigations
(LSI) on the Councils’ data collection system regarding
provider general standards and the ability to record concerns
regarding providers which did not meet the safeguarding
threshold have all been progressed this year. New LSI
templates have been introduced which are fit for purpose
when dealing with whole service issues were developed and
implemented. The system of collecting intelligence regarding
service provider standards to enable early intervention has
also continued to develop.
Training
Board members are responsible for training their own
staff and this has continued throughout the year. Large
organisations such as the Mid Yorkshire Hospitals NHS
Trust MYHT) have a potential 8,000 staff to train. MYHT
achieve this by delivering a rolling programme of training
based on the needs of their staff. This approach is taken by
other board partners from basic awareness right through to
specialist knowledge.

This year also saw the delivery of the safeguarding
partnership investigation training. This was a one day
session covering all the basics of safeguarding and how
understanding each other’s roles and working together
produces the best possible outcomes. This training was
the largest undertaking ever endorsed by the Safeguarding
Adult Board as it consisted of 18 one day sessions training
almost 200 members of staff from 12 departments or
organisations.

6. Board Key Objectives for 		
2014/15
The Board business plan was for two years 2013-15. A
Board development session has held in December 2013 to
review the plan and objectives.
The same three key strategic objectives will be rolled over
into 2014/15, with one key addition.
Objective 4. To develop closer working relations with the
Children Board on key cross over issues.
• Alignment of the respective annual reports and their
presentation to partners boards, Health and Well Being
Board and scrutiny.
• To seek to hold a joint board session on the domestic
violence strategy and implications for Domestic Homicide
Reviews
• To seek to hold a joint session on child sexual exploitation
(CSE) identifying the Mental Capacity Act issues around
children with learning disabilities transitioning from child to
adulthood.
Examine the potential for joint work on audit and quality
assurance in areas of common interest.

During this 2013/14 the Police began a West Yorkshire wide
review of their safeguarding units, including the training at
awareness level required for all staff and the more specialist
training the safeguarding investigators need to be fully
effective in their role.
The Local Authority invested in specialist chairing skills
training for social worker team managers to support them
in this crucial role. The training also included administrative
staff minute takers to build the understanding required
between chair and minute taker to ensure accurate records
of meetings are taken. It also included commissioners
from both the Local Authority and Health who are regular
attendees at safeguarding meetings to better understand
both the chairs role and their role at the meetings.
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7. Local Context - Board 			
Activity Highlights
April 2013 – Peter Edwards delivered Mental Capacity
Act training with a focus on the issues arising during the
transition period 16/17 year olds to becoming adults.
The training was arranged after a complex case involving
a young person with learning disabilities and concerns
regarding sexual exploitation and the need to ensure wider
understanding across partnership staff.
April 2013 - The Safeguarding Adults’ Board annual
conference was held at Fieldhead hospital with a theme
‘Using legislation to protect people’. Peter Edwards was the
keynote speaker and four workshops were held on different
subjects either side of the lunch break.
April 2013 – The system for recording Provider only quality
safeguarding alerts was re-launched with all such alerts
having to go through Social Care Direct to ensure they are
recorded correctly.
May 2013 – The Reportable Concerns Group agreed a
process for recording Provider quality intelligence termed a
Notification of Concern (NoC). This is a process designed to
record issues which fall short of a safeguarding alert, what
was done about it and then for the Reportable Concerns
Group to consider the information alongside anything else
which is known to decide if early intervention is required
to support the provider to ensure quality standards are
maintained.
May 2013 – Bill Hodson was appointed as the first
independent chair of the Wakefield and District Safeguarding
Adult Board.
May 2013 – A Root Cause Analysis (RCA) report and action
plan was completed in response to the recommendation of a
serious case review initial panel in 2012.
June 2013 – The Challenging Behaviour Steering Group
was established to oversee actions arising from the
Winterbourne View Serious Case Review.
July 2013 – A Local Authority and South West Yorkshire
Mental Health Trust group was established to oversee the
implementation of the Root Cause Analysis report action
plan regarding establishing a data base of all service
users subject to section 117 of the Mental Health Act and
reviewing the discharge of patients from the Horizon Centre
subject to S117 to the care management of the community
teams.
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September 2013 – David Sheppard delivered a bespoke
training session to a multi-agency audience at the Police
Training school regarding how to achieve successful
prosecutions using the Mental Capacity and Mental Health
Acts. Several years ago problems were experienced in the
quality of evidence gathered in a large scale investigation
and these issues are still apparent in some criminal
investigations. The training was aimed at providing the
knowledge necessary to gather the evidence correctly in
order to have the best chance to secure a conviction and
was linked to the correct contractual procedures to follow to
ensure the avoidance of civil litigation from the provider.
September 2013 – The first reflective practice peer
review meeting for Case Conference chairs was held.
The team managers staff a rota to provide the necessary
independence to a case conference. They do not chair their
own team’s case conferences and chair the meeting having
read the papers with no pre-conceived ideas. The chairing
process is however very demanding as it can often involve
the victim or their family being present and the person or
organisation alleged to have caused the harm. The chairs
need to facilitate a multi-agency decision as to whether the
conference believes abuse or neglect has occurred or not.
The chairs welcomed the opportunity to share experiences
and learn from each other and wanted to make the meetings
a regular part of their reflective practice. They also requested
some formal training for their role as most of them had not
received this type of training before.
September 2013 – A Network event was held at St
Catherine’s Church conference facility titled, Safeguarding
- Back to Basics. This was done in response to previous
events where attendees asked for information regarding
what is safeguarding. Over 80 people attended with half
coming from provider organisations who were given an
overview of safeguarding from the SAB manager, team
managers and commissioning staff with specific examples
of why some things were not suitable for the safeguarding
procedures. 47 of the attendees completed evaluation forms
with a strong emphasis on how the event would influence
their practice.
October 2013 – The Coroner made a request via the
Police that a Serious Case Review be considered regarding
a lady who died in Pinderfields hospital in August 2012,
after refusing all offers of help and support from Social
Workers, General Practitioner (GP), Geriatric Consultant and
Ambulance Service. This case had already been subject
of a reflective practice meeting and cascade training in
2012 which changed practice, but an initial serious case
review panel was convened in November to consider if more
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needed to be done to equip staff better if faced with similar
circumstances in the future.
The decision of the initial serious case panel was that the
case did not meet the criteria for a serious case review,
because the harm caused was not as a result of a third
parties abuse, but because of the service users own actions.
The issue of self-neglect /refusal of services is however a
national issue challenging partner organisations and their
response to such refusals. It was therefore decided to
commission an independent review of the case, the response
and subsequent actions and current best practice. This was
communicated back to the Coroner who suspended the
Inquest pending the review report.
November 2013 – The first of 14 planned one day
Partnership Investigation training sessions began. The training
covered the basics of the safeguarding procedures as per
the West Yorkshire procedures, Mental Capacity, the basics
of investigation and how this can be improved through jointly
agreed actions. Two case studies were used in the training
including a case from 2010 which went to Inquest in 2012
and raised some concerns from the Coroner’s office regarding
safeguarding practice at that time. Including this case in the
partnership investigation training was part of the assurance
response to the Coroner.
The initial planned partnership training courses were over
subscribed and four more sessions have been planned.
There are 12 places allocated per session, so by the end of
the training, over 200 staff directly involved in safeguarding
practice will have benefitted from the training.
November 2013 – NHS Wakefield Clinical Commissioning
Group held a successful combined Mental Capacity Act (MCA)
2005 and Prevent Training event for over 190 GPs.
The cross district event was held at Pontefract Racecourse
and the key note presentation was delivered by Peter
Edwards, a solicitor and expert in fighting for the rights
of the vulnerable and those with mental health problems.
This provided an input on a key piece of legislation for all
practitioners to inform and support their practice.
December 2013 – Achieving Best Evidence (ABE) training is
normally confined to children social workers undertaking the
training with the police. Many of the issues associated with
this training are directly transferable to adult safeguarding
work as knowledge of police practices around video
interviews and support to the victim are becoming common
practice in adult safeguarding investigations. In 2012 two
adult social workers were given places on a child / police ABE
course and confirmed its value for adult social workers.
A bespoke adult ABE course was therefore commissioned
for 12 adult social workers and four officers from the
8

police adult safeguarding unit. The 12 social workers were
chosen through consultation with their managers as having
experience in joint investigations with the police and able
to become sources of advice to their social work team
colleagues. This ABE training for adult social workers and
adult safeguarding police places us at the forefront of such
joint working nationally as this is not yet common practice in
adult safeguarding.
The ABE course together with the Partnership investigation
training has enabled particularly social workers and police
officers to better understand each other’s needs and
objectives. It has also fulfilled the requirement to ensure that
our staff are legally literate and better able to make informed
safeguarding decisions, whilst at all times keeping the service
user at the heart of the process and working with them to
achieve their desired outcomes.
December 2013 – The Safeguarding Adult’s Board members
held a development session at Wakefield District Housing
(WDH) headquarters at Merefield House, Castleford. The
members reviewed the aims and objectives of the board
and the resources required to achieve those objectives. The
session was very well attended and provided a valuable
opportunity for members to think through a number of issues
and how these may be addressed.
December 2013 – In 2012 new safeguarding templates
were introduced to record issues regarding individuals. These
have been successful in ensuring a consistent process to
the safeguarding procedures and enabled a performance
management system which can track case progression.
After the introduction of the ability to record general service
provider quality issues termed large scale investigations (LSI),
it was identified that the individual safeguarding templates
were not fit for purpose when used for LSI.
New draft LSI templates were produced and consulted upon
with operations, commissioners from both the LA and Health,
legal and the SAB business manager. The templates were
trialled and monitored by the SAB business manager and
signed off as fit for purpose by the Quality and Performance
sub group in December and reported to the WDSAB in
January. The new templates included a requirement to update
the relevant GP practice for any residential LSI where the GP
practice would be visiting regularly.
January 2014 – The Designated Nurse for Safeguarding
Adults Wakefield Clinical Commissioning Group has been
active all year promoting safeguarding adults with all the GP
practices. In collaboration with social work operations staff, a
GP letter was finalised to be sent to the GP practice whenever
an individual was subject to an adult safeguarding protection
plan. The GP practice would ensure this was placed on the
individuals health file when on-going and finalised with a
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second letter from the investigating social worker when the
protection plan ended.
The purpose of the letter is to include the GP practice in the
adult safeguarding issue and bring the process more into
line with child protection processes, although in the adult
case under the caveat of requiring their consent, or in the
case where the individual does not have capacity a decision
to do so in their best interest.
January 2014 – The business manager in collaboration
with the LA legal advisor produced a case conference
appeals process which was approved by the WDSAB. An
appeals process is necessary as the normal complaints
procedures cannot deal with an appeal against a multiagency decision on a finding of abuse. Without an appeals
process the only avenue is via the Ombudsman or Judicial
review, which in most cases is not a proportionate avenue to
follow. The appeals process makes us more European Court
for Human Rights (ECHR) compliant and ensures there is no
gap in our process.
February 2014 – The Inquest into the death of a young
man which resulted in the Root Cause Analysis (RCA) work
referred to in July 2013 was held. The Coroner explored
the circumstances of the case and the business manager
presented the RCA work and action plan, most of which had
been completed. The Inquest result was a finding of natural
causes.
February 2014 – The Training sub group held their latest
Network event this time with a theme of Mental Capacity Act
2005 (MCA) – back to basics. This was the most successful
event to date, with over 140 attendees, nearly half of whom
were service provider staff. The cost of the event entailed
the hire of St Catherine’s as the venue and the provision of a
hot drink to the attendees. The presenters were all involved
in the operational implementation of the MCA or Deprivation
of Liberty Safeguards (DoLs) and the business manager,
ensuring that the training was cost effective
The feedback on the event was excellent with many saying
how it ensured greater understanding and would result in
a change in practice. The weeks immediately following the
event resulted in an increase in calls for advice and DoLs
assessments to comply with the legislation. These findings
supported the national work that MCA and DoLs are not
yet truly embedded in day to day activity and indicates that
further work on MCA training is required.
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March 2014 – In response to the operational team
managers who chair the adult safeguarding case
conferences, a series of bespoke chairing skills training days
were undertaken. The business manager collaborated with
the administration manager and two case conference chairs
to produce a minute taking protocol to meet timescales
and consistency. To enable closer working administrative
minute takers were included in the chairs training.
Commissioners are also regular attendees at safeguarding
meetings and whilst they contribute to the safeguarding
process, they have their own contractual issues to follow
through. These processes should work together and
complement each other; therefore commissioning staff were
also included in the training.
The purpose of the training was for everyone to gain a
greater understanding of each other’s role. The principle
was to support the chairs in their role, but the chairs also
needed to appreciate the role of the minute taker and how to
support them to ensure more accurate and timely minutes.
The chairing skills training, accurate and timely minutes are
important now, but as this process will become statutory in
2015, it was deemed of sufficient importance to make it a
mandatory requirement to attend one of the 1 day sessions
for all the team managers who chair case conferences.
March 2014 – A joint development session was held with
the Children Board with 30 attendees from across the
Wakefield partnership. The meeting agreed closer working
relations, starting with alignment of the annual reports with
a more consistent presentation style and delivery to the
respective partner agency boards, Health and Well Being
Board and Overview and Scrutiny committee as soon as
possible in the second quarter of the year.
It was also decided to hold further joint sessions, one on a
theme of domestic violence and domestic homicide reviews.
The second on child sexual exploitation and the links to
transitions particularly affecting young people with a learning
disability and the relation with the Mental Capacity Act 2005.
The Children Board also agreed to evaluate the feasibility
of including adults in the 2014 section 11 audit and if not
possible work towards this being achieved in the 2015 audit.
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8. Learning Disability Partnership 9. Commissioning and 			
Board Report
Safeguarding
The work of the Learning Disability Partnership Board (LDPB)
contributes to greater inclusion and improved health and wellbeing for people with learning disabilities and those on the
autistic spectrum and carers. This year the Learning Disability
Partnership Board (LDPB) has supported:
• A joint approach to address the learning and 			
recommendations from the Winterbourne View Serious 		
Case Review and subsequent Department of Health 		
recommendations by establishing a joint assurance 		
clinic, working to a single comprehensive plan, 			
which scrutinizes findings from a quarterly audit of all 		
people placed out of district, including those in hospital.
Information is then presented to Wakefield’s Joint 		
Strategic Commissioning Board, Safeguarding Adults 		
Board and Health and Well-Being Board.
• The development of a Joint Strategic Commissioning 		
Strategy for People with Learning Disabilities and/or 		
Autistic Spectrum Conditions, whose Behaviour 		
Challenges Carers and Services.

Commissioning Team Perspective
The Commissioning Team within the Adults, Health and
Communities Directorate provide a significant contribution
to adult safeguarding processes within the District including
appropriate input into the Multi-agency Safeguarding
Processes.
The specific safeguarding mechanisms and processes
undertaken by the Commissioning Team are multi-faceted
and cover the entirety of the commissioning process / cycle.
These include:
• Risk based monitoring of contract compliance of providers
• Multi-agency intelligence sharing and action / 			
compliance planning
• Annual reviews of care home residents
• Regular engagement and feedback to providers
The commissioning of a range of specific services
designed to promote safeguarding for example:

• Completion of the:
•
•
•
•

Winterbourne View Stocktake response
Learning Disabilities Annual Report
Learning Disabilities Self-Assessment
Autism Strategy Self-Assessment

Other key areas of work have included:
• Employment Support refresh
• New Reasonable Adjustments Group to improve access to
services for people with Autism
• Review of carers service and expansion of Shared Lives

• Reducing risks of social isolation
• Reducing risk of trips and falls
• Emergency Response
• Low level practical support and maintaining independence
• The incorporation of a range of standard contract terms
and conditions with a safeguarding focus.
• The evaluation of contract to include safeguarding 		
processes
• The requirement for critical services providers to develop
Emergency Planning & Business Continuity Processes

• Launch of VIP Health Passport and Annual Health Passport
• Carers Development Day
• Safer Places Scheme for Vulnerable Adults
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10. Adults Health and 				
Communities – Wakefield 		
Council
During the period of review Wakefield Council continued the
Family Services re-structure and completed the process of
separating children and young peoples’ services from adult
services, which has resulted in the creation of the Adults
Health and Communities directorate.
The Local Authority has the responsibility to co-ordinate
safeguarding investigative activity. All safeguarding concerns
have to be reported to Social Care Direct where an initial
evaluation is undertaken. If it is recorded as a safeguarding
concern at this stage it is termed an alert. These alerts
are allocated to the respective Adult Team Managers in
Operations, Learning Disabilities or Community Mental
Health Teams who decide if the alert needs to progress
along the safeguarding procedures route or if the alert
can better and more proportionately be dealt with by other
processes .
Alerts which progress through the safeguarding procedures
are considered at a strategy meeting or discussion to decide
if the alert needs to be fully investigated. Cases which
progress from the strategy phase to being investigated
are now called referrals and the investigation could be
conducted by the Provider, Social worker, Police, other
agency or a combination of these. The investigation findings
are presented at a multi- agency Case Conference where
a decision is made as to whether the allegation of abuse or
neglect is felt to have been substantiated or not.
The terms which are used have become National terms
through the requirement to report on an annual basis
safeguarding statistical information to the Department of
Health under the Safeguarding Adults return (SAR) reporting
mechanism.
Throughout the year work has continued on training,
performance management information, partnership working
and a focus on safeguarding outcomes information to inform
practice.
During this reporting period a Root Cause Analysis (RCA)
report was completed in response to an initial serious case
review panel decision in 2012 to commission such a report.
The action plan has been worked on throughout the year and
was reported upon to the Coroner at the Inquest associated
with the case in February 2014. Two main issues are still to
be resolved which relate to an updated protocol for section
117 of the Mental Health Act and updating CareDirector
with the legal status of everyone subject to S117, together

Safeguarding Adults Board Annual Report 2013 to 2014

with other statutory processes such as guardianship and
Deprivation of Liberty Safeguard provisions. These final
pieces of work will be completed in 2014/15.
An initial serious case review panel was convened in
November 2013 after a Coroner’s request to consider a
review into the case of a person who died after refusing
social work, doctor and ambulance assistance. The panel
did not believe the case merited a full serious case review
process, but it raised sufficient concern that the panel
recommended an independent lesson learned review be
commissioned. This review is on-going and will be finalised
in 2014/15.
A major piece of work during this reporting period was
the Partnership Investigation training delivered to 200
practitioners directly involved in adult safeguarding. This
involved a series of one day training sessions and has been
the largest multi-agency adult safeguarding training ever
undertaken in Wakefield.
An intelligence reporting system regarding service provider
general quality issues has been established and the
recording system and the templates in use for provider
only large scale investigations were consulted upon with
operational staff, commissioners and legal and new
templates brought into use to improve the accuracy and flow
of recording in these cases.
Chairing skills training was delivered to all managers
who chair safeguarding meetings and this was combined
with administrative support staff and commissioners who
regularly attend safeguarding meetings to ensure everyone
understood and appreciated each other’s roles. The training
was accompanied with a written protocol regarding how
chairs will authorise minutes and the timescales to be
observed. The training was aimed at improving consistency,
accuracy and quality of safeguarding minutes, the recording
of which is an integral part of the safeguarding process.
Michael Wharton
Safeguarding Adults Business Manager
Wakefield Council
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11. 		 Mid Yorkshire Hospitals 		
		 NHS Trust
The Trust continues its focus to make improvements to
systems and processes that enable the Trust to identify
vulnerabilities in adults who access the Trust services.
Prevention and early recognition of vulnerabilities is a key
part of acute and community health work. Supporting this
approach is the commitment to increase safeguarding
adult awareness and knowledge in all staff by delivery of
safeguarding adult mandatory training and additional learning
approaches to meet the needs of a diverse staff group.
A key area for 2013/14 has been ensuring that safeguarding
is integrated into the Trust clinical governance framework.
This improvement in safeguarding governance has increased
the organizational awareness of the role of the safeguarding
team and the expansion of the agenda of safeguarding adults.
A domestic abuse awareness campaign was initially triggered
by a theme that arose from safeguarding children serious
case reviews. A training needs analysis of certain groups
of staff in relation to domestic abuse was undertaken. This
work led to a significant amount of tailored training for
specific groups of staff and led to an innovative approach to
training being trialed in the Emergency Departments to meet
their identified training needs. This model of training will be
evaluated and assessment of whether this met the needs of
staff will be part of the evaluation during 2014.
Over the year, running parallel to this work was an
organizational focus on improving compliance with all areas
of mandatory training. Safeguarding children training is
mandatory and compliance with this training was subject to
scrutiny as despite a great number of options being available
to access the training, compliance was lower than what the
Trust expected. Innovative approaches to increasing the
training compliance were taken by the Safeguarding team
over the year and at the end of March 2014 the Trust target
was met for all levels of safeguarding adult training.
Level 1

safeguarding adult training

100%

Level 2

safeguarding adult training

80%

12. South West Yorkshire
		 Partnership NHS Foundation 		
		 Trust
The aim for South West Yorkshire Foundation Trust for
2013/2014 was to ensure that Safeguarding became
an integral part of service delivery and not an add on to
service delivery. Safeguarding Adults and Children is a key
strategic objective for SWYFT and for the year 2014/2015
it is a priority within the Trust Annual planning cycle and
Quality Improvement Plans. There has been a strategic
safeguarding steering group set up which supports the
delivery of safeguarding at a strategic level by engaging with
operational leaders. The employment of practice governance
coaches enables coaching of staff when they are faced with
progressing cases and a key objective for 2013/2014 has
been record keeping and care planning which is essential to
safeguarding.
Last year saw Safeguarding embedded across many
different work strands and policies .A review of Human
Resources Policies has been based on best practice in Safer
Recruitment and now all policies have safeguarding within
them. Recruitment is clear on expectations of values and
responsibilities towards safeguarding with a commitment to
safeguarding in the recruitment process through to induction,
appraisals, personal development and supervision. The
Clinical Supervision policy is clear that safeguarding is to be
considered at every supervision meeting. The clinical risk
management and care programme approach document also
has safeguarding requirements integral to process.
Operational challenges have been to integrate the Mental
Capacity Act into front line practice and as a key element of
safeguarding adults decision making and we will continue to
work closely with the Mental Capacity lead to empower staff
to enact this legal requirement. Another challenge is to embed
all the policy changes into practice and that will remain an
objective for 2014/2015
Julie Fleetwood
Assistant Director Nursing Portfolio Lead Safeguarding
South West Yorkshire Partnerships NHS Foundation Trust

In addition all 16 matrons have accessed the Level 3
Safeguarding adult partnership training hosted by the WDSAB.
Mrs. Kate Firth
Head of Safeguarding
Directorate of Nursing and Quality
Pinderfields Hospital
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13. West Yorkshire Fire and 		
		 Rescue Service
West Yorkshire Fire and Rescue Service (WYFRS) believes
that everyone has the right to live their life free from abuse
and neglect regardless of race, gender, disability, age,
sexual orientation, religion and belief, gender reassignment,
marriage and civil partnerships, and pregnancy and
maternity. The service acknowledges that safeguarding
children and vulnerable adults is “everybody’s business” and
is committed to playing an active role in safeguarding work.
In Wakefield District, operational crews and Prevention Team
are responsible for carrying out Home Fire Safety checks
each year and are best placed to identify any safeguarding
concerns within the home environment.
To support employees in raising concerns, WYFRS has
developed a safeguarding e-learning training package,
covering ‘recognising and responding to abuse’, which is
a mandatory course for all WYFRS employees. A further
more in depth facilitated led training programme has been
designed for all employees identified as having a role where
the exposure to vulnerable adults and children is increased.
WYFRS continues to work with the Wakefield MARAC
(Domestic Violence) and MAPPA (Violent Offender)
processes to ensure that all fire safety issues are raised and
interventions put in place for those most at risk, recognising
the importance of a multi-agency approach to reducing
injury amongst vulnerable adults.
The agreed reporting structure as set out in WYFRS Policy
is for quarterly activity reports to be presented to the
Corporate Diversity Board, and an annual report presented to
Management Board.
The Safeguarding policies and procedures are reviewed on
an annual basis or as required due to legislative changes.
Jayne Dando
Wakefield District Prevention Manager
Wakefield Fire Station

14. West Yorkshire Police
The last year has seen significant changes within Wakefield
safeguarding. The police and partners have now moved into
the new District HQ at Havertop Lane at Wakefield. This
has given us the opportunity to bring together the adult
and child police safeguarding teams in one large office and
closely aligned to the other crime teams.
There continues to be wide ranging of cases being
investigated by the WYP adult safeguarding team including
domestic violence, missing from homes, vulnerable adult
neglect issues, and sexual assaults. The force Operation
Topaz which was a centrally located team who dealt with
all rapes has now been disbanded and the officers are now
located within local safeguarding units.
A significant increase in the reporting of human trafficking
has brought significant challenges. There are a number of
ongoing investigations and police are working closely with
the National human trafficking centre.
The Joint investigation team of child safeguarding police
officers and social workers is going from strength to strength
and is now truly embedded in daily business. We are now
looking at how we can follow this similar good practise with
the adult safeguarding world.
After a lot of hard work and planning the Multi Agency
Safeguarding Hub has gone live in January 2014. The
co-located team are next to the operational safeguarding
teams. All concerns for a child are referred to the social
care front door and cases are then reviewed by the MASH.
Partners have access to their own IT systems and are able
to research to ensure that the local authority is fully informed
of all relevant information to make an informed decision
on the appropriate action to safeguard the child. Partners
from Police, housing, local authority, probation, YDSS, health
and education are involved. We are reviewing how we can
consider this in light of adult safeguarding concerns moving
forward.
Overall a very positive 12 months which demonstrate the
commitment and hard work of all the teams involved with
safeguarding in Wakefield District.
DCI Karen Gayles
Wakefield District Crime Manager
West Yorkshire Police
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15. Care Quality Commission
The Care Quality Commission’s (CQC) responsibility regarding
safeguarding is to ensure that CQC uses its regulatory powers
to ensure that risks to people, who receive services that are
regulated by CQC, are minimised. CQC powers will be used
promptly and in accordance with CQC frameworks for judging
compliance with the regulations outlined in the Health and
Social Care Act 2008 and the Commission’s enforcement
policy.
In Wakefield this work continues in three ways. Firstly,
CQC meets regularly with commissioning and safeguarding
officers from Wakefield District Council and NHS Wakefield.
The purpose of these meetings is to share information about
services which may pose a risk to people’s safety. Secondly,
outside of these meetings partnership agencies may refer
concerns that have been brought to their attention to
CQC. Commission inspectors may respond by undertaking
inspections in order to ascertain whether or not the service
is complying with national standards and if not, determine
the action that needs to be taken to address this. In addition,
there are occasions when inspectors identify incidents
that mean people may be at risk. In these circumstances
inspectors will make a safeguarding adult alert. Thirdly,
inspectors are also involved in meetings convened by
Wakefield Adult Social Care Services to consider actions
necessary to either investigate concerns raised and/or to
ensure the safety of vulnerable people who receive services
that are regulated by CQC.
CQC records the number of safeguarding matters, being
brought to its attention and that occur within regulated
settings. That is to say that we receive concerns from service
users’ relatives, the provider and/or partner agencies such
as the police or the local authority. There are also incidents
that may have been observed by inspectors. Over the past
year 2013-14, we have noted 994 incidents in regulated
services in Wakefield. Of these, the vast majority (983(97%))
are incidents that have been classified as matters of concern
and about which the local authority was already aware. The
remainder (20) were new alerts to the Commission and only
a small proportion (11(2%)) of these were considered to be
new matters that required referral to the local authority for
investigation.
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This suggests that there is greater awareness of safeguarding
in the health and social care community in Wakefield and
provides assurance that appropriate action is being taken,
when these incidents are brought to the attention of CQC.
This year has been one of considerable change for CQC. The
Commission has strengthened its regulatory approach in the
light of the events at Winterbourne View, and the findings of
the Francis report Inquiry into Mid Staffordshire NHS Hospital.
Throughout the year Commission has been engaged in a
consultation with partner organisations and the public about
its strategic approach to regulation, new methodologies,
fundamental standards and the reintroduction of quality
ratings.
In early 2013, when the Francis report was published, CQC
Chief Executive David Behan said: “Robert Francis’s report
is a defining moment for everyone involved in healthcare.
People were badly let down by the NHS and those responsible
for healthcare regulation and supervision. Our thoughts are
with the families who have suffered. This kind of long term
failure must not happen again.
“We agree with Robert Francis that the NHS should
maintain a positive patient-focused culture throughout.
“CQC’s purpose is to make sure hospitals provide
patients with safe and acceptable standards of care,
underpinned by an open culture and effective leadership.
The primary responsibility for delivering quality care
lies with the leadership of hospitals, care professionals,
clinical staff and those who commission the care.
“No system can guarantee that there will never be
failings. Regulators and supervisory bodies must be
much better at identifying and challenging poor care and
in working together to improve people’s experiences
of care. And boards, managers, care staff and
commissioners must take responsibility. And we must all
listen to patients.”
The findings of the report, and ministers’ statements at
that time set clear objectives for CQC which strengthen the
Commission’s role as regulator. CQC will continue to operate
as a single, unified regulator across health and social care.
CQC has progressed with the recommendations of the Report
with respect to appointing Chief Inspectors of Hospitals,
Adult Social care and Primary care and integrated support.
This work will continue into 2014 and is reflected in the
Commission’s strategy for 2013 – 2016.
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The Commission’s priorities remain to:
1. Respond swiftly to concerns that suggest providers
		
are not complying with the regulations and failing to
		
safeguard the people for whom they have 			
		 responsibility.
2. Ensure that all social care providers, independent 		
		
health care providers and NHS trusts are inspected.
		
Inspections continue to be unannounced, 			
		
unless there are specific reasons for this not to be 		
		
the case. .
3. Review from a national perspective health and 		
		
social care issues of public concern.
Wendy Dixon, Compliance Manager – Wakefield
Care Quality Commission

16. Yorkshire Ambulance Service
Yorkshire Ambulance Service (YAS) NHS Trust was
established on 1st July 2006 when the county’s three
former services merged. YAS was previously made up of the
West Yorkshire Metropolitan Ambulance Service (WYMAS),
Tees, East and North Yorkshire Ambulance Service (TENYAS)
and South Yorkshire Ambulance Service (SYAS). Currently,
YAS employs 4612 staff, who, together with over 960
volunteers, provides a 24-hour emergency service to more
than five million people; YAS covers the whole of Yorkshire
and In 2013-14 received 802,001 urgent and emergency
calls; responded to a total of 706,666 incidents of which
267,716 were categorised as immediately life-threatening
and made 886,312 journeys transporting patients to and
from their planned hospital appointments.
As an integral part of the NHS in Yorkshire, YAS work closely
with hospitals, health trusts and healthcare professionals as
well as the other emergency services (YAS NHS Trust Annual
Report 2013-14).
YAS makes approximately 750 – 800 safeguarding alerts
each month, across Yorkshire and the Humber, to Children’s
and Adult Social Care. During 2013-14 YAS completed 218
alerts regarding vulnerable adults in the Wakefield area.
As well as handling emergency 999 calls, YAS also provides
the 111 service for the region that facilitates urgent medical
help and advice line. NHS 111 handled 1,100,599 calls
during 2013-14. The Safeguarding Team within YAS consists
of 1 Named Professional for Adults, 1 Named Professional
for Children, 1 Safeguarding Practitioner and the Head of
Safeguarding. The Safeguarding Team work in partnership
with 13 Local Safeguarding Adult Boards and 13 Local
safeguarding Children Boards across the region.
DKC Blain

17. Wakefield Clinical 				
		 Commissioning Group
Wakefield Clinical Commissioning Group (CCG) strengthened
its commitment to safeguarding by developing a role
specification for the clinical Safeguarding Adults governing
body member. Sharon Fox (Independent Nurse member of
the Governing Body) was agreed by the board as the clinical
lead; Sharon also became a member of the WDSAB. Sharon
works closely with the Designated Nurse to ensure that the
Governing Body is assured, and any risks are escalated in a
timely manner.
The CCG reviewed its internal governance arrangements
and Safeguarding Adults is now reported formally to the
governing body via the Integrated Governance Committee
bi monthly with the CCG governing body receiving its first
annual report for 2012/13
The CCG has continued to work with its main NHS partners
(MYHT, SWYPFHT and SPECTRUM CiC) and attends the
safeguarding forums both to seek assurance but to support
NHS partners in these challenging times.
The NHS Safeguarding adult’s standards were reviewed and
refreshed in light of the Francis report and Winterbourne
action plan. These were reissued with the 2014/15
contracts for all providers.
The CCG has worked collaboratively with the NHS
commissioning board on key policies and assurance and has
contributed to the work plan for both 2012/13 and 2013/14
The CCG commissioned a very successful GP education
event in November 2013 on the Mental Capacity Act 2005.
Over 200 Wakefield GP’s attended the event presented by
Peter Edwards a nationally renowned expert on MCA and
Mental Health Act legislation. The event evaluated extremely
well with one comment stating it was the best event they
had attended.
Safeguarding Adults training was delivered for Network 5 on
February 12th 2014 to 70+ GPs and Practice Nurses. This
was the first bespoke safeguarding adults training event
delivered within the CCG, and will be reviewed post feedback
evaluation.
The Designated Nurse works closely with the LA by chairing
the Reportable Concerns Group, attending the Quality and
Performance subgroup. The CCG ensures that it collaborates
with the safeguarding process where it commissions the
service.

Head of Safeguarding
Safeguarding Adults Board Annual Report 2013 to 2014
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The CCG worked with the LA to enable GP’s to be informed
when an adult patient is subject to a protection plan; this was
launched in February 2014. This will enable GP’s to work with
other partners to enable people to feel safer.
Jane Wilson – Designated Nurse Safeguarding Adults
Wakefield Clinical Commissioning Group

18. Independent Care Home 		
		 Representative
We ensure that all residents within the care homes I am
associated with live in a safe, non-threatening and abuse-free
environment. Abuse, in any form will not be tolerated
As an active member of the ISGL (Care Homes within
Wakefield and Pontefract) safeguarding adults is at the
forefront of our business.
We ensure that suitable arrangements are in place to
safeguard the residents from risk of abuse by following
robust recruitment practices, ensuring all staff are updated in
safeguarding training on an annual basis.
Residents and relatives/ friends of the people who use the
service are made aware of safeguarding and the importance
of reporting concerns immediately no matter how small.
The policies within the care homes are clear identifying the
different types of abuse, stating how to identity, report and
respond appropriately to suspected or actual abuse.
The government and local guidance about safeguarding
people from abuse is accessible to all who use the services.
We are committed to pursuing a policy of zero tolerance to
any form of Abuse within the care homes.
Caroline Walters
Director of Care
Warmest Welcome Ltd
ISGL Member
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19. Independent Domiciliary Care
		 Provider
Unlike most of my colleagues on the WDSAB I do not
represent one partner organization. The independent
domiciliary sector is varied and comprises many individual
companies and organisations both private and voluntary,
some of which are contracted with WMDC and others
who rely on private funders or service users with personal
budgets or direct payments. As well as being a conduit for
information, I feel that my role is to promote partnership
working in the field of safeguarding between commissioners
of care and providers of care so that together we achieve
the best and safest outcomes for the vulnerable people we
provide services to.
I chair the WDSAB training sub group which organizes
networking events which are informative meetings where
people can come together and talk about all issues to do with
safeguarding in a non-judgmental and mutually supportive
atmosphere. The events have gone from strength to strength
since they were first introduced in October 2012 and
numbers attending continue to rise. Any providers who are not
already on our mailing list and would like to know about the
events can contact me at heather@mycare.eclipse.co.uk
At the beginning of 2014 I was asked to be part of a
Department of Health Task and Finish Group whose remit
is drawing up good practice guidelines for Safeguarding
Adults Boards when they become statutory after the Care Bill
finishes its passage through Parliament. My experience of
being the independent domiciliary sector representative on
the WDSAB has helped me to contribute to the work of the
group.
Heather David
Registered Manager: Mid Yorkshire Care Ltd.
Independent Domiciliary Care Sector Representative on
the Wakefield and District Safeguarding Adults Board
Chair of the WDSAB Training Sub Group
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20. Spectrum Community Services

21. NHS England

Spectrum Community Health remains committed to
the adult safeguarding agenda and is a member of the
Adult Safeguarding Board. We provide services to the
vulnerable across the Wakefield District and beyond and
provide healthcare to the Secure Environments, Community
Substance Misuse services and Contraception and Sexual
Health Services. Adult Safeguarding has remained a high
priority for the organisation over the last twelve months and
we have developed our policies and procedures to ensure we
have robust systems in place across the organisation. We
continue to monitor and improve our mandatory training and
offer both e learning and a workbook approach for level 2 and
3 training to ensure this is more accessible to our staff across
our organisation.

NHS England was established on 1 April 2013 and works with
partner agencies across West Yorkshire to reduce the risk to
vulnerable adults in the care of health and social services.
NHS England provides assurance that the local health
system, including Clinical Commissioning Groups (CCGs) and
designated professionals, are meeting their safeguarding
responsibilities effectively. (Safeguarding Vulnerable People
Accountability and Assurance Framework, NHS England
2013).

There was a successful Safeguarding Champion Event
delivered by Spectrum Community Health on the 2.5.2013
which involved some presentations from guest speakers
around Autism, Mental capacity Act and the role of
safeguarding within the Clinical Commissioning Groups.
Spectrum has identified Safeguarding Champions from
each service within the organisation and they worked
in groups to discuss their roles and came away with an
action to create a complaint leaflet for clients with learning
disabilities. The complaints leaflet is now being designed
by the communication and marketing team for use by the
organisation alongside other ‘Have your say leaflets’
We have an Executive Director lead and the Board receives a
formal report at every Board meeting to provide information
and assurance on this important agenda. We have continued
to develop the named professional role over the last twelve
months and this role is working successfully with positive
outcomes for service users referred to Social Care Direct.
The quality team completed an audit of Social Care Direct
appropriate referrals and the audit was shared at the
safeguarding forum. The named professional attends the
training sub group for the Wakefield Safeguarding board and
disseminates training information at the regular safeguarding
forums at Spectrum Community Health CIC.
Director of Operations/Chief Nurse
Spectrum Community Services

NHS England has worked in partnership with local
Safeguarding Boards to ensure that the NHS contribution is
fit for purpose and that there is no un-necessary duplication
of requests for safeguarding reviews to be undertaken.
NHS England also has its own assurance processes in
place concerning NHS safeguarding reviews, learning and
improvements.
NHS England works with CCGs to ensure that the services
they commission are safe and that there is appropriate
action in response to any risk of or actual safeguarding
incident. The services that CCGs commission include acute,
community, mental health, learning disability services and
ambulance care.
NHS England is also responsible for holding to account
its directly commissioned providers for their responses to
serious safeguarding incidents, ensuring that safeguarding
practice and processes are optimal within these services.
NHS England is responsible for commissioning the following
services:
• General Practice
• Primary and secondary care dental services
• Community pharmacy services
• Optometry services (high-street opticians)
• Health services for children aged 0-5years
• Public health national screening and immunisation 		
programmes.
• Specialised services (covering low volume, high cost 		
services in acute, mental health and learning disability 		
care).
• Health services for people within the justice system 		
(prison, police custody suite and probation services)
• Health services for people in the military

Safeguarding Adults Board Annual Report 2013 to 2014

17

In order to continuously improve local health services,
NHS England has responsibility for sharing learning from
safeguarding serious incidents across West Yorkshire and
more widely, making sure that improvements are made
across the local NHS, not just within the services where the
incident occurred.
NHS England completed a serious case review and domestic
homicide review meta-analysis of learning and improvement
actions for primary care across West Yorkshire. There were 7
key high level learning themes which arose from the metaanalysis. In essence these concerned basic safeguarding
practice associated with understanding, identifying and acting
on safeguarding risks and vulnerability. The 7 key high level
learning themes related to:1. Understanding vulnerability factors
2. Seeking to identify vulnerability
3. Recording and flagging vulnerability in records
4. Maintaining engagement
5. Sharing information and concerns regarding 		
		
vulnerable families
6. Multi-agency working (adults)
7. Safeguarding adults’ leadership
The actions in response to these have led to updated
training programmes in the CCG economies concerned and
key themes and learning are shared across West Yorkshire
primary care medical services and CCGs.
NHS England and Clinical Commissioning Groups across
West Yorkshire have agreed that level 3 training for primary
care medical services will be provided by local designated
nurses and named GPs or they can commission locally with
the oversight of designated professionals and named GPs.
Training sessions will be provided on a locality basis rather
than to individual practices. The main source of training
for other primary care independent contractors will be via
e-learning training packages.
Alison Knowles
Commissioning Director
NHS England (West Yorkshire)
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Appendix A: Performance Data
Wakefield Safeguarding Adults
Board Annual Report
Performance data 2013-14
Introduction
The data in this section shows some detailed information on Safeguarding ‘alerts’ and ‘referrals’
Alerts refer to all the safeguarding concerns logged by Social Care Direct. The majority of alerts, whilst being appropriately
reported, can be dealt with through care planning, immediate low level action to resolve issues etc. In 2013-14, 2125 alerts
were received.
Alternatively it could be the case that a strategy meeting may need to be held to decide if a full investigation is necessary.
In 2013-14, 20.5% of alerts progressed to a strategy meeting only. Referrals are the title given to cases which progress
from a strategy meeting to a case conference / full multi-agency investigation. In 2013-14, 9.4% of alerts progressed to the
referral stage.

Safeguarding Alerts
The following data relates to Safeguarding alerts received i.e. all concerns logged by Social Care Direct, irrespective of how
they progressed.

Total alerts have increased year on year (apart from 2011-12 which may be due to the introduction of a new IT system and
greater accuracy of data). This increase is replicated nationally and is probably associated with the national publicity which
now arises regarding adult safeguarding.Wakefield has been keen to promote the awareness of adult safeguarding which will
have contributed to rise in alerts. The changes in how Social Care Direct (SCD) is staffed will also have resulted in more alerts
being recorded as this first line filter will not be as robust as social workers are replaced by call centre staff.
However, there is reassurance from the Care Quality Commission (CQC) data that is very rare for them to be made aware
of anything which the local authority is not already dealing with. The CQC view is that this suggests that there is greater
awareness of safeguarding in the health and
90%social care community in Wakefield and provides assurance that appropriate
action is being taken, when these incidents are brought to the attention of CQC
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In terms of the age profile of alleged victims, 58% of alerts relate to the 65+ age group, which is more significant considering
that the elderly population accounts for 22.5% of the adult population in Wakefield.

55% of all alerts relate to females, although a higher proportion of the male alerts progress to the referral stage and
consequently the numbers of male / female referrals are virtually the same.
In terms of client groups, the majority of alleged victims are elderly (58%), with the next largest groups being people with
learning disabilities (23.7%), mental health (7.7%) and physical disabilities (6.2%)

20
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The latest census data for Wakefield shows that ethnic minorities make up 4.6% of the population against a safeguarding
alert percentage of 2.3%, which may indicate some under reporting. We do however have 8.6% of people where the ethnicity
question has been refused or not recorded which may account for part or the whole of this discrepancy, but it is certainly worth
continuing to monitor the ethnic breakdown on reporting to see if any awareness raising is required in the ethnic minority
communities.

Safeguarding referrals
Referrals are the title given to cases which progress from a strategy meeting to a full multi-agency investigation. The more
complex investigations often involve a police criminal investigation so close working relations are important. In terms of
completed cases during 2013-14, 187 progressed to a full investigation.

50% of cases of alleged abuse took place in a care home, which is in line with recent years . The other main location was the
alleged victims own home (33%)
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Neglect was the most common type of abuse and accounted for 44% of all referrals. Followed by physical abuse (25%) and
financial / material (19%)

63.1% of referrals were either fully or partly substantiated which indicates that in the main we are investigating the type of
allegations that require a proper investigation.

22
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Survey data
Safeguarding Quality Surveys are conducted after the Case Conference stage as part of adult safeguarding procedures. The
process was introduced during 2012 and 2013-14 was the first full year of data. Nearly half of the service users subject to
the safeguarding procedures do not have the capacity to complete a survey so family members who have represented the
service user are sometimes asked to complete it. This can often result in the family member answering for themselves and not
their loved one and be reflected in the results. Ongoing work is being conducted to improve the completion rate of the surveys.
The following charts the show the results of completed surveys during 2013-14.
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The below charts show some results taken from the Adult Social Care annual survey where the results are reported in the local
account. They do not relate to safeguarding per se’, just to people who use services, but have been included as a measure of
how people feel in the district generally.

Wakefield has improved year on year over the last 3 years against this measure and we also compare favourably against both
the national average and our comparator group.

This result for Wakefield shows an improvement on the previous year’s figure and is slightly higher than the average of other
Councils in our comparator group.
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Foreword

Edwina Harrison, Independent Chair
I am very pleased to present this Annual Report on behalf
of all the agencies represented on the Wakefield and
District Safeguarding Children Board (WDSCB).

Local developments
In summer 2013 John Wilson took up the new post of
Corporate Director for Children, a post which includes
responsibility for Children’s social work/care services and
schools.
The effectiveness of the arrangement between the Director and
the Independent Chair of the LSCB is really important. John
and I have met regularly from the start and he and members
of his staff have played an active part in the WDSCB meetings.
John and I also jointly hosted several meetings of the Chief
Executives of key organisations in Wakefield so that they could
hear for themselves about the learning from Case Reviews
and Serious Case Reviews locally and nationally and take
appropriate action.
WDSCB also decided to take a different approach to ensuring
that any action from case reviews has made the change which
was intended. So a series of “challenge” events was held
at which representatives from agencies presented evidence
to a panel and explained what had improved looking at the
situation from the point of view of children and families.
One of the biggest issues for all LSCBs is the amount of
organisational change which takes place. So to make sure that
the improvements are embedded there will be another series
of challenge events a year on. I was really impressed at how
much information was provided and the tangible changes, and
you can read more about this process later in the report.

Last year I reported that there were plans to establish a
Multi-Agency Safeguarding Hub (MASH) which would build
on the work of the Joint Investigation Team (JIT). Whereas
only social workers and police were in the JIT the new
MASH has a contribution from all the relevant safeguarding
agencies including schools and health although the JIT still
has an important role to play. This means that all information
about a child/family is gathered at the earliest opportunity.
Information sharing has been a recurrent theme which is in
need of improvement and the MASH proposal has been actively
supported by WDSCB from the outset. Although the number
of referrals is very high the level of commitment to making
the model work is also very strong and it is making a positive
difference on a day to day basis.
The MASH could not have been established without support at
the highest level across the partnerships in Wakefield. There
have been many other positive developments in partnership
working including recent joint work on preventing domestic
violence and abuse. The Local Services Board now receives
safeguarding reports from all partnership chairs twice a year
and the discussions have been lively and well informed. I have
also been invited to present reports to a number of elected
member meetings and this also demonstrates the high level of
commitment to safeguarding at political level.
Learning from a pilot project in one area and led by Children’s
and Young People’s Services the partnerships are in the
process of implementing local multi agency “hubs” which will
address the high number of “Children in Need” in Wakefield and
also makes sure that children and families receive the help they
need at the earliest opportunity.
Early in 2014 a number of LSCBs in the area were asked
whether they would undertake a Peer review of another LSCB
which would help both areas to identify things they could do
better. As Independent Chair I have great confidence in the
WDSCB members and was very pleased that the proposal
received the full support of the Chief Executive, Joanne Roney
and of John Wilson. So in March this year Mandy Sheffield
(Designated Nurse) Ruth Twiggins (Public Health Consultant)
Julie O’Hara (WDSCB Business manager) and I went to another
region to review another LSCB. It was hard work but both
LSCBs agreed that it was very useful and we are looking for
ways to share the learning across the region.

National developments Thank you
In 2013 a new inspection framework was introduced for
Children in need of Care and Protection, Care leavers and
LSCBs. This is the first time that LSCBs have been reviewed
separately from Children’s Services and the findings from the
first eleven areas have been published along with a report from
Professor Munro.
I understand that it is still intended that there will be a small
number of multi-agency inspections in 2015 but the framework
has not yet been agreed.

Looking to the future

I would like to thank Margaret Young, one of the three Head
Teacher representatives on the Board who has reluctantly
relinquished the role owing to ill health. Ruth Twiggins is also
leaving WDSCB shortly and I would like to thank her for her
work on WDSCB and also as chair of the Child Death Overview
Panel. Also to Rachel Holmes who chaired the Learning and
Development Subcommittee and Rezina Kelly, Safeguarding
Advisor for Education, who left the post in January 2014 to be
replaced by Vicki Maybin.
Finally, I would like to thank Richard Fawcett for his many years
of excellent work as Business Manager to the LSCB. Richard
is still in Wakefield as a Service Manager, which enabled a
smooth transition to Julie O Hara who took on the role in 2013.

Following the success of the Head Teacher event in 2013 a
similar event is planned for 2014 and we hope that will be an
annual event.
To make sure that we really are listening to children and young
people we have invited a team of Young Inspectors to tell us
what they think of the board. They will meet WDSCB members
in June and will conduct “mystery shopper” activities so that
they can report back from their own experience.
It is likely that organisational change will continue. The
separation of the Probation Trust into two organisations as part
of “Transforming Rehabilitation” programme is taking place and
we will continue to receive reports about the potential impact
on children and families.

Independent Chair
Wakefield and District Safeguarding Children Board

Joanne Roney, Chief Executive
Wakefield Council

It is incumbent on all of us to protect and support our children;
whether as family members, public agencies or neighbours.
I’m reassured that the Safeguarding Children Board’s Annual
Report illustrates tangible progress by those with statutory
responsibilities to ensure that children in Wakefield live safe
from harm and exploitation, and have opportunities to learn,
develop and enjoy childhood. Part of this reassurance is that
we have a rigorous Safeguarding Children Board that asks
questions that need to be answered and challenges public
bodies to demonstrate a culture of continuous improvement.

John Wilson, Corporate Director
Children & Young People, Wakefield Council

The Wakefield District Children and Young People’s Partnership
was re-energised in the summer of 2013, building on the work
of the WDSCB, which brought together Chief Officers from all
partners to review the District’s response to recent Serious
Case Reviews. This stimulus contributed significantly to the
development of the Children and Young People Plan which
has very clearly specified outcomes, performance indicators
and actions, all tied into the Wakefield District Outcomes
Framework.

I have seen for myself the new Multi-Agency Safeguarding Hub
and Joint Investigation Team and how their work means the
right experts get involved quicker and are better-able to protect
children. It is testament to the work of the Safeguarding
Children Board and partners across Wakefield that these new
ways of working have so quickly become a vital part of the way
we work.

The contribution of the WDSCB to this work has been both
through challenge and support, no more so evident than in the
creation of the Multi-Agency Safeguarding Hub (MASH).

In the face of unprecedented pressures on public services,
however, tough decisions will be made about what we can
and cannot do. This means, more than ever, the role of
Safeguarding Boards is crucial to triangulate information across
agencies and highlight the actions that are needed so we
minimise risk to people. We must always recognise, however,
that the work of Safeguarding Boards covers some of the most
sensitive, emotive and difficult times in people’s lives. Those
difficult circumstances mean we have to be personable and
understanding when trying to understand what worked well
and what needs to be improved. I was therefore delighted to
learn that the Board’s business plan for 2014/15 includes a
commitment to be influenced more by the views and feedback
from children and young people.

The work of the WDSCB during 2013 - 14 can be broken into
two sections - ‘before MASH’ and ‘after MASH’.
The period leading up to the introduction of the MASH in
January 2014 involved partners coming together, having
difficult conversations and developing relationships. These
conversations were held at all levels of our organisations,
through the strategic framework established by Chief Officers
to the blueprint created by the ‘Operations Group’ to the
interpretation and implementation of the new service by front
line staff. The lead-in to launch became more pressured as
time grew short but the emergence of a collaborative, mature
partnership ensured the MASH was able to open its doors on
schedule.

I’m pleased that The Safeguarding Children Board has,
alongside the Safeguarding Adults Board, acted to broaden
perspectives on community safety and identify common issues.
Over the next year, I look forward to the Safeguarding Boards
continuing to provide their reassurance, advice and guidance
on safeguarding procedures and ensuring that these result in
better outcomes.

Following launch, the ‘after MASH’ period has seen an
increasing number of cases coming through the front door.
Whilst our analysis shows that our ability to risk assess and
appropriately direct cases has significantly improved, we still
have too many cases coming through to specialist services
which is why our next steps are to develop a stronger joined up
approach to preventative service delivery.
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Clare Garner, Lay Member

Councillor Olivia Rowley,

Portfolio Holder for Children and Young People
Wakefield Council

Wakefield District Safeguarding Children Board
This year has been a very productive year for the Board,
with the new MASH process for sharing information between
agencies has been set up, and how the LSCB review and
challenge agencies following a serious case review has been
re-enforced which have helped to improve children’s services
provided in the Wakefield area to support families and children,
to ensure they are better safeguarded.

We are in very difficult times not only with budgets but also
with valuable staff leaving and not always being replaced,
and on-going change. Despite this, I feel the partnership has
worked well together, has been a good ‘critical friend’ and
has coped well, not only with all the aftermath of the Serious
Case Reviews, but also with ‘new’ concerns such as child
trafficking, Female Genital Mutilation, forced marriage and the
on-going issues associated with domestic abuse. The economic
problems experienced by many in our district are often a
contributory factor and the attitude towards females in general
across the world, somehow has to be constantly counteracted.

The Board is constantly striving to challenge Board members to
make sure they are providing services which are fit for purpose
and that they can provide evidence to support their claims. A
significant part of my role as the lay person and independent
Board member is to question and query information given, hold
agencies to account and give feedback as a member of the
general public on safeguarding in Wakefield.

I would like to thank everyone who has supported the
partnership during the last year and particularly Edwina,
who has continued to be a conscientious, enthusiastic and
questioning Chair.

I hope to continue in this role in the coming year and serve
the Wakefield area in my capacity as Lay Member and help
continue in the good work of the Board in safeguarding the
children and young people of the community.

6

Contents
Foreword
1. Introduction

8

2. The Wakefield and District Safeguarding Children Board

9

3. The context of safeguarding children in Wakefield

11

4. Reviewing the year April 2013 - March 2014

13

5. What have we done to improve the effectiveness of
safeguarding children in Wakefield District?

22

6. 2014-15 Strategic priorities

30

7. Appendices:

31

Appendix 1: Board and Subcommittee structure and membership
Appendix 2: Financial information
Appendix 3: Individual agency contributions

Introduction
Working Together to Safeguard Children1 is a document which
outlines how the government wants all organisations who
work with children and young people in an area to work with
each other to ensure children are kept as safe as possible in
England. It governs the work of Local Safeguarding Children
Boards including setting out the requirements for our Annual
Report.

•

Assess the effectiveness of child safeguarding and the
promotion of the welfare of children in the local area.

•

Provide a rigorous and transparent assessment of the
performance and effectiveness of local safeguarding
arrangements.

•

Identify areas of weakness, the causes of those
weaknesses and the action being taken to address them
as well as other proposals for action.

•

Include lessons from reviews undertaken within the
reporting period.

•

List the contributions made to the LSCB by partner
agencies and details of what the LSCB has spent, including
on Child Death Reviews, Serious Case Reviews and other
specific expenditure such as learning events or training.

Provide assurance that procedures are in place for coordinated responses by the authority, their Board partners
and other relevant persons into any unexpected death of a
child.

Organisations working with children and young people can use
this report to develop their understanding of safeguarding in
Wakefield and the work we are doing to support them and to
be aware of the critical safeguarding issues relevant to their
organisation. This is also a public document, which is intended
to generate wider community engagement in safeguarding
issues.

A new version of Working Together was published in March
2013 and states that our Annual Report should:
•

The Annual Report is published in relation to the preceding
financial year in order to influence local agencies’ planning,
commissioning and budget cycles.
It is submitted to the Chief Executive of the Local Authority,
Leader of the Council, the Local Police and Crime
Commissioner and the Chair of the Health and Wellbeing Board.
In addition the Annual Report will also be shared by Board
members at home agency Board meetings so that they can
take appropriate action.

Wakefield District Safeguarding Children Board also uses its
Annual Report to demonstrate what it is doing to:
•

Develop policies and procedures for safeguarding and
promoting the welfare of children.

•

Communicate to persons and bodies in Wakefield the need
to safeguard and promote the welfare of children, raise
awareness of how this can best be done, and encourage
them to do so.

•

Collect and analyse information about the deaths of all
children in the Wakefield area.

1

1

Department for Education; 21st March 2013 https://www.gov.uk/government/publications/working-together-to-safeguard-children
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The Wakefield and District
Safeguarding Children Board
The Wakefield and District Safeguarding Children Board
(WDSCB) is a statutory partnership consisting of senior
representatives of all agencies as outlined in guidance. It is
primarily responsible for the monitoring and evaluation of
safeguarding children across the district, and influencing
organisations in relation to improving safeguarding 2.

•

Implementing an effective Learning and Improvement
Framework that enables us to learn from good practice
and also from when things go wrong and which enables us
to influence the delivery and commissioning of services in
the district.

•

Analysing, reviewing and understanding the key factors
identified in cases where children have been harmed and
the changes that can be made to services to address these
factors.

•

Providing high quality multi-agency training to the
children’s workforce.

•

Promoting awareness of safeguarding within agencies and
in the wider community.

•

Reviewing the death of every child within the district and
consider any actions which could be taken to prevent
similar deaths in the future.

WDSCB works to the following shared vision and statement of
intent:

Vision
Children and young people in the Wakefield
district will be safe and will feel safe within
their homes, schools and communities

Statement of intent
The Wakefield and District Safeguarding
Children Board will provide strong and effective
leadership in order to co-ordinate and ensure
the effectiveness of the work done by agencies
for the purpose of safeguarding and promoting
the welfare of children and young people. We
aim to ensure that children and young people
in Wakefield are adequately safeguarded at
all stages of their journey through universal,
targeted and specialist services

WDSCB strategic
priorities for 2013-14
1. Promote joint multi agency working to
safeguard children
2. Improve partnership working
3. Prevention and early help
4.Governance and accountability

The WDSCB believes that everyone is responsible for
safeguarding and promoting the welfare of children. It aims to
achieve its vision by:
•

Working with agencies to improve safeguarding practice.

•

Monitoring and where necessary challenging the
performance of agencies in relation to safeguarding.

•

Developing and implementing effective policies, guidance
and procedures.

2

2

WDSCB is not a delivery or a commissioning body
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Board structure

WDSCB Business Team

WDSCB has in place a comprehensive structure of
Subcommittees and work-streams to deliver the strategic
priorities (see figure 1).

The WDSCB employs a team of people to support the work
of the WDSCB. This team consists of a Business Manager,
Training Coordinator, Safeguarding Advisor for Education, CDOP
Coordinator and two Administrators.

Each Subcommittee is chaired by a member of the WDSCB
and is made up of key safeguarding staff from all agencies.
The Subcommittees formally report to the WDSCB after every
meeting.

Wakefield & District Safeguarding Children Board

During 2013/14 the team experienced gaps in service provision
due to staff changes and long term illness. This has placed
greater pressure on the team in dispensing its duties. In light
of this, the WDSCB have increased their financial contributions
for 2014/15. This increase will enable the recruitment of a full
time Project Officer who will take the lead on the performance
framework for the WDSCB along will other specific projects
as identified by the WDSCB and Subcommittees. This is a
significant improvement in terms of resourcing for the Business
Team.

Executive Group

A full financial summary of the WDSCB is available at the end
of this Annual Report (Appendix 2).

Child Death Overview
Panel

CSE Strategic
Group

Learning and
Development
Subcommittee

Standing Serious
Case Review Panel

Child Death
Review
Subcommittee

Policy and
Procedures

Audit
Subcommittee

Figure 1: Structure of the Wakefield
and District Safeguarding Children
Board

SUDIC Rapid
Response

Task Groups:
Children & Young People’s Engagement working group
Membership of WDSCB and Subcommittees is shown in
Appendix 1. The Board meets every two months and also meets
for two development sessions per year.
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The context of safeguarding
children in Wakefield
Local background
and context
M62

29/42

•

The three areas with the highest concentrations of children
and young people also have the highest proportion classed
as living in poverty (between 44% and 60%) and the
highest levels of income deprivation in the District.

•

Birth rates for the more deprived wards are higher than
in less deprived ones and so the population of children
and young people in these areas is likely to continue to
increase. Children born in the more deprived wards are
also almost nine times more likely to have a low birth
weight and six times less likely to be breastfed than those
born in more affluent wards, meaning that they potentially
do not get the best start in life.

•

Wakefield performs worse than the national and regional
averages for alcohol related hospital admissions for young
people, with the children and young people of Wakefield
self-reporting high levels of alcohol use. These high levels
of alcohol use may be contributory factors to levels of
sexual activity and perceptions of anti-social behaviour.
A recent report showed that between 2008 - 2011,
Wakefield had a higher admission rate than the English
average for under 18 hospital admissions due to alcohol
specific conditions (87 per 100,000 compared to 55.8 per
100,000) 4.

•

Wakefield performs fairly poorly on employment and
income measures, coming in the top 50 most deprived
areas in these two measures. These two measures,
together with education and health, appear to be the major
factors in the deprivation rankings of Wakefield’s wards
and could be seen to be linked in certain respects – nonparticipation in education, employment or training between
the ages of 16 and 18 years is a major predictor of later
unemployment, low income, depression, involvement in
crime and poor mental health.

•

Wakefield currently has a higher proportion of young
people not in education, employment or training than the
regional and national averages.
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39
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Wakefield is one of five metropolitan districts in West Yorkshire
and covers 350 square kilometres. Situated close to the ‘M62
corridor’ it borders the larger cities of Leeds, Bradford and
Huddersfield. The north of the District is largely urban, with
two thirds of the district, to the South being open countryside.
Wakefield has a vibrant mix of urban and rural communities.
Apart from Wakefield City, which is the main urban area, the
District includes the five major towns of Castleford, Knottingley,
Featherstone, Normanton and Pontefract, as well as the towns
of Hemsworth, South Elmsall and South Kirkby to the South
East 3.
Wakefield’s Children and Young People’s Joint Strategic
Needs Assessment (JSNA) pulled together a wide range of
intelligence across a range of organisations, focusing on the
wider wellbeing issues facing children, young people and their
families within the District of Wakefield. The JSNA identifies the
most significant concerns for the District:
•

3

In general, children are more likely to live in Wakefield’s
more deprived wards, with the three highest
concentrations of children and young people being in the
top six most deprived wards.

3
Wakefield Children and Young People’s Joint Strategic Needs Assessment 2010; http://www.wakefieldjsna.co.uk/site/wp-content/uploads/Children-YoungPeoples-JSNA-2010.pdf
4

NHS England Child Health Profile March 2014; www.gov.uk/phe | www.chimat.org.uk
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WDSCB is aware of these issues and its understanding of the
content of safeguarding is developed through its Learning and
Improvement framework (see section 5c).

Figure 2: Profile of children in need in
Wakefield District
Children in care Wakefield Children in care - national
Wakefield
and
District average
Safeguarding
Children
District
(rates per
10,000
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10,000 Board: Annual Report 2013 2014
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Reviewing the year
April 2013 - March 2014
a) Board reflections

date with political landscape (Scrutiny etc).
•

At a Board meeting in May 2014, the Board members were
invited to spend some time reflecting on last year and thinking
about what they would like to do differently next year. They
were posed an overarching question and three specific
questions to answer:

What has worked well that the WDSCB should/needs
to keep doing for future success?

•

What will be the challenges/opportunities for an even
better response next year?

•

What else/what more can the Safeguarding Children
Board do to meet the challenges/opportunities?

Work with services such as Children in Care Council to
ascertain views of children in the looked after system.

Potential impact on children:

So, we have done all this activity overall.
Are children safer than they were last year and
what do we need to do next?
•

4

•

Strengthening relationships between Health Visitors (HVs)
and GPs.

•

New Children’s Fracture Clinic.

•

It was also noted (by one group) that the composite report
5
contains more about specific impact.

2. What will be the challenges/
opportunities for an even better
response next year?

The Board members were also invited to think about the
potential impact on children for each of these questions.

•

Impact of external change on the Board - finance, new
remits, increased time pressures.

The themes arising from this reflection and discussion forum
are summarised as follows:

•

Linking with other boards and strategic partnerships.

•

1. What has worked well that the
WDSCB should/needs to keep doing
for future success?

Board membership - in terms of role definitions, ensuring
that each member is active, consistency and succession
planning.

•

The importance of making sure that training is delivered/
maintained.

•

Serious Case Review Challenge events.

Potential impact on children:

•

Multi Agency Safeguarding Hub (MASH).

•

•

The way the Board operates/is made up – e.g. openness
and culture of participation, stable membership, sub-group
arrangements and themed agendas.

Improved domestic abuse/violence awareness through
training and knowledge.

•

Building on the work done this year to improve
relationships between HVs and GPs - do the same with
others e.g. Social Workers (SWs) and GPs.

•

5

How the Board members are empowered/facilitated to do
their jobs - e.g. through training, board development days,
self-assessment day, links with the Safeguarding Adults
Board (WDSAB) and other agencies and being kept up-to-

See section 5d) of the Annual Report
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3. What else/what more can the
WDSCB do to meet the challenges/
opportunities?

the Local Authority Designated Officer from 31st March 2013
to 31st March 2014.
Figures 3 and 4 show that there has been a stable and
consistent level of reporting to the LADO in 2013-14 and the
overall figures are similar to those reported in 2012/13 6. The
consistency around the number of referrals in comparison
with the previous year may suggest and reflect an appropriate
level of application of thresholds across the workforce and also
within the Local Authority Designated Officer team.

More clarity about what the issues are (gap analysis/baseline
etc.).

Case study: MASH
Referral re concerns for a young girl whose behaviour and
appearance was changing. She was a young carer for her
mother and sister. School made enquiries with the young
girl who said that the quality of life at home was declining
and that there was severe domestic abuse in the household
from her father towards her mother. On initial MASH research
by partner agencies domestic violence was not apparent.
However on completion of PND (police national database)
checks it was identified that the family had moved from
another area and that there had been a significant history of
domestic violence.

Figure 3: Reporting to LADO six monthly figures Oct 2012 March 2014
1.10.12 to
30.3.13

31.03.13 to
30.09.13

01.10.13 to
31.03.14

Trend

45

36

36

*

Figure 4: Trends in referrals to LADO March 2010 - March 2014

b) A Safer Workforce
Wakefield Council, in conjunction with the WDSCB, has a
duty to ensure that all allegations of abuse or maltreatment
of children by those working with children e.g. staff member,
foster carer, or volunteer, be considered and treated in
accordance with national guidance. The role of the Local
Authority Designated Officer (LADO) was set out in the Working
Together to Safeguarding Children Guidance of 2010 and did
not significantly change under the revised guidance of 2013.
However, The LADO Role is increasing in visibility nationally and
is likely to come under increased scrutiny.
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In Wakefield, the operational role of the LADO sits in the
Safeguarding and Review Unit of Children’s Services. It should
be noted that a permanent LADO appointment was made in
February 2014 with the dedicated LADO in place.
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This report provides information on the activity of the LADO in
relation to allegations and concerns about people who work
with children across all agencies. It covers referrals received by

Figure 5 categorises the referrals made to the LADO in 2013
- 14. This shows that physical abuse remains the category
of harm with the highest number of referrals. There is no

6
These figures only account for those contacts to the Local Authority Designated Officer that identify a ‘cause for concern’ that results in some form of action
being taken, either by the employer or by a partner agency such as the Safeguarding and Family Support Service or Police.
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significant spike in the data although it is worth noting that
there has been an increase in emotional abuse referrals. This
may be due to the interpretation of the LADO receiving the
referral, or an increased understanding of the effects of and
recognition of emotional abuse, although it should always be
remembered that all abuse contains some element of emotional
abuse.

