BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 12 APRIL 2016
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Dr Andrew Furber, Dr Deborah Hallott,
Dr Pravin Jayakumar.

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 8 March 2016
b Action sheet from the meeting held on 8 March 2016

6.

Matters arising

7.

Chief Officer Briefing – verbal

8.

Delivery of the Forward View NHS Planning 2016/17 – 2020/21

9.

Better Care Fund Plan 2016/17

10.

Yorkshire and Humber Collaborative Commissioning

11.

Improving Access to Psychological Therapies – Tender Contract Award

12.

Any other business

13.

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)”.

All present

Jo Webster
Pat Keane

Melanie Brown

1

Jo Pollard
Melanie Brown

14.

Date and time of next Public meeting:
Tuesday, 10 May 2016, 1pm in the Boardroom, White Rose House
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Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 8 March 2016
Boardroom, White Rose House
Present

Dr Avijit Biswas
Dr David Brown
Andrew Balchin

In attendance

16/38

Sandra Cheseldine
Dr Ann Carroll
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Dr Deborah Hallott
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Alison Sugarman
Jo Webster

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

Esther Ashman
Melanie Brown
Katherine Bryant
Lesley Carver
Lorraine Chapman
Dr Greg Connor
Laura Elliott
Michele Ezro
Dr Linda Harris
Alison Haskins
Pat Keane
Gemma Reed

Head of Strategic Planning (item 16/49)
Programme Commissioning Director Integrated Care
Governance & Board Secretary
Care Homes Programme Manager (item 16/48)
Head of Contracting and Performance (item 16/47)
Executive Clinical Advisor (item 16/50)
Head of Quality and Engagement (item 16/47)
Associate Director Service Delivery & Quality
Chief Executive, Spectrum (item 16/48)
Chief Executive, Nova (item 16/48)
Chief Operating Officer
Minute taker

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

16/39

Apologies for Absence
Apologies for absence were received from:
Karen Parkin

16/40

Associate Director, Finance, Governance & Contracting

Public Questions and Answers
1

Three questions were asked from members of the Public:
Question 1: “To what extent has Wakefield CCG won and retained the trust of GPs
resulting in them being fully engaged?”
Dr Adam Sheppard confirmed that the CCG is a membership organisation with significant
clinical engagement which includes pathway redesign, urgent care demands, investment
in accessing primary care and co commissioning. The organisation will further develop
clinical involvement in developing new ideas and contributing to clinical commissioning.
Question 2 : Sought further information about references within the Integrated Quality
and Performance Report to the Quality Premium; how much money is associated with
this.
Andrew Pepper explained that the Quality Premium is a national scheme which is
intended to reward CCGs for improvements in the quality of the services that they
commission and for associated improvements in health outcomes and reducing
inequalities. The Quality Premium allows the CCG to incentivise providers to meet agreed
targets. This is at £5 per head of population which can be accessed in following financial
year.
Question 3 : ”What is the CCGs view of the junior doctor contract dispute – could they
support NHS Trusts maintaining the current agreement and non‐implementation of the
Health Secretary imposition of the disputed proposed changes?
Jo Webster confirmed that as a non‐political organisation the CCG is unable to offer any
opinion. Staff wellbeing remains a priority and the CCG understands the impact this has
on quality services which patients receive. This is also considered via the Executive
Quality Board which includes representation from the CCG and Mid Yorkshire Hospitals
NHS Trust (MYHT).
16/41

Declarations of Interest
All primary care representatives declared an interest in relation to item 16/50 CCG
Member Network configuration.
Dr Phillip Earnshaw, Sandra Cheseldine and Mr Hany Lotfallah declared an interest in
relation to item 16/54 Governing Body Appointments and Elections.
Dr Earnshaw reminded members of the Governing Body that any conflicts of interest
identified should be declared during the meeting.

16/42

Minutes of the meeting held on 12 January 2016
The minutes of the meeting held on 12 January 2016 were agreed as an accurate record
subject to one amendment.
It was agreed that in relation to the resolution for item 16/13 (delivery of forward view),
authority was specifically delegated to Jo Webster, Chief Officer; Andrew Pepper, Chief
Finance Officer and Pat Keane, Chief Operating Officer.
It was RESOLVED that:
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(i)

16/43

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 12 January 2016 were agreed as a correct record
subject to one amendment (to recommendation 16/13).

Action sheet from the meeting held on 12 January 2016
All actions completed.

16/44

Matters arising
There were no matters arising.

16/45

Horbury Bridge Schools App – Presentation
Emma Savage from West Wakefield Health and Wellbeing provided background about the
new cohort of schools who took part in the challenge to design a schools app. The
challenge focused on supporting oral health and childhood obesity following the launch of
Dragon in the Attic. The judges included Andrew Balchin and Jo Webster.
Horbury Bridge Academy won the contest with a new health app concept based on oral
health and childhood obesity. The Governing Body welcomed the winning team of six
students and invited them to present their winning pitch.
The students outlined the key features of their app which includes a quiz, mini games,
stores and banners which are used throughout the app. The App will change to include
different holiday seasons i.e. Halloween, Winter and Easter.
All members of the Governing Body expressed thanks to the West Wakefield team and
students from Horbury Bridge Academy. Dr Earnshaw congratulated the winning team of
students and said how impressed he was with this very exciting project.
Emma Savage confirmed the App is now in development with a digital agency. There is a
need to do user testing with schools and it is anticipated that Version 1 will be released in
July 2016.
It was RESOLVED that the Governing Body:
(i)

16/46

Note the presentation.

Chief Officer Update
Jo Webster presented the Chief Officer update; a number of items were highlighted within
the report.
There have been a number of leadership changes across the Wakefield District. This
includes:
 South West Yorkshire Partnership Foundation Trust ‐ the retirement of Chief
Executive, Stephen Michaels on 31 March 2016. Rob Webster, current Chief Executive
of NHS Confederation will be his successor
 Mid Yorkshire Hospitals NHS Trust ‐ Stephen Eames secondment to Cumbria will now
be on a full time basis for an initial 12 month period. Martin Barkley will join Mid
Yorkshire Hospitals in April 2016.
 Kirklees Council and North Kirklees CCG – The joint appointment of Richard Parry
between Kirklees Council and North Kirklees CCG. Richard will be the Interim
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Accountable Officer at North Kirklees CCG and will also retain his post within Adult
Social Care at Kirklees Council.
Wakefield CCG and North Kirklees CCG – the joint appointment of Pat Keane, Chief
Operating Officer across Wakefield and North Kirklees for 12 months. Pat will also be
the deputy Chief Officer for both organisations. Andrew Pepper is temporarily
standing down as Deputy Chief Officer for Wakefield CCG for this period of time; the
Governing Body thanked Andrew for his support as Deputy. It was noted that the
proposal are presented for the appointment of Pat Keane to a number of Governing
Body committees (see recommendation iii).
There have also been a number of significant changes in the Executive Team portfolio.
A briefing is to be provided to Governing Body members.

Guidance was published by NHS England in December 2015 regarding Learning Disabilities
to collaborate to reduce number of bed days and hospital admissions for people with
Learning Disabilities. The Calderdale, Kirklees, Wakefield and Barnsley Transforming Care
Partnership has been formed to collaboratively develop a programme that will transform
community infrastructures and reshape services for people with a learning disability or
autism.
The Staff Survey results are now available and this shows an improved response rate, with
85% of staff responding in 2015. Overall the results are extremely positive. The
Governing Body recognised that staff at times can feel removed from patient care; the
Executive Team will highlight how the CCG’s work has a positive impact and directly
contributes to patient care.
From 1 April 2016, the responsibility for commissioning severe and complex obesity
services for adults (Tier 4 service) will transfer from NHS England specialised
commissioning to CCGs. It is likely that this will be commissioned across a West Yorkshire
footprint. Work to take place with the Council regarding prevention.
Meeting the Challenge Implementation timeline is currently under review. The
Programme Executive will make a recommendation on bringing the reconfiguration date
forward, which the Governing Bodies of both Clinical Commissioning Groups and Mid
Yorkshire Hospitals Trust Board will formally consider at their next respective meetings.
They will need to evaluate the proposal in terms of the risks and benefits and the
potential improvement to both patient experience and outcomes. A development session
with North Kirklees CCG is required regarding this in April 2016.
Following recent media reports regarding funding for child mental health Dr Brown sought
assurance about the situation in Wakefield district. Dr Carroll confirmed that all Future in
Mind monies have been invested in children’s mental health. She noted that the
partnership work in Wakefield has been complimented as exemplary by NHS England.
It was RESOLVED that the Governing Body:
i) note the content for information and support on‐going developments outlined in the
content of the report.
ii) note and support that the Interim Chief Operating Officer will act as Deputy Chief
Officer for NHS Wakefield CCG.
iii) approve the appointment of the Interim Chief Operating Officer as a member to the
following committees; Integrated Governance Committee, Clinical Cabinet, Probity
Committee.
16/47

Integrated Quality and Performance Summary Report
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Andrew Pepper presented this report and highlighted a number of areas. Performance
regarding 4 hour A&E remains red. Dr Sheppard confirmed that the Urgent Care System
Resilience Group continues to seek assurance and this target has remained a challenge for
Mid Yorkshire Hospitals NHS Trust. A full report is expected from the Emergency Care
Improvement Team and a summit will take place to take forward recommendations and
actions to improve and sustain this target. It was noted that a deep dive regarding 4 hour
A&E performance will take place at a future meeting of the Integrated Governance
Committee.
18 weeks Referral to Treatment (RTT) for incomplete pathways shows deterioration in
target and there is an issue regarding current demand and capacity. Capacity issues are
discussed at the Executive Contract Board to ascertain how Mid Yorkshire Hospitals can
prioritise outpatient slots for patients waiting over 14 weeks, with a potential to re‐offer
patient choice, review consultant to consultant referrals and outpatient first to follow up
ratios. Work is taking place across North Kirklees and Wakefield to strengthen the links
between primary and secondary care and bring together clinicians to develop pathways of
care and strengthen clinical threshold management. This will focus on those particular
clinical specialties which have challenges. Clinicians will be involved more to have a joint
commissioning approach at a strategic level, with a focus on planned care and long term
conditions. It is anticipated that an improvement in performance will be seen within 6
months.
6 week diagnostic target of 99% has not been achieved since September 2015 and current
performance is 94.5%. It was also noted that there is a loss of consultant capacity within
neurology at Mid Yorkshire Hospitals. Demand and Capacity issues also remain within
audiology.
There were six 12 hour breaches in A&E reported in December 2015, following validation
this has increased to seven. A root cause analysis has been completed for every case.
It was agreed that a communication is required to practices to ensure they are aware of
the current issues within Mid Yorkshire Hospitals NHS Trust. It was noted that there is a
need to make the system responsive and sustainable, however there are challenges
regarding internal flow and discharge.
Jo Pollard informed the Governing Body that the majority of Wakefield practices perform
better than national average and this should be celebrated. Park View and the Grove
have recently been rated as good by the Care Quality Commission (CQC).
Areas of improvement have been made at Mid Yorkshire Hospitals in relation to maternity
services. There has been an improvement in the mortality rates at MYHT. Eight Care
Homes have received a rating of good from CQC.
There are two areas of improvement which are required in relation to Health Care
Acquired Infections (HCAI), a summit has taken place regarding this and will be presented
to a future meeting of the Integrated Governance Committee. Concerns remain regarding
hip fractures at Mid Yorkshire Hospitals NHS Trust. Work is taking place within the
Executive Quality Board to address this.
Dr Andrew Furber outlined the need to sustain improvements and for this to remain a
priority regarding smoking in pregnancy as this has been a terrific achievement for the
Wakefield District.
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It was RESOLVED that the Governing Body:
i. Note the current performance against the CCG strategic objectives and Quality
Premium; and
ii. Note the full unabridged versions of this report have been presented at the Integrated
Governance Committee in January and February 2016. Assurance has been provided
verbally and through exception reporting.

16/48

Spotlight on Health and Social Care Transformation: Feedback and Learning from
Buurtzorg (Holland) ‐ Presentation
Dr Linda Harris, Alison Haskins, and Lesley Carver shared their experience following an
NHS England funded study trip to the Buurtzorg organisation in Holland.
Buurtzorg is a social enterprise, with a flat structure aimed at self management and self
direction of staff. Treating front line staff as competent professionals which doesn’t direct
and dictate what staff should do.
Unlike the United Kingdom, the Netherlands has an insurance based health care system
and patients choose which provider they work with. Buurtzorg provides healthcare to half
of the population and has a person centered approach which includes a nursing and carers
role.
Buurtzorg is subscribed to the philosophy of self‐management and promotes clients to
seek support from within the community.
Buurtzorg puts the trust with the professionals and teams are self‐managed. Disciplinary
and HR matters are worked out within teams; all professionals have an education and
office budget. There is a maximum of 12 nurses in a team and being part of the
community is key with a flat structure going forward.
It was noted that Buurtzorg has an almost zero complaint rate and monitoring takes place
using the “Omaha” system. Patients are very engaged with their care.
All clients pay 100 Euros per month for their health care which includes access to GPs,
hospital and dental and it is an additional cost for therapies.
It was agreed that time is needed to allow the NHS to reflect on doing things at scale.
However Jo Webster reflected that the Buurtzorg model stresses the importance of self‐
care, self‐management to improve how patients look after themselves. This also links to
the Community Anchors work and also allows the empowerment of staff.
It was RESOLVED that the Governing Body:
(i)

16/49

Note the presentation

Delivery of forward view NHS Planning 2016/17 – 2020/21
Esther Ashman updated the Governing Body regarding the Sustainability and
Transformation Plans (STP) guidance which was published in February 2016 outlining how
health and social care systems will deliver the five year forward view through the
development of the STP.
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Work is taking place across the provider landscape, West Yorkshire CCG footprint and the
Local Authorities to ensure there is a coordinated approach to developing the five year
STP. Esther outlined the timeline for development of the STP, which must be
implemented by October 2016.
Andrew Pepper explained that the CCG’s financial plan must be ‘credible and compelling’.
Provider sustainability will be a key focus during 2016/17. This includes establishment of
the Sustainability and Transformation Fund. The standard business rules for CCGs include
a minimum of 1% un‐committed non‐recurrent reserve. In addition the budget for
2016/17 includes a number of other cost pressures. There will be a reduction in available
resource at local level in this and future years because growth for Wakefield CCG will be
limited to the minimum.
Martin Smith outlined the work taking place to develop the Better Care Fund Scheme with
the Local Authority. During 2016/17 the Better Care Fund will focus on proactive care,
prevention , patient self‐care, community solutions, mental health, the Integrated
Community Equipment Service, the Wheelchair Service, the Care Home Vanguard and the
Multi‐Specialty Community Provider Vanguard.
Pat Keane informed the Governing Body of work taking place across the wider system.
The programme of work is titled ‘Healthy Futures’. This is a collaborative commissioning
process across the 10 West Yorkshire CCGs plus Harrogate and Rural Districts CCG . There
is an expectation that CCGs will work together at scale to develop Urgent and Emergency
Care, Cancer services, specialist commissioning and mental health services. A
Memorandum of Understanding has been developed which defines the relationship and
responsibilities of CCGs.
Rhod Mitchell sought assurance about resources available for specialist commissioning
and the risk this could post to the CCG. Jo Webster confirmed that some national
resource has been made available to support this and CCGs will consider pooled risk share
arrangements.
It was noted that there remains a health, finance and workforce gap which will determine
what will be delivered collaboratively at a West Yorkshire level.
Concerns were raised regarding the level of challenge in the system for clinical and lay
members as lay members are not currently involved in this workstream and therefore
there is no independent voice within the committees.
Andrew Balchin noted a challenge for the health and social care system to meet NHS
England’ expectation for STPs while remaining local in focus.
It was RESOLVED that the Governing Body:
i)
ii)

iii)
iv)
v)

note the contents of the Sustainable Transformation Plan report and attached
letter;
agree delegated authority to the Chief Officer, Chief Operating Officer and Chief
Finance Officer to sign off of the 2016/17 Operation plan submission on the 11th
April 2016;
note and agree the Better Care Fund report;
approve in principle the proposed collaborative commissioning arrangements; and
note and agree the financial plans to date including approval of the 2016/17
budget in line with the principles and headlines described in Appendix D.
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16/50

CCG Member Network configuration
All GPs and Alison Sugarman declared an interest in relation to this item. The Chair noted
this declaration. As this is a “decision making” item, the Chair was comfortable with all
providing input into the debate. However, they should take part in the final decision
making.
Dr Connor outlined the proposal to reconfigure the practice commissioning networks. This
change reconciles the expressed wishes of groups of practices with the three principles set
out by the CCG and confirmed at the members meeting. These require that any change
should ensure that:




No practice is left behind;
Networks are small enough to engage but big enough to count;
Networks can engage at a natural population level.

A discussion followed regarding the optimum size for CCG member networks. Jo Webster
noted the importance of GPs working together as peers, geographical size is not key to
network configuration. She also drew attention to plans to establish two groups of
members within Wakefield an eastern hub and a western hub. Members of the
Governing Body agreed it is important that the proposal to work together in new groups
has been driven by the CCG’s members.
The proposed reconfiguration is:

It was RESOLVED that the Governing Body:
(i)
16/51

Approved the reconfiguration of practice commissioning networks.

Finance Report Month 10 2015/16
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Andrew Pepper outlined the CCG’s financial position at Month 10. The CCG is showing a
breakeven position to date and at year end. This is including achievement of the required
surplus of £5,935k
The CCG’s internal turnaround is a key area of focus for all staff and many schemes have
been identified. This outstanding amount has now been reduced to £300k through
identification of additional schemes and efficiencies. However there are national pressures
regarding prescribing costs but the CCG is confident that it will meet its financial targets.
Work is taking place to determine the process of year end settlements with providers.
Dr Brown declared an interest in relation to the co‐commissioning finances but asked if
this budget will be available for primary care services. Andrew Pepper confirmed that this
had been agreed and discussed at the CCG’s Probity Committee.
It was RESOLVED that the Governing Body:
(i)
16/52

receive and note the contents of the report.

Process for sign off of CCG Final Accounts 2015/16
Andrew Pepper informed Governing Body of the timescales in which the CCG is required
to submit its Final Accounts. Full details of this have been shared with the Audit
Committee. An interim submission is due 22 April 2016 with the final submission due 5
May 2016. These will then be published in June 2016.

It was RESOLVED that the Governing Body:
(i)
(ii)

16/53

Note the processes outlined and give approval to the proposals outlined
Delegate authority to the CCG Chair, Chief Officer and Audit Committee Chair
to approve and submit the final audited accounts, annual report and
supplementary information by the required deadlines.