Neglect

Emotional

Domestic Abuse

Restraint

Internet/Abusive Images

Professional Boundaries

Suspected Grooming

Other
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11 17
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1

0
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3

31.03.13 to
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1

0

1

0

3

0

1

1.10.13 to
31.03.14

6

19

3

4

0

0

0

6

1

3

Category

Sexual

Physical

Figure 5: Categories of referral to
LADO October 2012 - March 2014

suspected perpetrators as well as suspected “hot spots” and
locations. The panel is chaired by a Detective Inspector from
the Police and consists of child sexual exploitation leads from
agencies across the District.
The MAACSE Panel has three primary roles:
•

To ensure that cases of suspected or actual child sexual
exploitation are well-managed and coordinated and that all
possible action has been taken to protect the victims

•

To ensure that all cases are considered by a single group
who are then able to identify any links between individual
cases

•

To ensure that intelligence relating to patterns of child
sexual exploitation in the district can be identified and
action taken where necessary. This will include the sharing
of intelligence relating to suspected groups of victims,
perpetrators, vulnerable locations etc.

This information is also submitted to the WDSCB Performance
Subcommittee and included within the biannual WDSCB
Performance Report, which is also shared with the Children
and Young People’s Partnership Board. This ensures that any
learning for partner agencies is effectively shared with their
senior managers and safeguarding leads.

c) Improving the identification of risk of
child sexual exploitation (CSE)
In 2013 Wakefield LSCB took a lead role in launching the
Multi Agency Action on Child Sexual Exploitation (MAACSE)
Panel. This is a multi-agency panel, which sits to consider
all suspected or known cases of child sexual exploitation. In
addition, the MAACSE Panel holds strategic discussions about
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The MAACSE Panel have provided detailed information for the
LSCB Performance Report and collect a wide range of data
regarding CSE, some of which is shown in figure 6 below:

Figure 6: CSE and MAACSE data
2013 - 14
CSE + MAACSE DATA
1.4.13 to
30.9.13

1.10.13 to
31.3.14

Risk Assessments received

19

17

Referrals to MAACSE
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(21 new
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13
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11
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1
1
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medium
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2 medium
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1 medium
to low

25 female
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1 male

0 male

Age breakdown:
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0
12
9
0

0
6
5
2
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5

2
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2

1

Locations discussed

8

7

Reductions in risk achieved

Gender of young people
discussed

The figures show that although the number of risk assessments
received by the team has remained fairly static, the actual
referrals to MAACSE have reduced. This is in the main due
to a better understanding on the part of professionals of
the MAACSE process. When a risk assessment is received
the referring worker will be contacted to discuss the case.
These discussions may then lead to advice being given to the
referrer at a lower level than at MAACSE to ensure that swift
interventions can be put in place for low level concern cases as
not all cases warrant being taken to the MAACSE Panel. This is
ensuring that only those identified as being at significant risk of
CSE are formally discussed.
The MAACSE Panel has also considered cases where the
young people are over 18 years old. The Panel felt that it was
appropriate to continue to monitor these cases due to the level
of learning disabilities, lack of cognitive skills and vulnerabilities
of the young women.
Once again, it can be noted that there have been a significantly
low number of males either referred to MAACSE or identified as
being at risk of CSE. It is still not possible to identify whether
this is because there are no male victims of CSE in the area
or whether there is a reluctance to report this. Nationally, it is
thought that the latter may be the case, but it is not possible to
substantiate this locally yet.
The functioning and impact of the MAACSE Panel is monitored
by the CSE Strategic Group, which is a Subcommittee of
the LSCB. This Subcommittee also has responsibility for
overseeing the Wakefield CSE Strategy and Action Plan.

Achievements
A significant amount of work has been done around awareness
raising regarding the MAACSE and CSE processes with many
groups of professionals across the District, including schools,
voluntary sector and sexual health services.
The early intervention work being carried out and the
effective work of the MAACSE is proving to be effective in the
prevention of escalation of risks as young people are receiving
professional involvement at an earlier stage than previously as
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the first concern indicators are being identified and reported
more quickly and anecdotally, professionals indicate that the
MAACSE is a highly welcome process, making a positive impact
on outcomes.

Plans for the Development of Future
Work by the MAACSE and CSE Team

Shortly after her placement began S started to go missing.
The residential unit responded appropriately as did West
Yorkshire Police. When S was located it was felt that she
had been seeking opportunities to meet with older males
and therefore had been putting herself at significant risk. As
a result of this behaviour S was placed in a secure unit in a
different part of the country.
Shortly after S left the area a young person made a comment
to a worker that required further exploration. After enquiries
were made it was identified that although S had only been
placed in Wakefield for less than two weeks she had made
contact with a number of young people in Wakefield who
were considered to be at risk of CSE and also with several
young males who were suspected perpetrators of CSE.

The West Yorkshire CSE Regional Working Group in conjunction
with West Yorkshire Police and the LSCB are planning a third
phase of the Child Sexual Exploitation Awareness media
campaign to be launched in the near future. The new phase
will be supported by the CSE Team visiting to local hotels, bars,
restaurants and other licenced premises to ensure that staff,
managers and owners are fully aware of their responsibilities
regarding the prevention and reporting of any CSE activities
that they may notice.
It is also hoped that firm links with agency members involved in
the prevention and detection of Human Trafficking and Slavery
are established as the subjects are all interlinked and although
this area of work presents many challenges, the MAACSE Panel
are eager to embrace these.
The CSE Co-ordinator will be working more closely with the
Missing Persons Police Officer within West Yorkshire Police to
ensure that any occurrences of young people at risk of CSE
that are reported as missing are investigated speedily and that
these occurrences are reported to other agencies involved as
quickly as possible. In future MAACSE will also be a mechanism
that supports multi-agency quality audit of child sexual
exploitation cases.

Case study - Safeguarding Family Support
Service (SFSS)

On the day that this information was shared it was clear
that a number of different agencies potentially held relevant
information. As a result we decided to hold an urgent multiagency Strategy Meeting and to invite all parties to come and
share information and develop joint plans. The information
that was shared at that meeting led to an emerging picture of
possible CSE taking place at a specific location in Wakefield
and identified a number of possible victims and perpetrators,
some of whom were already known to agencies and some of
whom had not previously been flagged up.
This Strategy Meeting was well attended including by the
private residential provider and also S’s placing authority.
As a result of this meeting further enquiries took place
immediately. Colleagues in West Yorkshire Police visited
S at the Secure Unit and due to their persistence over the
following days they were able to get S to a point where she
was willing to make statements and to name individuals.
This in turn led to Safeguarding and Family Support Service
and Police undertaking joint investigations in relation to a
number of other suspected victims. The persistence and
skill of an individual social worker and police officer enabled
these victims to also make disclosures.

In May 2013 SFSS were notified that S, a young female,
had been placed in a private residential home in the area
by another Local Authority. She was subject to a Care Order
and had been identified as being at high risk of CSE. This
included use of the internet and other means to make
contact with older males for sexual purposes.

Continued overleaf
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This investigation subsequently expanded as more names
were added. A number of arrests were made and some
convictions, which in itself will keep young people safe.
However in addition to that at least three young people who
were victims of CSE have been supported to stay out of
CSE. Of the two local young people both are now at much
lower risk of CSE than previously, however they both remain
extremely vulnerable and remain subject to coordinated plans
to keep them safe. The aim in all situations is to safeguard
the victims and secure prosecutions.

d) Learning from child deaths
Every death of a child is a tragedy and therefore if we can learn
from the circumstances and factors present in each death
we can sometimes identify any changes that we can make or
actions we can take that might help to prevent similar deaths
in the future. We can also share this learning with colleagues
regionally and nationally so that the learning and potential
benefit will have a wider impact than just on one area. We
can also look for trends in relation to the numbers of deaths
in particular circumstances where we may be able to put
into place some targeted intervention, for example swimming
lessons or projects in schools if there were deaths from
drowning etc. The child death review is not an investigation
and it is not about allocating blame; it is about learning and
putting actions in to place to prevent future deaths.
Since 2008 all deaths of children (up to the age of 18 years
excluding still births and planned terminations) have been
reviewed by a panel of people from a range of organisations
and professional areas of expertise. This review is part of a
national process called the Child Death Overview Panel (CDOP)
which is outlined in national guidance (Working Together to
Safeguard Children, chapter 5 outlines the CDOP process).
This process is undertaken locally for all children who are
normally resident in the Wakefield and District area.

1. How many children died in
Wakefield and District?
In 2013-2014 (1st April - 31March) we have reviewed 37
deaths at panel.
This does not equate to the numbers of deaths in a calendar
year as a death may be reviewed many months after the death
has occurred. This is because the CDOP review can only take
place after all the reports have been obtained and any other
investigation or coroner’s inquest has concluded. Of these 37
deaths reviewed at panel:
•

24 (65%) reviewed occurred in the neonatal period which
is from birth to 28 days.

In 2012-2013 (1st April - 31March), 35 deaths of children
were reviewed at panel.
•

7 (20%) of deaths reviewed in this period were neonatal
deaths.				

In 2011-2012 (1st April - 31March), 39 deaths were reviewed
at panel.
•

15 (38%) of deaths reviewed in this period were neonatal
deaths

In 2010-2011 (1st April - 31March), 48 deaths were reviewed
at panel.
•

20 (42%) of deaths that were reviewed in this period were
neonatal deaths.

In 2009-2010 (1st April - 31March), 10 deaths were reviewed
were reviewed at panel
•
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3 (30%) of deaths reviewed in this period were neonatal
deaths

2. What were the causes of death
in local children?

Category of death

Combined
% for 2010
to 2014

Expected or unexpected

1.

Deliberate inflicted injury, abuse or
neglect

<3%

2.

Suicide or deliberate self-inflicted harm

<3%

3.

Trauma and other external factors

7.5%

4.

Malignancy (cancer)

7.5%

5.

Acute medical or surgical condition

15%

6.

Chronic medical condition

8%

7.

Chromosomal, genetic and congenital
anomalies (conditions which are
inherited or are present at birth)

12%

8.

Perinatal/neonatal event (an event
around the time of birth and up to 28
days afterwards)

32%

Causes of death

9.

Infection

3.5%

Of the deaths reviewed over the last five years the top four
categories of deaths were;

10. Sudden, unexpected, unexplained death

8.8%

11. Unknown

<3%

Total deaths reviewed during this period

169

Deaths are grouped into expected and unexpected. Expected
deaths may include cases where there was a medical condition
which meant that Doctors knew about the condition and this
caused the death. Unexpected deaths are where something
happened which could not have been predicted or expected
e.g. a car accident or sudden infant death.
Period 2010-2014
Expected deaths

104

Unexpected deaths

58

Not recorded whether expected/unexpected

7

Total

169

1. Perinatal/neonatal event (an event around the time of birth
and up to 28 days afterwards)

3. What have we done to try and
prevent future child deaths?

2. Acute medical or surgical condition
3. Chromosomal, genetic and congenital anomalies
(conditions which are inherited or are present at birth)

•

Changes to policies: Mid-Yorks NHS have now changed
their policy, regarding treating babies with prophylactic
antibiotics when mothers become unwell after birth.

•

Bereavement support: The availability of bereavement
support has been promoted. There are now 5 Care of Next
Infant coordinators in place to support parents who have
previously lost a child.

•

Safe sleeping: The risks of alcohol use and overlaying,
and the link between the two, are well understood and the
subject of routine provision of advice by health visitors. A
decision has been made by Subcommittee to review safe
sleeping again in future and conduct an audit. In addition
the Mid Yorkshire Hospitals Trust policy will be reviewed.

4. Sudden, unexpected, unexplained death
Note: there may be more than one cause for the death but the
highest cause is used in this process as classification.
The analysis of cause of death uses a classification created
for this purpose by the Department of Children Schools and
Families (DCSF). This classification divides deaths into groups
which have similar implications for preventive activities:
The distribution of deaths according to these categories is given
in the figure below.
Due to the small numbers and the need to ensure anonymity
for the family we have grouped these numbers over the last five
years. <3% is used where numbers are too small to publish.
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•

Recording and data collection: CDOP will record
any reports of families facing difficulties in accessing
social fund applications for funeral payments. Group B
Streptococcus infection identification on data collection
forms. New categories now on data collection forms for
recording parental health.

4. Development of the Wakefield
District CDOP Panel
This year the Wakefield CDOP has initiated work across the
Yorkshire and Humber region by setting up a CDOP chairs
network with the following purpose:
•

To share learning, issues trends and patterns from CDOPs.

•

Share good practice and learn from each other.

•

To explore opportunities to engage in joint analysis and
action where there is added value to look across a wider
geographical patch.

•

To explore the possibility and benefits of having a network
and how best to engage.

•

This network has now been recognised by the Public
Health Executive Children and Young People’s Forum and
will feed in to and be supported by this group.

e) Developing a Multi-Agency
Safeguarding Hub (MASH)
The Wakefield MASH became operational in January 2014.
Prior to MASH, Social Care Direct (SCD) was the first point of
contact for Wakefield’s Children and Young People’s services.
The new first point of contact structure consists of a Customer
Call Centre who pass all referrals and contacts to a Triage
Team where a management decision is reached on which
cases are appropriate to be referred to the MASH, which can
be closed, and which can be signposted to universal services
if appropriate or passed to the Joint Investigations Team (JIT)
when the need for a section 47 Child Protection Investigation to
be undertaken is indicated.
Prior to the launch of MASH, SCD were receiving up to
280 contacts and referrals per week. This has increased
significantly since January 2014 and a system of triage was
introduced to help manage demand.
As an illustration of workload and outcomes, 1592 children
were referred into MASH during the 3-month period February
- May 2014. Figure 8 shows referral source during this period
and figure 9 shows the outcome from the MASH review.

Figure 8: Referral source (MASH)
Police

The initial work plan for the network includes;

Health

1. An audit of the factors present in Sudden and Unexpected
Death in Infants.

Education

2. A ‘difficult decisions’ template to be used and shared
among panels.

Individuals

3. Sharing of local information on overlaying deaths and
the factors involved, and to agree a common approach
and guidance on safe sleeping / bed sharing and also
benchmark against each other to see if we have had
similar numbers over last 12 months panel cases and
similar factors.

Own Local
Authority
Other
agencies
3.2.14 - 2.5.14
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Education
Individuals
Own Local
Authority

Figure 9: Outcome (MASH)

•

Good case recording helps to keep children safe. Detailed
case recording which is accurate and which contains
sufficient description about what was done and also
sufficient analysis of the findings is crucial, particularly
if the case is being transferred to another team. A good
transfer summary is also essential and will avoid a
situation where the next person to read the file misses
a crucial piece of information. Closing and Transfer
Summaries need to be sufficient to enable a future reader
to be able to quickly grasp the key components of the
case, including the reasons for the referral, what was done
and what the outcomes were.

•

In cases involving teenagers who are possibly at risk it
is important for professionals to recognise the need for
patience and persistence and to use their skill to build a
relationship with the young person. If professionals give
up too early this can leave a vulnerable young person at
continued or even increased risk of harm.

Allocated

Closed

3.2.14 - 2.5.14

Awaiting
allocation or
closure

f) Learning through joint investigation

Previous Ofsted inspections in 2010, 2011 and 2012 raised
concern about the extent of joint working between Police and
f) Learning
joint
investigation
Social Workers inthrough
relation to Section
47 (Children
and Young
Case study - Joint Investigation Team
Person Act 1989), Enquiries and this was a key area for
In one case the audit group were highly impressed by the
improvement. These concerns led to the establishment of the
Joint Investigation
Team Social Worker
and the exten
Previous Ofsted inspections in 2010, 2011actions
andof the
2012
raised concern
about
Joint Investigation Team as a means of bringing police officers
Police Officer. This case involved a young person who was
of joint
working
between
Police
and Socialalmost
Workers
in relation to Section 47 (Childre
and Social
Workers closer
together to promote
discussion,
eighteen. The young person had made disclosures of
and joint planning.
historical
abuse to a third partyThese
and these had
been
Actinformation-sharing
1989) enquiries
and this was a key area
forsexual
improvement.
concerns
led t
reported to the Safeguarding and Family Support Service.
However the young person was very clear that they did not
want to speak to a Social Worker or Police Officer. However
the audit group were impressed that the professionals
remained persistent and did not give up. A number of joint
visits were made to the young person. Both workers evidently
had skills in working with teenagers and ultimately were
able to persuade the young person to make a statement and
provide other evidence. The positive outcome in this case
was that the police were able to investigate the suspected
perpetrator, to prosecute and ultimately to keep other
children who the perpetrator may have been in contact with
safe from harm.

Further developments in 2013/14 and in particular the
implementation of the Multi-Agency Safeguarding Hub (MASH)
have further developed this partnership. However, the Joint
Investigation Team has undertaken audits of their work in
partnership with West Yorkshire Police and found some very
good practice and clear examples of keeping children safe. The
learning points from the audits are:
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What have we done to improve
the effectiveness of safeguarding
children in Wakefield District?

Figure 10: Strategic priorities and the
approach of WDSCB in 2013-14
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Governance and
accountability

Prevention and early
help

WDSCB Strategic Priorities
2013-14
Improve partnership
working

Approach

Change culture and
influence the workforce

In the context of the strategic priorities for 2013-14 and
how it wanted to achieve these, WDSCB and the agencies it
represents have worked hard to improve the effectiveness of
safeguarding children in the Wakefield District (see figure 8).
The impact of some of this work is described in a set of case
studies in Appendix 3.

Working with agencies to
challenge and improve
safeguarding performance
and practice

✔✔

Developing and implementing
effective policies, guidance
and procedures

✔✔✔✔

Implementing an effective
Learning and Improvement
Framework

✔✔✔

Analysing, reviewing and
understanding the key factors
identified in cases where
children have been harmed
and the changes that can be
made to health and social
care services to address
these factors

✔✔

Providing high quality
multi-agency training to the
children’s workforce and
promoting awareness of
safeguarding within agencies
and in the wider community

✔✔✔

✔

a) Working with agencies to
challenge and improve safeguarding
performance and practice

•

Links with other partnerships
2013/14 was a year for strengthening existing and developing
new working relationships with partners across the district, at
both strategic and operational levels.

What we’ve done to develop strategic
partnerships
•

Of particular note is the WDSCB’s relationship with the
Safeguarding Adults Board, which has gone from strength
to strength following a joint development session in March
2014. This session and subsequent follow-up business
planning sessions identified clear areas for future shared
work, including sexual exploitation (of the child and then
vulnerable young adult), domestic violence and abuse and
Transition. The themes identified are reflected as shared
pieces of work in boards’ Business Plans for 2014/15.

•

In relation to other strategic partnerships, the Independent
Chair of WDSCB has attended a number of meetings
throughout the year to share the 2012/13 Annual Report.
These include the Local Services Board, the Community
Safety Partnership and the Health and Well Being Board.

•

The Independent Chair has also represented the WDSCB
at the Children and Young People Overview and Scrutiny
Panel in relation to Child Sexual Exploitation and shared
the learning from local Serious Case Reviews at the Local
Services Board.

•

This year the chair of the CDOP (a Board member) has
set up a network of CDOP chairs across Yorkshire and the
Humber with the following purpose;
•
		

To share learning, issues trends and patterns from
CDOPs.

•

Share good practice and learn from each other.

•
		
		

To explore opportunities to engage in joint analysis
and action where there is added value to look across a
wider geographical patch.

•
		

To explore the possibility and benefits of having a
network and how best to engage.

What we’ve done to develop operational
partnerships
Case study: MASH
Report from a health visitor that a mother of three wanted to
relinquish her unborn baby. Mother would not provide details
of father of the baby. MASH identified that there had been
a domestic violence incident with the father of the unborn
baby thus identifying him. When research of the father was
undertaken it was established that he had convictions for
sexual offences upon children. This information was shared
immediately and the risk assessment increased. It was also
identified that the baby’s father had been living with the
mother and her children for some time without any form of
assessment.
Specific improvements at an agency level in 2013 - 14 and the
impact these have made include:
•

The Independent Chair, along with the Director of
Children’s Services was instrumental in establishing a
multi-agency Chief Executives meeting to review the
learning from Case Review and Serious Case Reviews
and to seek assurance that meaningful and lasting
improvement has been achieved.
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The Multi Agency Safeguarding Hub (MASH) went live in
January 2014. The co-located team works alongside the
operational safeguarding teams. All concerns for a child
are referred to social care and the MASH then reviews
each case. Partners access their own IT systems and are
able to research to ensure that the local authority is fully
informed of all relevant information to make an informed
decision on the appropriate action to safeguard the child.
Partners from West Yorkshire Police, housing, Local

Authority, West Yorkshire Probation Trust, YDSS, health and
education are involved.
•

GPs have responded with enthusiasm to the MASH and
have received positive feedback from Social Workers and
others involved in information gathering that there has
been a significant improvement in the ease of obtaining
information from GP practices.

•

An audit of referrals to children’s social care for
safeguarding concerns. The audit focussed on identifying if
individual staff had adhered with the procedure for referral.
Following a recommendation from the audit authors,
Spectrum introduced a system of completing an electronic
incident form when a referral has been made.

•

Improved communications between GPs and their attached
Health Visitor teams. Every practice now has a named link
Health Visitor and the majority of practices have regular
meetings at which concerns are discussed. This is a
significant improvement, although a minority of Practices
still need some help in ensuring this arrangement is
working effectively.

•

This year a number of changes have been made to
SystmOne (the computer system used by the majority
of GPs in the Wakefield area). These changes highlight
the presence of safeguarding information on a patient’s
record, making it much less likely that such information
will be overlooked. This is in line with one of the important
findings from a recent Serious Case Review.

•

Joint work has been undertaken between the Safeguarding
and Family Support Service and Midwifery to improve
practice in pre-birth assessments by having clear protocols
and pathways, clear roles and responsibilities etc. There
has been some joint audit work showing improvements.

•

The YDSS is working in partnership with West Yorkshire
Police to deliver the ‘Channel’ programme, designed to
provide early identification of young people who are at
risk of involvement in radicalisation. Interventions are then
delivered to build resilience in vulnerable young people and
reduce the risk of further involvement in extremism.

•

The Joint Investigation Team of child safeguarding police
officers and social workers is going from strength to
strength and is now truly embedded in daily business.
This affords face-to-face strategy meetings and true
partnership working. The social workers are trained ‘to
achieve best evidence’ and are able to get involved in
video interviews with the child and are more involved with
the ongoing investigations.

•

The child sexual exploitation team along with Barnardo’s
is actively safeguarding victims, tackling suspects and
working with Neighbourhood Policing Teams to identify key
locations of concern. It has now rolled out a programme
of education to all high schools across the District and
anticipates addressing over 10,000 children in the next
few months.

Case Study - YDSS
Neighbourhood Resolution Intervention
This case was referred to the Youth Offending Team (YOT)
Neighbourhood Resolution Programme. It involved two girls
on a Community Resolution for causing criminal damage to
the property of their education provider.
The Police Victim Liaison Officer (based in the Youth
Offending Team) contacted the victims and offenders to
discuss taking part in a Restorative Conference, where they
would have a chance to talk about the incident and provide
an opportunity to apologise and carry out some reparation
(which both girls had expressed a wish to do).
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The girls took part in a successful restorative intervention
and completed the agreed reparation. The YOT case workers
referred both girls to Targeted Youth Support for further
sessions and the Restorative Practitioners contacted the
Think Family worker to request assistance for the mum who
had learning difficulties. The outcomes of the referrals were
as follows:
The role of the YOT Education Worker
In addition to supporting the Restorative intervention the
case worker identified that the girl with the problem at home
was missing a lot of her education. With assistance from
the education worker her attendance increased from 49% to
90% within a very short space of time.

Targeted Youth Support
This intervention consisted of alcohol and substance misuse
information, advice and support being given to both girls and
some group work to encourage healthy relationships and
taking part in activities.
Think Family Work
The family were brought to a multi-agency allocation meeting
by the YOT due to the offence and subsequent out of court
disposal, the risk of re-offending and permanent exclusion
from mainstream school. Open referral to Targeted Youth
Support. There were also historic referrals to Social Care
Direct regarding concerns relating to abilities to parent and
child neglect.
Since the intervention the following progress has been
reported:
•

Improved home conditions resulting in eviction avoided.

•

Citizen’s Advice Bureau (CAB) financial plan in place for
rent to be deducted at source to avoid further arrears.

•

Young person has engaged well with YOT and completed
restorative justice debts sessions and community
reparation.

•

School now engage young person in education provision
to improve school attendance.

•

School now to explore bullying concerns.

•

School now to refer young person to school nurse
regarding health concerns.

•

School to discuss substance misuse and risky
behaviours with young person.

•

YOT educational support to liaise and offer support
to young person at Pupil Referral Unit (PRU) and to
complete sessions on risk and resilience.

•

Long term sustained support for mum now being
explored.

•

Young person has not committed any further offences.

•

Improved school attendance.

b) Developing and implementing
effective policies, guidance and
procedures
The Children Act 2004 gives LSCBs a core function in relation
to developing procedures for safeguarding children and
ensuring that where there are concerns about a child’s safety
or welfare, thresholds for intervention by children’s social are
clear and understood by all partners.
WDSCB jointly commissions a set of shared inter-agency
procedures for safeguarding and child protection. These are
provided by a consultancy called Tri-X with Safeguarding
Children Boards in Leeds, Bradford, Calderdale and Kirklees.
The advantages of this arrangement are significant.

Firstly, procedures for safeguarding children are shared across
West Yorkshire, which is a significant advantage for those
organisations that work across local authority boundaries, such
as West Yorkshire Police and the Mid Yorkshire Hospitals NHS
Trust. Secondly, it means that the procedures can be reviewed
and quality-assured by a larger group of people, which
promotes quality.
In addition, because the task of updating and revising
procedures is delegated to Tri-X under the supervision of these
Safeguarding Children Boards (known as the “West Yorkshire
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LSCB Consortium”) this means that the procedures, which
are available online (www.procedures.com/westyorkscb) are
reviewed twice a year and hence are always up to date.

commissioning of services in the District. The following learning
and improvement cycle is used to inform WDSCB strategy and
business planning. Robust monitoring and review of training
provision, single and multi-agency guidance and policies, work
programmes
and the application of professional challenge to
Wakefield and District Safeguarding Children Board: Annual Report 2013 2014
partners will identify future learning activities and ensure that
the WDSCB remains focussed on priority concerns.

The Policy and Procedure Subcommittee of the WDSCB review
these procedures locally, and the outcomes are fed into the
consortium-reviewing group (which primarily consists of LSCB
Managers or policy officers and Local Authority safeguarding
leads). Ultimately, this group communicates with Tri-X and
ensures that revisions are made as identified by these groups.

WDSCB
Strategy
National Policy
& Research

The WDSCB, through the Business Manager, also provides a
strong supporting role to individual agencies in the development
and reviewing of their internal procedures. During 2013/14,
support and advice has been given to various organisations
in relation to the development and implementation of their
procedures for safeguarding children. In addition through
the serious case review challenge process the WDSCB had
oversight and provided challenge and support in relation to a
large number of single agency policies and procedures.
The WDSCB also has a key role in helping procedural changes
within individual agencies to be communicated to the wider
children’s workforce, and also providing guidance and
consultation on these procedural changes. This awareness
raising is done in a number of ways. For example, Board
meetings and Subcommittees provide a forum for challenge,
peer support, discussion and dissemination. In addition,
newsletters and briefings produced by the WDSCB also have a
wide circulation and present an ideal opportunity for procedural
changes within individual agencies to be publicised widely.

c) Implementing an effective Learning
and Improvement Framework
In early 2014, the WDSCB has developed a Learning and
Improvement Framework. This framework applies to the Board
itself as well as all partner agencies in their delivery of service
and workforce development activities. It informs single agency
frameworks to ensure connectivity and compatibility so that the
Board learns from good practice and when things go wrong.
This in turn enables the Board to influence the delivery and

Business
Plan
WDSCB
Training
Plan

Sub-groups, work
programmes, working groups

Learning activities (reviews,
audits, surveys, feedback etc).

Multi-agency
Recommendations

Single Agency
Recommendations

Review &
Monitoring

As
partof the
of the
commitment
of theLearning
WDSCB’s
Learning Framework
and
As part
commitment
of the WDSCB’s
and Improvement
2013-14, a LADO Audit Group has been set up, which features the Local Authority in
Improvement
Framework 2013-14, a LADO Audit Group has
partnership with colleagues in the Police taking responsibility for a joint audit of
LADO referrals
case management.
ThisLocal
is a relatively
new venture
but is already
been
set up,and
which
features the
Authority
in partnership
proving to be an invaluable opportunity for practice development. An audit tool has
with
colleagues
in findings
the Police
for the
a joint
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and the
of the taking
audits willresponsibility
enable us to identify
quality of
our LADO service.
audit
of LADO Referrals and case management. This is a
d) Analysing,
the keytofactors
in
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newreviewing
ventureand
butunderstanding
is already proving
be an identified
invaluable
cases where children have been harmed and the changes that can be
made to health
social care
services to address
opportunity
forand
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development.
An auditthese
toolfactors
has been
developed
anditsthe
findings
the audits
will hard
enable
us 2013-14
to
The Board and
members
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during
to
challenge and improve safeguarding performance and practice. Much of this was
identify
the
quality
of
our
LADO
service.
through the management of the Serious Case Review (SCR) process and the
learning that resulted from the SCRs themselves. However, this also led to a change
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d) Analysing, reviewing and
understanding the key factors
identified in cases where children have
been harmed and the changes that
can be made to health and social care
services to address these factors

present, discuss and assure evidence has been a successful
change in process.
It is also acknowledged that in view of the recognition that
information sharing was a consistent theme in local and
national SCRs, the local MASH would not have had the impetus
it has had without the determination to make fundamental
changes in the safeguarding system. One notable achievement
in this respect has been the roll-out of SystmOne for the 0 -19
age group.

The Board and its members have continued to work hard during
2013-14 to challenge and improve safeguarding performance
and practice. Much of this was through the management of
the Serious Case Review (SCR) process and the learning that
resulted from the SCRs themselves. However, this also led to
a change in process for the WDSCB itself in the way it gained
assurance that changes had been made and agencies had
learned.
In January 2014, a meeting of key agency chief executives
agreed to commission a composite report following the three
SCRs between December 2011 and March 2012. Its purpose
was to provide assurance that the recommendations of the
three recent SCRs had been met - at LSCB, multi-agency and
single agency levels. The intention is that the implementation
of the recommendations will lead to long-term improvements,
which children and families would notice. The report identified
what had become embedded as part of the SCR process
and how boards can be assured of this. It identified how the
evidence can help inform change going forward so that the
momentum can be maintained. The report also provided
recommendations and challenge where further work was
needed, across the system and for the WDSCB itself, in terms
of the requirements under the new Ofsted Safeguarding
Children Board inspection/review framework 7.

Theme

The new children’s fracture clinic at Mid
Yorkshire Hospitals Trust (MYHT).

Professional
curiosity

There are new joint working arrangements
Working
between the Young People’s Substance
Together
Misuse Service, CRI Rebound and Spectrum in
the form of a shared care pathway, supported
by joint clinics and with a review process is in
place to evaluate success.
MYHT has established a new procedure in A&E Working
for identifying and recording domestic abuse
Together
in pregnant women and notifying the midwife
responsible for their care. This is supported by
improvements in electronic records and staff
training. Referrals for domestic abuse have
increased since making these changes.
Improved relationships between GPs and
health visitors.

Working
Together

Where are the enduring gaps?

Where has the most improvement been made?
Responding to three SCRs in a short space of time required
some local organisations/agencies to do a great deal of work
quickly to assure the LSCB. This process started in the SCR
panels and the general response has been one of co-operation.
The new local assurance process to use challenge events to
7

Notable improvements
(embedded in practice)

The WDSCB has a clear process for responding to situations
where organisations/agencies have been able to evidence a
change in practice but the Board has asked them to provide
further evidence of embeddedness through reports to the Board
and/or Audit Subcommittee.
The report made fifteen recommendations on how the system
and individual organisations/agencies can meet the enduring
gaps from the composite SCRs. One theme running through

http://www.ofsted.gov.uk/resources/framework-and-evaluation-schedule-for-inspection-of-services-for-children-need-of-help-and-protection
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the recommendations is the need to build audit and evaluation
into normal practice and management so that evaluation and
impact assessment become second nature rather than huge
projects.

The challenge event process has been shown to be a useful
way of receiving and assuring evidence and the system should
support this as a way forward for any future SCRs.
Finally, it is clear that, despite the circumstances, responding
to three SCRs in such a short space of time has led to a great
deal of learning. However, it should be acknowledged that
maintaining this learning is likely to be affected by change in
organisational structures, new ways of working and changes
to relationships. The WDSCB agenda includes the impact of
organisational change on safeguarding. Therefore, the system
should take account of the need for business continuity in
relation to the impact of any organisational change.

The distribution by theme of recommendations for meeting
enduring gaps was follows:
Theme

Number of
recommendations
(enduring gaps)

Policies, procedures and pathways 4
Working Together

3

Professional Curiosity

6

General (awaiting evidence)

2

e) Providing high quality multi-agency
training to the children’s workforce and
promoting awareness of safeguarding
within agencies and in the wider
community

How can we assure these?
The report was discussed at a meeting of Chief Executives on
March 31st 2014, where the report and its recommendations
were signed off.
The WDSCB also expects a full review session with a
representative from each agency by the end of 2014. In
addition, a number of actions will be presented to the WDSCB
or Audit Subcommittee. These processes provide an opportunity
for the Board to assess whether actions have been embedded.
It is also worth noting that a Section 11 challenge (Children
Act 2004) is scheduled for late 2014. This will provide an
opportunity for partners to provide assurance to the Board
about the impact of their process-level recommendations.

What can the system learn?
The system has learnt that, only by on-going, robust challenge
can the WDSCB be assured that organisations/agencies have
embedded change, which would make a difference to children
and families.
It is also clear that organisations/agencies need to own their
recommendations and have internal governance mechanisms
and clear timescales for reporting back both action and impact.

The overall aim of the training provided by the WDSCB is to
help to improve outcomes for children and young people in
Wakefield by providing training on an inter-agency basis,
which covers all levels of child welfare concern, from
early intervention through to child protection. The training
programme changes every year, and has grown significantly.
The training Subcommittee develops the programme through
an annual audit of the training needs of each agency as well
as changes in legislation, national cases and Serious Case
Reviews and local issues.
In 2013-14, training was delivered to 3313 practitioners
through face-to-face training programmes and e-learning
across more than 15 different agencies including the voluntary
and private sector. In addition, and in response to the recent
SCRs, bespoke training was provided in domestic violence and
sexual exploitation.
In addition to training, the WDSCB also provides policy
briefings to the children’s workforce. This year the WDSCB has
provided briefings around Safer Recruitment, Child Protection
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Conferences and the importance of sharing reports in a
timely manner, and the reviewed Bruising, Burns and Scalds
Protocol for Non-Mobile Babies. Policy briefings are produced
in response to learning from national and local Serious Case
Reviews and local case reviews, Subcommittee activity and
local changes in policy or procedure.
The WDSCB has provided multi-agency training on child sexual
exploitation since 2007 and this training remains in place and
is highly regarded by participants. More recently, the training
has been redesigned to incorporate a briefing on child sexual
exploitation in the Wakefield district.
A programme of awareness raising for staff in the private
children’s homes in the district, on child sexual exploitation
and Wakefield’s procedures and processes, took place in
2013/14. In 2014/15 it is planned that this issue will continue
to have prominence via a Private Providers Forum, chaired by a
representative from the WDSCB.
A presentation has been delivered to the MAACSE Panel
recently on the subject of Human Trafficking and the new
legislation being brought in by government, by the West
Yorkshire Police Single Point of Contact on Human Trafficking
and the information given at this will be incorporated in the
identification indicators used by the MAACSE in future.
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2014-15 Strategic priorities
During late 2013 and early 2014, the members of WDSCB
held a series of planning sessions where the following strategic
priorities were agreed:

New elements of the Business Plan for 2014/15 include:
•

Developing a new performance framework which identifies
who the vulnerable children in the district are, to inform the
commissioning of services for children.

•

A more detailed understanding of the journey of the child
through the use of in-depth multi-agency case file audits.

•

Increase the extent to which the WDSCB knows and is
influenced by the views of children and young people
including those who directly experience child protection
and looked after child services.

•

Publish a new Continuum of Need document and train
staff to ensure understanding and effective use of the new
referral tool.

•

Raising the profile of the WDSCB through the development
of a Communication Strategy.

•

Strengthening strategic partnerships across the district to
improve the effectiveness of the WDSCB in influencing the
commissioning of services for children.

•

Undertaking a S11 Audit that will include a young people’s
panel for face-to-face challenge and review, and will also
for the first time include the Safeguarding Adults Board
addressing the specific challenge of transition.

•

Reviewing the CSE Strategy, which will include widening of
the scope to include children missing from home.

1. Early help and the continuum of need
2. Quality assurance and performance frameworks
3. Communication and community engagement
4. Domestic violence and abuse
5. Strategic partnerships and impact
These priorities reflect a number of local drivers including
a commitment to joint development work with both the
Safeguarding Adults Board and strategic partnerships including
Domestic Abuse Strategic Management Board, the Community
Safety Partnership and the Health and Well Being Board.
The WDSCB Business Plan for 2014/15 can be accessed via
our website.
The Business Plan has been influenced by the work of the
Subcommittees, the findings of local and national Serious Case
Reviews and local Learning Lessons Reviews, as well as our
relationship with strategic partners across Wakefield.

6
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Serious Case Review Subcommittee
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The Panel aims to understand
better how and why children
in Wakefield die and use
the findings to take action
to prevent other deaths and
improve the health, wellbeing
and safety of children and
young people.

Task Groups

The group is responsible for
ensuring that high‐quality, up
to date, effective and childfocused multi‐agency training
is provided alongside single
agency safeguarding training.

Child Death Overview Panel Learning and Development
Subcommittee
Chair = Ruth Twiggins,
Public Health, Wakefield
Chair = Rachel Holmes,
Council
CAFCASS
The group oversees and
monitors the WDSCB Strategy
and Action Plan to ensure
there is a co‐ordinated multiagency response to child
sexual exploitation.

Chair = Lana Shannon,
SFSS, Wakefield Council

Child Sexual Exploitation
Strategic Group.

TThe primary role of the
subcommittee is to ensure
that the LSCB and partner
agencies are provided with
timely information relating
to the quality of front line
practice arising from single
and multi-agency audit and
quality assurance activity.

Chair = Mandy Sheffield,
NHS Wakefield CCG

Audit Subcommittee,

Children & Young People’s Safeguarding Forum (Chair = Stephen Crofts, Youth Development & Support Service)

The Child Death Review
Subcommittee oversees
performance in relation to the
current Chapter 5 of Working
Together to Safeguard
Children 2013.

Chair = Ruth Twiggins,
Public Health, Wakefield
Council

Child Death Review
Subcommittee

WDSCB is a statutory board with the core duty to ensure there are effective
The Subcommittee considers cases for review and makes recommendations
arrangements in place across agencies to safeguard and promote the welfare to the Chair as to whether criteria are met for undertaking a review, makes
of children and young people in Wakefield.
decisions about the process for reviews and oversees each one.

WDSCB Executive Group

Standing sub groups

WDSCB is a statutory board with the core duty to ensure there are effective arrangements in place across agencies to safeguard
and promote the welfare of children and young people in Wakefield.

Wakefield District Safeguarding Children Board (WDSCB)
Independent Chair = Edwina Harrison

Appendix 1: WDSCB Structure

Appendices:

7

Appendix 2: Financial Information

Apologies provided

% Attendance

Wakefield Council

Agency

Number of
meetings attended

In 2013/14 the total funding available to the WDSCB from
its member agencies was £202, 925. This was provided as
follows:

Number of
meetings invited

The attendance of representatives at
WDSCB meetings during 2013-14 8

Independent Chair

6

6

0

100

Cafcass

6

2

4
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West Yorkshire Probation

Fire

2

2

0

100

Lay Member

6

5

1

83

Local Authority - DCS

6

5

0

83

Local Authority - Education

6

2

3

33

Local Authority - SFSS

6

3

3

50

Local Authority - Elected
Member

6

5

1

83

Mid Yorks Hospitals

6

6

0

100

NHS England

6

6

0

100

NHS Wakefield CCG

6

6

0

100

Police

6

5

1

83

Probation

6

4

1

67

Public Health

6

4

2

67

Schools

2

2

0

100

Spectrum

6

5

1

83

SWYPFT

6

6

0

100

VCS

6

4

2

67

WDH

6

6

0

100

YDSS

6

3

3

50

Advisory - Business Manager

6

5

1

Advisory - Legal Services

6

6

0

£108, 070

NHS Wakefield CCG

£66,245

Wakefield Council (Schools Forum)

£15,000

West Yorkshire Police

£10,000
£3,060

CAFCASS

£550

Income from Bespoke Training

£1,640

2012/13 Underspend

£83, 676

Total Income 2013/14

£288,241

The primary cost associated with the WDSCB is staffing of the
WDSCB Business Team. The overall approximate breakdown of
operational costs in 2013/14 is as follows:
Business Manager
Training Officer
Safeguarding Advisor
CDOP Coordinator
Administrator (FT)
Administrator (PT)

£181, 931*

Serious Case Reviews

£4,170

Independent Chair

£20,397

Training

£14, 539

General running costs
(IT, telephones, office
supplies etc.)

£9, 517

83

West Yorkshire
Procedures contribution

£1,017

100

Total Expenditure 2013/14 £231,571
Total Carry Forward for
2013/14

*This figure is particularly
low this year due to extended
periods of staffing gaps during
recruitment and long term
sickness

£56,670

8
Full names and roles of members can be seen on the WDCSB website http://www.wakefield.gov.uk/residents/schools-and-children/safeguarding/wakefielddistrict-safeguarding-children-board/what-is-the-wakefield-district-safeguarding-children-board
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Appendix 3: Individual agency
contributions

Internal governance/quality assurance
During 2013 Spectrum undertook an audit of referrals to
children’s social care for safeguarding concerns. The audit
focussed on identifying if individual staff had adhered to the
procedure for referral. Following a recommendation from the
audit authors, Spectrum introduced a system of completing
an electronic incident form when a referral had been made.
At the request of the LSCB a further audit is planned for this
year, which will focus on the appropriateness of the referrals to
children’s social care. The delivery of safeguarding supervision
has remained a key focus for the organisation following the
training of the first supervisors in 2011. A further member
of staff undertook safeguarding supervision training with the
NSPCC in the summer of 2013 and is now working alongside
the other named supervisors to deliver group and individual
sessions in accordance with the Safeguarding Supervision
Policy.

Spectrum Community Health (CIC)
Spectrum Community Health (CIC) was established as a social
enterprise on 1 April 2011 and became a Local Safeguarding
Board (LSCB) member during 2012. The organisation delivers
contraception and sexual health services, specialist substance
misuse services, and offender health and wellbeing nursing, to
some of the most vulnerable adults and young people across
the district.
We are committed to working in partnership to safeguard
children and young people whether they come into contact with
our organisation directly as a service user or indirectly through
the parent or carer accessing our services.

Training and development

Partnership working

All staff within Spectrum Community Health (CIC) receive
mandatory training at a minimum of Level 1 as part of their
induction to the organisation and are required to undertake
further training at the appropriate level indicated in the intracollegiate document. All staff are encouraged to participate
in the multi-agency training offered through the LSCB. The
Named Professional for Safeguarding Children contributed to
the delivery of the programme in 2013. To enable our staff to
be able to access training from a variety of sources a Level 2
Safeguarding Children Workbook has been developed during
2013.

During 2013 Spectrum Community Health (CIC) continued
to work in partnership with other agencies in the district by
participating in the Multi-Agency Child Sexual Exploitation
(MAACSE) panel. Representatives include West Yorkshire Police,
Wakefield District Housing, Mid Yorkshire Hospitals Trust (NHS),
Barnardo’s and the Targeted Youth Service. The panel convenes
monthly to share information and agree multi-agency action
plans in response to individual cases.

Internal communication/service development
As part of our commitment to safeguarding children and young
people, the organisation has its own Safeguarding Forum,
which is attended by representatives from across all our service
areas. The Chief Nurse for Spectrum Community Health (CIC),
who is also the LSCB member, chairs the forum. The forum
provides an internal mechanism to share and disseminate
relevant local and national initiatives including learning from
serious case reviews. It also enables the organisation to
develop new pathways, policies and procedures and monitor
compliance with existing ones.

Spectrum Community Health (CIC) hosts a co-located multiagency ‘Family Support Team’ comprising of a health visitor
(Spectrum), a midwife (Mid Yorkshire) and a social worker
(Wakefield Council). The team work directly with clients who
are accessing drug and alcohol services across the district and
are either pregnant or have caring responsibilities for a child.
Although the client is an adult, the ‘Think Family’ approach
aims to offer a range of interventions, which provide support to
the whole family. The overall aim of which, remains to reduce
the risk of harm to children who live in households with adult
service users.
The Individual Management Review completed in 2012 as
part of a serious case review identified the benefits of closer
working practices with a partner organisation who deliver drug
and alcohol services to young people across the district. As a
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result the key theme for 2013 was to develop shared pathways
and referral processes and explore closer professional and
organisational links for the future. This key theme will continue
to be developed during 2014.

serious case reviews. The CCG is looking at ways in which such
information could be highlighted on the other system used by
GPs in Wakefield (EMIS); this is still work in progress.

An additional key theme in 2014 will be revision of the
‘Procedure and Guidance for Family Assessment within
Wakefield Integrated Substance Misuse Services’ (2012).
This local document contains integrated pathways and shared
guidance for frontline staff working with service users who have
caring responsibilities for children, or who live in households
with children. Spectrum and Turning Point developed the
guidance document in partnership with the Mid-Yorkshire
Hospitals Trust and Wakefield Council.

Primary Care Annual Report
Dr Paul Glover is the Named General Practitioner (GP) for
Safeguarding Children, NHS Wakefield Clinical Commissioning
Group (CCG). He is a full time GP based in Pontefract and also a
member of the Local Medical Committee.
In the last year work has continued on improving
communications between GPs and their attached Health Visitor
Teams. Every Practice now has a named Link Health Visitor
and the majority of Practices have regular meetings at which
concerns are discussed. This is a significant improvement,
although a minority of Practices still need some help in
ensuring this arrangement is working effectively.

Safeguarding and Family Support
Services
LSCB Member Lana Shannon (Interim Service
Director for Safeguarding and Family Support
Services)
The last year has seen significant changes within the
Safeguarding and Family Support Service particularly in relation
to our “front door” services and the way in which we receive,
assess and respond to referrals.
In addition, the past twelve months has seen significant
changes in our senior management team.

The Multi-Agency Service Hub (MASH) will have been described
in detail elsewhere in this report, but GPs and CCG colleagues
have expended a lot of time and effort in order to ensure a
smooth launch of this excellent project. GPs have responded
with enthusiasm to the MASH and Dr Glover and colleagues
have received positive feedback from Social Workers and
others involved in information gathering that there has been a
significant improvement in the ease of obtaining information
from GP Practices.
This year a number of changes have been made to SystmOne
(the computer system used by the majority of GPs in the
Wakefield area). These changes highlight the presence of
safeguarding information on a patient’s record, making it much
less likely that such information will be overlooked. This is in
line with one of the important findings from one of last year’s

Dr Glover has also taken part in the Serious Case Review
Challenge Events (described elsewhere in this report)
where they relate to local Practices. These ensure that the
recommendations arising from serious case reviews are being
followed by the Practices involved. Feedback from those
Practices has been that they have found these events helpful
and positive. They also enable the CCG to ensure that the
recommendations are being followed.

John Wilson joined us in July 2013 as Corporate Director for
Children and Young People’s Services.
In December 2013 our former Service Director Jackie Wilson
left for a post in another Local Authority and in January 2014
Lana Shannon joined us as Interim Service Director. At the
time of writing we are beginning the process of recruiting for a
permanent Service Director.
Also in 2013, the Early Help function was moved from the
Safeguarding and Family Support Service to the Children’s
Strategy and Commissioning Service (Service Director Carly
Speechley), also within the Children and Young People’s
Directorate.
In early 2014 the lead responsibility for the Domestic Violence
and Abuse Strategy moved from the Safeguarding and Family
Support Service to Adults, Health and Communities.
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Domestic Abuse

Children’s Social Care Services

The co-located Safe@Home service is a multi-agency team
with the responsibility to provide services to contribute to the
reduction in domestic abuse and to offer focused intervention
to victims who are suffering from severe domestic abuse and
children and young people who are affected by domestic abuse.
The team consists of people who are employed by Wakefield
Council (Children and Young People’s Services and Adults,
Health and Communities) along with people who are employed
by SWYPFT and commissioned to work in Safe@Home by
Public Health. West Yorkshire Police also contribute a full time
officer on rotation from their Safeguarding Team.

The provision of a social work service to children in need, at
risk of harm or looked after by the Council continues to be our
core business.

Councillor Maureen Cummings, who is the Cabinet Member
for Environment and Communities, and also chairs the
Community Safety Partnership, now chairs the Domestic Abuse
Strategic Group. This group, in consultation with partners
and partnerships, is currently developing the local Domestic
Violence and Abuse Strategy. Alongside this a Domestic
Violence and Abuse Action Plan has been developed which
includes the development of a Commissioning Strategy for
domestic abuse services as well as a Training Strategy for the
entire partnership.

Early Intervention
The Early Help “portfolio” has now moved from the
Safeguarding and Family Support Service to the Children’s
Strategy and Commissioning Service and is led by Carly
Speechley. The “early help offer” across the partnership
is currently being reviewed as a means of ensuring that
appropriate help is provided to families in a timely manner, thus
reducing unnecessary duplication and reducing demand on
specialist services.
As part of this work we are supporting the development of a
new Continuum of Need to support the provision of help to
families at all levels of intervention.
It is hoped that the development of Early Help services will
prevent the escalation of problems within families and so
reduce the length of time that children experience problems
and avoid the need for escalation to statutory social care
services.

Work on developing a Multi-Agency Safeguarding Hub (MASH)
commenced in 2013. After a great deal of planning between
agencies the MASH became operational in January 2014. As
a result of this, services at the “front door” of the Safeguarding
and Family Support Service have been realigned. Social Care
Direct no longer exists in its previous form and instead we have
implemented a Triage Team to ensure that only referrals or
contacts relating to “concern for a child” are sent to the MASH.
We have also implemented a new Emergency Duty Team
to enable us to respond to genuine emergencies that occur
outside office hours.
We have continued to see an increase in the number of
contacts and referrals to the “front door”, however performance
data and quality audits indicate that the proportion of cases
that are sent by the MASH to one of our Assessment and Child
Protection Teams for further assessment or intervention has
reduced as a result of the information sharing and joint analysis
that is undertaken within the MASH.
Despite this a large number of referrals are sent to our
Assessment and Child Protection Teams every week. We have
also seen significant improvements in joint work between Social
Workers and the Police on new S47 Enquiries via our Joint
Investigation Team and this is supported by the findings of joint
audit work that is undertaken regularly.
Our services continue to be in high demand and this has led to
significant capacity issues particularly in our Assessment and
Child Protection Teams, which are responsible for:
•

Assessing need after a case is transferred from the MASH

•

Managing Child in Need Plans

•

Convening Child Protection Conferences and managing
Child Protection Plans

•

Issuing applications for care proceedings under the Public
Law Outline

•

Managing care proceedings to the point of final hearing

35

•

Providing support to families whose children are subject to
Supervision Orders

•

Undertaking S7 and S37 reports as directed by the courts
during private law proceedings.

In 2013/14 we have strengthened the relationships with the
private residential care providers in the district through a variety
of mechanisms including regular meetings with the Service
Manager for Safeguarding and the development of a new
Safeguarding Forum.

Despite reviewing and then closing 3,548 cases last year there
has still been an increase of 4.6% in the numbers of Child In
Need cases across the District.

We have worked closely with the Police to ensure that our
response to children who run away from home or care is robust
and compliant with guidance, but there is further work to do
in 2014/15 and we have now established a regular forum
between ourselves and the Police to focus on missing children
both strategically and operationally as well.

As a means of ensuring that we are able to respond in a timely,
efficient and high quality manner we are currently considering
how our services are delivered and it is likely that some of
our systems and processes will change in 2014. However
alongside this work it is crucial that we work with colleagues
across the partnership to reduce the level of demand on these
services.

Quality-assurance and audit

Within our Assessment and Child Protection Teams, focussed
work has taken place to review all cases to ensure that the
family are in receipt of the right level of intervention. This
has seen a number of cases transferred to the Common
Assessment Framework (CAF) based on assessed need.
However, demand for social work assessments and intervention
remains very high and at the time of writing there are
approximately 3000 open cases to the service. This figure
includes:
•

Approximately 2100 children subject to Child in Need

•

382 children subject to a Child Protection Plan

•

502 children who are looked after by the Local Authority.

Looked after Children
The Looked After Child population has continued to rise and at
the time of writing there are 502 children looked after by the
Local Authority in Wakefield. Local Authority foster carers within
the district look after the majority of these children. A much
smaller number are looked after in our own residential care
settings.
Approximately 10% of our looked after children were placed
outside the Wakefield district, in foster placements or
residential settings. In cases where the distance between
home and placement is greater, these cases present additional
challenges for the child, family and professionals and we
recognise this.

As well as taking a full and active part in the WDSCB Audit
Subcommittee we have implemented our own Learning and
Improvement Framework. This became operational in January
and represents a significant part of our need to learn from our
own practice in order to identify our own strengths and areas
for development. The framework allows us to share the findings
of our own internal audit activity with our staff and our partners
via the WDSCB but has also supported the development of new
multi-agency audit activity in specific areas of work.

Partnerships
The Safeguarding and Family Support Service continues to be
a key partner in all strategic partnerships relating to children’s
services and safeguarding, including the WDSCB and its
subcommittees and task groups. We feel that in the past
year our contribution to the WDSCB subcommittees has been
strengthened by new membership.
Our staff have continued to be an important part of a number of
partnerships with specific functions including the Multi-Agency
Action on Child Sexual Exploitation Panel (MAACSE), MultiAgency Risk Assessment Conference (MARAC) and MultiAgency Public Protection Arrangements (MAPPA).
A major development for the forthcoming year is the
introduction of the MASH along with our key partners. Based at
the new Police Headquarters the MASH will enable all concerns
relating to a child to be assessed jointly by a multi-agency
team who have access to agency information and records and
will enable a joint decision to be made about how to proceed.
The MASH represents a significant investment on the part of
Safeguarding and Family Support Services and partners.
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Peer Challenge
At the time of writing, our new “front door” arrangements are
going to be the subject of a Peer Challenge arranged via the
Local Government Association. We anticipate that this will
identify our strengths along with those of our partners that form
the MASH but that it will also support us to identify areas for
future development.

Youth Development and Support
Service (YDSS)
WDSCB member Stephen Crofts, Service
Manager - YDSS
The structure of the YDSS incorporates services within five
multi-agency delivery teams:

West Yorkshire Fire and Rescue
Service

•

Youth Offending Team (YOT) - Community Supervision
Team incorporating Liaison and Diversion, Court,
Community Supervision and Victim Services.

West Yorkshire Fire and Rescue Service (WYFRS) believes
that everyone has the right to live their life free from abuse
and neglect regardless of race, gender, disability, age,
sexual orientation, religion and belief, gender reassignment,
marriage and civil partnerships, and pregnancy and maternity.
The service acknowledges that safeguarding children and
vulnerable adults is “everybody’s business” and is committed to
playing an active role in safeguarding work.

•

Youth Offending Team - Intensive Supervision and
Resettlement Team - incorporating education, health,
substance misuse, parenting and family, emotional and
mental health interventions and programmes of intensive
supervision and custody supervision.

•

Positive Activities and Community Development
Team - providing a comprehensive offer of youth positive
activities plus advice and guidance to the voluntary sector.

•

Targeted Youth Support (TYS) East and West Teams multi-disciplinary teams providing early intervention and
tailored support to young people and families at risk of
experiencing adverse outcomes.

In Wakefield District, the operational crews and Prevention
Team are responsible for carrying out Home Fire Safety Checks
each year and are best placed to identify any safeguarding
concerns within the home environment.
To support employees in raising concerns, WYFRS has
developed a safeguarding e-learning training package, covering
‘recognising and responding to abuse’, which is a mandatory
course for all WYFRS employees. A further, more in depth
facilitator led training programme has been designed for all
employees identified as having a role where the exposure to
vulnerable adults and children is increased.
The agreed reporting structure as set out in WYFRS Policy
is for quarterly activity reports to be presented to the
Corporate Diversity Board, and an annual report presented to
Management Board.
The safeguarding policies and procedures are reviewed on an
annual basis or as required due to legislative changes.

In 2013/14 the YDSS has continued to develop its staff and
systems in order to improve our ability to safeguard and
promote positive outcomes for young people and families, in
line with our core values. A summary of the key developments
and continuation of effective practice is listed below:

Learning and development
•

The YDSS received recognition from the LSCB that the
completion of action plans resulting from a Serious Case
Review and a Learning Lessons Review in 2013/14 had
shown positive improvement of practice in safeguarding
children and young people.

•

Staff and volunteers are required to undertake
safeguarding training every three years, and practitioners
from across the teams have recently undertaken further
advanced training in comprehensive assessment and
safeguarding to strengthen our practice. Members of staff
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are sent reminders when refresher training is due and
attendance is recorded on supervision templates. The
required level of safeguarding training is now detailed on
all job specifications.
•

We have recently reviewed the induction training
programme for new staff and volunteers. The induction
handbook details the Safeguarding Policy and states that
it is the responsibility of the individual member of staff
and their line manager to ensure they have the relevant
knowledge of safeguarding policy.

•

The YOT and TYS teams currently run practitioner forums
every six weeks; the purpose of each forum is to enable
discussions around practice issues, identify emerging
themes/patterns and the development of resources to
further safeguard young people and families.

•

YDSS Development days continue to run four times per
year and a number of workshops have been delivered to
staff and volunteers from across the service that focus on
‘themed’ aspects of safeguarding including preventing
CSE, supporting young people with speech language and
communication issues, working with young people who
display Harmful Sexual Behaviours and e-Safety.

•

Continuation of the YDSS Safeguarding Forum where
representatives from the three core strands of the service,
and partner agencies, meet to discuss policy , training,
guidance and practice, as well as providing a platform to
undertake audit of safeguarding work. Learning from the
forum is disseminated across the service through each
representative through team meetings.

•

•

This builds upon a successful pathway for young people
who offend, enabling early identification and intervention
for young people and providing a process, which can be
evaluated and reviewed to ensure its effectiveness.
Continuation of the multi-agency ‘Do it Different’ (DiD)
group, currently held three times per year, to address
teen to parent violence; this involves running a 12 week
programme of work to parents and young people. An
evaluation of the impact of the DiD groups in 2013/14 is
currently being undertaken and the service is looking into
opportunities to expand the offer further.

•

Development of a Parent and Grandparent group: these
‘forums’ are for parents, grandparents and carers of young
people involved in offending behaviour. Facilitated by the
YDSS Supporting Families Lead Practitioner, the groups
enable discussion and provide peer support around issues
of commonality. Specialist practitioners from the YDSS who
plan to deliver interventions in subjects such as health,
substance use and education, in order to raise awareness
and promote positive outcomes for young people and
families, are currently supporting the groups. In addition,
the YDSS have also developed a Parenting Practitioner
Forum to share information, build consistency and develop
best in supporting parents, carers and grandparents of
vulnerable young people.

Partnerships

Development of the YDSS Child Sexual Exploitation
Forum - the focus of this meeting has shifted from case
discussion as a result of the MAACSE protocol. The forum
enables practitioners to share best practice, resources,
training and guidance around addressing risky behaviours
and preventing CSE. The forum has core membership from
partner agencies including the police, health, education
and the voluntary sector.
The YDSS has developed a referral pathway, in partnership
with FOCUS, to identify and support young people
presenting with emotional and mental health issues
regardless of their type of involvement in the service.

•

•

The YDSS continues to build effective partnerships with its
colleagues from a range of agencies in order to safeguard
young people. In TYS and YOT teams our multi-agency
approach to managing cases of high risk continue to have
a positive impact in reducing risk and vulnerability.

•

The YDSS is working in partnership with West Yorkshire
Police to deliver the ‘Channel’ programme, designed to
provide early identification of young people who are at
risk of involvement in radicalisation. Interventions are then
delivered to build resilience in vulnerable young people and
reduce the risk of further involvement in extremism.

•

Contribution to the Multi-Agency Safeguarding Hub
(MASH): YDSS are a full time partner agency within the
Multi-Agency Safeguarding Hub, contributing to effective
decision making which enables a more timely response for
children, young people and families at risk.
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•

•

The YDSS appointed a Data Analyst in 2013 and this role is
already making a huge difference to the service. Through
analysing information on young people and families at risk
of harm we can explore the data further to identify any
emerging trends/patterns and create a plan of action to
address. This also enables the service to redirect resources
in response to need.
The YOT has recently recruited a social worker dedicated
to supporting young people subject to remand proceedings
and to link with Looked after Children’s (LAC) teams. This
role will serve to enhance and strengthen our partnership
approach to safeguarding Looked after Children involved in
offending.

•

We have working agreements in place with all our partners
to support this process including Safeguarding Family
Support Services, health, CRI, education, and the police,
and we have core membership at a number of multiagency safeguarding arrangements such as:

•

WDSCB Audit Subcommittee

•

WDSCB Learning & Development Subcommittee

•

WDSCB Policy & Procedure Subcommittee

•

MAACSE

•

MAPPA (Multi-Agency Public Protection Arrangements)

Management/quality assurance
•

The development of TYS Case Planning Meetings where
young people deemed most ‘at risk’ are discussed and
management oversight takes place. This process is similar
to the existing multi-agency YOT Case Planning Meetings
which are held monthly and provide advice, guidance and
challenge to ensure assessments and plans of work are of
a high standard and meet the needs of the young person.
The PACD team have also introduced quality assurance
panels to assess the standard of individual youth work
sessions run by the team and within this will address any
safeguarding concerns. TYS have created a framework/
flow chart for standards of timely intervention from point
of referral, allocation and initial contact with parent,
young person and referrer. All TYS referrals continue to be
screened and a traffic light system is used (Green, Amber.

Red) to ensure the most vulnerable young people are
prioritised.
•

Review of multi-agency case management panels
(as recommended by the YOT Peer Review 2013) to
ensure efficiency in safeguarding young people and
managing serious risk of harm. Panels have therefore
been ‘streamlined’ to enable risk and vulnerability to be
addressed collectively.

•

Creation of the YDSS Quality Assurance Framework to
provide oversight and enable effective delivery of all
aspects of our business, including safeguarding. The
document is reviewed by the YDSS Central Management
Team each month

•

The development of the YOT Peer QA Group - the purpose
of which is for practitioners to undertake a quarterly
inspection of YOT cases by using the HMIP Inspection
Framework and Case Assessment Tool. Learning is then
used to develop practice across the teams.

West Yorkshire Police
WDSCB Member Superintendent Simon
Whitehead
The last year has seen significant changes within Wakefield
safeguarding. The police and partners have now moved into
the new District Police Headquarters at Havertop Lane at
Wakefield. This has given us the opportunity to bring together
the adult and child police safeguarding teams in one large
office and closely aligned to the other crime teams.
The Joint Investigation Team of child safeguarding police
officers and social workers is going from strength to strength
and is now truly embedded in daily business. This affords
face to face strategy meetings and true partnership working.
The social workers are trained ‘to achieve best evidence’ and
are able to get involved in video interviews with the child and
are more involved with the ongoing investigations.
After a lot of hard work and planning the Multi Agency
Safeguarding Hub has gone live in January 2014. The colocated team is working next to the operational safeguarding
teams. All concerns for a child are referred to the social care
front door and cases are then reviewed by the MASH. Partners
have access to their own IT systems and are able to research
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to ensure that the Local Authority is fully informed of all relevant
information to make an informed decision on the appropriate
action to safeguard the child. Partners from Police, housing,
Local Authority, Probation, YDSS, health and education are
involved.

This year I have also set up a network of CDOP chairs across
Yorkshire and the Humber with the following purpose:

The child sexual exploitation team along with Kevin Robinson
from Barnardo’s is actively safeguarding victims, tackling
suspects and working with neighbourhood policing teams
identifying key locations of concern. We have now rolled out
a programme of education to all high school across the District
and anticipate having over 10,000 children spoken to over the
next few months.

•

To share learning, issues trends and patterns from CDOPs

•

Share good practice and learn from each other

•

To explore opportunities to engage in joint analysis and
action where there is added value to look across a wider
geographical patch

•

To explore the possibility and benefits of having a network
and how best to engage.

Overall a very positive twelve months, which demonstrate the
commitment and hard work of all the teams involved with child
safeguarding in Wakefield District.

I have now linked this network to the Public Health England
Children and Young People’s network and this should give us
a route to bring influence and support for the issues we are
exploring and managing.

The Public Health Directorate

Mid Yorkshire Hospitals NHS Trust

WDSCB Member Ruth Twiggins, Head of Public
Health: Children, Young People and Health
Inclusion

•

The Trust continues its focus to make improvements to
systems and processes that enable the Trust to identify
vulnerabilities in children, young people and their families.
Prevention and early recognition of vulnerabilities in
families is a key part of acute and community health work.
Supporting this approach is the commitment to increase
safeguarding awareness and knowledge in all staff by
delivery of safeguarding children mandatory training and
additional learning approaches to meet the needs of a
diverse staff group.

•

2013/14 has been a challenging year primarily due to
the number of actions that arose from the serious case
reviews in the previous year. A number of these actions
required large-scale change which was both complex and
problematic but the clinical services involved embraced the
changes supported by the safeguarding team. An example
of one of the changes that came out of a serious case
review was the development of a children’s fracture clinic.

•

The Trust participated in two challenge events that were
hosted by the WDSCB and these events were focused
on the Trust‘s delivery of the actions that arose from the
serious case reviews. By November 2013 all the actions
were signed off and methods of ensuring embedding of
new changes were introduced by the Safeguarding team

I am Chair of the Child Death Overview Panel (CDOP) and a
member of the Local Safeguarding Children Board.
Analysis of data that we have access to on the health of
children in the District helps us to know how we may improve
health and prevent deaths and poor health. This year we have
conducted a survey of the health of school-aged children,
which provided us with some very useful information. We used
this information to commission some work in schools to prevent
health issues and improve the health of young people.
The Public Health team commissions sexual health services
across the District and this year we have worked with our
providers of sexual health services to improve knowledge and
awareness of child sexual exploitation and action to identify it
and prevent it happening.
Public Health focuses on prevention. If we can prevent things
happening that have a negative impact on health or at least
identify problems early and take action, then this is better for
people and populations than acting on health problems that
have occurred and become more complex and difficult to treat.
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•

•

•

to ensure outcomes for children and young people were
sustained.

WDSCB Young Lives VCS representative Janice Hawkes
provided support in terms of time.

Over the year, running parallel to this work, was an
organisational focus on improving compliance with all
areas of mandatory training. Safeguarding children training
is mandatory and compliance with this training was subject
to scrutiny, as despite a great number of options being
available to access the training, compliance was lower
than what the Trust expected. Innovative approaches to
increasing the training compliance were taken by the
Safeguarding team over the year and at the end of March
2014 the Trust target was met for all levels of safeguarding
children training.

Training

Level 1 safeguarding children training 		

100%

Level 2 safeguarding children training 		

80%

Level 3 safeguarding children training

91%

This year saw the trainers deliver training to parent groups, a
wide variety of VCS groups, supporting 50 people to access
training to increase their understanding of safeguarding
children and young people. Young Lives Consortium (YLC) has
also participated in developing training to support voluntary and
community groups to increase their awareness of the risk and
resilience framework.
YLC have continued to receive support from the WDSCB
Training Co-ordinator, who provided expertise and knowledge,
which was shared with the wider network.

Issues raised by groups
Below are some of the key issues, raised by groups:

A domestic violence awareness campaign was initially
triggered by a theme that arose from the serious
case reviews. Understanding the training needs of
certain groups of staff in relation to domestic abuse
was undertaken. This was a joint piece of work with
the WDSCB Training Co-ordinator and the domestic
abuse interventional specialist who is part of the Trust
Safeguarding team. This work led to a significant amount
of tailored training for specific groups of staff and led to
an innovative approach to training being trialled in the
Emergency Departments to meet their identified training
needs. This model of training will be evaluated and
assessment of whether this met the needs of staff will be
part of the evaluation during 2014.

•

Need for understanding and awareness of
Safeguarding for Young Adults and Carers of children
The ratification of the Children and Families Act (2014)
alongside experiences of the VCS groups suggests
additional support for vulnerable young adults with
additional needs (up to 25) should be in place. In addition
vulnerable adults who are also carers need to be provided
with additional support to reduce negative outcomes for
families.

•

Children and families are increasingly presenting with
complex needs
Increasingly VCS groups are supporting children and
their families that have complex needs, where there is
domestic violence, substance misuse and mental health
issues. Organisations are skilled; they are concerned that
children and young people do not have a plan or support
to assist them to be resilient. In addition we have found
via the Young Lives NEET Research, that young people who
have been unemployed for over a year are increasingly
vulnerable.

•

Increasing access to services
VCS groups work with children and their families
sometimes in the greatest need, who would benefit
from support from public services. Factors that impact
on accessing support include families’ fear of the

The Named Nurses in the Trust were active partners in
the development of the Multi Agency Safeguarding Hub
(MASH) over the year. This new model has been well
received in the Trust and information sharing has improved.

Young Lives on behalf of the
Voluntary Sector
Volunteers and core funding from Young Lives funded all
activities. The VCS safeguarding trainers, WDSCB Business
Manager, WDSCB Training Co-ordinator, CAF trainers and
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consequence of support and services only being available
when children, young people and families reach crisis
point. Locality Report ‘Diseconomies of scale’.

•

All services are required to be compliant with the CQC
Standards for safeguarding and the compliance team
provide support for achievement of these standards.

•

Focus on care planning reporting and recording;
concentrating on thresholds and getting the right services
in place to support families. A management oversight tool
used in health visiting will be further developed for other
services.

Schools

•

Annual completion of a record keeping audit.

WDSCB Member Martin Shevill - Head Teacher
Ossett Academy

•

Rolling out of the Did Not Attend and no access visit policy
with emphasis on holistic assessment, inclusive of risk. An
audit process and improvement cycle will be required by
all services for 2014/2015.

•

Development of services for Looked after Children to
promote their health and wellbeing and monitor statutory
service requirements.

•

Dissemination of learning from SCRs through attendance
at forums and specific events, to include all local and some
national Reviews.

South West Yorkshire Partnership
Foundation Trust (SWYPFT)

•

Provision of a Trust wide service to support the voice of the
child with positive examples of involvement and feedback.
This remains a priority area for 2014/2015.

South West Yorkshire Partnership Foundation Trust covers four
local authorities and Safeguarding Boards across the region.
The strength of that spread is that learning experience and
confidence can be shared across the service for the direct
benefit of children, young people and their carers. Services
provided for children include health visiting, school nursing,
family nurse partnership, therapy services, child sexual health
services, child and adolescent mental health services and
early intervention in psychosis for young people from 14. The
service also promotes the think family agenda and offers
services across health and wellbeing and mental health.

•

A safer recruitment development process to continually
improve and aspire to best practice. A quarterly review
group examines all potential disciplinary situations to
ensure robust compliance with LADO and DBS and
professional standards.

•

Transformation work across four CAMHS services
to secure best practice in risk management is being
undertaken.

•

Risk assessment in CSE which remains a priority area for
development across the services.

•

Work to strengthen the response to missing children in line
with learning from the Hamzah Khan SCR.

•

Targeting of PREVENT training to areas which provide
services to young people, as recommended by the Home
Office.

Raising Awareness of Safeguarding
Over 500 people and groups supporting young people received
monthly bulletins, which include information and guidance on
safeguarding, briefings, best practice and training opportunities.

This is a key area where school representation is essential in
developing good quality communication between schools and
the range of organisations involving safeguarding. Information
can be exchanged at various Head Teacher representative
groups and issues are raised by Head Teachers then fed back
at Board. I hope that this develops a better understanding
of the work of different agencies and these roles and
responsibilities.

Key achievements last year have been:
•

•

All services have safeguarding adults and children in
their annual planning cycle which is monitored via the
governance arrangements.
The service met its Section 11 challenge and has the
necessary infrastructure to promote safe working.
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•

Incorporation of a safeguarding assessment into any
redesign of services.

SWYPFT promotes the following messages to staff:
•

Assessment should be thorough and utilise all information
available; systematic risk assessment should look at all
aspects of the child’s journey and all adults involved in the
delivery of care.

•

The rule of optimism should be understood by all staff and
objective assessment of the facts should take place taking
account of all the interrelated dynamics. Always ask is this
child safe and healthy? Is this the whole picture?

•

Non-attendance at appointments should always be
assertively challenged and risk assessed.

•

Children should not be invisible, all children grandchildren, partner’s children.

•

Be observant and ask key questions.

•

Share information - understand the NHS code of
confidentiality and when it is important to share
information.

•

Good record keeping is essential to facilitate high quality
care.

•

Families can be vulnerable, vulnerable adults can be
perpetrators - Think Family.

NHS England West Yorkshire
The overall responsibilities of NHS England in
relation to safeguarding
NHS England was established on 1 April 2013 and has
worked with Clinical Commissioning Groups to ensure their
commissioned providers take all reasonable steps to reduce
serious incidents. NHS England provides assurance that
the local health system, including Clinical Commissioning
Groups (CCGs) and designated professionals, are meeting
their safeguarding responsibilities effectively. (Safeguarding
Vulnerable People Accountability and Assurance Framework,
NHS England 2013). This role includes ensuring that CCGs are
working with their directly commissioned providers to improve

services as a result of safeguarding incidents. These services
include acute, community, mental health and ambulance care.

NHS England responsibilities in relation to direct
commissioned services
NHS England is responsible for holding to account its directly
commissioned providers for their responses to serious
safeguarding incidents, ensuring that safeguarding practice and
processes are optimal within these services. In West Yorkshire,
this includes all GP practices, dental practices, pharmacies,
optometrists, health and justice services in Yorkshire and
Humber region and the following public health services:•

National immunisation programmes

•

National screening programmes

•

Public health services for offenders in custody

•

Sexual assault referral centres

•

Public health services for children aged 0-5 years
(including health visiting, family nurse partnerships and
much of the healthy child programme)

•

Child health information systems

NHS England has worked in partnership with local Safeguarding
Boards to ensure that the NHS contribution is fit for purpose
and that there is no un-necessary duplication of requests for
safeguarding reviews to be undertaken. NHS England West
Yorkshire has Director or Assistant Director level representation
on each of the Safeguarding Children’s Boards in West
Yorkshire. NHS England also has its own assurance processes
in place concerning NHS safeguarding reviews, learning and
improvements.

Key themes from the meta analysis of primary
care recommendations from safeguarding
reports
In order to continuously improve local health services,
NHS England has responsibility for sharing learning from
safeguarding serious incidents across West Yorkshire and
more widely, making sure that improvements are made across
the local NHS, not just within the services where the incident
occurred.
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NHS England completed a serious case review and domestic
homicide review meta-analysis of learning and improvement
actions for primary care across West Yorkshire. There were
7 key high level learning themes which arose from the metaanalysis. In essence these concerned basic safeguarding
practice associated with understanding, identifying and acting
on safeguarding risks and vulnerability. The 7 key high level
learning themes related to:1. Understanding vulnerability factors
2. Seeking to identify vulnerability
3. Recording and flagging vulnerability in records
4. Maintaining engagement
5. Sharing information and concerns regarding vulnerable
families
6. Multi-agency working (adults)
7. Safeguarding adults’ leadership
The actions in response to these have led to updated training
programmes in the CCG economies concerned and key themes
and learning are shared across West Yorkshire primary care
medical services and CCGs via a quarterly newsletter.

Training programme for general practice
NHS England and Clinical Commissioning Groups across
West Yorkshire have agreed that Level 3 training for primary
care medical services will be provided by local designated
nurses and named GPs or they can commission locally with
the oversight of designated professionals and named GPs.
Training sessions will be provided on a locality basis rather
than to individual practices. The main source of training
for other primary care independent contractors will be via
e-learning training packages or access to LSCB sessions
that may be relevant. Designated professions who deliver
training programmes are in the process of adopting the latest
Intercollegiate Guidance 2014.

e.g. acute trusts, community and mental health trusts and
also assurance from CCGs themselves. NHS England West
Yorkshire has also developed some safeguarding standards and
aspirations for GP practices to benchmark themselves against.
These standards will be reviewed and updated annually and
incorporate learning from recent serious case reviews within
West Yorkshire.

Standard Operating Procedure; Safeguarding
Incidents
In order to establish a strong governance framework
surrounding safeguarding incidents we have developed a
Standard Operating Procedure; Safeguarding Incidents. This
describes communication processes regarding these incidents
and sets out our role and responsibilities in quality assuring
review reports, signing off reports and ensuring improvement
actions are implemented. It clarifies the interface between NHS
England West Yorkshire and the West Yorkshire designated
safeguarding professionals who are hosted by CCGs yet have
a dotted line of accountability to us and work closely with
us to enable us to deliver our statutory duties in relation to
safeguarding incidents.

NHS Wakefield Clinical Commissioning
Group
Mandy Sheffield, Head of Safeguarding
NHS Wakefield Clinical Commissioning Group (CCG) has
continued to support the work of Wakefield and District LSCB
through 2013/14. The CCG has been an active member of the
Serious Case Review monitoring process, providing challenge to
Board agencies to ensure that actions have been embedded.

Assurance of safeguarding practice

The CCG has been an active partner in the development of the
Multi-Agency Safeguarding Hub (MASH), and has ensured that
there is an appropriate health resource in the MASH. The CCG
commissioned and delivered five training sessions for Primary
Care to ensure that Practitioners have knowledge of the MASH
and information sharing principles that have ensured that
Health have provided high quality information into the MASH.

NHS England West Yorkshire have provided assurance
templates for CCGs to feedback on the assurance of
safeguarding practice from providers the CCGs commission

During 2013/14, the CCG has continued to prioritise
safeguarding children, regular reports have been presented
to the Governing Body, and assurance has been sought from
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NHS Trusts and organisations in relation to their safeguarding
performance. This has included quarterly monitoring of
key performance indicators including levels of training and
supervision for staff. The CCG has ensured that Primary Care
Contractors have had access to relevant training and support,
and have committed to continue to provide targeted training for
GP Networks.

similar to the unique approach pioneered by WY Probation
Trust. In essence this is where interventions with offenders are
based upon in depth assessment after a court has issued a
community sentence. Unlike previous sentencing where a court
imposes a specific order the court now only give an indication
of the level of intensity (low medium and high) and the detail is
constructed post sentence targeting not only a punitive element
to the order but elements particularly targeted on individual
deficits and actions required for change of behaviour. This
can include Community Payback and Specific programmes in
addition to appointments with specialist agencies to address
problems with substance misuse and training needs.

West Yorkshire Probation Trust
Andrew Sinclair (Operations Manager)
The year 2013/14 has seen significant change within the
Probation setting with a movement towards a split into two
separate organisations, one of which is to be competed for
towards the end of 2014. Despite this considerable uncertainty
the demands remain the same and with careful management
and an excellent staff group performance has been maintained
and even improved in certain areas. Although the service does
not work directly with children and young people, Safeguarding
is at the centre of all our work. Although the main aim of our
work is to reduce reoffending, it also involves reducing the
impact of factors such as debt, poverty, substance misuse and
mental health, all of which impact on children and families.

Although focusing mainly on the perpetrators of offending
Probation has for some time worked with the victims of crime.
Wakefield has a dedicated victim services unit who undertake
a range of activities. This includes a statutory responsibility
to have contact with the victims where the offender has been
sentenced to a minimum of 12 months in custody and the
offence was of a violent or sexual nature. In addition, Wakefield
is fortunate in staff offering a service to the victims of domestic
violence, which necessitates close links with specialists units
within WY Police.

This year has seen further consultation by the government on
the delivery of services to offenders with an emphasis on the
reduction of re offending particularly those individuals serving
12 months or less in prison. This is a group for whom Probation
has no statutory responsibility yet whom WY Probation Trust
had engaged with for some time over and above our statutory
remit. Probation has a track record in terms of reducing re
offending and locally based on the government’s own data
there has been substantial fall in the re-offending rates within
Wakefield.
Although operating in an environment of considerable change
there is the opportunity for those operating in a Probation
setting to demonstrate its effectiveness and track record of
protecting our communities. However, from the perspective of
Safeguarding Children the challenge will be to maintain clear
links with partners in terms of protecting children with an ever
increasingly fragmented service.
Further legislation towards the end of 2014 will see the
potential for a new approach to working with those that offend

The last twelve months have seen Restorative Justice become
further embedded as an approach for all those operating in a
Probation setting. This attempts to focus on the needs of the
victim and the offender rather than what is often perceived
as the offender only. This work is now being undertaken in
Wakefield and uses a model of reparation where offenders
can be confronted with the consequences of the criminal
behaviour either in writing from the victim or if both parties are
in agreement in face to face contact.

Training
WYPT provided at least one Safeguarding Children level 1 event
per month, throughout the current year focussing attention on
a) Staff who have not yet attended any Safeguarding training.
b) Those who trained before 1 January 2010.
With each new child death/serious case report/enquiry
published both processes and legislation is constantly
changing, and it is important that Safeguarding training remains
as up to date as possible. This will be increasingly the case as
we move forward as two separate organisations
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In the longer term there will remain a commitment for both
organisations to identifying LSCB level 2 Safeguarding training
throughout the area and requiring all probation officer grades to
enrol on those events.

Public Law cases are completed much more quickly with the
introduction of the Revised Public Law Outline in April 2014
ensuring delay in planning for vulnerable children is much
reduced.

Cafcass

In 2014 Cafcass were the subject of a National inspection by
Ofsted and received an overall grading of Good. Cafcass in
West Yorkshire was one of the areas inspected and contributed
to the overall grading. There was a recognition that further
work was required in the area of private law following the first
hearing which has now been completed.

LSCB Member Pat Armitage Service Manager
Cafcass West Yorkshire
Cafcass in West Yorkshire is located in central Leeds. Work
generated by all the West Yorkshire Courts including those
in Wakefield and district is covered by a combination of an
Early Intervention Team and Work After First Hearing/Public
Law Teams covering both Public and Private Law. They are
supported by a team of Business Support staff.

Some of Ofsted’s observations were:-

Family Court Advisors are known as Guardians in Public Law
cases (Care Proceedings) and they are responsible for ensuring
the best interests of the child are promoted throughout the
Court process. This work is allocated to the Work After First
Hearing/Public Law Team. In 2013/2014 Wakefield Local
Authority issued 107 applications for Care or Supervision.
Cafcass provided a Children’s Guardian for each child in these
cases.
In Private Law proceedings, parents who are separating or
divorcing and cannot agree on arrangements for their children,
apply to the Family Courts for Child Arrangement Orders. The
Early Intervention Team provides prompt screening and initial
identification of any risk or harm issues that might impact
on children. Where necessary timely referrals will be made
to children’s social care departments, including Wakefield
Council. Most cases referred to Cafcass from the Courts have
safeguarding needs and so the early identification and analysis
of these is the primary concern. Some cases require more
detailed analysis and the Court will refer these to the Work After
First Hearing Team.

•

When parents need the court to help them decide where
their children should live or who they should have contact
with, children, young people and their families receive
a good service.

•

Cafcass successfully helps children and young people
express their wishes and feelings, and makes sure the
court understands them.

•

When a child needs to come into care, Cafcass swiftly
appoints a Children’s Guardian who quickly gets to know
the child and their family, and gives good quality advice to
the court. This is helping to avoid delay in children’s lives.

•

Cafcass has displayed outstanding leadership. Managers
are doing the right things to make sure work is of good
quality. Managers at all levels do a good job working
closely with the courts, local authorities and everyone
involved in making decisions for children and families.
Senior managers have been very effective in working
with judges and other leaders to drive changes in
how everyone co-operates to make things better for
children.

In 2013/2014 Cafcass Early Intervention Team provided 354
Safeguarding Letters to Wakefield Courts and the Work After
First Hearing/Public Law team provided 199 Section 7 reports
providing more detailed assessments.
All work is allocated within specified timescales meeting
government prescribed performance indicators.
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It is recommended that the Governing Body note the content of the report.
Executive Summary:
Child Sexual Exploitation (CSE) has had increasing publicity and scrutiny in the last 3 years, however never so
much as in the last 2 months since the publication of the Jay Report. This independent report was
commissioned by Rotherham Metropolitan Borough Council (RMBC) to examine the effectiveness of the
management of CSE in Rotherham Metropolitan Borough Council (RMBC) since 1997.
The report makes challenging reading for both RMBC and other local authorities: it highlights many historical
issues that affected the way both the council and South Yorkshire Police viewed young people at risk of
exploitation. The report does not explore the role of the NHS in the identification or management of CSE cases.
More crucially it does not explore the effectiveness or absence of any challenge to the management of cases
from the NHS to the council or the Police.
This report summarises the key learning identified in the Jay report, and explores the recommendations of the
report and their applicability to the NHS in Wakefield and District.
The report also identifies for the Governing body the current position in relation to CSE in Wakefield and District
as reported by John Wilson, Director of Children's Services Wakefield Metropolitan District Council in October
2014.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

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

Not applicable

Not applicable

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

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

This report provides assurance in relation to the management of risks
relating to CSE in Wakefield.

Finance/ resource implications:

Not applicable

Not applicable

Child Sexual Exploitation
A Summary of the Jay Report (August 2014)

Introduction
Child Sexual Exploitation (CSE) in Rotherham came into the limelight in 2010 with the publication of the Serious
Case Review into the death of Lauren Wright (now in the public domain). This review raised national questions
about how local councils and Local Safeguarding Children Boards managed both individual cases of CSE, and
managed the risks around CSE locally.
Following the publication of the review, Rotherham Metropolitan Borough Council (RMBC) commissioned an
independent review into the historical management of CSE in their borough ‐ this was led by Baroness Jay. The
findings of the review in relation to RMBC are summarised below:
Leadership & Management
 Local Safeguarding Children Board did not fulfill its scrutiny and challenge function effectively in relation
to services within the Rotherham District;
 There was a lack of clear leadership within the council, and no consistent approach to addressing CSE by
the council or the Police;
 There were good policies and procedures in place, but professionals were not aware of these ‐
specifically this referred to the police;
 Poor Performance Management and Quality Assurance in the council;
 No systems in place in any agency for lessons to be learnt from serious CSE cases in which children had
been failed;
 Recruitment/retention of staff was poor within the council, with a heavy reliance on agency social
workers;
 Insufficient budget and resources; specifically cutbacks in the Youth Service; resource priority given to
protection of younger children;
 Denial of the existence of sexual exploitation by Senior Officers in the council and Elected Members;
 Restructure of social work services impacting on frontline practitioners focus and diverting attention
from core function of child protection; and
 Patriarchal, macho and bullying environment and culture within the council silenced staff who could
have raised concerns about the situation.
Frontline Practice Issues
 Weaknesses in risk assessment and risk management within the council;
 The numerical scoring within the risk assessment tool limited practitioners insight into the actual risks
faced by the young people;
 The Police and social care both failed to prioritise the management and investigation of sexually
exploited children;












Details of discussions at the sexual exploitation forum were not recorded on individual children’s files,
limiting the information available to other practitioners becoming involved with the young person;
Information and planning for Looked After Children (LAC) affected by CSE lacked rigor;
Police were not prioritising the identification and prosecution of perpetrators of sexual exploitation,
there was a tendency to criminalise the victims;
Children exploited were routinely moved out‐of‐area for their own protection without adequate
consideration of the risks they may face in the placement area;
Practitioners were not knowledgeable about CSE, and so effective interventions were lacking;
Police had good procedures but in practice these were disregarded; there was a lack of understanding of
the problem of CSE and the nature of grooming within the police force;
Attitudes of professionals towards victims was to describe them as ‘undesirable’, ‘deviant’ or
‘promiscuous’ these attitudes affected the protection victims were afforded;
In some cases, it was identified that the taxi companies commissioned to transport the children from
residential placements to school were directly linked to the exploitation;
There was a general lack of post‐abuse counseling and support available for victims; and
Parents were not informed of the risks even when professionals had concerns about their children.

Wakefield Analysis
Over the last 3 years, the partners in Wakefield and District Safeguarding Children Board (LSCB)have worked
together to ensure that the District has systems, processes and policies in place, which should ensure that
children at risk of CSE, or who are identified as being exploited are protected.
In September 2011, the LSCB established a 'CSE Task and Finish Group', chaired by the Head of Safeguarding
NHS Wakefield District (the PCT). The Task and Finish group had commitment from all the LSCB partners, and
was well attended by both statutory and third sector organisations. The primary function of the group was to
ascertain the extent of the risk of CSE within the District, and to consider how well the area managed cases. The
groups also considered the Government CSE report, and benchmarked Wakefield against best practice. This
work resulted in the production of an action plan for the LSCB to ensure that detection, investigation and
management of cases where there was a high risk of CSE were managed appropriately.
By January 2013, the action plan had been completed, and, in light of the findings of the Task and Finish group,
the following had been achieved:
 A multi‐Agency Action on Child Sexual Exploitation panel (MAACSE) had been established, with robust
terms of reference. This panel, chaired and administered by West Yorkshire Police, has a high level of
commitment both from the NHS and partners. The panel considers young people at high risk of CSE, and
provides an effective, safe environment for agencies to share information that builds a picture of risk in
relation to the young victims that assists in both the protection of the victim, and investigation of
possible offenders. The second action the MAACSE undertakes is the gathering of information in relation
to known locations where CSE is suspected to take place. Typically this will be open spaces, licensed
premises (not just 'pubs and clubs', but any premises that require a license to operate and can include
transport, fast food, hotels etc) leisure facilities etc. The intelligence shared at the MAACSE enables both
the police and licensing teams to consider how to disrupt the activity occurring, or suspected of
occurring. The third element of the MAACSE panel role is to gather intelligence relating to perpetrators.
This is typically through maps of contacts, association with victims etc. this again enables agencies to
disrupt activities, and where appropriate use legal powers to deter offenders.
 All LSCB partners have identified a CSE lead, and contact details are maintained by the LSCB
administrator. This ensures that when crucial CSE related issues arise, there is a single point of contact in
each agency who will circulate information and respond to issues as they arise (Mandy Sheffield, Head
of Safeguarding, is the CSE champion for NHS Wakefield CCG)







Wakefield Council has established a database of private providers of residential care for children within
Wakefield, and provided them with information about services etc within Wakefield relating to CSE. This
has led to the establishment of a system for gathering information about young people placed in
Wakefield by other local authorities (usually in the independent residential establishments).
The LSCB required assurance from all agencies that their staff had had access to training and education
regarding CSE. This was assured through the "section 11" challenge events that took place in 2012.
Training continues to be provided both by the LSCB, and internally within NHS provider organisations.
WMDC committed to the commissioning of a CSE worker (contracted from Barnardos) to work with
victims of CSE within the District, this individual has been in post for 18 months.

Within the space of 12 months, significant changes had been put in place to address issues of CSE within the
district. The MAACSE continues to meet monthly, and is fulfilling its responsibility to monitor victims,
perpetrators and locations. Improvements in the knowledge in these three areas have led West Yorkshire
Police to establish a CSE team (Police and Social Care) to investigate CSE within Wakefield and District. This,
with the intelligence that can be gathered by the Multi‐Agency Safeguarding Hub (MASH) has led to a
coordinated and comprehensive approach to the problem. The Police and Social Care response to local
issues is included in Appendix 1.
Wakefield and District (through the LSCB Multi‐agency Case File Audit process) will be undertaking a
detailed multi‐agency audit of the management of CSE cases in December 2014. Findings from these audits
will be shared by the LSCB with partner agencies, and any lessons learnt that require action will be managed
through the LSCB audit committee.
The NHS response to CSE
The Jay report did not comment on, or explore any agency involvement in CSE in Rotherham in any great
detail. The actions of the NHS staff are therefore not known in relation to assessing risks, managing cases, or
challenging the culture and decision making in the police and social care. However, it is possible to provide
assurance in relation to the engagement of the NHS in Wakefield in relation to CSE locally:








The PCT led the Task and Finish group which led to the establishment of the MAACSE, and assurance
through the action plan;
Mid Yorkshire Hospitals Trust (MYHT), South West Yorkshire Partnership Foundation Trust (SWYPFT)
and Spectrum are all committed members of the MAACSE panel, and are committed to providing
and receiving information in relation to the three elements considered at MAACSE;
There has been significant emphasis on the NHS in relation to training for staff on CSE in the last 3
years. MYHT have undertaken a CSE symposium, which had wide attendance, SWYPFT developed a
package of training for their staff (particularly those in the Children and Adolescent Mental Health
Service), and Spectrum have ensured that staff within the contraception and sexual health service
have received training and information in relation to CSE. The CCG has provided two CSE 'target'
sessions for General Practitioners and other clinical staff in primary care in September and October
2014, attended by around 120 staff.
The 'Network Development Unit News' has been utilised to share information regarding
safeguarding children (including CSE briefings) on a regular basis.
The Safeguarding Lead GP Forum agenda has led to detailed discussion in relation to CSE.

Conclusion
The publication of the Jay report into the management of CSE in Rotherham has brought the sexual exploitation
of young people in England back into the limelight. Wakefield (as identified in Appendix 1) is fully aware that
there are young people at risk of sexual exploitation within the district. Wakefield has also invested considerable
resources into ensuring that there are systems and processes in place that manage the risk, and that staff are
alert to, and knowledgeable about the risks that young people face.
The NHS in Wakefield has been both a leader, and a strong partner in exploring the issues relating to CSE, and in
ensuring that the work around CSE is continuing 'at a pace'.

Appendix 1

Our ref: JW/SR
Date: 06 October 2014

Dear Colleagues
Briefing: Child Sexual Exploitation (CSE) - A view of Wakefield District
This subject is hugely challenging. Only by working together, every one of us, will we identify,
disrupt and prosecute perpetrators and provide the right support for victims at the right time, in
the right place in the right way. Our multi-agency safeguarding hub (MASH) provides a unique
partnership focus for information gathering and sharing, and risk assessment and
management. Consequently, we are well placed to respond to all concerns, not just those in
regard to CSE, though CSE is the subject of our letter.
Our purpose is to try to summarise what Child Sexual Exploitation looks like across Wakefield
District. We also provide some direction as to the indicators which may help us all identify and
support potential victims of sexual exploitation.
There are currently fewer than ten active police investigations into allegations of CSE in the
District. From the out-set let us be clear that one crime is too many so ten is of grave concern
to us all. As a partnership we are focused on supporting victims and using the full force of the
judiciary on those who commit these horrific crimes.
In the main our complainants are young females below the age of sixteen, a significant
proportion of whom are either in care or who have experienced difficulties in their home lives.
The majority of these investigations relate to on-line grooming. The West Yorkshire CSE
publicity campaign, ‘Know the Signs’ (a summary is printed on the back of this letter) has been
in operation for over a year and the recently published video ‘Who are you really talking too’?
makes the point in less than 90 seconds. Please click on the links.
http://www.westyorkshire.police.uk/cse
http://wfyouth.co.uk/who-r-u-talking-2/
As partners we are working together to educate young people, professionals and carers to
recognise when a young person maybe vulnerable to being targeted and to ensure that they
understand the importance of internet safety. Across West Yorkshire, councils and the police
are working to introduce further, specialist training for pupils in schools and for staff working
with children and more details will be provided in due course.

Children’s safety is everybody’s business, so what can we do?
To start with we can all be better at listening. Young people communicate how they feel and
what they are going through in many ways, not just by speaking to us. They may express their
worries through poor behaviour, self-harm and other risky behaviours, and we have a duty to
look beyond the behaviour to try to understand what’s driving it. As you would expect of
teenage behaviour, the opposite may also be a cause for concern insofar as some young
people promote a serene exterior whilst hiding inner turmoil. Which is why being patient and
‘listening to hear’ and ‘looking to see’ are so important.
Please be vigilant, be suspicious, particularly if you see young girls being collected by older
men. Tell us and we will follow up every enquiry. Contact details are shown on the next page.
Thank you for your continued support.

Yours Sincerely

Simon Whitehead
Temporary Chief Superintendent
District Commander – Wakefield District

John Wilson
Corporate Director Children and
Young People, Wakefield Council

Know the Signs
http://www.westyorkshire.police.uk/cse
Even something that seems like normal teenage behaviour could be a sign that a
child is being sexually exploited.
Child Sexual Exploitation - Some of the visible signs include:
 Regularly missing from home or school and staying out all night
 Change in behaviour – becoming aggressive and disruptive or quiet and
withdrawn.
 Unexplained gifts or new possessions such as clothes, jewellery, mobile
phones or money that can’t be accounted for.







Increase in mobile phone use or secretive use
Appearing to be under the influence of drugs or alcohol
Being picked up or dropped off in cars by unknown adults
A significantly older ‘boyfriend’ or ‘friend’ or lots of new friends
Spending excessive amount of time online and becoming increasingly
secretive about time spent online
 Sudden involvement in criminal behaviour or increased offending
 Sexual health problems
If you have any concerns about a child
call Social Care Direct on 03458 503503.
If you wish to report information anonymously
call Crimestoppers on 0800 555 111.
If you see a crime taking place
call 999
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Responsible Governing
Jo Pollard, Chief of Service Delivery and Quality
Board Executive Lead:
Recommendations:
It is recommended that Governing Body members:
i.
Note the content of the report for information and the Integrated Governance Committee decision to
approve it for publication; and
ii. Acknowledge the range of public engagement activities planned and taking place during 2014/15.
Executive Summary:
One of the aspirations of the CCG is “to commission quality services that will improve our patient’s experiences
of care and their health outcomes. A key part of this will be to involve and listen to our patients, practices,
partners and staff when redesigning services.” Based on this, and in line with the current legislation, the CCG is
required to produce and publish an annual report highlighting the consultation and engagement activity that
has taken place.
This report includes information on consultations and engagement activity that was undertaken and completed
during 2013/14, including any that started before 1 April 2013 or that started during the period of this report,
but are not yet completed. It also includes details of some of the engagement activity planned for 2014/15.
Although the report captures the information within the given reporting period, it would be of interest to note
some of the engagement activity since March 2014, which will be incorporated into the next annual report on
engagement including:‐
 Children’s services (ADHD/ASD) – co‐production with schools, young people and families to develop new
behaviour care pathways.
 Integrated Care – peer to peer evaluation of the Care Closer to Home service model.
 Network Development Framework – building engagement into the network plans, ensuring lay
representation and involvement as these are developed.
 Mental Health – consultation building on recent engagement on a dynamic model of care
 Urgent Care – long term plans for social movement with Health Champions.
 Service reviews – seeking the views and experiences of patients and the public on Gastroenterology,
Ophthalmology, and Musculoskeletal services
 Working Voices – part of the pilot project which uses a Community Asset Based approach in the workplace.
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation



Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

Not applicable, however, equality monitoring is undertaken on all
engagement activities, and equality is reflected within the report.
The report covers consultation and engagement activities during the
2013/14 financial year and beyond, capturing where and how feedback was
obtained from the public and stakeholders.

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

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

The Board Assurance Framework reflects the key controls and assurances
against Characteristic and Vision 1: Citizen Participation and Empowerment

Finance/ resource implications:

None identified

Integrated Governance Committee – 16 October 2014
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We would like to thank all of the individuals and organisations who have taken part in
our consultation and engagement activities during 2013 – 2014 and shared their
experiences of using local services. Your contributions have helped to inform our
commissioning decisions, ensuring your local NHS continues to provide quality and
responsive services.
This report gives us the opportunity to tell you what consultation and engagement activities
have happened over the last year, what you told us in those activities and what we have
done with the comments you made.
Links to further online information about NHS Wakefield CCG (CCG) and our engagement
activities have also been included in this report.

Page 3

Foreword
I would like to welcome you to our 2013‐2014 Patient and Public Engagement Report for
NHS Wakefield Clinical Commissioning Group (CCG).
Since 2009, NHS organisations have had a duty to tell the public about those engagement
and consultation activities which have helped shape the services bought, or commissioned,
on behalf of local people.
We aim to do more than limit our report to the work that falls within that duty, we feel that
this is an opportunity to let you know about the wider range of work that the public has had
the chance to be involved in. 2013‐14 has been a very busy year for all our staff and I would
like to pay tribute to them all for their tireless enthusiasm and dedication.
The report shows just how much has been done in our first official year as an authorised
Clinical Commissioning Group and the valuable feedback we received. We want to
continuously improve and develop the ways in which we engage and you can see the new
things we have done and how your feedback helped to shape local services – from the way
we provide information, right through to shaping our commissioning priorities and service
reviews.
We are proud to say that the CCG successfully implemented a process of using patient
feedback to support commissioning decisions in respect of the current commissioning
priorities through the compilation of quarterly patient experience reports. The CCG
recognises that no single source of information provides the full picture of what the
experience of services is locally and the reports draw on information from local and national
surveys, engagement and consultation, PALS, complaints, Healthwatch information, Patient
Safety Walkabouts and information from member practices gathered by the Practice
Support Unit. The reports have been used to support the work of the transformation
programmes and our staff as well as being fed through our Quality Intelligence Group.
The following sections give you a background to the CCG, followed by a summary of how we
engaged with the public in 2013‐2014 and the feedback we received. If you would like to get
involved in the work of the CCG, please see the ‘How to get involved’ section on Page7 for
more information or contact us on the details on final page of the report.
We would like to thank everyone who has contributed during the year with their views,
thoughts and time, and look forward to another busy year.
Stephen Hardy
Lay Member, Patient and Public Involvement
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Introduction
About us
NHS Wakefield Clinical Commissioning Group (CCG) was formally established April 2013 and
has the responsibility for making sure that the approximately 352,000 people in and around
Wakefield have access to the health services they need.
In 2006, patient involvement was strengthened by the NHS Act. Sections 242 and 244 of the
Act place a duty on NHS organisations to involve and consult local people and stakeholders
in the planning and development of services.
The Health and Social Care Act 2012 introduced significant amendments to the NHS Act
2006, especially with regard to how NHS commissioners function. These amendments
include two complementary duties for Clinical Commissioning Groups (CCGs) with respect to
patient and public participation and also a duty to promote the NHS Constitution which was
refreshed in 2013.
In relation to the requirement for CCGs to report on any consultation and engagement
activities carried out between 1 April 2013 and 31 March 2014, NHS England has committed
to developing guidance for CCGs about how to report future engagement activities in time
for 2015/16 reporting. This is in part to give CCGs the freedom to report on activity in the
way that best suits their needs, and, to deliver guidance based on emerging best practice.
Until this time, each CCG is required to report on the duty to involve within their annual
report and they are free to choose the most appropriate form for this.
This report provides an overview of the consultation and engagement activities that have
taken place over the past year (from 1 April 2013 until 31 March 2014) and includes a
summary of what people told us, what the outcome was and where you can find further
information. It also includes details of some of the consultation and engagement activities
that are planned for 2014/15.

Our approach
The views of patients, carers and the public matter to NHS Wakefield CCG. We want to
involve them, as well as doctors, nurses, other healthcare professionals and managers in the
decisions we make. By working with patients, carers, patient organisations and the public,
we are able to develop services which meet the health needs of our community.
“We must put citizen and patient voices absolutely at the heart of every decision we
take in purchasing, commissioning and providing services.”
Transforming Participation in Health, 2013
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We have a ‘Communications, engagement, equality, Diversity and Human Rights strategy’
which sets out our plans for the next five years. Our strategy enables us to meet our
responsibilities under the Health and Social Care Act 2012:





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

The strategy shows that we are committed to ensuring that we actively engage with
patients, the public and other key stakeholders to ensure that the commissioning, design,
development, delivery and monitoring of healthcare in Wakefield meets the needs of our
population. By listening to patients, and learning from their experience of health care we can
understand what really matters to people.
We want to make sure we hear from all the people and communities in Wakefield ‐
everyone’s opinions matter. We understand that the way we ask for people to share their
views can make a big difference to who responds so we ensure we design our engagement
processes with this in mind. We also use equality monitoring to assess the
representativeness of the views we have gathered and where there are gaps or we identify
trends in opinion these will be looked into and plans made to address them. Activity is also
designed to ensure all the nine Protected Characteristic Groups are effectively represented,
in line with equality and diversity legislation, and that it reflects the demographics of local
communities.
The nine Protected Characteristics Groups are:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
Sex (gender)
Transgender

This annual report is our opportunity to present the work undertaken, catalogue our
activities and present any changes as a result of this work.
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The Patient and Public Engagement Annual Report
When there are decisions to be made which affect how local NHS services are
commissioned, we make sure we talk to those patients who will be most affected and for
those larger pieces of work we make sure the general public are made aware of any
proposals so they too have the chance to have their say. We carry out one off pieces of work
as well as involving patients and the public on an ongoing basis through the partnership
arrangements we have in place with local patients and communities.
The report includes all consultations that have been undertaken and completed during
2013/14, including any that started before 1 April 2013 or that started during the period of
this report, but are not yet completed. It also includes details of the consultations planned
for 2014/15.
There are other ways for people to get involved in local health services and to share their
views. Some of these are noted in the next section.

Patient and Public Engagement: How to Get Involved
We are working hard to include people in the shaping of local health services. We want to
do this because it helps us to make sure we are improving our services in ways that meet
your needs.
It is really important for us to hear people’s comments, ideas and suggestions about ways in
which we can make services better.
If people would like to get involved in the development of new and existing services and
share their experience, then they can join our engagement database. We contact people on
this database when an opportunity arises for them to get involved. This can range from
being part of a discussion group, completing a questionnaire, joining a service user group or
telling us what they think about some of the documents we produce.
There are other ways for people to get involved in local health services and sharing their
views, like:
Local Patient Reference Groups (PRGs) ‐ the building blocks for engagement at GP practice
level. Each GP practice has set up a group of patients who are interested in engaging with
their work.
Patient Participation Group (PPG) Network ‐ acts as the link between local PRGs and the
CCG (see page 14).
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Healthwatch Wakefield ‐ an independent organisation started in April 2013. Its role is to
represent the views of local people. In Wakefield, the organisation responsible for
overseeing the setting up and running of Healthwatch is NOVA. More information can be
found on their website at https://www.nova‐wd.org.uk. Information on Healthwatch can be
found at http://www.healthwatchwakefield.co.uk/
Public Involvement and Patient Experience Committee (PIPEC) – our assurance group with
members of the public and representatives of local third sector organisations, who make
sure we meet our statutory duty to engage (see page 11).
Maintaining our relationship matrix of community and voluntary groups; developed to
ensure that we engage with groups representing the nine protected equality characteristics
(see page 17).
Meeting the Challenge (MtC) Patient and Public Advisory Group – This group was formed in
2012 specifically to have an oversight of the Clinical Services Strategy and the Meeting the
Challenge consultation that took place during 2013. They are representative of the
geography covered by the Mid Yorkshire Hospitals NHS Trust and services that could be
affected by the clinical services strategy.
Our Street – virtual engagement ‐ Our Street is a virtual web based engagement tool
designed to help service users and the general public understand how they will access
services in the future, and indeed what to expect. It followed from the Meeting the
Challenge consultations and was agreed in September 2013.
NHS Wakefield CCG website – the website provides information about our work online. It
includes a section called ‘Have your say’. We use the website to inform readers of our plans
to engage, raise awareness of any consultation activity and also provide opportunities to
become involved. This website is updated regularly so we can report on the outcomes of all
consultations and what we have done as a result of our activity. Our website is at:
http://www.wakefieldccg.nhs.uk/
Twitter – We post regularly on Twitter @NHSWakefieldCCG with the latest information
about the CCG and links to related content. Readers can also interact with comments,
information, questions and add their own content links.
CCG engagement events ‐ wider engagement events with local people on health care
related topics. At Wakefield CCG we recognise that engagement with patients and the
public is not a one off activity, but an ongoing dialogue. Patient feedback is integral to
developing quality services which meet the needs of the population we serve. By developing
different ways in which people living in the District can get involved in shaping the services,
we aim to maximise the opportunities for public participation.
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Patient advice and liaison service (PALS) ‐ PALS helps the NHS to improve services by
listening to what matters to patients and their families and making changes when
appropriate. PALS provide the following functions to the population of Wakefield:


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



Helping resolve concerns or problems for those using the NHS



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



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



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



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

Governing body meetings ‐ The CCG holds regular governing body meetings and an annual
general meeting (AGM). These are open to members of the public and allow people to find
out more about what the CCG does and ask questions.
Papers are made available online prior to meetings and public feedback is considered in the
development of future polices and wider services in the CCG.
Details of dates, venues and papers for Governing Body meetings can be found here:
http://www.wakefieldccg.nhs.uk/about‐us/governing‐body‐meetings/
Patient Opinion and NHS Choices ‐ Patient Opinion is a feedback platform for the public so
they can share their story or experience of healthcare services. Anyone can post an opinion
on the website. NHS Choices also provides a similar facility. NHS Wakefield CCG search these
facilities by provider to pick up what patients are saying about NHS services.
National and local surveys ‐ National and local surveys take place throughout the year from
various providers and local GP practices. Patients are encouraged to contribute to these
surveys. The public can use surveys to have their say on current services and NHS Wakefield
CCG is able to use such surveys to understand the patient’s view of the service. In addition
surveys can be used collectively to inform commissioning decisions and contract monitoring.
Friends and family test (FFT) – This test will be carried out by GP practices and aims to
gather as real time patient feedback as possible. It will be done from December 2014 and
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the opportunity to give feedback should be given to every patient using a GP practice from
then. NHS England will publish information on a regular basis. The FFT is already available in
hospital services and is planned for mental health, children, community and ambulance
services.
Service re‐design activities ‐ Throughout the year we actively promote any activities for
people to become involved. In addition, we ask if people would like to have their name
stored on a ‘people bank’ so we can contact individuals directly about healthcare services.
Engagement as part of the development of our commissioning intentions will feed into the
overall themes arising locally and support our decision making in respect of future actions.
We will continuously cross reference the themes which arise from patient and public
engagement to update and reflect on the intelligence we have to date.
In 2012‐13 we set three goals:
1. To build on and strengthen our established infrastructure for engagement ‐ our local
Patient Reference Groups (PRGs), the Patient Participation Group Network, our People
Bank and Relationship Matrix of voluntary and community groups.
2. To further develop our Public Involvement and Patient Experience Committee (PIPEC),
our assurance group for engagement and patient experience.
3. To review the MtC Patient and Public Advisory Group to ensure it could oversee the
clinical service implementation.
In 2013‐14 we achieved these goals:






We continued to provide support to our member practices and the number of PRGs
locally had grown to 100% of groups established or being set up.
The Patient Participation Network has also grown in the number of PRGs represented
and the links to the CCG have been strengthened.
The membership of PIPEC has been strengthened to widen the representation including
communities previously not represented.
A review of the MtC PPAG took place in November 2013. New members were recruited
to represent children, mental health and learning disabilities.
To inform our future commissioning priorities and the strategic plan, we have carried out
specific engagement through “What matters to you?” interviews asking local people
about their thoughts of, and priorities for, future health services. This took place via
roadshows, market stalls, talks at local groups, discussions with students and other
groups and organisations within Wakefield District as well as an online survey. We
proactively sought participation of groups across the nine protected characteristics via
targeted engagement.

Page 10

Public Involvement and
Patient Experience Committee (PIPEC)

2013 ‐ 2014

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











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

What information did we give?
The following topics were discussed at successive PIPEC meetings and the relevant papers
were sent out:
April 2013
 Health Service Reforms – update report
 Mid Yorkshire Clinical Services Strategy Consultation
 Discharge to Assess
June 2013
 Strategic Clinical Networks
 Urgent Care
 Meeting the Challenge consultation
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Induction Pack for lay representatives – for comments by the group

Papers:
 Minutes from the Patient Participation Group Network meeting held on 6 March 2013
to ensure flow of information between the two groups
 Meeting the Challenge Programme Governance at 5 April 2013 and decision making
process flow chart
September 2013
 Urgent Care
 Primary Care Local Implementation Framework
 Review of King Street Walk –in Centre and the proposal for engagement process
Papers:
 Patient Experience Report – Urgent care
 CCG Assurance Framework which was also presented and discussed at the meeting
 Induction Pack – to present the updated version incorporating the Committee’s
comments. This pack was used to outline the structure of NHS, provide information on
the CCG and support lay representatives in engaging with the organisation. This was
also used for staff following the recommendation of this meeting.
 Communication and Engagement Strategy which had been updated to reflect
engagement on the document
 NHS Mandate Refresh consultation
 Call to Action consultation
 Minutes from the Patient Participation Group Network meeting held on 18 June 2013 to
ensure flow of information between the groups
December 2013
 Using patient feedback – demonstrating how feedback from across the various
engagement channels is being used to inform the commissioning decisions of the CCG
 Mental Health Transformation Programme for the Committee to receive an update on
the steps taken in support of this programme
 Personalised Budgets, which were discussed in detail together with how this would be
applied locally and the potential changes for patients
Papers:
 Patient and public engagement annual report 2012 – 2013
 Patient Experience – Care Closer to Home, the second patient experience report
 Minutes from the Patient Participation Group Network meeting held on
18 September 2013
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March 2014
 Using patient feedback – update on the progress made in respect of gathering,
triangulating and using feedback from the public to inform commissioning decisions.
Also group discussion on the CCG’s aim to capture this as an overall initiative under the
term of Putting Patients First
 Women and Children Transformation Programme
 King Street Walk‐in Centre update on engagement process and the feedback received
Papers:
 What matters to you? – commissioning priorities engagement report following an
extensive engagement initiative to inform the commissioning priorities of the CCG and
support the development of the five year strategic plan.
 Patient Experience – Care Closer to Home
 Minutes from the Patient Participation Group Network meeting held on
11 December 2013
What did they tell us?
PIPEC members provided ongoing feedback through the course of successive meetings,
adding to the debate as required for feedback to the CCG. This was particularly beneficial
this year to provide assurance during the Meeting the Challenge consultation and the
following engagement which took place during autumn of 2013. As we engaged on the
communications and engagement strategy, the group again was involved in shaping our
policy. Members also received, considered and provided feedback on communication and
engagement plans, documents and reports. They also provided general feedback on local
services which were used to feed in as part of the commissioning work and also to help
shape the agendas and work of the group.
Members also attended events and took part in various engagement work, for example,
Meeting the Challenge consultation and associated activities, local and national surveys,
service reviews and patient experience work of the CCG.
What did we do?
The Committee is chaired by Stephen Hardy, the CCG Lay Member with responsibility for
Patient and Public Involvement. Minutes of the Committee were submitted to the CCG and
this completes the reporting mechanism between the Governing Body of the CCG and the
public representatives.
PIPEC members provide feedback on any papers and information presented at meetings on
an ongoing basis. Feedback is reported in the minutes, which are subsequently reported to
the CCG Integrated Governance Committee.
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We value the input the group has made to our engagement and consultation activities, the
plans and work they have commented on, views they have shared and the ongoing support
and dedication in providing assurance on what we do. This has included our Prospectus,
which we published in June 2013 and which the group helped to shape.

Patient Participation Group Network (PPGN)

2013 ‐ 2014

Wakefield CCG is a member organisation of 40 GP practices from across the district. This
also includes an administrative body made up of support staff and a board of clinical leaders.
Together we are working to make sure that the health and care services meet the needs of
local people and give them healthier, longer lives.
The Patient Participation Group Network (PPG Network) is a valuable body which has been
set up to provide support to local Patient Reference Groups (PRGs) within GP practices to
enable engagement at practice level. It provides opportunities to work with the CCG as well
as sharing areas of good practice among individual PRGs. The network draws on the
collective views of practice representatives and via these, the wider practice population.
Who did we consult?
Membership of the PPG Network is drawn from individual GP practices, PRG representatives
and Engagement Officers. The Network meets quarterly, but members are also informed of
engagement opportunities on an ongoing basis. The membership continued to change
during the year and increase with new PRGs being represented.
What information did we give?
PPG Network members share information and updates on initiatives aimed at enhancing
patient experience. Engagement at practice level is enabled through this mechanism and
consequently the views of the local population are fed through to the CCG.
A number of groups have now set up newsletters which cascade valuable information
between patients. Many individual practice level groups have undertaken surveys on
patients’ experiences within practices and the results of these have influenced their
practices’ individual work plans for the year. This demonstrates that there is work ongoing
at practice level which has been driven by the patients not by the GPs.
‘Sharing of good practice’ remained a constant agenda item during the year and offered the
Network the opportunity to share ideas for their groups and their work plans. It also
provided an opportunity for individual PRG members to raise concerns and have these
addressed.
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The following topics were discussed at successive Patient Participation Group Network
meetings and the relevant papers were sent out:
June 2013
 Engagement and CCG Induction Pack – presenting the approach to engagement within
the CCG and also the lay representative induction pack which the group felt was
effective in supporting new PRG members in getting involved.
 Terms of Reference – refresh of these
 Self‐management presentation by a lay representative
 “What are patients saying”? feedback from PRGs on themes arising from local work
Papers:
 Action Points from PIPEC meeting held on 12 March 2013 to share information on what
the engagement and patient experience assurance group are considering
 Draft Terms of Reference for Patient Reference Group Network
 Church Street Surgery practice booklet
September 2013
 King Street Walk in Centre – approach to the group to comment on the engagement
process and draft survey. The group’s comments directly informed the development of
the patient survey.
 Patient Participation Direct Enhanced Service and PRGs – approach to gathering and
analysis of patient surveys carried out across the district to capture feedback within
primary care
 Practice Support Unit – introduction to the unit, Local Clinical Networks and the
practices within it.
 Electronic Prescribing Service
Papers:
 Action Points from PIPEC meeting held on 28 June 2013
December 2013
 Electronic Prescription Service presentation on the developments to the service and
how engagement is carried out
 Outcome of PRG patient surveys – presentation of the findings from across all available
PRG reports and the patient feedback themes that came out of this work
 Meeting the Challenge update
Papers:
 Action Points from PIPEC meeting held on 12 September 2013
 2014 Calendar of religious and cultural events for information
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March 2014
 King Street Walk in Centre update on the engagement process, the feedback received by
public and how this has informed the CCG’s decision making
 Outpatient appointments at Mid Yorkshire Hospital Trust – an update from the hospital
trust following the group’s concerns over the management of outpatient appointments
and PRG feedback on the public encountering problems
 Dementia Friends Champions – sharing of information and contact details on this
initiative
Papers:
 Action Points from PIPEC meeting held on 6 March 2014
 Consultation on changes to specialised services specifications
What did they tell us?
Network members provided ongoing feedback through the course of successive meetings,
adding to the debate as required for feedback to the CCG. This was particularly beneficial
this year to provide assurance during the Meeting the Challenge consultation and the
following engagement which took place during autumn of 2013. As we engaged on the
communications and engagement strategy, the group again was involved in shaping our
policy. Members also received, considered and provided feedback on communication and
engagement plans, documents and reports. They also provided general feedback on local
services which were used to feed in as part of the
commissioning work and also to help shape the
“Some areas of the country may
agendas and work of the group.
be heard saying that their PPI work
is a mere tick box exercise, but
Members also attended events and took part in
here in Wakefield the input
various engagement work, for example, Meeting the
obtained from the PPI network is
Challenge consultation and associated activities, local
obviously taken seriously.”
and national surveys, service reviews and patient
[Member]
experience work of the CCG.
What did we do?
There is a commitment to growing the membership of the PPG Network and the support we
have given has been both to the network as well as individual groups. We have worked with
practices on a one to one basis to help them establish and grow their groups. The Patient
Participation Direct Enhanced Service (DES) has also provided a steer in the engagement of
registered patients and this will continue into next year added to by the Friends and Family
Test.
The PPG Network is an established group and meetings are built into the regular business
cycle of the CCG. There is commitment from the CCG to this meeting and to utilising the
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feedback from members of the Network to inform practice level working as well as wider
commissioning work.
Last year, we carried out a review of the number of practices that have their own PRG. This
showed that, from the 40 practices in our area, 13 practices did not have a PRG. We worked
throughout the year to increase this number and also to increase the number of local PRGs
that are represented on the Patient Participation Network. This was achieved during the
year with all of our practices having a group by September 2014. We have recognised
though that to keep the groups going, this will need an ongoing input as membership of local
groups changes over the time. We feel that the sharing of ideas, examples and information
between groups will help individual PRGs to develop and strive and this has always been a
key aspect of network meetings. To further support our local PRGs, we are planning a lay
representative training, tailored to support them in their work and long term contribution to
the CCG’s decision making.
We value the input the group has made to our engagement and consultation activities, the
plans and work they have commented on, views they have shared and the ongoing support
and dedication in providing feedback on what we do and sharing feedback from their work
in local practices. Their input has ranged from comments on engagement proposals and
document to helping to shape our Prospectus, which we published in June 2013.

Relationship Matrix

2013 ‐ 2014

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

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

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
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7. Marriage and Civil Partnership
8. Sex (gender)
9. Transgender
Who can use the Relationship Matrix?
The Relationship Matrix is used as a tool by the Communications and Engagement Team to
assist customers and colleagues in reaching the organisations who engage with patients,
carers and the public on an ongoing basis.
This is done by working directly with an ‘Enabler’ who has links into, or who works for, the
group or organisation. This is the Primary Relationship. The Enabler ensures that any
correspondence is shared with their members, volunteers and client group.
On completion, the matrix was reviewed to ensure that our engagement processes included
relationship with groups representing the nine protected characteristics. As a result of this
gap analysis, we have built stronger links with MESMAC (Men who have Sex with Men) and
the Wakefield Deaf Society as well as including organisation representing the Eastern
European Community. We successfully achieved this during the year, not only in gaining a
relationship matrix representation, but also incorporating this into membership of PIPEC,
our engagement and patient experience assurance group (see page 11).
What did we do?
We have regularly used the contacts within the Matrix to share information about events,
consultation and engagement opportunities and general engagement information published
by us or other NHS partners. This has included local initiatives noted within this report as
well as nation consultations and opportunities to get involved, for example in procurement
processes.
In terms of involvement of the public in procurement decisions we make, we have
advertised these via the Matrix and have gained interest for service areas such as
bereavement advice and support service. This has helped us make sure that the public are
involved in this aspect of decision making in respect of the local services and who provides
them on our behalf.
We will continue to share information, including opportunities to be part of procurement
processes, during the next year.

Page 18

Communications, Engagement, Equality,
Diversity and Human Rights Strategy

July 2013

As part of our target to buy quality services for local people, we involve and listen to their
experiences when designing local health services. Our principles for communications and
engagement are captured in a formal strategy. This was updated in 2013 following local
engagement and now reflects what is new and includes our aspirations in respect of equality
and diversity.
It further describes the engagement mechanisms we have in place to make sure that the
patient voice is represented in commissioning decisions.

Who did we consult?
This strategy document was shared with those on our database as well as local groups and
organisations on our Relationship Matrix to get their views on the document. Our Public
Involvement and Patient Experience Committee and the PPG Network also commented
during the process.
What did they tell us?
Overall, the feedback was positive with few people asking about the current engagement
groups and mechanisms, such as the engagement database and Public Involvement and
Patient Experience Committee (PIPEC). These were seen as positive and respondents asked
for these to continue into the future.
The feedback received was used to further develop the document both in respect of the
content, but also in terms of future direction for communications, engagement and equality
and diversity. As a result of this work, our strategy incorporated equality, diversity and
human rights aspects, bring this together into one overall strategy and underpinning
principles.
Where can you get more information about this work?
The strategy can be found on our website at http://www.wakefieldccg.nhs.uk/wp‐
content/uploads/2013/02/Communications‐Engagement‐Equality‐Diversity‐and‐Human‐
Rights‐Strategy‐2013‐2018.pdf
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Meeting the Challenge Consultation

March 2013 – May 2013

Public consultation on proposals to change hospital and community services across North
Kirklees and Wakefield District took place in spring 2013.
The Meeting the Challenge Consultation took various forms, including a postal and online
consultation, public meetings, discussion groups and other submissions including road
shows, stakeholder feedback and letters. The Consultation provided feedback that led to
changes in the original proposals, and on this basis the decision was made to go ahead with
the plans.
In October 2013 the North Kirklees and Wakefield Joint Health Scrutiny Committee referred
the plans to the Secretary of State for Health, asking him to review the proposals and the
decisions taken. Following advice from the Independent Reconfiguration Panel, the
Secretary of State for Health announced in March 2014 that the proposals should go ahead.
The consultation proposals in Wakefield included a focus on care outside of hospital and
more joined‐up care for patients who need hospital care. Now approved it means that
Pinderfields Hospital, Wakefield would become a major centre for:






In patient emergency medicine
Acute and complex surgery
Critical care
Inpatient children’s services
Consultant‐led births

Who did we consult?
These were complex and potentially controversial changes to local NHS services. Wakefield
and North Kirklees CCGs therefore consulted widely along the whole of the Mid Yorkshire
Hospitals NHS Trust footprint. This included small areas of Leeds.
During the pre‐consultation we engaged with patients, community and voluntary groups
including Local Involvement Networks (now Healthwatch) in both areas. A deliberative event
and phone poll were also undertaken. Other stakeholders such as Councillors, Area Forums
were continuously updated and engaged. A patient and public advisory group and a ‘Your
Health, Your Say’ network were both set up during this period to keep interested people
informed and engaged.
During the full consultation it was estimated that, overall, a minimum of 432,293 people
would have been given the opportunity to respond to the Consultation and between about
4,500 and 5,000 people would actually be engaged with. Alongside our engagement with the

Page 20

public we had undertaken stakeholder mapping and therefore were communicating and
engaging with MPs, Councillors, voluntary, community and faith sector organisations and
many other partners in the area. There were 10 evidence sessions held with the Joint
Overview and Scrutiny Committee during the consultation.
What information did we give?
During the pre‐consultation postcards were sent to some households and distributed widely
to our networks. A questionnaire was used for the phone poll and a crib sheet for the
engagement work.
Engagement information during the full consultation included:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Distribution of a summary document containing a feedback questionnaire to over
241,000 homes (including Freepost address for responses)
Full and summary consultation documents posted on a dedicated website:
www.meetingthechallenge.co.uk
Easy read, other language and large print versions made available
Public meetings
Roadshows across the Wakefield District and North Kirklees including two drop‐in
sessions
Attendance at area forums/neighbourhood network meetings in Wakefield District
Attendance at North Kirklees Area Committee
Direct engagement with several local groups including those from the nine protected
characteristics
Social media activity
Mainstream media activity
Wide range of internal (GPs, staff etc.) engagement activity
Responding to emails, letters and telephone calls
Presentations/engagement with Patient Advisory Group
Attendance at other open meetings
Footfall survey at all three hospitals
Direct engagement with patients/visitors in hospital wards and departments
Focus groups
Webchats and online polling
Telephone survey using a stratified sample (1,013 participants)
Meeting with Leeds ward councillors

What did we ask?
During the consultation, we asked for the public’s opinion on models of service for:
Maternity, Urgent Care, Mental Health and Care Closer to Home. The areas we sought views
on were:
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•
•
•
•

If people thought the plans would achieve our aims to save more lives, improve
outcomes and patient experience
If there were aspects of the changes that people disagreed with and if they felt there
were other options that should be considered
How important certain community services were to people and asked their opinion on
community services we might invest in, specifically about emergency care and travel;
Lastly, we asked about people’s equality monitoring information.

What did they tell us?
Concern about the proposals changed with geography. Where engagement had taken place
face to face, concern was lower because of the quality of information given. This helped us
to plan the fuller consultation. During the consultation, many engagement methods were
used to gain as much feedback as possible. This included both qualitative and quantitative
ways.
What did we do?
Feedback received from the pre‐consultation influenced the plan for a full consultation. The
Mid Yorkshire Patient and Public Involvement Group, which was set up during an options
appraisal phase in June 2012, continued to advise on the full consultation including the
questions and branding.
The outcomes of the consultation were published and presented to the local Overview and
Scrutiny panel, which referred this to the Secretary of State. Following approval, actions
were taken to progress plans in respect of the service areas part of the consultation and
moved to preparations of Outline Business Cases. A communications and engagement
implementation strategy was agreed and a plan developed. Amongst other things these
included the development of Our Street as a method of communicating the changes to the
public.
Where can you get more information about this work?
The consultation report summarising the approach and the deliberative report can be
viewed at:
http://www.meetingthechallenge.co.uk/fileadmin/meetchal/Documents/Meeting_the_Chall
enge_Consultation_Final_25‐6‐13.pdf
Below is also an example of work that has been carried out as part of the wider consultation
process.
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Older Peoples’ Forum Engagement

May and October 2013

The Older Peoples’ Forum engagement was part of the Meeting the Challenge consultation
to present and discuss proposals for change in healthcare and to use the feedback from
these in the shaping and delivery of services.
Who did we consult?
We engaged representatives of the Older Peoples’ Forums in the Wakefield district, by
presenting information about the Meeting the Challenge consultation at two Older Peoples’
Forum events held in May and October 2013.
What did we discuss?
We presented an update on the plans to transform healthcare services, with a focus on
services for older people in Wakefield. The presentation led to further discussion with the
older people present and the recording of their views.
What did they tell us?
The feedback was largely positive with many questions and comments on the intended
service transformation. The feedback was included in the consultation related to Meeting
the Challenge.
Where can you get more information?
You can read more about our engagement work at: www.wakefieldccg.nhs.uk
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Maternity Services Liaison Committee

2013 – 2014

Meeting the Challenge Consultation
The Committee has continued their quarterly meetings and has contributed to the Meeting
the Challenge consultation.
Who did we consult?
We engaged with service users about their experiences of maternity services and consult
with them around future service design.
The quarterly meetings are attended by:







Services users
Midwives
Obstetrician
Local Authority Officers
Commissioners
Voluntary organisations and other services

What did we discuss?
Members use the meeting to discuss various topics of interest in respect of maternity
services.
Feedback has, for example, been provided by:



Supervisor of midwives on issues raised by members.
Neonatologists in regards to resuscitation aids that can be used while baby is
attached to the cord.

What did they tell us?
Service user feedback is being used to identify where women are experiencing difficulties
within the services for example Heads of midwifery are addressing the need for women to
have continuity of care and there has been an increase in Midwives being appointed.
Mid Yorkshire Hospital have always been very positive to the feedback they are receiving in
regards to women having choice through pregnancy and labour.
Where can you get more information?
You can find out more about the work of the MSLC at www.pitterpatterchatter.org/MSLC
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Meeting the Challenge

September – October 2013

Business case engagement
Following on from the Meeting the Challenge consultation, engagement took place during
Autumn 2013 to support the development of the outline business cases for the four
programmes, which were part of the consultation – urgent care, maternity, mental health
and care closer to home.
What did we consult on?
Specific engagement took place during the month of September to gauge support for the
models of care developed by four of the Programmes under the Meeting the Challenge
Transformation banner.
How did we engage?
Over 300 people were engaged during this engagement in Wakefield and North Kirklees.
Engagement was face to face at existing community events and meetings taking place during
that period. Relationships formed during that process form part of our ongoing
communications and engagement work.
Who did you consult with?
A stakeholder mapping exercise took place with each programme: Urgent Care; Maternity;
Mental Health and Care Closer to Home. Engagement was targeted towards people using
these services or who might use them in the future. This included Maternity Services Liaison
Committee, Practice Reference Groups and Carers Groups.
What was the feedback from the engagement activity?
There was specific feedback for each of the Programmes but general feedback was:
 People saw the plans as positive and felt that they “made sense”. “Just get on with
it” was the feeling during discussions.
 People felt that many other systems would run smoother or not be as overburdened
if it were easier to get an appointment with their GP. People also felt all of the 0844
numbers needed changing.
 They thought that more work needed to take place to improve the timing and venue
of out‐patient appointments. There were also comments about how long it took to
get through on the telephone to make an appointment.
 There was support for the needs and inclusion of carers and advocates in the
planning of care and services.
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Requests that we continue to communicate and engage with communities about
developments.

What decision has been taken and how has the feedback influenced any decision?
These Business cases gained approval by NHS Wakefield CCG and the Trust Development
Authority in December 2013. Aspects of these will come to fruition over the next 3 years but
certain services such as the Psychiatric Liaison is already in place and benefits being reported.
The Our Street communications tool which includes a website and animated video stories
was developed to communicate changes and developments to the public.
Our Street is based on feedback from the Meeting the Challenge consultation when people
told us ‘don’t tell us about strategies and services – tell us stories’. The concept was agreed
by Board representatives in September 2013.
Its purpose is:
 To be a flexible, interactive communications mechanism, helping explain to the public
the benefits and features of proposed and actual health and social care changes across
Wakefield and North Kirklees.
 Providing an engaging mechanism to involve the public in discussions about care and
their preferences.
The Our Street concept is now in place, has been audience tested and has 14 initially
character from 3 family groups. The website launched in July and links to 3 animated videos
that tell the story of proposed changes to:




Care Closer to Home
Urgent/unplanned Care
Social prescribing

The website can be found at: http://thisisourstreet.com/
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Mental Health Engagement

10th January 2013‐ 21st February 2013

Engagement work was carried out to support the work of the Mental Health transformation
programme and help shape the future of mental health services locally.
What did we engage about?
Mental Health problems are prevalent in the vast majority of our local communities and
whilst some people will require significant support and care for their mental health needs
many can, and will, be treated in the community. Understanding where people go for
support and how they would like to receive their care was crucial in shaping the future of
mental health services.
How did we engage?
A questionnaire was developed and was available online and advertised via the media and
voluntary and community sector organisations held on the Relationship Matrix. The
questionnaire was also used to gain face to face feedback at meetings. 4 sessions were held
with students in Wakefield College and 4 sessions were held at local Job Centre Plus sites.
Who did we engage?
The purpose of the engagement was to assess where people would go for support around
mental health and wellbeing issues if they needed help. Potential service users and carers
were engaged as well as current service users. 581 surveys were completed.
What was the feedback from engagement activity?
People told us:
 They would go to their GPs first for help
 They wanted an explanation of their symptoms
 They wanted someone who understood their condition, give a diagnosis and had
time to listen
 They wanted to be able to access services quickly.
What decision has been taken and how has the feedback influenced any decision?
This engagement was part of ongoing engagement that will continue during the listening
phase of this work whilst developing a model and then later gaining feedback about the
proposed model of care. This should be complete by the end of December 2014. All of
those who gave contact details have received an update and a link to the report and you can
find this here: http://www.wakefieldccg.nhs.uk/wp‐
content/uploads/2014/06/MeetingtheChallenge‐MentalHealthReportFinal.pdf
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King Street Walk in Centre

October 2013 – January 2014

In 2008/09, each Primary Care Trust was asked to commission at least one GP health centre
in their area, open 8.00 am to 8.00 pm, 7 days a week. The purpose of centres is to reduce
pressure in hospital Accident and Emergency departments.
The purpose of this engagement was to test awareness of the King Street Walk‐in Centre
and gather the views of those who had used the Centre and what their experience was.
There were three parts of the process reviewing the Walk in Centre:
 preparation of a contract extension to take the contract beyond its end‐date of 31st May
2014. This was necessary to allow sufficient time for a comprehensive service review and
a potential re‐procurement;
 review of quality and service outcomes, review of performance and review of activity
and engagement with the service provider;
 patient and public engagement, outcomes of which are noted below

Who did we engage / consult?
Engagement was with the local public, key stakeholders and voluntary and community
sector organisations. Two surveys were developed for those who had, and had not, used the
Walk‐in centre across three groups:




People that had used the King Street Walk‐in centre
People that had heard of the Walk‐in centre but had not used it
People that had not heard of the Walk‐in centre

As part of the process, interviews with staff within the Walk in Centre were conducted by
the Young Inspectors and the outcomes of their work were incorporated within overall
findings.
The surveys were shared with the public and local organisations in the following ways:


Online with social media activity supporting this.



Paper based and electronic versions which were sent to numerous known contacts.
Examples include the People Bank, the ‘Have Your Say’ contacts and those interested
in involvement opportunities.



Paper based and electronic versions to the Relationship Matrix which contains our
contacts within the local area with voluntary and community sector organisations,
groups and charities across the 9 protected characteristics. Organisations were also
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invited to share the survey with their contacts/service users/staff.