Governing Body Assurance Framework
Andrew Pepper presented the Governing Body Assurance Framework. He outlined the
process undertaken to review the Assurance Framework and reminded members that this
is a key mechanism for Governing Bodies to manage risks.
A Governing Body development session is planned for the summer to discuss new
strategic objectives and the Assurance Framework will be revised accordingly including
highlighting any gaps or changes required.
It was RESOLVED that the Governing Body:
(i)
(ii)

16/53

note the development of the Governing Body Assurance Framework (GBAF);
approve the updated 2015/16 Assurance Framework for NHS Wakefield
Clinical Commissioning Group.

Risk Register
Katherine Bryant presented the risk register and confirmed that it was reviewed by the
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Integrated Governance Committee in February 2016.
Sandra Cheseldine asked for clarification about what risk is included on the risk register
regarding nursing homes given the concerns regarding the requirement of nursing
registration and the health economics of the living wage.
Jo Pollard noted work has taken place within the Care Homes Vanguard to increase the
quality within care homes. Furthermore the CCG and Local Authority are holding a
summit to focus on quality within Care Homes, further details have been reported to the
Integrated Governance Committee.
It was RESOLVED that the Governing Body:

i) Notes the risk register as of 3 February 2016.
16/54

Audit Committee and Auditor Panel Terms of Reference
Katherine Bryant explained that following the closure of the Audit Commission all NHS
bodies are required to appoint an auditor panel to appoint external auditors. This panel
has to have its own terms of reference which require approval by the Governing Body and
the majority of its members must meet the independence criteria. This panel will be a sub
section of the Audit Committee and its membership will contain two lay members (Sandra
Cheseldine, Rhod Mitchell) and one GP (Dr Adam Sheppard).
It was RESOLVED that the Governing Body:
i)
ii)
iii)

16/54

Agree to establish the Auditor Panel for NHS Wakefield CCG;
Approve terms of reference for the Auditor Panel for NHS Wakefield CCG;
Agree the membership of the Auditor Panel.

Governing Body appointments and elections
Dr Earnshaw, Sandra Cheseldine and Mr Lotfallah declared an interest in relation to this
item. Rhod Mitchell took over as the Chair for this item. As this is a “decision making”
item, the Chair asked that Dr Earnshaw, Sandra Cheseldine and Mr Lotfallah leave the
meeting for this item and should not take part in the final decision making.
Jo Webster confirmed that during 2016 there are four positions which are open to election
or require consideration of re‐appointment. There are two GP positions open for election
in 2016. The CCG’s Chair and Clinical Leader, Dr Phil Earnshaw’s three‐year term of office
ends in 2016 and Dr Ann Carroll has confirmed that she will retire from the Governing
Body in 2016. The timetable for elections was noted.
The CCG’s Nominations Committee met in February 2016 and after detailed consideration
recommend that the Secondary Care Consultant (Mr Hany Lotfallah) is re‐appointed for a
term of three years. Moreover the Lay Member (Audit) (Sandra Cheseldine) is re‐
appointed for a term of two years. Following discussion these recommendations were
agreed by the Governing Body.
It was RESOLVED that the Governing Body:
i)
ii)
iii)

Note the terms of office for all members of the Governing Body;
Approve the reappointment of the Lay Member, Audit for a term of two years;
Approve the reappointment of the Secondary Care Consultant for a term of three
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iv)
16/54

years;
Agree the proposed timetable for the election of GPs to the Governing Body.

Minutes of the Audit Committee
Sandra Cheseldine presented minutes of the Audit Committee meeting held on 3
December 2015.
It was RESOLVED that the Governing Body:
v)

16/55

Note the minutes of the Audit Committee held on 3 December 2015.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee meetings held
on 17 December 2015 and 21 January 2016 and invited the Governing Body to consider
the headline discussions.
It was RESOLVED that the Governing Body:
(i)

16/56

Note the minutes of the Integrated Governance Committee meetings held on
17 December 2015 and 21 January 2016.

Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet meetings held on 10
December and 28 January 2016 and invited the Governing Body to consider the headline
discussions.
It was RESOLVED that the Governing Body:
(i)

16/57

Note the minutes of the Clinical Cabinet held on 10 December 2015 and 28
January 2016.

Minutes of Connecting Care Executive
Andrew Balchin presented minutes of the Connecting Care Executive meetings held on 10
December 2015 and 14 January 2016 and invited the Governing Body to consider the
headline discussions.
It was RESOLVED that the Governing Body:
(i)

16/58

Note the minutes of the Connecting Care Executive meetings held on 10
December 2015 and 14 January 2016.

Minutes of Probity Committee
Rhod Mitchell presented minutes of the Probity Committee meeting held on 24 November
2015 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
(i)

Note the minutes of the Probity Committee meeting held on 24 November 2015
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16/59

Minutes of the Health and Well Being Board
Dr Phil Earnshaw presented the minutes from the Health and Well Being Board meeting
held on 26 November 2015.
It was RESOLVED that the Governing Body:
(i)

16/60

Note the minutes of the Health and Well Being Board held on 26 November
2015.

Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.

16/61

Any other business
It was noted that as more members of the public are attending Governing Body meetings,
there is a need to ensure that acronyms are not used and terms are fully explained.
There were no other items of additional business.
it was RESOLVED that:
(i)

16/62

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

Date and time of next meeting
Tuesday, 10 May 2016, 1.00 pm in the Boardroom, White Rose House.
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 8 March 2016
Minute
No

16/46

Topic

Chief Officer
Update

Action Required

Who

Jo Webster

A briefing is to be provided to
Governing Body members following
the change to the Executive Team
Portfolio’s.

1

Date for Completion

May 2016

Progress

May 2016

Paper 7

Chief Officer Briefing

Verbal

Title of meeting:

Governing Body

Date of Meeting:

12 April 2016

Paper Title:

Delivery of the Forward View NHS Planning
2016/17 – 2020/21

Purpose (this
Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Esther Ashman, Head of Strategic Planning

Agenda
Item:
Public/Private Section:

Public
Private
N/A

8

If private, insert here reason for
inclusion as a private paper



Information

Responsible Clinical Lead:

Dr Phil Earnshaw, Clinical Chair Wakefield CCG

Responsible Governing
Board Executive Lead:
Recommendation :

Pat Keane, Director of Strategy and Organisational Design



Members are asked to note the contents of the report and presentation.
Executive Summary:
The attached report provides Governing Body with an update on the development of the five year Sustainability
and Transformation Plan (STP) for the Wakefield Health and Wellbeing Board Place and the accompanying
presentation provides details of the checkpoint submission for the Wakefield Health and Wellbeing Board place
STP on the 15th April.
The report provides detail of:
• The latest information on the STP footprints across the country including details of leads for these
footprints
• Most recent national guidance for development of STPs and what this will require to be done to meet
submission deadlines
• The latest developments in both the Wakefield and West Yorkshire layers of planning including the
Single Version of the Truth commissioned piece of work
Link to overarching principles
from the strategic plan:

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

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

Not applicable
Not applicable

None known











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

Not applicable

Reference document(s) /
enclosures:

Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21

Not applicable

https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid16-17-20-21.pdf
Sustainability and Transformation Footprint Leads:
https://www.england.nhs.uk/2016/03/leaders-confirmed/
Sustainability and Transformation Footprints:
https://www.england.nhs.uk/wp-content/uploads/2016/02/stp-footprintsmarch-2016.pdf.
Appendix A: STP April submission support and template.

Risk Assessment:

The risk register is continually reassessed to account for new planning
guidance.

Finance/ resource implications:

Not applicable

GOVERNING BODY - TUESDAY 12 APRIL 2016
SUSTAINABILITY & TRANSFORMATION PLAN DEVELOPMENT 2016/17 – 2020/21

1.0
1.1

Purpose of the Report
The purpose of this report is to:
• Provide Governing Body with an update on the development of the five year Sustainability
and Transformation Plan (STP) for the Wakefield Health and Wellbeing Board Place; and
• To provide the Governing Body with the details of the draft submission to NHSE on 15th April
2016.

2.0
2.1

Background
This paper builds on previous presentations which have been brought to the Governing Body in
October 2015, November 2015, January 2016 and March 2016 which outlined the detail
contained within the ‘Delivery of the Five Year Forward View’ and developing planning priorities
for 16/17.

3.0
3.1

Sustainability and Transformation Plans
STP Footprints
NHSE have now published a footprint map for England which outlines all 44 footprints across the
country. The footprints range in size from around 300,000 to almost 3 million and the West
Yorkshire collection of STP’s covers the second highest footprint in the country at a population of
2.7m just behind Greater Manchester who have a population of 3m. The detail around all 44
footprints can be found at https://www.england.nhs.uk/wp-content/uploads/2016/02/stpfootprints-march-2016.pdf.

3.2

National Guidance
Since the last presentation at the Governing Body meeting on the 8th March, NHSE have released
further guidance on the development of STP’s, including a template for the draft narrative
submission expected on the 15th April. A copy of this guidance is attached at Appendix A. This
submission is a checkpoint for NHSE to be assured that footprints are developing in such a way
that STPs will be developed by the 30th June deadline and to have sight of the early thinking in the
health and social care economy.

3.3

This next submission asks for completion of a maximum of 10 slides of information which outline
the following 2 questions:
•
•

What leadership, decision-making processes and supporting resources you have put in
place to make progress?
What are the major areas of focus and big decisions you will need to make as a system to
drive transformation?

Draft detail to be submitted in the slides will be outlined in the presentation at the meeting for
discussion.
3.4

These slides also need to incorporate our answers to the ’10 big questions’ which will help answer
the second bullet above. These are:
• How are you going to prevent ill health and moderate demand for healthcare?
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•
•
•
•
•
•
•
•
•

How are you engaging patients, communities and NHS staff?
How will you support, invest in and improve general practice?
How will you implement new care models that address local challenges?
How will you achieve and maintain performance against core standards?
How will you achieve our 2020 ambitions on key clinical priorities?
How will you improve quality and safety?
How will you deploy technology to accelerate change?
How will you develop the workforce you need to deliver?
How will you achieve and maintain financial balance?

3.5

Wakefield Health and Wellbeing Place STP
Work is continuing on all three layers of planning to develop our primary Wakefield based STP
and our secondary Healthy Futures West Yorkshire STP overseen by Jo Webster as Senior
Responsible Officer for the STP. In Wakefield the Health and Wellbeing Board have held a
development session through which a commitment has been made to work towards having a
single plan which encompasses both, a Sustainability and Transformation Plan and a Health and
Wellbeing Board Strategy. This would ensure that the STP not only reflects the Health and
Wellbeing Board priorities, but that it is owned by the whole of the Health and Social Care
Economy, working towards a single vision. In addition engagement is continuing with both
providers and the Local Authority to ensure that we meet the requirements set out in the STP
guidance.

3.6

Single Version of the Truth
Wakefield CCG in collaboration with the Wakefield Together Local Services Board has
commissioned a piece of work seeking to identify a ‘Single Version of the Truth’ (SVT) for the
Health and Social Care Economy in Wakefield. The SVT will provide a multi partner view of both
current and target states and sets out a clear and agreed evidence base around financial
challenges and opportunities to address them. This will help us understand and address the
‘Finance and Efficiency Gap’ for the Wakefield Health and Wellbeing Board Place STP.

3.7

The SVT will use a wide variety of different methods to gather the evidence base including the
NHS Atlas of Variation and Rightcare tools. We have been analysing both the NHS Atlas of
Variation and the Rightcare Commissioning for Value packs to inform where variation is
happening in Wakefield therefore informing both the scale of the finance and efficiency challenge
but also the scale of the opportunities as a result.

3.8

Healthy Futures Collaborative
On a West Yorkshire layer, The Healthy Futures Programme has begun a series of deep dives in to
the four priority areas of Cancer, Mental Health, Urgent & Emergency Care and Specialised
Commissioning. The first of these was held on the 5th April covering Mental Health to which
providers, clinicians and planning leads were invited and was extremely well attended and
received. In addition STP planning leads are holding workshops concurrently in each of these
areas to ensure that delivery is aligned and outlined within local plans.

3.9

STP Leads
NHSE have now appointed leads for each of the 44 footprints who they expect to command both
the support of their local colleagues and the national leadership bodies of the NHS, and whose
efforts alongside colleagues will collectively help transform health and care over the next few
years. The leaders come from a good mix of backgrounds, and include provider chief executives,
CCG accountable officers, local authority senior leaders and clinicians, recognising the need for
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local systems to work in partnership.
Details
at https://www.england.nhs.uk/2016/03/leaders-confirmed/.
4.0
4.1

of

the

leads

are

listed

CCG key dates for submissions
A full timetable is outlined by NHS England in the planning guidance, however key dates for the
OP & STP submissions are as follows:
15th April:
30th June:

NHSE Checkpoint on progression of STP development
Full submission of the STP

5.0
5.1

Next steps
We will further develop and create with our partners our STP in line with the above guidance and
support from NHS England. The plan will cover the period between October 2016 and March
2021 and will be subject to formal assessment in July 2016 following submission in June 2016.

5.2

Further developments of the STP including draft iterations of the plans will be brought back to
Governing Body for comment and approval. Final sign of the STP will be by both the CCG and the
Local Authority through the Health and Wellbeing Board Chair.

6.0
6.1

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

Pat Keane
Interim Chief Operating Officer
NHS North Kirklees CCG and NHS Wakefield CCG

Esther Ashman
Head of Strategic Planning
Wakefield CCG
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Developing Sustainability and
Transformation Plans
Preparing for 15 April and beyond

March 15 2016

1

STPs are an opportunity to develop a local route map to
an improved, more sustainable, health and care system
44 STP footprints have been agreed
• Each will be convened by a local leader,
backed by national bodies
• Footprints are not statutory boundaries –
they are vehicles for collaboration
• Planning will still need take place at
different levels - subsidiarity is a key
principle

It won’t be easy
• There will be technical challenges, e.g.
• Cross-footprint flows and boundaries
• Incentives that pull in different directions
• Non-technical challenges, e.g.
• Building meaningful relationships
• Freeing people to focus on the long-term
• Moving quickly, whilst ensuring buy-in
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A good STP focuses on the big questions and
early action
• Get going on some early actions rather than
waiting for the plan to be complete
• As ‘umbrella’ plans, STPs can be a way of
making sense of competing priorities
• Think about populations, not institutions or
organisational form
• Spend time on identifying the practical
opportunities and solutions, not endlessly
debating the scale of the challenge

This is an opportunity to build or strengthen
relationships
• Across health, social care and local government
– but also with patients, communities, staff and
the voluntary sector
• STPs aren’t all about writing the plan: building
energy, relationships and collaborative leadership
is even more important
• Trust and ownership is crucial for implementation

Overview of the process
3
2

15th April
checkpoint
Set out early
thinking

1
Collective
leadership
agreed
Establish common
purpose
Develop local
leadership and
collaboration

Build the leadership

Identify and quantify
opportunities and
develop plan

Full Plan
submitted to
national bodies

Ongoing planning,
implementation and
learning
Take early action,
get runs on the board

Define early vision
and priorities

Develop the vision and take early action
Engagement of staff and communities at every stage
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30 June
submission

Continued
implementation

The April 15th checkpoint: Summary
Each STP area is asked to make a submission by 15 April focusing on the following two questions:
a. What leadership, decision-making processes and supporting resources you have put in place to
make progress?
b. What are the major areas of focus and big decisions you will need to make as a system to drive
transformation?
A short template to fill in and submit to england.fiveyearview@nhs.net is provided in the annex.

Different areas will be starting from different places
• Many areas will have already undertaken considerable amounts of work. Where this is the case, you
should of course build on this work – we are not asking areas to redo what they’ve already done,
although there may be gaps to fill.
• National and regional teams will offer greater support to those areas which are just starting out.
• Page 8 sets out in more detail what to expect by when.
• Regional teams will contact each area to discuss what support would be helpful.
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The April 15th checkpoint: agreeing areas of focus for
your STP
A full STP will need to be underpinned by
• an understanding of your current major local challenges against the ‘3 gaps’ (health and wellbeing,
care and quality, and finance and efficiency);
• how those challenges are expected to evolve over the next 5 years in a ‘do nothing scenario‘;
• emerging hypotheses for what is driving the gaps and therefore the action needed.
National priorities and local challenges
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•

The STP process is intended above all to be a process for partners across a footprint to work
together to identify, agree and address significant challenges. It is not a checklist exercise.

•

In order to support this effort, and drawing on commitments from the mandate to NHS England and
the shared planning guidance, on the following pages we have set out 10 key areas where we know
we need to make progress across the health and care system.

•

Reflecting on these 10 areas, for the April submission we would expect footprints to be identifying
key local priorities for transformation through the remainder of the STP process.

10 big questions – what are your priorities? (1/2)
Given your local circumstances, where do you need to focus in order to allow you to deliver the priorities
for the health and care system by 2020/21?
1 How are you going to prevent ill health and moderate demand for healthcare? Including:
•
•
•
•

A reduction in childhood obesity
Enrolling people at risk in the Diabetes Prevention Programme
Do more to tackle smoking, alcohol and physical inactivity
A reduction in avoidable admissions

2 How are you engaging patients, communities and NHS staff? Including:
• A step-change in patient activation and self-care
• Expansion of integrated personal health budgets and choice – particularly in maternity, end-of-life and elective care
• Improve the health of NHS employees and reduce sickness rates

3 How will you support, invest in and improve general practice? Including:
• Improve the resilience of general practice, retaining more GPs and recruiting additional primary care staff
• Invest in primary care in line with national allocations and the forthcoming GP ‘Roadmap’ package
• Support primary care redesign, workload management, improved access, more shared working across practices

4 How will you implement new care models that address local challenges? Including:
•
•
•
•

Integrated 111/out-of-hours services available everywhere with a single point of contact
A simplified UEC system with fewer, less confusing points of entry
New whole population models of care
Hospitals networks, groups or franchises to share expertise and reduce avoidable variations in cost and quality of
care
• health and social care integration with a reduction in delayed transfers of care
• A reduction in emergency admission and inpatient bed-day rates

5 How will you achieve and maintain performance against core standards? Including:
• A&E and ambulance waits; referral-to-treatment times
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10 big questions – what are your priorities? (2/2)
Given your local circumstances, where do you need to focus in order to allow you to deliver the priorities
for the health and care system by 2020/21?
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How will you achieve our 2020 ambitions on key clinical priorities? Including:
• Achieve at least 75% one-year survival rate (all cancers) and diagnose 95% of cancer patients within 4 weeks
• Implement two new mental heath waiting time standards and close the health gap between people with mental
health problems, learning disabilities and autism and the population as a whole, and deliver your element of the
national taskforces on mental health, cancer and maternity
• Improving maternity services and reducing the rate of stillbirths, neonatal and maternal deaths and brain injuries
• Maintain a minimum of two-thirds diagnosis rate for people with dementia
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How will you improve quality and safety? Including:
• Full roll-out of the four priority seven day hospital services clinical standards for emergency patient admissions
• Achieving a significant reduction in avoidable deaths
• Ensuring most providers are rated outstanding or good– and none are in special measures
• Improved antimicrobial prescribing and resistance rates

8

How will you deploy technology to accelerate change? Including:
• Full interoperability by 2020 and paper-free at the point of use
• Every patient has access to digital health records that they can share with their families, carers and clinical teams
• Offering all GP patients e-consultations and other digital services

9

How will you develop the workforce you need to deliver? Including:
• Plans to reduce agency spend and develop, retrain and retain a workforce with the right skills and values
• Integrated multidisciplinary teams to underpin new care models
• New roles such as associate nurses, physician associates, community paramedics and pharmacists in general practice

10 How will you achieve and maintain financial balance? Including:
• A local financial sustainability plan
• Credible plans for moderating activity growth by c.1% pa
• Improved provider efficiency of at least 2% p.a. including through delivery of Carter Review recommendations

7

Support for STP areas
Over the next period, we will co-produce and share further support to help develop STPs. We would
encourage you to start progressing the work now, and refine in the light of this support:
Support

8

Description

By when

Library of resources

• Consolidated resource pack with links to care and quality standards,
• March
priorities and policy commitments for 2020 /21 and health and wellbeing
indicators to enable Footprints to agree local ambitions to close gaps

Finance and efficiency
support

• Financial model/template for footprints to capture the impact of their
plans to close the gaps for submission in June

STP footprint–specific
data packs

• Bespoke data packs for each STP area providing a baseline against key • April
indicators from the CCG Improvement & Assessment framework; key
finance and operational performance indicators including CQC ratings,
national health and wellbeing indicators and other relevant data

Exemplar plan

• Potential early co- development of a full plan with a leading area to help • April
inform what ‘good’ looks like

“How to” guides for
specific priorities &
master-classes

• Concise guides on, e.g. how to implement the cancer taskforce, along
with regional roadshows or master-classes

Development days

• One-day events with footprint leadership teams across a region to
network, share progress and challenges with peers and CEOs of ALBs

Leadership support

• Provision of external support and challenge from independent figures
for those STP areas that request it

• April/May

• April-May
•
•
•
•

27 April: North
3 May: London
4 May: South
5 May: Mid/East

• From April

Key contacts
• If you require any support, please contact your relevant ALB Regional Director.
• For general enquiries and submitting your template, please email
england.fiveyearview@nhs.net, copying in your Regional Director.
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Annex: Template for the 15 April checkpoint
Please use the following slides for your submission, and remove
the earlier slides to keep the pack concise (max 10 slides).
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Purpose of this template
This annex presents a simple template, with five sections, that collectively seek to capture:
•

The leadership, decision-making and supporting resources you have put in place to progress your STP

•

The major areas of focus and big decisions you will need to make as a system to drive transformation

We understand this is an early checkpoint – we don’t expect finalised or comprehensive answers at this stage
•

Your thinking in some areas will naturally be more advanced than others

•

Early hypotheses or potential directions of travel that have not yet been fully signed up to are still helpful

•

Please be concise, keeping to 10 slides in total

•

The completed template needs to be sent to england.fiveyearview@nhs.net by 5pm on 15 April.

The filled out template will form the basis for discussions at regional development days late April/early May
• The development days will provide an opportunity for:
• footprints to test out hypotheses and early thinking and exchange lessons learned; and
• national bodies to understand how STP areas are working together, their early thinking on top priorities and
emerging vision, and for local areas to communicate issues and barriers that require national support or action
Please fill in key information details below
Name of footprint and no:
Region:
Nominated lead of the footprint including organisation/function:
Contact details (email and phone):
Organisations within footprints:
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Section 1: Leadership, governance & engagement
Please discuss progress you have made (and any challenges) in the following areas:
• Collaborative leadership and decision-making. Please describe what arrangements you have put in place and how
they will facilitate rapid progress and meaningful system leadership rather than just individual institutions. Please also
give details of how the nominated lead will be supported at a working level e.g. has a programme director been
appointed.
• An inclusive process. Describe how you are and will be involving patients and the wider community in the
development of your STP and—more importantly—in its execution.
• Local government involvement. What are the partnership arrangements between local government, NHS
commissioners and NHS providers (and others)? How does this fit with existing arrangements such as Health and
Wellbeing Boards? If your STP footprint covers organisations under a proposed health devolution footprint how do you
propose to manage this if the areas are not coterminous?
• Engaging clinicians and NHS staff. Please discuss the role both hospital and community based clinicians and staff
will play in shaping and delivering the future NHS in your area.
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Section 2a: Improving the health of people in your area
Please see slide 6 for potential areas of focus for improving health and wellbeing

As you develop your full STP, what are your emerging hypotheses for improving the health of
people in your footprint?
These may include:
• Your initial thinking about how to radically upgrade prevention over the next five years.
• The role patients and communities have in mobilising healthier behaviours – and how will you give them greater
control.
• How your system will work with local government to deliver prevention and public health improvements.
• Your proposals for improving the health and wellbeing offer the NHS makes to staff in your area and how you will
engage other employers, working with local government, on this agenda.
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Section 2b: Improving care and quality of services
Please see slides 6 & 7 for potential areas of focus for improving care and quality

As you develop your full STP, what are your emerging hypotheses for improving care and quality
across your footprint?
These may include:
• The need to invest and support transformation in general practice, with a focus on workforce.
• Ambitions for achieving and maintaining core standards and improving quality and safety.
• Actions you will take on key clinical priorities including cancer, mental health, maternity, learning disabilities and
dementia.
• How will you use RightCare to eliminate variation and waste across the health and care economy at pace?
• Developing and implementing new care models at scale to achieve your local ambitions, for example: a simplified and
integrated urgent and emergency care system; whole population health models; hospital groups, networks or
franchises; health and social care integration
• The role of key enablers, especially workforce and technology, to make the above happen.

It’s important that proposed solutions and priorities are linked back to your local challenges
• This is an opportunity to address areas where footprint partners may previously struggled to make progress
on difficult issues
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Section 2c: Improving productivity and closing the local
financial gap
Please discuss your emerging thinking in the following areas.

Please set out your current assessment of your footprint’s major efficiency and finance
challenges, your understanding of the key drivers of those challenges, and the major areas of
focus in your STP that will help to address them.
This may include:
• The extent to which your prevention and care model improvement plans will deliver reductions in anticipated levels of
demand
• How care and quality and new care model plans will improve provider productivity, both through technical or
operational efficiencies but also better resource allocation decisions
• The other big decisions you need to take as a system to return to aggregate balance and longer-term sustainability.

Please note that we do not expect detailed financial modelling at this stage, although you will need this for the
final June submission. We will be providing more information soon about support available to develop this.
Instead, we suggest you focus on the big decisions or opportunities you need to take as a system to close the projected
financial gap in your area.
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Section 3: Your emerging priorities
Please discuss your emerging thinking on what the key priorities are to take forward in your STP, and why:
• Describe your main areas of focus, to address (a) the priorities set out for the NHS in the Five Year Forward View,
the mandate and the shared planning guidance, and (b) your own particular local challenges as set out in section 2
• Any big decisions you will need to make as a system to drive transformation
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Section 4: Support you would like
Please discuss your emerging thinking in the following areas:
• Areas where you would like regional or national support as you develop your plans.
• National barriers or actions you think need to be taken in support of your STP.
• Areas where you could share good practice or where you would like to access expertise or best practice from other
footprints.
• Any other key risks that may affect your ability to develop and/or implement a good STP.
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Title of meeting:

Governing body

Date of Meeting:

12 April 2016

Paper Title:

Better Care Fund 2016/17 Update

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
Assurance
paper is for):
Report Author and Job Title: Martin Smith, Programme Manager
Responsible Clinical Lead:
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Information

Dr Ann Carroll, Governing Body Connecting Care Lead

Responsible Governing
Mel Brown, Director of Integrated Care
Board Executive Lead:
Recommendation (s):
The Governing Body of Wakefield Clinical Commissioning Group are asked to:
(i) agree Wakefield Clinical Commissioning Group will enter into a section 75 agreement with Wakefield
Council in relation to the governance and management of the Better Care Fund for 2016/17.
(ii) delegate approval for the final Section 75 Agreement to the Chief Officer , Clinical Leader and the
Chair of the Audit Committee within the approved sum of £58.5 million.
(iii) agree Wakefield Clinical Commissioning Group will continue to host the Better Care Fund pool in
2016/17.
(iv) approve the Better Care Fund plan and submit it to NHS England on 25th April 2016 (appendix1)

Executive Summary:
Governing Body members received a briefing at their meeting on 8th March 2016 which outlined the detail of
Wakefield’s Better Care Fund plan for 2016/2017.
Following that meeting this paper asks the Governing Body of Wakefield Clinical Commissioning Group to
approve the 2016/2017 BCF plan before this is submitted to NHS England and delegate the final sign off of the
Better Care Fund partnership agreement (known as a section 75 agreement) to the following people from the
Clinical Commissioning Group: Chief Officer, Clinical Chair CCG, and the Chair of the Audit Committee. This
agreement needs to be signed by end of June 2016.
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



Management of Conflicts of
Interest:
Assurance departments/
organisations who will be
affected have been consulted:

WDMC Finance (Angela Nixon)
WDMC Commissioners (Ian Campbell, Mark Wakefield)
WDMC Director - Andrew Balchin
CCG – Director Mel Brown
CCG Finance – Adam Robertshaw
CCG Commissioning Leads
Public Health Leads

Previously presented at
committee / governing body:

Governing Body 8th March 2016

Reference document(s) /
enclosures:

https://www.england.nhs.uk/wp-content/uploads/2016/02/annex4-bcfplanning-requirements-1617.pdf

Risk Assessment:

https://www.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/490559/BCF_Policy_Framework_2016-17.pdf
Not applicable

Finance/ resource implications:

To be managed via the Connecting Care Executive.

Better Care Fund Plan 2016/2017
1

Introduction
Governing Body members received a briefing at their meeting on 8th March 2016 which
outlined the detail of Wakefield’s Better Care Fund plan for 2016/2017.
Following that meeting this paper asks the Governing Body of Wakefield Clinical
Commissioning Group to approve the 2016/2017 BCF plan before this is submitted to NHS
England and delegate the final sign off of the Better Care Fund partnership agreement
(known as a section 75 agreement) to the following people from the Clinical Commissioning
Group: Chief Officer, Clinical Chair CCG, and the Chair of the Audit Committee. This
agreement needs to be signed by end of June 2016.
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Background Information
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework that the
resources identified as part of the Better Care Fund are required to be placed into pooled
budgets under a legal framework referred to as a section 75 joint governance arrangements
between CCGs and Councils. Technical guidance published to support the development of
Better Care Fund (BCF) planning has made it clear that the Health and Wellbeing Board has a
responsibility to have oversight of these pooled resources. This will require the Health and
Wellbeing Board to have a more active role in the joint commissioning of health and social
care interventions as outlined through Wakefield’s local BCF plan.
Clinical Commissioning Groups were licenced from 1 April 2013 under provisions enacted in
the Health & Social Care Act 2012, which amended the National Health Service Act 2006.
Section 75 of the NHS Act 2006 provides for CCGs and local authorities to pool budgets.
The pooled budget for the Better Care Fund and its section 75 arrangements need to be
adopted and in place for April 2016 to meet the requirements of the Care Act 2014.
Governing body members will recall the paper considered at the last Board highlighted that
partners across the system have agreed that our Better Care Fund plan would focus on seven
strategic areas of alignment for 2016/17. The seven refreshed schemes for 2016/17 are:
The refreshed schemes for 2016/17 are:
1.
Proactive Care
£ 33,273,504
2.
Prevention
£10,255,074
3.
Community Solutions
£3,284,914
4.
Mental Health
£5,028,537
5.
ICES & Wheelchair Services
£3,303,823
6.
Care Homes Vanguard
£300,000
7.
MCP Vanguard
£3,100,000
Total
£58,545,852
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Key recommendations to consider:
(i) agree Wakefield Clinical Commissioning Group will enter into a section 75 agreement with
Wakefield Council in relation to the governance and management of the Better Care Fund for
2016/17.
(ii) delegate approval for the final Section 75 Agreement to the Chief Officer , Clinical Leader
and the Chair of the Audit Committee within the approved sum of £58,545,852 million.
(iii) agree Wakefield Clinical Commissioning Group will continue to host the Better Care Fund
pool in 2016/17.
(iv) approve the Better Care Fund plan and submit it to NHS England on 25th April 2016
(appendix1)
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Governance
The governance arrangements that have been in place since April 2016 will continue to
oversee the Better Care Fund across our District and the Connecting Care Executive will
oversee these arrangements. The management arrangements for the Better Care pooled
fund need to include the following statutory functions for the Better Care Fund which are
outlined in the Care Act 2014 (Part 4, section 121, (3)):
•
•
•

to agree the strategic planning;
manage the pooled budget; and
oversee and performance manage the planning as well as the practical and financial
implementation of the fund.

The hosting arrangements for the Better Care Fund will remain the same for 2016/2017 as
have been in place in 015/2016 and Wakefield Clinical Commissioning Group will host the
Better Care Fund pool. A partnership agreement is under development to formalise the BCF
arrangements for 2016/2017.
5

Monitor the management of the BCF pooled budget
As host for the Better Care Fund, Wakefield Clinical Commissioning Group will continue to
have the responsibility and will need to ensure that the following monitoring processes will
be in place for the BCF during 2016/2017:
•
•
•
•
•
•
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In-year financial monthly monitoring and reporting arrangements to the HWB /
Connecting Care Executive;
Non-financial performance metrics;
Quarterly performance data to be reported;
Appointment of a Pool Manager – this would add both capacity & running costs to either
organisation;
Separate accounting within the fund of ring-fenced budgets; and
Dispute resolution – this will need to be addressed in the s75.

Legal
Officers in the CCG and the Council are still working through some of the detail for the Better
Care Fund partnership agreement. There are some gaps currently that are being worked
through such as the detail on the risk share agreement and some other areas. It is proposed

2

that the final sign off of the Better Care Fund partnership agreement (known as a section 75
agreement) to the following people from Wakefield Clinical Commissioning Group- Chief
Officer, Clinical Leader and the Chair of the Audit Committee. This agreement needs to be
signed by end June 2016.
7

Timetable for developing the BCF Section 75 agreement
The timetable colleagues in the CCG and the Council are working towards is outlined below
and aims to have the pooled budget arrangements agreed and signed by both parties,
through a section 75 agreement by, end June 2016.
Key Deliverable

Milestone Date

Initial Meeting of legal teams CCG and WMDC to consider work to
be undertaken for the BCF agreement in 2016/2017

06th April 2016

Implementation date -Better Care Fund pooled budget
Frist draft of the BCF agreement

1st April 2016
Beginning of May 2016

Section 75 agreement signed
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End June 2016

Recommendations:
The Governing Body of Wakefield Clinical Commissioning Group are asked to:
(i) agree Wakefield Clinical Commissioning Group will enter into a section 75 agreement with
Wakefield Council in relation to the governance and management of the Better Care Fund for
2016/17.
(ii) delegate approval for the final Section 75 Agreement to the Chief Officer , Clinical Leader
and the Chair of the Audit Committee within the approved sum of £58.5 million.
(iii) agree Wakefield Clinical Commissioning Group will continue to host the Better Care Fund
pool in 2016/17.
(iv) approve the Better Care Fund plan and submit it to NHS England on 25th April 2016
(appendix1)

3

1

Wakefield Better Care
Fund Submission
2016/17

2

PLAN DETAILS
a) Summary of Plan
Local Authority

Wakefield

Clinical Commissioning Groups

Wakefield

Boundary Differences

Boundary areas are the same

Date agreed at Health and Well-Being Board:
Date submitted:

21/03/2016

Minimum required value of BCF pooled
£7.6m
budget: 2014/15
2015/16 £24.3m
2016/17 £24.3m
Total agreed value of pooled budget:
£7.6m
2014/15
2015/16 £41.7m
2016/17 £58.5m
b) Authorisation and signoff
Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

Jo Webster
Chief Officer
21/03/16

Signed on behalf of the Council
By
Position
Date

Andrew Balchin
Corporate Director, Adults, Health &
Communities
21/03/16
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c) Related documentation
Please include information/links to any related documents such as the full project plan for
the scheme, and documents related to each national condition.
Document or information title
Joint Strategic Needs Assessment

Details/link
http://www.wakefieldjsna.co.uk/

Health and Wellbeing Strategy
Wakefield Integration Shared
Narrative
Wakefield Connecting Care Terms of
Reference
Wakefield Partnership Business Rules
Integrated Care Team- Business Case

Wakefield CCG 5 year plan
Meeting the Challenge Together
The Third Sector Strategy for
Wakefield District, 2013-2016
Better data sharing between health
and social care, based on the NHS
number
DTOC action plan
BCF KLOE cross reference guide
BCF plan 15/16
BCF 16/17 2nd March Template

http://www.wakefieldccg.nhs.uk/nhs-wakefield-the-next-fiveyears/
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1 Introduction
The Wakefield Better Care Fund Plan for 2016/17 builds on the approved 2015/16 plan and has been
developed with local partners focused on key priority areas that have been identified through the
Joint Strategic Needs assessment (JSNA) and learning from the previous year. The plan is consistent
with Wakefield’s sustainability transformation plan and contracted non elective activity.

2 The local vision for Wakefield
Commissioners and providers of health and social care in Wakefield District have agreed that our
vision is for people to live longer, healthier lives through services that address all of a person’s
needs, delivered by people with a range of skills working as one team, as close to home as possible.
The importance of Wakefield as a place is recognised as is the need to support social value in the
commissioning and delivering integrated services to improve the local economy, generating wealth
and reducing inequality.
Our vision and associated work on integration builds on the success of the Better Care Fund
2015/16. This plan was developed through an extensive process of consultation with citizens and
organisations alongside our JSNA, risk stratification methodologies, population segmentation,
international and national evidence, all taken into account to agree our approach and our models of
care.
In line with the 2020 vision for health and social care, we expect our citizens will experience:
• Better co-ordination of care across all organisations;
• Case management for everyone with a Long Term Condition;
• Greater support to manage their own conditions at home;
• Greater use of technology to enable safe and person-centred care; and
• Staff who use joint assessment approaches to reduce duplication and support improved
outcomes.
Leaders in Wakefield saw improving the health of its citizens as integral to regeneration. The shared
vision developed through the Local Vision work is ‘for citizens to live longer, healthier lives, through
well-co-ordinated care delivered as close to home as possible’.
This vision underpins the Health and Wellbeing priorities and the £58.5m Better Care Fund in
2016/17 – a significantly larger ‘pot’ than the required amount - which will provide a pooled budget
to be used as the catalyst for joint working. The 2016/17 BCF is currently at £58.5 million and
supports the successful history in Wakefield of the public sector coming together to work towards a
single partnership vision.
Extensive public consultation and engagement was carried out across the district with clear
messages and feedback from communities. The feedback and messages from local people have fed
into the vision and all the subsequent work that has been developed to design and develop changes
to future health and social care.