CCG roadshows – the CCG was engaging around commissioning priorities going
forward and ongoing engagement initiatives were used to also gather information
about King Street Walk in Centre. For example, in November 2013, the CCG held a
stand in Wakefield City Centre having carried out 97 interviews. In December we
were present at South Elmsall market with 50 people being interviewed and, as such,
were able to share general concerns or anything specific. King Street surveys were
available there and in similar sessions in Castleford, Pontefract and Wakefield
College.



Young Inspectors – the CCG liaised with the Youth Association and secured their
support to carry out an inspection to gather the views and experiences of those aged
25 and below. The Youth Association prepared a survey specifically aimed at young
people and this was handed out within the Walk in Centre.



Engagement sessions at the centre – the engagement team were present at the Walk
in Centre carrying out surveys with service users. This included surveys being
completed in other languages, namely Polish to capture the views of this section of
the community. The engagement sessions were carried out across 7 days of the
week, including Saturday/Sunday/early morning and evening sessions to ensure a
spread of times covering the opening times of the centre.



Links with the Gypsy and Traveller site were used to capture the views of this
community.



The survey was promoted during meetings with local groups.



A mail out of the survey, prepared by the Engagement Team, was carried out by the
current provider of the King Street Walk‐in Centre to those who had previously used
the service. Reception staff members at the King Street Walk‐in Centre handed out
surveys to current users.



Support from Angel Lodge (support to asylum seekers) and the City of Sanctuary was
gained and the views of some of their residents were included within the report.

Overall, 671 surveys were completed. In addition to this, the Young Inspectors, with the
support of the Youth Association, carried out separate surveys and a visit to the centre.
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What did we learn?
Overall, the feedback from those who used the Walk‐in centre was positive, with patients
reporting a good experience of care, stating that they felt that the Walk‐in Centre provided
an excellent service, in a good location with convenient opening times. It was a service that
they would use again and recommend to others.
A few had concerns that if the Walk‐in centre was not available, they ‐ due to difficulties in
getting an appointment with their own GP practices ‐ would attend A&E.
What did we do?
The feedback from all groups was analysed and used to inform the overall review of the
walk‐in‐service. Following on from the engagement and service review, the strategic
decision to extend the walk‐in service contract until April 2016 was taken.
Where can you get more information about this work?
You can view more information about the King Street engagement and view the surveys
used here: www.wakefieldccg.nhs.uk/have‐your‐say/review‐of‐the‐king‐street‐walk‐in‐
centre
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Call to Action

September – December 2013

Nationally, the NHS launched its ‘Call to Action’ ‐ a national debate to:
• Build a common understanding about the need to renew our vision of the health care
service, particularly to meet the challenges of the future;
• Give people an opportunity to tell us how the values that underpin the health service
can be maintained in the face of future pressures;
• Gather ideas and potential solutions that inform and enable CCGs to develop 3‐5 year
commissioning plan; and
• Gather ideas and potential solutions to inform and develop national plans, including
levers and incentives for the next 5 – 10 years.
Every CCG was expected to play an active role in encouraging local people to participate in
the ‘Call to Action’.
Who did we consult?
An engagement plan supporting this work was developed. It was proposed that activity took
place in a number of ways; through the Mid Yorkshire transformation programme, at CCG
level and through local partnerships.
The approach included the following:
 Developing a survey, including an Easy Read version
 Providing online links on the local Healthwatch website, NHS Wakefield CCG website and
West and South Yorkshire and Bassetlaw Commissioning Support Unit (WSYBCSU)
website to the NHS England Call To Action site
 Send out information and the survey via the relationship matrix of local community and
voluntary groups
 Use of social media, e.g. Twitter
 Distribution to staff in the CCG, member practices and CSU as well as our stakeholders
including the Local Authority and the Health and Wellbeing Board
 Publicise to the People Bank, Patient Participation Group Network and Public
Involvement and Patient Experience Committee
 Presence at the It’s My Health Day (IMHD) event, an event with focus on learning
disabilities
The purpose of the engagement was to build on the data that had already been collated, by
gaining the views of the public, key stakeholders and voluntary and community sector
organisations on their experiences NHS services in Wakefield and their suggestions on how
the services could be improved.
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Numerically, the breakdown for the Wakefield postcodes was 49, those from the IMHD
event numbered 17 and the remaining responses, with no attributable postcodes, equalled
30.
What did we ask?
The Call to Action survey included responses online and through face to face contact.
Respondents were asked 14 questions covering issues relating to prevention of ill‐health,
healthcare support and diagnosis and broader use of resources as follows:
1. What should the NHS do to prevent diseases like diabetes, heart disease and
hypertension?
2. How should the NHS support people with long term conditions to better manage their
own conditions?
3. What should the NHS do to help people recover better following illness?
4. What should the NHS do to improve access and quality of care for everyone and ensure
that this includes disadvantaged groups?
5. What should the NHS do to ensure that all patients experience the safe treatment they
deserve?
6. What should the NHS do to work more closely with government departments, Public
Health England, local authorities and other partners to reduce health inequalities?
7. What should the NHS do to support older people to live with better quality of life and
lower levels of hospitalisation?
8. How should the NHS support patients with one or more long term conditions to provide
more of their own care outside of hospital?
9. What should the NHS do to increase diagnosis rates and post‐diagnosis support for
dementia?
10. What should the NHS do, working together with individuals, families, employers and
communities, to facilitate sustainable weight loss and other healthy behaviours?
11. What should the NHS do to provide more convenience and access in where and how
services are provided?
12. How should the NHS ensure it invests in the technology, drugs and models of health and
care services that show the best value?
13. What should the NHS do, along with local authority partners, to ensure cost effective
integrated health and care services?
14. What should the NHS do to be able to meet future health needs with the same?
resources?
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What did they tell us?
Overall, there was a consistent ‘theme’ relating to
the need for health promotion and the prevention
of ill‐health, alongside a need for greater access to
information and education about services and
health promoting messages. There was also
reference to self‐care, self‐management, the use of
a range of media for disseminating information (including social media), and the need for
regular check‐ups to pre‐empt any developing or potential health condition – as a
preventative measure.
Respondents also mentioned the need for support both during and post‐treatment and
discharge. There was call for a more consistent and co‐ordinated approach to healthcare
and this was particularly significant among the It’s My Health Day (IMHD) respondents.
People from this respondent group referred to the need for learning disability training and a
more supportive approach by staff to people with a learning disability.
Working in different ways, either through working in partnership with the Local Authority
and other public sector bodies and in conjunction with the voluntary sector was recognised
as being key, both to ensure a more co‐ordinated and ‘joined‐up’ service provision and also
in respect of effective resource utilisation. The increased role of GPs and other primary care
providers in providing support in the community and post‐discharge was a recurring theme –
GPs in particular were seen as providing an essential service and being the key to accessing
support, triage, and health promotion messages, as well as being the link to other services,
including the Local Authority etc.
There was also reference to using buildings, such as GP practice buildings for support
groups, health promotion and other health related activities. Access to GPs and related
appointments was also referenced on a number of occasions with reference to extending
surgery hours during the day as well as at weekends.
Respondents felt that costs could be cut by reducing management costs, either through a
reduction of actual staff, or through reviewing existing arrangements and utilising existing
provision more effectively. Conversely, respondents believed effective management was
the key to reducing costs and ensuring the most effective use of resources, including staff.
Prescribing costs were also a concern. Respondents believed that prescribing rates were
unnecessarily high and that greater emphasis should be placed on ensuring that drugs were
not wasted and were actually needed.
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What did we do?
Report of the outcomes was compiled and submitted to the CCG as well as NHS England.
Furthermore, the information was used as a strand of data supporting the wider work of
developing the CCG’s commissioning priorities and incorporated in the ‘What matters to
you?’ final report (see page 34).
Where can you get more information about this work?
The outcomes can be found in the ‘What matters to you?’ report on our website at
http://www.wakefieldccg.nhs.uk/commissioning‐priorities‐engagement‐report/
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‘What matters to you?’

October 2013 – January 2014

Engagement to support the development of commissioning priorities and the CCG’s
strategic plan
The purpose of the engagement was to gather the views of local population and collate
information in support of the development the CCG’s commissioning priorities and the
strategic plan.
This took place via roadshows, market stalls, talks at local groups, discussions with students
and other groups and organisations within Wakefield District as well as online, using a group
of open ended questions. We proactively sought participation of groups across the nine
Protected Characteristics via targeted engagement.

Who did we consult?
Overall, 378 participants took part in this engagement activity. To ensure a wide spread of
views, existing contacts were made aware of this work and asked for their input. This was
underpinned by a comprehensive outreach work.
The approach to engagement included:
1.

Identification of the data sources of current engagement initiatives which would also
support this work. It was agreed for information gathered during the Call to Action
engagement and Patient Participation Direct Enhanced Service (DES) patient survey
reports analysis to be also used. We will list the outcomes of this work separately
later in this report.

2.

Roadshows were organised across the district to ensure that the CCG engaged across
the geographical area. Information on the wider work of the CCG was used including
the Prospectus, Primary Care Local Improvement Framework, King Street Walk in
Centre survey, patient and public engagement annual report and comment cards for
those who just wanted to make a note. Any feedback was fed into the PALS service
and included in their reporting process.
The following sessions were held:
a. 19 November (all day) – Wakefield City Centre using Spectrum promotional van
b. 3 December (all day) – South Elmsall market
c. 9 December (all day) – Carlton Lanes shopping centre
d. 17 December (lunchtime session)– Wakefield College
e. 18 December (all day) – Pontefract market
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3.

Engagement with local voluntary and community groups:
a. 30 October – Castleford Area Voice for the over 50’s
b. 12 November – Pontefract Carers Group
c. 12 November – Disability Peoples Partnership
d. 3 December – Gypsy and Traveller Community
e. 5 December – Trans Community
f. 13 December – Glasshoughton College, Castleford

Mailout to CCG contacts including:
a. Patient Participation Group Network
b. Public Involvement and Patient Experience Committee
c. People Bank
d. Have Your Say contacts
Relationship Matrix and additional contacts such as University of the Third Age, Wakefield
Gay Group, Gay Wakefield Forum, Fruitbowl (18 to 25 years old), Go Gay Notice Board and
Facebook which has approximately 6,390 members. Young Lives Consortium was also asked
to distribute as were MESMAC and Healthwatch Wakefield.
4.

Website and social media – NHS Wakefield CCG’s website contained information on
getting involved in this engagement and included an online version of the survey.
This was supported by social media promotion to encourage participation.

5.

Media – press releases were issued during this engagement and featured in the local
press across the district.
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What did we ask?
Four questions were asked in line with national Call to Action engagement initiative:
1. What three things can we do to improve the quality of NHS care for now and future
generations?
2. How can the NHS support people to lead healthier, longer lives?
3. How do you think we should spend the money we receive wisely?
4. What would high‐quality NHS Care look like to you?
The survey was available to the public during November and December 2013 and 378
responses were received.
What did they tell us?
The three key areas which respondents felt would help improve the local NHS services
included access to services, care and staffing. In terms of access to services, this was mainly
to improve the appointment process and waiting times at local hospitals, having a quicker
access to GPs and the ability to access more services away from the hospital by expanding
GP clinics and enabling 24/7 access.
The emphasis on the level of care was mainly in respect of people being treated with dignity
and being listened to and understood by staff. Also, more care for the elderly was noted as
part of the feedback.
The level of staffing was noted in this section as well as when looking on how money should
be spent more wisely. Here, the main feedback surrounded the need to invest in staff, have
more front line staff and better trained and qualified staff.
When looking at to how the NHS can support people to lead healthier, longer lives, the main
themes were improved access to exercise and education and information. The feedback
suggested for the NHS to work with local partners including the local authority and private
sector. Reduced cost and free access to leisure centres was also noted.

What does good NHS look like to the public?
... adequate front line staff levels, patients being treated
with dignity and respect, access to services (GP and
hospital appointments and reduction of waiting times).
Reducing bureaucracy, unnecessary administrative tasks
and targets.
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Suggestions for improvements included more education in schools and for parents.
Improved advice on diet, exercise and healthy living also featured in responses together with
more support from GPs. It should be noted, however, that some respondents felt that they
were already proactive and some that people should take responsibility for their own health.
When looking at how the allocated budget could be spent and where savings might be
made, the main themes were increases of staffing ratios and local services, and preventative
measures. Investment in more front line staff and less management was noted in respect of
staffing levels. The suggestions for improving local services included more local and
community based services (e.g. walk in centres), better access to GPs and minor injury units
to prevent the use of A&E. For prevention, the feedback noted more screening and earlier
diagnoses and treatment, training and education programmes and investment in services for
older people.
Responses in respect of what aspects would make the local NHS services of high quality, the
theme of increasing front line staff continued here together with having appropriately
trained staff who treat patients with dignity and respect. Access to services also reflected
themes from earlier questions by including reduction in waiting times, accessible GP
appointments, providing choice of treatment and efficient appointment systems. Reducing
bureaucracy, unnecessary administrative tasks and targets were also seen as aspects that
would improve the NHS.
What did we do?
The feedback gathered as part of this engagement helped to shape our strategic plan and
commissioning priorities. It was also presented to our Clinical Cabinet to ensure that the
feedback was considered in more detail and we were in a position to outline lessons learnt
and agree actions, putting us in a position of showing what we have done as a result of what
people told us.
As one of the questions looked at what good NHS would look like to the people of our
District, we used the information from the engagement to reinforce the message among our
staff, sharing this in staff briefings and via staff notices. We also developed a word cloud to
reflect the feedback we received.

Where can you get more information about this work?
The overall report of this engagement can be found on our website at
http://www.wakefieldccg.nhs.uk/commissioning‐priorities‐engagement‐report/
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Patient Participation Directed
Enhanced Service (DES)

December 2013

The Patient Participation DES initially spanned two years from 1 April 2011 until 31 March
2013 and was then extended. It was aimed at making sure that patients were involved in
decisions about the range and quality of services provided and, over time, commissioned by
their practice. It aimed to encourage and reward practices for routinely asking for, and
acting on, the views of their patients.
This included patients being involved in decisions that led to changes to the services
provided or commissioned by their practice, either directly or in its capacity as gatekeeper to
other services. The DES aimed to promote the proactive engagement of patients through the
use of effective Patient Reference Groups (PRGs) and to seek views from practice patients
through the use of a local practice survey. The outcomes of the engagement and the views
of patients were published on each participating practice’s website.
The information presented here was from the activities that the GP practices undertook up
to end of March 2013 and is in line with the DES guidance for 2011/12 ‐ 2012/13.

Who did we consult?
Information has been obtained from practice reports and survey results either in paper form
or from the practice websites online. It includes data relating to the response rates from
surveys.
What did we ask?
A total of 31 reports from practices participating in the Patient Participation DES had been
printed off. A further check of the surveys/reports received against those who were
participating in the DES was carried out using the list supplied by the Local Area Team (NHS
England). This confirmed that a total of 36 practices were signed up to the Patient
Participation DES. Subsequently, a check of the practice websites was undertaken to
ascertain whether the reports had been published.
Each practice was asked to seek the views of its patients through the use of surveys and the
Patient Reference Groups, though no single method of conducting these surveys was
recommended. This has resulted in a variety of approaches being taken across the networks
with surveys varying in length and breadth of focus. To collate this data in the absence of a
standard format, the survey data has been summarised in line with the core questions from
the GP Patient survey used by NHS England.
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What did they tell us?
Themes identifying areas of good practice as well as possible improvements were identified
for each of the CCG’s six Clinical Networks. (at the time the report was produced, there were
six networks; this increased to seven at the end of 2013/14). As these varied by network the
fuller details are available in the reports. However, drawing the main themes, in general,
positive responses from patients regarding staff, access to professionals, helpfulness and
friendliness of staff were noted. Suggestions of areas to improve included easier
appointment making, at a time to suit or on the same day, and staff attitudes and
communication.
What did we do?
Report of the outcomes was compiled and submitted to the CCG, including sharing of this
with our Network Development Unit which supports local GP practices. Furthermore, the
information was used as a strand of data supporting the wider work of developing the CCG’s
commissioning priorities and incorporated in the ‘What matters to you?’ final report.
Where can you find more information on this work?
The reports were published on each participating practice’s website. The outcomes can be
found in the ‘What matters to you?’ report on our website at
http://www.wakefieldccg.nhs.uk/commissioning‐priorities‐engagement‐report/
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Patient experience

March 2014

Excellence in Participation Awards ‐ NHS Wakefield Clinical Commissioning Group, in
partnership with NHS West and South Yorkshire and Bassetlaw Commissioning Support Unit,
and our member practices, were shortlisted for an NHS England Excellence in Participation
to Achieve Insight and Feedback: Commissioner Award at the NHS England Excellence in
Participation Awards 2014.

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





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

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

2013 – 2014

Patient Safety Walkabouts
Wakefield and North Kirklees CCGs conduct a Patient Safety Walkabout on a monthly basis.
These are completed at various settings across the services provided by the Mid Yorkshire
Hospitals NHS Trust.
Patient Safety Walkabout information is included in our patient experience reports as well as
the work of the Quality Intelligence Group and includes staff perceptions of patient
experience following observation and conversations with staff and patients on the units
visited. Healthwatch members also join in these visits.
Quality Intelligence Group
We set up this group to monitor feedback from across the organisation and our teams as
well as bring information from our partners, such as the local authority, public health and
Healthwatch Wakefield. This helps us to gather key themes that are coming up and jointly
across the membership of the group agree the actions to be taken.
Who did we engage / consult?
Both the Patient Safety Walkabouts and the Quality Intelligence Group are part of the
Putting patients first initiative described on page 41.
Our walkabouts at local hospitals have been running since December 2012, and from
September 2013 the visit team was widened to include Healthwatch Wakefield or
Healthwatch Kirklees (dependent on the site being visited). There has been a representative
from one of the Healthwatch organisations on every scheduled walkabout since then. The
walkabout team talk to patients, as well as the staff, about their experiences during their
stay in hospital.
Our Quality Intelligence Group was established in August 2013 in response to the Francis
report. Since it started membership of this group has included Healthwatch. Healthwatch
provide feedback and soft ‘intelligence’ from local people about the services we purchase
(such as hospital, community and mental health services), or that we have a duty of quality
for (such as GP practices). We theme feedback gained through various sources, including
our engagement work, PALS enquiries, Patient Opinion posts and learning from complaints.
What did we learn?
During 2013/14 the walkabout teams identified numerous examples of good practice,
including:
 Patient experience: Nearly every patient spoken to on our walkabouts praise the care
received. They feel involved in their care planning and they have their basic needs met.
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The walkabout teams generally observed staff interact with patients in an appropriate
and caring manner.
 Cleanliness: The cleanliness of the wards visited was generally excellent and there were
no odours detected.
 Leadership: The quality of leadership on most wards is very impressive. The ward
managers had good knowledge about the patients on the ward, clearly commanded
respect of their staff, the standard of care was good and they were able to talk about
improvements made to improve quality.
However, the teams also identified some areas for improvements, including staffing levels,
and quality of documentation.
The main themes from the Quality Intelligence Group feedback during 2013/14 were access
to services (particularly outpatient appointments at the local hospitals), treatment and care,
communication, staffing and discharge.
What did we do?
As a result of the walkabouts and feedback we get at the Quality Intelligence Group we
agree actions to be taken which will improve quality and experience of care.
Examples of the actions taken range from small changes such as acting on feedback about
the lack of public awareness of local practice telephone numbers, to high impact actions like
using contractual levers with our local providers to reduce the number of cancelled and
rescheduled outpatient appointments.
Where can you get more information about this work?
The Patient Safety Walkabouts feature as a case study in the NHS Commissioning Assembly
document Commissioning for Quality: Views from Commissioners which was published in
July 2014. One of the key features in this document is the importance of commissioners
‘Walk the service – look and see’ and a short video describing our patient safety walkabouts
can be found at www.youtube.com/watch?v=j57hpnFnRFU
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Autism Spectrum Disorder/
Attention Deficit Hyperactivity Disorder

September – March 2013
and ongoing

This engagement followed a 2012‐2013 Phase One activity to review the clinical pathway for
Children’s Autism Spectrum Disorder (ASD) to identify any areas for improvement in order to
deliver improved quality and value for money in the overall diagnosis services that improve
patient experience and outcomes.
The 2013‐2014 Engagement was Phase Two of this process.

Who did we consult?
This engagement is the second phase of the ASD/ADHD programme and involved working
with young people in school and parents in design team meetings. The objectives were to
consider existing pathways to diagnosis, processes and delivery models.
We engaged with:
Families, parents and young people
 Parents
 Grandparents
 Carers
 Young people
Health organisations
 Commissioners
 GPs
 Paediatricians
 Psychologists
 Child Adolescent Mental Health Service (CAMHS)
 Therapists
 Community Team for Learning Disabilities (CTLD)
 And many more
Education Authority
 Teachers
 Educational Psychologists
Voluntary organisations
 Kidz Aware
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These are just a few of the services who were involved in our engagement process.
We engaged on:




Patient experience of the current ASD/ADHD Service.
Why parents and young people felt the current systems were not working.
Views on how the future ASD/ADHD system should look and work

We set up a multi‐agency design group which included parents and young people.
There were four, two hour workshops held and an additional 2 sub‐groups, this included
parents and young people, and there was also an additional parent sub group set up outside
of the meetings.
The work and engagement was carried out with the involvement of parents and young
people through research, process and service mapping. Parents and young people had the
opportunity to give their views and opinions around the services they were receiving. Gap
analysis was done enabling parents and young people to identify where they felt the gaps
were in the services they were receiving.
What did they tell us?
Parents and young people along with professionals identified that






Waiting lists were too long for ASD
There is poor communication between Professionals and families
Lack of early intervention
Lack of family support networks
People in Education have lack of understanding of ASD/ADHD

What did we learn?
The working groups provided their feedback of their experience with the pathways and their
views are incorporated in the pathway processes on what should take place and when and
with whom.
The decision that was taken by the group which included parents and young people was that
there is a need for a single multi agency‐ multi disciplinary ASD/ADHD service. This was
influenced by parents sharing their own experiences and the need for early intervention for
example children are identified at school. The next stage will be to develop new care
pathways with the input from schools, young people and families.
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This engagement, together with Phase One inputs informed how we can best meet the
needs of target groups and improve the patient/parent/family experience of ASD/ADHD
support in the Wakefield catchment.
Where can you get more information about this work?
More information about this work can be viewed at: www.wakefieldccg.nhs.uk/news/drop‐
in‐sessions‐update‐on‐transforming‐care‐for‐children‐and‐young‐people‐with‐
developmentasdadhd‐needs/
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Prostate Cancer Follow‐up Service

January 2014

Wakefield CCG worked with Urology Consultants at Mid Yorkshire Hospitals NHS Trust
(MYHT) and GPs from Wakefield CCG to design pathways and protocols to achieve the
community prostate cancer follow‐up service.
Patients treated for prostate cancer in Wakefield CCG area are supported post‐treatment by
a primary care‐based follow‐up service that is under review. This engagement sought to
consult with patients to gain their input and feedback on proposed changes to the follow‐up
service.

Who did we engage / consult?
This engagement was targeted at the Mid‐Yorkshire Hospital Trust Cancer Network
Partnership Group and includes service users of cancer services in Wakefield.
Information was provided to the group on the new shared care follow‐up service and
included: the model, patient pathway and process. Feedback from the group was invited on
the proposals.
What did we learn?
The group were positive about the proposals and welcomed the use of prostate cancer
follow ups in a community setting. They also gave suggestions on how communications
within the service could be improved.
What did we do?
An overview of the new prostate cancer follow‐up service was presented to the Cancer
Network Partnership Group. The feedback that was received is being integrated as part of
work to further develop the follow‐up service.
Where can you get more information about this work?
You can view more information about this engagement here: www.wakefieldccg.nhs.uk
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Equality delivery system (EDS)

September 2013 – November 2013

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

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

Who did we engage with and what did we ask?
One of the features of the EDS is that it relies on organisations working with local interests
to assess organisational performance. This engagement strengthened existing relationships
and built new ones, ensuring that patients and the public have a voice in the grading and
setting of objectives for the organisation.
The engagement focused on the following external facing goals:
1. Better health outcomes for all
2. Improved patient access and experience
An interactive event using electronic voting and discussions was devised and delivered.
To ensure effective engagement with local interests the Equality team worked closely with
the Engagement team to recruit representatives from local organisations and local people to
attend the local events. Invites were sent to local community and voluntary organisations
and local people through the following methods.




Relationship Matrix – E‐mail, letter and telephone
People database ‐ E‐mail, letter and telephone
Community newsletters and bulletins

Within the invite, respondents were asked what their area of interest was, or the client
group they worked with, linked to the nine protected characteristics.
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Age
Disability
Sexual orientation
Religion & belief
Race
Pregnancy & maternity
Marriage & civil partnership
Sex (gender)
Transgender

The event was developed to use people’s own knowledge and experience of the NHS as well
as the groups they represented.
Interactive event
An interactive voting system was used throughout the event for participants to anonymously
give their rating of the CCG’s performance. The results from the room were then
anonymously shown back to the group instantly. Facilitated discussion on each goal was also
held prior to each voting session.
Participants were introduced to the background of the EDS and how their information would
feed into the scoring of the CCG. They were involved in two discussion groups, one on each
of the two goals that related to the public. Following each discussion group, participants
were then asked to use the interactive voting system to rate how they felt about statements
regarding the CCG’s performance based on the outcomes of the overall goal. Throughout the
event, participants were asked to take into account their own, or their service users’,
experiences of NHS services commissioned by the CCG; in respect of their interest areas
around the nine protected characteristics.
To be able to understand in more detail the potential impact of membership of a protected
group could have on perceptions of the audience they were asked to vote on their own
personal demographics at the start of the event.
Staff engagement
Engagement with staff was also undertaken to ensure their views and experiences also
contributed to the final two internal goals of the EDS:
3. Empowered, engaged and well‐supported staff
4. Inclusive leadership at all levels
To assess our progress against the above two goals a staff survey was developed and shared
with all staff via email.
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In addition to this, a workshop with key staff was held in November 2013 to support the
development of the internal goals. This event was held in the same format as the public
one.
In addition to the staff survey a PSED workshop held on 25th November 2013 with key staff
within the CCG to help identify PSED evidence and assess progress against all four EDS goals.
A ‘speed dating’ format was used to facilitate discussion and the voting pads were used
again to score the CCGs progress against the EDS goals and outcomes. The information from
this event was used to support the collation of the PSED report that was published on 31
January 2014 to demonstrate how the CCG is meeting its public scoter equality duty and to
highlight areas for improvement that fed into the development of the equality objectives.
The quantitative results gathered were then analysed and graded. To align the responses to
the grades used by the EDS the following table was used to report the results. This allowed
numbers to be consolidated to obtain a significant grade.
The results from the workshop were combined with the public event and the findings from
the staff survey to produce final EDS grades of red, amber or green that were presented and
agreed at a Governing Body Development session on 10th December 2013. This information
was used to identify areas for development and informed the 4 CCG equality objectives.
What did they tell us?
An analysis of the results of Goals 1 and 2 would suggested the following areas for further
consideration:
• Meeting the needs of local communities
• Reducing local health inequalities
• Patients needs assessed and services provided in appropriate ways
• Transitions
• Bullying harassment and abuse
• Easy access to services
• Explanations of conditions/treatments in a way that patients understand
• Complaint handling
The results of engagement around EDS are captured in a report which can be found here:
http://www.wakefieldccg.nhs.uk/wp‐content/uploads/2014/01/EDS‐obj‐v6‐final‐2.pdf
What did we do?
The EDS report was used as one of the pieces of evidence for the Public Sector Equality Duty.
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The feedback was used to ‘grade’ the CCG against the 4 goals and 18 outcomes of EDS and
this was used inform the development of the following Equality Objectives which were
approved by the Governing Body:





Equality Objective 1: Increasing screening rates to tackle cervical and breast screening
inequality
Equality Objective2: Ensure access to local health provision for EU communities, and
improve the experience and confidence of the transgender community
Equality Objective 3: Enhancing member practice/network engagement
Equality Objective 4: Improving data quality and intelligence gathering and analysis that
informs evidence based commissioning and service improvement. Year one focus –
mental health

Action plans supporting the delivery of these objectives will be produced.
We will use the national Equality Delivery System (EDS) as a performance framework to
understand better our current position in discharging our statutory duties as enshrined
within the Equalities Act 2010. This will be used as a guidance tool when assessing each HR
policy and in planning the delivery of our specific (statutory) responsibilities when planning
the delivery structure related to our agreed Equality Objective till 2017.
Where can you find more information about this work?
A report of the findings from the engagement process can be found at
http://www.wakefieldccg.nhs.uk/wp‐content/uploads/2014/01/EDS‐obj‐v6‐final‐2.pdf
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Engagement Activity Planned for 2014 ‐ 2015
A range of engagement activities are planned for 2014/15. These include:

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

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

Engagement and Communication
We will continue to develop the ways in which we engage and communicate with local
people and organisations. During March 2014 the CCG purchased new Customer Research
Technology tablets and software to help input feedback and quickly analyse data.
Engagement in commissioning decisions – we will continue to support and maintain our
assurance group and ensure that we include the public in procurement work whenever
possible. Engagement will continue to be an integral part of the decision making process and
below are just few examples of planned work areas.
As we progress our Clinical Network Development Framework, supporting local practices
working in the seven networks, we will build the need for engagement into their plans and
ensure lay representation as these are developed.
Engagement for integrated care – There is a shared vision for the next five years to
focus investment in health and social care on services that enable people to live
longer, healthier lives and to ensure that when people need care, it is well coordinated
and available as close to home as possible.
As part of this programme, seven health and social care integrated teams are being
created across the district. The networks will include GPs and practice staff,
community nurses, social workers, pharmacists and voluntary workers, organised
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around groups of GP practices. To find out more visit:
http://www.wakefieldccg.nhs.uk/connecting‐care‐wakefield‐district
Network teams will be capable of delivering enhanced care including intermediate care, out
of hours care, rapid response and IV therapies. They will also support people to access other
sources of help, advice about managing medication, support groups or help with daily living
needs.
The initial focus will be on maintaining older people, those with long term conditions and
palliative care needs at home and enabling early discharge from hospital. Care will be
coordinated around the individual citizen through a single point of access, a single
assessment process and a single care plan. The Networks are at different stages of
development and are testing innovative approaches to planning and delivery of care. The
most mature Networks are Network 2, based around GP practices in the south east of the
district and Network 6, based around practices in west Wakefield, which is one of 20
national Prime Minister’s Challenge Fund pilot sites.
Schemes and initiatives that prove to be effective in reducing ill health and facilitating early
discharge from hospital will be rolled out across the district.
The Networks will have access to more specialist services organised around three ‘hubs’
across the district and highly specialised services provided on a district wide footprint.
Engagement will be paramount to the success of integration. This will begin with
engagement about the logo and strapline to represent this work.

Equality Delivery System (EDS)
The Equality Delivery System (EDS) has been designed to help NHS organisations measure
their quality performance, and to understand how driving equality improvement can actually
strengthen the CCG accountability of services to patients and the public.
The Engagement Team will continue to consult local people and groups to identify local
needs and priorities, especially any unmet needs of populations to deliver better healthcare
outcomes.
In terms of taking our Equality Objectives forward, we will plan our engagement approach
around the two objectives which require engagement activity (see page 52).

Voluntary Sector and Community Engagement (VCS)
We will continue to engage with the VCS audience, both in their role as service providers
directly, and as influencers with the public as changes are planned in the Wakefield service
provision.
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Other engagement activity in 2014 ‐ 2015


Children’s services (ADHD/ASD) – co‐production with schools, young people and
families to develop new care pathways.



Integrated Care – peer to peer evaluation of the Care Closer to Home service model.
Publicity and communications about the GP networks.



Prime Minister’s Challenge Fund – engagement about the location of the out‐of‐hours
service.



Mental Health – consultation building on recent engagement in a dynamic model of
care. We will also be looking at engagement around combatting stigma in mental health
and linking this with our equality objective 2.



Urgent Care – long term plans for social movement with Health Champions.



Service reviews – as part of our ongoing review of services, we will continue to engage
the public and stakeholders to seek their views and experiences in respect of local
health services to inform our commissioning decisions. This will include services such
as:
o Gastroenterology
o Ophthalmology
o Musculoskeletal conditions
o Palliative and End of Life Care



Strategic plan – building on the commissioning priorities engagement, we will shape the
five year strategic plan and launch this at a public event. This will be linked to the work
on ‘Our Street’ and taking this further to reflect this in ‘Your Street’.



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

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

www.wakefieldccg.nhs.uk

Call us on:

01924 213050

Twitter:

@nhswakefieldccg

Facebook:

NHS Wakefield CCG

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

If you need this report in another format, for example, large print,
audio tape or in another language, please call our Communications
Team on 01924 213050.
Jeśli potrzebują Państwo ten raport w innym formacie, na przykład, duży druk, taśmy audio
lub w innym języku, prosimy o kontakt z naszym Zespołem Komunikacji pod numerem tel.
01924 213050.
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Introduction and overview Section 1

Introduction and overview

It was a light bulb moment for me. I was
a few weeks into my very first job as a
junior doctor at Newcastle General Hospital
when I was called to see Margaret. She
was a lady in her 60s who was dying of
a lung disease caused by more than 40
years of smoking tobacco. Every treatment
available to us had been used but nothing
could keep her failing lungs going. There
was nothing more I could do other than
hold her hand as she literally breathed her
last.
Margaret came from the poorest part of
town and grew up in a neighbourhood
where smoking was the norm. She had
not enjoyed a good education, income
or housing. The stress of trying to make
ends meet and bring up a family was at
times overwhelming. Smoking was one
of her few pleasures, but it cost Margaret
dearly. Her final years were characterised
by a miserable quality of life. Her own
grandchildren never got to know her.
It would be wrong to blame Margaret
when most people in her circumstances
were making the same choice. But her
premature and painful death was entirely
preventable.

Things would have been very different
if Margaret had grown up in a smoke
free home, been supported to do better
at school, got a good job, lived in good
housing in a safe community and felt more
in control of her life. The chances are she
would have lived 20 years longer, and
more importantly she would have enjoyed
a much better quality of life.

I particularly recommend that:
We aspire to a smokefree district for
future generations - tobacco remains
our biggest cause of preventable illness
We work together to get the district
moving - physical activity has an
incredibly positive effect on health and
wellbeing for young and old alike

In this annual report I focus on what we
are currently doing, and what more could
be done, to prevent stories like Margaret’s
being repeated in Wakefield district.

We continue and expand our efforts to
make Wakefield district dementia
friendly - there is much we can do to
prevent the impact of dementia

Prevention is a challenge in which we all
have a part to play. Without action from
individuals, communities and organisations
we will not see the impact on the longstanding health and wellbeing challenges
within the district. This report includes an
update on some of the most important
data on health in our district. As you
will see, although many of our services
perform very well we still see too many
people affected by preventable disease.

I hope that you find this report interesting
and informative. More importantly I hope
you feel there is something you can do to
prevent ill health in the district.
I’d welcome any feedback and can be
contacted at afurber@wakefield.gov.uk

Dr Andrew Furber
Director of Public Health
Wakefield Council
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Section 2 Healthy communities

C ar i n g for ou r pl aces

Healthy communities
The health and wellbeing of individuals
depends greatly on the communities they
live within. Communities that have poor
amenities, social isolation and high levels
of antisocial behaviour will have residents
who are more likely to suffer worse health.
In contrast, residents that live in safe
communities, where neighbours look out

for each other, have access to good jobs
and a healthy environment are more likely
to be healthier.
Many people, including local residents,
have important roles in keeping
communities healthy. Housing providers,
the police, faith and community groups,
businesses and many others each have a
vital role.

Work
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The graphic below shows the many
influences on our lives that affect our
health. These are often referred to as
‘wider determinants of health’.

Health
care
services
Housing

Agriculture and food
production
People who eat healthy, nutritious
and affordable food generally
have better health. Poor diets
that are high in saturated fat,
salt and sugar or low in fruit and
vegetables can lead to a range of
health conditions. These include
diabetes, heart disease, obesity,
cancer and stroke.

Education
Better educated people enjoy better health. They have more opportunities in
life, which gives them the knowledge and skills to live fulfilling and healthier
lives.
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Work environment

Unemployment

Work can have a significant impact on
our lifestyle given the amount of time
we spend there. A person in full time
employment spends an average of
42.7 hours a week at work, this equates
to more than 60% of their waking hours.

Being in work can affect our health in a
variety of different ways. It can affect how
much money we have to spend on life’s
essentials and those little luxuries, as well
as how satisfied, valued and useful we
feel.

Housing
Where we live and how well our homes
are designed and built has an impact on
our health. Inadequate or poorly designed
housing can have a negative impact on
health. Preventable injuries and a number
of health conditions can all be linked to
inadequate housing. People who live
in safe, attractive, well designed, well
maintained, high quality environments
generally live longer and healthier lives
than people living in poorer conditions.

Living and working conditions
Working conditions are not simply about the physical environment of our workplace. Our health
is affected by a range of other factors such as the type of work we do, how many hours we
work, whether the job is satisfying and how much we get paid. Likewise, living conditions
are not just about physical environment in which we live. Whether we are in a relationship,
have a good social networks and opportunities to take holidays can also have a positive
impact on health.
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Lifestyle
Our lifestyle choices, including what and when we eat, whether and how much we drink or smoke and how
physically active we are, can have a significant impact on our health and life expectancy. An unhealthy lifestyle
increases the risk of developing a range of health problems including diabetes, stroke, heart disease and several
types of cancer.

Social and
community networks
Our social relationships, if we have
friends and family and how well we
get along with them, have a significant
impact on our mental wellbeing and our
ability to cope.

Health care services
Access to health care services such as
hospitals, doctor’s surgeries, dentists,
opticians and pharmacies are all important
to prevent, treat and manage ill health.

Environment factors
Safe, clean, pollution free water, land and air
are all necessary to help us flourish. It can
help us stay healthy and disease free.

Age, sex and genetic
factors
Biological factors such as
age, gender and genetics all
play a part in determining our
life expectancy, healthiness
and likelihood of developing
illnesses.
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Notes
It is important to recognise
that how our health is affected
does not sit in isolation. All the
factors that shape our health
and wellbeing are linked to one
another in a variety of different
ways creating a complex web.

Small
changes…
If every person
diagnosed with
Coronary Heart
Disease was
prescribed statin
therapy

If the density of
off-licences was
reduced by 10%

If walking
paths and cycling
routes were made
accessible to an
extra 5% of
residents

there
would
be

there
would
be

there
would
be

£3200 saving

£14m saving

£1.2m saving

per person diagnosed

to the district

to the district

(Source WHO)

(Source NICE)

(Source NICE)

…Big savings
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Intervening locally
Intervention delivered in the heart
of the community is often more
successful than targeting the district as
whole. It encourages communities to
work together and take ownership of
an issue.

Girls Learning
Opportunities
Lupset
A series of beauty workshops were
held to keep vulnerable young girls
aged 14 and over safe and improve
their self-esteem. Full case study can
be found on pages 12 & 13

This map highlights some of the
targeted work that’s taken place in the
district. Three of the projects are looked
at in more detail as case studies over
the next few pages.

Flash Basketball
Featherstone
An initiative to recruit young people to
take part in an out-of-home hobby or
activity from neighbourhoods where
levels of youth disorder and antisocial
behaviour are particularly high.
Full case study can be found on pages
10 & 11

Levels of deprivation
- 20% most deprived
- 40% most deprived
- 40% least deprived
- 20% least deprived

Smoking education project
South East
A survey was carried out in two schools
in the South East of the district. The
results showed that far fewer students
actually smoked than the number they
thought smoked.

The key finding from the
survey identified that:
• Hemsworth: only 1% of students
smoked, however, when asked to
guess they thought that 23% of their
peers smoked.
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Smokefree Play Parks
Castleford
The aim of the campaign was to create
a voluntary code of conduct encouraging
people not to smoke in children’s play
parks.
Survey results showed that 10% of
people smoked in children’s play parks
in Castleford.
To tackle this, an intense period of
campaign activity took place over the
summer to promote the key message
‘9 out of 10 people in Castleford

choose to keep their local play park
smokefree’. When the surveys were
repeated after the campaign only 5%
of people now smoke in children’s play
parks – a reduction of 50%.
196 people attended the launch event,
healthy ices were sold using branded
serviettes. Food packaging also displayed
the key message along with phone box
and bus shelter advertising and bespoke
signage erected in the parks.

Warwick
Ahead
Knottingley
The Warwick Estate
falls within the top
5% most deprived
neighbourhoods in
England. It was chosen
as one of the areas in the
country to be offered
£1 million to improve
the area for local
residents. Full
case study can
be found on
pages 8 & 9

• Minsthorpe: 2% of students smoked,
however, when asked to guess they
thought that 15% of their peers
smoked.
The students were involved in creating
themes and campaign messages to raise
awareness that most students don’t
smoke.

Hemsworth’s students created ‘Heard it
Hemsworth’, they produced a newspaper
and a celebrity music gig for all year 8
students. Minsthorpe students created
#minsidontsmoke and produced a wrap
video, with launch being showcased in
the school assembly.

Campaign highlights
• 50% decrease in the number of
people smoking in children’s play
parks (This was 10% pre intervention
and 5% post intervention).
• 4% increase in the number of people
agreeing or strongly agreeing that
smoking should not be allowed in a
play park.
• 20% of residents said they had seen
the campaign.
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C ar i n g for ou r pe op le

Case
Study
WARWICK AHEAD
(WARWICK ESTATE
KNOTTINGLEY)

WARWICK AHEAD
The Warwick Estate falls within the top 5%
most deprived neighbourhoods in England.
It was chosen by Big Local Trust/Big
Lottery Fund as one of the neighbourhoods
in the country to be offered £1 million to
spend over 10 years to improve the area
for local residents. Warwick Ahead is a
resident led partnership supported by local
organisations and agencies.

Community Development

natural
play areas
are being
developed

To maximise the success of the project
as many local people as possible were
involved in the decision-making and
planning process. The project is supported
by a Partnership Support worker, the
Community Development Team and
Wakefield District Housing Officers who
all work to help local people gain the skills
and confidence to take on the roles and
responsibilities needed to develop and
deliver a Community Plan for the estate.

Warwick Vision
1. Creating a pride of place and a more
positive image for the estate.
Community having more control and
confidence to manage their own
enterprises e.g. shops, transport,
environment.
2. Greater employment opportunities
and legitimate ways to make money
- a wealthier estate.
More people in work and getting the
right benefits and opportunities.
3. A friendly and happy community where
people smile and care for their
neighbours.
Create things for people of all ages and
needs to do.
4. A cleaner and safer estate

A friendly and happy community where
people smile and care for their neighbours

The Warwick Estate falls within the top 5%
most deprived neighbourhoods in England
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How local residents have
benefitted
• Community transport scheme will be
launched
• Better gardens and natural play areas
being developed
• Residents involved have developed new
skills and experiences and
demonstrated increased levels of
confidence and knowledge through arts
and social projects including a luncheon
club
• Community groups are working better
together through regular community
events
• Residents are better equipped to deal
with difficult situations through training
and networking opportunities
• Residents feel less isolated and are
more able to talk about their health and
money needs through peer to support
and Credit Union facilities on the estate.

“I’m really happy to be on the Warwick Ahead
Board. I feel I’m part of something now and I feel
more confident”
Warwick Resident

Community transport scheme will be launched
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Ambitious for our
you n g pe op le

Case
Study
FLASH BASKETBALL
AND STREET DANCE
(FEATHERSTONE)

FLASH
The purpose of this project was to create
a hobby, interest, or out-of-school club
for young people to participate in. It was
led by a number of organisations working
together with residents to improve the local
area. Young people from deprived areas in
Featherstone were recruited to take part a
regular activity, giving them a sense

“Does it have to stop, the kids have had a fantastic
time”
FLASH parent

Free
basketball
sessions
were held

10

young people with ASBO or court
orders attended every session

of purpose and deterring them from the
temptation of anti-social behaviour. Free
basketball and street dance sessions
(known as FLASH) were put together,
enabling the young recruits to take part
in regular out of home activities in a safe
setting.
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Aim
To protect ‘at risk’ young people in
neighbourhoods where levels of youth
disorder and anti-social behaviour were
particularly high.

Community Development
Community Development Workers
encouraged and supported young people
to participate. They also provided them
with the necessary skills to develop and
take ownership of FLASH. This approach
ensured that the young people ‘bought in’
to the project early on and were equipped
to do so.

“It’s been a great opportunity for local police officers
to build up a good working relationship with young
people”
PCSO Martin Dennison

How local residents
have benefitted
• 45 young people took part
• 10 young people with ASBO or court
orders attended every session
• Improved self-esteem and
confidence
• Established positive relationships
between young people and local
policing teams

45
45 young people took part
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Ambitious for our
you n g pe op le

Case
Study
GIRLS’ LEARNING
OPPORTUNITIES GLO
(LUPSET)

GLO
The Girls’ Learning Opportunities (GLO)
project started as a partnership between
the Police, local residents and Wakefield
Council. The project worked with a group
of girls aged 14 and over. Health and
beauty workshops led by a qualified
teacher were laid on to recruit the girls.
The focus of the workshops was health
and beauty but issues such as alcohol,
drugs and personal safety were key
topics and a guest speaker was
invited to attend for each. A
celebration evening concluded
the 10 week project.

Community Development
The role of volunteers in the community
was a key factor. The local community
group secured some of the funding and
this was matched in kind by volunteers’
time. Partner agencies and local business
also gave time and resources to the
project. Topics included personal safety
and healthy lifestyles enabling the girls to
make informed choices about
their safety, health
and future
aspirations.

Aim

Week

10

A celebration evening
concluded the
10 week project.

To keep vulnerable girls
aged 14 and over safe and
improve their self-esteem.

“The Neighbourhood Policing Team frequently has
the responsibility of safeguarding vulnerable young
women. What became apparent through speaking
to teenage victims was the underlying issue of low
self-esteem. Research suggests that those teenage
girls who have low confidence and self-esteem are
more likely to be victims of crime.”
PC Phillippa Child (West Yorkshire Police)
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5 girls now
attending college studying
a City & Guilds
in beauty therapy

How local residents have
benefitted
• 17 girls participated
• 82% of girls in the project attended
every session
• The girls developed increased skills,
wellbeing, confidence, and ultimately
employment prospects

Girls
aged
14 and
over

• Youth drop-in sessions which are still
on-going were set up as a result of the
project. These sessions have continued
and are run by two of the girls
• Families were brought together to
celebrate the success of the project.

17 girls participated

82%

Attended every session
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Keeping healthy
Wherever we live, the choices we make
about how we live our lives will also affect
our health. Surveys and other evidence
show that increasingly, and particularly
amongst children and young people, many
of us are choosing to make the healthy
choice. Fewer people in the Wakefield
district are smoking and our young people
are less likely to abuse alcohol and drugs.

26%

Many people that have made unhealthy
choices in the past are now choosing to
make positive changes to their lifestyle.
Two out of every three smokers wants
to quit. Many people would like to lose
weight, eat more healthily or become
more physically active. Keeping healthy
is not about the ‘nanny state’ but about
supporting people who want to make
healthy choices to do so.

Promoting wellbeing is for everyone, but
is often focussed on those with no current
health or care needs. This is known as
primary prevention. The aim is to keep
people healthy by giving them the right
information to make positive changes.

A non-cyclist’s risk of dying could be reduced by 26% if they take up cycling
for 2 hours every week.

Source WHO

FACT
BMI can determine a
person’s level of health
risk

M VE
MORE
every day
BMI

Classed As

Health Risk

Be physically active
every day

Less than 18.5

Underweight

Some health risk

Under 5s 3 hours

18.5 to 24.9

Ideal

Normal

5-18 year olds 1 hour

25 to 29.9

Overweight

Moderate health risk

Adults 30 minutes

30 to 39.9

Obese

High health risk

40 and over

Very obese

Very high health risk

Staying active is a
moving experience!

Source Patient.co.uk
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FACT
On average, the life
expectancy of a longterm smoker is about 10
years less than a
non-smoker

11

Deaths could be prevented every year
IF a further 11% of residents walked
at least 10 more minutes every day.

Source WHO

Source Patient.co.uk

Five Ways
to Well-being

One in four of us will experience a mental health problem at some point in our lives. The Five Ways to
Well-being are a set of actions to improve wellbeing. These activities are simple things individuals can do
in their everyday lives: http://www.fivewaystowellbeing.org/

Connect… Connect

Be Active… Go for

Take Notice… Be

Keep Learning…

Give… Do something

with people around
you. With family,
friends, colleagues and
neighbours. At home,
work, school or in
your local community.
Think of these as
the cornerstones of
your life and invest
time in developing
them. Building these
connections will support
and enrich you every day.

a walk or run. Step
outside. Cycle. Play a
game. Garden. Dance.
Exercising makes
you feel good. Most
importantly, discover
a physical activity you
enjoy and one that suits
your level of mobility and
fitness.

curious. Catch sight of
the beautiful. Remark
on the unusual. Notice
the changing seasons.
Savour the moment,
whether you are walking
to work, eating lunch
or talking to friends.
Be aware of the world
around you and what you
are feeling. Reflecting
on your experiences will
help you appreciate what
matters to you.

Try something new.
Rediscover an old
interest. Sign up for
that course. Take on a
different responsibility at
work. Fix a bike. Learn
to play an instrument
or how to cook your
favourite food. Set a
challenge you will enjoy
achieving . Learning new
things will make you
more confident as well
as being fun.

nice for a friend, or
a stranger. Thank
someone. Smile.
Volunteer your time.
Join a community group.
Look out, as well as in.
Seeing yourself, and your
happiness, linked to the
wider community can be
incredibly rewarding and
creates connections with
the people around you.

1 2 3 4 5
It’s free, easy to take, has an immediate effect and you
don’t need a GP to get some. Its name? Exercise!
Exercise is the miracle cure we’ve always had, but for too long we’ve neglected to
take our recommended dose. Our health is now suffering as a consequence.
42% of Wakefield adults take less than the recommended 150 minutes of exercise
each week. The cost to the NHS alone in our district is around £10 million.
This is no snake oil. Whatever your age, there’s strong scientific evidence
that being physically active can help you lead a healthier and even
happier life.

Miracle medicine?
It can reduce your risk of major
illnesses, such as heart disease,
stroke, diabetes and cancer by up
to 50% and lower your risk of early
death by up to 30%.

People who do regular activity have a lower risk of many chronic
diseases, such as heart disease, type 2 diabetes, stroke and some
cancers.
Research shows that physical activity can also boost self-esteem,
mood, sleep quality and energy, as well as reducing your risk of
stress, depression, dementia and Alzheimer’s disease.

So whatever your age or circumstances, the
message is to move more.
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Ambitious for our
you n g pe op le

Case
Study

BIKEFEST

BIKEFEST

Aim

BIKEFEST is a joint initiative between Wakefield Council and secondary schools
across the district since 2011.

The aims of the scheme are to reduce
accidents and increase participation
in physical activity amongst children
throughout the district by promoting safe
cycling in secondary schools.
About
BIKEFEST includes
An Eco Day, including a trials bike stunt
show, information stalls and activities,
held at the participating school and
attended by each year group of that
school.

A bike
doctor
attends

A ‘bike doctor’ attends the school offering up to 100 pupils and/or
members of staff the opportunity to
have their bike serviced and running
repairs carried out. Participants are
also provided with a goodie bag and
helmet. A number of pupils who didn’t
have a bike were offered one free of
charge thanks to West Yorkshire police,
who donated some second hand
refurbished bikes.

“The BIKEFEST was an excellent opportunity that
students and staff fully engaged with. I would
definitely recommend it to other schools. We were
able to give 18 pupils bikes that were serviced which
was incredible !!!!”
Dept. Head Horbury Academy/Head of Sports

80% increase in the number of
pupils cycling each day

BIKEFEST ended with a 4 week cycle
challenge - pupils who cycled everyday
(wearing their helmets) were entered in
to a prize draw.
How local residents have benefitted
BIKEFEST has taken place in
10 schools
Participating schools have seen on
average an 80% increase in the
number of pupils cycling each day
More school staff cycling to work and
taking advantage of the Cycle to Work
scheme

17

Keeping healthy Section 3

“The event was a great success pupils gained
valuable knowledge and skills and it has also
increased the numbers of pupils cycling to school,
which is great to see.”
Headteacher Castleford Academy

Pupils who cycle
everyday wearing a
helmet are entered in
to a prize draw

BIKEFEST has taken place in ten
of the 18 schools in the district
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Stopping illness from developing
“We were planning my daughter and so I
stopped smoking when I decided I wanted
to get pregnant”
Stop Smoking Service patient

“I’d say my health is now one hundred per cent better
than it was. I’ve lost 6 and a half stone by attending
every day. I used to feel awful, was in lots of pain and
discomfort. I could hardly walk and when I did it was
agony”
Exercise on referral Participant Male aged: 39

Even when illnesses have already occurred,
much can be done to prevent many of
these from progressing and causing
further harm to our health and wellbeing.
This is known as secondary prevention
and is aimed at those at increased risk of
developing health and care needs.
Screening can detect some diseases at an
early stage and will usually result in a cure
before any symptoms have developed.

People living with long term physical and
mental health conditions can take steps
to take control of the management of their
illness.
Other examples of early intervention
include measures to prevent falls or
minor adaptations to housing to improve
accessibility.

“My issue was the portion sizes, it wasn’t what I ate,
it was the amount I ate and so I’ve literally just done it
by counting 15 hundred calories per day”
Exercise on Referral Participant - Female aged: 47

“I was on three blood pressure tablets, a water tablet,
anti-inflammatory and then pain killers. I’m down
to, one blood pressure, the anti-inflammatory mainly
because I’ve been exercising and losing weight”
Patient with high blood pressure, Female aged: 56
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Providing moder n
pu bl i c s e r vices

Case
Study
BREAST
SCREENING

“Two years ago I attended a routine,
three yearly, breast screening
appointment, something I’d done several
times before. The screening itself was
quick, simple and pain free, just like
previous times. I seem to remember
being in and out of the appointment in
less than 15 minutes, so it was never
a hassle to attend. My mother had
suffered breast cancer some years
earlier, sadly losing her life to the
disease. Having witnessed breast cancer
first hand it was a personal thing for
me to make sure I always attended my
routine screening appointments.
A few days after the screening I received
a letter through the post asking me back
for further tests. A biopsy was taken
and I was told straight away that I had
cancer. It didn’t sink in at first and I was
in a state of total shock. I was told
that the cancer had been caught in the
early stages and this would improve
my chances of surviving it.

Just ten days after my biopsy I had a
lumpectomy to remove the affected
tissues. Six weeks after that I saw the
consultant again, waiting to see him felt
like the longest six weeks of my life! It
was confirmed that the cancer hadn’t
spread, hearing the consultant say the
words was the best feeling ever. I was
given 15 radiotherapy sessions before
finally being given the all clear.
I now have annual screening
appointments just to keep a closer eye
on things, other than that I’m delighted to
enjoy life as normal. I truly believe that
attending the screening appointment for
early detection has given me an extra
few years of life.
I always encourage my friends and
family to get screened, I really can’t
understand why anyone wouldn’t want
to attend. My experience has made me
realise how precious life is, if it hadn’t
been for the screening I honestly don’t
know where I’d be now”.
Brenda Grice (breast cancer survivor, 67)
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Managing complicated, long term problems
There are things that can be done
to prevent issues even when people
have long term conditions which cause
complications or have a significant impact
on their health and wellbeing. These
interventions can delay or reduce the
impact of someone’s illness and are known
as tertiary prevention.

Dementia is a condition I looked at in detail
in my 2013 report. Although there is no
cure, much can be done to help people live
well with dementia.

Quality of life can be significantly improved
with equipment that helps people maintain
independence. Rehabilitation and other
related health and social care services can
do much to prevent someone’s condition
from adversely affecting their dignity and
quality of life.

Quality of life can be
significantly improved with
equipment that helps
people maintain
independence.

HIV cannot be
cured but it can be
treated.

Antiviral drugs have
helped people with HIV
to stay well for longer.

Rehabilitation
and other
related health
and social
care services
can do much
to prevent
someone’s
condition
from
adversely
affecting
their
dignity.
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C ar i n g for ou r pe op le

Case
Study
DEMENTIA FRIENDLY
COMMUNITIES ARRIVA

“Our employees do all they can to assist vulnerable
passengers and since working more closely with
organisations such as Wakefield Council, the NHS,
the Alzheimer’s Society and the Dementia Action
Alliance, we have been able to build on our current
driver training”
Nigel Featham, regional managing director for Arriva Yorkshire

Background

Arriva Yorkshire

In March 2012, the Prime Minister
launched his challenge on dementia with a
series of commitments - including creating
dementia friendly communities.

Arriva Yorkshire focussed on Dementia
awareness and promotes positive attitudes
towards it. This includes dispelling myths
and encouraging people to seek advice
from their GP if they have a concern.

What is a dementia friendly
community?
A dementia friendly community is one that
shows a high level of public awareness
and understanding so that people with
dementia and their carers are encouraged
to seek help and are supported by their
community. Such communities are more
helpful to people with dementia and
this can improve their ability to remain
independent and have choice and control
over their lives.

How does this benefit the community
Arriva staff now have a better
understanding of Dementia and are better
placed to respond to customers’ needs.
Their work has inspired other organisations
and neighbouring businesses to do the
same.
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Case
Study
HEALTHY LIVING
PHARMACY

Background

How does this help the community

Wakefield Council has been working with
Community Pharmacy West Yorkshire
(the Local Pharmaceutical Committee) to
ensure community pharmacies across the
district achieve the National Healthy Living
Pharmacy kite-mark quality standard.

Healthy Living Pharmacies are committed
to supporting the health of their local
community. People visiting a Healthy Living
Pharmacy will receive health and wellbeing
advice access to services such as stop
smoking, emergency contraception and
weight management.

What is a Healthy Living Pharmacy
The Healthy Living Pharmacy kite-mark
demonstrates that a pharmacy has the
training and skills to deliver health and
wellbeing services to their patients and
customers and goes beyond supplying
medicines.

“My staff are more confident in providing patients with
healthy living advice, monitoring lifestyle changes,
liaising and sign posting patients to other health care
professionals. Healthy Living Pharmacy has provided
a platform to build a solid relationship with our local
community, promoting healthy lifestyle and better
medicine management.”
Emmanuel Ugbuh, Pharmacist at Lloyds, HLP

Patient Example
Mr F had uncontrolled high blood pressure, a history of mini strokes
and repeated hospital admissions. At his medicines review, it was
established that he was not able to take his medicines as prescribed.
The Health Living Pharmacy we were able to support Mr F to manage
his medication better. They checked his blood pressure weekly and
worked with his GP to ensure his current medications were on his
repeat medication list. Mr F’s blood pressure is now within target
range.
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Workplace
visits
are
made

“Being a Healthy Living Pharmacy has provided
increased opportunity to get involved in outreach
events in our local community such as sports matches
and care homes. We also visit workplaces and
found this to be successful since most employees
said they don’t have a time to make appointments
to visit their GP. We’ve found an alarming amount
of undiagnosed high blood pressure which needed
referral. Hopefully we have helped prevent
something much more serious in the future.”
Dona Reid, Technician, Whitworths Chemist, HLP
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Measuring progress
The table below shows our District’s
performance against a range of indicators
taken from the National Public Health
Outcomes Framework.

Domain
Domain 1: Improving the
wider determinants of
health

Domain 2: Health
Improvement

Domain 3: Health
Protection

Domain 4: Healthcare
public health and
preventing premature
mortality

Number

A selection of indicators has been taken
from each of the four domains in an
attempt to give a brief overview of Public
Health performance against the four
domain targets.

The intention is for these indicators to be
refreshed with each Public Health Annual
Report, and adding other indicators if they
become available or pertinent.

PHOF
Indicator Description
reference

1

1.01

Percentage of children living in relative poverty

2

1.05

Percentage of 16-18 year olds not in education, employment or training

3

1.10

Number of people killed or seriously injured on the roads, all ages, per 100,000
resident population

4

1.17

% of households considered fuel poor

5

2.02i

Breastfeeding Initiation

6

2.02ii

Breastfeeding prevalence at 6-8 weeks after birth

7

2.03

Rate of smoking at time of delivery

8

2.06i

Percentage of children aged 4-5 classified as overweight or obese

9

2.06ii

Percentage of children aged 10-11 classified as overweight or obese

10

2.07i

Crude rate of emergency admissions caused by unintentional and deliberate
injuries in children aged 0-14 years, per 10,000 resident population

11

2.07ii

Crude rate of emergency admissions caused by unintentional and deliberate
injuries in children aged 15-24 years, per 10,000 resident population

12

2.14

Smoking prevalence in all adults

13

3.02

Crude rate of chlamydia diagnoses per 100,000 young adults aged 15-24

14

3.03iv

MenC coverage (Aged 1)

15

3.03v

PCV coverage (Aged 1)

16

3.03viii

MMR 1 dose (Aged 2)

17

3.03x

MMR 2 doses (Aged 5)

18

3.03xiv

Flu coverage (aged 65+)

19

4.01

Crude rate of infant deaths (persons aged less than 1 year) per 1,000 live births

20

4.15

Excess winter deaths index

21

4.10

Age-standardised mortality rate from suicide and injury of undetermined intent
per 100,000 population

22

4.15

Excess winter deaths index
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Notes and Data Sources:
1. Children living in families in receipt of out of work benefits, or tax credits where their reported income is less than 60% median income.
HMRC; 2. Department for Education; 3. STATS 19 - Department for Transport; 4. Now using new PHOF definition based on “low
income, high cost” methodology. Domestic Fuels Inquiry (DECC); 5-7. Health and Social Care Information Centre, based on quarterly PCT
return submissions; 8-9. National Child Measurement Programme published by the Health and Social Care Information Centre (School
Year figures); 10-11. South West Public Health Observatory; 12. Integrated Household Survey, published via PHE KIT London; 13. New
CTAD definition for measure. Health Protection Agency; 14-18. Health and Social Care Information Centre, based on COVER returns and
Immform Submissions; 19. Health and Social Care Information Centre Indicator Portal; 20. Public Health England via the Public Health
Outcomes Framework website; 20-21. Revised DSR methodology, PHE; 22. North West Public Health Observatory.
Wakefield Figure

National Figure

20.6% (2011)

20.1% (2011)

21.4% (2009)

21.0% (2010)

5.3% (2013)

5.3% (2013)

7.6% (2011)

7.1% (2012)

47.8 (10-12)

40.5 (10-12)

47.7 (09-11)

9.3% (2012)

10.4% (2011)

9.4% (2011)

56.0% (12/13)

73.9% (12/13)

60.6% (10/11)

60.1% (11/12

33.0% (12/13)

47.2% (12/13)

34.5% (10/11)

36.0% (11/12

22.8% (12/13)

12.7% (12/13)

23.9% (10/11)

21.7% (11/12

22.7% (12/13)

22.2% (12/13)

22.8% (10/11)

22.8% (11/12)

34.0% (12/13)

33.3% (12/13)

31.8% (10/11)

34.7% (11/12)

122.5 (12/13)

103.8 (12/13)

154.2 (10/11)

161.5 (11/12)

271.4 (12/13)

130.7 (12/13)

250.2 (10/11)

264.7 (11/12)

24.8% (2012)

19.5% (2012)

24.5% (2010)

21.9% (2011)

2303 (2013)

2016 (2012)

96.7% (12/13)

93.9% (12/13)

96.5% (10/11)

96.4% (11/12)

96.7% (12/13)

94.4% (12/13)

96.5% (10/11)

96.7% (11/12

94.8% (12/13)

92.3% (12/13)

92.8% (10/11)

94.2% (11/12)

90.8% (12/13)

87.7% (12/13)

90.0% (10/11)

90.4% (11/12)

73.6% (12/13)

73.4% (12/13)

72.6% (10/11)

74.0% (11/12)

4.9 (10-12)

4.1 (10-12)

4.8 (08-10)

5.0 (09-11)

14.2 (2009-12)

16.5 (2009-12)

15.9 (2007-10)

16.9 (2008-11)

7.6 (10-12)

8.5 (10-12)

7.9 (08-10)

7.1 (09-11)

14.2 (2009-12)

16.5 (2009-12)

15.9 (2007-10)

16.9 (2008-11)

Key:

Better than the national figure
Performance is improving

Previous Years - Wakefield Figures

Comparison Direction of
to National
Travel

1941 (2012)

Similar to national figure
Performance is level

Worse than the national figure
Performance is getting worse
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What do the performance indicators tell us at a glance

N NAT IONAL
A
H

BETTER

URES
FIG

T

How the health of Wakefield residents compares

Households struggling to afford adequate heating
Children immunised against Meningitis C (1 year olds)
Children immunised against Pneumococcal Disease (1 year olds)
Children receiving MMR part 1 vaccine (2 year olds)
Children receiving MMR part 2 vaccine (5 year olds)

NATIONAL
O
F
T
RES
IGU

SIMIL
AR

Increased deaths linked to seasonal changes (winter)

Children living in poverty
Children classified as overweight or obese (4-5 year olds)
Children classified as overweight or obese (10-11 year olds)
Diagnosis of Chlamydia (15-24 year olds)
Over 65s immunised with flu vaccine (over 65s)
Infant deaths (under 1s)

NATIONAL
N
HA

URES
FIG

WORSE
T

Suicide or suspected suicide (all ages)

Not in education, employment or training (16-18 year olds)
Deaths or serious injuries on the district’s roads
Mothers’ breastfeeding from birth
Mothers’ breastfeeding 6-8 weeks after birth
Mothers’ smoking at time of birth
Injuries requiring emergency hospital admission to (0-14 year olds)
Injuries requiring emergency hospital admission (15-24 year olds)
Adults that smoke
Preventable deaths (all ages)
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What do the performance indicators tell us in more depth
Intervening early helps. The efforts we
make at community level can have the
greatest effects across a population, just
as intervening earlier in life can have the
biggest effect on a person’s life. The chart
below demonstrates the relationships
between our performance nationally and

patterns of inequality within our district.
Measures are coloured according to
their position in the prevention cycle and
scaled according to the number of people
affected. The results highlight that we are
often excellent at delivering secondary
prevention (treating illnesses that have

NEETs

already occurred). However, we perform
less well in primary prevention (preventing
illnesses occurring in the first place).
Improving the health of the population as
a whole will mean tackling behaviour and
cultural habits of residents, with the help of
partners.

Preventable u-75
respiratory disease
mortality
Preventable u-75
liver disease
mortality
Smoking during
pregnancy

Lesser Relative Inequality

Greater Relative Inequality

Children not attaining
5 A-C GCSEs
(incl Eng & Maths)

Preventable u-75
cancer mortality

Overweight or obese
children aged 4-5

Not given flu vaccine
(aged 65+)
MI not treated with
gold standard therapy

Preventable u-75
cardiovascular
mortality

Not initiating
breastfeeding

Injuries in children
aged 15-24 years

Not continuing
breastfeeding
Injuries in children
aged 0-14 years

Overweight or obese
children aged 10-11
Diabetic persons with
HbA1C OVER 7.5

Community
Primary Prevention
Secondary Prevention
Outcome

Wanted distance from national average

Unwanted distance from national average
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The Longer-term perspective
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DIRECTLY STANDARDISED RATE - PER 100,000

Excess weight in 4-5 year
olds has remained relatively
unchanged over the last
few years. The number of
infant deaths continues to
fall but the pace has slowed
down in recent years.
Although this is not vastly
different to the national rate
and the number of deaths
are relatively small (an
average of 20 per year), it
strengthens the need for
all partners to continue
improving the wellbeing and
environment of our future
generations.

CHD all age admission trends
1200

1000

800

600

400
2002 - 2013

Incidence of lung cancer

DIRECTLY STANDARDISED RATE - PER 100,000

The public’s health often
requires longer periods of
time to show changes, this
means that the long-term
picture isn’t available for all
the measures on pages 24 &
25. Looking at an increase
or decrease in death rates
is often a reliable way to
measure health over a long
term period. Preventable
deaths continues to fall
and is now much closer to
the national average than
previous years. The number
of suicides are also lower
than previous years.