7

Relationship with Health and Wellbeing Strategy, JSNA and STP

2.1

Alongside the feedback and input from local citizens and patients, the JSNA and Health and
Wellbeing strategy have directed and informed the ambition, strategic plans models and pace of
change required for integration. In the Wakefield district our JSNA and Public Health Profile highlight
a number of key facts about the health of our population:
•
•
•
•
•
•
•
•

The health of people in Wakefield is varied compared with the England average. Deprivation
is higher than average and about 12,570 children live in poverty. Life expectancy for both
men and women is lower than the England average;
Life expectancy is 9.9 years lower for men and 7.9 years lower for women in the most
deprived areas of Wakefield than in the least deprived areas;
Over the last 10 years, all-cause mortality rates have fallen. Early death rates from cancer
and from heart disease and stroke have fallen but remain worse than the England average
Smoking at time of delivery and overall smoking prevalence are significantly worse in
Wakefield compared to the national average.
Estimated levels of adult 'healthy eating', smoking and obesity are worse than the England
average;
Rates of road injuries and deaths and smoking related deaths are worse than the England
average;
Rates of sexually transmitted infections are in line with national targets for detection,
indicating that we have a significant prevalence of the diseases in the population.
Wakefield loses a disproportionately large amount of its life-years in the most deprived
communities to chronic heart disease (CHD), lung cancer, chronic obstructive pulmonary
disease (COPD) and – particularly in men – chronic liver disease.

Furthermore the JSNA has informed the priorities of the Health and Wellbeing strategy which are:
•
•
•

Transformation and integration;
Mental Health; and
Tobacco control.

These priorities are now embedded in the Wakefield CCG Sustainability and Transformation Plan and
have provided the mandate for the integration programme, Connecting Care.
As we move in to developing our Sustainability and Transformation plans of which the operational
plan is year one, we need to be clear about the layers on which we commission and transform
services. Our Sustainability and Transformation Plan is based on the Wakefield Health and
Wellbeing Board footprint however, under the umbrella of the West Yorkshire planning layer (fig 1)

8

Figure 1 – STP layers.
Wakefield is distinct in its level of alignment, not just in terms of geographical boundary between
the local authority, the CCG and the GP networks but equally between the strategic direction and
plans that have been developed over recent years.
The key strategic agendas that are aligned to the development of the integration of health and social
care are:
•
The Local Services Board and District Outcomes Framework;
•
The Health and Wellbeing strategic priorities;
•
The Mid Yorkshire Hospital Clinical Services Strategy;
•
The Meeting the Challenge community transformation programme; and
•
The Sustainability Transformation plan
The Local Services Board (LSB) is at the heart of the Local Strategic Partnership, Wakefield Together,
for the Wakefield District.

2.2 The Mid Yorkshire ‘Meeting the Challenge’ Transformation Programme Year 2 Progress
The Wakefield health and social care vision provided a platform to support the development of the
Mid Yorkshire Health and Social Care Transformation Programme which brought together partners
to design and implement the delivery of the clinical services strategy, the acute services
reconfiguration programme and the commissioning intensions for changes to community services.
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The transformation programme is in its second year and Connecting Care has supported a reduction
on Non Elective activity in Mid Yorkshire trust. The strategic focus for Connecting Care is to reduce
the Delayed Transfers of Care and support earlier discharge from hospital.
A Full Business Case was developed for the reconfiguration of hospital services, the Clinical Services
Strategy the details of this can be found in the 2015/16 Better Care Fund Plan. As part of this
business case the size and scale of the changes were identified through an agreed currency of a
reduction in emergency bed days, which has been adopted by the partner organisations.
These reductions in emergency bed days have informed the approach to the Better Care Fund for
Wakefield, as they correlate to a number of schemes linked to the reduction in emergency
admissions and reductions in the length of stay, and are incorporated into the community plans and
feed through into the work on the integration of services.
The objectives of meeting the challenge are:
•
•
•
•

A reduction in emergency beds of 171 beds and in emergency admissions of 7933
The centralisation of some clinical services across 3 hospital sites:
Greater support and co-ordination of services in the community:
Community services based around 3 hubs and 7 GP Networks:

Our BCF schemes supported the District to deliver our admission avoidance targets which are
currently on track to support the reconfiguration needed. Our key focus in 2016/2017 is to have
schemes that support early supported discharge and reduce increased length of stay within the
hospital. The Better Care Fund 2016/17 contains new out of hospital schemes such as the hospital to
home service, enhanced care homes and MCP Vanguard, and psychiatric liaison to support a
reduced length of stay. Furthermore, we are fortunate to have a seconded post from ECIP team to
our system from March 2016 (Programme Director for Urgent Care) which will help support this
system transformation.

2.3 Delivery in partnership (collective agreement)
Wakefield health and social care communities agreed that care must be organised around patients
and citizens and that integrated delivery would be essential for success.
As a health and social care system this means that in line with the 5 year forward view the vision and
the transformation programmes we are implementing are possible due to the level of collaborative
leadership and strong partnership working across health and social care system.
The BCF supports the Council in delivering of Care Act responsibilities including regard to ensuring a
sufficiency of provision in terms of both capacity and capability by:
• Market shaping for care and support
• Considering with partners, the enabling activities, functions and processes that may facilitate
effective integrated services including Joint Commissioning
It is within this context and continued commitment to collaborative working 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 care system and this is reflected in our Sustainability
Transformation Plan and the two Vanguard projects underway in the District the Enhanced Care
Homes and Multi-speciality community provider.
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The Integration model is being developed further by an emergent Provider Alliance across the
Wakefield district. The Provider Alliance has representation from statutory and non-statutory
provider organisations who have come together to design a delivery model for future services and
support.
The Provider Alliance includes representation from:
• Wakefield District Council;
• Mid Yorkshire Hospitals NHS Trust;
• South and West Yorkshire Partnership Foundation Trust;
• Primary Care providers;
• Spectrum;
• Yorkshire Ambulance NHS Trust;
• Wakefield and District Housing;
• NOVA; and
• Wakefield Assembly.
The Provider Alliance has laid out its aims as:
• Shared commitment to be ambitious in transformation;
• Thinking about communities and citizens rather than ‘patients’ or ‘service users’;
• Self-care and prevention;
• Integration across health, social care and third sector;
• Developing the workforce to meet the needs of the model;
• Innovation for technology and commissioning;
• Financial sustainability; and
• Whole system cultural change.
Partners in Provider Alliance have agreed to be system leaders in the following areas and have
established SRO roles; this is shared across all providers outlined in the list above:
Development of
Integrated Care Model
for Wakefield

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

Improved Access for
Patients

This will include multiple projects relating to all aspects of improving
access for patients. It will build on the existing ‘Connecting Care’
programme designed to link and integrate different aspects of health
and social care to enable a truly integrated community team as well as
GP Access Fund initiatives designed to improve access to primary care
services and driving forward the new strategy for Primary Care for our
District.
Connecting the different aspects of the model and ensuring that
services are truly accessible, information can be shared and care
provision integrated, utilising digital wraparound technologies including
shared patient records, virtual meetings via video and patient-held
digital care plans. The Wakefield CCG Information, Communication and
Technology (ICT) Strategy 2014 to 2017 is within the document for
reference.

Digital Innovation
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Care Navigation

Further develop and implement a model for the provision of
information, support, guidance and signposting for people whose
health will benefit from participation in non-clinical activities, including
techniques for self-management. The model will also identify gaps in
service to inform future market development and commissioning.

Role and Workforce
Redesign

Reviewing and redesigning traditional workforce roles to create a more
effective and responsive workforce. The 3 main products for the
Integrated Workforce are developing a;
•
Integrated Workforce Strategy framework
•
Workforce mapping & observatory
•
Competency based Frailty pathway
To the end of March workforce systems lead is devloping:
1.
Develop the dimensions of an integrated workforce
development framework for the system
2.
Develop and implement a system specific workforce
‘observatory’
3.
Commence a programme of competency based frameworks
commencing with the frailty pathway
The integrated workforce transformation
reference group was
successfully re-launched at a meeting held on February 24th where
consensus was generated on the dimensions of the workforce strategic
framework :
1.
2.
3.
4.

Prevention and Self
Care

Frailty

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

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

Customer Service

Partners are required to refresh and re-boot Connecting Care
communications and engagement activity. The work required is
highlighted below:
Refresh:
• Review our key messages
• Clearly articulate the story so far and what is coming soon
• Provide support for our leaders to tell the story
Re-boot:
• Focus on our internal communications
• Engage our middle managers
• Support organisational development across the Connecting
Care system
• Celebrate progress so far – reflect back success to GPs etc.
• Fully launch the Connecting Care charter mark – “we are proud
to be a connecting care partner”.
The communications team are compiling the an overarching connecting
care narrative for adoption and tailoring for the different organisations.
This will be supplemented by the development of workforce narratives
applicable to the local system. The final area of development being the
work with system leaders on the universal adoption of the ‘hello my
name is’.
Three workstreams to scope before the end of March:
1.
Development of a customer care strategy
2.
The identification of customer services standards
3.
Design of customer service excellence framework
These will be underpinned by:
Partners are required to sign up to the following basic principles:
Accept the ‘National Voices’ vision for integrated care as; creating
person centred coordinated care for Wakefield.
Propose recommendations to work towards creating a service
experience to the public that is ‘indistinguishable across all partnership
organisations’. Delivery of this, if agreed, to be supported through:
Revised vision;
development of a Customer Standards Charter – based on ‘I’
statements;
development and subsequent monitoring of a Framework for
Excellence; and
customer service training for all.
That all organisations who sign up to 1 and 2 above, introduce an
adaptation and sentiment of; 'hello, my name is….’, initiated by the
health service as part of the development of outstanding customer
service.
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Joint
Operational Further develop the integration agenda but one that is consistent
Management Group
across all 3 hubs. With this in mind pulling together a “ Joint
Operational Management Group “ to enable us to make the significant
changes ahead for integrated care delivery. Mid Yorks, CCG, Local
Authority and Voluntary Sector and other partners who are the key
players in the present hub arrangements will ensure the Connecting
Care Hubs progress operationally to move from co-location to
integrated processes and delivery.
A number of GP practices within Wakefield are federating and the new model of care for primary
care will be based on two commissioning hubs. These provider federations are part of the
Connecting Care Health and Social Care Partnership and provide new opportunities to deliver
services differently.
Working with partners across the system it was agreed that out Better Care Fund plan would focus
on seven strategic areas of alignment for 2016/17.
The refreshed schemes for 2016/17 are:
1.
Proactive Care
£ 33,273,504
2.
Prevention
£10,255,074
3.
Community Solutions
£3,284,914
4.
Mental Health
£5,028,537
5.
ICES & Wheelchair Services
£3,303,823
6.
Care Homes Vanguard
£300,000
7.
MCP Vanguard
£3,100,000
Total
£58,545,852
(Detailed breakdown in Annex 1)

2.4 Plan for 16/17(what will be different following delivery of the plan)
It is within this context and continued commitment to collaborative working 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 care system and this is reflected in our Sustainability
Transformation Plan and the two Vanguard projects underway in the District the Enhanced Care
Homes and Multi-speciality community provider. Working with partners across the system it was
agreed that our Better Care Fund plan would focus on seven strategic areas of alignment for
2016/17.
By next year it is intended all Networks will be accessing services via the access to care system and
will have care co-ordination, crisis intervention for physical health conditions, social prescribing, and
a dedicated model of services for frail older people as part of their core ‘offer’. 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.
Partner organisations are committed to applying the principles of integration to all care services and
will explore ways in which strategies for mental health and children’s services can be fully aligned.
New Primary Care Mental Health workers have been developed and commissioned. This is a
developmental role with posts to be in place by February 2016. The team will work with people with
anxiety and low level mental health problems that do not meet the threshold for secondary mental
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health services, but do not wish to access Psychological Therapy services. This should have an impact
on the number of people presenting at A&E with anxiety and depression associated with their long
term physical health problems.
The Better Care Fund 2016/17 pooled budget is enabling our transformation and integration
programme Connecting Care. The Wakefield integration model with its three core pillars of
prevention, crisis response and early supported discharge is progressing and the changes we are in
the process of implementing are:
•
•
•
•
•
•

Co-ordinated and responsive access to support and services through Access to Care (Single
Point of Contact)
Integrated teams of health and social care workers delivering joined up care at a locality
level to best meet local needs (covering adult, mental health). Further embedding the
integrated working in the three hubs and links to primary care networks.
Continuing to the implementation of appropriate services 7 days a week, 24 hours a day.
Workforce review includes role redesign and composition with greater working with the
third sector and commitment to social value. A new Community Nurse specification to
reflect the new model of care provision to be implemented.
Support and services provided such as social prescribing, care navigation and digital support
that change the models of care and provide a more diverse range of support for local
citizens.
Alignment and supporting of three Vanguard projects:
o Care Homes
o Multi-specialist Community Provider
o Emergency Care/Urgent Care

2.5 Risk and challenges to the success of 2016/17 BCF
Current challenges and risks for our system include:
•

•
•
•

Financial pressures and the totality of our system financial challenge- we are working with
PWC to undertake an exercise with key partners in the Health and Social Care economy to
understand a ‘single version of the truth’ on this financial challenge for our system and this
work will be completed at the end of April 2016.
Increasing demand for services which results in pressures on budgets as services try to meet
this demand.
Recruitment challenges of specialist clinical roles and nursing roles is a challenge for our
system.
Recent CQC inspection in Mid Yorkshire Hospital Trust has highlighted that bringing forward
the implementation timescales of Meeting the Challenge strategy by September 2016 needs
to be seriously considered across our system.
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3 Evidence base
3.1 Key success and challenges in 2015/16
The delivery model for schemes 1 &2 is integrated teams in 3 geographical hubs linked to GP
networks. The initial focus is on maintaining older people, those with long term conditions and
palliative care needs at home and enabling early discharge from hospital.
GP networks are responsible for assessing the health needs of their population, identifying people
with greatest need and for planning and delivering care. Care will be coordinated around the
individual citizen through a single point of access, a single assessment process and holistic care
planning.
A comprehensive evaluation project is underway in Wakefield with Niche, a specialist research
organisation, to monitor and measure the impact of the changes we are making on the outcomes for
local people. Connecting Care is ambitious and the Niche report (Formative report 3 October 2015)
notes staff reporting. “This will be really helpful when I rotate back into the hospital and am involved
in discharging patients or referring them on. I will be able to give them much better information after
this.”
The Niche evaluation report in October 2015 (Formative report 4 is underway) summarised progress
as:
Three hubs now offer co-located services to three geographical sectors of the borough of Wakefield.
Work has taken place across the hubs to establish and co-ordinate the services offered, improve
inter-referral arrangements, and ensure effective internal and external communications.
Since our last formative report, we have noted in particular the following developments:
•Staff at all Hubs are now able to do routine (and some emergency) internal referrals to other
colleagues within the Connecting Care teams;
•A Pharmacist service is working across each Hub;
•A short term re-ablement service has been put in place by adult social care;
•The out of hours service has become much busier, and additional staff have been appointed to
support this additional activity

3.2 What do our community tell us about their experience of care in
Wakefield?
Feedback from our community about the Connecting Care service in Wakefield has been positive.
Healthwatch has led this independent patient evaluation and over 400 residents have been surveyed
so far. Carers are also being interviewed as part of the process. Analysis from 270 of these patients
has shown positive impacts for those patients accessing Connecting Care services for example
patients have reported that:
-82% felt they had been treated with kindness and compassion
-Nearly 85% said yes, definitely or yes most of the time to feeling involved in their care and support
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-82% said they definitely feel safe living at home
-50% felt the services helped them to stay in their own home rather than go into a nursing
home/hospital/elsewhere
Age UK Wakefield and Carers Wakefield have been commissioned through Connecting Care and both
have worked with service users to understand if their interventions are improving quality of life for
people. Using a holistic assessment tool LEAF7 AGE UK analysis shows a 20% improvement in life
satisfaction.
Carers Wakefield can demonstrate a positive impact, with initial and review assessment stages
based on ONS Life Satisfaction rating. To date results show that Enjoyment and Social Contact are
the highest unmet needs at the first assessment point. In both cases marked improvements can be
seen particularly for those making the ‘hardly at all’ rating. Being able to feel safe and secure is rated
high at initial and review stages.
Both these partners have been commissioned through the Better Care Fund in 2016/17 to improve
the lives of our residents.

3.3 Challenges
In our Better Care Fund plan Scheme 3 the Integrated Community Equipment Service (ICES) faced
many challenges over 2015/2016. Recruitment was an issue for the service, the service instigated;
albeit unsuccessfully several possible solutions to try and manage these challenges including,
developing a job description and agreeing funding for a 6 month project for a clinical ICEs
gatekeeper. Financial pressures began to hit the service which combined with failing to recruit this
key clinical role led to a need for an urgent review of this service during 2015/2016. A deep dive of
the service identified that the District had experienced the highest yearly cost of renting pressure
care products to meet demand during normal working hours. During 2015/2016 clinicians and
commissioners have been working together to trial clinical effective and alternative pressure care
products and have commenced significant work programme to implement training, communications
and engagement on new standard operating procedures and alternative ICEs equipment as part of
an essential invest to save project. The service meets regularly with nurse managers from the acute
trust to discuss and review the ICEs service.
A solution is in place to address high cost elements of the community equipment service and a
robust plan to move from rental equipment to purchase is in place. This work alongside with
reviewing the ICEs service specification is how the system is hoping to address some of these
challenges in the BCF plan for this scheme in 2016/2017.

3.4 The BCF Development process (changes from 15/16)
Following the approval of the BCF in 2015/2016 the local authority and the CCG commenced work
on a series of workshops that commenced in April 2015 and are still underway now to understand
the full potential of how both organisations can progress their ambitions for integrated care. This
has resulted in a four year commissioning work plan being developed which has identified key areas
that need reviewing and prioritisation of these areas. In 2016/2017 we have identified our key
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commissioning areas for review will be Children and Young People, Mental Health and Learning
Disabilities.
Wakefield Council (WMDC) and Wakefield CCG through our BCF governance partnership
arrangements have agreed to work beyond Adult agenda and we have ensured that we consider
Children and Young people commissioning issues alongside commissioning for Adult services. The
2016/17 Better Care Fund supports WMDC and the CCG to work at pace with more joint
commissioning and a system wide efficiency programme so that there are shared benefits/rewards
as well as risks across the system in the services that we commission to improve service user
outcomes. This requires a commitment and ability to change ways of working, strong partnership
working supported by collaborative leadership and transparency and openness as public sector
organisations.
The 2016/17 pooled budget includes the majority of 2015/16 Better Care Fund service lines with
some new areas included such as the addition of both Vanguards transformation programmes (Care
Homes and MsCP), the majority of the remaining Mid Yorkshire Hospital Trust community contract,
and an increased number of public health prevention services. Full details of the schemes can be
found in Wakefield’s planning template. These increased changes will have a positive impact on
residents as we join up services elements to support the shared vision.

3.5 Evidenced based approach to BCF
Wakefield is taking an evidence based approach to reducing hospital admissions. In the course of our
research we have realised that risk profiling tools alone do not provide an effective way of reducing
admissions. This is due to issues of reliability with screening tools and also the danger that if all
resources are concentrated on only supporting the most high risk patients there is not sufficient
scale to make a statistically significant shift in the population as a whole. This is crucial in terms of
the impact Wakefield need to achieve in relation to the reduction in emergency admissions. For
example, you would have to make a 107.5% reduction in the admissions of the 0.5% of your highest
risk population to shift overall reductions in admissions by 10% (Roland and Abel). We are therefore
combining risk stratification with other techniques. We are implementing the following approaches:
•

•
•

•

95% of GP Practices are using risk profiling tools (combined predictive model), as specified in
the recent risk profiling DES. All patients identified are reviewed at a multi-disciplinary team
meeting. Relevant patients will also be referred to the ICT. Patient identified with lower level
need will be referred to the social prescribing service;
Each Practice will have a register of carers and identified carers will be routinely offered a
separate carers assessment of their needs;
Each Practice will have a ‘live’ register of patients who are admitted non- electively to
hospital or have been discharged this will enable the ICT to review patients on a daily basis
and liaise with secondary care staff in order to ensure patients are discharged in a timely
way with appropriate support at home; and
The Council's Social Care criteria for access to services (FACS) will remain within the
threshold of critical and substantial, nevertheless some vulnerable people with moderate
and low level needs will receive care coordination and support in particular if it prevents
admission to A&E/Hospital, facilitates speedier hospital discharge or will prevent or delay a
need for more intensive care.
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3.6 Engagement
Significant patient, public and voluntary sector engagement has taken place over a period of several
years to identify the needs and expectations of citizens of the district for integrated care. This
included: engagement led by Wakefield Council to inform the development of the Health and
Wellbeing Strategy, engagement undertaken by NHS Wakefield CCG to support development of its
five year forward plan (2014) and its future commissioning intentions (2015), as well as significant
engagement by provider organisations to shape their future plans.
A major consultation (Meeting the Challenge) in 2013 looked at the reconfiguration of acute hospital
services, and included early engagement around changes in health and social care in the community.
The engagement and consultation process was awarded a certificate of compliance by the
Consultation Institute and won a national Association of Healthcare Communications Award.

3.7 Communications
There is an existing Community Engagement partnership supporting the Health and Wellbeing Board
and all organisations who are represented on the Health and Wellbeing Board have agreed to a joint
an approach to engagement.
A comprehensive communications and engagement plan has been developed to support the delivery
of integrated care which complements the communications programme for the Health and
Wellbeing Strategy. The communications and engagement plan includes a visual brand for the
integration programme under the banner ‘Connecting Care ‘.
In developing the communications and engagement plan a stakeholder map was carried out and
identified those stakeholders who need to be represented through the formal governance
arrangements and those for whom there needs to be a mechanism to ensure they are appropriately
engaged.
The plan acknowledges the huge cultural shift that will be required to change the dynamic between
care services and the public both to encourage citizens to embrace responsibility for their own
wellbeing and for professionals to work in multi-professional, multi-agency teams in partnership
with citizens.
A core communications and engagement project team has been established. The project team is led
by the communications lead from NHS Wakefield CCG and includes representation from all partner
organisations. The project team is responsible for design and delivery of the communications and
engagement programme.
Members of the team use their own organisations’ mechanisms and networks to support
engagement. Communications activity is designed around key milestones in the integration
programme. This includes systematic and regular briefing of stakeholders who are not part of the
formal decision making process and opportunistic communication of schemes and projects which
demonstrate integration.
Activities which require specialist expertise or intensive activity that cannot be delivered within
existing resources will be outsourced, subject to business case approval. To support the
communications we have developed videos to describe our model of care. These can be found here:
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Connecting Care
https://www.youtube.com/watch?v=rtY3po36qIs
Vanguards
https://www.youtube.com/watch?v=YV73asiQ6ac
Self-management
https://www.youtube.com/watch?v=wiURKDfpvhg
Patient voices
https://www.youtube.com/watch?v=JuYHHwDi5M0
We have also developed a number of case studies that illustrate our new models of care:
Care homes:
http://connectingcarewakefield.org/wp-content/uploads/2016/01/care-homes-case-study.pdf
Community anchors
http://connectingcarewakefield.org/wp-content/uploads/2016/01/Community-anchors-casestudy.pdf
Self-management
http://connectingcarewakefield.org/wp-content/uploads/2016/01/Self-Care-case-study.pdf

4 Co-ordinated and Integrated Plan
4.1 Wakefield’s BCF governance arrangements
The Better Care Fund plan sits within the overall Integration programme and there are a number of
associated schemes and supporting plans that are linked to the Better Care Fund plan.
One of the pivotal areas for agreement was the development of a shared purpose for integration
across health and social care building on the vision and work around transformation.
At the heart of the vision was the articulation of underpinning system leadership behaviours. These
behaviours described “the way we do business in Wakefield” and were built on an approach of:
•
Collaborative partnerships; and
•
Strategic integration between budgets, providers, commissioners and GP practices.
These have now been developed into the Integration Business Rules (attached in supporting
documentation) that have been developed by the commissioners and providers to guide and
underpin the next steps which include:
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•
•
•

Developing further the approach to collaborative working and system leadership;
risk sharing; and
the combined incentive to improve citizen outcomes.

The level of clarity and commitment reached through the vision, strategy, and Business Rules has
now enabled a structured programme for integration to be developed, there is system readiness for
this and the commitment to the pace of change required.
Furthermore in terms of governance, Wakefield District sees the third sector as a key building block
to increase social capital and give residents more choice by building community capacity, increasing
"good neighbourliness" and creating age friendly communities, which give greater access to sources
of support within, and by, the community.
To this end Wakefield has created a third sector strategy with four strategic objectives:
1.
To encourage active citizenship and voluntary action through effective third sector
engagement within local communities;
2.
To increase opportunities for the third sector to design and deliver public services;
3.
To ensure the third sector has the appropriate opportunities to influence policy and decision
making; and
4.
To ensure effective infrastructure support is developed for the third sector throughout the
district.
Health and social care services have provided core funding for an infrastructure organisation to
deliver the above strategic objectives. The Third Sector strategy is being embedded in to the
Integration Governance arrangements.

4.2 The Integration Programme
In recognition of the readiness for change and the scale of change required an Integration
programme has been established to help provide focus, rigour and ensure that outcomes are
achieve and benefits realised.
Good programme management is essential to the delivery of the programme of work and a
programme director has been appointed as a joint role across the CCG and Local Authority and a
Programme Management Office has been set up to manage the programme and outputs.
A number of work streams have been agreed to support the delivery of the vision for integration.
These are:
Finance and Business: understanding the Wakefield public pound, development of the business
rules, development of section 75 Better Care Fund, commercial strategy, contracting and business
intelligence to support system changes.
Workforce and OD: agreeing the new workforce commissioning model, support the culture change
and behaviours, helping to embed the business rules.
Research and Evaluation: developing and reviewing the evidence-base, overseeing the evaluation
process, supporting best practice and learning, system wide metric development and monitoring
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Communications and Engagement: development of communications and engagement plan,
development of key messages, on-going stakeholder management.
Information Technology: development of district approach and plans to technology and digital
solutions supporting information sharing, collaboration and improved communication.
In addition to these work streams there has been work carried out on the role of the Building Health
Partnership and the role of social value. This work has fed into the governance structure under the
third sector strategy group.
The Health and Wellbeing Board gave the mandate to the leaders in the CCG and Council to develop
a clear approach to integration for Wakefield. The Senior Responsible Officers are the Accountable
Officer for the CCG and the Corporate Director Adults, Communities and Health. The SROs are
accountable to the Health and Wellbeing Board.
As a mechanism to drive the vision forwards Wakefield has established a Connecting Care Executive.
The Integration programme is focused on integration from a commissioning perspective and is set
up as a collaborative programme with provider involvement. The Integration Programme is
supported and advised by an Connecting Care Health and Social Care Partnership (commissioning,
public health and providers ) and a Provider Alliance (NHS and social care funded providers).
The Connecting Care Executive is a executive sub group of the Health and Wellbeing Board.
Terms of Reference have been agreed and are attached in the Table at the beginning of this
document.

4.3 Current governance structure:
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There are different delegated roles and responsibilities for the management of the Better Care Fund
these include:
•The Health and Wellbeing Board: will set the strategic direction and have overall authority for the
alignment of activities with the performance fund;
•Connecting Care Executive: strategic management of risk for BCF and resolution of any issues, with
overall management of the work streams and BCF plan; and
•Finance and Business work stream: design size of the BCF fund and development of any proposed
risk sharing arrangements, The BCF quarterly performance reports and monthly finance reports are
presented to the Connecting Care Executive and escalated to the HWB where necessary.
Through the development of the Business Rules Wakefield has had detailed conversations about the
commitment to system behaviours and management of risk and these rules act as a strong lever to
manage the system and any issues that may arise. Any remedial actions will be actioned through the
Connecting Care Executive and escalated to the Health and Wellbeing Board if required.

4.4 Contingency plan and risk sharing
As a system we are confident that we will deliver on our non-elective target and therefore we do not
envisage developing a risk share for 2016/17. Wakefield’s finance and business intelligence group
agreed that any risk sharing discussion would need to take place following the 2016/17 contracting
rounds and would need to be financially sustainable.
Through the planning and design phase of the programme there has been work to factor in stretch
and contingencies into the plans for transformation to meet the targets for emergency bed
reductions and emergency admissions. New schemes have been implemented such as Care Homes
Vanguard, Community mental health workers, and district housing navigators. The schemes support
admission avoidance and early supported discharge.
As a result each scheme has a target activity and stretch targets which are owned by the health and
social care system, impacting both commissioners and providers. There are also other schemes and
developments that sit outside the programme but are able to contribute to the reduction of
emergency admissions, such as the local ambulatory care schemes. The BCF risk log can be found in
Annex 2.

4.5 Key milestones with the delivery of the plan
•
•
•
•
•
•
•
•
•

Final BCF plans submitted, having been signed off by Health and Wellbeing Boards 25 April
2016
Section 75 agreements to be signed and in place 30 June 2016
Phase 2 delivery of the Enhanced Care Home Vanguard April 2016
MCP Vanguard mobilisation April 2016
Implementation of the revised Adult Community Nursing specification April 2016
Commissioning of IAPT services completed by May 2016
Implementation of the revised ICES specification by May 2016
Review of Intermediate Care offer in Wakefield by September 2016
Commissioning of Social Prescribing completed by September 2016
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5 National Conditions
Wakefield are meeting all 8 current national conditions set in 2015/16:
Condition

Quarter 3 2015/16 Response to NHS England

Are the plans still jointly agreed?

Yes

Are Social Care Services (not spending) being
protected?

Yes

Are the 7 day services to support patients being
discharged and prevent unnecessary admission
at weekends in place and delivering?

Yes

Is the NHS Number being used as the primary
identifier for health and care services – No – In
Progress

Yes

Are you pursuing open APIs (i.e. systems that
speak to each other)?

Yes

Are the appropriate Information Governance
controls in place for information sharing in line
with Caldicott 2?

Yes

Is a joint approach to assessments and care
planning taking place and where funding is being
used for integrated packages of care, is there an
accountable professional?

Yes

Is an agreement on consequential impact of
changes in the acute section in place?

Yes

5.1 Maintain the provision of social care services
As a health and care system we have recognised that demographic changes are driving up demand
for social care services and as such has agreed that contributions to the BCF will be utilised to
maintain the eligibility criteria, including supporting where appropriate to do so, some of the
changes arising from the Care Act which would benefit from an integrated and innovative approach.
This will include enabling social care to continue to invest in services for carers. Disinvestment of
funding from the acute sector will also be utilised through the BCF to protect adult social care
services.
The model for integration supports people with lower levels of need who are suitable for
reablement and will benefit from it, thus delaying or eliminating their entry into health and social
care services. This is a pragmatic decision based on the success thus far of reablement services and
on the growing body of evidence that demonstrates the value to individuals and their families and
carers of preventative services delivered early. These services will be delivered through a low level
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case management approach, and with funding from the BCF being used to stimulate the
development of the Voluntary and Community Sector (VCS)to provide services that will assist people
to maintain good health and wellbeing for as long as possible. This will represent a shift in the
proportion of the quantum of resource that is invested in prevention and early intervention.
What this means locally is that eligibility for social care services will remain at the current level of
substantial and critical. Investment from the BCF will be used to continue the development of
community based reablement services and the ongoing evaluation of bed based services. There will
be further investment in the provision of home- based care for people who have been through a
period of reablement, coupled with an increase in the longer term availability of extra care facilities
provided in partnership with housing associations and private sector providers.
Anybody’s support needs currently met by social care will continue to be met under any new
arrangements proposed in our Better Care Fund. This does not mean that services will remain the
same. For example, a short-term intensive recovery programme like reablement may mean that
someone learns how to live more independently. As a result their need for formal support would be
reduced, and their social care package should reduce to reflect their improved, independent
functioning. We also wish to protect other services, for example, equipment and adaptations
available through the Disabled Facilities Grant, but use them in a different and more targeted way to
achieve the aim of moving resources into prevention and early intervention.
As a minimum Wakefield will maintain in real terms the level of protection as provided through the
mandated minimum element of local Better Care Fund agreements of 2016-17. This reflects the real
terms increase in the Better Care Fund. Through 15/16 Wakefield CCG provided £9.71m to
Wakefield Council to provide adult social care and reablement services and adult social care services
will continue to be supported through our BCF in 2016/17.
The agreed local definition of protecting adult social care services, as outlined in the BCF guidance
2015/16, was primarily focused on maintaining the eligibility criteria to make sure that people stay
independent for as long as possible and are not entering the health and social care system in a state
of health that will preclude any possibility of rehabilitation or reablement. The current level of entry
into social care eligibility has not changed and for 2016/17 will still be at the substantial and critical
levels as defined by FACS. It is the ambition of partners to use some of the BCF to support and
maintain that level of eligibility threshold, and pressures arising from the Care Act.
Through the Better Care Fund we are commissioning 12 Adult Social Care (ASC) workers to support
the model of care within the Connecting Care Hubs. Adult Social Care within the Local Authority are
also undertaking a review with the National Development Team for Inclusion (NDTI) around
developing new approaches to community based social work, which is informing the redesign of our
social work offer in Wakefield.
In 2016/17 the Council expects to receive £7.688m directly from NHS England re social care funding
and £2.153m from the CCG relating to reablement funding – both of these figures will be allocated
to the Better Care Fund in 2016/17, in addition capital allocations for Social Care and Disabled
Facilities Grants (£3.007m) are is also allocated to the Better Care Fund. The total amount from the
BCF allocated for the protection of adult social care services will be £9.841m revenue funding.
Funding will continue to be used to support existing services and transformation programmes,
where such services or programmes are of benefit to the wider health and care system, provide
good outcomes for service users, and would be reduced due to budget pressures in local authorities
without this investment. It is a fundamental part of the principles of the BCF that health and social
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care services cannot remain in their current configuration and need to be transformed in line with
the aspirations of the wider partnership. It is imperative that we agree the baseline and plan to
monitor levels of adult social care demand and risks to ASC budget and the savings required from it.
Wakefield Health and Wellbeing Board have adopted transformation and integration of care as one
of its priority areas and a key delivery objective within the District Outcomes Framework reportable
to the Local Services Board. Wakefield Council and Health partners’ integration programme puts
carers at the heart of our committed and ambitious plans for development of services that provide
care closer to home and improve quality of care, reduce length of stay and avoid unnecessary
hospital admissions. A major part of the programme is our development of an Integrated Care
Service (ICS) as the cornerstone of our aspirations.
We can confirm that the implementation of Care Act duties will be funded in 2016 via the additional
monies from the identified local proportion of the national £138m that has been identified in 2016
for Care Act implementation the published ready reckoner calculation for Wakefield outlines this
figure is £948k (revenue). This funding in respect of national eligibility criteria, carer assessments
and support, the development of care accounts, additional support for self-funders and
implementation costs along with other funding directed towards local authorities e.g. for people in
prison.
The amount of funding that will be dedicated to carer specific support from within the BCF pool is
circa £400,000. In consultation with carers and partners we have in place a Wakefield District Carers
Strategy and action plan setting out how support is delivered to carers. The Council acknowledges
the valuable contribution carers make to the lives of the people they care for and to wider society.