80

70

60

50

40
2001 - 2011
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Mortality rate from communicable diseases
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DIRECTLY STANDARDISED RATE - PER 100,000

DIRECTLY STANDARDISED RATE - PER 100,000

Under 75 mortality rate from cardiovascular
diseases considered preventable (Persons)
120

100

80

60

Regional

Suicide rate (Persons)

DIRECTLY STANDARDISED RATE - PER 100,000

DIRECTLY STANDARDISED RATE - PER 100,000

Key:

Under 75 mortality rate from liver disease
considered preventable (Persons)
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2001 - 2012

2001 - 2012
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Progress on 2013 recommendations
The Annual Public Health Report for 2013 focused on long term physical and mental health conditions. The report looked at dementia as a
specific example.
Recommendation from 2013 report

Progress to date

Do more to prevent long term
conditions and to reduce
complications in those who have a
long term condition

• 229 people attended cook and eat programmes.
• 45 ‘Shape Your Weight’ programmes held with a total of 625 people attending
• 1,242 people were referred to the exercise on referral scheme with 80% completing the
12 week programme of activity
• 588 Health walks took place with 10,489 people attending. (Numerous self-walk
routes available on the Council website for people to download and enjoy at a time to suit
themselves)
• 1300+ people took part in the 79 organised cycle rides. 33% of participants were
female. (Numerous additional rides were hosted and maps of the district cycle routes
available on the Council website for people to download and enjoy at a time to suit
themselves)
• 4,000+ people have used one of the four Wellpoints around the district. The Wellpoints
allow individuals to keep track of their own health by measuring weight, pulse, heart rate
and body fat.
• 4,048 people set a smokefree quit date and 2,299 (56.7%) achieved the 4 week target.
• 3,632 people had their blood pressure checked with 1,055 (29%) found to have high
blood pressure as a result of the ‘Blood Pressure Drop-In’ campaign.
• 1376 patients have been seen at specialist stroke prevention in atrial fibrillation clinics.
· 66% of high risk patients are now prescribed oral anticoagulant (OAC), an increase
from 58% in 2013.
· 69 predictable strokes involving high risk patients, a decrease from 79 in 2013, this is
the first time that this figure has reduced in the previous 5 years.
• 32.8% of people who were offered a NHS Health Check received one. A review of NHS
Health Checks is underway in Wakefield to inform future developments.

Continue to implement care planning
to ensure individuals are supported
to self-care/ self-manage and are
actively involved in decisions about
their care and support

• 50% of people with long term conditions received a care planning consultation care plan.
• A patient survey found that patients were positive about care planning and felt more
confident in managing their condition.
• Health care professionals have an increased awareness of the services to support selfmanagement and prevention as a result of care planning.
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Progress on 2013 recommendations Section 7

Recommendation from 2013 report

Progress to date

Introduce Dementia Awareness to
staff to increase understanding of
Dementia, enabling staff to better
meet the needs of those living
with Dementia. Any staff in regular
contact with the public would benefit,
for example, those working in the
Emergency services, Leisure Centres
or Libraries.

Dementia Friends session have been delivered to:
• All senior managers at Wakefield Council
• Customer Access Point staff at Wakefield Council
• Library and museum staff at Wakefield Council
• All staff completing the Every Contact Counts training
• All new apprentices at Wakefield Council
• Other front line staff at Wakefield Council
• Police Community Support Officers.
• Arriva: sessions now included in driver training packages
• Clinical and office staff at local GP Practice
Dementia Friendly Buildings include:
• Wakefield One Building

Local businesses, public
• 125 individuals have received the Dementia Friends awareness sessions
organisations and community groups • Arriva Yorkshire are now signed up to the Dementia Action Alliance and have received the
should consider becoming Dementia
‘Working to become Dementia Friendly 2014/15’ recognition status
Friendly Communities through the
• Community Pharmacy West Yorkshire have signed up to the Dementia Action Alliance and
Wakefield District Dementia Action
are currently working towards their accreditation
Alliance.
• Crofton GP Practice received the ‘Working to become Dementia Friendly 2014/15’
recognition status
• Mid Yorkshire Hospitals NHS Trust have created flagship dementia friendly ward and
reminiscence room at Ward 43 in Pinderfields Hospital. The have received the ‘Working
to become Dementia Friendly 2014/15’ recognition status and have plans to adapt their
environment on other wards at Pinderfields and Dewsbury Hospitals.
• A launch event of the Dementia Action Alliance has taken place
Further detail can be found at http://www.wakefield.gov.uk/Documents/health-care-advice/
adult-services/dementia-friendly-wakefield.pdf
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Section 8 Recommendations for 2014

Recommendations for 2014
Recommendation for 2014 report

How ill we measure progress?

Wakefield should aspire to be a
smokefree district - although most
people (and fewer young people
than ever) are smoking, tobacco use
remains the district’s leading cause
of preventable ill health.

• Increase in the number of smokefree environments
• Reduction in the proportion of adults who smoke
• Reduction in the proportion of women who smoke during pregnancy

Everyone should try to move more • National surveys of physical activity
physical activity is a really important • Participation in physical activity within the district
part of staying well and preventing ill
health
Continue progress on making
Wakefield district dementia friendly this will do much to prevent some of
the adverse consequences of living
with dementia

• Number of individuals, communities and organisations working towards becoming
dementia friendly
• Rate of diagnosis of dementia
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Information

Jo Webster, Chief Officer

It is recommended that the Governing Body:

note the process and direction of travel of the 2015/16 – 2017/18 planning process; and

discuss and agree the proposed transactional and transformational programmes.

Executive Summary:
This paper outlines the process by which the CCG are developing a new approach to commissioning intentions
and a planning and delivery framework for 2015/16 to 2017/18.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

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











Not Applicable at this stage

The report has been discussed at Clinical Cabinet and has been developed
both with Governing Body and key stakeholders from across the CCG and
Public Health

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

Associate Director Finance
Associate Director Service Delivery and Quality
Head of Contracting and Commercial Strategy
Clinical leads in Clinical Cabinet
Consultant in Public Health
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committee / governing body:

Clinical Cabinet 30 October 2014
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Not applicable

Risk Assessment:

None identified

Finance/ resource implications:

None identified at this stage

Governing Body – Tuesday, 11 November 2014
Planning process and principles 2015/16 – 2017/18

1.0

Purpose of the Report

1.1

The purpose of this report is to provide Governing Body with an update on the planning
principles for 2015 – 2018.

2.0

Development of an Annual Delivery Plan

2.1

The Governing Body will already be aware that work has been underway since the submission of
the five year strategic plan to develop an Annual Delivery Plan which will provide the
opportunity to performance manage delivery of the strategy. Each objective has attached a
clinical lead and each action is owned by a CCG lead and a strategic lead. Governing Body have
previously agreed that having such a plan will assist them in driving the achievement of
outcomes and to provide the opportunity to develop and manage future agendas.

3.0

Planning Process for 2015/16‐2017/18

3.1

The planning process for 2015/16 onwards is now underway and it is proposed that this is
carried out using a one system approach. This brings about a new way of thinking for the CCG,
aligning commissioning intentions, transactional and transformational delivery and Quality and
Productivity programmes into the planning processes and using horizon scanning and economic
appraisal to inform our future planning.

3.2

A Planning and Delivery group has been established to develop this work, bringing together
officers from commissioning, finance, strategy, contracting, network development, strategy and
Public Health to consider future commissioning intentions and plans for their delivery. The
group are developing initial thinking about commissioning intentions for the coming years and
officers are extremely keen to progress these conversations and this new way of working. It has
been agreed that this group will be accountable to Clinical Cabinet however, clearly contract
negotiations, discussions and outcomes are still a strong remit of the Equality Contract Board
and ultimately Integrated Governance Committee so these relationships will still be of great
importance.

3.3

The remit of this group is to ensure an effective and co‐ordinated approach to the development
and delivery of a robust planning process for 2015/16 which ensures all key milestones and
required outputs are achieved in the context of longer term planning. A key element of this
process is ensuring that agreed commissioning intentions and priorities will be delivered within
an agreed financial envelope. The need to balance the budget is critical and the efficiencies that
are required need to be set in the context of a number of other financial issues such as growth,
net deflator, non‐recurrent investment, net additional pressures and the Better Care Fund. To
ensure sustainability, we will develop a whole system approach to planning, contracting,
commissioning, financial modelling and quality.
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3.4

At the Governing Body development session held on the 14th October members were asked to
test out some of this early thinking. Within the context of delivering Wakefield CCG’s 5 year
commissioning strategy (NHS Wakefield – the next 5 years) the Governing Body were asked to
‘test and challenge the CCG’s appetite and capacity for innovative and systematic approaches to
improving quality and delivery cost effective services’. Members were asked to utilise the
national framework of Quality, Innovation, Prevention and Productivity to determine the
processes and outcomes from the commissioning strategy which they would expect to see over
the next 5 years.

3.5

An analysis of the outputs from this exercise has produced a high level (draft) ‘commissioning
checklist’. It is proposed that the checklist would be utilised as an integrated tool within the
CCG to outline and clarify the governing body’s expectations and requirements for effective
commissioning. For example under each action within a plan asking the questions around
Quality, Innovation, Prevention and Productivity to ensure it meets the requirements.
Fig.1 Quality, Innovation, Prevention and Productivity - The Draft Governing Body ‘Commissioning
Checklist’

Quality

Innovation

Prevention

Productivity

3.6

The planning and delivery group are developing a planning timetable which takes in to account
robust internal and external engagement with key stakeholders and membership such as
Clinical Cabinet, Governing Body, Public Health and the Health and Wellbeing Board;
highlighting key contracting, commissioning and financial milestones. In addition key dates such
as the release of the 2015/16 national planning guidance and the outcomes of the Better Care
Fund submission are also identified. This timetable will ensure flexibility around other additional
milestones as and when they arise. A copy of this timetable is attached at Appendix 1.

3.7

Following discussions at both the Governing Body in October and the Planning and Delivery
Group, it was agreed to focus upon programmes in which significant commissioning resources
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are utilised and/or where programmes may have the biggest impact upon health gain and/or
delivering efficiencies. It is proposed that there will be four main programmes with both a
transformational and transactional focus:
Transformational:
 Cancer
 Respiratory
 Circulatory Disease
Transactional:
 Shared Decision Making (the pathway navigation across primary, secondary and
specialist care)
This approach will combine with existing transformational programmes such as mental health
which will continue to be implemented. In addition it may be that discussions with stakeholders
lead to some focus around issues which impact on all of the above such as obesity. Importantly
there will also be a focus upon determining the continuation of programmes or initiatives which
may not be delivering the required quality outcomes or value for money
3.8

These programmes of work have also been shared with Public Health who are fully supportive
not only of the approach that is being taken but also in the proposed areas outlined above. It is
clear that there is a wealth of experience and knowledge in Public Health in these areas and as
members of the Planning and Delivery Group they will be integral to the development of this
work.

3.9

This approach was discussed and explored at a meeting of the Clinical Cabinet held on 30th
October 2014 where it was agreed that this framework should be supported and further
developed for delivery.

4.0

Planning Principles

4.1

In order to deliver the high level commissioning intentions and to deliver significant impact in
what we do a commissioning framework has been developed:

Health
Need

4.2

Engagement
and
Involvement

Systematic
And
Innovative
solutions

Improved
health
Responsive
Services
Cost effective
delivery

It is proposed that for each of the transformational areas a programme management approach
be taken using the commissioning framework. This will start with identifying the health need,
using intelligence such as JSNA, the ‘State of the District’ and soft intelligence to establish the
focus of activity and the evidence base. Service mapping will identify gaps in services and/or
opportunities to realign or redesign care pathways to deliver biggest impact upon quality of
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services. Identifying and encouraging innovative solutions is key ensuring we can implement
and deliver robust solutions. The aims are to improve health and deliver responsive and cost
effective services. The overarching strategic direction and alignment to quality improvements
and financial effectiveness is illustrated in the diagram in Appendix 2.
5.0

Horizon Scanning

5.1

Whilst this approach is being developed and implemented we will continue to horizon scan to
continue to identify opportunities to deliver further transactional or transformational change.
For example the development and impact of the Primary Care Strategy and year 2 of the
Network Development Framework. In addition the impact of co‐commissioning and the return
of some aspects of specialised commissioning to the CCG will be reflected in the outputs of the
planning and delivery group. The possible outcomes of a general election also pose potential
impacts on our future commissioning as a CCG. It will be important that the CCG continues to
focus upon delivery whilst being prepared for future challenges and opportunities

5.2

The Five Year Forward View was published on the 23rd October and key themes emerging from
it align with our early thinking around the proposed programmes of work. Prevention and
sustainability are the headline messages coming out of the document, both of which echo what
we are trying to achieve with a new whole system approach to strategic planning and delivery
at the CCG.

5.3

The West Yorkshire wide work being led by 10CC will also feed in to this work, particularly
around current work streams on stroke and cancer. These have already been integrated in to
our five year strategy and it is important that the progress of these is reviewed and the work
aligned.

6.0

Next Steps

6.1

The Planning and Delivery group will continue to work towards achieving the milestones set out
in the planning timetable attached at Appendix 1. This will involve engagement across officers,
organisations, networks and membership. It is planned to hold a Member‐led commissioning
event in early December to continue the discussions through a facilitated conversation
regarding the role of CCG clinical members in delivering the Wakefield CCG commissioning
strategy. This workshop will involve all clinical members of the Clinical Cabinet and Governing
Body and Primary Care Network Clinical Chairs.

7.0

Recommendations

7.1

The Governing Body are asked to:



Note the process and direction of travel of the 2015/16 – 2017/18 planning process
Discuss and agree the proposed transactional and transformational programmes

Pat Keane,
Interim Director Strategic Projects

Esther Ashman
Head of Strategy
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Appendix 1
Final Mandate
Meeting
Governing Body
Agreement of contracts
Integrated Governance Committee
Agreed CQUIN Schemes
Clinical Cabinet

Purpose
Ratification
Agreement of final contracts
Approval subject to final contract
negotiations
Submission of CQUIN Schemes
Discussion

First Draft Commissioning intentions Paper
Meeting
Purpose
Member Led Commissioning
Workshop with Clinical Leads and
Engagement Event
Clinical Chairs
Detailed Commissioning Intentions
Submission of detailed intentions
Governing Body
Note the process and direction of
travel of the 2015/16 – 2017/18
planning process
Discuss and agree the proposed
transactional and transformational
programmes
Initial Commissioning Intentions
Submission of initial intentions
Clinical Cabinet
Discussion
Other key Dates:




Papers Deadline
24th February 2015
n/a
5th February 2015

Meeting Date
10th March 2015
28 February 2015
19th February 2015

n/a
8th January 2015

31 January 2015
22nd January 2015

Papers Deadline
n/a

Meeting Date
2nd December 2014

n/a
31 October 2014

30 November 2014
11th November 2014

n/a
16th October 2014

31 October 2014
30th October 2014

Planning Round will begin with the release of guidance after the Autumn Statement, expected on the 3rd December 2014, West Yorkshire planning
workshop due to be held on the 16th December 2014.
Budget Setting – December 2014
First Draft financial plan submission January 2015
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APPENDIX 2

NHS Wakefield – the next 5 years
7 system objectives
9 planned intervention programmes

Governing Body
Strategic Direction

QIPP – An Outcome of Effective Commissioning
EMT
Delivery and
Performance

Clinical and Commissioning
Programme Leadership

Managing Delivery

Delivery Outputs

Intervention
Programmes

Commissioning
Intentions

Engagement

Plan and
Prioritise

Contracts
on track
Activity
Cost
Targets

3‐5 year
horizon
Annual
Delivery
Plan ‐
KPIs

Urgent/emergency
care

Agree resources
and method of
delivery

Impact on
urgent care
activity/cost
/quality
Alignment with
Better Care

Elective care
Mental health

Assure
Implementation

Maternity/Children
Sp Commissioning
West Yorkshire
Programme

Outcomes
inform
Strategic/
tactical decision
making

7 System
Objectives

Quality
Personal
Effective
Safe

Primary care
Integrated care

Outcomes

one system

Effective horizon
scanning
Evidence based
commissioning
intentions
Reducing variation
and demand
Robust Clinical
engagement

Innovative
Delivery

Prevention
Health
improvement
Integrated
Pathways of
Care

Productivity
Input output
Cost
reduction
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Melanie Brown, Director Commissioning Integrated Care
Responsible Clinical Lead:
Responsible Governing
Board Executive Lead:
Recommendation:

Dr Avijit Biswas, Clinical Lead Integrated Care
Dr Ann Carroll, Children’s Lead
Andrew Pepper, Chief Finance Officer

It is recommended that the Governing Body approve the attached Business Rules that establish a framework for
formal collaboration between all partners involved in the Wakefield Connecting Care (Integration) programme.
Executive Summary:
The Business Rules for the Wakefield Integration Programme:




highlight a shared commitment from partners to co‐design and reshape services that support our
community who access both Social and Health Care Services;
Reflect Wakefield’s ambition to ensure our community can achieve the best possible outcomes for
themselves and their families, facilitated by co‐ordinated services provided as close to home as
possible; and
Ensure we are working with our Voluntary and Community Sector in Wakefield to ensure the third
sector has increased opportunities to design and deliver public services.

These Business Rules have already been approved by Wakefield District Council, NOVA, Spectrum, South West
Yorkshire Partnership NHS Foundation Trust, Mid Yorkshire Hospitals NHS Trust and Age UK.
Wakefield’s Primary Care Networks are also considering these Business Rules through their Networks and we
are aiming to have approval from all seven networks.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

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

Not applicable

Stakeholders have been consulted ‐ please see below



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

The following partners have been consulted through workshops hosted in
the summer 2014 and shaped the development of these business rules:
Wakefield District Council, NOVA, Spectrum, South West Yorkshire
Partnership NHS Foundation Trust, Mid Yorkshire Hospitals NHS Trust, Age
UK, Yorkshire Ambulance Service, Wakefield District Housing and Primary
Care Networks.

Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

A paper was previously considered by CCG governing body in public in April
2014 included the outline business case for health and social care
transformation across the Mid Yorkshire footprint. This document is available
on the link below:
http://www.wakefieldccg.nhs.uk/wp‐content/uploads/2014/03/Paper‐7‐
Developing‐a‐sustainable‐health‐and‐social‐care‐system‐COMBINED.pdf

Risk Assessment:

Finance/ resource implications:

Adopting these business rules mitigates risks across the District for agencies
implementing Wakefield’s Connecting Care model by ensuring as partners
we are:
 Being creative in the use of our assets including buildings and
facilities
 Creating the flexibility to move our collective resource around the
system to optimise outcomes;
 Developing fair and proportionate risk and reward sharing which
reflects the relative characteristics of partner organisations
None identified

BUSINESS RULES
Between Partners in the Wakefield Integration Programme
1. Purpose and Scope of these Business Rules
The integration agenda in Wakefield is responding to consistent messages from our citizens who have told us that they
want:






to be supported to stay well;
to receive coordinated care designed around them;
to have care delivered close to home;
to feel connected to their local community and maintain good social networks; and
to feel like a valued individual.

A ‘whole Life Course’ approach will be adopted to address these expectations and to deliver the vision and integration
strategy set out in the Wakefield Integration Shared Narrative:

These Business Rules begin to establish a framework for formal collaboration between all the partners in the Wakefield
Integration Programme. They will evolve over time and in the light of experience of working together.
The Better Care Fund will be central to our integration work initially but the scope of these Business Rules extends
beyond this initiative and it is intended to reflect the shared commitment of partners to co design and re‐shape the way
the whole system operates and the cultural shifts that partners have signed up to; the way we think and do things in
Wakefield.

2. Our Ambition

Communities in Wakefield District achieve the best possible outcomes for themselves and their
families, facilitated by coordinated services provided as close to home as possible.

3.

Values and Principles

The principles underpinning our approach to integration are:
Prevention

Partnerships

Personalisation

Evidence

These principles will drive the way we think and do things in Wakefield.
Partners will also sign up to living the following values in their dealings with each other:
Honesty
Integrity
Ambition
Mutual respect
Be bold
Develop unity
Deliver what we say
Paper 12 Business Rules Report
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Innovation

4.

Our Commitments

4.1

Integrating Our Service Models






4.2





4.3








A focus on prevention and personalisation;
Using evidence and innovating in the development of medical and social models of care;
Integrated service models that reflect the intentions of the Wakefield Health and Wellbeing Strategy, the views of the
7 GP Clinical Networks and evidence from robust patient and public involvement;
Providing health and social care services, as close to where people live as possible.

Creative Use of our Non‐Financial Resources
Valuing our workforce and nurturing a sense of pride in working in Wakefield;
Innovation in the use of technologies to drive improvement and efficiency;
Being creative in the use of our assets including buildings and facilities;
Providing space for people to explore together new and innovative ways of working.

Use of our Financial Resources
Procuring and commissioning service models that drive integration and improve outcomes;
Transparent investment decisions that optimise outcomes for Wakefield citizens;
Citizens and partner organisations will be able to see how the Wakefield pound is being spent;
Creating the flexibility to move our collective resource around the system to optimise outcomes;
A phased introduction of pooled commissioning budgets, starting with the Better Care Fund and over time,
developing a Better Care Fund for Children;
Developing fair and proportionate risk and reward sharing which reflects the relative characteristics of partner
organisations;
Incentivising delivery and improvement rather than penalising under performance.

See appendix *__ for specific business rules for the management of Better Care Fund Section 75.

4.4






4.5




Performance and Information Sharing
Openly sharing information between partners;
Collectively holding each other to account for performance;
Developing a shared basket of outcome measures (KPIs);
Proactive monitoring of outcome measures to ensure early warning of performance challenges;
Encouraging innovation, risk sharing and learning through an open, honest and mutually supportive approach to
performance.

Leadership and Development of our Organisations / the Whole System
Delivering innovative and transformational change through whole system leadership;
Providing organisation and system development support across the system, respecting the unique identities of
partner organisations;
Supporting our people and those that deliver services in Wakefield, to deliver large scale transformational change
within the District; creating a supportive, developmental environment for them to work in;

Paper 12 Business Rules Report
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4.6
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Commercial Strategy Development
Developing our approach to procurement and market development, underpinned by the principles of plurality of
provision and respect for the individuality of partner organisations’ own brands and commercial strategies;
Commissioning services to deliver against evidence based outcomes and which demonstrate effective prevention as
well as personalisation of services;
Stimulating and developing the diversity of our provider market including the voluntary sector and small businesses;
Balancing competition with collaboration;
Engaging with all providers in the development and transformation of services through activities including provider
development days;
Making investment decisions that make Wakefield a better place to live and work.

Parties

The founding parties to these Business Rules are listed as follows but it should be noted that these rules and the
Wakefield Integration Programme are inclusive and so this list marks a point in time only and in no way excludes other
organisations.
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GP Clinical Networks
Mid Yorkshire Hospitals NHS Trust
NHS Wakefield Clinical Commissioning Group
NOVA
South West Yorkshire Partnership NHS Foundation Trust
Spectrum Community Health CIC
Wakefield Assembly/Age UK
Wakefield Council
Wakefield and District Housing
Yorkshire Ambulance Service NHS Trust

Responsibilities

The division of responsibilities will be based on the following guiding principles:
Accountability

Each partner organisation Board (or equivalent) will be accountable for its actions and the services it
delivers;

Transparency

Commissioners, regulatory authorities and the public must know who is responsible for what;

Openness
Co‐operation

Each organisation will share clinical, operational, financial and staffing information necessary for the
planning and delivery of safe, high quality and sustainable services;
Organisations will work closely with each other and those other stakeholders who are not party to the
Business Rules where relationships / interdependencies are relevant to the delivery of the Business
Rules.

Individual Partner Organisations will be
individually responsible for:





Discharging the responsibilities of their
organisation including their service, fiduciary,
regulatory, corporate and clinical governance and
statutory responsibilities;
Ensuring that the organisation adopts the
principles and values set out in section 3;
Reporting on progress to the Health and Well
Being Board via the Integration Executive and
others as required.

Paper 12 Business Rules Report

Jointly the partner organisations will be proportionately
responsible and accountable for:






Preparation and delivery of detailed plans for integrated
models of service;
Putting in place the programme management
arrangements to support robust delivery of agreed plans;
Ensuring strong clinical and professional leadership;
Identifying and securing the resources required to deliver
the programme management arrangements;
Reporting on progress to the Health and Well‐being Board.

Page 3 of 5
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Governance Arrangements

Appendix *__ sets out the governance framework showing the key relationships and accountability arrangements
including points for escalation (for decision making and issue resolution). This shows the Wakefield Health and Well Being
Board having overall responsibility for driving forward integration across Wakefield and holding the system to account for
delivery of agreed plans.
The Health and Well Being Board will be supported in their work by an Integration Executive which will be the “engine
room” driving integration and ensuring agreed actions are delivered through a robust programme management
approach.
Appendices * __ and * __ include the terms of reference for both the Health and Well Being Board and the Integration
Executive are attached to these Business Rules.

8 The Period
These Business Rules will be operative from (Date to be confirmed) and will be reviewed annually as a minimum by the
partner organisation CEOs/ Chief Officers.
Progress in the application these rules will be monitored by the Integration Executive and progress will be reported to the
Boards (or equivalent) of each partner organisation and the Health and Wellbeing Board.

June 2014

*Please note: the references to appendices have not been included because these documents have not yet been
completed.
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WAKEFIELD INTEGRATION PROGRAMME

Business Rules
The following are co‐signatories to these Business Rules which support delivery of the Wakefield Integration Programme.
Partner

Signature

Title

GP Clinical Networks x 7
Mid Yorkshire Hospitals NHS Trust

NHS Wakefield Clinical Commissioning
Group
NOVA

South West Yorkshire Partnership NHS
Foundation Trust
Spectrum Community Health CIC

Wakefield Assembly/Age UK

Wakefield Council

Wakefield and District Housing

Yorkshire Ambulance Service NHS
Trust

Date………………………
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Private
N/A
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Assurance
paper is for):
Report Author and Job Title: Jo Pollard, Chief of Service Delivery and Quality
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Information

Responsible Clinical Lead:

Dr David Brown, GP Governing Body Member, CCG Quality Lead

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Pollard, Chief of Service Delivery & Quality, Wakefield CCG

It is recommended that the Governing Body approve the Next Steps: Governance, Monitoring and Assurance
Actions listed in the executive summary.
Executive Summary:
This report is to advise Governing Body members on the outcome of the CQC Inspection carried out at Mid
Yorkshire Hospitals NHS Trust in July 2014. Board members are asked to note that all 9 reports are available on
the CQC’s website www.cqc.org.uk and were published on 4 November 2014.
The CQC inspected the Trust from 15 to 18 July 2014 and undertook an unannounced inspection on 27 July
2014. The CQC inspected this Trust as part of their in‐depth hospital inspection programme. The CQC chose this
trust because it was considered by them as a high risk service and inspected a number of the Trusts core
services.
The table below summarises the CQC’s judgement of the quality of care at the Trust:

RATINGS
Overall Rating for
this Trust?

Requires
improvement

–––

Are services at this
Trust Safe?

Inadequate

–––

Are services at this
Trust Effective?

Requires
improvement

–––

Are services at this
trust caring?

Good

–––

Are services at this
trust responsive?

Requires
improvement

–––

Are services at this
trust well‐led?

Requires
improvement

–––

Next Steps: Governance, Monitoring and Assurance
1.
2.
3.
4.
5.
6.

MYHT has produced a CQC Inspection 2014 Response and Action Plan;
There will be weekly commissioner involvement in the Trusts CQC 2014 Action Plan Steering Group,
through the CCG’s Chief Officers membership as reflected in the group terms of reference;
The Action Plan will be considered at the Joint (North Kirklees and Wakefield) Overview and Scrutiny
Committee on 14 November 2014, presented by the Trust with the CCG’s in attendance;
The Action Plan will be the focus of discussion at NHS England’s single item Quality Surveillance Group
meeting to be held in November (date, time and venue to be confirmed by NHS England);
Wakefield CCG Executive Quality Board will receive monthly progress reports on the Action Plan;
The CQC will carry out a further inspection in 6 months.

Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable

Clinical Commissioning and Quality.

No

Reference document(s) /
enclosures:

www.cqc.org.uk/provider/RXF/services

Risk Assessment:

At time of writing to be placed on risk register.

Finance/ resource implications:

None identified at time of writing.







NHS Wakefield Clinical Commissioning Group
Governing Body
11November 2014
CQC Inspection Mid Yorkshire Hospitals NHS Trust (MYHT) July 2014
This report is to advise Governing Body members on the outcome of the CQC Inspection carried out
at Mid Yorkshire Hospitals NHS Trust in July 2014. Board members are asked to note that all 9
reports are available on the CQC’s website www.cqc.org.uk and were published on 4 November
2014.
The CQC inspected the Trust from 15 to 18 July 2014 and undertook an unannounced inspection on
27 July 2014. THE CQC inspected this Trust as part of their in‐depth hospital inspection programme.
The CQC chose this trust because it was considered by them as a high risk service and inspected the
following core services:
•

Acute services: At Pinderfields Hospital and Dewsbury and District Hospital – accident and
emergency, medical care (including older people’s care), surgery, critical care, services for
children and young people, end of life care and outpatients. At Pontefract Hospital – accident
and emergency, medical care (including older people’s care), surgery, maternity and outpatients.

•

Community health services: children, young people and families, community adult in‐patient
services, end of life services and community adult services.

•

Community dental services
The CQC held a Quality Summit on 13 October 2014 with attendance from the Trust
Development Agency, NHS England and Wakefield and North Kirklees CCG. The summit
considered the findings of the inspection, the Trust’s response, proposed actions in response to
the issues and identified and external support offer.
The table below summarises the CQC’s judgement of the quality of care at the Trust. It is based
on a combination of what the CQC found when they inspected, information from their
‘Intelligent Monitoring’ system, and information given to them from patients, the public and
other organisations. Governing Body members are asked to note that the overall rating for
community health services for adults was good and outstanding for responsiveness.

RATINGS
Overall Rating for this Trust?

Requires improvement

–––

Are services at this Trust Safe?

Inadequate

–––

Are services at this Trust
Effective?

Requires improvement

–––

Are services at this trust caring?

Good

–––

Are services at this trust
responsive?
Are services at this trust well‐led?

Requires improvement

–––

Requires improvement

–––

MYHT has produced a CQC Inspection 2014 Response and Action Plan, Wakefield and North Kirklees
CCG’s have had sight of the Action Plan and opportunity to comment on it, writing a formal response
to the Trust on 31 October 2014.

Next Steps: Governance, Monitoring and Assurance
Governing Body members are asked to note that the MYHT Action Plan sets out the Trusts overall
governance and reporting mechanisms to deliver the CQC 2014 Inspection Action plan. A named
MYHT executive lead has responsibility for delivery of the improvement actions within a specified
timeframe, with an update report presented at every Mid Yorkshire Hospitals Trust Board meeting.
There will be weekly commissioner involvement in the Trusts CQC 2014 Action Plan Steering Group,
through the CCG’s Chief Officers membership as reflected in the group terms of reference.
The Action Plan will be considered at the Joint (North Kirklees and Wakefield) Overview and Scrutiny
Committee on 14 November 2014, presented by the Trust with the CCG’s in attendance.
The Action Plan will be the focus of discussion at NHS England’s single item single item Quality
Surveillance Group meeting to be held in November (date, time and venue to be confirmed by NHS
England).
Wakefield CCG Executive Quality Board will receive monthly progress reports on the Action Plan.
The CQC will carry out a further inspection in 6 months.

Jo Pollard
Chief of Service Delivery and Quality
Wakefield CCG
30 October 2014

Title of meeting:

Governing Body

Date of Meeting:

11 November 2014

Paper Title:

Integrated Performance and Quality Report (Board
Summary)

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision 
Discussion
Assurance
paper is for):
Report Author and Job Title: Andrew Singleton, Quality Co‐ordinator
Luke Streeting, Performance and Planning Manager
Responsible Clinical Lead:
Dr David Brown, GP Quality lead
Responsible Governing
Board Executive Lead:
Recommendation (s):
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Information

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

It is recommended that the Governing Body:‐
i.
note the current performance against the CCG strategic objectives and Quality Premium; and
ii.
approve the actions being taken to address areas of underperformance.
Executive Summary:
The Integrated Quality & Performance report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is a summary of the September and October Integrated Quality & Performance
reports which have been presented to the two previous Integrated Governance Committee meetings. It reflects
indicators that are currently underperforming against target up to August 2014, with summary exception
reports to highlight the key issues and actions being taken to improve performance, as well as flags key quality
issues including recently published CQC reports.
Key Success Stories
 Ambulance response times Cat A (Red 1) – achieved in August 2014
 A&E 4 hour wait – performance has improved and standard achieved year to date
 Weekend mortality at MYHT has returned to the expected rate
 Following re‐inspection by the CQC, YAS are now compliant with the medicines management standard
Key areas for improvement
 Ambulance turnaround targets continue to be challenging
 2 week wait for urgent GP referrals for suspected cancer remain below required standard
 IAPT performance is below the required trajectory for achievement of Q4 target
 All three Referral to Treatment pathways failed to meet the required standard for August 2014
Link to overarching principles
from the strategic plan:

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



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

Not applicable

Not applicable

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

Previously presented at
committee / governing body:

Integrated Governance Committee –18 September and 16 October 2014

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource implications:

Integrated Performance and Quality Report
November 2014

Governing Body Summary

Executive Summary
Report Content
Recommendations
It is recommended to:
1. Note the current performance against the CCG’s strategic objectives and Quality Premium
2. Approve the actions being taken to address areas of underperformance
All data relates to August 2014 unless otherwise stated
Key Success Stories









A&E 4 hr performance operational standard has been achieved Quarter to
date and Year to date.
The CCG’s performance against the Ambulance Cat A Red 1 8min target has
been achieved for the period.
The YTD position for all cancer targets has been achieved for both the CCG
and the Trust.
The CCG has reported no incidents of MRSA for the period or the YTD.
C.Diff performance for the CCG and the Trust remains within the
operational standard for the period and the YTD.
Tieve Tara received a fully compliant CQC report
CQC confirmed YAS are now compliant with the management of medicines
standard
Weekend mortality at MYHT has returned to the expected rate












Area’s for Improvement

A&E 4 hr performance at MYHT did not achieve the operational standard
for the period.
Acute Trust and Ambulance Turnaround targets continue to be challenging.
The ambulance response time targets have failed to be achieved by the
provider at the contract level and for the CCG in the period on Cat A Red 2
8 mins, and for the YTD for both 8 min response targets.
The 2 week wait for urgent GP referrals remains below the required
standard for both the CCG and the Trust for the period.
All three Referral to Treatment pathways have failed to meet the required
standard for both the Trust and the CCG.
There were 3 52 week breaches for the CCG, all reported at MYHT.
IAPT performance for Q1 remains below the required standard as needs to
be achieved at Q4.
MYHT staff friends and family test results are below the national average.
MYHT reported a never event in September.

Current Intelligence





Current intelligence indicates the Cancer 2 week wait for Urgent GP referrals will not be achieved for Q2.
The MYHT RTT Recovery plan is not delivering to the agreed trajectory, although intelligence indicates the position has been recovered for September (Incomplete
Pathways).
YAS performance against the Cat A Red 1 and 2 operational standards remains below the required standard, and the proposed remedial action plan has not been
agreed by the Commissioners.
The 2014 Quality Premium continues to be at risk due to the performance of RTT Incomplete pathways at MYHT and YAS Ambulance response times.







Serious Incident Summary
Complaints and Compliments – including PALS enquiries and MP Letters
Acute Provider Dashboard
Q1 CQUINS Achievement
Patient Reported Outcome Measures (PROMS) 2013/14



Items also included in the September and October IGC Performance and Quality Reports
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Patient Safety Ratings
Sentinel Stroke National Audit (SSNAP)
MYHT Elderly/ Stroke Ward Dashboard
2014 PLACE Assessments

Patient Safety Walkabout Thematic Review

Performance Section
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Key Performance
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Key Performance
Strategic Monitoring
Period

There are 28 indicators utilised to report performance against the NHS Constitution and Constitution Support Measures as identified in CCG Outcomes Framework and Everyone Counts
Aug 2014 (unless otherwise stated)

Access to the Highest Quality Urgent and Emergency Care
Wakefield CCG

Trend Information
From previous
Month

Provider
Actual

YTD

FOT

Trend from
previous Month

Reporting Period

Target

2013/14 CCG
Performance

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

Aug

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

94.6%

96.1%

96.1%

↓

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

Aug

0

0

Not reported at CCG Level

Not reported at CCG Level

0

0

0

↔

Acute Trust ‐ Turnaround Time

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

Aug

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

84.0%

84.7%

84.7%

↓

Ambulance ‐ Turnaround Time

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

Aug

100%

73.4%

Not reported at CCG Level

Not reported at CCG Level

85.9%

86.9%

86.9%

↓

Cat A (Red 1) 8 min response time

Aug

75%

80.5%

77.0%

73.4%

73.4%

↑

71.3%

69.6%

69.6%

↑

Cat A (Red 2) 8 min response time

Aug

75%

76.4%

68.2%

69.0%

69.0%

↑

70.3%

69.0%

69.0%

↑

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

Aug

75%

98.6%

97.0%

96.6%

96.6%

↓

96.1%

95.8%

95.8%

↑

Indicator

A&E 4 hour waiting time standard
Trolley Waits in A&E

Actual

YTD

FOT

Previous months score card

Clinical Lead

Commissioning Lead

Exception
Report

Dr Ada m Sheppa rd

Li nda Dri ver

√

Dr Ada m Sheppa rd

Li nda Dri ver

Dr Ada m Sheppa rd

Li nda Dri ver

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

D.A.

Clinical Lead

Commissioning Lead

•

Dr Andrew Furber

Michele Ezro

D.A.

Clinical Lead

Commissioning Lead

•

Dr Clive Harries

Michele Ezro

•

Dr Clive Harries

Michele Ezro

D.A.

MYHT

•
•
•

YAS

Ambulance response times

••••••
••••••
••••••

•
•
•
•

Maternity, Children and Young People Transformation
Wakefield CCG
Indicator

Smoking in pregnancy

% of mothers smoking at the time of delivery

Reporting Period

Q1

Target

23%

2013/14 CCG
Performance

21.9%

Actual

20.0%

YTD

20.0%

Trend Information
FOT

20.0%

Provider
Actual

From previous
Month

Previous months score card

↑

••••••

YTD

FOT

Trend from
previous
Quarter

Exception
Report

MYHT
No data

Mental Health Service Transformation
Wakefield CCG
Indicator
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Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Care Programme Approach (CPA)

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

Q1

N/A

97.4%

98.7%

98.7%

98.7%

n/a

Improving Access to Psychological
Therapies

People entering psychological therapies

Q1

3.75 in Q4 (15%
pa)

10.6%

2.62%

4.52%

10.48%

n/a

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous
Quarter

Exception
Report

SWYPFT

••••••
••••

96.7%

96.7%

96.7%

Not at Provider Level

↑

√

Key Performance
A step change in the productivity of elective care
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

√

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

Aug

93%

96.2%

89.4%

93.9%

93.9%

↓

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

Aug

93%

97.2%

94.9%

96.4%

96.4%

↑

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

Aug

96%

98.0%

98.5%

98.7%

98.7%

↔

Max 31 day wait for subsequent treatment
where treatment is surgery

Aug

94%

97.8%

96.6%

96.6%

96.6%

↑

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

Aug

98%

100.0%

100.0%

100.0%

100.0%

↔

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

Aug

94%

97.9%

100.0%

99.2%

99.2%

↑

Aug

90%

69.6%

80.0%

88.5%

88.5%

↓

Aug

90%

93.7%

100.0%

94.7%

94.7%

↓

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

Aug

85%

81.4%

86.1%

85.4%

85.4%

↓

Minimise breaches

Aug

0

0

0

0

0

↔

MRSA

Aug

0

6

0

0

0

↑

Clostirdium Difficile

Aug

7/92

101

3

29

70

↑

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

Q1

0

0

0

0

0

↔

RTT Admitted pathways

Aug

90.0%

91.0%

84.0%

88.1%

88.1%

↓

18 Week RTT Waiting Time Standard

RTT Non‐admitted pathways

Aug

95.0%

92.6%

90.9%

91.8%

91.8%

↓

RTT ‐ Incomplete pathways

Aug

92.0%

95.4%

91.6%

91.5%

91.5%

↑

Number of 52 week Referral to
treatment pathways

number of patients on incomplete pathways
over 52 weeks

Aug

0

16

3

9

22

↓

Diagnostic test waiting times

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

Aug

99%

99.3%

99.2%

99.1%

99.1%

↑

Cancer Waits ‐ 2 Weeks

Cancer Waits ‐ 31 Days

Cancer Waits ‐ 62 Days

Mixed sex accomodation breaches

Max 62 day wait for first definitive treatment
following a consultant decision to upgrade
priority of patient
Max 62 day wait from referral linked to thr
NHS Screening Program to start 1st treatment
for all cancers

Heathcare Associated Infections

Cancelled Operations
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••••••
••••••
••••••
••••••
••••••
••••••
No Operating standard 2014/15

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

86.5%

93.1%

93.1%

↓

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

95.8%

96.8%

96.8%

↑

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

99.4%

99.5%

99.5%

↑

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

91.7%

96.5%

96.5%

↑

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

100.0%

100.0%

100.0%

↔

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

√

83.3%

91.4%

91.4%

↓

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

100.0%

100.0%

100.0%

↔

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

84.6%

87.4%

87.4%

↓

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

0

0

0

↔

•

Dr Pa tri ck Wynn

Li nda Dri ver

0

1

2

↔

•

Dr Andrew Furber

Ja ne O'Donne el l

1

9

19

↑

•

Dr Andrew Furber

Ja ne O'Donne el l

0

0

0

↔

•

Dr Pa tri ck Wynn

Li nda Dri ver

76.4%

82.9%

82.9%

↓

Dr Pa tri ck Wynn

Li nda Dri ver

√

87.7%

90.0%

90.0%

↓

Dr Pa tri ck Wynn

Li nda Dri ver

√

90.4%

90.4%

90.4%

↓

Dr Pa tri ck Wynn

Li nda Dri ver

√

3

16

38

↓

Dr Pa tri ck Wynn

Li nda Dri ver

√

99.6%

99.4%

99.4%

↑

•
•
•
•
•

Dr Pa tri ck Wynn

Li nda Dri ver

√

Quality Premium
Population
Total Funding

355,000
£1,775,000

Financial Gateway
A CCG will not receive a quality premium if:
‐ In the view of NHS England, during 2014/15 the CCG has not operated in a manner that is consistent with the obligations and principles set out in the Managing Public Money; or
‐ During 2014/15 it incurs an unplanned deficit, or requires unplanned financial support to avoid being in this position; or
‐ It receives a qualified audit report in respect of 2014/15
NHS Constitution measures
A CCG will have its quality premium reduced if the providers from whom it commissions services do not meet the NHS constitution requirements for the following patient rights or pledges (25% reduction per measure):
‐ Maximum 18 week waits from referral to treatment (incomplete pathways)
‐ Maximum 4hr waits in A&E departments
‐ Maximum 14 day wait from an urgent GP referral for suspected cancer

Domain

Quality Premium Measure

Preventing people from dying prematurely
Enhancing quality of life for people with long term conditions
Enhancing quality of life for people with long term conditions
Ensuring people have a positive experience of care
Treating and caring for people in a safe environment and protecting them from
Further local measure

NHS Constitution Rights and Pledges
Referral to Treatment (18 Weeks Incomplete)
A&E Waits
Cancer Waits ‐ max 14 days urgent GP Referral
Category A Red 1 Ambulance Calls

Current YTD
Performance

Potential years of life lost (PYLL)
Improving Access to psychological therapies
Avoidable emergency admissions
Friends and family test and patient experience
Improved reporting of medication and safety
Smoking in pregnancy

Adjustment to
Quality Premium Funding
Funding
‐25% ‐£
443,750

Total Adjustment
NET Total Payable
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‐25% ‐£
‐£
£

443,750
887,500
621,250

Percentage of
quality premium
15%
15%
25%
15%
15%
15%
100%

Potential value
for CCG
£
266,250
£
266,250
£
443,750
£
266,250
£
266,250
£
266,250
£1,775,000

Current YTD
Performance

Current eligible QP
Funding
£
266,250
£
£
£
£
£

443,750
266,250
266,250
266,250
1,508,750

Exception Report 1
NHS Constitution Indicator

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

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Ada m Sheppa rd

Linda Dri ver

MYHT
A&E 4 hour waiting time standard

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

Aug

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

94.6%

96.1%

96.1%

↓

Description of underperformance identified: The Trust achieved performance of 94.6% against the 95% target for patients waiting less than 4
hours in A&E. Of the 18,121 patients that accessed A&E services, 977 waited over 4 hours. A breakdown of the performance at a site level shows:
Dewsbury and District Hospital = 96.1%, Pinderfields General Hospital = 91.7%, and Pontefract General Infirmary =98.3%.

Reason for Underperformance

Actions taken

The mai n reas on for dela ys i n A&E In response to the identified underperformance, the
Trust delivered the following immediate tactical
i s bed wa i ts whi ch res ul ts i n
recovery actions:
crowdi ng wi thi n the A&E
• ‘Home for Lunch’ initiative – discharge planning and
Depa rtment.

execution pivotal to recovery.
• Discharge Matron to case manage all delays.
• Plan to re‐open medical wards
• Matron allocated to wards to allow senior nurses to
support re‐opening of closed beds and safe staffing
levels.
• Heads of Clinical Service to complete point
prevalence studies on their wards.

In Augus t 2014, the ma i n
contri buti ng fa ctor i s res ource
a va i l a bi l i ty acros s the Trus t
res ul ti ng i n res tri cted bed
a va i l a bi l i ty and pati ent fl ow:
• Annual l eave duri ng peri od
• Short term s i cknes s
• Cl os ure of extra ca pa city wards . MYHT have gone out to international recruitment of
• Del a yed Trans fers of Ca re.
nurses which should deliver increased resource

Wakefield CCG ‐ A&E 4 hour Waiting Time Standard
100.0%
98.0%
96.0%
94.0%
92.0%
90.0%

availability in November.
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The CCG has also completed the following:
• During the period there was an escalation call to
review system pressures.
• Focused workstream between all SRG partners on
Discharge Planning and Process development to
identify discharge blockages and an improvement
plan to rectify. This focuses on the interdependency
between urgent/ emergency care and the Care Closer
to Home agenda.
• Discussions are ongoing regarding changing the use
of the Intermediate Tier beds which should improve
patient flow. The Integrated Care Programme lead is
working with the Local Authority to re‐invigorate the
patient choice policy for patients entering long term
care facilities.

Action Plan in Place
Risk Register ID
Clinical Lead

Yes
451
Dr Adam Sheppard
Sally Bell

Commissioning Lead
CCG Assurance
MYHT Executive Contract Board

Exception Report 2
NHS Constitution Indicator

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

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Ada m Sheppa rd

Li nda Driver

MYHT
Acute Trust ‐ Turnaround Time

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

Aug

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

84.0%

84.7%

84.7%

↓

Description of underperformance identified: There were a total of 3865 handovers across the three MYHT A&E locations, of these 3248 took
place within 15 minutes, 537 took place between 15 and 30 mins, 70 between 30 and 60 mins, and 10 over 60 mins. The overall performance for
the Trust was 84.0% of handovers took place within 15 mins.

Reason for Underperformance
The i ndi vi dua l s i te performa nce
wi thi n MYHT i denti fi es
Pinderfi el ds a s a s i gni fi ca nt
contributor to the Trus t l evel
performa nce not bei ng a chieved:
Dews bury – 94.1%
Pinderfi el ds – 79.0%
Pontefra ct ‐ 98.9%

Actions taken

Turna round coll a bora ti ve a cros s
CKW meets bi ‐monthl y a nd i s
focus ed on i denti fyi ng
opportuni ti es for continua l
improvement of both the a cute
a nd a mbul a nce trus ts
performa nce a ga i ns t the
opera tiona l ta rgets .
MYHT ha s devel oped a n a ction
The ma jori ty of brea ches a re a s a pl a n whi ch i s now i n pl a ce.
Speci fi c a cti ons include:
res ul t of ‘no cl inica l s ta ff bei ng
• Na med tri a ge nurs es to be gi ven
a va i l a bl e’ a nd ‘no cubi cles ’, a
cl ea r res pons i bi l ity for pol ici ng
compa ri s on of ha ndover
performa nce wi th the A&E 4hrs
a nd a chi evi ng ta rget for
performa nce s ta nda rds does
turna round times on every s hi ft
i denti fy a correl a ti on between the • Revi ew of proces s es wi thi n A&E
two ta rgets a nd demons tra tes the Depa rtments – di s cus s ion wi th
correla tion to the Trus ts
l ea d Si s ters rel a ti ng to more
cha l l enges in ma inta i ni ng pa ti ent ti mel y movement of pa tients from
trol l eys who do not requi re them.
fl ow.
• Cl ea r a ccounta bi l ity on every
s hi ft to ens ure es ca l a ti on s o tha t
a ctions ca n be ta ken to a voi d/
reduce brea ches .
As a res ul t of thi s months
performa nce the Trus t ha ve
reviewed the a cti ons to ens ure
they a re s til l robus t a nd s uffici ent
to del i ver a s us ta i ned
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Wakefield CCG ‐ Acute TRT‐ 15 mins between ambulance and A&E
110.0%
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Yes
427
Dr Adam Sheppard
Jenny Feeley

Commissioning Lead
CCG Assurance
MYHT Executive Contract Board

Exception Report 3
NHS Constitution Indicator

Ambulance Turnaround Times ‐ All crews should be ready to accept new calls within 15 mins
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
FOT

From previous
Month

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Adam Sheppard

Jenny Feeley

YAS
Ambulance ‐ Turnaround Time

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

Aug

100%

73.4%

Not reported at CCG Level

Not reported at CCG Level

85.9%

86.9%

86.9%

↓

Description of underperformance identified: Of the 3865 post handovers completed, 3320 took place within 15 mins, 521 between 15 and 30
mins, 22 between 30 and 60 mins, and2 over 60 mins.
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Reason for Underperformance

Actions taken

Continued roll out of the national
performance target of 100%.
Across Y&H performance ranges
between 75.3% (Friarage Hospital
and 88.4% (Airedale General
Hospital)

Turnaround collaborative across
CKW meets bi‐monthly and is
focused on identifying
opportunities for continual
improvement of both the acute
and ambulance trusts
performance against the
operational targets.
Specific actions include:
• MYHT purchasing additional
trolleys for A&E
• Improving the governance and
processes supporting 'self
handover' of patients,
• Additional screens have been
provided at PGH,
• Notices regarding handover
processes and contacts have been
displayed in or close to notify
and handover screens to remind
staff.

Wakefield CCG ‐ Ambulance TRT ‐ Crew clear within 15 mins
110.0%
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Yes
427
Dr Adam Sheppard

Commissioning Lead

Jenny Feeley

CCG Assurance

YAS Contract Management Group

Exception Report 4
Ambulance Response times ‐ Cat A Red 1 and Red 2 ‐ 8 minute response times

NHS Constitution Indicator

Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

Trend Information

YTD

FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

YAS
Cat A (Red 1) 8 min response time

Aug

75%

80.5%

77.0%

73.4%

73.4%

↑

Cat A (Red 2) 8 min response time

Aug

75%

76.4%

68.2%

69.0%

69.0%

↑

Ambulance response times

••••••
••••••

71.3%

69.6%

69.6%

↑

•

Dr Adam Sheppard

Jenny Feeley

70.3%

69.0%

69.0%

↑

•

Dr Adam Sheppard

Jenny Feeley

Description of underperformance identified: In Aug 2014, the CCG achieved a performance of 77.0% and 68.2% against a target of 75% for Cat A
Red 1 and Red 2 (8Minute) response times respectively, and YAS achieved 71.3% and 70.3% against the same targets.
Reason for Underperformance
The Trust have been unable to deliver a
satisfac tory operational performanc e
standard, at the c ontrac t or at an
individual. There are 3 main fac tors the
Trust are c iting as c ontributing to the
underperformanc e :
• an employee resourc e gap
• the impac t of rota c hanges
• inc reased in demand

Actions taken

• YAS has already implemented a range
of improvement measures:
Inc rease in c linic al staff/ Limited use of
independent sec tor c rews / Use of
Emergenc y Care Assistants/ Extension
of meal break window/ Additional
modelling by external organisation to
optimise rotas and resourc e deployment/
Rec ruitment to 70 vac anc ies.
• The CCG’s and YAS have
c ommissioned an independent review of
performanc e. Demand and the
The proposed Remedial Ac tion Plan and appropriateness of the remedial ac tion
trajec tories presented by YAS to
plan – due to be reported at the end of
c ommissioners on 31 July, is to be
September.
reviewed in light of the Good
• Wakefield CCG has initiated a
Governanc e Institute Report.
proc urement for GP Urgent c onveyance
through the 365 framework, this should
provide additional c apac ity for low level
transfers thereby releasing c apac ity
within YAs to meet Red demand.
• The WY CCG’s have met with NHS E
and the TDA with a view to taking a more
c ollaborative and c o- ordinated
approac h to performanc e and ac tion
plan management.
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Wakefield CCG ‐ Ambulance Response Times Cat A ‐ Red 1 and 2 ‐ 8 mins
Red 1
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
76.0%
74.0%
72.0%
70.0%
68.0%
66.0%
64.0%
62.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Red 2
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
76.0%
74.0%
72.0%
70.0%
68.0%
66.0%
64.0%
62.0%

Commissioning Lead

Yes
426
Dr Adam Sheppard
Jenny Feeley

CCG Assurance

YAS Contract Management Group

Exception Report 5
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

Trend from
previous Month

FOT

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa tri ck Wynn

Linda Driver

MYHT
18 Week RTT Waiting Time Standard

RTT Admitted pathways

Aug

90.0%

91.0%

84.0%

88.1%

88.1%

↓

••••••

76.4%

82.9%

82.9%

↓

Description of underperformance identified: In Aug 2014, 84.0% on the Completed Admitted pathways for the CCG (across all providers) and 76.4%
of the pathways for MYHT were within 18 weeks against the ≥90% target.
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Actions taken
The o utline actio ns identified by M YHT to reco ver the RTT po sitio n acro ss all
pathways by the end o f September 2014 has been highlighted in previo us mo nths.
This plan is suppo rted by additio nal funding fro m NHS E thro ugh no n recurrent
System Resilience mo nies and is fo cused o n ensuring sustainability, building
resilience to perfo rmance thro ugho ut 2014/15 and significantly reducing the vo lume
o f patients currently waiting.
In additio n to increasing capacity and activity thro ugh put, the CCG and M YHT
have co mmissio ned an independent review o f the waiting list at the Trust, the audit
pro cess has been co mpleted by CHKS and the final draft repo rt is currently being
co mpleted.
The fo llo wing assurance pro cesses have been agreed between the CCG and
M YHT:
1. M YHT have instigated an internal perfo rmance repo rting pro cess which o ccurs
three times a day.
2. The CCG has weekly pro gress calls to the M YHT Head o f A ccess and Cho ice
3. P ro ductio n o f a weekly perfo rmance tracker which is shared with the CCG
Executive Team and NHS E
4. Speciality level actio n plans are updated by M YHT o n a weekly basis.
In additio n to the assurance actio ns the CCG has co mpleted the fo llo wing actio ns:
• A ttendance at the M YHT Co ntro l To wers
• Initiated regular P erfo rmance Summits at an Executive level.
• Created an o pen dialo gue thro ugh the bi-weekly A ccess Gro up meeting, which is
beco ming a subset o f the Systems Resilience Gro up (fo rmerly the Urgent Care
B o ard)
• A ppro ached the Independent Secto r P ro viders separately to assess capacity.
• The CCG Chair has written to all GP P ractices highlighting the current
perfo rmance issues at M YHT and reminded the membership o f their
respo nsibilities regarding info rmed cho ice and highlighting access times and
available capacity within o ther NHS Trusts, Independent Sceto r P ro viders and
Co mmunity P ro viders.
• The Trust has co mpleted Quality Impact A ssessments at the Co rpo rate and
individual Specialty level that were presented to the M YHT EQB during September.
• The CCG has wo rked with the Trust in utilising System Resilience funding to
accelerate the perfo rmance impro vements in Sepetmber, NHS E have co ntinued
the pro gram o f wo rk thro ugh till the end o f No vember with th eclear expectatio n that
all targets in all specialties will be met.

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Admitted

95.0%
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%
87.0%
86.0%
85.0%
84.0%
83.0%

Apr‐13
May‐13
Jun‐13
Jul‐13
Aug‐13
Sep‐13
Oct‐13
Nov‐13
Dec‐13
Jan‐14
Feb‐14
Mar‐14
Apr‐14
May‐14
Jun‐14
Jul‐14
Aug‐14

Reason for Underperformance
For the CCG ac ross all providers, there
were a total of 2377 patients that
c ompleted the admitted pathway of
whic h 381 waited over 18 weeks. There
are 11 spec ialties in total that have failed.
• Cardiothorac ic Surgery – 87.5%
• Dermatology – 75.0%
• ENT – 75.3%
• General Surgery – 78.6%
• Geriatric Medicine – 66.7%
• Gynaec ology – 82.1%
• Neurology – 88.9%
• Opthalmology – 77.7%
• Plastic surgery – 80.0%
• Trauma and orthopaedic s – 80.3%
• Other – 89.6%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Exception Report 6
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Non Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa tri ck Wynn

Li nda Dri ver

MYHT
18 Week RTT Waiting Time Standard

RTT Non‐admitted pathways

Aug

95.0%

92.6%

90.9%

91.8%

91.8%

↓

••••••

87.7%

90.0%

90.0%

↓

Description of underperformance identified: In Aug 2014, 90.9% on the Completed Non Admitted pathways for the CCG (across all providers)
and 87.7% of the pathways for MYHT were within 18 weeks against the ≥95% target
Reason for Underperformance

Actions taken
S e e a c t io ns in A dm it t e d P a t hwa y

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Non Admitted
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%
87.0%

Apr‐13
May‐13
Jun‐13
Jul‐13
Aug‐13
Sep‐13
Oct‐13
Nov‐13
Dec‐13
Jan‐14
Feb‐14
Mar‐14
Apr‐14
May‐14
Jun‐14
Jul‐14
Aug‐14

For the CCG ac ross all providers, there
are a total of 5644 patients waiting of
whic h 515 have been waiting over 18
weeks. There are 9 spec ialties in total
that have failed to meet the operational
standard:
• Dermatology – 89.3%
• ENT – 88.9%
• Gastroenterology – 77.7%
• General surgery – 83.1%
• Neurology – 87.1%
• Plastic surgery – 83.8%
• Thorac ic Medic ine – 88.9%
• Trauma and orthopaedic s – 89.5%
• Other – 90.1%

Action Plan in Place
Risk Register ID
Clinical Lead
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Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Exception Report 7
NHS Constitution Indicator

18 Week RTT Waiting times ‐ Incomplete pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa trick Wynn

Li nda Driver

MYHT
18 Week RTT Waiting Time Standard

RTT ‐ Incomplete pathways

Aug

92.0%

95.4%

91.6%

91.5%

91.5%

↑

••••••

90.4%

90.4%

90.4%

↓

Description of underperformance identified: In Aug 2014, 91.6% of patients on Incompleted pathways for the CCG (across all providers) and
90.4% of the pathways for MYHT were within 18 weeks against the ≥92% target
Reason for Underperformance
For the CCG ac ross all providers there
are a total of 24,538 patients waiting, of
whic h 2,057 have been waiting over 18
weeks. There are a total of 8 spec ialties
that have not ac hieved the operational
standard:
• Dermatology – 90.9%
• ENT – 87.1%
• Gastroenterology – 85.9%
• General Surgery – 89.5%
• Plastic Surgery – 90.3%
• Thorac ic Surgery – 90.3%
• Trauma and Orthopaedic s – 90.1%
• Other – 91.0%

Actions taken
S e e a c t io ns in A dm it t e d P a t hwa y

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Incomplete Pathways
93.5%
93.0%
92.5%
92.0%
91.5%
91.0%
90.5%
90.0%
89.5%
89.0%
88.5%

Action Plan in Place
Risk Register ID
Clinical Lead
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Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Exception Report 8
NHS Constitution Indicator

Zero tolerance RTT Waits over 52 weeks for incomplete pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Patrick Wynn

Linda Driver

MYHT
Number of 52 week Referral to
treatment pathways

number of patients on incomplete pathways
over 52 weeks

Aug

0

16

3

9

22

↓

••••••

3

16

38

↓

Description of underperformance identified: The Trust identified three patients on incomplete pathways at the end of August that had been
waiting over 52 weeks. All three patients were identified as registered with GP's in Wakefield CCG.
Reason for Underperformance
All of the three 52 week breaches for
the CCG occurred at MYHT:
• 1 in Trauma and Orthopaedics
• 1 in Plastic Surgery
• 1 in Cardiology

Actions taken

The Trust has identified the following
actions to ensure these types of
breaches do not occur again:
• Re‐education awareness and
knowledge of 18 weeks across various
teams
A full breach analysis for each
• Validation and tracking of patients at
occurrence has been provided by the
10 weeks as part of the Trust wide
Trust which identifies the root causes
validation programme currently taking
to be:
place.
• Incorrect clock stops
• Design of a new outcomes form.
The incorrect information being
• Review of workload of key
recorded on the Patient Administration administration staff to ensure patient
System resulted in the wrong number of tracking occurs robustly.
weeks waiting being reported
The Trust believes the identification of
TCI dates for September were identified these breaches has been as a result of
for all three patients, and the CCG can a better data quality strategy and it is
therefore identifying errors that have
confirm they were treated.
never been previously resolved. This
has improved patient care by correctly
reporting waiting times and expediting
care.
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Wakefield CCG ‐ Zero tolerance over 52 week waits ‐ incomplete pathways
7
6
5
4
3
2
1
0

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Exception Report 9
NHS Constitution Indicator

Improving access to psychological therapies ‐ People entering psychological therapies
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous
Quarter

D.A.

Clinical Lead

Commissioning Lead

•

Dr Clive Harries

Michele Ezro

Turning Point
Improving Access to Psychological
Therapies

People entering psychological therapies

Q1

3.75 in Q4 (15%
pa)

10.6%

2.62%

4.52%

10.48%

n/a

••••

Not at Provider Level

Description of underperformance identified: The agreed performance requirement for the CCG is a level of 3.75% in Quarter 4 of 2014/15, the
current performance is 2.62% based upon 1092 people entering treatment during the period.
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Reason for Underperformance

Actions taken

The operational standard is
determined by the number of people
entering IAPT compliant services
against a nationally determined mental
health prevalence figure for the
population of Wakefield. There are a
number of issues that are affecting the
CCG’s performance:
• Referral levels
• Provider capacity to deliver services
• Waiting times (from referral to
entering treatment)
• Activity in non‐IAPT compliant services

The CCG is:
• Considering the future model of IAPT services to meet local needs
as part of the Mental Health Transformation Program
• Developing a Business Case to enable Well Women Centre to
record activity through IAPTUS to contribute to reporting/ recording
activity
• Implemented monthly contract management meetings and a
revised performance reporting structure.
The CCG has agreed with the Provider the following measures:
• Recruitment of a Psychological Wellbeing Practitioner agency
worker who will have a treatment only caseload, aimed at reducing
Step 2 waiting lists.
• Current recruitment of an additional CBT Therapist to provide
more capacity for Step 3 treatments.
• Offering additional hours to all staff in order to increase
treatment case loads.
• Working with the University of Newcastle to secure additional
training places for courses, allowing the recruitment of more
trainees.
• Movement to a self‐referral model so that only those patients
that want to access support do so. This will improve the
effectiveness of referrals and create capacity to assess patients
and provide treatment.
• Implementation of a system to follow up with people on the
waiting list on a regular basis to ensure their circumstances have

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
456
Dr Clive Harries
Michele Ezro

CCG Assurance

Contract Management Meeting

Exception Report 10
NHS Constitution Indicator

Cancer 2 week wait from urgent GP referral to first outpatient appointment
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

MYHT
Cancer Waits ‐ 2 Weeks

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

Aug

93%

96.2%

89.4%

93.9%

93.9%

↓

••••••

86.5%

93.1%

93.1%

↓

Description of underperformance identified: The latest available data for August 2014 reports a performance of 89.4% for the CCG and 86.5% for
the Trust against the 93% target for the proportion of patients waiting 14 days or less for first outpatient appointment from Urgent GP Referral.
For the CCG this identifies 88 of the 832 referred patients were not seen within 14 days, and for the Trust 175 of the 1299 referrals.
Reason for Underperformance
An analysis of the breach reasons shows that 55
were due to capacity issues within the Trust and
33 were due to patient choice – largely due to
holiday commitments.
Challenge by the CCG Lead Cancer Commissioner
has identified the following:
• Long standing vacancies – inability to recruit to
substantive posts.
• Services being maintained by Locum posts
which creates service sustainability issues.
• Referred patients are not being offered
appointments early enough in pathway to allow
for flexibility in patient response across the
majority tumour sites. (e.g. offered an
appointment for day 13 and if not available then
automatic breach, also offered site specific
appointment).
• In some cases the patient is not clear they have
actually been referred by the GP for an urgent
appointment.
•Of the 88 breaches in the month, 45 were in the
Suspected Skin Cancer TSSG.
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Actions taken
The Trust is taking the following actions:
• The cancer administration team will validate
each breach to ensure accuracy of data reporting
before final upload.
Within Dermatology:
• Flex non‐cancer capacity to accommodate 2ww
cancer referrals
• WLI clinics by substantive consultants
• Daily review/ dialogue with access co‐ordinator
and 2ww team
• Locum consultant commenced September 2014
Within Endoscopy
• Secure locum consultant positions to cover
current vacancy issues (DDH secured, awaiting
confirmation for PGH)
• Implementation of business case (approved
end Aug 2014) for nurse endoscopy team to help
close capacity gap.
• PSM reviewing the departmental escalation
procedure (cancer management to support)
• PSM exploring other Trust reporting procedures.
• A wider process review of the 2 ww booking
process is being explored.

Wakefield CCG ‐ Cancer 2 weeks from urgent GP referral
97.0%
95.0%
93.0%
91.0%
89.0%
87.0%
85.0%

Commissioning Lead

Yes
492
Dr Abdul Mustafa
Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

Action Plan in Place
Risk Register ID
Clinical Lead

Exception Report 11
NHS Constitution Indicator

Cancer ‐ 31 Day wait to subsequent treatment (surgery)
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Abdul Mus ta fa

Mi chel l e As hbri dge

MYHT
Cancer Waits ‐ 31 Days

Max 31 day wait for subsequent treatment
where treatment is surgery

Aug

94%

97.8%

96.6%

96.6%

96.6%

↑

••••••

91.7%

96.5%

96.5%

↑

Description of underperformance identified: The latest available data for August 2014 reports the Trust performance of 91.7% against the 94%
target. This is a decrease from 94.3% in July 2014. The current position for August shows, of the 24 patients that received subsequent treatment
of surgery in the period, 2 waited more than 31 days. The Trust is currently achieving 93.2% against the 94% target for Q2.

18

MYHT ‐ Cancer 31 day wait for Subsequent Treatment (surgery)
100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
80.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Jun‐14
Jul‐14
Aug‐14

82.0%
Feb‐14
Mar‐14
Apr‐14
May‐14

The Trust has identified the following
actions:
Additional WLI theatre capacity and
option to send work to Methley Park in
place to support aby short term
capacity issues.
A plan for substantive recruitment to
2nd Laproscopic urology is in
development. Funding agreed,
timetable and theatre capacity to be
confirmed.

Nov‐13
Dec‐13
Jan‐14

Actions taken

The identified performance in August is
a result of 2 breaches from a total of 24
patients treated.
Due to the small number of patients
captured in this indicator, a single
breach is sufficient to prevent
achievement of the target. Both
breaches were in Urology.
Patient 1 – There was inadequate
theatre capacity to undertake major
abdominal surgery on this patient. The
patient was treated on day 32 of the 31
day pathway.
Patient 2 – The urology team did not
resume Laproscopic Prostatectomy
service until 25/07/14 and although the
patient declined this earlier date for
surgery, they would still have breached
the target by 6 days. The patient
requested to have their surgery in
August and was treated on day 47 of the
pathway.

Aug‐13
Sep‐13
Oct‐13

Reason for Underperformance

Commissioning Lead

Yes
492
Dr Abdul Mustafa
Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

Exception Report 12
NHS Constitution Indicator

Cancer 62 day wait from urgent GP referral to first definitve treatment
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Abdul Mus ta fa

Mi che l l e As hbri dge

MYHT
Cancer Waits ‐ 62 Days

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

Aug

85%

81.4%

86.1%

85.4%

85.4%

↓

••••••

84.6%

87.4%

↓

87.4%

Description of underperformance identified: The latest available data for August reports the Trust performance of 84.6% against the 85% target,
this is a decrease from 88.1% in July 2014. Then current position shows a total of 97.5 accountable patients treated in the month, there were 15
breaches of the standard (10 full breaches and 10 shared breaches). The Trust is currently reporting a performance of 86.4% for Q2.
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Action Plan in Place
Risk Register ID
Clinical Lead

Jul‐14

Aug‐14

Jun‐14

May‐14

Apr‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

97.0%
95.0%
93.0%
91.0%
89.0%
87.0%
85.0%
83.0%
81.0%
79.0%
77.0%
75.0%
73.0%
71.0%
69.0%
67.0%
65.0%

Nov‐13

The CCG has:
• Commissioned a benchmarking
analysis for cancer performance across
West Yorkshire and Nationally
• Through the Wakefield and North
Kirklees Cancer Locality Group
commissioned a 62 day pathway
performance review, with particular
focus on the Lung and Upper GI Tumour
Site.
• Requested a scoping paper for the
commissioning of an external audit/
review of cancer pathways within
MYHT.

MYHT ‐ Cancer 62 day wait from urgent GP referral to first definitive treatment

Oct‐13

A local action plan is already in place
with the Trusts Cancer management
team.
Other actions to address performance
are:
• Ensure under‐performing tumour site
specific services achieve 7 day first
seen from referral to achieve tertiary
referral by day 38.

Sep‐13

Actions taken

The under performance in August is due
to 15 breaches of the standard; 10 if
which are allocated to MYHT and 10 are
shared breaches with LTHT.
A review of the >62 day pathways
completed by the Trust has identified:
• 7 breaches due to complex
diagnostic/ treatment pathways
• 3 breaches were a patient choice to
delay an aspect of the diagnostic/
treatment pathways
• 1.5 breaches were due to co‐
morbidities delaying treatment
• 2 breaches were due to avoidable
delays at MYHT
• 1.5 breaches were due to avoidable
delays at LTHT

Aug‐13

Reason for Underperformance

Commissioning Lead

Yes
492
Dr Abdul Mustafa
Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

Quality Section
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MYHT Quality Dashboard
The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of the Mid Yorkshire Hospitals NHS Trust
against key quality indicators. The indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available
at the time of writing will be used, and may be subject to change due to validation between deadline for papers and Integrated Governance Committee meeting.
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111 Quality Dashboard
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Friends and Family Test: A&E and Inpatient – July 2014
The Friends and Family Test (FFT) asks patients whether they would recommend the NHS service they have received to friends and family who need similar treatment or care.
The FFT score is calculated using the proportion of patients who are extremely likely to recommend minus those who would not recommend or indifferent.
A&E (patients discharged from A&E only)
100
90
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70
60
50
40
30
20
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0

Inpatient
100
90
National response rate %
80
70
MYHT FFT Score
60
50
National FFT Score
40
30
MYHT extremely likely and
20
likely responses %
10
National extremely likely and
0
likely responses %
MYHT response rate %

Jan‐14 Feb‐14 Mar‐14 Apr‐14 May‐14 Jun‐14 Jul‐14

MYHT response rate %
National response rate %
MYHT FFT Score
National FFT Score

Jan‐14 Feb‐14 Mar‐14 Apr‐14 May‐14 Jun‐14

Jul‐14

MYHT extremely likely and
likely responses %
National extremely likely
and likely responses %

Key Messages
th
- Dewsbury A&E had the 18 highest FFT response rate of 200 sites nationally in July 2014.
- A&E at Pinderfields has not achieved a response of greater than 20% since August 2013.
- Patient satisfaction with MYHT A&E continues to be better than the national average. with improving,
- The inpatient response rate of 34.48% was their highest since the inception of FFT.
- 94.48% of patients in the July FFT would recommend MYHT A&E and inpatient services. This figure has remained consistent since the introduction of FFT.
- W14 consistently has one of the lowest FFT scores. Areas for improvement suggested by patients on this ward relate to staffing levels and food.
- NHS England will be change the current FFT score to a % later this year so organisations receive recognition for patients who are likely to recommend the service.
- 12 inpatient wards at MYHT all had response rates of below 40% and at least 10 eligible patients in July 2014.
DDH: W6 (34%), W10 (24%), W14 (37%)
PGH: G4 (32%), G19 (19%), G21 (35%), G30, G31 (31%), G31b (30%) G33 (15%), G34 (16%), G41 (8%), G43 (17%)
FFT Scores by site and ward (minimum 5 responses)
The wards with the highest FFT scores were;
 PGH: G21 96 (10)
 PGI Elective Orthopaedic : 90 (10)
 DDH CCU: 88 (5)
 PGH G44: 93 (2)
 DDH W5: 89 (1)
The wards with the lowest FFT scores were;
 DDH W14: 53 (8)
 PGH G41:17 (3)
 PGH G20: 45 (3)
 DDH W2: 41 (2)
 DDH W6: 48 (7)
Number inside brackets indicates number of occasions the ward has featured in the same category in the previous reports for which the same analysis was undertaken
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Friends and Family Test: Maternity – July 2014
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Friends & Family Test: Staff
Staff FFT
NHS England has published staff FFT results for the period April 2014 to June 2014. This is the first staff FFT results to be published. Staff were asked how likely they were to
recommend their place to work and receive treatment.

Provider

Response rate %

% staff recommending organisation as a
place to work

MYHT
SWYPFT
YAS
England

27.92%
33.81%
5.41%
14.35%

40%
62%
35%
62%

% staff recommending organisation as a
place to receive treatment
52%
70%
71%
76%

% staff recommending their ward /
department as a place to receive
treatment*
76%

*This measure was published locally by the provider, not by NHS England.
It should be noted that FFT results are not statistically comparable between providers as organisations use different methods to collect the data.
MYHT:
-

-

Action:
-
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th

Of the 241 trusts which submitted data, MYHT has the 11 lowest score for recommending their organisation as a place to receive treatment.
This contrasts with the patient FFT, in which 94% of patients consistently recommend MYHT services.
In the most recent NHS staff survey the Trust was listed as one of the worst 20% trusts nationally to receive treatment by staff.
Staffing levels were highlighted as an area for improvement within the survey. As the elderly / stroke ward dashboard highlights earlier in the report, there are
wards which are not staffed consistently in accordance with planned levels, which increases the risk of patients suffering harm. It is also the most common area of
concern raised by patients on Patient Safety Walkabouts and in the patient FFT.
Other themes identified in the survey were culture, communication and attitude.

One hundred new nurses have been appointed and are due to join the Trust by the end of October. Further international recruitment in planned for 2015.
A new style team brief delivered via the intranet each month by a Director to improve communication.
Drop in sessions, briefings and staff videos to inform and help staff understand the Clinical Services Strategy.
The introduction of clinical skills training programmes for non‐qualified staff.
Improved preceptorship programmes for newly registered nurses and midwives.
Development of in‐house customer care training programmes.
David Melia has been appointed as the Trust’s permanent Director of Staff and Patient Engagement.

Quality Exception Report
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

Patients receiving harm free care (falls, VTE,
pressure ulcers or catheter related urinary tract
infections)

Aug 14

95%

92.94

92.77

•••••••••

↓

•

Description of underperformance identified: The Patient Safety Thermometer defines harm free care as the proportion of patients surveyed not experiencing harm
from falls, VTE, pressure ulcers or catheter related urinary tract infections. Participating organisations submit data for every patient in their care on a single day each
month. Patients who are admitted with an existing pressure ulcer or catheter and a urinary tract infection are classed as suffering harm. Performance dipped to 92.94%
in August from 93.84% in July 2014, which was the Trust’s best monthly score in 16 months.
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95
90

%

85
80
75

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

Aug‐14

Jul‐14

Jun‐14

May‐14

70

Apr‐14

Patients who are admitted with an existing pressure
ulcer or catheter and a urinary tract infection are
classed as suffering harm.
Analysis of nurse / midwife staffing levels published
by the Trust reveals that actual staff levels are
consistently not meeting planned levels.
This increases the risk of patients suffering harm
when wards are not staffed in accordance within
recommended levels.
Elderly patients have an increased risk of suffering
harm, staffing issues on these wards are especially
concerning.
G20 was previously flagged as an area of concern for
the number of new VTEs reported. VTE performance
was the only harm in which performance improved.

Target (all harms)
100

Mar‐14

0.74
5.6
0.35
8.94

Feb‐14

YTD

0.99
5.57
0.17
7.22

Jan‐14

Aug

Dec‐13

Jul
1.01
4.37
0.39
5.34

Nov‐13

Jun
0.56
5.46
0.28
9.34

MYHT Harm Free
%
%Pts suffering
new harm

Oct‐13

Harm
Falls
Pressure ulcer
VTE
UTI

A walkabout was undertaken on G20 at
PGH in September. The ward evidenced
that VTE assessments are undertaken.
MYHT closed Ward 5 (elderly) at
Dewsbury on 26 September. Staff have
been re‐deployed to other wards at
Dewsbury and Pinderfields to improve
actual staffing levels.
The Senior Nursing Team in the Division
of Medicine are introducing a Daily
Ward Manager Assurance Checklist
which will completed by the Ward
Managers. This will include auditing and
reviewing records and staff practices
against issues such falls and pressure
ulcers.

Sep‐13

% patients suffering harm by type

% patients receiving harm free care

Aug‐13

Actions to be taken

Jul‐13

Reason for Underperformance

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

Quality Exception Report
Quality Issue – Exception Report

YAS 111: Clinical call backs within 10 minutes and warm transfer

Indicator
Call backs will be delivered (except within predefined
calls) within 10 minutes of the end of the initial call ‐
(Wakefield CCG)
Warm transfer as a percentage of clinical advisor calls
(Wakefield CCG)

Period

Target

Actual

YTD

Previous performance

Trend – previous
month

Jun 14

98%

30.5%

31.6%

•••••••••

↑

Jun 14

95%

27.1%

30.5%

•••••••••

↑

Description of underperformance identified: 95% of patients who need to speak to a clinical advisor should be warm transferred directly rather than waiting for a call
back. Although YAS has never achieved these targets performance is deteriorating following some improvement in December 2013.

Reason for Underperformance
These measures were introduced
when NHS 111 was launched.
Nationally these standards are not
being achieved. YAS performance is
in line with the national average.
YAS has highlighted that some
patients are called back within 10
minutes, but the patient does not
answer. These cases are classed as
non‐compliant.

Actions to be taken
Commissioners have received
assurance that call backs are
prioritised on clinical need.
Additional local KPIs have been
developed on these measures
which set more realistic targets.
Performance on these measures
will be reported on in future IQP
reports.

% of warm transfers
% of call backs within 10 minutes
100
90
80
70
60
% 50
40
30
20
10
0

Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
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Dr Chris Jones
Jenny Feeley
Jo Pollard
NHS 111 Contract Management Board

Quality Exception Report
Quality Issue – Exception Report

YAS 111: Staff absence

Indicator

Period

Target

Actual

YTD

Previous performance

Trend – previous
month

Staff absence

Jun 14

<5%

8.6%

9.1%

•••••••••

↑

Description of underperformance identified: Staff absence rates were high under the previous provider NHS Direct. Sickness rates have reduced from the peak in
December as expected for the time of year. Sickness absence is still well above the Trust’s target. Absence within 111 is the highest of all YAS directorates.

Reason for Underperformance
In June 2014 stress related illness
was the biggest cause of absence
within YAS, followed by
musculoskeletalproblems.

Actions to be taken

111 staff absence v YAS staff absence

YAS are actively managing staff
absence.
This was discussed at the YAS
Contract Management Group.

14
12
10
%

8

111

6

YAS

4

Target

Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
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Jun‐14

May‐14

Apr‐14

Mar‐14

Feb‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Aug‐13

0

Jul‐13

2

Dr Chris Jones
Jenny Feeley
Jo Pollard
NHS 111 Contract Management Board

Quality Intelligence: August 2014
Quality Intelligence Group
The Group represents every team within the CCG, plus colleagues from Public Health, Healthwatch and the Commissioning Support Unit working in relevant functions, such
as complaints, PALS, engagement and communications. At each meeting a template captures and triangulates ‘soft’ intelligence from sources such as Patient Opinion,
feedback from member practices, PALS enquiries, media reports, staff observations (including patient safety walkabouts) and staff/family experiences. From this key
themes are identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and judgement on the level of concern.
43 items of intelligence gathered
Key theme
Walk in Centre
‐ Staff Attitude x2
‐ access to care x2
‐ GP not always on site
‐ Signposting
Mental Health
‐ access to night service
‐ adult ADHD assessment
‐ Child in adult mental health suite
Maternity
‐ PSW Patient experience good
AAU
‐ PSW Patient experience good
‐ impact of lack of access to IV
antibiotic therapy resulting as
admission
Radiology
‐ mis interpretation
‐ postponement
‐ mammography ‐ dignity
Access/Appointments online
‐ Cancellation of appointments
unavailable resulted in discharge from
service as a DNA
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Source of evidence

Strength of
evidence

Hard evidence
link

Service
provider



Link to WIC
review

PALS / Complaints



SWYPFT Quality
Report

SWYPFT

Medium

Patient safety walkabout



Friends and
Family Test

MYHT

N/A

Incidents, PALS / Complaints,
Staff feedback

Patient safety walkabout

PALS / Complaints

PALS / Complaints, Other



Friends and
Family Test

Referral to
treatment data

Medium

Actions
1.
2.
3.

‘mystery shoppers visited the walk in centre
Make Commissioning team aware (service improvements)
Make link to Walk In Centre review.

1.
2.

Discuss ADHD with Adult Mental Health Service
Review SWYPFT Quality Report (child)

N/A

MYHT

MYHT,
Pennine
Breast
Screening





Local Care
Direct

Level of
concern

MYHT

High

Low

Low

1.
2.
3.

Antibiotics – discuss possibility of ext. assessment
Feedback to Care Closer 2 Home Programme
Discussed with MYHT Deputy Chief Nurse

1.
2.
3.

Check MYHT respondent to patient opinion postings
Informal request for review of misdiagnosis report
Highlight specific postings to MYHT.

1.

PALs to ensure cases are passed to MYHT to action

Quality Intelligence: September 2014
50 items of intelligence gathered
Key theme

Falls, Slips & Trips

Maternity –
 2x communication
 1x manipulation
Crisis Team ‐
 Complaint
 Difficulty accessing (single point
of access)
Communication –
 finding right person to deal with
issue
 C&B not informing about
appointments – being DNA’d
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Source of evidence

Strength
of
evidence

Hard evidence link

NHS Safety
Thermometer
MYHT Staffing
Data

Service
provider

Level of
concern

MYHT

SI



PALs /
complaints,
other




MYHT
GP

Med

Complaint –
GP’s



SWYPFT

Med

PALS / complaints
Staff feedback
PSU




Referral to
treatment data

High

MYHT
LTHT
GP practice

Med

Actions

1. CSU asked to produce a thematic review of MYHT falls
incidents.
2. Falls suggested as potential MYHT CQUIN for 2015/16.
1. Maternity review & action plan being monitored by
EQB – raise these concerns at EQB.
2.Raise CNST aspirations at MYHT (Maternity FTT good,
CQC spent time on maternity – informal feedback)
1. Mental Health commissioning aware of the issues and
will inform MH Transformation process.
2. Feed into engagement work
1. MYHT CQUIN suggested for 2015/16 regarding being
able to access the right department promptly e.g.
Operations Centre to refer patients to Ambulatory Care.

Quality Intelligence: Thematic Review
Thematic Analysis of Soft Intelligence Collated at Quality Intelligence Group from August 2013 – July 2014
Summary of key issues identified from ‘soft intelligence’
‐
‐
‐
‐
‐
‐
‐
‐

Access to services continues to be the most common theme. Problems with the Patient Administration System at MYHT identified in November and December
2013 have reduced. Access concerns are predominantly focused on capacity shortages in specific specialties including gastroenterology, ENT and dermatology.
There has been a significant increase in the amount of intelligence gathered in 2014 relating to GP access.
Efforts to promote the Quality Intelligence Group within the CCG and partner organisations including the WSYBCSU, Wakefield Council and Healthwatch have
resulted in the quantity of intelligence gathered increasing in 2014.
Intelligence about care on specific wards at MYHT has increased and been reinforced following triangulation with other data including NHS Safety Thermometer,
Friends and Family Test and planned versus actual nurse and midwifery staffing data.
Staffing levels continues to be a key theme and triangulation with other quality indicators suggests a link between low staffing levels and patients suffering harm or
a poor experience.
The timeliness and quality of hospital discharge letters continues to be a dominant theme as does issues with discharge planning at MYHT in general.
There continues to be a number of care homes failing to meet CQC essential standards.
Intelligence has been received that patients are encouraged to access other services including A&E due to capacity issues at the King Street Walk‐in Centre.

Type of Service
Ambulance
Care home
Community
Dentist
GP
Hospital
Mental health
Multiple
Public transport
Walk in
111
Not specified
Total

Number of intelligence items gathered
8
30
36
4
46
266
15
12
1
7
4
25
454

Theme
Access to services
Communication
Discharge arrangements
Environment, NHS premises + facilities
Governance
Infection control
Integrated care
Patient experience
Prescribing
Privacy and dignity
Staffing
Transport
Treatment / care

Number of intelligence items gathered
142
60
32
6
1
1
7
31
14
12
43
3
102

A handful of compliments have been gathered, but the majority of intelligence gathered has been focussed on identifying areas for improvement.
Some pieces of intelligence could fall under a number of themes, for example an appointment notification letter reaching a patient after the day of the appointment could
be categorised under access to services, communication or patient experience.
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Deep Dive
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Patient Safety Walkabout August 2014
This summarises the findings from Walkabout that took place at Pinderfields General Hospital on 13 August 2014. Walkabouts involve a small team of clinical and non‐
clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for improvement.
Representatives from Healthwatch in Wakefield and North Kirklees now participate in the walkabouts.
Pinderfields 13 August 2014
Gate 18 (pre and postnatal ward) and delivery suite
Both wards appeared well equipped. The bereavement room was sited compassionately away from pregnant and post natal women. The option to use the birthing pool is
determined by staffing levels on the delivery suite.
These wards were clean and women praised their experience. Midwife staffing levels on Gate 18 at the time of the visit met planned levels, although the night shift was 1
midwife short. The delivery suite was 1 midwife short at the time of the walkabout, but there was an additional registered nurse to provide support. The Little Angels
provides a breast feeding peer support service daily. A nursery nurse available on day shifts who advises on feeding, bathing, Guthrie tests and BM testing of all babies. Gate
18 has recently been awarded Unicef Baby Friendly Initiative Level 3 status, although it only has a breast feeding initiation rate of 54%.
Gate 12 (Acute Assessment Unit)
Patients praised the quality of care received. The ward seemed calm, despite a high turnover of patients. Staff were observed providing a high level of support and
reassurance to patients with a level of cognitive issues. Capacity issues and restrictive admission criteria to community IV therapy team were having an impact of admissions
and patient experience. There were some minor infection prevention and information breaches observed which were immediately rectified.
Key Actions
Verbal feedback was given to the Assistant Chief Nurse once the walkabout was completed. A report is sent to the MYHT Chief Nurse. The report will be shared at MYHT
Executive Quality Board meeting on 11 September 2014.
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Patient Safety Walkabout September 2014
This summarises the findings from Walkabout that took place at Pinderfields General Hospital and Queen Elizabeth House on 17 September 2014. Walkabouts involve a
small team of clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas
for improvement. Representatives from Healthwatch in Wakefield and North Kirklees participate in the walkabouts. Nichola Esmond, the new Director of Healthwatch
Wakefield joined the walkabout at Queen Elizabeth House.
Pinderfields 17 September 2014
Gate 20 (Respiratory)
Staffing levels have improved in recent weeks. The documentation was of a good standard. VTE risk assessments were completed, recent NHS Safety Thermometer data
showed a high proportion of VTEs occurred on G20. Staff were observed interacting with patients in an appropriate manner. Patients were happy with the care they
received.
Gate 34 (Gynaecology / Urology)
The walkabout focused on the gynaecology section of the ward. Staff were seen using the VitalPAC on hand held devices to record observations. All patients had received a
VTE risk assessment. Patients praised the care on the ward, although one patient stated they had been given medication but did not know what it was for and had been
waiting some time for their medication prior to discharge. There were few dedicated gynaecology nurses on the ward. Staff stated that when the ward joined with urology
some gynaecology nurses left. Consultant ward rounds were ad hoc, so staff and patients did not know when they would take place. Patients could be reluctant to leave
their bed in case the consultant visited.
Queen Elizabeth House (Intermediate Care)
Residents praised the care they received. They felt involved with their care plan. The home was exceptionally clean. There was an informative patient/visitor display board,
which contained up to date information on Friends and Family Test, number of days since the last complaint, harm free care and actual staffing levels. This was easy to
understand. Staff liked working at QEH. Staff felt some patients may be discharged too soon in order to accommodate new admissions, which results in some patients being
re‐admitted. The documentation was generally of a good standard, although some gaps with falls documentation were noted.
Key Actions
Gynaecology consultant job plans are now being reviewed to enable planned ward rounds to take place.
Verbal feedback was given to the Assistant Chief Nurse once the walkabout was completed. A report is sent to the MYHT Chief Nurse. The report will be shared at MYHT
Executive Quality Board meeting on 23 October 2014.
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In the spot light
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Wakefield CCG commits to Sign up to Safety
Wakefield CCG have pledged our support to the Sign up to Safety campaign. The campaign aims to make the NHS the safest healthcare system in the world, building on the
recommendations of the Berwick Advisory Group. The objective is to halve avoidable harm over the next 3 years and save 6000 lives as a result.
Wakefield CCG has made the following pledges:
Pledge One ‐ Put safety first. Commit to reduce avoidable harm in the NHS by half and make public the goals and plans developed locally.
‐
Reduce harm to patients from avoidable healthcare associated infections – zero tolerance on avoidable MRSA cases and no more than 92 C.diff infections
‐
Use contractual levers to reduce avoidable harm to patients – for example, CQUIN indicator for MYHT supporting the introduction of the VitalPAC system (VitalPAC
facilitates electronic recording of patient observations by providing access to real time information and an electronic mechanism for escalation of risk)

Pledge Two ‐ Continually learn. Make their organisations more resilient to risks, by acting on the feedback from patients and by constantly measuring and monitoring
how safe their services are.
‐
Continue to systematically use patient experience insight and feedback at each stage of the commissioning cycle to influence CCG decision making through our
Putting patients first workstreams
‐
Develop the role of the Quality Intelligence Group to support learning from experience across Health and Wellbeing Board partners.
‐
Establish quarterly quality learning process for share and spread across the CCG, as recommended by the external review of commissioning quality assurance
(Niche report)
‐
Develop case studies to demonstrate impact and learning on quality and patient safety as recommended by the external review of commissioning quality
assurance (Niche report)

Pledge Three ‐ Honesty. Be transparent with people about our progress to tackle patient safety issues and support staff to be candid with patients and their families if
something goes wrong.
‐
Maintain mature and effective relationships with providers to ensure openness and transparency about the quality of care provided
‐
Monitor provider’s compliance with Duty of Candour contractual requirements
Pledge Four ‐ Collaborate. Take a leading role in supporting local collaborative learning, so that improvements are made across all of the local services that patients use.
‐
‐

Member practices will take part in at least two external peer reviews of outpatient specialties at network level working in partnership with hospital consultants
Develop the role of the Quality Intelligence Group to support learning from experience across Health and Wellbeing Board partners.

Pledge Five ‐ Support. Help people understand why things go wrong and how to put them right. Give staff the time and support to improve and celebrate the progress
‐
‐

Undertake a minimum of twelve Patient Safety Walkabouts in 2014/15, at least one of which to a provider other than MYHT, and feedback to provider staff on the findings.
Establish quarterly quality learning process for share and spread across the CCG, as recommended by the external review of commissioning quality assurance (Niche report)

In addition to the above pledges we have also committed to the following:
‐
Turn these actions into a safety improvement plan which will show how our organisation intends to save lives and reduce harm for patients over the next three
years.
‐
Identify the patient safety improvement areas we will focus on within the safety plans.
‐
Engage our local community, patients and staff to ensure that the focus of our plan reflects what is important to our community
‐
Make public our plan and update regularly on progress against it.
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CQC Reviews
Provider
Date of Inspection
Review Type
Link to Report

Tieve Tara
7 July 2014
Routine inspection
Tieve Tara

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Tieve Tara was inspected by the CQC to test their new inspection methodology for GP practices. Tieve Tara was not given a rating on this occasion, but was judged to be
compliant with the 5 questions. In future inspections practices will be given a rating of outstanding, good, requires improvement or inadequate.
Examples of outstanding practice identified by the CQC
- One of the GPs carried out weekly visits to a large care home for people with neurological needs in the area. They built up a relationship with patients and
proactively addressed their needs.
- There were 28 community homes in the area for people with learning disabilities. One of the GPs held a surgery one afternoon each week so patients at the homes
could be seen at regular times and for the length of time they required.
- There was a new initiative at the practice where the GPs worked with paediatric and orthopaedic hospital consultants. The aim was to educate patients and their
families in order to avoid minor injuries and manage short‐term illnesses at home. This initiative had only recently started at the time of our inspection. There was
a new initiative at the practice where the GPs worked with paediatric and orthopaedic hospital consultants. The aim was to educate patients and their families in
order to avoid minor injuries and manage short‐term illnesses at home. This initiative had only recently started at the time of our inspection.
Area for improvement
Although clinical audits were being carried out available data, such as outliers, was not used to help plan and structure the audits more effectively.

Provider
Yorkshire Ambulance Service
Date of Inspection
24, 25 April 2014
Review Type
Follow up inspection
Link to Report
YAS
CQC history: 2, 3, 4 July 2013 (routine inspection)

Outcomes

Management of medicines

Previous
Action needed, minor impact

Current Status
Compliant

YAS are non‐compliant with Outcome 14 (Supporting workers). The CQC did not assess compliance with this standard in April. They are expected to return towards the end of October 2014
to determine if the Trust is now compliant with this standard.
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CQC Reviews
Provider
Methley Park
Date of Inspection
12 February 2014
Review Type
Routine unannounced inspection
Link to Report
Methley
CQC history: 17 January 2013 (routine inspection)

Outcomes

Consent and care to treatment
Care and welfare of people who use services
Cooperating with other providers
Requirements relating to workers
Complaints

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Previous
Compliant
Compliant
Not assessed
Not assessed
Not assessed

Provider
Date of Inspection

Outcomes

Current Status

Previous

Compliant

Not assessed

Compliant
Compliant
Compliant
Compliant

Compliant
Not assessed
Not assessed
Not assessed

Spectrum (Grosvenor House)
10 February 2014

Review Type
Routine unannounced inspection
Link to Report
Grosvenor
CQC history: 15 October 2013 (routine inspection)
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Respecting and involving people who use
services
Care and welfare of people who use services
Safeguarding people who use services
Staffing
Complaints

CQC Reviews – Care Homes
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Provider
Warde Aldam
Date of Inspection
26 June 2014
Review Type
Routine unannounced inspection
Link to Report
Warde Aldam
CQC history: 10 April 2014 –inspection to check
improvements made
13 December 2013 inspection to check improvements
made

Outcomes

Provider

West Ridings Residential and
Nursing Home
Date of Inspection
16 August 2014
Review Type
Routine unannounced inspection
Link to Report
West Ridings
CQC history: On 9 July 2014, 6 March 2014 & 29 August
2013

Outcomes

Provider
Riverside Court
Date of Inspection
27 August 2014
Review Type
Routine unannounced inspection
Link to Report
Riverside Court
CQC history: 5 August 2014, 26 November 2013 & 13
April 2012

Outcomes

Care and welfare of people who use services
Cooperating with other providers
Safeguarding people who use services from abuse
Supporting workers
Assessing and monitoring the quality of service provision

Respecting and involving people who use services
Care and welfare of people who use services
Safeguarding people who use services from abuse
Staffing
Requirements relating to workers
Records

Respecting and involving people who use services
Care and welfare of people who use services
Safeguarding people who use services from abuse
Supporting workers
Assessing and monitoring the quality of service provision

Previous
Action needed, moderate impact
Not assessed
Not assessed
Not assessed
Not assessed

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Current Status

Previous

Compliant
Compliant

Action needed
Action needed

Compliant

Not assessed

Compliant
Compliant
Action needed, moderate impact

Not assessed
Not assessed
Not assessed

Current Status

Previous

Compliant
Compliant

Not assessed
Compliant

Compliant

Not assessed

Compliant
Compliant

Not assessed
Not assessed

CQC Reviews – Care Homes
Provider
Date of Inspection
Review Type

Earls Lodge Care Home
19 August 2014
Routine unannounced inspection
Earls Lodge Care Home
Link to Report
CQC history: 5 June 2014, 16 December 2013 & 4 January
2012

Outcomes

Care and welfare of people who use services
Meeting nutritional needs
Management of medicines
Staffing
Assessing and monitoring the quality of service provision

Enforcement action taken
Action needed, moderate impact
Enforcement action taken
Action needed, moderate impact

Current Status

Previous
Action needed
Not assessed
Action needed
Not assessed

Action needed, moderate impact

Not assessed

The CQC report identified concerns in the following areas. Listed below are some of the CQC’s observations.
Care and welfare of people who use services
People were unable to reach their call bells as the wires were wrapped up out of their reach. Care records still lacked clear instruction for staff to follow and
some information was out of date. End of life care plans lacked detail and there was little evidence people's wishes had been discussed with them or their
families.
Meeting nutritional needs
Some people had drinks within easy reach, whilst others did not. One person was given an un‐thickened drink when they required a thickened drink. There
had been no entries in the nursing unit charts since teatime of the previous day. Some people had difficulty managing to eat their meal successfully and so
they stopped trying. The Malnutrition Universal Screening Tool (MUST) was in use but not consistently or accurately completed for people.
Management of medicines
Keys to the medicine cupboards were not safely kept. Medicines were not given to people living in the nursing unit in a timely manner. Appropriate
arrangements were not always in place in relation to the handling and recording of warfarin. Appropriate arrangements were not in place for the storage of
controlled drugs.
Staffing
Earls Lodge did not have sufficient numbers of staff with the right competencies, knowledge, skills and experience to meet the needs of the people at all
times. Weaknesses in the management structure meant staff were not effectively deployed to meet the needs of the people in the home. The CQC heard a
person, who was confined to their room, calling for help. Inspectors alerted staff, who were unable to offer immediate assistance as they were attending to
others.
Assessing and monitoring the quality of service provision
There were poor management structures to enable the effective maintenance of staffing levels and staff deployment. Systems in place to assess and
monitor the quality of the provision were weak and did not ensure people were protected against the risk of unsafe care and treatment.
The CQC has issued 2 warning notices to the home. Wakefield CCG and the Local Authority are working with the home to address the issues identified.
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Community Mental Health Survey
People's experiences of community mental health services 2014
Overall performance in line with national average
Responses were received from 235 service users (28% response rate) at South West Yorkshire Partnership NHS
Foundation Trust. People aged 18 or over receiving specialist care or treatment for a mental health condition
between 1 September and 30 November 2013 were eligible for the survey.
Performance better compared with other Trusts
‐ How to contact the person in charge of your care if you have a concern
‐ How well the person in charge of your care organises care and services you need
‐ Treated with respect and dignity by NHS mental health services
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Performance compared to other Trusts
39

3

0
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average
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There were no questions where performance was worse compared with other Trusts – this is an improvement from the 2013 survey.
Changes from 2013 survey
‐ Last year the Trust performed worse than other Trusts for respondents having had a review of their care in the last 12 months – for 2014 the Trust is benchmarked as
average for this question.
‐ Last year the Trust performed better than other Trusts for respondents given an explanation about the purpose of the new medication and receiving enough support, from
mental health services in getting help with finding or keeping accommodation, if they needed it – for 2014 the Trust is benchmarked as average for these questions.
Areas for improvement
The Trust’s worst category was other areas of life which achieved a score of 4.9 out
of 10. The Trust received scores of 5 or less for the following questions within this
category:
- In the last 12 months, did NHS mental health services give you any help or advice
with finding support for
- physical health needs?
- financial advice or benefits?
- finding or keeping work?
- finding or keeping accommodation?
- Has someone from NHS mental health services supported you in taking part in an
activity locally?
- Have NHS mental health services given you information about getting support
from people with experience of the same mental health needs?
The survey results will be discussed at the SWYPFT Quality Board on 27 October
2014.
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Section score compared to lowest and highest scoring Trusts
10
9
8
7
6
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4
3

SWYPFT

Lowest scoring Trust

Highest scoring Trust

2014 PLACE Assessment Report
Patient‐Led Assessments of the Care Environment (PLACE) are a self‐assessment of a range of non‐clinical services which contribute to the environment in which healthcare is
delivered in the both the NHS and independent/private healthcare sector in England. These assessments were introduced in April 2013 to replace the former Patient Environment
Action Team (PEAT) assessments which had been undertaken from 2000 – 2012. It is recommended that at there are at least 2 patient assessors on each assessment. Staff can also
take part in the assessment but there cannot be a greater ratio of staff to patients on the assessment team. Assessments took place between 3 March 2014 and 13 June 2014. NHS
England published the data in September 2014.
Summary of results by site
Provider

Site

National average
Inter‐quartile range*
MYHT

SPIRE
SWYPFT

Dewsbury
Monument House
Pinderfields
Pontefract
Queen Elizabeth House
Trust
Methley Park
Newton Lodge
Fieldhead

Cleanliness
2012/13
2014
95.74%
97.25%
94.71% ‐ 99.38%
96.8% ‐
99.7%
98.39%
98.23%
100.00%
96.85%
99.31%
96.32%
99.45%
96.79%
97.79%
99.61%
98.99%
97.05%
99.33%
99.78
100.00%
100%
99.87%
100%

Food and hydration
2012/13
2014
84.98%
88.79%
83.62% ‐ 92.73%
86.7% ‐
94.7%
86.16%
87.82%
82.50%
87.68%
89.69%
88.57%
91.38%
90.85%
89.18%
88.66%
88.46%
88.44%
91.08%
93.58%
95.61%
96.71%
98.09%
97.78%

Privacy, dignity and well‐being
2012/13
2014
88.87%
87.73%
82.36% ‐ 93.13%
81.5% ‐
92%
81.10%
91.06%
77.14%
67.86%
90.95%
87.77%
85.45%
86.45%
71.67%
75%
86.69%
88.12%
91.49%
90.91%
97.33%
92.21%
97.38%
92.51%

Condition Appearance and Maintenance
2012/13
2014
88.75%
91.97%
82.95% ‐ 92.71%
88.7% ‐
96.9%
89.81%
91.55%
79.46%
83%
91.95%
88.18%
93.53%
92.38%
82.14%
81.03%
90.88%
89.28%
88.89%
98.48%
93.10%
100%
98.60%
99.75%

*The interquartile range is the difference between the first quartile (25th percentile) and the third quartile (75th percentile) of an ordered range of data. It contains the middle 50 per cent of the distribution and is unaffected
by extreme values.
Middle / upper quartile
Lower quartile, 1% below middle quartile
Lower quartile

Focus of assessment
Cleanliness: covers all items including patient equipment; baths, toilets and showers; furniture; floors and other fixtures and fittings.
Condition, appearance and maintenance: Includes the above items as well as a range of other aspects of the general environment including décor, tidiness, signage, lighting
(including access to natural light), linen, access to car parking (excluding the costs of car parking), waste management and the external appearance of buildings and the tidiness and
maintenance of the grounds.
Privacy, dignity and wellbeing: Includes infrastructural/organisational aspects such as provision of outdoor/recreation areas, changing and waiting facilities, access to television,
radio, computers and telephones; and practical aspects such as appropriate separation of sleeping and bathroom/toilet facilities for single sex use, bedside curtains being sufficient
in size to create a private space around beds and ensuring patients are appropriately dressed to protect their dignity.
Assessment of food and hydration: Includes a range of questions relating to the organisational aspects of the catering service (e.g. choice, 24‐hour availability, meal times, access to
menus) as well as an assessment of the food service at ward level and the taste and temperature of food.
The outcomes and actions being taken to improve in the areas identified as a result of these assessments will be discussed at respective Quality Boards as relevant.
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It is recommended that the Governing Body notes the contents of the report.
Executive Summary:
The Month 6 Finance Report provides a year to date position as at 30th September 2014.
The CCG has a year to date surplus of £3,253k. Forecast year end position is in line with plan at £6,505k
Activity information for July for Mid Yorkshire Hospitals NHS Trust has now been received. Month 5 information
has been received for some NHS Providers
All key performance targets are green, with the exception of recurring full year QIPP delivery and year to date
activity trends (YTD and FY forecast), all of which are showing red.
This month’s Key Focus Area is on Programme Budgeting.
Link to overarching principles
Citizen Participation and Engagement
from the strategic plan:
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients



Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

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

Elements of the Finance Report are also reported to NHS England via
standard template returns. These are Headline position, QIPP, Non‐
Recurrent Funds and Risks & Opportunities.
The report is a regular monthly report which is presented to IGC and also
presented on a bi‐monthly basis to Governing Body. This Month 6 report was
presented at Integrated Governance Committee on 16th October 2014.

Reference document(s) /
enclosures:

Month 6 Finance Report.

Risk Assessment:

Section 8 of the paper gives details of the financial risks including mitigation.
In addition the CCG risk register describes additional financial risks which are

monitored on an on‐going basis.
Finance/ resource implications:

YTD surplus is £3,253k; forecast is £6,505k as per plan. However there are
both risks and opportunities to this position which are detailed in the paper.

Finance Report
Month 6
2014/15
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1. Executive Summary


Key financial headline position

Annual budget
£000
Surplus





Forecast Out
Turn (FOT)
£000

6,505

6,505

Managing within overall resource

475,656

469,151

Managing running cost allowance

8,560

7,955

Activity Data Available Month
Mid Yorkshire Hospitals NHS Trust

‐

Month 4 Freeze Month 5 Flex

Other NHS Trusts

‐

Month 5 Trading Reports where available

Quality, Innovation, Productivity and Prevention (QIPP)
Year to date shows an achievement of £6.3m against a phased budget of £6m. Forecast £14m,
however £3.5m of the forecast is non‐recurrent.



Non‐Recurrent
Funding allocated and schemes identified were originally £18.9m, in month 5 the CCG has
received an allocation of £2.5m which is 66% of the Referral to Treatment Standards (RTT 18
weeks) funding. The funding now equates to £21.3m. The actual costs to date are £8.2m.
The CCG is still awaiting the remaining £1.4m for RTT and £2.6m for Operational Resilience.



Overall position
Acute
Mid Yorkshire Hospitals NHS Trust (MYHT) position shows an under‐trade of £663k.
This includes risk share adjustments and penalties.
The over‐trade on Leeds Teaching Hospitals NHS Trust (LTHT) is £850k. The over‐trade relates to
elective £300k, non‐elective £300k and critical care £200k. However there are large under‐trades
in these areas on other NHS contracts including Sheffield Teaching Hospitals Foundation Trust
(STHFT) and Doncaster and Bassetlaw Foundation Trust.
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Yorkshire Ambulance Services (YAS)
YAS 999 is over‐trading by £115k (1.9%). This is due to an increase in demand. The West
Yorkshire Contract Management Board is investigating the reasons for the increase. There is also
an increase in demand on the 111 (3.1%) service which appears to have a direct impact on YAS
calls.



Continuing Care
Childrens and Adults Continuing Care is overtrading by £217k. From 1st April 2014 patients
were able to request a Personal Health Budget (PHB). The expenditure to date on Adults
PHBs is £158k.
The position on Adults Continuing Care is being closely monitored as the number of patients
eligible for a package of care continues to increase.
With the introduction of PHBs and Education, Health and Care packages for children,
patients can choose to have their funding distributed and care delivered in the way they
choose.
A project is currently being completed which is reviewing the decision making and
governance procedures within Children Complex Care to ensure that a quality service is still
delivered. This will also ensure a seamless transfer between services.



Mental Health
There is a small over‐trade on Leeds and York Partnership Foundation Trust cost per case
contract. All other Mental Health contracts are block and therefore breakeven.



Running Costs
There is an under‐spend of £412k to date which includes £200k identified as QIPP from savings
to date on NHS Property Services (NHSPS) costs. The remainder is made up of underspends on
pay and small non‐pay areas.



Risks
A detailed analysis of risks and opportunities is included in section 8.
The main risks are:







Over‐trades on acute contracts
Paediatric Insulin Pumps funding
Additional charges from NHSPS
Under achievement of QIPP
Increased costs of continuing health care packages
Data collection associated with Charge Exempt Overseas Visitors
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2. Finance and Activity Dashboards & Trends
NHS Wakefield CCG key financial performance indicators are detailed below:

Financial Performance
No.

Indicator

RAG Measure

Green: >= 2% Amber/Green: 1‐1.99%
Amber Red: 0‐0.99% Red: <0%
Surplus ‐ year to date performance
Green: <= 0.1% Amber/Green:
2
(variance to plan as % of allocation) <=0.25% Amber/Red: <0.5% Red:
Surplus ‐ Full year (forecast variance
Green: <= 0.1% Amber/Green:
3
to plan as % of allocation)
<=0.25% Amber/Red: <0.5% Red:

1

Underlying recurrent surplus

4

Management of 2.5% NR funds
within agreed processes

5

QIPP ‐ year to date delivery

6a

QIPP ‐ full year in‐year forecast

6b

Recurring full year QIPP delivery

7

8
9

10

11

12

Green=Yes Red=No
Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan
Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan
Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan

Green: <101% of plan Amber/Green:
Activity trends ‐ year to date
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
Green: <101% of plan Amber/Green:
Activity trends ‐ full year forecast <102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
Running costs
Green: <= RCA Red: >RCA
Green: Indicator met in full
Amber/Green: Indicator partially met
Clear identification of risks against
limited uncovered risk Amber/Red:
financial delivery and mitigations
Indicator partially met material
uncovered risk Red: Indicator not met
Assessment of internal and external
audit opinion and on timeliness and Based on assessment of returns
quality of returns
Balance sheet indicators including
performance against planned cash
limit and BPPC performance.

BPPC: Green 95% of invoices to be
paid within 30 days
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RAG ‐
Month
6 5 4

Value
Exit level >2% of total CCG
allocation
Variance to Plan marginally
favourable at Month 6
Variance to Plan = 0 estimated at
Month 6
YTD spend of £4.4m on‐going
submission against monitoring
returns to NHSE
Phased QIPP plan YTD £5.8m.
Achievement £6.3m YTD
QIPP plan £14m. FOT £14m incl NR
£3.5m
Forecast full year recurrent
achievement £10.5m against £14m
target
3 % overtrade on MYHT month 4
activity
As above
£412k underspend to date
All risks identified with value and
mitigation
No matters arising as part of year‐
end audit regarding quality or
timeliness
Cash at bank: £89k held at 30th
September. BPPC: 97% of invoices
paid by number and 95% paid by
value.

NHS Wakefield CCG is notified of its allocation from NHS England (NHSE) prior to the start of the
year. Adjustments to allocations can be made throughout the year. In 2014/15 allocations received
are details below:
Anticipated future adjustments are for Angel Lodge asylum seekers, RTT, System Resilience Group
and other services where there is an overlap with specialist services which was not adjusted
recurrently in the baseline e.g. vascular services.
To reflect the revised commissioning arrangements, whereby Walk in Centre provision is contracted
by the CCG from 1st June 2014, £1,056k for King Street Walk in Centre was transferred to the CCG in
month 5 2014. This is the full year value and was adjusted in month 6 to reflect the actual months
charged to the CCG.
Nationally, assessment is made regarding estimated values of Charge Exempt Overseas Visitors
(CEOV) patients in Wakefield. This has been estimated at £403k and the CCG is in discussion with
MYHT to ensure appropriate data collection and charging management are in place in regard to this
issue.

Total
14/15 Opening Programme Allocations
14/15 Running Cost Allocation
14/15 Non‐recurrent b/f surplus
Total Allocation at 30th April and 31st May 2014
GP IT allocation
Total Available Resources 30th June 2014
Offender Health
Total Available Resources 31st July 2014
Referral to Treatment
King Street Walk in Centre
Harrogate Contract ( Duchy )
Cytology
‐
Total Available Resources 31st August 2014
2 mths King Street Walk in Centre
‐
14/15 CEOV and non‐rechargable services
‐
Total Available Resources 30th September 2014
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457,483
8,560
5,505
471,548
905
472,453
544
472,997
2,466
1,056
50
334
476,235
176
403
475,656

Provider

Mental Health
Mid Yorkshire Hospitals
Other NHS Providers
Other Acute including AQP
Prescribing
Primary Care and Out of Hours
Continuing Care & Free Nursing Care
Community Services
Other
GP IT
QIPP
Contingency
Non Recurrent resources
Programme Allocation ( Exc Planned Surplus )
Running Costs
Total

14/15 Surplus
Total Allocation

Opening
Budget
Change in Forecast Change in
Annual Budget to Expenditure Variance
agreed by Change
Variance year end forecast year
Budget Date
to Date
to date
Governing
to Date Variance end Variance
Body
£'000
£'000 £'000 £'000
38,521 3,755 42,275 21,138
220,311 ‐11,381 208,930 104,465
40,460
‐140 40,319 20,160
18,397
343 18,740 9,370
63,585 ‐2,000 61,585 30,793
4,267
2,845 7,112 3,556
28,762
‐546 28,216 14,108
27,140 4,684 31,824 15,912
8,791
673 9,464 4,732
0
905
905
453
‐14,000 12,071 ‐1,929 ‐965
2,380
0
2,380 1,190
18,869 ‐8,100 10,769 5,385
457,483 3,108 460,591 230,296
8,560
0
8,560 4,280
466,043 3,108 469,151 234,576

£'000
21,190
103,802
20,665
10,325
30,736
3,524
14,325
15,938
4,761
453
‐764
1,190
4,564
230,708
3,868
234,576

£'000
52
‐663
505
955
‐56
‐32
217
26
29
0
201
0
‐821
412
‐412
0


















£'000
127
‐1,203
275
756
‐112
‐30
387
6
0
0
400
0
0
605
‐605
0


















5,505
471,548

0
234,576

‐3,253
‐3,253




‐6,505
‐6,505




1,000 6,505 3,253
4,108 475,656 237,828

An analysis of the high level budget headings and financial performance is provided in the table
below:
Mid‐Yorkshire Hospitals Trust (MYHT)
The position to date is based on month 4 freeze data with an assessment of month 5 flex data.
The quarter 1 reconciliation has been finalised and shows a net under‐trade. This is made up of
activity undertrades, best practice tariff adjustments, challenges, penalties and risk share
adjustments
Other NHS Trusts
The month 5 trading report shows levels of activity in critical care and non‐elective at LTHT as much
higher than anticipated. In critical care this is due to long stay patients. However in recent months
the increased critical care costs have reduced however there are large over‐trades on non‐elective
and elective activity.
The Commissioning Support Unit (CSU) will be undertaking an exercise to look at referral patterns at
LTHT.
There are currently under‐trades on STHFT which relates to elective inpatients and critical care.
Barnsley Foundation Trust is under‐trading on Ear, Nose and Throat and General Medicine.
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Doncaster and Bassetlaw Foundation Trust is under‐trading on non‐elective. There are other minor
under trades on other lines.
AQP (Any Qualified Provider)
This year the CCG awarded AQP contracts on Endoscopy and Ophthalmic services. In previous years
AQP contracts were set up for Ultrasound, Audiology and MRI. There are currently over‐spends on
the AQP contracts. The CCG are investigating this cost shift to understand whether activity has
decreased within NHS trusts for these services. An AQP in respect of Cataracts have recently been
advertised.
Prescribing
Data has been received for month 4. Using this data and applying profiles published by NHS Business
Service Authority (NHSBSA) the position to date is overtrading. This is a large shift from last month
when the forecast position was an undertrade.
Using 13/14 expenditure information against 14/15 the CCG level of growth is at +0.3 %. This has
increased since month 3 when the growth was ‐0.2%.
The budgets were uplifted by 6% and then £2m QIPP applied giving a net position of 2.75%
Continuing Care
The position at month 6 is overspending by 1.5%. This is forecast to continue.
There have been many changes in the last financial year within the function of Continuing Care for
both Adults and Children.


Adults

Adults have had the right to request and receive a PHB from 1st April 2014. This would mean that a
patient would receive the funds directly and then have a choice in how they manage their care
package. The CCG may see a difference in how care is delivered as the patients may make the choice
to purchase a service that suits their needs but may not be what the CCG had previously provided.
The choice to move to a PHB will provide intelligence for the CCG for future commissioning
considerations.
The CCG are now seeing an increase in patients exercising this option and this will increase in future
years.
In May 14 the Continuing Care administration and clinical team were transferred to the CSU. The
transfer will see improved processes for implementing quality and efficiencies in how packages are
assessed.
As part of this transfer to the CSU there will be a complete service redesign which will consider
sophistication of the process for assessment and also building in a risk share agreement that will
drive service and cost efficiencies.


Children

From 1st April 2014 patients had a right to request a PHB and from 1st October have the right to
receive a PHB. There will also be children who will require educational, social and health support.
Page 8 of 18

The introduction of Education Health and Care (EHC) packages from 1st October will bring together
Health and Local Authorities to provide a seamless care package for children.
The CCG are in the process of assessing the services that may be impacted upon as a result of a
patient choosing a PHB.
As there are many changes in how children’s care packages are delivered and assessed, a project is
currently being completed which will review the decision making and governance arrangements.
This is ensure that a robust process is implemented that will ensure that the quality or care delivered
is not affected by the changes.
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3. Key Focus Area – Programme Budgeting Return
NHS England requires CCG’s to submit an annual Programme Budgeting return.
Programme Budgeting uses the published annual accounts expenditure presented in a variety of
care settings aligned to 23 Programme Categories.
A total expenditure return and a more detailed mental health return were required.
Submission is based on CCG expenditure for 2013/14. Draft submission date was 26th September.
The final submission date was 31st October
Methodology
The format is mandated by NHSE. The CSU Business Intelligence team produced tariff cost
information from provider activity data. This was mapped to the programme categories using tables
published by NHSE. NHSBSA produced a report which mapped GP Prescribing expenditure to the 23
categories. Local assumptions were made in remaining areas.
A sense check benchmark was completed which highlighted that the CCG was on target in many
areas. In some areas the CCG was above or below the benchmark.
Clinical and Commissioning Overview
The first draft and the sense check benchmark highlighted areas that will need to be reviewed
before final submission. By engaging clinical leads and commissioners in reviewing the results before
final submission will ensure that the return reflects the business of the CCG.
The exercise is an excellent tool to benchmark against the CCG’s strategic commissioning priorities.
The information could also be used alongside other areas such as quality and investment.
The process has highlighted factors that need to be considered during the commissioning cycle.
Data quality and collection are key to producing a quality return. The return should not be viewed as
a purely financial submission but also as commissioning decision making tool.
Sense Check
Sense checking shows that the CCG is within the expenditure parameters in many areas such as
Asthma, Mental Health and Cancer.
The CCG is showing higher than average expenditure on problems of the respiratory system,
problems of the gastro intestinal system and problems of the musculoskeletal system.
The CCG is showing lower than average expenditure on problems of the genito urinary system and
problems of the skin. However these areas of low expenditure are only slightly lower than average.
Future Considerations
The CCG will now review how data is requested and collected. Granularity of data will provide
intelligence and provide a high quality return.
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4. Running Costs
The CCG are showing an under‐spend of £412k with year‐end forecast of £605k. £200k has been
identified as QIPP from savings on NHSPS. The remainder is made up of underspends on pay other minor
non‐pay underspends.

5. Quality, Innovation, Productivity and Prevention (QIPP)
QIPP is over achieving to date however it is important to point out that £3.5m of the achieved
forecast out‐turn value is non‐recurrent.
The table below shows the value of each RAG rated category.

RAG
Red
Amber
Green
Total

£ 000's
4,675
1,325
8,000
14,000

The Interim Director of Strategic Projects will be completing a thorough review of the QIPP
processes and scheme achievements.

Page 13 of 18

QIPP Achievement 2014 / 15

Total
£ 000's

Target QIPP Schemes

Phased Budget
£ 000's

YTD
£ 000's

2014 / 2015
FOT
£ 000's

Variance
£ 000's

RAG
£ 000's

2015 / 16 Planned
Recurrent Savings
£ 000's

Budget Holder

Planned Care
Improving outcomes, reducing variation & demand
ENT service / pathway transformation
Urology Service pathway transformation
Gynaecology service / pathway transformation

Linda Driver
Linda Driver
Linda Driver

Gastroenterology ‐ redesign FCP testing pathways
Opthalmology ‐ Single Point of Access
Dermatology ‐ utilisation of pathway
Community cardiology pathway redesign
Capita Report coding
Continuing Healthcare
Risk Sharingre : outpatients

0
28
0
108
171
0
0

50 Red
65 Red
75 Red
350 Amber
225 Amber
170 Amber
80 Amber
2,400 Green
500 Green
560 Green

350
225
170
80
2,400
500
560

0
920
0

‐59
0
‐56

210 Red
1,840 Green
200 Red

210
1,840
200

202
25

200
24

‐2
‐1

400 Green
50 Green

400
50

2,000
500
50

1,000
250
14

1,000
0
0

0
‐250
‐14

2,000 Amber
500 Red
50 Red

2,000
500
50

500
250

240
‐

0
113

‐240
113

500 Amber
250 Green

500
250

50
65
75

14
33
21

0
0
0

‐14
‐33
‐21

Linda Driver
Linda Driver
Linda Driver
Linda Driver
Matt England
Rosemary Davison
Matt England

350
225
170
80
2,400
500
560

175
113
85
22
1,082
250
280

175
140
85
130
1,253
250
280

Jenny Feeley
Matt England
Jenny Feeley

210
1,840
200

59
920
56

400
50

50
65
75

Urgent Care
Patient Transport Transformation
Risk Share arrangements
Conveyance review with YAS

Corporate
Running costs reduction for 15/16
Review contributions to posts at other Organisations

Andrew Pepper / Jo Pollard
Andrew Pepper / Jo Pollard

Primary Care
Manage inflation through initiatives in primary care
Management of excluded drugs arrangement
Review of diagnostics

Joanne Fitzpatrick
Joanne Fitzpatrick
Linda Driver

Mental Health
Mental Health services transformation Scheme
Aligning funding to service utilisation
Service improvements of inpatient & rehab services
Productivity review of clinical psychology for adults of a
working age

sub total identified QIPP
Restriction of non‐recurrent investment (formerly unidentified
QIPP)

Michele Ezro
Michele Ezro
Linda Driver

0

0

10,475

10,475

4,840

4,570 ‐

271

3,525

1,000

1,763

763

14,000

5,840

6,332

492
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3,525 Red
14,000

‐

10,475

0
10,475

6. Non‐Recurrent Funding Resource
The CCG has received an additional allocation of £2,466k to support RTT Standards which is 66% of
the £3,886k anticipated allocations. The CCG are still anticipating £2,486k for Operational Resilience.
These two elements are not in the table below.

SUMMARY OF NON‐RECURRENT SOURCES AND APPLICATION OF FUNDS

Project Lead

Mandy Sheffield
Liz Blythe
Gill Day
Lisa Candler
Greg Connor
Jo Webster
Michelle Ashbridge
Michelle Ashbridge
Jenny Feeley
Jenny Feeley
Andrew Pepper
Andrew Pepper
Andrew Pepper
Andrew Pepper
Laura Elliott
Jo Webster
Ruth Unwin
Anthony Sadler
Michele Ezro
Greg Connor

Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Jenny Feeley
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Helen Childs
Michele Ezro
Michele Ezro
Michele Ezro
Andrew Pepper

Andrew Pepper
Simon Rowe

Sally Bell

Project and Source of Funding
1.5% Non‐recurrent
Multi Agency Safeguarding Hub (MASH)
Outwood 7 day a week opening
Podiatry MYHT Contract
Community Respiratory Services
Network Development Framework
Additional Clinical Advisors (support)
Wakefield & Pontefract Rapid Intervention Service (Hospices)
Electronic Palliative Care Coordination System (EPaCCS)
Emergency Care Investment (GP Urgents 365)
Walk‐in‐Centre additional funding
Contract NR ‐ MYHT
Reconfiguration Transitional Costs
CHC legacy Support risk share
Programme Management Office
MYHT Urinary Catheter Training
Strategic Programme Work
Communications & Engagement
Supporting the Third Sector
Health & inequalities
Co‐Commissioning Support
sub total 1.5% Non Recurrent
Call to Action 1%
Roll out of Integrated Care Teams by Network
Proof of Concept Network 1,2 & 6) followed by Networks 3,4,5 & 7
Integration and Health & Wellbeing with WMDC
Nursing Home Support ( Network 3 )
N3 and N5 Primary Care approach to residential care
Altogether Better
Network 2 ‐KAFKA
Social Prescribing
CC2H Project Support
Wakefield Demand & Capacity Model
Connected Care Investment
Urgent Care Practitioners
Service Improvement Team
Non‐Elective Re‐admissions
Gateway to Care
Optimisation of Systm‐one
GP Transport Service (Take home & Tuck up)
Emergency Threshold adjustment
Early Support Discharge
Care Closer to Home (CC2H) sub‐total
Mental Health ‐Liaison Psychiatry
Mental Health ‐ Support funding
Mental Health ‐ Various other business cases
MYHT Reserve
sub total Call to Action 1% and CC2H
Emergency Threshold adjustment
Winter Pressures: MYHT
Winter Pressures: Other
sub total Emergency Threshold Adjustment
Operational Resilience
RTT ‐ 66% of Allocation
sub total Operational Resilience

Annual
Budget
£ 000's

Movement

115
20
52
33
1,992
0
444
26
300
0
226
1,000
1,778
600
10
0
0
0
0
0
6,596

0
0
0
0
0
50
0
0
0
297
(26)
0
0
0
0
152
100
70
76
40
759
0

115
20
52
33
1,992
50
444
26
300
297
200
1,000
1,778
600
10
152
100
70
76
40
7,355

52
0
25
14
724
0
222
13
0
297
100
0
889
300
10
63
0
0
38
0
2,747

115
20
52
33
1,992
50
444
26
280
297
200
1,000
1,778
600
10
152
100
70
76
40
7,335

2,404

(1,425)

979

156

979

0

0 (1,600)
53
53
51
51
50
50
25
25
35
35
148
148
64
64
1,334
1,334
0
300
0
161
0
0
200
0
200
0
200
0
(335)
0
0
2,200
0
336
164
214
(164)
450
0
2,568
0
5,768
0
0
500
0
500
0
1,000
0
2,466
2,466
2,466
2,466
0
0
0
1,000
(759)
221
0
3,525
(759) 4,746
2,466 21,335

0
0
0
0
0
0
0
0
0
0
0

0
53

1,600
0

50
25
35
148
64
0
300
161

0
0
0
0
0
(1,334)
0
0

0
0
0

100
170
144

(100)
(30)
(56)

0
156
168
84
5
1,284
1,697

0
2,229
336
214
450
2,568
5,797

250
0
250

500
0
500

1,284
1,284

1,966
1,966

0
80
0
0
0
0
80
0
0
(500)
(500)
0
(500)
(500)
0
0
0
(221)
0
(221)
(1,161)

(1,600)
0
0
0
0
0
0
0
0
300
161
200
200
200
335
2,200
336
50
614
2,568
5,768
500
500
1,000
0
0

Other
To allocation surplus
Surplus drawdown
Allocation to QIPP
sub total Other
Total Funding
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Revised Spend
FOT Variance
Budget todate
£ 000's £ 000's

1,000
980
3,525
5,505
18,869

499 1,000
0
0
1,763 3,525
2,262 4,525
8,240 20,123

0
0
0
0
0
0
0
0
(20)
0
0
0
0
0
0
0
0
0
0
0
(20)
0

7. Better Payment Practice Code (BPPC)
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 6 is shown below:
Month 06 2014/15 ‐ 30th September 2014
Non NHS Creditors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target
NHS Creditors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target

Number

£000's

915
889
97%

4,793
4,744
99%

206
193
94%

27,296
25,685
94%

An action plan to improve the BPPC has been produced and is being monitored closely.
The plan covers the whole invoice approval process and looks at implementing improvements at
each stage. A further briefing will be delivered at October team brief which will help staff
understand their responsibilities in achieving the BPPC target of 95%
It is worth noting that the CCG has a relatively small volume of high value NHS invoices, so the
number percentage is affected adversely much more than the value percentage as can be seen in
the above table.

8. Shared Business Services Balance Sheet Control Report
The CCG receives a monthly balance sheet control account report from NHS SBS (Shared Business
Service). This has been Red/Amber/Green (RAG) rated as green up to Month 5. This provides
additional external assurances of control processes. The month 6 report is not yet available.
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9. Risks and Opportunities
Key risks and mitigations are outlined in the table below.
Risks and opportunities are constantly under review and the current net headroom position at
month 6 is zero.

Item
Risks
General Contract Stances
Paediatric Insulin Pumps
Continuing Healthcare Overtrade and impact of
Personal Health Budgets

Gross
£m

%

Possible
£m

Mitigation

1.00
0.50

50%
75%

0.50 Contract Monitoring
0.38 Responsibility of NHSE

1.30

25%

0.33

QIPP Red RAG

1.10

100%

QIPP Amber RAG

1.30

25%

0.90

50%

0.40
6.50

50%

NHS Property Services
Charge Exempt Overseas Visitors ( CEOV )

Item

Gross
£m

%

Budget funded at out‐turn plus 3%

Relates to QIPP slippage and under
1.10 achievement
Relates to QIPP slippage and under
0.33 achievement
Currently working with NHS PS regarding
0.45 potential risks
In liaison with MHHT regarding counting and
0.20 costing
3.28
Possible
£m

Mitigation

Opportunities

Contingency
Non recurrent headroom

2.38
1.20
3.58

(Headroom)/Shortfall

2.92

100%
75%
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Other opportunities include quality premium
and partnership with LA in accessing
2.38 resources
0.90
3.28
(0.00)

10. Capital Bids
The CCG was successful in the bidding of one proposal of £132k for the General Practice Information
Technology (GPIT) refresh programme. These items will be purchased via the CSU, and the
ownership will lie with NHSE.
The CCG’s successful £30k bid for minor works in White Rose House, as reported last month, has
funded building enhancements for staff and visitors.

11. Statement of Financial Position and 2014/15
NHSE updated CCG ledgers on early October, to reflect the 2013/14 year end rollover, and the CCG is
currently assessing this with the aim of reporting in the future on the Statement of Financial Position
(formerly known as the Balance Sheet).

12. Future Finance Work Streams and activities
The Programme Budgeting Collection using 2013/14 information was submitted in draft form on 26th
September. A fully completed and validated return was submitted on 31st October 2014.
Other major projects being undertaken by Finance include








6 month Agreement of Balances exercise
Assessment of charges for Overseas Visitors
Assessment of outstanding restitution claims
Reconciliation of financing flows in relation to clarified commissioning responsibilities e.g.
Cytology
National Fraud Initiative exercise
Final PCT legacy balances clear down
Close out from recent HMRC VAT inspection

13. Recommendation
Members are asked to receive and note the contents of the report.

Karen Parkin,
Associate Director of Finance, Governance and Contracting
05 November 2014
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Governing Body

Date of Meeting:

11 November 2014

Paper Title:

Committee Terms of Reference Review

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this
Decision  Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Katherine Bryant, Governance and Board Secretary
Responsible Clinical Lead:

Not applicable

Responsible Governing
Board Executive Lead:
Recommendation :

Andrew Pepper, Chief Finance Officer

Members of the committee are invited to consider and approve proposed amendments to the:
i. Integrated Governance Committee terms of reference;
ii. Clinical Cabinet terms of reference;
iii. Audit Committee terms of reference;
iv. Remuneration Committee terms of reference.
Executive Summary:
It is good governance practice for committee terms of reference to be reviewed on a regular basis, this will help
to ensure that they are up‐to‐date and fit for purpose.
In July 2014 NHS England confirmed approval for changes to the CCG’s constitution; this included the removal of
the committee terms of reference and appendices. The change has provided the Governing Body with flexibility
to amend and update the terms of reference (without reference to NHS England).
During September and October 2014 each of the Governing Body’s committee has considered and reviewed
their terms of reference. The updated terms of reference are included as appendices to this report. Tracked
changes versions of the terms of reference are available upon request.
Link to overarching principles
from the strategic plan:

Outcome of Equality Impact
Assessment:
Outline public engagement:
Assurance departments/
organisations who will be
affected have been consulted:

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











None required.
Not applicable.
All Committees have been consulted about their terms of reference during
September and October 2014.

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

Terms of reference were approved by the Governing Body in April 2014
when NHS Wakefield CCG was first established.
Appendices:
A: Terms of Reference for Integrated Governance Committee including
proposed amendments
B: Terms of Reference for Clinical Cabinet including proposed amendments;
C: Terms of Reference for Audit Committee including proposed amendments;
D: Terms of Reference for Remuneration Committee including proposed
amendments.
Copies including full tracked changes are available upon request.

Risk Assessment:

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

Finance/ resource implications:

None identified.

Appendix A

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

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

Relationship and
reporting

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

The purpose of the committee is to:




Responsibilities

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

Risk Management
 oversee the development and maintenance of assurance and risk
management systems and processes
 maintain an up to date risk profile by reviewing all significant risks to
the achievement of the CCG’s objectives through the development of
an Assurance Framework
 ensure sound systems of internal control are in place and report on
these to the Audit Committee and Governing Body
 promote standards of health, safety and welfare across the CCG,
ensuring compliance with the Health and Safety at Work Act 1974 and
other relevant statutory provisions.
Quality and patient safety
 review the effectiveness of quality governance arrangements to
ensure that the health care commissioned by the CCG fully reflects all
elements of quality (patient experience, effectiveness and patient
safety)
 have oversight of the process and compliance issues concerning
serious incidents (SIs); independent investigations and Never Events.
 ensure that services are commissioned from providers registered with
the Care Quality Commission, with systems in place to highlight any
conditions of registration and outcomes from planned or
unannounced inspections
 seek assurance that health care providers are delivering acceptable
standards of safe care, and have effective mechanisms in place to
monitor patient experience and quality of care
 provide assurance that the CCG is fulfilling it statutory duties regarding
complaints and that incident and claim reporting, together with the
dissemination of alert procedures is undertaken effectively
 seek assurance that arrangements are in place across commissioned
health care to prevent and control infection in line with the Hygiene
Code, and that risks associated with infection prevention are
highlighted and being managed appropriately both strategically and
operationally
 oversee the work of the Public Involvement and Patient Experience
Committee (PIPEC)
2
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receive minutes from provider‐specific Quality Board meetings and to
ensure systems are in place for appropriate follow‐up actions.
ensure a clear escalation process, including appropriate trigger points,
is in place to enable appropriate engagement of external bodies on
areas of concern.
ensure arrangements in place to assist and support NHS England to
secure continuous improvement in the quality of primary medical
services.