5.2 7 day services
Wakefield health and social care community is committed to 24/7 services and this is enshrined in all
our plans and documentations for our integrated care/transformation programme. Significant nonrecurrent funding has been committed to the new models of care to recruit additional staff to
provide 24/7 care.
The Integrated Care Teams across Wakefield district and operate 24/7. This is described explicitly in
the Strategic Outline Business Case (see supporting documentation). Budgets for the Integrated Care
team have been designed to provide 24/7 care. The Integrated Care Teams have an explicit role to
support discharge and prevent unnecessary admissions.
The following integrated model is being developed in Wakefield to deliver 7 day urgent care access
in line with the national direction of 7 day working;
•Hospital to Home Service delivered through Age UK Wakefield service is available 7 days a week
and provided by Age UK support workers.
•Primary care continues to be delivered through a core contract, Monday to Friday 8am until
6.30am. This will be enhanced from April 2016 by the Wakefield Practice Premium Contract which
includes access targets including a 4 hour and 48 hour response target.
•Extended primary care access is developing across Wakefield, delivered through groups of
networks working together. In 16-17 the proposal is to work on an East and West Wakefield level
providing extended access through SRG and West Wakefield investment. The newly developed
federations mean practices will be working together to develop extended primary care access across
all of the Wakefield District.
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•Urgent and emergency care continues to be delivered by Pinderfields and Pontefract Emergency
Departments 24/7.
•Patients can access NHS 111 and 999 24/7.
•The OOHs service operates evenings and overnight, and weekends and bank holidays ensuring
there is a primary care response 24/7, 365 days a year.
As a system we are supporting the priority clinical standards for seven day services across West
Yorkshire. The Government has made a firm commitment to ensure that the NHS delivers the four
priority clinical standards* for seven day services by 2020. They have set out a phased timetable for
delivery, as below:
Phase 1 – March 2017
25% of the population
will have access to
services which meet
the 4 clinical standards
7 days a week

Urgent and Emergency
Care Networks Autumn 2017
100% of the
population will have
access to the right
urgent network
specialist services

Phase 2 – 2018

Phase 3 – 2020

50% of the population
will have access to
services which meet
the 4 clinical standards
7 days a week

At least 95% of the
population will have
access to services
which meet the 4
clinical standards 7
days a week

The four priority clinical standards include standard 2 (time to consultant review); standard 5 (access
to diagnostics); standard 6 (access to consultant directed interventions); standard 8 (ongoing
review).

5.3 Data sharing
Health and social care commissioners are committed to using the NHS number as their primary
patient identifier. This commitment forms part of the Wakefield vision and is endorsed at the
highest level. The NHS ID number is used as the primary identifier throughout all health partners and
providers. The council’s social care system has now been populated with verified NHS ID numbers
for over 93% of active adult social care records.
The Council has committed, as a requirement of the maintaining NHS IG Toolkit accreditation, to a
plan to develop use of the NHS number throughout health and social care records to ensure data
security and integrity in all transactions with local and national NHS bodies.
The Council have achieved connection to the NHS network (“N3”) and through this are able to access
the Health and Social Care Information Centre (“HSCIC”) Demographics Service. Wakefield Council is
also a lead Local Authority for the national Child Protection Information Sharing system currently
being developed by HSCIC. The use of the NHS number on children’s data is a requirement of this
project. The council have achieved matching of over 80% of active children’s social care records.
The council would like to implement integration between the social care system and HSCIC Personal
Demographic Service (“PDS”) to enable better integration and faster verification and however this
will require an upgrade to a later version of the social care system.
There remains a significant challenge to embed the NHS number as the primary identifier across the
wider health and social care economy especially to the voluntary sector, commercial care providers
and the social housing provider.

27
We are committed to adopting open integration between systems. The integration agenda has
included an enabling technology work stream, which is addressing these issues. A working group
“the district-wide ICT strategy group” of providers and commissioners has been established under
the Integration Programme, Connecting Care to develop the approach, timescales and actions as
part of its scope is the development of a Wakefield district “local digital road map”.
Further progress in this area will require involvement from across the health and care economy; in
particular it relies upon system suppliers developing the required interfaces. Direct involvement of
NHS E with the system suppliers through contractual levers will be essential.

5.4 Joint approach to assessment and care planning
Our joint approach is detailed above. The Integrated Care Teams, including both health and social
care staff, will use common assessment tools and assign a lead professional to everyone on their
caseload. The Integrated Care Teams will also have care co-ordinators to ensure a named point of
contact for each patient, who can support them to navigate the health and social care system.
Assessment and care co-ordination will be re-vamped to integrate some common assessment tools,
soft touch assessment processes and self-assessment. Third sector and carer support workers will be
an integral part of new assessment and care co-ordination teams being accommodated alongside
both NHS Community and Primary Care Services and Adult Social Care staff.

5.5 Agreement to invest in NHS commissioned out of hospital services
Wakefield Clinical Commissioning Group will invest through the BCF alongside the Council in a
number of out of hospital services which include both Voluntary Community Sector and social care
such as;
Hospital to Home Service delivered through Age UK Wakefield
Many older people end up in A&E due to non-medical or non-urgent issues. Once assessed and
deemed medically fit and well enough to return to their communities there are often problems with
low level need that may prevent them from returning unless they receive some support, that could
be for the short term or may be a longer term need.
It is lack of help with some of these low level needs that often results in a crisis which in turn end up
with an attendance at A&E. Hospital to Home (H2H) is a new service commissioned by NHS
Wakefield CCG with Age UK Wakefield District. The approach is to avoid hospital admissions by
supporting discharge and transport from Pinderfields A&E and where possible base wards.
The service is best described as a non-medical model for patients that are stable and fit to return to
their place of residence or to step down beds from A&E and Acute Assessment Unit (AAU). They may
require transport and some basic 1:1 care, such as food and drink preparation, contacting family,
ensuring house warm, food in the fridge etc.
The service is available 7 days a week and provided by Age UK support workers. Support will be
provided short term with signposting to other voluntary and statutory services (and also the
Connecting care hubs) if necessary for longer term need.
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Mental Health Navigators in Wakefield District Housing
The Mental Health Navigators work with individuals to ensure that people experiencing mental ill
health can access the interventions and support that they need to make positive changes to their
situation. The team supports people to improve their quality of life, ensuring they can maintain their
home and develop skills to avoid future dependency on crisis services.
Community Anchors
Involving our communities and the people and organisations within them fully in their own care is
key to achieving the national ambition that the UK’s healthcare outcomes should be among the best
in the world. The principle of shared decision-making ensures that services meet the needs of
neighbourhoods across the nation.
We are commissioning community anchors as independent multi-purpose organisations, based in
geographically defined neighbourhoods and are accessed and used by the whole community. They
provide a place for local people to access social and economic opportunities but also a focus for
health and social care to engage with communities to understand their needs and to extend
pathways of care and support. They can contribute to social change by providing a vehicle for local
voices to be heard and a platform for community cohesion and development. They also bring in
grant funding, support volunteer development and provide an umbrella for the support of small
groups.
Adult Community Nursing specification
We have developed a new specification for adult community nursing working with Mid Yorkshire
Hospital Trust and all GP practices to ensure that the roles align to the key strategic objectives. The
specification has been developed to mirror the national nursing and midwifery strategy launched in
2012, Compassion in Practice, ‘Our Vision’ that harnesses and strengthens the collective clinical
contribution to agree what we do next to ensure that compassion remains central to the delivery of
all health and care for people in Wakefield in future years.
This revised service specification marks the continuation of a collaborative journey towards
integration in line with the objectives of the Connecting Care Strategy, New Models of Care
Vanguards and Meeting the Challenge. The specification outlines the service expectations local
commissioners wish to see provided by the Adult Community Nursing Service with the focus on core
business in patient's own homes (including residential care homes). Other specialist intervention
(not core business) in other care settings will be primarily delivered by Specialist nursing teams; this
includes the support to care for residents in care homes (nursing), taking into account NHS contracts
with these homes and other bedded facilities. This specification is set out in such a way as to
encourage innovation and flexibility on behalf of the provider(s) to deliver an appropriate delivery
response to the local community and recent changes to the way healthcare is delivered within the
Wakefield District. Flexible working is also required from Social Care to meet the needs of the
patient in a coordinated and collaborative way.
Step Up Beds to avoid a patient admission into an acute setting. Pilot being developed with
pathway and patient criteria. Identified patients who meet the criteria and thresholds being
developed will be able to access a bed and reablement service in a care home setting for a time
limited period.
Reablement services across Wakefield; 21 day reablement service and the 10 day discharge
support service. The 10 day discharge support service supports timely discharge from hospital and
assists individuals to maintain/regain their independence within their own home environment. The
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service is district wide and offers short term support of up to 10 days. This team facilitates discharge
home from hospital within 24 hours following an assessment by a social worker and clinician within
the discharge team from an acute ward or A & E.
We are jointly commissioing through the Local authority eight one bedroom apartments at a
supporting living housing development where identified patients who are unable to go directly
home, will be able to reside for a limited period and receive reablment interventions, as an
alternative to an acute hospital bed.
Intermediate Care
We are also working jointly on a holistic review of intermediate care (beds and services) with a view
to streamlining processes including numbers of beds allocated and strengthening access criteria.

5.6 How P4P was used in 15/16
During 15/16 Wakefield has not generated a performance pot so there has been no performance
payment possible. For 2015-16 Wakefield BCF partners agreed to pre-commit the Pay for
Performance provision into funding interventions intended to prevent non-elective admissions. The
specific interventions are increased Ambulatory Emergency Care units (provided by Mid Yorkshire
Hospital Trust) and also Integrated Care Teams providing health and social care in the community
(provided by Mid Yorkshire Hospital Trust, Wakefield Council and Age UK Wakefield).

5.7 Delayed Transfer of Care
Wakefield 2015/16 target is 4908.7 per 100,000 population. As at quarter 3 reporting Wakefield are
on track to meet this target. The target for 2016/17 is agreed to be 3.5% lower than the target for
2015/16.
The Wakefield Better Care Fund plan is supported with a local plan to for managing DTOC
incorporated into the Project Group overseeing Early Supported Discharge and Intermediate Care.
A DToC action plan (appendix 3) has been drafted following focussed work with the integrated
discharge team at Pinderfields hospital (attached to this document). Key elements include the
identification of priority actions which will have an immediate effect on DToC when implemented,
the introduction of standards of best practice, new processes to be developed and implemented and
the education of ward staff on the importance of early discharge planning.
This plan will expect information from each of the wards across the trust to be gathered daily for
analysis in order to have a clear picture of reportable delays and also an indication of potential
delays.
This plan also requires the team to follow a ‘checklist’ of best practice in discharge planning in order
to ensure patients are discharged to the most appropriate place (preferably home) in a timely
manner.
Mid Yorks Hospital Trust has also recently pulled together action plans following work focussed on
Early Supported Discharge with a dedicated steering group and ECIST guidance, which identifies
clear leadership for each of the workstreams.
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Outside of hospital the Connecting Care Vision for Wakefield which exists across all partners
supports prevention of unnecessary admission and facilitation of early supported discharge via the
Access to Care model and work is underway to shift the balance of care from the acute trust to the
community with a ‘home first’ approach with many initiatives funded under the BCF. One example
of this is that we have engaged seven Care homes that will provide a temporary placements for
patients who are optimised for discharge until their place of choice is available. This scheme will aid
in reducing delayed transfers of care for patients.

6 National and Locally Defined Metrics
We are on track to meet our targets including those focusing on the proportion of adult social care
users who had as much social care contact as they would have liked, and the percentage
improvement in the proportion of people answering "Yes always" or "Yes mostly" to the question: "If
several different people or services were involved in your care and looking after you, did you find
that everyone worked well together?".

6.1 Care Home admissions aged 65+
2015/16 Target

2015/16 Forecast

2016/17 Target

Outturn

733

733

720

Numerator

456

456

456

62227

62227

63351

Denominator

The numbers of older people admitted into care homes showed an increase during 2014/15
however this was due to the fact that from this year the guidance changed and we had to start
including self -funders in the total. Without this definition change, Wakefield would have actually
shown a decrease in actual admissions from 411 to 384.
Rigorous monitoring of approvals for care home placements takes place at Service Manager Level
and within Budget and Performance Clinics to ensure all options are explored and that appropriate
placements are being made.
Wakefield are above the England average but very close to Yorkshire and Humber average, district
focus on supported living and Vanguard on Care Homes should have an impact on this.
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6.2 Reablement
Proportion of older people (65 and over) who were still at home 91 days after discharge from
hospital into reablement / rehabilitation services
2015/16 Target

2015/16 Forecast

2016/17 Target

82.6%

82.6%

82.6%

Numerator

167

167

167

Denominator

203

203

203

Outturn

The Personal Care Team has undergone significant transformation to a more short-term reablement
focused service alongside a peripatetic service for a reducing the number of longer term care service
users, which has delivered significant efficiencies. The development of the reablement service
focuses on both home-based reablement outreach services and hospital discharge arrangements.
The service will work to increase the numbers of people accessing reablement and improve
outcomes for service users.
The reablement target was based on maintaining performance because we currently compare
favourably with the England average / Yorkshire and Humber council average. The 2016/17 target is
82.6%.

6.3 Local measure 1
Social Contact - The proportion of adult social care users who had as much social contact as
they would like
2015/16 Target

2015/16 Forecast

2016/17 Target

45.0%

45.0%

45.5%

Numerator

N/A

N/A

N/A

Denominator

N/A

N/A

N/A

Outturn

The Social contact data comes from a question in the Adult Social Care User Survey. This is a
statutory survey completed each year by all authorities. Last year the target was 45% the proposed
target is 45.5% for 16/17.
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6.4 Local measure 2
% improvement in the proportion of people answering Yes always or yes mostly to the
question: “if several different people or services were involved in your care and looking after
you, did you find that everyone worked well together?” From the local patient user
experience survey.

2015/16 Target

2015/16 Forecast

2016/17 Target

Outturn

50%

65%

60%

Numerator

N/A

N/A

N/A

Denominator

N/A

N/A

N/A

6.5 Non elective performance and 2016/17 target
The non-elective target is a 3.23% reduction from the previous year. The admission data to NHS
England to date shows there were 1499 admissions over year to date plan.
After investigation it has emerged that Ambulatory Emergency Care (AEC) has been erroneously
included in our reported activity for the year. The tables below show what the figure would be with
AEC removed:
Current cumulative total

41,049

Ambulatory Emergency Care total

2,449

New cumulative total (AEC removed)

38,600

Q3 cumulative target

39,550

New cumulative total (as above)

38,600

Difference

-950

The corrected data shows that Wakefield is 950 admissions lower than plan. We have submitted a
commissioning intention to Mid Yorkshire Hospital Trust to remove AEC for 2016/17 data and
requested to change our previously submitted data to NHS England.
The target for 2016/17 is a 3.23% reduction on 2015/16 non elective performance.
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7 Summary
Whilst the minimum BCF allocation required by NHSE in 2016/17 is £24.3m for Wakefield we have
demonstrated our ambition for achieving the vision outlined in the NHSE planning guidance for
integrated care and support across our system by 2020 by our strong partnership working.
Wakefield’s BCF submission for 2016/17 is £58.5 which is a significant increase from our BCF plan of
£41.6m which we submitted in 2015/16.
Furthermore we have ambitions to graduate from the Better Care Fund and we plan to have
arrangements in place across our system within the next two years that will reflect the options
provided by the national Better Care Fund team of how we can progress to graduate from the BCF
national process. As we have two Vanguards in our District we are confident we can realistically
achieve this.
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A Strategic Approach to Commissioning Ambulance 999 & NHS 111 Services in Yorkshire
and the Humber 2015-2019

1.0 Purpose
This document is designed to provide an overview of the Strategic Commissioning Intentions
of the CCGs in Yorkshire and the Humber in relation to Ambulance Services 2015-2019
Significant work has been undertaken over recent months and this document crystallises the
outputs of that endeavour.
The approach outlined in this strategy is not confined to ambulance services but may be
broadened to encompass any work undertaken around Urgent and Emergency care
Networks as these agendas become more integrated.
2.0 Introduction
Ambulance services are key stakeholders in the provision of emergency and urgent care. In
Yorkshire and the Humber the Yorkshire Ambulance Service and the East Midlands
Ambulance Service are two of the largest providers of call handling, response at scene
services and patient transport services. The commissioning of these services is overseen by
the Joint 999/NHS 111 Strategic Commissioning Board (from April 2016) alongside the Y&H
Urgent and Emergency Care Networks.
The accepted model of ambulance service provision is changing. The focus has traditionally
been on call handling, on immediate response and more often transport to hospital. The
Keogh review identified a number of proposed changes to the commissioning of ambulance
service. This strategy is consistent with the Keogh recommendations.
The volume of calls being handled by ambulance services for 999 and NHS 111 response is
growing. There are real opportunities to manage these calls in a way that more
appropriately places the patient in either health or social care. Similarly, there are
opportunities to improve patient-experience and get better outcomes for patients by
ensuring the right response is offered first time. This may require a paramedic to respond on
scene but may equally allow an alternative to be deployed. Further there are opportunities
to utilise new technologies to respond to patient need.
There has been service development across the Yorkshire and Humber region but this has
often been uncoordinated. This strategy is intended to bring thinking together in a way that
enables commissioners and providers to collaborate on service strategies.
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The CCGs in Yorkshire and the Humber have a common goal with local providers. That goal
is to provide the right care at the right time on 100% of occasions. The detail of that
aspiration is included in this strategy.
3.0 Commissioner Intentions
Commissioner intentions were honed at two workshops in June 2015, October 2015 and
include comments received at the Yorkshire and Humber Clinical Commissioning Groups
workshop in March 2016.
3.1 Vision
To improve the outcomes and experience for the local population by providing the right
care at the right time in the right place on 100% of occasions
3.2 Strategic Changes
Commissioners recognise that these strategic challenges are described in headline terms
and there will need to be significant dialogue around how to make the changes happen. It is
important that this conversation commences now so that the strategic intent is captured
and reflected contractually. Some of the changes are underway and the challenge will be to
maintain momentum. The proposals are:
3.2 a A clear shift from Urgent Care to planned care to include:
• Development of Care Closer to home
• Improvement of out of hospital services
• Reduction of unnecessary attendances at hospital and admissions.
3.2b Urgent and Life Threatening Emergencies
• To ensure that patients are appropriately treated at scene
• To ensure that the ambulance services have the right processes, facilities and
equipment to maximise patient survival
• To move from a traditional response to one where there is guaranteed access to
state of the art treatment as per the objectives of the Urgent Care Networks.
3.2c Integrated Urgent Multi specialty Advice
This will entail further development of a Hear and Treat service which will include:
• 24/7 availability
• Integration of 999 & NHS 111 services
• At scale development to avoid duplication and ensure coverage
2
18 March 2016

DRAFT FOR APPROVAL

• Commissioning appropriate specialist advice to support the process.
• Better deployment of available technology including video conferencing.
• An available multi disciplinary team approach which for example could include drugs
and alcohol services, midwives and mental health specialists.
Hear and Treat will be supported by enhanced see and treat services, which will include:
•
•
•
•
•

Skilled assessment diagnosis and treatment at scene
Optimum medical input at the start of patient journey
Home management as appropriate
An empowered workforce able to take responsibility for prescribing and
independent referral working within a multi disciplinary team
Revisions to core clinical pathways such that they are compatible with the new
approach. These could include mental health long -term conditions and end of life
care.