Safeguarding
 ensure appropriate systems and procedures are in place for
safeguarding adults and children, both within the CCG and services
commissioned by the CCG;
 review the learning and outcomes of any safeguarding inspections
 receive minutes of the safeguarding children and safeguarding adults
Boards and to ensure systems are in place for appropriate follow‐up
actions.
Finance and efficiency
 ensure robust systems and policies are in place to underpin the
integrity of the CCG’s financial statements, achievement of internal
and external reporting requirements and statutory financial duties;
 monitor compliance with Standing Orders and financial procedures
and policies, reporting areas of non‐compliance to the Audit
Committee;
 review performance against the CCG’s financial plans, ensuring
management action is taken to mitigate risks to the achievement of
objectives and that risks are appropriately reported within the risk
management/assurance framework approach;
 oversee the work of any sub‐groups;
 provide a forum to evaluate requirements and advise Governing Body
on committing resources to respond to performance issues.
Information governance
 seek assurance that effective arrangements are in place for
Information Governance, ensuring that any risks are appropriately
managed and reported within the risk management/assurance
framework approach.
 seek assurance that resources and systems are in place to support the
delivery of the Information Governance Toolkit and to receive an
exception report on any significant risks or gaps in compliance;
 ensure that the Senior Information Risk Owner (SIRO) takes ownership
of the CCG’s information risk policy and information risk management;
 approve Information Governance policies.
 provide assurance that the CCG is fulfilling all statutory duties
regarding the Freedom of Information Act.
Performance, contracting and activity
 ensure systems are in place for the review of progress and
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achievement of key national, regional and local targets for service
improvement, with a particular focus on specified ‘must dos’ such as
the NHS Outcomes Framework;
seek assurance on the achievement of outcomes and targets agreed
with external partner organisations ;
ensure risk assessment, mitigation and reporting processes are in
place to identify pressures within the whole system and how these
affect contracts and performance as well as opportunities to further
improve performance;
provide challenge in setting ambitious targets for service
improvement and embedding improvement opportunities and
initiatives;
ensure systems are in place to manage risk and variation in
performance, ensuring plans are put in place and monitored to
address the achievement of performance targets and objectives;
ensure that areas of good practice are identified and embedded along
with other benchmarking tools;
ensure that variance against target performance levels is reflected in
the Governing Body’s risk management processes and reporting;
receive minutes from provider‐specific Contract Board meetings and
to ensure systems are in place for appropriate follow‐up actions;
provide assurance to the Governing Body on the content of the
Performance Report and oversee its continued development.

Workforce
 have oversight of local workforce planning;
 provide any workforce‐related reports as required to the Governing
Body;
 monitor the Whistleblowing policy, including considering on an annual
basis a record of all issues raised under the policy at the formal stage;
 approve Human Resources policies.
Equality and diversity
 develop and publish an Equality Strategy and objectives which sets out
how NHS Wakefield CCG intends to discharge this duty, reviewing
them at least every four years;
 ensure annual reporting on equality assurance to the Governing Body;
 monitor progress of delivery of the public sector equality duty;
 seek assurance that relevant equality information is published
annually demonstrating due regard to the general duty of the Equality
Act 2010;
 seek assurance on the implementation of the Equality Delivery System
framework to improve equality performance.
Emergency Preparedness
 seek assurance on the effectiveness of organisational arrangements
for business continuity and emergency planning.
Research
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ensure that the CCG promotes research and the use of evidence
obtained from research
seek assurance that effective arrangements are in place to support the
promotion of research, the use of research and management of
intellectual property.

Individual Funding requests (IFRs)
 seek assurance that effective arrangements are in place to manage
requests for an individual to receive a health care intervention that is
not routinely commissioned by the CCG (referred to as individual
funding requests).
 ensure that the CCG has a an effective Policy for Individual Funding
Requests in place.
Continuing Healthcare
 ensure that the CCG complies with regulations which establish the
procedure for assessment and provision of NHS Continuing Healthcare
Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements are in place
to manage requests for NHS Continuing Healthcare Funded Nursing
Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in place to
arrange for the provision of after care for persons previously detained
under the Mental Health Act, at the time that they cease to be
detained.
Emergency Preparedness
 ensure that the CCG has taken appropriate steps to secure that it is
properly prepared for dealing with relevant emergencies.
Procurement
 ensure robust and transparent decision making (including equitable
treatment of all parties) regarding procurement of services, to ensure
all decisions are robust and stand up to challenge or scrutiny;
 agreed optimal tender routes and procurement method when
commissioning services.
 approve associated processes, strategies and policies.
Other Duties
 the committee will agree an annual work plan to ensure that it covers
all the duties above. The committee will also contribute to the
Governing Body’s annual self assessment.
 as appropriate, the committee support development and monitoring
of the CCG’s Strategic Plan and supporting annual delivery plan.
 the committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

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








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

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

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

Chair

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

Quoracy

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

Frequency of
meetings

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

Frequency of
attendance

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

Sub‐Committees /
Groups

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

Conduct

Members of the committee and those in attendance at meetings will abide by
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the ‘Principles of Public Life’ and the NHS Code of Conduct, and the Standards
for members of NHS boards and governing bodies, Citizen’s Charter and Code
of Practice on Access to Government Information.

All members will have due regard to, and operate within, the prime financial
policies, standing orders, the constitution and other policies and procedures of
NHS Wakefield CCG.
Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest.
All declarations of interest will be minuted.

Administration

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






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

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date agreed
Review date and
monitoring

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

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

Relationship and
reporting

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

Role and function

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

Responsibilities

Service Transformation and Commissioning
 approve proposals for service transformation, pathway redesign and
commissioning business cases:
 ensure that the business justification for transformation projects are clearly
quantified;
 support effective commissioning to ensure national and local priorities are
delivered in the most effective way;
 ensure strong clinical leadership, clinical involvement and influence informs
key work streams and commissioning decisions;
 champion patient‐focused services, reduction of local health inequalities,
health promotion and patient and public involvement ;
 take an holistic view of commissioning, ensuring key links between CCG
business, and recognising interdependencies with the wider health economy;
 facilitate dialogue with clinicians across primary and secondary care that
promotes multi‐professional engagement and collaborative working towards
1
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better patient care;
ensure that where appropriate arrangements are in place to offer patients
choice of healthcare providers;
seek assurance that the service transformation work streams fully reflect
elements of quality (effectiveness, safety and experience) are in‐line with
national and local priorities and will lead to improved outcomes;
encourage innovative thinking, developing new approaches and improved
mechanisms for integrated working;
ensure necessary resources are allocated to enable implementation of
transformation programmes and projects;
ensure that equality and diversity is appropriate feature of the commissioning
intentions of NHS Wakefield CCG, mindful of groups with, or associated with,
protected characteristics.

Strategy
 influence and support the strategic vision and direction for commissioning of
NHS Wakefield CCGNHS Wakefield CCG;
 provide overall strategic direction and guidance on the planning and delivery
of service development and transformation programmes and associated work
streams across NHS Wakefield CCG based on local need, national frameworks
and guidance, good practice evidence and performance targets;
 resolve strategic and directional issues and ensure continued alignment of the
transformational programmes and associated projects with strategic
objectives;
Medicines Optimisation
 approve commissioning policy recommendations on the use of medicines
based on proven clinical outcomes, affordability, and value for money;
QIPP
 ensure initiatives are in place to support the development of Quality,
Improvement, Productivity and Prevention (QIPP) through embedding clinical
advice, support and leadership into key commissioning work streams and
interlinking portfolio working across the organisation.
Membership

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









Chair of the Committee (the Assistant Clinical Leader);
Vice Chair of the Committee (the Lay member with responsibility for patient
and public participation matters);
All elected GP members of the Governing Body;
Practice Nurse representative;
Practice Manager representative;
Chief Finance Officer; and
Chief of Service Delivery and Quality.
2
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All members of the Committee have one vote. In the event of a tied vote the
Chair will hold a second and casting vote.
The Chair of the Clinical Cabinet may invite other officers to attend as required.
In attendance







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

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

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

Quoracy

The Clinical Cabinet will be quorate for decision making if one third of the
members are present; this will include at least four elected GP members of the
Governing Body and either the Chief Finance Officer or the Chief of Service
Delivery and Quality.

Frequency of
meetings

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

Sub‐Committees /
Groups

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

Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with NHS
Wakefield CCG’s policies / procedures for handling conflicts of interest .
All declarations of interest will be minuted.
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Administration

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

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date Agreed

TBC

Review Date and
Monitoring

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

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

Relationship and
reporting

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


the completeness and embeddedness of risk management within the
CCG



the integration of governance arrangements



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



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

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
Role and function
The role of the committee is to review and provide assurance on the adequacy
and effective operation of the overall internal control system for the CCG.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
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The work of the committee will be flexible to new and emerging priorities and
risks.
Responsibilities

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









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

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



the wording in the governance statement and other disclosures
relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices and
2
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estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances;
qualitative aspects of financial reporting.

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










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

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


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



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



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

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

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




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

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



Chief Finance Officer;
5
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Chair

 Chief of Service Delivery and Quality;
 Heads of Service, as appropriate;
 Internal Audit Manager;
 External Audit representative;
 Local Counter Fraud specialist.
The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Vice Chair will be
the nominated lay member who is also the Deputy Chair of the Governing
Body.

Quoracy

The Audit Committee shall be quorate if at least three members shall be
present.

Frequency of
meetings

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

Frequency of
attendance

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

Conduct

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

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest .
All declarations of interest will be minuted.

Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of the
meeting are taken and provide appropriate support to the Chair and
committee members.
Duties will include: ‐
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
6
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meeting for agenda and papers and no later than 5 working day after a
meeting for distribution of minutes;
record of matters arising, issues to be carried forward;
help the Chair prepare reports to the Governing Body;
advise the the Committee on pertinent issues/ areas of interest/policy
developments;
ensure that action points are taken forward between meetings;
maintain records of members’ appointments and renewal dates;
ensure that Committee members receive the development and
training they need.

Urgent matters
arising between
meetings

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

Monitoring of
compliance

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

Date agreed
Review date and
monitoring

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

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) resolves to establish a committee of the Governing Body to be
known as the Remuneration Committee.
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Remuneration Committee are set
out in these terms of reference. The Remuneration Committee is
established to support the Governing Body in determining the pay and
remuneration for employees of NHS Wakefield CCG and people who
provide services to the CCG.
The Remuneration Committee has no executive powers, other than
those specifically delegated in these terms of reference.
The Remuneration Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is authorised to
seek any information it requires from any employee and all employees
are directed to co‐operate with any request made by the committee
within its remit as described in these terms of reference. The
committee is delegated to approve policies and procedures for all areas
within the committee’s remit.
Appointments to the Remuneration Committee will be approved by the
Governing Body.

Relationship and
reporting

The Remuneration Committee is a sub‐committee of the Governing
Body for NHS Wakefield CCG.
The committee will provide an Annual Report to the Governing Body,
covering the following aspects :
 a summary of the key issues discussed at each meeting
 whether the committee has met and performed its function, within
recognised national guidelines
 any statutory reporting requirements.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.
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Role and function

The purpose of the committee is to:








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

Responsibilities
Make decisions on behalf of NHS Wakefield CCG about the
remuneration, allowances and terms of service for all members of the
Governing Body (with the exception of lay members, whose
remuneration is determined by the Governing Body itself) taking into
account any national Directions or guidance on these matters.

Make decisions on behalf of NHS Wakefield CCG about the
remuneration, allowances and terms of service of senior managers
covered by the Very Senior Manager pay framework ensuring that the
terms and conditions of service, remuneration and pay awards are in
line with any national Directions or guidance on these matters.

Make decisions on behalf of the NHS Wakefield CCG on appropriate
remuneration, allowances and terms of service not covered by Agenda
for Change or other nationally agreed NHS terms and conditions (eg
‘terms and conditions of service NHS Medical and Dental staff’)
including:



all aspects of salary, including performance related pay elements,
bonuses and allowances;
provision for other benefits including pensions.

Make decisions on behalf of NHS Wakefield CCG on arrangements for
termination of employment (including compulsory and voluntary
redundancy payments and mutually agreed severance payments) and
other contractual terms and conditions, taking account of such national
guidance as is appropriate.
Receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate bonus
payments.
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Ensure and oversee appropriate contractual arrangements for such staff
including the proper calculation and scrutiny of termination payments
taking into account such national guidance as appropriate.
Consider and make decisions on any remuneration and terms of service
issues for individual members of staff or professional groups of staff
where national conditions allow local flexibility.
Make recommendations to the CCG Governing Body on the approach to
allowance under any pension scheme it might establish as an alternative
to the NHS pension scheme.
Report annually to NHS Wakefield CCG Governing Body that it has met
and performed its function, within recognised national guidelines.
Other Duties
The committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

The membership of the Remuneration Committee consists exclusively
of independent lay members of the Governing Body, as below :



Committee Chair (the nominated lay member who is also the
Deputy Chair of the Governing Body);
the two other lay members.

All members of the Committee have one vote. In the event of a tied
vote the Committee Chair will hold a second and casting vote.

Only committee members have the right to attend committee meetings.
Other individuals such as the Chief Officer, any HR representative and
external advisers may be invited to attend for all or part of any meeting,
as and when appropriate, however, they should not be in attendance
for discussions about their own remuneration and terms of service.
In Attendance

Chief Officer, when discussing all remuneration and terms of service
(except their own);
HR representative;
Administrative support;
Specific invitations to attend will be extended to :‐
 two nominated clinical members from the Governing Body, when
discussing executive/staff remuneration
 two executive members from the Governing Body, when discussing
clinical remuneration.

Chair

The Committee Chair will be the Deputy Chair of the Governing Body.
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Quoracy

Meetings will be considered quorate when two of the members are
present, including the Committee Chair . In extraordinary
circumstances where the Committee Chair cannot attend, the
Committee Chair will nominate, in advance, one of the other
members to chair the meeting.

Frequency of
meetings
Frequency of
attendance
Conduct

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

Declaration of
interests

If any member has an interest, pecuniary or otherwise, 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 shall not
participate in the discussions. The Committee Chair will have the
power to request that member to withdraw until the committee’s
consideration has been completed. All declarations of interest will be
minuted.

Administration

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





Urgent matters
arising between
meetings

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

The Chair of the Committee, one of the other members and Chief
Officer, in consultation together, may also act on urgent matters arising
between meetings of the Committee. These matters will be ratified at
the next meeting of the Committee.
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Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Committee
through reports from the Committee Chair and an Annual Report to the
Governing Body.

Date agreed
Review date and
monitoring

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

Governing Body

Date of Meeting:

11 November 2014

Paper Title:

NHS Wakefield CCG Declarations of Interest

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Adam Bassett, Senior Associate Governance and Risk
Responsible Clinical Lead:

Dr Phil Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation :

Andrew Pepper, Chief Finance Officer

17

Information

The Governing Body is asked to note the declared interests of members of the NHS Wakefield CCG Governing
Body and its Committees as at 1 October 2014.
Executive Summary:
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a Register of Interests
to be maintained.
Section 8.3 of the Constitution requires individuals to:
“declare any interests that they have, in relation to a decision to be made in the exercise of the commissioning
functions of the group, in writing to the Governing Body, as soon as they are aware of it, and in any event no
later than 28 days after becoming aware.”
This paper presents the formal record of declared interests for members of the NHS Wakefield CCG Governing
Body and its Committees as at 1 October 2014. In line with constitutional requirements, this information will be
published on the NHS Wakefield CCG website. The report also outlines the declared interests of the NHS
Wakefield CCG Clinical Network Chairs and the Clinical Leads.
The Register will be updated as necessary and also reported to the Audit Committee twice each year.
Committee members are asked to note the declared interests of members of the Governing Body and its
Committees as at 1 October 2014.
Link to overarching principles
from the strategic plan:

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

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

Not applicable











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

Not applicable

Not applicable

The Register of Interest was previously considered by the Audit Committee
and the Governing Body in May 2014.

Reference document(s) /
enclosures:

The Register of Interests is attached to the report.

Risk Assessment:

None identified

Finance/ resource implications:

None identified

Appendix 1
NHS Wakefield CCG
Declaration of Interests for Members of
NHS Wakefield CCG Governing Body and its Committees, Clinical Leads and Network Chairs
as at 1 October 2014.
Name and Title

Interest

Dr Phillip Earnshaw
Chair, Clinical Lead

-

Dr Adam Sheppard
Assistant Clinical
Leader

-

Andrew Balchin
Corporate Director,
Adults Health and
Communities at
Wakefield Council
Dr Avijit Biswas
Clinician elected by
member practices

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

-

-

GP Partner, Ferrybridge
Director, FMC Health Solutions Ltd
Practice Member of Novus Health
Close relative is employee of Spectrum Community
Health
Director of Phillip Earnshaw Ltd
Member of Wakefield Health and Well Being Board
GP Lupset Health Centre, Partner
Lupset Health Centre is a member of Novus Health
Lupset Health Centre provides the Safe Haven Service
for the district
Director of Aesthetics Company – Revitalise Me
(Yorkshire) Ltd
Close relative is employed by Locala
Lupset Health Centre is a member of West Wakefield
Health and Wellbeing Limited
Member of Wakefield Health and Well Being Board
Employee of Wakefield Metropolitan District Council
Member of Wakefield Health and Well Being Board

Declaration
Reviewed /
Updated
08/10/2014

23/10/2014

20/10/2014

GP Partner, Dr Bance and Partners,
Elizabeth Court Surgery
Practice is a member of Novus Health
PSU Ltd Shareholder and Director
EZCT Ltd Shareholder and Director
Castleford Pharmacy Ltd Shareholder
Biswas Ltd Director / Owner
Employed as locum at Outwood Park Medical Centre
Member of Wakefield Health and Well Being Board

08/10/2014

GP partner at Chapelthorpe Medical Centre
Chapelthorpe Medical Centre is a
member of Novus Health
Close relative is a senior lecturer in nursing at Leeds
Metropolitan University
Chapelthorpe Medical Centre has entered a
partnership with Pharmacy2U
Chapelthorpe Medical Centre is a Member of West
Wakefield Health and Wellbeing Limited

22/10/2014

24/10/2014

Name and Title
Dr David Brown
Clinician elected by
member practices

-

Dr Paul Dewhirst
Clinician elected by
member practices
Hany Lotfallah
Secondary care
specialist doctor
Sandra Cheseldine
Lay Member – Lead on
audit
Rhod Mitchell
Lay Member – Deputy
Chair
Stephen Hardy
Lay Member – Lead on
patient and public
participation matters
Jo Webster
Chief Officer

-

Jo Pollard
Chief of Service
Delivery and Quality
Steven Bryan
Practice Manager
representative
Sharon Fox
Registered Nurse

08/10/2014

08/10/2014

09/10/2014

23/10/2014

-

Director ‐ Paradigm Hospitality Ltd
Director ‐ The Liberty Collection Ltd
Justice of the Peace, Wakefield Branch

23/10/2014

-

CCG nominee to the Wakefield Health and Well Being
Board
Orchard Croft Patient Participation Group Member

08/10/2014

Sister to close relative’s partner is a volunteer
working in the Communications Department to gain
work experience
Member of Wakefield Health and Well Being Board
Member of Academic Health Science network
representing West Yorkshire
Trustee, North to North Health
Partnership
Employee of Wakefield Council
Member of Wakefield Health and Well Being Board
Close relative is employee of NHS Shared Business
Services
Governor at Methodist J&I School, Wakefield
Jo Pollard & Associates
Governor of Ranskill Primary School

14/10/2014

Shareholder and Director of Medichem (Pontefract)
Ltd
Employee of Stuart Road Surgery, Pontefract
Bank (or locum) inspector for CQC covering the North
Region but excluding Wakefield District.

22/10/2014

-

Dr Andrew Furber
Director of Public
Health Wakefield
Council
Andrew Pepper
Chief Financial Officer

GP Specialist Advisor Care Quality Commission
GP Partner in Kings Medical Building
Partnership, Normanton
Partner in Kings Medical Practice, Normanton
GP Board Member Health Education Yorkshire and
Humber
Shareholder in Novus Health
Close relative is employed by Mid Yorkshire NHS Trust
GP Principal, Queen Street Surgery,
Normanton
Novus Health, Shareholder
Consultant Gynaecologist at Rotherham General
Hospital
Private practice at Thornbury Hospital and Claremont
Hospital Sheffield
Chair, Trustee Board for Wakefield Citizens Advice
Bureau

-

08/10/2014

13/10/2014

20/10/2014

29/10/2014

Members of committees who are not members of the Governing Body
Name and Title

Interest

Sandra Greenwood
Practice Nurse
Dr Desilva

-

Nurse Practitioner at Ferrybridge Medical Centre

-

30/10/2014

-

GP Orchard Croft Medical Centre, Cluntergate,
Horbury Wakefield. WF2 5BY.GMS practice
GP with a Special Interest in Cardiology – 1
session at Pinderfields Hospital, Wakefield
Lead GP community cardiology service – attends
Wakefield heart failure network meetings
Orchard Croft MC is a venue for community
cardiology service –subcontracted to MYT
Orchard Croft MC is a member of NOVUS

-

GP Partner, The Nelson Practice, Doncaster

23/10/2014

-

Clinical Advisor to Novus health Ltd (and
Shareholder)
GP at the White Rose Surgery
MPET funded education sessions for Wakefield
CCG, employed as educator 1‐2 sessions per
month
EPACC’s rolling out for Wakefield district,
potential paid involvement
GP Partner at Prospect Surgery Ossett
Regular contracted GP at Local Care Direct out of
hours provider
GP Partner at Almshouse Surgery

09/10/2014

-

Declaration
Reviewed /
Updated
29/10/2014

GP Clinical Advisors
Dr Connor – Executive
Clinical Advisor
Dr Wynn – Clinical
Advisor Planned Care
Dr Lynda Wright –
Clinical Lead Palliative
Care
Management

-

Dr Graham Cole –
Clinical Lead Medicine

-

Dr Abdul Mustafa –
Clinical Lead Cancer

-

Dr Chris Bolton – Clinical
Lead Urgent Care ‐

-

Board member West Wakefield Health and Well
Being Ltd
Sessional GP for Local Care Direct

23/10/2014

25/04/2014

22/10/2014

30/10/2014

Chairs of the NHS Wakefield CCG Clinical Networks
Name and Title

Interest

Dr S Sarwar – Clinical
Chair of Network 3

-

Dr P Glover – Clinical
Chair of Network 4

-

Partner at Outwood Park Medical Centre
Practice is starting out of hours provision with
Network 3 from 01/11/14
Northgate Endoscopy Unit (Partner at Northgate
Surgery)
Novus Health Shareholder

Declaration
Reviewed /
Updated
13/10/2014

17/10/2014

Dr P Jayakumar –
Clinical Chair of
Network 5
Dr C Jones – Clinical
Chair of Network 6 and
Clinical Lead for NHS
111

-

Dr B Soar – Clinical Chair
of Network 7

-

Director and Share Holder of Novus Health
Constituency Member of the Local Medical
Committee (LMC)
GP at Church Street Surgery, Ossett
Owner IQUS Limited
Shareholder and Medical Director 365 Response
Ltd
West Wakefield Health and Wellbeing Ltd
shareholder
Project Director, Prime Minister’s Challenge,
Network 6
Partner at Station Lane Surgery, Featherstone
The partnership holds shares in Novus Health.

15/10/2014

09/10/2014

23/10/2014
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Dawn Clissett, Senior Associate (Organisational Development)
Suzie Paradine, HR Business Partner (Yorkshire and Humber Commissioning
Support)
Jayne Beecham, Communications Lead, NHS Wakefield CCG
Responsible Clinical Lead:
Responsible Governing
Board Executive Lead:
Recommendation :

Jo Webster, Chief Officer

It is recommended that the Governing Body approve this strategy.
Executive Summary:
The People Strategy brings together organisational and workforce development and high quality
communications across the whole organisation.
Emphasis is placed on people because people are at the heart of clinical commissioning:





professional staff and transformational leaders with expertise and passion for commissioning excellence
managers of teams and services who bring out the best in people
partners and members with experience and shared goals to secure best outcomes for patients
the people of Wakefield who trust us to deliver commissioning plans that address the priority healthcare
needs of the local population.

The People Strategy focuses on organisational efficiency, effectiveness and transparency in delivering
commissioning priorities which enable local people to ‘live better’.
‘4Cs’ are being adopted as the building blocks for organisational excellence – culture, clarity, capacity and
capability – underpinned by a number of enablers for organisational maturity and high performance. Enablers
include communications, workforce development, OD interventions and transformation projects.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

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



Not applicable

The paper responds to the findings of the 2014 Stakeholder Survey and to
the 2013 Staff Survey and subsequent staff development sessions in 2014.

Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Staff contributed to the development of this strategy through the all‐staff
development sessions earlier in 2014.
The draft version was considered by the Governing Body in a development
session on 23rd September 2014.




Stakeholder Survey 2014
Staff Survey 2013
Outputs from staff development session – May 2014

Documents available on request.
Risk Assessment:

None identified

Finance/ resource implications:

The implementation plan identifies a sponsor and lead for tasks and actions.
There are capacity implications. A set of actions within the implementation
plan will include estimation of resources needed to deliver the People
Strategy.

A People Strategy:
the right people doing the right thing at the right time

Introduction
1. We are purposefully building a People Strategy to bring together organisational development,
workforce and high quality communications across the whole organisation.
2. People are at the heart of clinical commissioning: professional staff and transformational
leaders with expertise and passion for commissioning excellence, partners and members with
experience and commitment to securing best outcomes for patients, and the people of
Wakefield who trust us to deliver commissoning plans for the priority healthcare needs of the
local population.
3. We are investing in excellence. The principles which guide the CCG provide drivers for
developing NHS Wakefield as a High Performing Membership Organisation moving towards
‘world class’ status;

Improve health equality
across our population

Appropriate access and choice for
all

Transparent clinically led
commissioning

Support for individual health
and wellbeing

Understanding our population
and putting patients at our centre

Service transformation
through innovative redesign

Care provided in the right
setting and close to home

Safe and high quality experiences
and clinical outcomes

Improvement through
collaboration and integration

Financial efficiency, probity and balance
Quality
.
4. Our People Strategy concentrates on increasing our efficiency, effectiveness and transparency.

Building blocks
5. We are adopting ‘4Cs’ as essential building blocks for organisational excellence. The workforce,
communications (with a particular focus on relationships and reputation), OD interventions and
projects are regarded as ‘enablers’ for the organisation to continue to grow and mature. Each of
these is explored in more detail in this strategy.

Clarity
•Provide the vision &
set the direction
•Promote active
learning, innovation
& collaboration
•Build relationships
•Engender shared
responsibility &
enthusiasm for
delivering results

Culture

•Focus on what
matters most &
manage distractions
•Align personal goals
& workplans with
clear strategic
objectives
•Provide a clear line of
sight between effort
& energy invested &
results/ impacts
delivered

Capability
•Know what current &
potential capacity is
available
•Estimate capacity
requirements for new
workstreams/projects
•Redistribute capacity in
line with new demands
•Manage capacity to
deliver best ROI

•Develop personal
effectiveness &
clinical leadership
•Create opportunities
for stretch, upskilling
& acquiring new skills
•Cultivate & support
matrix working

Capacity

Communications: relationships & reputation
Workforce

6. As a membership organisation operating within a whole system to deliver a significant
transformation agenda, we are targeting effort and energy to increase our resilience and build
on our strengths.
7. To keep things simple, we intend to:






focus on the 4Cs – Culture, Clarity, Capacity and Capability – and taking action
know what the right things are that we should be doing
put effort and energy into doing those right things well
stop doing things that do not add value or deliver desired results
stop doing the wrong things.

What we mean by Organisational Development (OD)
8. Formal OD definitions include:




a systematic approach to improving organisational effectiveness – one that aligns strategy,
people and processes
enabling an organisation to be ready for the future by taking steps which create an
environment that allows employees to understand, embody and deliver the organisation’s
objectives
an organisation‐wide perspective and holistic focus on how what is done in one part of the
organisation impacts on another.

9. We have drawn from all of the above to reach a meaningful proposal:

o commitment to continuous improvement to ensure fitness for the future and
resilience en route
o a stepped approach to increasing our effectiveness in delivering commissioning
priorities as part of a whole system
o inter‐connectivity and efficiency across all the different parts of our membership
organisation so we work together as one

Starting point and rationale
10. We have taken an objective view of our existing strengths and weaknesses to help determine
our priorities for organisational development. These reflect the 2014 Stakeholder Survey, the
2013 Staff Survey and the outputs from the 2014 staff development day.

Stakeholder survey
11. The stakeholder survey carried out in Spring 2014 showed that overall the CCG is doing well
across the board. Out of 60 stakeholders asked to take part, 77% responded including: member
practices, patient groups, providers, local authority partners, other CCGs and the Health &
Wellbeing Board. Ours was the highest response rate in Yorkshire and the Humber, showing the
interest and commitment of our partners in supporting us to
be excellent commissioners.
Stakeholder survey: achievements
12. We performed above other CCGs on five areas of significant
 The quality of our working
achievement. These reflect strong leadership, clinical focus,
relationships
willingness to involve and listen, and a drive for improved
 People’s confidence in our CCG
patient outcomes. If we could choose what we are known
to commission high quality
for, these would be qualities at the top of the list.
services for local people
 Clear and visible leadership ‐ in
13. Progress has continued. Two years into our formal existence
particular, clinical leadership
– and six months after our stakeholders completed the
survey – we are already delivering programmes which are
 People’s confidence in our
moving us forward:
leadership to deliver plans,
priorities and – most
 The development of our seven networks; significantly
importantly – to deliver
increased capacity and capability to support the
improved outcomes for patients
networks; and the goals set out in each network’s
 Creating opportunities for
development framework ‐ these will take our
people to influence and shape
performance to a new level.
plans and priorities.
 Our proactive leadership within the integration
programme and the developing governance which will
enable us to turn plans into actions .
 New mechanisms for engaging and communicating with staff are beginning to make an
impact and will facilitate innovation and generate motivation.
14. However, if our goals are excellence and truly world class healthcare for our population, we
need to learn from the areas where we performed less well. We set our own benchmarks to
determine what is a priority for action.
15. Two areas emerged as action priorities:


ensuring that all stakeholders feel appropriately engaged



developing systems that sustain two way accountability between the CCG and the practices.

16. Other areas needing attention were clarity of purpose and understanding of how and why
decisions are taken, understanding of our quality management systems and the need to broaden
our relationships with the local authority.

The views of our staff
17. Alongside the stakeholder survey were the results of the last staff survey, carried out in late
2013, and the staff time out event in May 2014.
18. The survey showed that over 80% of respondents agreed that care of patients is the CCG’s top
priority. Over 80% also felt that they ‘sometimes, often or always look forward to going to
work’.
19. However, only 31% of respondents felt that communication between senior management and
staff was effective, and only 33% agreed that senior managers tried to involve them in important
decisions.
20. Qualitative responses showed that staff felt an affinity with their immediate team, but felt
distanced from the leadership of
the organisation.
Our staff told us that being world class means:
21. Since last year much has
happened to develop our staff
and to address communications
issues. When we met together in
May there was an
acknowledgement that we have
a passionate executive team with
individual integrity but an
acknowledgement that we need
to do more to develop a culture
of leadership across the
organisation. There is a shared
drive, however, to becoming an
excellent, even world class
organisation.



Working together, connecting and engaging with all our
stakeholders



Openness, commitment, enthusiasm, flexibility, non‐blame,
collaboration and learning



Commissioning best services, top quality and value for money



Credibility across communities



Organisational maturity and resilience



Effective, efficient delivery of measurable, meaningful outcomes
for local people



Clarity and consistency of purpose



Strong relationships and collective energy



Fullest use of skills, talents and expertise



High proactivity and responsiveness



Passion, innovation and trailblazing nationally.

The landscape
22. We are commissioning at a time of austerity in public finances, and in a policy regime that is
driving towards greater integration. Although the future political landscape is uncertain given
the election in 2015, it is unlikely that either of these elements will change in the short term.
Increasingly we will rely on productive partnerships and effective stakeholder relationships to
ensure the quality of care needed by the people of Wakefield District.

23. The building blocks (the 4Cs, communication and workforce) for enabling us to meet the
challenges, and move us towards excellence, are described in more detail in the following
sections:

Culture: leadership and learning
Our objectives

•High Performing Membership
Organisation
•strong change leadership
•meaningful goals
•mapped milestones
•progress tracking

•engagement with
workplans & projects
•inter‐connections &
strong relationships
•collaboration across
organisations , Net‐
works & teams

Vision

Engagement

We need change leaders
who are capable, confident
and motivated to shape &
deliver the transformation
agenda

We need people who are
inspired and motivated to
work with each other in
modelling commissioning
excellence

Results

Innovation

•people with a shared
responsibility & enthusiasm for
delivering results
•an open learning culture & high
motivation for improvement

•space & time for innovation,
shared learning & problem‐
solving
•research & benchmarking
•recognised innovations

Key drivers






Building a High Performing Membership Organisation
Sustaining clinical leadership excellence and succession planning
Access to shared learning, research, and expertise
Delivery of 5 Year Strategy
Being known for commissioning excellence

Our priorities





Build a learning organisation with learning opportunities and pathways that are current, relevant
and accessible
Strengthen capabilities to build relationships and work in partnership to implement strategies,
innovate, problem‐solve, respond to risks and challenges, and to adapt to change
Strengthen and support the Staff Forum as a shaper of staff engagement and organisational
culture
Achieve an effective balance between business meetings and innovation sessions

Actions




Develop coaching skills for change leaders across the organisation
Develop active listening and feedback giving skills for facilitators of good quality interactions and
dialogue
Host and target ‘commissioning’ induction and refresh sessions for interested members






Produce a calendar of networking events and personal development programmes for a 12
month period
Provide access to coaching and mentoring programmes as CPD opportunities
Embed action learning as a technique for problem‐solving, generating ideas and designing
systems
Develop White Rose House as a learning centre for the delivery of breakfast sessions and ‘lunch
and learn’ sessions

Clarity
Our objectives
Focus on what
matters most
Be clear and explicit
about priorities &
capacity to deliver
Define & assign tasks,
projects, roles &
responsibilities
Know when to stop ‐
complete, conclude,
evaluate & sign off

Key drivers






Limited capacity and high volume workloads require efforts and energies to be targeted at what
matters most which means knowing what matters most
Governance and public accountability require transparency about decisions made, actions taken
and money spent
Efficiency savings need to be enabled by knowledge and pursuit of best Returns On Investment
(ROI)
A clear vision, objectives and destination contribute to shared purpose and meaningful goals
which, in turn, form motivators for action
Clarity of purpose and clear priorities provide direction and parameters for staff and members

Our priorities






Set clear strategic objectives
Align personal goals and work‐plans with those strategic objectives
Define and assign tasks, roles and responsibilities with clear timeframes and expected standards
(ie, what is ‘good enough’ and when/where is excellence essential?)
Make explicit any interdependencies between work‐plans and project work‐streams
Provide a clear line of sight between effort, energy and finance invested and the results and
impacts delivered

Actions
1. Use the social intranet and briefings to ensure consistency in style and content of
communications across the Networks and across teams
2. Share good practice in Personal Development Planning for aligning personal goals and work‐
plans with strategic objectives
3. Embed the Change Leadership Forum for Executive Team members, Associate Directors, and
Heads of Service, to establish shared clarity of purpose, change leadership capabilities and
consistency in practice
4. Promote a shared narrative for use with staff and other stakeholders

Capacity
Our objectives

The right people in the right jobs with the right skills working on the right things

Matrix working across teams, networks &
organisations aligned to strategic priorities with clear
deliverables

Effective teams with
clear work plans

Good balance between
management &
leadership functions

Individual workload
management & task
assignment

Estimated capacity
requirements for new
work streams & projects

Key drivers






Building a High Performing Membership Organisation
Delivery of 5 Year Strategy
Limited capacity and high volume workloads require efforts and energies to be targeted at what
matters most
Implementation of the People Strategy
Being known for commissioning excellence

Our priorities






Understand capacity demands for a fixed period (eg, quarter, 6 months, full year)
Map capacity to priorities – know where there are gaps and pressure points
Strengthen the sense of corporateness in terms of management priorities
Agree what to say ‘no’ to and stop doing
Develop consistency in work planning and workload management

Actions
1. Strengthen the appraisal process and personal development planning for goal setting
2. Introduce tools and techniques for managers to facilitate high quality interactions (one to one
and teams)
3. Sense check where staff are at – the stress points, whether perceptions of workload pressures
are accurate
4. Embed the matrix model and work planning process, with an organisation‐wide overview of
team priorities, objectives and delivery plans
5. Adopt a project management approach to setting up new work streams and projects –
estimating capacity and capability requirements ahead of recruiting people for the contribution
they can make, their skillsets and experience

Capability
Our objectives

Recognised core
skill set for
commissioning
excellence

Awareness of
existing skill gaps &
shortfalls PLUS
anticipation of skill
gaps mapped to new
priorities

CPD opportunities &
options for
upskilling, growing &
honing skills &
experience

Right skills &
knowledge in place
to deliver system
transformation &
commissioning
excellence

Key drivers







Building a High Performing Membership Organisation
Sustaining clinical leadership excellence and succession planning
Network development
Access to shared learning, research, and expertise
Delivery of 5 Year Strategy
Being known for commissioning excellence

Our priorities







Provide empowering leadership that promotes and supports learning and development and
Continuing Professional Development (CPD)
Gain assurance that we have the right skills, behaviours and personal qualities required to
realise the 5 year Strategy
Develop and implement a matrix model that recognises and utilises people’s strengths
Ensure future proofing – sustaining commissioning expertise and high quality support of the
right types
Focus effort and energy on equipping people to do what matters most well

Actions
1.
2.
3.
4.
5.
6.
7.
8.
9.

Establish a core skill set for clinical leaders and managers who are change leaders
Anticipate future capability requirements as part of succession planning
Set up and run a mentoring scheme for clinical leaders and change leaders
Implement a development programme relevant to Network Chairs, including opportunities to
exchange specialist knowledge and expertise
Host a calendar of specialist topic networking workshops
Introduce a set of success measures for matrix working
Implement a leadership development strategy and adopt a phased approach to implementation
Provide a menu of CPD opportunities and options across neighbouring CCGs and partner
organisations, including coaching, mentoring and action learning
Engage with regional and national networks/forums for benchmarking and showcasing best
practice and innovations

Workforce
Our objectives






High performing employees who want to work on behalf of the Wakefield population and make
a difference
Employees who work collaboratively in partnership both within and across organisational
boundaries towards improved patient outcomes
Employees who are clear regarding their roles and how they impact and have the right capacity
and capability to do so
Employees who demonstrate matrix working, flexibility, resilience, personal accountability and
empowered to make decisions
Employees who feel valued and are high performing

Key drivers





Evidence that effective and meaningful staff engagement increases performance
NHS Constitution and CCG values
Equipping the organisation to deliver the 5 Year Strategy and integration
Being known for commissioning excellence

Our priorities





Empowered, engaged and involved employees who see the value of their contribution to the
organisation’s objectives.
Effective workforce planning and resourcing to ensure an appropriately qualified and skilled
workforce
Integration – how we work together with partners to ensure effective commissioning
Providing workforce assurance in relation to the delivery of the 5 Year Strategy

Actions
1. Support leaders in talent management of
individuals and teams
2. Work with training and education in order to
ensure effective retention, growth and
succession planning
3. Engagement and involvement of employees
in achieving organisational objectives
4. Identification of workforce challenges for
integration and underpinning plans to
achieve
5. Focus on wellbeing of employees – a healthy
workforce is a performing workforce
6. Living the values of the NHS Constitution and
the CCG and resulting behaviours

Communications: relationships
Our objectives




Relationships built on trust, that support the delivery of our priorities through consistency,
clarity and honesty.
The ability to anticipate and pre‐empt challenges, and to capitalise on opportunities.
Relationships appropriate to the influence and interest of our various different audiences.

Key drivers
This strategy concentrates primarily on the people who work in, or are members, of this
organisation. However, to achieve excellence we have to look outside ourselves at the people who
are affected by our actions:





The stakeholder survey tells us that our relationships are not uniformly good.
Integration is a must‐do. We are collectively held to account.
With increased pressure on resources we need to share approaches and avoid duplication.
The NHS (and the public sector generally) is highly complex ‐ we need to be able to prioritise,
and target



Organisations with effective stakeholder management generally enjoy greater stakeholder
advocacy on their behalf. The chart below demonstrates the relationship between the building
blocks of organisational development, workforce and communications:

Stakeholder
advocacy

Leadership

Communication

Staff

Clear role & purpose

Two way: listen &
feedback

Experienced & knowledgeable

Efficiently meeting
objectives

Relevance

Consistency at all levels

Add value

Informal & formal

Corporate memory

Regular & consistent
Priorities







Planned and regular communication with key stakeholders.
All staff to understand the impact of their relationships on the reputation and effectiveness of
the organisation.
Staff who feel empowered, involved and who see the value of their contribution to the
organisation’s objective.
.Member practices who are informed, involved and contributing to local commissioning
decisions.
Patients/public – this is a our key stakeholder group, and there is an existing communications,
engagement, equality and diversity strategy which will be kept under review to ensure
alignment with this People Strategy.

Actions
1.
2.
3.
4.
5.
6.

Develop a stakeholder plan for the organisation (stakeholder guide, regular newsletter)
Review of members’ attitudes to their engagement and involvement
Internal communications to support staff involvement
Develop social intranet
Keep existing mechanisms under review (i.e newsletter, staff briefings,, staff forum, etc)
Develop heads of service understanding of their role in communications. (Communications as a
leadership skill)

Communications: reputation
Our objectives
A reputation for:











Excellence
Being passionate about patients
Putting quality and safety first
Being a good partner
Being clinically focussed
Having integrity and honesty
Being competent and trustworthy
Listening and responding to other people’s views (patients, partners and staff)
Being innovative.

Key drivers ‐ why reputations is included in the People Strategy





There is an evidenced correlation between reputation and
performance
A good reputation contributes to freedom to act and generates
local support for change
Our stakeholders are more likely to be our advocates – inc. staff and
members
With a positive reputation we will be better able to build
Components of shaping reputation
relationships with our partners – relationships that deliver on four
key elements of successful partnership:
o Leadership – where partners share a common vision and harness their energies to
achieve more than they could on their own
o Trust ‐where partners are mutually accountable, share risks and rewards, and support
each other
o Learning ‐ where partners continuously seek to improve what they do in partnership
o Managing for performance ‐ where partners put in place necessary practices and
resources and manage change effectively.

Some of the challenges




Reputation is often subject to a perceptions/reality gap, where current perception is based
on historical performance
Our reputation is partly built on the performance of third parties i.e. our providers.
Political considerations necessarily determine our direction of travel.

Our priorities









Opinion on health services is shaped by a complex interaction of factors, including media
coverage, word of mouth, patients’ interaction with health professionals and local
demography.
Living the values – ensuring that the image we portray matches the reality we deliver
Develop and share our narrative
Developing our relationship with the media
Branding – get back to our NHS heritage and values
Developing two‐way mechanisms for sharing information
Communications with staff and members

Actions
1.
2.
3.
4.
5.

Embed the new branding
Media planning ‐ regular input
Making the clinician’s voice heard e.g. media planning, regular input on public platforms
Visibility of the GB internally and externally
Developing a narrative that is true, clear and credible

Implications and next steps
1. The People Strategy is ambitious. It is a long term plan to deliver commissioning excellence,
building sustainability and resilience. Implementation will be phased and progressive.
2. There are several delivery priorities for quarters 3 and 4 of the current year:






implementation of the social intranet for strengthening collaboration and hub and spoke
communication
application of a matrix model for cross‐team working
facilitating professional development opportunities for leaders, managers, teams and
networks
introduction of techniques and forums for problem‐solving and generating ideas
progression of the integration programme.

3. Quarter 1 (2015/16) will provide space for reviewing progress, consolidating learning and
identifying OD priorities for the following 12 months.
4. Research, benchmarking and ‘critical friend’ challenges will become key functions in support of
continuous improvement, increased personal accountability and resilience.
5. The delivery priorities are being sequenced as workstreams with a sponsor and lead, each having
an associated set of tasks and actions that are time‐framed. These form an implementation
plan which is being developed as a live document to be progress monitored and updated on a
quarterly basis.
6. Actions identified within this strategy are incorporated within the implementation plan which
relates to the 4Cs, process and system development, infrastructure changes, as well as people.

Infrastructure
7. Infrastructure improvements to support effective organisational development include:
‐

a Workforce Development Group, drawing together Learning and Development, HR and
Organisational Development, to flag skill gaps, personal development priorities and
commission programmes (coaching, mentoring and training)

‐

a Change Leadership Forum for Executive Team members, Associate Directors and Heads of
Service to establish shared CLARITY of purpose and change leadership CAPABILITIES

‐

6 monthly staff/networking events and evolution of the staff forum

‐

a calendar of networking events and personal development programmes for a 12 month
period

‐

engagement with regional and national networks/forums for benchmarking and showcasing
best practice and commissioning excellence

‐

use of the social intranet to foster collaborative working and contribute to matrix working.

8. We have a number of transformation programmes running in parallel, aligned to the 5 Year
Strategy. A priority for increasing our efficiency is to make connections and facilitate
interconnectivity between programmes and people.

Resources
9. Resource implications of the Implementation Plan will be estimated as costs relative to
anticipated organisational gains and required deliverables. A set of actions within the
implementation plan will include estimation of resources needed to deliver the People Strategy.

Recommendation
10. It is recommended that the Governing Body approve the implementation of this strategy.
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Paper Title:
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Information

Rhod Mitchell – Lay Member
21 August and 18 September 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 21 August and 18 September 2014.
Executive Summary:
21 August 2014













Integrated Quality and Performance Report was presented noting that Ambulance Turnaround Times and
18 Week Referral to Treatment standards have shown improvement. There has been one post 48 hours
MRSA case reported in June at Mid Yorkshire Hospitals NHS Trust (MYHT),detailed discussions have taken
place at the MYHT Executive Quality Board meeting. An update on the Yorkshire Ambulance Service
recovery plan was provided, concerns were raised whether the recovery plan can be achieved and the
impact this may have on future winter plans. Action plan in place to recover the 18 week Referral to
Treatment position by the end of September 2014. CHKS, appointed auditors to the National Payment by
Results audit programme are to undertake an external validation of the waiting times data.
Infection, Prevention and Control Report presented for the period 1 April to 20 June 2014.
CCG Complaints Policy approved
Risk Register was presented noting that of the 60 risks on the register there are seven serious risks but no
critical risks.
The refreshed Board Assurance Framework was presented.
The Month 4 Finance Report was presented noting a year to date surplus of £2,210k which is £42k ahead of
plan. Key focus area was NHS Property Services.
Contract Governance and Assurance report provided details of contracts awarded, varied and notices
served. Three further non‐healthcare contracts will be put in place and these are additional to those
reported in June.
Non urgent Gastroenterology and Direct Access Endoscopy Any Qualified Provider method of procurement
was approved noting that the service specification and business case had been approved by the Clinical
Cabinet on 31 July 2014.
SIRO/Caldicott Guardian Update was presented noting that a disclaimer has now been added to all emails
sent to external recipients from CCG email accounts.
Information Governance Update on developments from June to August 2014 was presented.
A paper on GP IT Capital Business Cases was presented noting that submitted bids to NHS England of £132k
for the Core Equipment Refresh Programme and £388k for the Prime Ministers Challenge Fund have both
been approved.

18 September 2014





















Revised Integrated Governance Committee Terms of Reference was presented for discussion prior to
presentation for approval at the November Public Governing Body.
Integrated Quality and Performance Report was presented highlighting that Yorkshire Ambulance Service
failed to meet the required operational standard across Cat A Red 1 and 2 for the period and year to date.
The Good Governance Institute is currently reviewing the recovery plan prepared by YAS. Three breaches of
the Cancer 31 day target and 12 breaches of the 62 day target have occurred. Recovery plan in place for the
Referral to Treatment target. A medication error never event has been reported by Mid Yorkshire Hospitals
NHS Trust and an external review is underway. Gate 20 at Pinderfields Hospitals closed six beds and they
are reporting daily to the Care Quality Commission regarding staffing levels. A walkabout took place on 17
September and no issues were highlighted. First set of results from the Friends and Family Test question
have been received for Specsavers and Yorkshire Health Solutions. A summit on Gastroenterology Service
will take place shortly and a recovery plan will be developed. One MRSA case assigned to MYHT for a
Wakefield patient being treated at Leeds Teaching Hospitals NHS Trust.
The Winterbourne Update report provided a summary of the current position in relation to the cohort of
people with learning disabilities placed in hospital accommodation out of area. NHS England is providing
support through the Improving Lives Team to challenge the thinking around the rationale of these
placements and this work will commence in October.
Report presented on Continuing Care Retrospective claims and Personal Health Budgets noting that the
claims are progressing well and the deadline of August 2015 will be met.
Mobile Phone policy discussed, amendments agreed will be presented at October IGC for approval.
Complaints Procedure approved
Freedom of Information Update was presented together with details of a proposed Publication Scheme
delegated authority given to the Chief Finance Officer and Communications Lead to approve the final
version of the Publication Scheme.
Quality Intelligence Group Terms of Reference approved.
Finance Report Month 5 presented noting that the CCG year to date surplus is £2,575k and the forecast
year end position is in line with plan at £6,505k. This month’s key focus area is Non‐Recurrent expenditure
noting that a thorough review of committed non recurrent spend has been completed. The Interim Director
of Strategic Projects will be reviewing all the QIPP schemes.
A White Rose House Lease and Service Agreements update was presented noting that following the
reconciliation exercise recently completed the CCG is now in a position to sign the lease subject to NHS
Property Services final review and any matters thereby arising.
Service Re‐Procurement paper outlined the key points regarding Vasectomy, Direct Access MRI and 18+
Adult Direct Access Audiology, following a clinical review of the services by the Clinical Cabinet. The
recommendation is to re‐procure services under an Any Qualified Provider arrangement and this was
approved.
Cataract Procurement an update on the specification will be presented to Clinical Cabinet and agreement
sought to follow best advice received from Monitor regarding opening an Any Qualified Provider for
Cataracts.
Market Development Strategy outlined the CCG’s proposed approach to market development within the
context of integration and wider service redesign and transformation. The proposals were agreed.
Update on the implementation of the Social Intranet was presented and the proposed business and
corporate objectives and principle of the proposed access and functionality enhancements were endorsed.
An outline of the content structure to be used to inform the Public Sector Equality Duty Report was detailed
in the Equality and Diversity Update.
Workforce Report was presented noting that the process for sickness/absence reporting had been changed
and training for line managers has been arranged.

Agenda item: 19a(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 August 2014
Present:

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

Lay Member
Lay Member
Nominated Clinical Member
Nominated Clinical Member
Nominated Clinical Member
Chief Officer
Chief Finance Officer

In Attendance:

Sandra Cheseldine
Sharon Fox
Karen Parkin

Lay Member
Governing Body Nurse Representative
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
Head of Contracting and Commercial
Strategy
Quality Manager (item 14/199)
Head of Health Protection (item 14/200)
Interim Complaints Manager (item
14/202)
Senior Associate Governance & Risk –
WSYBCSU (items 14/204 & 14/205)
Commissioning Accountant (item
14/206)
Student Placement in Finance Team
(item 14/206)
Senior Associate Project & Programmes
– WSYBCSU (item 14/207)
Service Development and
Transformation Manager (item 14/208
Minute taker

Katherine Bryant
Matt England
Miranda Berry
Jane O’Donnell
Lorne Thomson
Adam Bassett
Liz Goodson
Radhika Mistry
Sian Registe
Jane Maskill
Angela Peatfield
14/194

Apologies for Absence
Apologies for absence were received from Jo Pollard

14/195

Declarations of Interest
No declarations of interest were declared.

14/196

Minutes of the Meeting held on 17 July 2014
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The minutes of the meeting held on 17 July 2014 were approved as an accurate
record.
14/197

Action Sheet from the Meeting held on 17 July 2014
The action sheet was acknowledged noting that:
14/92 – Continuing Health Care Audit
Further feedback will be received following the response from the Local
Authority
14/107 – Contract Governance and Assurance
Budget for Walk in Centre contract received from NHS England, currently under
review
14/169 – Continuing Care Annual Report and Benchmarking Update
Development of action plan in progress
14/172 – Integrated Quality and Performance Report
Information awaited from SWYPFT regarding number of referrals not accepted
for the mental health dashboard

14/198

Matters Arising
There were no matters arising.

14/199

Integrated Quality and Performance Report
Matt England and Miranda Berry presented this report providing updates against the
CCG strategic objectives, quality premium and details of key exceptions and successes.
Matt referred to the Balanced Scorecard and reported that Ambulance Turnaround
Times and 18 Week Referral to Treatment standards have shown improvement.
Miranda Berry advised that there have been no reported MRSA cases for the CCG for
three months. However one post 48 hour MRSA case was reported in June at MYHT.
It was noted that this was a complex case with a number of providers being involved.
It was acknowledged that a detailed discussion regarding this case had taken place at
the MYHT Executive Quality Board earlier today.
Yorkshire Ambulance Service (YAS)
Matt gave an update on the YAS recovery plan advising that there continues to be
workforce issues and YAS are considering sub‐contracting part of their service to St
Johns Ambulance Service. The CCG are concerned whether the recovery plan can be
achieved and the impact this may have on future winter plans. Matt advised that YAS
were currently in discussions with Sheffield University regarding paramedic training
and they are looking at in‐house accredited training to increase their workforce
capacity.
Referral to Treatment Waiting Times (RTT)
There is an action plan in place to recover the 18 week RTT position across all
pathways by the end of September 2014 which includes a weekly conference call with
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MYHT to discuss the latest position. The CCG have commissioned CHKS, who are the

appointed auditors to the National Payment by Results audit programme, to
undertake an external validation of the waiting times data.
A discussion took place and it was suggested that a letter from Dr Phillip
Earnshaw should be sent to GPs advising of the situation which may help mitigate
the current situation.
It was RESOLVED that:
i)
ii)
14/200

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

Infection, Prevention and Control Report
Jane O’Donnell attended the meeting to present this report which provides an
overview of the activity of Wakefield and Kirklees Infection Prevention and
Control Team during the period 1 April to 30 June 2014.
The report was discussed. Sandra Cheseldine queried how the catheter
training for care home staff was progressing. Jane O’Donnell reported that a
number of staff have already been trained and the production of a DVD is being
considered to assist in providing future training.
Jane asked the Committee if they wished to receive future reports on a half
yearly basis instead of quarterly and this was agreed. Exception reports will be
presented as necessary.
It was RESOLVED that:
i)
ii)

the report was noted;
agreed that the information provided confirms assurance that the risks
identified are being mitigated against; and
iii) agreed that future reports will be presented every six months, subject
to exception reporting as required.
14/201

Consider future topics for Deep Dive
Rhod Mitchell asked the Committee members to consider future topics for
‘deep dive’. A discussion followed with the following suggested topics:






Stroke Services
Elderly Care
Trauma & Orthopaedic services
QIPP targets
Quality Assurance – Quality Impact Assessment process
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14/202

CCG Complaints Policy
Katherine Bryant and Lorne Thomson presented this policy advising that from 1
July 2014 the CCG had resumed day to day management of complaints from
West and South Yorkshire and Bassetlaw Commissioning Support Unit.
It was noted that the Complaints policy has been revised to reflect the new
management arrangements and the guidance and recommendations made by
the Francis, Keogh and Clywd and Hart reports.
It was noted that the Complaints procedure is currently being revised and will
be presented at the Integrated Governance Committee meeting on 18
September 2014.
A discussion followed and the question was raised as to how the CCG can be
assured of patient satisfaction following the complaints process. Lorne advised
that this can be achieved by monitoring any complaints received and upheld by
the Ombudsman and local information could be included as part of the future
reporting process where applicable.
It was acknowledged that as part of the aims and objectives of the policy any
lessons learned identified from complaints will help to improve the quality of
services provided.
It was also noted that provider complaints information is regularly received and
discussed by the Quality Intelligence Group.
It was RESOLVED that:
i)

14/203

the Committee approve the revised Complaints Policy

Good Governance Institute: governance tools
Katherine Bryant presented this paper advising that the Good Governance
Institute (GGI) in partnership with Capsticks and Cass Business School has been
commissioned by NHS England to develop a series of tools to help CCGs know
whether they are gaining the beneficial outcomes from good governance.
The GGI is seeking feedback from CCGS about the tools. Katherine explained
that due to the restricted consultation period (responses are required by late
August 2014) members of the committee are invited to consider the maturity
matrix which is an appendix to this paper. Members were asked to provide
views about the Maturity Matrix to Katherine Bryant who would collate the
responses and feed them back to the GGI.
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Members were also asked to consider whether there would be any value in the
Governing Body using the Maturity Matrix, or any of the other tools, to assess
whether NHS Wakefield CCG is achieving the expected desirable outcomes of
good governance practice.
A discussion followed and it was agreed that the tools should be used at a
future Governing Body development session.
It was RESOLVED that:
i)
ii)

14/204

Committee members would feed back their responses on the maturity
matrix to Katherine Bryant; and
the matrix would be used at a future Governing Body development session
to assess how the Governing Body are developing as a Board.

Risk Register
Adam Bassett attended the meeting to present this report following the recent
review cycle. It was noted that as of 8 August 2014 there were 60 risks on the
risk register. There are no critical risks (scoring 25‐20) and there are seven
serious risks (scoring 16‐15).
The report was discussed and it was highlighted that Risk 426 and 418
appeared to be similar. However, following further discussion it was
acknowledged that these risks were separate.
Dr Phillip Earnshaw asked for further consideration of “never risks” to be
undertaken.
Risk 436 was discussed and it was agreed that this requires updating and this
will be actioned prior to the risk register being presented at the Governing
Body meeting on 9 September 2014.
It was RESOLVED that:
i)

ii)

14/205

the Committee notes the risk register for NHS Wakefield CCG as a correct
reflection of the current position subject to the amendment to risk 436;
and
agreed that the risk register be presented to the Governing Body on 9
September 2014.

Board Assurance Framework
Adam Bassett presented this report advising that following the update to the
NHS Wakefield CCG Strategic Plan the Board Assurance Framework has been
refreshed for 2014/15.
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Adam advised that a workshop was held on 20 June 2014 where Governing
Body members considered the Strategic Plan and then identified any threats
against the characteristics and visions outlined within the Plan.
A discussion followed and it was agreed that the score for Characteristic and
Vision 4: Access to the Highest Quality Urgent and Emergency Care should be
revised from a score of 12 to 16 and the wording reviewed.
A consistency check of all scores will be undertaken as part of future reviews of
the document.
It was RESOLVED that:
i)
ii)

14/206

the Committee noted the updated 2014/15 Board Assurance Framework;
and
agreed that the 2014/15 Board Assurance Framework is presented at the
Governing Body meeting on 9 September 2014 subject to the agreed
amendments.

Finance Report Month 4
Karen Parkin was joined by Liz Goodson and Radhika Mistry from the Finance
Team who attended to hear the views of the Committee on the new format of
the report which aims to improve clarity of issues and risks and includes past
trends.
Karen presented the report which provides a year to date position as at 31 July
2014 noting that the CCG has a year to date surplus of £2,210K which is £42K
ahead of plan. All key performance targets are green, with the exception of
recurring full year Quality, Innovation, Productivity and Prevention (QIPP)
delivery and year to date activity trends which are showing red.
The QIPP targets were discussed noting that £3.5M of the achieved value is
non‐recurrent. Jo Webster raised concerns regarding the delivery of QIPP and
it was agreed that additional QIPP schemes are needed with a suggestion that
targets are embedded in contracts for 2015/16 where possible. Karen
confirmed that detailed reports regarding QIPP are presented at the Clinical
Cabinet on a regular basis.
The key focus area of the Finance report for this month was NHS Property
Services (NHSPS) and Karen highlighted that there was an ongoing issue
regarding which organisation is responsible for any void spaces in properties
that transferred to NHSPS. A discussion followed and it was acknowledged that
the Local Area Team were fully aware of the situation and Ian Currell, their
Director of Finance would be escalating the issue with the aim to resolve the
issue.
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Rhod Mitchell commented that the new style report and executive summary
was well received.
It was RESOLVED that:
i)
14/207

the Committee noted the report

Contract Governance and Assurance
Matt England and Sian Registe (West and South Yorkshire and Bassetlaw
Commissioning Support Unit) presented this paper providing an update on
contracts awarded, varied and notices served.
Matt advised that there were three further Non‐Healthcare Contracts required
and these will be put in place at the earliest opportunity, they are additional to
those reported in June. It was acknowledged that there is one contract which
has less than six months remaining and this is for the Star Bereavement and
Support Service.
A highlight report was included as an appendix to the paper providing a
progress update on Service Reviews as at July 2014. It was acknowledged that
if changes to services effects the Service Strategy this needs to be fed back
appropriately.
The Walk‐in Centre contract was discussed noting that there have been issues
in patients accessing the service towards the end of the day. Following
discussion it was acknowledged that the Contracting Team have been involved
in a great deal of work to agree this contract and that any concerns should be
addressed directly with the provider.
It was acknowledged that the pricing team from Monitor have produced a
paper regarding progress on 2015/16 Tariff Payment System which was
published on 18 July 2014. The final 2015/16 National Tariff System is due to
be published on 16 December 2014.
Matt also advised that a Serious Incident had occurred regarding a
Radiographer providing an MRI scan. The incident is being fully investigated
and will be reported through the Quality Team.
It was RESOLVED that:
i)

14/208

the Committee noted the report

Non urgent Gastroenterology and Direct Access Endoscopy
Jane Maskill attended the meeting to present this paper advising that on 31
July 2014 the Clinical Cabinet had approved the Service Specification and
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Business Case for a non‐urgent gastroenterology and direct access endoscopy
service.
The Committee are asked to consider and agree the procurement route for this
service. Details of the proposed procurement options were discussed:






Do Nothing
Contract Variation
Any Qualified Provider (AQP)
Formal Tender
Alliance Contracting

It was acknowledged that the procurement via AQP of non‐urgent
gastroenterology and direct access endoscopy service will ensure that the
expected growth predicted both nationally and locally can continue to provide
quality services for our local patients within national access targets to improve
outcomes and improve patient choice.
A discussion followed and it was agreed to approve the recommendation to use
the AQP method of procurement.
It was RESOLVED that:
i)

14/209

The Committee approved the recommendation on the procurement
method of Any Qualified Provider and noted the Business Case was
approved by the Clinical Cabinet on 31 July 2014

SIRO/Caldicott Guardian Update
Katherine Bryant presented this paper which provides an update on the
Caldicott Guardian/Senior Information Risk Owner requests received up to and
including 15 August 2014 and offers assurance that appropriate systems and
processes are in place.
Katherine advised that following previous discussions a disclaimer has now
been added to all emails sent to external recipients from CCG email accounts.
The disclaimer wording was included in the paper for information.
It was RESOLVED that:
i)

14/210

the Committee noted the report

Information Governance Update
Katherine Bryant presented this paper providing an update on information
governance developments from June to August 2014.
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The update included:
 confirmation that following a review the Information Governance handbook
will be distributed this month
 a summary of a consultation conducted by the Health and Social Care
Information Centre who have published a draft code of practice to ensure
that confidential information is handled appropriately
 details of a consultation held by the Department of Health seeking views
about plans to introduce regulations which seek to ensure there is no abuse
of trust and that information collected will be used appropriately and
subject to strong security controls. It was noted that West and South
Yorkshire and Bassetlaw Commissioning Support Unit have responded on
behalf of the CCG
Katherine asked the Committee to consider whether future update reports
should be received on a quarterly rather than bi‐monthly basis. It was agreed
future reports would be received quarterly.
It was RESOLVED that:
i)
ii)

the Committee noted the update;
noted the summary of the consultation about the code of practice of
confidential information;
iii) noted the Department of Health ‘Protecting health and care information’
consultation; and
iv) agreed future update reports would be received on a quarterly basis.
14/211

GP IT Capital Business Cases
The CCG is required to bid to NHS England for access to capital in relation to GP
IT. This paper provides details of the priorities for investment which have been
identified and it was noted that £132K for the Core Equipment Refresh
Programme and £388K for the Prime Ministers Challenge Fund have both been
approved.
A discussion followed and it was noted that with regard to the Unified
Communications bid there is potential that an alternative ‘cloud’ based solution
may be available in the near future which significantly reduces the annual costs
of delivery. The CCG has commissioned a technical evaluation to assist in
determining which solution is better suited to the organisation.
It was RESOLVED that:
i)

the Committee noted the details of the capital bids submitted to NHS
England
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14/212

The minutes of the following meetings were noted for information:
 Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of
meeting held on 24 July 2014
 Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of
meeting held on 19 June 2014
 South West Yorkshire Partnership Foundation Trust Quality Board – minutes
of meeting held on 30 June 2014
 NHS111 West Yorkshire Clinical Quality Group – minutes of meetings held
on 11 June and 8 July 2014
 Quality Intelligence Group – minutes of meeting held on 15 July 2014
 Public Involvement and Patient Experience Committee – minutes of meeting
held on 17 June 2014
 Mid Yorkshire Hospitals NHS Trust Referral to Treatment Summit – minutes
of meeting held on 23 July 2014

14/213

Information Governance Bulletin – 16th Edition
The Committee noted the document.

14/214

YAS 999 Commissioning News – July and August Editions
The Committee noted the documents.

14/215

Any other business
None

14/216

Date of Time of Next Meeting
It was noted that the next meeting will take place on Thursday 18 September
2014 at 14:00 in the Seminar Room, White Rose House.
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Agenda item: 19a(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 18 September 2014
Present:

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

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

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
Head of Contracting and Commercial
Strategy (items 14/233, 14/244)
Head of Quality and Engagement (items
14/233,14/239)
Debbie Morton, Associate Director and
Lead Nurse – WSYBCSU (item 14/235)
Interim Complaints Manager (item
14/237)
Governance Officer (item 14/238)
Head of Service Development and
Transformation (item 14/242)
Senior Associate Project and
Programmes – WSYBCSU (item 14/242)
Performance and Planning Manager
(item 14/245)
Senior Project Manager, Transformation
– WSYBCSU (item 14/246)
HR Manager – WSYBCSU (item 14/247)
Minute taker

Katherine Bryant
Matt England
Laura Elliott
Debbie Morton
Lorne Thomson
Kirsty Box
Linda Driver
Sian Registe
Luke Streeting
Nadeem Murtuja
Esther Short
Angela Peatfield
14/227

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

14/228

Declarations of Interest
Sandra Cheseldine declared an interest in respect of her role as Chair of Citizens
Advice in relation to item 14/237.
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Dr David Brown and Dr Phil Earnshaw declared an interest in relation to item
14/242 Vasectomy and Audiology Service Reviews.
14/229

Minutes of the Meeting held on 21 August 2014
The minutes of the meeting held on 21 August 2014 were approved as an
accurate record.

14/230

Action Sheet from the Meeting held on 21 August 2014
The action sheet was acknowledged noting that:
14/92 – Continuing Health Care Audit
Jo Pollard gave a verbal update confirming that the CCG and CSU have met with the
Local Authority and part of the Action Plan will be addressed by the Continuing Health
Care re‐design, including the collaboration with the Local Authority as required. A
service specification and progress report will be presented to a future meeting of the
Integrated Governance Committee meeting.
14/172 – Integrated Quality and Performance Report – July 2014
Jo Pollard advised that the request for information on the number of referrals not
accepted by the Trust for the mental health dashboard will be escalated to the South
West Yorkshire Partnership Foundation Trust Executive Quality Board.

14/231

Matters Arising
There were no matters arising.

14/232

Integrated Governance Committee Revised Terms of Reference
Katherine Bryant presented the revised Integrated Governance Committee
Terms of Reference for review and discussion.
Stephen Hardy queried what would happen if in the case of a vote there was a
tie? Katherine agreed to clarify this point.
Jo Pollard suggested that with regard to the relationship and reporting of the
Governing Body sub committees a list or chart detailing what is reported to
each sub committee would be useful and identifying the groups whose minutes
are shared for assurance purposes.
Jo Pollard also requested that in the Responsibilities section on Safeguarding,
the word “review” is removed so it states that the Committee will receive
Serious Case reviews and safeguarding serious incidents, acknowledging that
the Local Safeguarding Board has the responsibility to undertake the reviews.
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Following discussion it was agreed that the conflicts of interest which is
included in the Declaration of Interests section will be expanded to ensure
clarity.
It was RESOLVED that:
i)

14/233

The Terms of Reference will be amended and presented before
presentation to the Governing Body in November 2014 at the Integrated
Governance Committee on 16 October 2014

Integrated Quality and Performance Report
Matt England, Luke Streeting and Laura Elliott attended the meeting to present
this report providing an update against the CCG strategic objectives, quality
premium and highlighting key exceptions and successes for July 2014.
The following issues were highlighted:










Yorkshire Ambulance Service (YAS) performance has failed to meet the
required operational standard across Cat A Red 1 and 2 for the period and
year to date for both the CCG and at the contract level. Matt advised that
the Good Governance Institute are currently reviewing the recovery plan
prepared by YAS.
Cancer Waits – There have been three breaches of the 31 days target and
12 breaches of the 62 day target.
Referral to Treatment Target – there is a recovery plan in place and Matt
advised that MYHT have now reviewed their booking system to improve
the process.
A never event has been reported by MYHT regarding a medication error,
the second in recent months, an external review is to take place.
Gate 20 at Pinderfields ‐ Laura advised that six beds have been closed on
the ward and MYHT are reporting daily to the Care Quality Commission
regarding staffing levels. A walkabout took place on 17 September and no
issues were highlighted.
Independent providers have started to ask the Friends and Family Test
question as part of their CQUIN scheme and the first set of results for
Specsavers and Yorkshire Health Solutions are included in the report.
A summit on the Gastroenterology Service will be taking place next week
and a recovery plan will be developed.