3.2d Conveyance of patients
In future they will be a mixed economy of options for patient conveyance which will include:
• Partnerships with other emergency services including Fire and Rescue.
• Partnerships with independent providers
• Partnerships with Voluntary and third sectors
• All the above to be protocol driven and appropriately risk assessed.
4 Other Strategic Context
While this strategy primarily relates to ambulance 999 and NHS 111 services, commissioners
need to be cognisant of other strategic context. The CCGs will develop this strategy in close
liaison with Vanguard communities and in common with the strategies of individual urgent
care networks. The CCGs are well aware of the constraints on social care and will be seeking
to work in partnership with the wider health and social care economy to enact these
changes.
Additionally some of this strategic intent will impact on secondary care provision so it will be
important to include those colleagues in remodelling of services.
Secondly the Commissioners of Yorkshire and the Humber are a mix of rural and urban
communities with differing demographic issues. In implementing the strategy different
delivery models are expected to be explored and developed to specifically deal with the
challenges of rural areas which seek to provide equity of performance across both urban
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and rural areas. As the strategy is implemented it will need to flex to reflect some different
needs. The key point though is that the Vision is owned throughout the patch.
During 2016-17, commissioners will agree with YAS a ‘floor’ for red performance which will
be applicable across all Y&H CCGs using YAS. The level of the ‘floor’ will be determined with
reference to quality and safety measures. .
5 How Commissioners will execute this Strategy?
This is a three-year strategy but much work has already been undertaken. Implementation
requires a two - pronged approach. Firstly commissioners need to organise themselves into
a more streamlined form to commission these services with more formal governance
arrangements. Secondly there will need to be some enabling actions taken to support
providers in remodelling the service.
5.1 Commissioner Governance
CCGs work closely to commission urgent care but there is now a case to establish more
formal arrangements, which may be relevant beyond NHS 111 and 999 commissioning to
include Urgent Emergency Care Network (s) activity. There is also significant learning to be
shared from Vanguard communities. From a governance perspective the following has been
proposed with supporting papers and will be considered for approval by individual CCG
Governing Bodies in May 2016:
•
•
•

Collaborative commissioning of 999 & NHS 111 services by Yorkshire and Humber
CCGs
Memorandum of Understanding for the collaborative commissioning of 999 & NHS
111 services between Clinical Commissioning Groups across Yorkshire and Humber.
Terms of reference for the Joint Strategic Commissioning Board (JSCB) are contained
within the Memorandum of Understanding, along with the scheme of delegation.

Practically it is proposed:
• CCGs will combine to create lead commissioner/contractor arrangement (April
2016).
• CCGs will support the lead arrangements creating a Joint Strategic Commissioning
Board (JSCB) co-chaired by Wakefield and Greater Huddersfield CCGs (April 2016).
This is at present the Hear See and Treat work stream.
• CCGs will create a single quality board for 999 & NHS 111 (April 2016).
• Current CBU and UECN arrangements will be integrated (as soon as possible).
• CCGs will form a joint committee to take the process forward (October 2016).
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•

Commissioners will review the resources required to support the commissioning &
contracting processes detailed above in order to facilitate rapid progress.

5.2 Service Priorities and Enablers.
It is important that the CCGS support providers in enabling service changes. Clearly there
will need to be an agreed pace to all changes which will be subject to a tightening resource
envelope. All changes will need to reflect vanguard and UECN priorities. However the
following should be considered in detail over the lifetime of this strategy:
•
•
•
•
•
•

Potential integration of NHS 111 and 999 to develop an advisory hub and integrate
specialist teams
Delivery of an A and E transformation which will include hub and spoke delivery
models
YAS will be expected to maximise their efficiency gains in the 999 EOC (control
room).
Support providers in Urgent Tier review
Review PTS and deliver current transformation strategy including close attention to
social care.
Support providers in development of cost efficient support services.

6.0 Next steps
This strategy will be considered for approval by the Governing Bodies of Yorkshire and
Humber CCGs. A delivery plan will then be developed through the West Yorkshire Urgent &
Emergency Care Vanguard Hear See and Treat Board and the sub regional Urgent and
Emergency Care Networks.
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Updated Collaborative Commissioning Arrangements
for 111 and 999 Services
Paper for Governing Bodies
1.

PURPOSE
1.1

2.

3.

This note provides details of proposed updating of the existing collaborative
commissioning arrangements for commissioning 111 and 999 services from Yorkshire
Ambulance Service NHS Trust ("YAS") across Yorkshire and Humber.

BACKGROUND
2.1

The current collaborative commissioning arrangements for 111 and 999 services are
structured around the Contract Management Board and a lead commissioner
arrangement.

2.2

The CCGs have in principle agreed to further strengthen the arrangements by
establishing a joint committee structure whereby each CCG delegates authority to the
joint committee (rather than a representative) to make decisions on its behalf. The
proposed timescale to move to a joint committee structure is 1 October 2016. In order to
achieve this timescale, the terms of reference for the joint committee, amended scheme
of delegation and updated collaborative commissioning agreement will need to be in final
draft form by 31 July 2016.

2.3

This note focuses on the updating of the existing arrangements for the interim period until
October 2016 to facilitate the move to a joint committee arrangement later in the year.

UPDATED COLLABORATIVE ARRANGEMENTS
3.1

Under the current collaborative commissioning arrangements, the CCGs delegate
authority to make decisions on certain matters to a representative who attends the
Contract Management Board alongside representatives of the other CCGs who all have
the same delegated authority from their respective CCGs. Certain matters are delegated
to the Lead Commissioner under the current arrangements.

3.2

Under the updated arrangements, the existing three Sub-Regional CBUs are effectively
replaced by the three Urgent and Emergency Care Networks (UECNs) which together
match the Yorkshire and Humber CCG combined footprint. In respect of the 999 and 111
services, the UECNs will be regional forums for discussions of matters that affect the
member CCGs. Each CCG delegates decision-making authority to two Lead Officers who
represents the CCGs in the UECN at a new Joint Strategic Commissioning Board.

3.3

The role of the Joint Strategic Commissioning Board (“JSCB”) will be to consider and
make decisions relating to transformational matters, in line with the updated scheme of
delegation in the draft MOU. Transactional matters will, broadly, be delegated to the Lead
Commissioner / Contractor in line with the revised scheme of delegation.

3.4

In this interim phase prior to the establishment of a joint committee, the Lead Officers
who are members of the JSCB make the decisions, not the JSCB. This approach can be
inefficient as each Lead Officer must have the appropriate authority from the CCGs it
represents to make that decision – any non-alignment in delegated authority will require a
representative to go back to the CCG to seek approval. Additionally there must be
unanimous decision-making. Where one Lead Officer dissents, the decision cannot be
made so as to bind the dissenting party.

Proposed Collaborative Commissioning Governance Arrangements

Appendix B

3.5

Whilst the Contract Management Board will continue to exist under the updated
arrangements, neither it, nor its members, will have delegated authority to take decisions
which bind the CCGs. It will be chaired, as it is currently, by the Lead Commissioner /
Contractor, and will continue to be the forum through which the Lead Commissioner /
Contractor will hold YAS to account for the delivery of the Services and implement
decisions made by individual CCGs, the JSCB and the Lead Commissioner / Contractor
(in line with the revised scheme of delegation).

Updated documentation
3.6

Two MOUs (one for each service) have been drafted to capture the updated
arrangements until establishment of the joint committee. Two separate MOUs are
required as there are additional CCGs who are commissioners of the 111 service and to
amalgamate the two arrangements would be likely to result in unwieldy documentation
that is difficult to navigate.

3.7

The MOUs include the following updated terms:
3.7.1

the principles and objectives of collaboration;

3.7.2

clarity on what is expected from each Party in terms of discussion,
participation and attendance at meetings;

3.7.3

the service variation procedure where a variation is proposed by the CCGs or
YAS;

3.7.4

detailed explanation of how matters are dealt with at different levels (CCG
level, JSCB level, Lead Commissioner / Contractor level);

3.7.5

how costs are dealt with for commissioning support services;

3.7.6

a dispute resolution procedure;

3.7.7

a process for new CCGs to join or leave the collaboration;

3.7.8

terms of reference for the JSCB; and

3.7.9

a detailed Scheme of Delegation setting out which decisions are made at
which level.

3.8

The Scheme of Delegation is critical as it provides information to the CCGs to amend
their respective schemes of delegation to ensure aligned delegation to the Lead Officers
which is necessary for efficient and lawful decision-making.

3.9

Each CCG is advised to review its constitution and schemes of delegation to identify what
amendments may be required to give effect to the scheme of delegation in the MOUs.
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THIS AGREEMENT is dated the

day of

2016

BETWEEN
The clinical commissioning groups listed in Schedule 10, each a "Party" and together the "Parties".
BACKGROUND
(A)

NHS Greater Huddersfield CCG, on behalf of all Parties, is a signatory to a single contract
with Yorkshire Ambulance Service NHS Trust for the provision of 111 services in each Party's
area.

(B)

This Agreement sets out a framework for collaborative decision-making by the Parties in
relation to matters concerning the commissioning of those services.

(C)

The Parties intend to establish a joint committee of the Parties to enable collaborative
decision-making in respect of the Services. The provisional timescale for setting up such joint
committee has been agreed as October 2016.

IT IS AGREED:
1.

DEFINITIONS AND INTERPRETATION
1.1

In this Agreement unless the context otherwise requires the following words and
expressions shall have the following meanings:

"999 Commissioning
Contract"

the contract between some of the Parties and the Provider for
the provision of 999 services dated 1 April 2015;

"Agreement"

this agreement between the Parties comprising these terms
and conditions, together with all Schedules;

“CCG”

a clinical commissioning group Party listed in Schedule 10;

"CCG Decisions"

has the meaning set out in Clause 6.1.1;

"Collaborative"

the collaborative commissioning arrangements set out in this
Agreement;

"Commencement
Date"

1 April 2016;

"Commissioning
Contract"

the contract between NHS Greater Huddersfield CCG (as
Lead Commissioner / Contractor on behalf of all the Parties
as commissioner) and the Provider for the provision of the
Services dated 1 April 2013;

"Commissioning
Contract Variation
Report"

has the meaning set out in Clause 10.12

"Defaulting Party"

a Party that commits a persistent or material breach of this
Agreement;

"Dispute Resolution"

the process set out in Clause 12;

"DPA"

the Data Protection Act 1998 as amended from time to time;

"Exiting Party"

has the meaning in Clause 15.1;

"FOIA"

the Freedom of Information Act 2000 as amended from time
to time;
4
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"Functions"

the statutory functions of each of the Parties in relation to the
provision of, or making arrangements for the provision of, the
Services;

"Guidance"

any applicable health or social care guidance, guidelines,
direction or determination, framework, code of practice,
standard or requirement to which the Parties and/or the
Provider have a duty to have regard (and whether specifically
mentioned in the Commissioning Contract or not), to the
extent that the same are published and publicly available or
the existence or contents of them have been notified to the
Provider by the Parties and/or any relevant Regulatory or
Supervisory Body;

“JSCB”

the Joint Strategic Commissioning Board, the role and terms
of reference for which are set out in Schedule 4;

“JSCB Decisions”

has the meaning set out in Clause 6.1.2;

"Law"

(i) any applicable statute or proclamation or any delegated or
subordinate legislation or regulation;
(ii) any enforceable EU right within the meaning of section
2(1) European Communities Act 1972;
(iii) any applicable judgment of a relevant court of law which
is a binding precedent in England and Wales;
(iv) Guidance;
(v) National Standards; and
(vi) any applicable code,
in each case in force in England and Wales;

"Lead Officer"

has the meaning set out in Clause 6.7.4;

"Lead Commissioner /
Contractor"

NHS Greater Huddersfield CCG;

"Lead Commissioner /
Contractor Decisions"

has the meaning set out in Clause 6.1.3;

"National Standards"

those standards applicable to the Provider under the Law
and/or Guidance as amended from time to time;

"Objectives"

the objectives set out in Clause 4.1and Schedule 2;

"Personal Data"

has the meaning given to it in the DPA;

"Provider"

Yorkshire Ambulance Service NHS Trust;

"Regulatory or
Supervisory Body"

any statutory or other body having authority to issue
guidance, standards or recommendations with which the
relevant Party must comply or to which it must or should have
regard, including:
(i) Care Quality Commission;
(ii) Monitor;
5
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(iii) NHS Trust Development Authority;
(iv) NHS England;
(v) the Department of Health;
(vi) NICE; and
(vii) HealthWatch England;
"Service Variation"

a variation to the Commissioning Contract which refers to the
Service and reflects:
(i)

the assessment by the Parties of pathway needs, the
availability of alternative providers and demand for
the Service; and/or

(ii)

the joint assessment of the Provider and Parties of
the quality and clinical viability of the Service and the
Services Environment; and/or

(iii)

the likely impact of any transformational need and/or
reconfiguration of a care pathway that might affect
the Service; and/or

(iv)

a change to the Service that could potentially have a
material impact on any or all of quality and safety,
performance and activity and finance, such material
impact not to be confined to the proposing Party and
“material” is to be interpreted taking into account the
potential impact on other Parties, the UECNs and the
Commissioning Contract as a whole;

"Services"

the 111 call handling, the urgent primary medical care
services and the minor injury unit services provided by the
Provider under the terms of the Commissioning Contract;

“Services
Environment”

has the meaning set out in the Commissioning Contract;

"Service Users"

any individual for whose benefit the Services are provided;

"Term"

one (1) year from the Commencement Date;

"Terminating Party"

a Party exercising its rights to terminate this Agreement in
accordance with Clauses 14.6 and 14.8;

“UECNs”

the Urgent and Emergency Care Networks listed in Schedule
3, and “UECN” shall be construed accordingly;

"Variation"

an addition, deletion or amendment to the Clauses of or the
Schedules to this Agreement, agreed by the Parties in
accordance with Clause 10 (Variation);

"Variation Report"

has the meaning in Clause 10.4; and

"Working Day"

any day other than Saturday, Sunday, a public or bank
holiday in England and Wales.

1.2

References to statutory provisions shall be construed as references to those
provisions as respectively amended or re-enacted (whether before or after the
Commencement Date) from time to time.
6

1029241_2

2.

3.

1.3

The headings of the Clauses in this Agreement are for reference purposes only and
shall not be construed as part of this Agreement or deemed to indicate the meaning of
the relevant Clauses to which they relate. Reference to Clauses are clauses in this
Agreement.

1.4

References to Schedules are references to the schedules to this Agreement and a
reference to a Paragraph is a reference to the paragraph in the Schedule containing
such reference.

1.5

References to a person or body shall not be restricted to natural persons and shall
include a company, corporation or organisation.

1.6

Words importing the singular number only shall include the plural.

1.7

Where anything in this Agreement requires the mutual agreement of the Parties, then
unless the context otherwise provides, such agreement must be in writing.

1.8

If there is any conflict between the terms of this Agreement and the terms of the
Commissioning Contract, the terms of the Commissioning Contract will prevail.

1.9

If there is any conflict between the Clauses of this Agreement and the provisions of
any Schedule to this Agreement, the Clauses of this Agreement will prevail.

DURATION OF THE AGREEMENT
2.1

This Agreement comes into effect on the Commencement Date and shall remain in
force until the end of the Term, subject to earlier termination in accordance with
Clause 14 (Termination) and any extension agreed in accordance with Clause 2.2
below.

2.2

The Parties may agree in writing to extend the Term any number of times but each
time by a period of up to twelve (12) months. The Agreement shall expire
automatically without notice at the end of the Term (subject to earlier termination in
accordance with Clause 14 (Termination)).

PRINCIPLES OF THE COLLABORATIVE
3.1

4.

In performing their respective obligations under this Agreement, the Parties must act
in accordance with the principles set out in Schedule 1.

OBJECTIVES OF THE COLLABORATIVE
4.1

The Parties agree that, with effect from the Commencement Date, the main objective
of the Collaborative is to improve the provision of the Services through the
arrangements set out in this Agreement.

4.2

The Parties agree that further objectives of the Collaborative in relation to the
Services are as set out in Schedule 2 and the Parties agree to act in the furtherance
of these Objectives.

4.3

The Parties agree to seek to achieve the Objectives of the Collaborative through:
4.3.1

planning for the provision and transformation of the Services to meet the
health needs of the relevant local population on a place basis in
accordance with the Parties' respective commissioning intentions and
ambitions;

4.3.2

agreeing the extent of the Services and negotiating the Commissioning
Contract;

4.3.3

managing and maintaining the Commissioning Contract, including in
respect of quality standards, observance of service specifications, and
monitoring of activity and finance, so as to obtain best performance, quality
and value from the Services; and
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4.3.4
5.

ROLES AND RESPONSIBILITIES
5.1

The Parties acknowledge that the Services comprise three types of service - all
Parties jointly commission the 111 call handling services but only certain of the Parties
jointly commission the urgent care primary services and the minor injury units
services.

5.2

The Parties agree that:

5.3

6.

managing variations to the Commissioning Contract in accordance with
national policy, the needs of Service Users and clinical developments.

5.2.1

only those Parties (or their representatives) set out at paragraph 2 of
Schedule 5 may make decisions in relation to urgent primary medical care
services; and

5.2.2

only those Parties (or their representatives) set out at paragraph 3 of
Schedule 5 may make decisions in relation to minor injury units services.

Each Party must:
5.3.1

participate in discussions at meetings of the UECN at which they are a
member;

5.3.2

agree with other members of the relevant UECN two representatives
("Lead Officers") to represent that UECN at meetings of the JSCB;

5.3.3

ensure the relevant Lead Officers have considered all documentation and
are fully prepared to discuss matters at meetings of the JSCB;

5.3.4

make all reasonable efforts to require their Lead Officers to inform the other
Lead Officers in advance if a relevant Lead Officer is unable to attend
meetings of the JSCB;

5.3.5

ensure its relevant Lead Officers engage with all other Lead Officers and
attendees, if relevant, in matters related to this Agreement;

5.3.6

communicate openly and in a timely manner about concerns, issues or
opportunities relating to this Agreement; and

5.3.7

respond promptly to all requests for, and promptly offer, information or
proposals relevant to the operation of the Collaboration.

DECISION-MAKING ARRANGEMENTS
6.1

The Parties agree that, for matters relating to the Commissioning Contract and the
achievement of the Objectives of the Collaborative, there are three different levels of
decision-making (as set out in Schedule 6):
6.1.1

those decisions reserved to each Party ("CCG Decisions");

6.1.2

those decisions which are delegated by each Party to a Lead Officer acting
in collaboration with the other Lead Officers ("JSCB Decisions"); and

6.1.3

those decisions which are delegated to the Lead Commissioner /
Contractor by each Party ("Lead Commissioner / Contractor
Decisions").