Dr David Brown referred to the 62 day cancer target and asked whether
patients with complex issues could be identified earlier, which would enable
scans to be undertaken sooner. Matt responded confirming that this issue had
been raised with MYHT and at the Cancer Locality Group.
There was a suggestion that an audit could be undertaken across the whole
cancer pathway and Matt agreed to prepare a scope for this.
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Laura Elliott advised that there had been an MRSA case assigned to MYHT for a
Wakefield patient being treated at Leeds Teaching Hospitals NHS Trust, the
report showed the case incorrectly assigned and this will be amended.
Sandra Cheseldine raised a concern that there have been delays in issuing
discharge letters following Out Patient appointments at MYHT. Following
discussion Laura Elliott advised that this issue could be included in CQUINs for
next year and will be considered for a future Deep Dive by the Integrated
Governance Committee.
Rhod Mitchell raised the issue of nurse recruitment at MYHT and Laura advised
that following recent successful appointments from Spain, the Trust were now
considering looking at other countries. It was acknowledged that part of the
appointment process ensures that applicants have the necessary language
skills.
Sandra Cheseldine commented on the two warning notices issued to the Earls
Lodge Care Home by the Care Quality Commission and it was noted that the
Care Home are working with the Local Authority and the CCG to agree an action
plan. Jo Pollard confirmed processes are in place to ensure that the CCG would
be made aware if any Continuing Healthcare patients were at risk. It was
agreed that clarification would be sought from Jane O’Donnell, Head of Health
Protect regarding the timeline to complete the agreed actions.
The Stroke Service was discussed and it was acknowledged that the issue has
been discussed regularly at the MYHT Executive Quality Board over recent
months. The MYHT Executive Quality Board will be receiving a quarterly
update and any concerns will be highlighted when the minutes of the meetings
are shared with the Integrated Governance Committee.
It was RESOLVED that:
i)

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

14/234

Winterbourne Update Report
Jo Pollard presented this report providing a summary of the current position in
relation to the cohort of people with learning disabilities placed in hospital
accommodation out of area. This issue was highlighted following the
Winterbourne View Review. Five people remain in their original settings as
their conditions are not medically stable enough to consider moving. It was
noted that NHS England are providing support through the Improving Lives
Team to challenge the thinking around the rationale of these placements and
this work will commence in October.
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With regard to the Annual Health Checks and following discussions at the June
Integrated Governance Committee, the issue was discussed at the Learning
Disability Strategic Health Group and as a result it was agreed that two letters
would be drafted, one to the providers of care and the second to the CCGs in
areas where Wakefield residents are placed. The letters emphasise the
importance of health checks and the responsibilities of providers and host
areas. In addition, the lead learning disability commissioner for Wakefield CCG
is establishing a performance monitoring system for the health checks and will
report progress to the Integrated Governance Committee as part of the regular
quarterly report.
A discussion took place and the following queries were raised and it was agreed
that these would be forwarded to Chris Makin, Senior Commissioning Manager
to consider:
(i) Would it be possible for Wakefield practices who have signed up to a
Direct Enhanced Service (DES) to undertake health checks on behalf of
other practices who are not signed up to a DES?
(ii) What was the timescale for completing the 30 health checks already
undertaken?
It was RESOLVED that:
i)
14/235

the Committee noted the summary

Continuing Care Retrospective Report and Personal Health Budgets Update
Debbie Morton and Linda Howcroft attended the meeting to present this
report providing information on the Previously Unassessed Periods
Retrospective Reviews and an update on the communications for Personal
Health Budgets for Wakefield.
Andrew Pepper asked how the retrospective claims are progressing and how
the CCG compared to other CCG clients of the WSYBCSU. Linda Howcroft
confirmed that the claims for Wakefield CCG were progressing well and Debbie
Morton confirmed that the deadline of all cases complete by August 2015 will
definitely be met. Progress is monitored on a daily basis and previous issues
with solicitors have now been resolved.
It was agreed that a retrospective report is included as part of future
Continuing Health Care quarterly updates.
It was RESOLVED that:
i)

the Committee noted the content of this report
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14/236

Mobile Phone Policy
Katherine Bryant presented this policy for comment advising that the revised
policy incorporates recommendations made by Internal Audit during their
review of Mobile Devices which was reported to the Audit Committee in March
2014.
Katherine highlighted that the revised policy permits staff to use their CCG
mobile device for personal use subject to fair and appropriate use, noting that
recharging arrangements will apply.
A discussion took place and it was acknowledged that there was still further
work required on the policy to bring it up to date. The issue of whether the
camera on a mobile device could be used was discussed and it was felt that the
policy was restrictive; camera use should be permitted in certain
circumstances.
Sandra Cheseldine requested assurance regarding the phone authorisation
process and Katherine agreed to ensure that this is clarified in the policy.
It was RESOLVED that:
i)

14/237

the Committee acknowledged the revised policy and noted that it would
be presented for approval at a future Integrated Governance Committee
meeting

Complaints Procedure
Katherine Bryant and Lorne Thomson presented this revised procedure which
reflects the new management arrangements following the CCG resuming day to
day management of complaints from West and South Yorkshire and Bassetlaw
Commissioning Support Unit.
It was noted that in August 2013 internal audit reviewed the CCG’s complaints
procedure. All recommendations have been implemented except three which
are detailed in the cover report.
A discussion followed and Sandra Cheseldine raised a concern regarding the
impartiality when reviewing complaints. Lorne Thomson responded to confirm
that there were several assurance checks in place including the requirement
that factual information is always supported by evidence. It was agreed that
Katherine Bryant would meet with Sandra outside of the meeting to go through
the process to provide further assurance of impartiality.
Sandra referred to point 2.7.1 regarding Healthwatch Wakefield and advised
that they do not provide advocacy support and that this support is provided by
VoiceAbility. Katherine Bryant agreed to clarify this point.
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Jo Pollard proposed that an analysis of themes would be useful. Lorne
Thomson responded advising that it was the intention to obtain learning
outcomes for each complaint with details of how the provider has learned from
the issue and what they have put in place. Discussions are continuing as to
how this would be implemented. Phil Earnshaw commented that it should be a
key aim to triangulate the information received with complaints received
across Wakefield district.
Katherine Bryant advised that subject to the approval of the Complaints
Procedure and templates it would come into immediate effect. An ongoing
review of the procedure will take place over the next two months to identify
any further amendments required.
It was RESOLVED that:
i)

14/238

the Committee approved the policy and noted that the procedure would
be brought back to the Committee in two months to consider and approve
any further amendments identified

Freedom of Information Update/Publication Scheme
Katherine Bryant presented the Freedom of Information (FOI) Update
confirming that the CCG responded to all FOI requests received from April to
August 2014 within the statutory deadline of 20 days. Katherine highlighted
that since 1 July 2014 there had been one exemption applied, this was
approved by the Chief Officer.
Katherine presented details of the proposed Publication Scheme which if
approved will be published on the CCG’s website. In addition many public
authorities have opted to publish details of all FOI requests they receive and a
copy of the response provided. This is referred to as a ‘disclosure log’.
A discussion followed as to the merits of a disclosure log and it was agreed that
further information would be obtained, including examples of other disclosure
logs.
It was also agreed to delegate authority to the Chief Finance Officer and
Communications Lead to approve the final version of the Publication Scheme in
advance of publication on the CCG’s website.
It was RESOLVED that:
i)
ii)

the Committee note the CCG’s compliance against the statutory deadline
for responses to FOI requests; and
the Committee agree to delegate authority to the Chief Finance Officer
and Communications Lead to approve the final version of the publication
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scheme in advance of publication on the CCG’s website.
14/239

Quality Intelligence Group Terms of Reference
Laura Elliott presented the revised Terms of Reference for the Quality
Intelligence Group advising that a number of amendments had been made
including strengthening the membership in light of discussions at the Health
and Wellbeing Board regarding co‐ordinating engagement activity across
partners.
The Terms of Reference will be reviewed again in six months time.
It was RESOLVED that:
i)

14/240

the Committee approved the Quality Intelligence Group Terms of
Reference

Finance Report Month 5
Karen Parkin presented this report confirming that the CCG has a year to date
surplus of £2,575k and the forecast year end position is in line with plan at
£6,505k. All key performance targets are green, with the exception of recurring
full year QIPP delivery and year to date activity trends all of which are showing
red.
This month’s Key Focus Area is on Non‐Recurrent expenditure noting that a
thorough review of committed non recurrent spend has been completed. The
CCG has received an additional allocation of £2,486k to support Operational
Resilience and are anticipating an allocation of £3,886k for improving Referral
to Treatment standards. This element is not shown in the table included in the
report. Andrew Pepper commented on the £1.8m held by NHS England in
relation to Continuing Health Care legacy support advising that originally this
was based on population but will in future be based on previously assessed
provision. This may result in a cost pressure next year.
Sandra Cheseldine raised a concern regarding QIPP and Andrew Pepper
responded that there has been a great deal of activity on the schemes
highlighted red and it is anticipated efficiencies will take effect next year. The
cost of prescribing was discussed and it was noted that costs have reduced in
part due to some medications coming off licence and this should result in cost
reductions in the future.
Karen Parkin advised that Pat Keane, Interim Director Strategic Projects will be
reviewing all QIPP schemes.
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It was RESOLVED that:
i)
14/241

the Committee noted the contents of the report

White Rose House Lease and Service Agreements
Katherine Bryant presented this update report on the lease for White Rose
House advising that following the reconciliation exercise recently completed
the CCG is now in a position to sign the lease subject to NHS Property Services
final review and any matters thereby arising.
A discussion took place and Rhod Mitchell queried what the cost of renting
elsewhere would be, noting that there is a break clause after three years.
Sandra Cheseldine queried what would happen if there was void space in the
building, and Andrew Pepper noted the current arrangements regarding
responsibilities for void space.
Phil Earnshaw asked whether NHS Property Services had any plans to re‐furbish
the building. Katherine responded advising that NHS Property Services have
appointed a new property manager and Sue Allan, HQ Services Manager is due
to meet with him next week. A redecoration schedule will be agreed.
Katherine asked Committee members to forward any further questions to her
prior to the next meeting of the Governing Body which is to be held on
Tuesday, 11 November 2014 when the lease will be presented for approval.
It was RESOLVED that:
i)

14/242

the Committee noted the update report on the Lease for White Rose
House.

Service Re‐Procurement
Linda Driver and Sian Registe attended the meeting to present this paper
providing details of the progress with the first phase of rapid service reviews.
The paper outlined the key points regarding Vasectomy, Direct Access MRI and
18+ Adult Direct Access Audiology noting that a clinical review of the services
had been considered by the Clinical Cabinet on 7 August 2014. The
recommendation is to re‐procure services under an Any Qualified Provider
arrangement.
Linda also advised that the Clinical Cabinet is to explore the possibility of
expanding the current Prostatic Clinic service as part of the wider Urology
review. A tender waiver proposal is being separately prepared for
consideration and the Integrated Governance Committee will be updated on
the outcome at a future meeting.
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A discussion took place and Matt England advised that the Audiology Service
has a pathway based on a national specification with mechanisms in place to
re‐coup from tariff if a patient moves provider or CCG.
Dr Phil Earnshaw raised a query regarding whether the specification for the
Direct Access MRI service is prescriptive as to what part of the body is to be
scanned. Linda Driver advised that arrangements will be put in place to ensure
that a full list is included in the service specification.
Dr David Brown commented that the Individual Funding Requests Panel had
received a number of requests recently for open MRI scans. Linda Driver
agreed to look into this further.
It was RESOLVED that:
i)
ii)

14/243

the Committee noted the progress with the first phase of rapid service
reviews
approved procurement options:
Vasectomy – recommendation to re‐procure under AQP for two years
Direct Access MRI – recommendation to re‐procure under AQP for three
and a half years
Audiology – recommendation to procure an adult 18+ service under AQP
for three years

Cataract Procurement
Andrew Pepper gave a verbal update on the expired Cataract Any Willing
Provider arrangement advising that the CCG had been in dialogue with Monitor
regarding the expiry. Andrew advised that an update on the specification will
be presented to Clinical Cabinet next week and sought agreement to follow
best advice received from Monitor regarding opening an Any Qualified Provider
for Cataracts.
It was RESOLVED that:
i)

14/244

the Committee noted the verbal update

Market Development Strategy
Matt England attended the meeting to present this paper which outlines the
CCG’s proposed approach to market development within the context of
integration and wider service redesign and transformation.
The CCG are to hold an event and invite providers to hear the CCG’s strategic
direction and priorities. A Prior Information Notice (PIN) will be used to
publicise the event in addition to the CCG writing to existing providers and
stakeholders. The market engagement event will then be followed up by a
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Voluntary Ex Ante Notice (VEAT) to inform the wider market of the CCG’s
intentions.
The Committee supported the proposals noting that the event needs to ensure
that providers are clear what opportunities are available.
It was RESOLVED that:
i)

14/245

the Committee note the contents of the paper including the proposed
market engagement proposals

Intranet Governance – Social Intranet Update
Andrew Pepper introduced this paper advising that the Social Intranet system
has now been through procurement and Interact have been retained to build
and launch a new intranet.
Luke Streeting attended the meeting to present this paper providing details of
the proposed Business and Corporate objectives and an update on the current
progress.
It was noted that the current configuration only allows access to the intranet to
individuals on the Wakefield CCG Domain/Network which means employees
cannot access the intranet when not at work, GP Membership access will be
limited as not everyone is on the VPN and partners will be unable to access the
site. Luke advised that the Intranet team are currently working through any
potential cost and implementation implications of using an internet logon that
will enable all partners, GP members and staff to wider access of the intranet.
Sandra Cheseldine questioned whether there will be protected areas on the
site and Luke confirmed there will be protected areas and certain information
will be limited only to those staff who need access.
It was RESOLVED that:
i)
ii)

14/246

the Committee endorsed the proposed Business and Corporate objectives;
and
approved the principle of the proposed access and functionality
enhancements.

Equality and Diversity Update
Nadeem Murtuja attended the meeting to present this paper providing an
update on the progress made on the Equality Objectives and an outline of the
content structure to be used to inform the Public Sector Equality Duty Report
to be published in January 2015.
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A discussion followed regarding how best to collect baseline information in
relation to minorities regarding cervical and other cancer types (bowel and
breast). Dr Phil Earnshaw suggested that GP practices may be able to provide
the necessary information as ethnicity is now recorded in practices. It was
acknowledged that the Equality and Diversity team need to consider alternative
methods of obtaining this information. It was recommended that contact is
made with Dr Clive Harries and the CSU Data Quality team.
It was RESOLVED that:
i)
14/247

the Committee noted the contents of this paper

Workforce Report
Esther Short attended the meeting to present this report providing a range of
workforce information and intelligence relating to the directly employed
Wakefield CCG workforce together with key workforce headlines.
Esther advised that the process for sickness/absence reporting had been
changed and training for line managers has been put in place to ensure more
accurate recording.
With regard to mandatory and statutory training the compliancy rates were
presented in the paper noting that employees are notified by email to
complete their training that has expired or is due to expire within the next two
months.
It was requested that future reports provide more detailed analysis on
workforce issues in the CCG, rather than just sharing statistics. Esther
acknowledged this request and will amend future reports to include further
information which is more useful for the Committee.
It was RESOLVED that:
i)

14/248

the Committee noted the contents of this paper

Minutes of meetings
The minutes of the following meetings were shared for information:
(i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of
meeting held on 21 August 2014
(ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of
meeting held on 19 June 2014

(iii) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held
on 13 August 2014
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(iv) Quality Intelligence Group – minutes of meeting held on 14 August 2014
(v) Urgent Care Group – minutes of meetings held on 19 June and 17 July
2014
14/249

Information Governance Bulletin – 17th Edition
This bulletin was shared for information.

14/250

Consider future topics for Deep Dive
Following discussion the following topics were suggested:



14/251

Stroke Service
Discharge Letters Process from MYHT Out Patient Department to GP
Practice

Any other business
No other business discussed.

14/252

Date and time of next meeting:
Thursday, 16 October 2014, 9.30 to 12 noon at Unity Works, Wakefield.
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19b

Information

Dr Adam Sheppard, Assistant Clinical Leader
28 August and 25 September 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 28
August and 25 September 2014.
Executive Summary:
28 August 2014
The following was discussed at Clinical Cabinet in August:

















Neuropsychology – agreed to progress the business case for support to stroke patients.
IVF commissioning policy – agreed for the next year to follow NICE Guidance for extending the age limit and
to retain one funded cycle. In parallel, the question of whether to increase the number of cycles will be put
to public debate.
GPIT update paper – noted.
SEN policy – noted.
Clinical Cabinet commissioning decisions 2014 – noted and agreed the good work should be publicised.
Patient experience report maternity – noted.
Operational resilience and planning 2014/15 – guidance noted and discussion took place around how to
involve networks.
RTT recovery plan – a 7 point action plan was discussed.
Strategic Plan – update noted.
QIPP update – noted.
Network updates – update received on a meeting with network chairs.
Service reviews update – proposals agreed.
Gastroenterology – update and progress noted. Business Case, specification and procurement option to be
discussed at the next Clinical Cabinet.
Summary of agreements with WMDC – noted
Update from Governing Body development session on Mental Health – noted.
Croydon List project end and lessons learnt report – noted.

25 September 2014
The following was discussed at Clinical Cabinet in September:





Clinical Cabinet Terms of Reference discussed.
Integrated sexual Health Service clinical model ‐ noted.
Supporting the Third Sector: Nova’s role in supporting the social prescribing agenda approved.
Cataract Service clinical model approved.







Review of community Ophthalmology service ‐ noted.
CCG strategy and Annual Delivery Plan ‐ noted.
QIPP update – noted.
Clinical Network updates – noted.
Working Together – noted.

Agenda item : 19b(i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 28 August 2014
09.30 – 1.00 pm
Boardroom, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Jo Pollard (JP)
Dr Clive Harries (CH)
Dr Ann Carroll (AC)
Dr Avijit Biswas (AB)
Dr Patrick Wynn (PW)
Sandra Greenwood (SG)

Asst. Clinical Chair, NHS WCCG
Chief of Service Delivery and Quality, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHS WCCG

In Attendance:
Karen Parkin (KP)
Kerry Munday (KM)
Esther Ashman (EA)
Jo Fitzpatrick (JF)
Simon Rowe (SE)
Gillian Richardson (GR)
Stephanie Gibson (SG)
Caroline Griffiths (CG)
Andrew Wiles (AW)
Ali Aslam (AA)
Aly Damji (AD)
Graham Brown (GB)

Associate Director of Finance & Governance, WCCG
Interim Head of Network Development, WCCG
Head of Strategy (Item 12)
Head of Medicines Optimisation
Senior Commissioning Manager, WCCG (Item 12)
Public Health Principal (Stroke and Cardiology) (Item 6)
Public Health Practitioner Advanced, WMDC (Item 8)
Director of Corporate Planning and Projects, MYHT (Item 5)
Corporate Planning and Projects Manager, MYHT (Item 5)
Programme Director, MYHT
(Item 5)
GP Fellow, WCCG
Programme Manager, WSYBCSU

Kate Trevelyan (KT)

Senior Management Support, NHS WCCG

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr D Brown, Dr Paul Dewhirst, Andrew Pepper,
Stephen Hardy

2

DECLARATIONS OF INTEREST
Non were declared

3

A MINUTES OF THE MEETING HELD ON 31 JULY 2014
The minutes were agreed as a true record with following amendments:



Apologies from Dr A Furber to be added
Item 5: Sharon Wallis should read Karen Stone
1



4

Item 15: para 5 should read: HC indicated that Communications and Engagement
were developing a workshop for September to invite Primary Care colleagues (GP
practices, 3rd Sector, Pharmacists) to contribute to the provider alliance
implementation plan. It was acknowledged that there were risks around the
Primary Care contribution with a need to support this as an organisation.

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

ACUTE SERVICE RECONFIGURATION

Caroline Griffiths, Andrew Wiles and Ali Aslam attended the meeting to give a presentation and
assurances around the Acute Service Reconfiguration.
CG gave an overview of the MY reconfiguration and the implementation of the changes over the
next three year. CG took members through the presentation which highlighted the mix of Acute,
Elective and Non Elective services across the three sites. AW highlighted the basic model and
detail of the reconfiguration building blocks with key themes around:






Separating Acute and Elective surgery
24/7 Obstetrics
24/7 Emergency Department
Ambulatory Emergency care
Paediatric Assessment

CG stated that the implementation of the reconfiguration would be continuously monitored via an
Implementation team project plan including risk assessment.
JoP indicated that this work was about the service change linking into community services and
urgent care resilience. The 18 Weeks/RTT work was being led separately by Neil Clark.
Members noted the timeline for 2015 ‐ 2017 which highlighted the critical milestones.
Members also noted that there was Ambulatory care in place at Dewsbury and Pinderfields and AS
stated that Dinesh Nagi had given a presentation on this to the Urgent Care Group.
There was concern over the bed day trajectory, emergency beds and interface with community
services and in order to gain the necessary assurance, it was agreed that :



Robert Flack and Helen Childs should attend in September to give an update on their
contribution to the delivery of the implementation of integrated community services;
CG and Robert Flack to give a joint presentation in October for assurance re acute and
community services.

CG indicated there was a need for commitment from North Kirklees re realignment of activity
between the three sites.

2

AC queried the Child Dedicated Neuro Disability Nurse (ASDHD) and requested a breakdown of the
budget which GC acknowledged and updated members further to give assurance indicating that they
would be happy to work with organisations to support.
PE indicated that assurance was required around activity looking at making better use of existing
facilities (including theatre utilisation) at Pontefract.
IT WAS RESOLVED:
i.
ii.
iii.
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The presentation was noted ;
Robert Flack and Helen Childs to attend CC in September to given an update on their
contribution to the delivery of the implementation of integrated community services t;
CG/Robert Flack to give a joint presentation in October on the delivery of the
implementation of integrated community services
STROKE PREVENTION IN ATRIAL FIBRILLATION (SPAF) UPDATE

GR introduced the paper which summarises the work to date through the Stroke Prevention in AF
Programme highlighting an increase in anticoagulation uptake (mainly warfarin) in high risk patients
to district average of 66% from 58% in October last year with a need to:



To focus on patients not on anticoagulation
To review diagnosis consent and understanding re anticoagulation.

GR indicated that a date had been identified in October to hold a half day workshop and that there
were 8‐10 Practices who were not yet engaged although GR commented that they would be happy
to supply a model to suite and it was noted that each clinic costs £5K per day which would cover 50
patients. AB updated members on the internal pathway.
JoF commented that due to annual leave she had not had the opportunity to review before
submission and queried the cost saving.
Members noted the requirement to support the Clinical Outcome and JoF stated that she needed to
review the impact on the prescribing budget against the model. GR updated re staff being trained
up to support and that the cost modelling was part of the 10cc programme.
The issue was debated in great length around the possibility of bespoke clinics to practice
requirements, joint working policy in pharmaceutical industry, questions re sustainability and the
need to understand costings and members noted that a Logistics Company could be commissioned
to support. AS indicated that there was a need to





Agree the model
Need to look at costing model
Need for closer working between PH and MOG
Understand the Bradford model

JoF indicated that the data needed to be reviewed to aid understanding as anticoagulation. GR
requested members should ignore the data which required further review.
It was agreed that further discussions needed to take place outside of the meeting and JoP
commented that a discussion at Informal Clinical Cabinet with finance comments would have been
appropriate.
3

KP updated members on GR’s regular attendance at QIPP.

7

PROPOSED CARE PATHWAYS: THE COMMUNITY DERMATOLOGY SERVICE AND
ROACCUTANE

Simon Rowe presented the paper which outlines the care pathways from the provider of the
Wakefield Community Dermatology Service, Virgin Assura, for their proposed use of Roaccutane.
The recommendations were:



Do Clinical Cabinet feel assured that the care pathways describe an acceptable standard of
care;
State if they wish for Roaccutane care to be provided by Virgin Assura, rather than MYHT.

Members were also asked to understand the financial implications of Roaccutane and JoF updated
members that it was historically a red drug contained in MYHT and there was a need for assurance
that it would remain a specialit drug. Members noted the pathway details provided with all the
modelling going forward.
AS commented that assurance would be required that monitoring was in place and SR updated
members further. AC reiterated the need to be assured about high quality services and queried the
number of referrals into Virgin up to the last 2 months. SR commented that the number of
referrals into primary care were down as the original Business Case was too high.
Members were still concerned re quality and the risks attached with a query around the
commissioning need to take to the community.
JoP queried whether there was a need to commission Roaccutane and there was a need to be clear
on this. It was a provider led proposal by Virgin and SR updated members around the background
concluding that the whole pathway needed further review.
AS stated that a need for a community dermatology review and advised CC not to move forward on
the proposal.
JoP requested SR to draft a formal letter to Virgin advising that Clinical Cabinet did formally consider
the proposal and due to a strategic issue in respect of dermatology services did not approve the
recommendations made.
IT WAS RESOLVED
i.
ii.
8

The recommendations were not approved
SR to draft a formal letter to Virgin advising the outcome
SENSORY IMPAIRMENT PROJECT UPDATE

Stephanie Gibson attended to provide background to the paper which sets out the activities
undertaken to implement a sensory impairment project in primary care that was overseen by Public
Health on behalf of the CCG and undertaken by Age UK Wakefield District commencing July 2013
and finishing in July 2014. The purpose of the project was to improve the understanding and
4

experience and health information needs of patients with severe sensory impairments/needs
thereby easing their access to GP services.
It was noted that 6 practices had volunteered towards awareness raising and Age UK who wrote the
report were champions in the Practices (although not all practices were engaged).
The recommendations were:



Note the contents of the Sensory Impairment in Primary Care Project Report
Consider further funding of approximately £19,200 to implement its recommendations and
further roll out to a minimum of 15 practices.

KP commented that SG had made contact outside of the meeting and there were issues around the
implications of the time limited funding of £13K and asked members to consider whether it is the
right thing to do within practices and whether it should be continued.
Members commented on the funding aspect particularly NHS England and Co‐commissioning.
Members considered that further work was required on this proposal and an updated report should
be brought back.
IT WAS RESOLVED THAT:
i.
ii.

Further work to be carried out on the proposal;
an updated report to be brought back to Clinical Cabinet

9

SUPPORTING THE THIRD SECTOR – NOVA WAKEFIELD DISTRICT

AF presented on the paper which was an update on the establishment of Nova Wakefield District
which provides infrastructure support to voluntary and community organisations in line with the
District’s Third Sector strategy. The original business case was for three years but with an annual
review.
The recommendations were noted as




Notes the progress by Nova Wakefield District during its first year of operation to deliver its
three year Business Plan;
Approves the funding of £70K which will be matched by Wakefield Council, subject to
approval from the Council’s Cabinet in September;
A further report will be presented to the Clinical Cabinet with options around the role of
Nova and social prescribing.

It was noted that Anthony Sadler would bring a paper to the next Clinical Cabinet around this. The
reason for presenting now was a timing issue as the next year of the agreement starts the 1 October
and a need to get a decision or an indication of continued support. The paper would go to JSCB in
September to agree the Local Authority’s part of the funding.

5

KP updated members on the financial issues and discussions with Helen Childs around the
integration agenda. Helen indicated confirmed that it supported the integration agenda. Since the
original business plan, additional requests from Nova had been received and KP updated members
on this indicating that the figures and paper needed to be reviewed in an holistic way to highlight
changes in the business plan. AS summarised that
 strategically the right thing to do to support the Third Sector;
 need for the funding to be reviewed;
 general breakdown of how the funding is utilised.
ME commented that Nova sit on the Mental Health Transformation Programme Group Mental
Health. CH expressed concern on the requirement of assurance around transparency of
governance.
IT WAS RESOLVED:

i.
ii.

iii.

10

Note the contents of the Report;
Support the Third Sector subject to a review of the funding to reflect changes in the
business plan (Anthony Sadler to link with Helen Childs), general breakdown of how the
funds are used together with assurance around transparency of governance.
Revised report to be brought back to Clinical Cabinet

REABLEMENT FUNDING

AF indicated that the funding had been supported at JSCB and will be taken to the Governing Body in
September. The paper provides an update on the development of reablement provision in
Wakefield District and to confirms the spend on reablement from 2013/14 non recurrent
reablement monies that are passed to the Wakefield CCG by the DOH. KP commented that the
report was as expected and had been taken into account in the financial plan. It was noted that it
would go to the Governing Body as part of the governance process.
It was noted that the financials had been discussed at JSCB (as noted in the minutes provided with
the report) and it was part of Care Closer to Home plan which AC confirmed.
Members comments included:




Useful to have a table on utilisation to show last year’s variance and underspend as part of
the ongoing monitoring process;
The bed reduction chart and implications re Care Closer to Home
Need more detail about the joint funding

AF confirmed that the additional data would be included in the detailed report which would be
brought to the next meeting. Care Closer to Home further detail report would be brought the next
meeting
IT WAS RESOLVED:
i.

Support the proposal subject to presentation at the Governing Body.

6

11

ACUTE KIDNEY INJURY GUIDELINES

AB updated members that the paper was presented for information and sign off. AS concurred the
need to note and get the message out to the network which members discussed as to the best
method of doing so.
PE expressed concern around support on regular updates with respect to NICE Guidelines.
Members agreed that CH would work with KM on the best process to provide a Clinical updates to
the network outside the meeting.
IT WAS RESOLVED
i.
ii.

To note the guidelines
To approve and support to guidelines into Primary Care

12

CCG STRATEGY AND ANNUAL DELIVERY PLAN

Esther Ashman gave a verbal update to the paper presented in July indicating that





approval had been given by NHSE;
Feedback from WYAT indicating assurance;
Interactive accessible PDF would be launched on 16 October
Next Stage around managing of funds and indicated that Anne Boothe was working on this.

Other work included






Plan on a page which gives an instant update on all areas being worked on
Performance manage over the year which will help to see what’s coming but also be
proactive if any problems spotted;
Linking with AP’s team re software;
Link with QIPP to cross reference to the Operational Plan and Everyone Counts for quick
access of up to date information;
Bring back to Clinical Cabinet (25 September) and ICG, and to Governing Body on the 14
October.

Members noted the update and that it linked plan on a page, timelines , time frames into the
various work streams and the work plan for Clinical Cabinet and other sub committees of the Board
and performance managed in those areas.
JoP started that it also linked back to the integration agenda with the Local Authority and support of
the Annual Delivery Plan was critical for Clinical Cabinet and membership to share service changes
at both locality and practice level.
Members acknowledged the good work.

13

QIPP

8

Graham Brown updated members on the paper which presented a detailed update on the
transactional and transformational QIPP schemes for 2014/15. The paper also outlines planned
actions to investigate additional QIPP Schemes for 2014/15 and into 2016 indicating that the report
contained a scheme by scheme update and narrative which aligns with the financial report
submitted to NHS England.
GB updated members on the outcomes from the QIPP performance meeting with the CSU/CCG
were identifying further a range of schemes which will be put forward to a new ideas Forum Meeting
which is planned for the 1 October which will discuss various projects which might relate to
Wakefield and link in with the relative WCCG Project Manager .
Members comments included:




Primary Care Transformation massive issue in MY and a saving may be identified here
(Michele will leading on this);
MY pricing and coding issue. PE asked to be connected with the clinical lead on this which
GB acknowledged;
Community cardiology

JoP responded that we need to make sure that Clinical engagement with membership comes
through NDU and thought that the MOG model could be used to secure better engagement. KM
updated members on the issues/problems, but indicated that money was in place to support
attendance at Clinical Cabinet to engage in discussions.
ME stated that there needed to be a phased approach to achieving QIPP via being systematic,
sharing knowledge and using transformation ways of doing it differently.
GB assured Clinical Cabinet indicating that they were activity seeks ways to address and balance out
the gap (£3.5m) and the risk around this. ME stated that the QIPP focus was on what was going to
deliver.
Members agreed that in order to gain assurance a more detailed paper including risks and
mitigation. Also to including detail on the Gynaecology and Pathology pathways, should be brought
to next month’s Clinical Cabinet .
Action: Detailed QIPP paper to be brought to September Clinical Cabinet
.
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CLINICAL NETWORK UPDATES

Key highlights discussed included




AS commented re the investment on resilience into Primary Care network.
AC updated members on Locality 3 had put in a bid for 6 day and 8‐8 5 day. It was noted
that all the Localities had also submitted bids;
PE updated members around Locality 4 and ideas re utilisation of A&E at Pontefract.
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15

MEDICINES OPTIMISATION GROUP

To be shared at 25 September meeting.
16

ANY OTHER BUSINESS

16.1

SG updated members on the Virtual College re training for diabetes and insulin management
which had been discussed with AP. There had been no cost before but now there was a cost
of £5K for unlimited use for a 12 month period for GPs and Nurses. It was bespoke training
and members discussed funding allocation.
Members agreed a commitment on the educational training to make sure it happens.
Members agreed that it should be discussed further
outside of the meeting.

16.2

Informal Clinical Cabinet 11 SEPTEMBER : AS stated that North Kirklees would be attending
to give an update on Integrated Emergency Care and requested maximum attendance.
POST MEETING NOTE: North Kirklees would be attending Informal
Clinical Cabinet on the 9 October 2014.

Date and time of the Next Meetings
Informal Clinical Cabinet:
Thursday, 11 September 2014, 12.00 noon – 1.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 25 September 2014 09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item : 19b(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 25 September 2014
09.30 – 1.00 pm
Seminar Room, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Phil Earnshaw (PE)
Jo Pollard (JP)
Andrew Pepper (AP)
Dr Clive Harries (CH)
Dr Ann Carroll (AC)
Dr Avijit Biswas (AB)
Sandra Greenwood (SG)
Stephen Hardy (SH)

Asst. Clinical Chair, NHS WCCG
Clinical Chair, NHS WCCG
Chief of Service Delivery and Quality, NHS WCCG
Chief Financial Officer, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHS WCCG
Lay Member, NHS WCCG

In Attendance:
Dr Patrick Wynn (PW)
Dr Som DaSilva (SDS)
Michele Ezro (ME)
Simon Rowe (SE)
Katherine Bryant (KB)
Duncan Cooper (DC)
Anthony Sadler (AS)
Anna Middlemiss (AM)
Mike Walsh (MW)
Kate Trevelyan (KT)

GP, NHS WCCG
GP, NHS WCCG
Associate Director, Service Delivery and Quality
Senior Commissioning Manager, WCCG (Item 12)
Head of Governance Item 5)
Public Health Registrar, WMDC
Service Director – Communities, WMDC
Public Health Consultant, Strategy and Support Team, WMDC
CSU shadowing A Pepper
Senior Management Support, NHS WCCG

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr David Brown, Dr Andrew Furber.

2

DECLARATIONS OF INTEREST
1)
2)
3)

3

Item 6 ‐ All GPs.
Item 9 – AS (service at Lupset Surgery).
Item talking as GP Providers.

MINUTES OF THE MEETING HELD ON 28 AUGUST 2014
The minutes of the meeting were agreed as a true record. Members however expressed
concern about the level of clinical discussion being captured within the minutes and it was
agreed that such discussions would be reflected in more depth if appropriate.
AP updated members on Item 10 (Reablement Funding) and advised that progress had been
made re linking reablement with social care funding plans for discussion at JSCB next week.

1

This would then be brought back to Clinical Cabinet in October and Governing Body in
November.
4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

CLINICAL CABINET TERMS OF REFERENCE
KB introduced the paper advising that it was a annual governance requirement to review all
the terms of reference of the sub committees stating that it was an important document
which sets out all the responsibilities and powers. KB highlighted:
1)
2)
3)
4)
5)

Initial tracked changes re governance matters;
Do the terms of reference really reflect what you have discussed over the last 18
month;
Is the membership correct as described;
Is the role and function really reflecting what you are doing; and
Role of Medicines Optimisation Group.

KB requested comments so that the draft could be updated to discuss at the October Clinical
Cabinet before taking to the Governing Body in November.
In response Members comments included:
















Roles and responsibilities should be reflected but also should be simplified with
more emphasis on clinical rather than strategy and governance;
Needs to be clear about the key 3 roles and key 3 responsibilities;
Terms of reference should be more comprehensive;
Simply terminology and remove repetitions;
Papers should go through NDU (so that networks have the opportunity to influence
decisions) and the appropriate governance process (make sure projects are
financially viable) before being brought to Clinical Cabinet;
A need to model to reduce journey;
Need to focus on outcomes, patient experience, modernisation of the health service
and quality;
Not Clinical Cabinet responsibility to follow projects through but may be a useful
exercise to track a paper through – what’s happened to it etc (may help future
considerations);
Clarify purpose of both Clinical Cabinet and Informal Clinical Cabinet;
Facilitate Network Chair involvement and advise how to attend to attend to
encourage participation;
Chairs to have the opportunity to have casting vote if necessary;
Reflection on conflicts of interest and how these are dealt with. Members noted
that a conflicts of interest policy procedure was in process;
Review of Board member Practice Manager;
Associate Directors in attendance not Members; and
Focus on clinical outcomes and patient experience. Quality has to exist outside of
QIPP.

2

KB indicated that the comments would be reflected in an updated draft which would be
brought to the next Clinical Cabinet.
Action: Clinical Cabinet TOR on the October agenda
IT WAS RESOLVED:
i.
ii.
6

The paper was noted; and
Updated paper to be brought to the October Clinical Cabinet.

INTEGRATED SEXUAL HEALTH SERVICE CLINICAL MODEL
Duncan Cooper presented the Integrated Sexual Health Service procurement Clinical Model
which highlighted:













Public Health budget re sexual health services such as GUM, LARC, CASH, Sex and
Relationship education, HIV;
Separate service for young persons outreach (available in schools);
Sexual coercion prevention service (jointly commissioned LA/CCG). Sexual coercion
was a service for young women who had been identified as being at risk or victims
but it was noted that there was no provision for children under 16;
All contracts expire in April 2015;
HIV service commissioned by NHSE Leeds with HIV spoke in Wakefield (PE indicated
that WCCG needed to be involved in this re specialised commissioning and the
possibility that this could be the responsibility of WCCG by April 2105);
Delivery of integrated services including prevention, complex care, Primary Care
role:
Hubs (and spokes) in the 5 town areas with strong clinical emphasis;
Pathways referrals in and out of Primary Care around choice and deliverability;
Work around the Integrated specification;
NHSE developing specifications for under 16s;
HIV support work will be separate specification due to specialist knowledge; and
Timescale:
o
Expression of interest October 2014;
o
Tendering January – March 2015;
o
Contract award April 2015;
o
Contract live November 2015.

Members were concerned that the model was not ‘fit for purpose’ to protect particularly
the under 16s. It was agreed that there was a strategic issue which needed assurance that
the right services were being considered for vulnerable people particularly a sexual coercion
service for the under 16s or for another service to be commissioned to run alongside which
would be reflected in the procurement.
There was concern that children do not always
realise that they are being exploited, needed to know where to go for help and this was
seen as an opportunity to ensure that any gaps were addressed. The availability of a
Services directory was suggested and also more interaction within schools.
DC indicated that Child Exploitation was being discussed within the Council which DC was
not part of, however he would take back member’s comments.
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AS emphasised that Members wanted assurance that this matter was being dealt with, to
understand what services will be available particularly with Rotherham in mind
CH queried consultation with WCCG in respect of the IM&T Strategy and required assurance
that all services would be in place. DC indicated that they had until November 2015 to work
these through which were acknowledged as being national issues. It was noted that this
model had been presented to the Executive Group, GP Networks and JSCB.
Members discussed the role of primary care and the possibility of ‘ring fencing’ the primary
care budget. DC clarified that it was not third party providers coming in but practices
delivering primary care. PE emphasised that this would be a different way of working which
had been shared via email and engagement with networks/practices. CH expressed concern
that following LA’s attendance at Network 7, further information had been requested which
had not yet been received.
Members were asked by AP to reflect on the timescales as it might provide an opportunity
to change the specification and delay the procurement slightly. DC agreed that there were
opportunities to change the specification but also to change the outline of the final model.
DC suggested that a GP Co‐ordinator would need to be identified to work across the CCG to
determine what services would be provided. PE emphasised that the CCG was not the
commissioner but acting as a membership organisation who could influence, all of which
would be subject to network discussions.
JoP stated that she would be formerly write to Dr Andrew Furber on the potential service
gap following the report on Rotherham to instigate a formal response.
Action: JoP to formerly write to Dr Andrew Furber on the potential service gap and
Rotherham to instigate a formal response
Members agreed that the matter would be discussed outside of the meeting.
IT WAS RESOLVED:
i.
ii.
iii.
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The presentation was noted;
To be further discussion outside of the meeting; and
Formal letter to be sent to Dr Andrew Furber on the potential service gap following
the report on Rotherham to instigate a formal response.

SUPPORTING THE THIRD SECTOR – NOVA WAKEFIELD DISTRICT
JoP reported that the paper came to Clinical Cabinet last month and there was a specific
query around the investment re Care closer to Home which is not reflected in the paper. It
was noted that Helen Childs had advised that from the Care closer to Home fund there was
£35K invested via non recurrent monies which was used to commission the development of
Community Social prescribing strategy. As well as the investment for the £70K, members
had wanted assurance around overall investment.
AS indicated that he had been working with Nova on the Business Case to agree funding for
the first year followed by an evaluation in respect of future funding. Members noted that

4

Nova provides support to the emerging and existing voluntary and community sectors in
Wakefield. AS stated that work was ongoing in respect of Care closer to Home which Nova
was well positioned to support.
It was recommended that:
i)
ii)

Note the work being undertaken to develop a district wide approach to Social
Prescribing and the links with Nova Wakefield District; and
Approve the funding of £70,000 which will be matched by Wakefield Council, subject
to approval from the Council’s Cabinet in September.

PE proposed support due to the demands on the voluntary organisation which could affect
CCG development. SDS queried value for money and uncertainty about how Nova worked
and assurance that monies were appropriately spent. AS clarified that Nova did not provide
services, but were a pure infrastructural organisation. Members indicated support but
were concerned that Nova should be a completely inclusive organisation and subject to
appropriate checks.
IT WAS RESOLVED THAT:
i.
ii.
8

The contents of the paper noted; and
Supported subject to approval at Council’s Cabinet.

CATARACT SERVICE CLINICAL MODEL AND SPECIFICATION UNTIL JUNE 2015
SR presented the paper indicating that PW would not be in attendance until later in the
meeting. The paper presents a specification that would form part of a proposed model for
the provision of cataract service in community locations, other than at Mid Yorkshire
Hospitals NHS Trust, and other hospital providers. The recommendations were:
i)

Approve the service specification/clinical model

Jo P gave context and background to Paper 8 reported to IGC with a need to offer services
through AQP (Monitor). The paper was at Clinical Cabinet to discuss the clinical model
reflected in the paper and not to debate AQP.
Members expressed concerns around the constraints of the AQP process which it was felt
does not provide the best pathway for patient care. There was also queries on the IT
section and understanding of QIA re risks (linked to the other paper).
Members discussed
the SPOA issues re referrals and challenges and queried provider issues asking for a list of
outstanding patient lists. SR indicated that he would take back for further comment.
JoP advised that there was a need to be clear on timescales as it could not be delayed. AC
suggested that the word community was taken out of the services as this often added to
confusion. Members needed time to review the detail on the clinical model and specific
pathway issues.
Members noted that PW had reviewed the paper but there was a need for further scrutiny
and AC volunteered to look at the paper and provide comment. CH advised that the IM&T
section would need to be rewritten. Members agreed that the paper would be signed off
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subject to AC’s involvement and IM&T section being rewritten. Members agreed that
further discussion of the paper would follow after the formal meeting ended.
PW joined the meeting and AS updated on the previous discussion. PE indicated a
Community provider was not used as there were skills within the hospital. Members
queried the consultant led service to different specialities and PW updated on issues re:










SPOA
Cataract services
Key changes
NICE guidance
Glaucoma service massive problem (could be treated by injection)
Model to structure service
Other key condition services
Early days
95% could be managed in the community

AS commented that Option 5 was the principle provider model and it was difficult to have a
clinical debate within financial/contractual issues and ultimate legal requirements. It was
noted that a consultant led referral pathway carries a duty to provide choice as a legal
requirement which would automatically eliminate Option 2.
Members approved Paper 8 subject to further debate.
IT WAS RESOLVED:
i.
ii.

9

Note the contents of the Report; and
To approve the recommendations subject to Ann Carroll’s review and rewrite of the
IT Section and further clinical debate outside of the meeting;

REVIEW OF COMMUNITY OPHTHALMOLOGY SERVICE FROM JULY 2015
JoP rationalised the difference in timings highlighting that this paper was after July 2015
based on a review of all ophthalmology services in the community.
Simon Rowe presented the highlights within the paper which provided the findings from the
reviews of three services: the community ophthalmology service, provided by The Practice,
the low visual aid service, provided by Vision Express in Wakefield and the specialist contact
lens service, provided by Pollards Opticians in Wakefield.
The recommendations were:
i)
ii)

Support the proposed model 5 for the provision of non urgent ophthalmology care
and cataract care; and
Note the concerns highlighted in the papers associated with the model of single
provider provision for the Specialist Contact Lens and Low Visual Aids Services.

Members queried the low utilisation of SPOA and noted that this was due to contracted
activity predicted too high against the enhanced optical service performance and not looking
at the acute service.
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PE commented that the service was designed against anticipated NICE guidelines, glaucoma
follow up with a huge growth in ophthalmology appointments and assurance was required
on the quality of the services being provided.
SR provided assurance indicating that confirmation could be provided re outstanding
hospital appointments especially cataracts.
CH stated that they needed to be sure future
ophthalmology was properly scoped from a clinical perspective especially diabetes and
members agreed that assurance was required on this point from a high level consultant.
SR updated members on Mr Chung’s comments who was not in favour of SPOA.
AP commented that Mid Yorks use The Practice as extra capacity and triage accordingly to
take some pressure off when required. SR advised that the contractual end date was the 1
July 2015 and there was a need to make a decision now because of procurement deadlines.
Model 5 was the preferred option and there were concerns around risks involved if activity
does not meet the target. JoP asked CC members to agree recommendations today re AQP.
Members queried the choice of options and SR indicated that it was quality versus choice.
AP stated that from a contracting/finance perspective issue re choice and members
commented that Commissioners need to guarantee that multiple providers will deliver
services.
PE summarised that there had not been enough assurance and the matter of choice should
be taken to the November Informal CC.
Members suggested exploring the PEARS scheme glaucoma follow up by Optometrists an
requested an activity projection for consultant optometrists. There was an issue re budget
overtrading and it was agreed to discuss through Informal CC.
IT WAS RESOLVED:
i.
ii.

Paper was noted;
Members were not assured and required the matter to be discussed at the
November Informal Clinical Cabinet.

Action: Ophthalmology to be added to the agenda of the November Informal Clinical
Cabinet
10

CCG STRATEGY AND ANNUAL DELIVERY PLAN
JoP gave a verbal update indicating that work on the annual delivery plan was now nearing
its completion. Once this is complete a final draft copy will go to ET on the 30th September
with a view to then coming as a final draft to clinical cabinet following that. The draft
document will then be submitted into IGC for final approval.

11

QIPP UPDATE
ME reported on the current position advising of Pat Keane’s involvement indicating a series
of intense reviews were taking place with new ideas being followed through. Pat will
attend the next Clinical Cabinet to present
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Action: Pat Keane to be invited to the October CC
12

CLINICAL NETWORK UPDATES
PE advised that the Executive Team Network have now attended at the Network Meeting
with a commitment to progress. Network Chairs are to become more involved in work and
integration agenda.
PE updated members on the ‘soft’ launch to Network 6 and look at redesign of Network 7.

13

WORKING TOGETHER
Jo W attended the meeting and introduced Will Cleary‐Gray. Jo W indicated that Working
Together was part of integration strategy in Wakefield which had been formed to look out
wider in West or South Yorkshire. WCG updated members on the background behind the
financial challenge and priorities identified 8 CCGs and 7 acute Trusts.
WCG also updated members on services involved in the workstream which included cancer
and Out of Hospital. A scoping exercise was currently being undertaken re quality of
service, and at the same time looking at a programme approach and engage with the public
and other organisations. Members noted that there were issues around specialist
commissioning and acknowledged the problems re spinal surgery and surgical decisions.
Members thought that there was a need to understand activity through Mid Yorks and the
18 week capacity issues.
JoW stated that there was a need to be clear about priorities to
the Executive Group and instigate dialogue around how best to engage.
Timelines were noted with the plan to go post December to the South Yorkshire Governing
Body and bring the outcome of scope back to the Clinical Cabinet including the implications
of impact on Mid Yorkshire. Members noted that it would also need to go the Governing
Body and that discussions would also be held at 10CC.

14

ANY OTHER BUSINESS
No other business was discussed.
AS reminded members of the importance of attendance at the Informal Clinical Cabinet
meeting on the 9 October 2014 when colleagues from North Kirklees would be attending to
present on the Integrated Emergency Department.

15

DATE AND TIME OF NEXT MEETINGS
Informal Clinical Cabinet:
Thursday, 9 October 2014, 12.00 noon – 1.30 pm
Boardroom, WRH ** NHS Kirklees attending re integrated Emergency Department**
Clinical Cabinet:
Thursday, 30 October 2014 09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item: 19c(i)

NHS Wakefield Clinical Commissioning Group
EXECUTIVE APPROVALS GROUP
Minutes of the Meeting held on 17 July 2014
Present:

Sandra Cheseldine (Chair)
Stephen Hardy
Sharon Fox
Jo Webster

Lay Member
Lay Member
Independent Nurse Member
Chief Officer

In Attendance:

Katherine Bryant
Greg Connor
Ruth Lindley

Governance & Board Secretary
Executive Clinical Advisor
Minute Taker

1

Apologies
Hany Lotfallah, Rhod Mitchell, Andrew Pepper and Jo Pollard.

2

Minutes of the meeting held on 13 May 2014
The minutes of the meeting were agreed as a correct record.

3

Network Development Framework 2014/16 –Scrutiny Panel Report on Q1
results and recommendations on Q2
Greg Connor attended the meeting to present this report and gave a summary of
the performance of each practice.
All practices have achieved all the KPIs for Q1.
The majority of practices have provided the required additional capacity funded
in Q1 which Greg summarised as follows:
15 practices have not met the 90% utilisation target and these will be required to
take remedial action in Q2.
2 of the above practices highlighted below have struggled to produce a
satisfactory return:
‐

King Street Practice / LCD Walk‐ in Centre: the Network Development Unit
will meet with them to produce a revised plan to ensure (1) they pull back
some of the work they should have done in Q1; and (2) what they can
realistically achieve. The recommendation will probably be a payment
reduction in Q2.
Greg clarified this scheme only applied to the Walk‐ in Centre’s registered
patients. It was suggested it would be clearer for NDF purposes that they are
referred to as King Street Practice.

‐

Chapelthorpe MC: it was reported that there has been an issue with Practice
Manager capacity in advance of the recent CQC visit. They have submitted a
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return but have not separated the capacity that has been used for the NDF,
therefore we are not satisfied yet that they have reached 90% utilisation. The
Network Development manager is supporting the Practice on how to
separate the numbers and if they look like they are near to achievement we
would suggest they continue and pull back the activity in Q2. Therefore they
would receive a payment and we would require a revised plan.
Greg clarified practices that had not achieved 90% in Q1 but look to achieve in Q2
will receive full payment, providing they have agreed a remedial plan and we
have the confidence that they can deliver.
The Scrutiny Panel will meet again in October to review Q2 including the 90%
additional capacity and the successful implementation of the remedial plans from
Q1, plus the 7 KPIs that are due by the end of September.
It was RESOLVED that
i

4

The EAG approved the proposals of the Scrutiny Panel and to receive a Q2
report in October 2014.

Any other business
Jo Webster raised the subject of £5 per head and 2 ‘must be dones’ ‐ (1) the over
75’s named health workers and (2) the parity of esteem. Jo questioned how
would someone of 75 know who their named GP is and how will we demonstrate
that the CCG has done this.
Greg explained that firstly the paragraph in Everyone Counts regarding £5 per
head indicated that it needed to be spent in Primary Care, support the role of the
named GP and the care of over 75’s. The named GP is part of the GMS contract
and all practices should have contacted their patients to inform them who their
named GP is.
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Date of next meeting
16 October 2014, 12.30 – 1.30 Seminar Room, White Rose House
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HEALTH AND WELLBEING BOARD
Thursday, 24 July 2014
Present:

The Chair (Councillor Mrs P Garbutt)
The Deputy Chair (Dr P Earnshaw)
Councillor Mrs Rowley
Mr A Balchin
Corporate Director WMDC
Dr L Kamal
CCG Representative
Mr S Hardy
Non-Executive Member of CCG
Mr A Battle
West Yorkshire Police
Mr K Dodd
Wakefield and District Housing
Mr S Rayner
SWYFT
Mr S Eames
Mid Yorkshire NHS Trust
Mr P Loosemore Healthwatch
Ms J Webster
Mid Yorkshire NHS Trust
Ms H Childs
Interim Director, Community Transformation

15.

ACCEPTANCE OF APOLOGIES FOR ABSENCE.
Apologies for absence submitted prior to the meeting were accepted on behalf of Ms J
Roney OBE, Dr A Carroll, Dr A Sheppard, Mr S Michael and Ms P Bee.

16.

MINUTES - 19 JUNE 2014.
Resolved – That the minutes of the meeting of the Health and Wellbeing Board held on
19 June 2014 be approved as a correct record.

17.

CHAIR'S ANNOUNCEMENTS.
The Chair advised that several letters had been received from the Better Care Fund and
a revised submission would be provided by the 19th September 2014.

18.

MEMBERS DECLARATIONS OF INTEREST.
There were no Declarations of Interest.

19.

DEVELOPING A SUSTAINABLE AND INTEGRATED HEALTH AND SOCIAL CARE
SYSTEM FOR WAKEFIELD.
Jo Webster/Liz Howarth/Ruth Unwin Consideration was given to a report detailing developing a sustainable and integrated
health and social care system for Wakefield. The paper informed the Health and
Wellbeing Board of the progress made and explained the evolution of the vision and
strategic direction across health and social care.
Jo Webster gave a PowerPoint presentation to show the journey of the health and social
care system which had taken 18 months – 2 years to get to the present stage. There
had been much governance and decision making and the involvement of boards,
Committees and citizens.
The Better Care Fund, which was the national initiative, had been launched by the
Department of Health and Department for Communities and Local Government in
December 2013 giving £3.8billion to Local Services. The focus was on reducing elective
admissions and releasing resources from hospital activity by having more care at home
mostly with the elderly and vulnerable. The Government guideline reduction for
admissions was 3.5% although it was hoped that a figure of 15% reduction would be the
target.
The Local Services Board and District Outcomes Framework had 12 outcomes, 35
objectives and 3 priorities which had been developed last year. The priorities were
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mental health, tobacco control and transformation and integration. Hospital services had
been reconfigured which put hospitals in a sustainable position for the first time. It was
felt that state of the art community care was now needed. The four pathways that linked
to a reduction in emergency admissions were frail elderly, respiratory, mental health and
coronary heart disease. Around 75% of asthma admissions could be avoided, 10% of
admissions were mental health related and 2.6% were respiratory disease.
An Integration Executive had been created and met three times since April. Various
stories from members of staff through to patients had been collated, explaining how they
wanted to work differently in the future.
Helen Childs, Interim Director Community Transformation, explained that the integration
model would not just be about people in need but would also keep people healthy as
well. The team were presently working with voluntary sector colleagues to reduce the
numbers admitted to hospital by using support and care delivered at home or close to
home. In April 2014 the CCG had agreed to provide investment over 2014/15 and
2015/16 to enable resources to shift. Network engagement with colleagues and GPs
was ongoing and the key priorities would need to be in place by the end of the calendar
year.
There was a set menu of priorities within which a better discharge process would be
tested out that was model specific to the Wakefield district. There was much non-acute
bed care in the district and ways of supporting this would be discussed. In many areas
of the District poor health was prevalent with smoking and lack of exercise being
contributing factors. It was questioned whether the Wellbeing service should be
resumed and a consultation exercise was being undertaken as to whether this should
happen. Intervention could be a key to preventing diseases taking hold such as losing
weight to prevent diabetes. A social prescribing model was being developed which
aimed to expand the options available in primary care consultation. These options would
be available in the voluntary, community and social enterprise sector (the third sector).
The implementation of ‘Proof of Concept’ – Network 2 had been chaotic but the Hub
Team co located in Bullenshaw House had done a lot of work over the last few months.
Since March 2014, there had been 225 referrals using the crisis intervention team and
most of these had not been known to Social Services so the team needed to know who
they were. The ‘Proof of Concept’ Network 6 would be the Prime Ministers challenge,
which was the vision for Primary care giving better support, communications, develop
digital healthcare and new ways of accessing services amongst other points.
An independent evaluation would take place on the 18 September then findings would
be presented to the team and GPs. These would be put into a pilot to roll out strategic
issues for further feedback across the seven networks which would be based around
groups of GP practices including social workers, therapists, community matrons,
pharmacists, GPs and voluntary organisations.
The crossover of community teams and hospital was discussed, noting that the teams
could take charge of tasks at the patient’s home, such as gardening and dog walking,
whilst the patient was still in hospital. Although this type of cross working had started to
take place in some areas, more communication and ‘tying up’ of services was required
to ensure wrap round care was received.
WDH spoke about considering plans for smaller accommodation which could make
independent living more attractive.
Resolved – 1) That the report be noted.
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2) That the Board agreed the direction of travel being undertaken to develop the
approach to integration, as part of the health and wellbeing strategy, is in line with the
vision and values for health and wellbeing transformation for local citizens.
3) That the Board were assured that the approach being taken followed the principles
set out to achieve the vision for the commissioning and delivery of integrated care in
Wakefield.
4) That the Board approved the integration and vision strategy and associated
communications and engagement plan developed in partnership with local providers
and commissioners.
5) That the Board approved the Terms of Reference for the Integration Executive within
the context of the existing partnership governance structure.
6) That the Board approved the integration business rules acting as guiding principles
for the system leadership and behaviour to support the approach to integration and the
development of the Better Care Fund.
7) That the Board supported the establishment of a programme approach and
programme office for the Integration programme.
8) That the Board supported a review of the joint commissioning governance
arrangements to enable the development of a governance structure fit for purpose.
9) That the Board supported the development of the Wakefield Provider Alliance in the
development of a response to the integration agenda and noted the emerging delivery
model.
20.
Helen Laird

HEALTH AND WELLBEING ENGAGEMENT IN WAKEFIELD.
Consideration was given to a report of the Chair of the Health and Wellbeing Board on
the Health and Wellbeing engagement and community partnerships in Wakefield.
Helen Laird, Health and Wellbeing Manager explained how the principles and key
actions worked in order to develop an engagement plan. At the beginning of every
Board meeting there would be key health and wellbeing messages shared, led by one
nominated key member for that particular meeting. At the end of the meeting it would be
agreed what key messages would be raised with organisations and the public.
Information would be collected on complaints and comments regarding health and
wellbeing services and fed to the Clinical Commissioning Groups Quality Intelligence
Group. Complaints were embraced as they would help services to improve. A critical
friend approach had been required and this appeared to be taking shape in the form of
CEP (Community Engagement Partnerships). The CEP had a role in identifying what
engagement looked like including developing 10 top tips for engaging with communities.
Focus would be given to early intervention and prevention, encouraging citizens to stay
healthy and take responsibility for their own wellbeing. Discussions would take place
with people around their health which would strengthen communities and relationships
with the public.
A discussion took place around public awareness of the meetings and the fact that the
publicity of them did not seem to be reaching all members of the public. It appeared that
a large proportion of the public were unaware of the meetings and the role of the Board.
Logos on WDH vans were suggested as advertising. It was however felt that as time
went on the mapping exercise would create localised dialogue and knowledge of the
meetings would spread.
Resolved – 1) That the report be noted.
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2) That the Health and Wellbeing Board discussed and agreed actions contained in the
‘Health and Wellbeing Engagement & Community Partnerships in Wakefield’ report.
21.
Andrew Furber/Jez Mitchel

TOBACCO CONTROL BI-ANNUAL UPDATE.
Consideration was given to a report of the Director of Public Health on tobacco control
and the plan to reduce smoking prevalence in England.
Wakefield Council intended to reduce smoking from 23% (from 2012 data) to 18.5% or
under by 2015. A four week campaign was planned which had been funded by five West
Yorkshire authorities and York to tackle the problem of illicit tobacco. This was a large
problem across the UK linking to large scale organised crime and targeting the young
and vulnerable.
The Smokefree Play Parks campaign was launched after research showed 9 out of 10
Castleford residents from a survey of 500 showed that they wanted play areas to be
kept smoke free. There would be a national initiative rolled out in September.
A hospital approach to stopping patients smoking was now in place entitled the National
Referral System (NRS). There was a full time stop smoking advice service based on the
respiratory ward in Pinderfields who would carry out an initial assessment with an
advisor who would provide pharmacological products and support including follow ups in
the community. Lots of work had been carried out in the hospital including the
implementation of a bespoke online advice service.
A task and finish group had been created around smoking in pregnancy, which again
was hoped to reduce the rate to 11% or less. There would be seven focus groups, two
of which would focus specifically on young mothers. Attitudes towards smoking and
pregnancy and experiences with the referral process would be amongst the topics to be
discussed.
A health questionnaire revealed that 4.6% of pupils aged 13-14 occasionally or regularly
smoked which was a reduction on the 2012 figure by 3.9%. The Tobacco Control Plan
aimed to reduce the number of 15 year olds smoking to 12% or less by the end of 2015.
It had been identified that people with mental health problems were twice more likely to
smoke than those without. In Wakefield it had been recorded that this was up to 50.4%
for those with personality disorders. SWYFPT were considering the introduction of
Fieldhead Hospital as a smoke free site with nicotine addiction treatments used for
patients.
The Board questioned whether 12 weeks support after cessation was adequate. Often it
could take the smoker 3 or 4 ‘try’s’ to finally quit. It was felt that the smoking when
pregnant initiative was too lightweight and the Board would like to hear more about it as
it was supposed to be a key target. Midwives should be aware of a smoker and be reenforcing the problems of smoking to their patient. GPs could become more involved
and get the patient to come back to them, after the initial pregnancy consultations, for
smoking cessation advice. It was also felt that general rules everywhere didn’t go far
enough such as banning smoke breaks, charging people if they damage Council houses
by smoking and the use of occupational health to provide cessation advice at work. The
Board was interested in the national position of the initiative as well as the local and it
was suggested that a specific report be complied. The Boards views would be fed back
to those involved with the campaigns and reports brought to the Board as requested.

HEALTH AND WELLBEING BOARD - THURSDAY, 24 JULY 2014
Resolved – 1) That the report be noted.
2) That the Health and Wellbeing Board supported the detail contained within the paper.
22.
DISTRICT OUTCOMES FRAMEWORK.
Cllr Mrs Garbut /Jonathon Skin er Consideration was given to a report of the Chair of the Health and Wellbeing Board on
the District Outcomes Framework.
Jonathan Skinner, Strategic Partnership Manager explained how the Local Service
Board (LSB) would oversee the pursuit of objectives over the next 12 months. The LSB
had agreed to a framework of four strategic themes, twelve district outcomes and 35
smart objectives to be delivered over the next 1 to 3 years. Six working delivery plans
had been allocated to Andrew Balchin to combine into service planning and appraisals.
The Board felt that the timescales for the framework were challenging and would ensure
that all drafts are shared as soon as possible and reflect existing priorities. Meetings
would be organised with the job centre and mental health areas and feedback from
these plus individual leads would be feedback at the September meeting.
Resolved 1) That the report be noted.
2) That the Board noted the District Outcomes Framework, as agreed by the LSB and
supported the dissemination of the district objectives via its networks.
3) That the Board noted work on the Delivery Plans for those six objectives where the
Health and Wellbeing Board has lead responsibility.
4) That the Board noted the request from the Local Services Board for six-monthly
discussions on progress on the objectives and any other issues.
23.

DATE AND TIME OF NEXT MEETING.
The next meeting of the Health and Wellbeing Board will commence at 12.30 p.m. on
Thursday 18 September 2014 at the Learning and Development Centre, Ouchthorpe
Lane, Wakefield.
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Rhod Mitchell – Lay Member

Recommendation :
It is recommended that the Governing Body receive and note a summary of the items discussed by the
Remuneration Committee between March 2013 and October 2014.

NHS Wakefield CCG Remuneration Committee summary of decisions:
Meeting Date
2013/14
26 March 2013

Items Considered


Actions / Decisions

Remuneration of the Chief Officer and 
Chief Financial Officer considered.


23 April 2013




23 May 2013





17 December 2013






Remuneration of the GP members of
the Governing Body.
Remuneration of the Chair



Remuneration and the appropriate
method to engage members of the
Governing Body (excluding the Chief
Officer and Chief Financial Officer).
Clinical engagement outside the
scope of the Governing Body,
including:
o membership engagement / network
activities
o Clinical Leads / Advisors.
Engagement of the Chair
Notice period for VSM contract
holders.
Recognition of continuous service for
VSM contract holders.
Engagement of the Secondary Care
Consultant.










Level of remuneration for Chief
Officer and Chief Financial Officer
agreed.
NHS Wakefield will not offer a lease
car scheme (salary sacrifice car lease
will be available to all CCG
employees) nor performance related
pay.
No decisions made, further advice
required.

Governing Body engagements will
either be via a Contract for Services or
a Secondment.
Sessional rate for member practice
network activities.
Sessional rate for engagement of
Clinical Leads / Advisors

Chair will be engaged on a Contract
for Services.
VSM notice period is 6 months.
Non‐NHS service will not be
recognised within continuity of
service.
No decision regarding the
engagement of the Secondary Care
Consultant – further information
required.

11 February 2014




Engagement of the Secondary Care
Consultant.
Engagement of Clinical Leads /
Advisors.




2014/15
19 June 2014



Considered a business case for
compulsory redundancy



8 July 2014



Engagement of the Executive Clinical
Advisor – Commissioning and Quality
Improvement.
Engagement of a GP Commissioning
Fellow for a period of secondment







17 July 2014



Engagement of the Executive Clinical
Advisor – Commissioning and Quality
Improvement.



14 October 2014



Amendments to the Remuneration
Committee terms of reference
considered.
Further professional advice regarding
GP remuneration; including
contractual status, HMRC and NHS
Pensions regulations.







Secondary Care Consultant will be
engaged on a Contract for Services.
Reaffirmed that Clinical Leads who
are GP partners will be engaged via a
Contract for Services.
Unless the post holder can be
supported into alternative
employment, business case for
compulsory redundancy was
approved.
No decision regarding Executive
Clinical Advisor – further information
required.
GP Commissioning Fellow will be
seconded for four sessions per week
for 12 months.
Executive Clinical Advisor –
Commissioning and Quality
Improvement will be employed on a
permanent contract of employment.
Proposed changes to the terms of
reference will be presented to the
Governing Body in November 2014.
GP remuneration: ensure contract for
service with GPs has explicit reference
to how NI, Tax and Superannuation
(including employer contributions to
NHS pensions agency) will be dealt
with at source and that individuals
are treated as an “officer” of the CCG.