6.2

CCG Decisions

6.3

Each Party must ensure that the matters set out as CCG Decisions in Schedule 5 are
reserved to the Party (or governing body or committee of the Party as appropriate).

6.4

The Parties agree that the Lead Commissioner / Contractor does not have delegated
authority to make CCG Decisions. Each Party agrees that its Chief Finance Officer (or
duly authorised alternative in their absence) shall be authorised to take CCG
8
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Decisions on its behalf, in accordance with that Party’s constitution and scheme of
delegation.
6.5

Each Party shall put in place mechanisms to ensure CCG Decisions are notified to the
Lead Commissioner / Contractor within 14 days of such CCG Decisions being taken
for appropriate action to be taken in relation to the Commissioning Contract.

6.6

JSCB Decisions

6.7

The Parties acknowledge that:

6.8

6.9

6.10

6.7.1

the Parties are able to discuss matters related to Lead Officer Decisions at
UECN meetings;

6.7.2

the Parties included in each UECN are set out in Schedule 1;

6.7.3

the Parties that are included in each UECN may send representatives to
meetings of the UECN to represent that Party;

6.7.4

the Lead Officers take the recommendations of the Parties at UECNs to the
JSCB to inform JSCB Decisions; and

6.7.5

the Lead Officers will consider the recommendations of UECNs at
meetings of the JSCB in making JSCB Decisions as appropriate.

Each Party agrees:
6.8.1

that the relevant Lead Officers indicated in Schedule 3 represent that Party
at meetings of the JSCB;

6.8.2

that the relevant Lead Officers indicated in Schedule 3 make JSCB
Decisions on behalf of that Party at meetings of the JSCB; and

6.8.3

the role and terms of reference of the JSCB that are set out in Schedule 4.

Each Party must
6.9.1

ensure that the matters set out as JSCB Decisions in Schedule 6 are
delegated effectively and lawfully to the relevant Lead Officers indicated in
Schedule 3 such that the Lead Officers have the appropriate power to bind
that Party in relation to JSCB Decisions made at meetings of the JSCB;

6.9.2

ensure that the Lead Officers are sufficiently appraised of the scope of the
delegation by the relevant Party to the Lead Officers in relation to JSCB
Decisions; and

6.9.3

ensure the Lead Officers are able to give and receive notices and other
communications that relate to the Collaborative.

The Parties agree that:
6.10.1

the JSCB is not a joint committee of the Parties and does not have
delegated authority to make decisions that bind the Parties; and

6.10.2

it is the relevant Lead Officers that makes JSCB Decisions which bind the
Party represented by those Lead Officers; and

6.10.3

the Lead Commissioner / Contractor does not have delegated authority to
make JSCB Decisions.

6.11

The Parties acknowledge that there needs to be unanimity across all Lead Officers in
order for JSCB Decisions to be made in collaboration.

6.12

Where unanimity is not reached between the Lead Officers, the Parties agree that the
matter may be referred to dispute resolution in accordance with Clause 12 (Dispute
Resolution).
9
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6.13

The Lead Officers shall agree mechanisms to ensure JSCB Decisions that are
unanimously determined by the Lead Officers are notified to the Lead Commissioner /
Contractor for appropriate action to be taken in relation to the Commissioning
Contract.

6.14

Lead Commissioner / Contractor Decisions

6.15

Each Party must ensure that the matters set out as Lead Commissioner / Contractor
Decisions in Schedule 6 are delegated effectively and lawfully to the Lead
Commissioner / Contractor.

6.16

Subject to Clause 6.15, the Parties acknowledge that the Lead Commissioner /
Contractor is able to:

6.17

7.

make Lead Commissioner / Contractor Decisions and such decisions will
bind all of the Parties;

6.16.2

take appropriate action under the Commissioning Contract in relation to
Lead Commissioner / Contractor Decisions without reference to the Parties
or the Lead Officers.

The Lead Commissioner / Contractor shall chair meetings of the Contract
Management Board, through which the Provider shall be held to account (the terms of
reference for which are set out in Schedule 5). The Contract Management Board shall
not have any authority in and of itself to make decisions which bind the Parties; it is a
forum in which:
6.17.1

Lead Commissioner / Contractor Decisions may be made and/or
implemented by the Lead Commissioner / Contractor; and

6.17.2

JSCB Decisions and/or CCG Decisions may be implemented by the Lead
Commissioner / Contractor.

INSPECTION
7.1

8.

6.16.1

The Parties shall co-operate with any investigation undertaken by any Regulatory or
Supervisory Body in respect of the Services.

COLLABORATIVE COSTS AND RESOURCES
8.1

The Parties agree that payments due under the Commissioning Contract shall be
made in accordance with the provisions of the Commissioning Contract.

8.2

Each Party agrees to set aside £20,000 per year to reimburse costs incurred by the
Lead Commissioner / Contractor associated with the purposes set out in Clause 8.3
and the costs associated with the purposes set out in the 999 Commissioning
Contract.

8.3

The Lead Commissioner / Contractor shall be authorised by all Parties to agree and
pay the following costs in respect of the Collaborative:

8.4

8.3.1

audit fees;

8.3.2

fees for consultancy fees including expenses;

8.3.3

booking of facilities for meetings of the JSCB; and

8.3.4

fees relating to initiatives and contributions to support the National
Ambulance Commissioners Network.

The Lead Commissioner / Contractor shall pay such costs incurred as set out in
Clause 8.3 and recharge each Party its share of the costs proportionately according to
the relevant Party’s CCG population as a proportion of the total population of all of the
CCGs combined.
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9.

10.

8.5

Staff costs associated with the management of the Commissioning Contract will be
managed separately to the costs set out in Clause 8.3 and each Party agrees to pay
their share of the costs proportionately according to the relevant Party’s CCG
population as a proportion of the total population of all of the CCGs.

8.6

The Parties shall ensure prompt payment of their share of such costs set out in this
Clause 8 to the Lead Commissioner / Contractor and in any event shall pay such
shares within 30 days of receipt of a claim for payment from the Lead Commissioner /
Contractor.

INDEMNITY
9.1

Nothing in this Agreement shall affect the liabilities of the Parties to the Service Users
in respect of their Functions.

9.2

Each Party undertakes to indemnify each other Party against all actions, proceedings,
costs, claims, demands, liabilities, losses and expenses, whether arising in tort
(including negligence) or as a result of default or breach of this Agreement, to the
extent that any loss or claim is due to the breach of contract, negligence, wilful default
or fraud of the indemnifying Party (or its employees, agents or sub-contractors),
except to the extent that the loss or claim is directly caused by or directly arises from
the negligence, breach of this Agreement, or applicable Law by the indemnified Party
or (or its employees, agents or sub-contractors).

9.3

Each Party shall ensure that it maintains appropriate insurance arrangements in
respect of employer's liability, liability to third parties and all other potential liability
under this Agreement.

VARIATION
10.1

If at any time during the term of this Agreement any Party requests in writing any
Variation to this Agreement (which may include changes required as a result of a
change in law), Clauses 10.4 to 10.8 shall apply.

10.2

If at any time during the term of this Agreement any Party requests in writing any
variation to the Commissioning Contract, Clauses 10.10 to 10.14 shall apply.

10.3

Variations to this Agreement

10.4

The Party proposing the Variation shall provide a report in writing to the other Parties
(the "Variation Report”) setting out:
10.4.1

the Variation proposed;

10.4.2

the date upon which the Variation is to take effect;

10.4.3

a statement of the impact the Variation will have on, and any change
required to, the Schedules;

10.4.4

a statement on the individual responsibilities of the Parties for any
implementation of the Variation; and

10.4.5

details of any proposed staff and employment implications.

10.5

Following receipt by the receiving Parties of the Variation Report and allowing twenty
(20) Working Days in which to consider the Variation Report, the Parties shall meet to
discuss the proposed Variation and acting reasonably and in good faith shall use
reasonable endeavours to agree the Variation.

10.6

Where the Parties are unable to agree on the terms of the Variation then any Party
may refer the matter to dispute resolution under Clause 12 (Dispute Resolution).

10.7

All Variations made to this Agreement shall be agreed between the Parties. Such
Variations to this Agreement are only to be effective if made in writing and signed by
all the Parties.
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11.

12.

10.8

Variations to this Agreement shall be appended to this Agreement at Schedule 6.

10.9

Variations to the Commissioning Contract

10.10

Where a variation to the Commissioning Contract is a Service Variation, the process
set out in Schedule 7 shall be followed.

10.11

Where a variation to the Commissioning Contract is not a Service Variation, the
process set out in Clauses 10.12 to 10.14 shall be followed

10.12

The Party proposing any variation to the Commissioning Contract shall provide a
report in writing to the Lead Officers (the "Commissioning Contract Variation
Report”) setting out:
10.12.1

the variation proposed;

10.12.2

the date upon which the variation is to take effect; and

10.12.3

a statement on the individual responsibilities of the Parties for any
implementation of the variation;

10.13

Following receipt by the receiving Lead Commissioner / Contractor of the
Commissioning Contract Variation Report, the JSCB shall meet to hear the Lead
Commissioner / Contractor’s recommendations on the proposed variation and acting
reasonably and in good faith shall use reasonable endeavours to agree the variation.

10.14

Where the variation is agreed by the JSCB, the Lead Commissioner / Contractor shall
make the necessary arrangements to implement the variation in accordance with the
relevant provisions of the Commissioning Contract.

NOTICES
11.1

Any notices to be given under this Agreement must be in writing and served on the
Lead Officers either by hand, post, or e-mail to the address for that Lead Officer as set
out in Schedule 3.

11.2

Notices:
11.2.1

by post will be effective upon the earlier of actual receipt, or five (5)
Working Days after mailing;

11.2.2

by hand will be effective upon delivery;

11.2.3

by e-mail will be effective when sent in legible form subject to no
automated response being received.

11.3

The Lead Officers shall circulate such notices as soon as reasonably practicable to
the Parties they represent.

11.4

Any notices to be given under the Commissioning Contract shall be served in
accordance with the provisions of the Commissioning Contract.

DISPUTE RESOLUTION
12.1

Where any dispute arises between the Parties (including the Lead Commissioner /
Contractor) or where a decision of the JSCB is not unanimous, the Parties, through
the relevant Lead Officers, must use their best endeavours to resolve that dispute on
an informal basis at the next meeting of the JSCB.

12.2

Where any matter referred to dispute resolution is not resolved under Clause 12.1,
any Lead Officer may request an emergency meeting of the JSCB and use their best
endeavours to resolve that dispute on an informal basis.

12.3

If any dispute is not resolved under Clauses 12.1 and 12.2, any Party in dispute may
refer the dispute to the Chief Officers of the relevant Parties, who will co-operate in
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good faith to recommend a resolution to the dispute within ten (10) Working Days of
the referral.
12.4

13.

Where any dispute is not resolved under Clauses 12.1 to 12.3, any Party in dispute
may refer the matter for mediation arranged by an independent third party and any
agreement reached through mediation must be set out in writing and signed by the
Parties in dispute.

JOINING THE COLLABORATIVE
Joining
13.1

14.

A clinical commissioning group that wishes to join the Collaboration may do so,
subject to:
13.1.1

that Party agreeing to be bound by the terms of this Agreement; and

13.1.2

the agreement of all the existing Parties.

13.2

If a clinical commissioning group becomes a Party to this Agreement, that clinical
commissioning group must sign a memorandum of adherence in the form set out in
Schedule 9.

13.3

The Parties agree that statutory successor bodies to any one or more of the Parties
shall be deemed to be Parties to this Agreement and the agreement of the remaining
Parties in accordance with Clause 13.1 is not required. For the avoidance of doubt,
this includes an organisation formed as a result of a statutory merger of two or more
Parties.

TERMINATION
14.1

Termination of this Agreement

14.2

The Parties may agree in writing at any time to terminate this Agreement from such
date as may be agreed between the Parties.

14.3

Termination of a Defaulting Party

14.4

The remaining Parties acting in agreement may, at any time terminate a Defaulting
Party's participation in the Agreement by notice in writing to the Defaulting Party
where such default is not capable of remedy or, where capable of remedy, has not
been remedied within two (2) weeks of the Defaulting Party receiving notification of
such default.

14.5

Termination of a Party in relation to the Service

14.6

Where a Party terminates its participation in the Commissioning Contract, that Party's
participation in this Agreement shall automatically terminate on the same date.

14.7

Termination of a Party's participation in the Agreement

14.8

Any Party may terminate its participation in this Agreement by giving the other Parties
notice in writing if that Party's fulfilment of its obligations hereunder would be in
contravention of any guidance from any Secretary of State, regulations or legislation
issued or enacted after the Commencement Date.

14.9

Upon termination in accordance with Clauses 14.4 to 14.8, this Agreement shall
partially terminate as between the remaining Parties and the Defaulting Party or
Terminating Party (as the case may be) only. For the avoidance of doubt, this
Agreement shall continue in force as between the remaining Parties notwithstanding
any partial termination in respect of any one or more Parties and the remaining
Parties shall effect such amendments to this Agreement as may be necessary in
accordance with Clause 10 (Variation).
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15.

CONSEQUENCES OF EXPIRY, TERMINATION OR PARTY LEAVING
15.1

15.2
16.

17.

18.

In the event that this Agreement expires, is terminated (whether in full or in part) or a
Party leaves the Collaborative (the "Exiting Party"), the Parties agree to co-operate
to ensure an orderly wind down of their joint activities as set out in this Agreement and
the following provisions shall (unless agreed otherwise by the Parties) have effect:
15.1.1

each Party shall ensure or procure the continued provision of the Services
related to its Functions;

15.1.2

insofar as it is necessary, each Party shall use its reasonable endeavours
to arrange and ensure the novation of any relevant contracts which are
necessary to be novated from an Exiting Party to a remaining Party who
shall accept such novation.

The Parties shall at all times act in such a manner as not to adversely affect the
delivery of the Services.

SURVIVAL
16.1

The provisions of this Agreement which are expressly stated to survive its termination
or expiry or which are intended by their nature to survive termination or expiry shall
continue in force (including but not limited to Clauses 7, 8, 9, 12, 15, 16, 17, 18 and
28 together with those other Clauses, the survival of which is necessary for the
interpretation or enforcement of this Agreement.

16.2

Termination or expiry of this Agreement does not affect any accrued rights or
remedies under this Agreement or any other agreement between the Parties.

CONFIDENTIALITY
17.1

Except as required by law and specifically pursuant to Clause 19 (Freedom of
Information), each Party agrees at all times during the continuance of this Agreement
and after its termination or expiry to keep confidential any and all information, data
and material of any nature which that Party may receive or obtain in connection with
the operation of this Agreement or otherwise relating in any way to the business,
operations and activities of another Party, its employees, agents and/or any other
person with whom it has dealings. For the avoidance of doubt this Clause shall not
affect the rights of any workers under section 43 A-L of the Employment Rights Act
1996.

17.2

The Parties agree to provide or make available to each other sufficient information
concerning their own operations and actions and concerning Service User information
relating to users of the Services (including material affected by the DPA in force at the
relevant time) to enable the efficient operation of the Collaborative.

DATA PROTECTION
18.1

The Parties acknowledge their respective duties under the DPA and shall give all
reasonable assistance to each other where appropriate or necessary to comply with
such duties.

18.2

To the extent that a Party is acting as a Data Processor (as such term is defined in the
DPA) on behalf of one or more of the other Parties, that Party shall, in particular, but
without limitation:
18.2.1

only process such Personal Data as is necessary to perform its obligations
under this Agreement, and only in accordance with any instruction given by
the other Party or Parties under this Agreement;

18.2.2

put in place appropriate technical and organisational measures against any
unauthorised or unlawful processing of such Personal Data, and against
the accidental loss or destruction of or damage to such Personal Data
having regard to the specific requirements in Clause 18.3.3 below, the
state of technical development and the level of damages that may be
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suffered by a Data Subject (as such term is defined in the DPA) whose
Personal Data is affected by such unauthorised or unlawful processing or
by its loss, damage or destruction;

18.3

19.

18.2.3

take reasonable steps to ensure the reliability of employees who will have
access to such Personal Data, and ensure that such employees are aware
of and trained in the policies and procedures identified in Clauses 18.3.4,
18.3.5 and 18.3.6 below; and

18.2.4

not cause or allow such Personal Data to be transferred outside the
European Economic Area without the prior consent of the other Party or
Parties (as relevant).

The Parties shall ensure that Personal Data is safeguarded at all times in accordance
with the DPA and other relevant data protection legislation, which shall include without
limitation the obligation to:
18.3.1

perform an annual information governance self-assessment;

18.3.2

have an information guardian able to communicate with the other Parties,
who will take the lead for information governance and from whom the other
Parties shall receive regular reports on information governance matters
including details of all data loss and confidentiality breaches;

18.3.3

(where transferred electronically) only transfer essential data that is (i)
necessary for direct care of users of the Services; and (ii) encrypted to the
higher of the international data encryption standards for healthcare and the
National Standards (this includes, but is not limited to, data transferred over
wireless or wired networks, held on laptops, CDs, memory sticks and
tapes);

18.3.4

have policies which are rigorously applied that describe individual personal
responsibilities for handling Personal Data;

18.3.5

have agreed protocols for sharing Personal Data with other NHS
organisations and non-NHS organisations; and

18.3.6

have a system in place and a policy for the recording of any telephone
calls, where appropriate, in relation to the Services, including the retention
and disposal of such recordings.

FREEDOM OF INFORMATION
19.1

Each Party acknowledges that the other Parties are subject to the requirements of the
FOIA and each Party shall assist and co-operate with the others (at their own
expense) to enable the other Parties to comply with their information disclosure
obligations.

19.2

Where a Party receives a "request for information" (as defined in the FOIA) in relation
to information which it is holding on behalf of another Party, it shall (and shall procure
that its sub-contractors shall):
19.2.1

transfer the request for information to the other Party as soon as
practicable after receipt and in any event within two (2) Working Days of
receiving the request for information;

19.2.2

provide the other Party with a copy of all information in its possession or
power in the form that the other Party requires within five (5) Working Days
(or such other period as may be agreed) of the other Party requesting that
information; and

19.2.3

provide all necessary assistance as reasonably requested to enable the
other Party to respond to the request for information within the time for
compliance set out in section 10 of the FOIA.
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20.

21.

19.3

Where a Party receives a request for information which relates to the Agreement, it
shall inform the other Parties of the request for information as soon as practicable
after receipt and in any event within two (2) Working Days of receiving the request for
information.

19.4

If any Party determines that information must be disclosed pursuant to Clause 19.3, it
shall notify the other Parties of that decision at least two (2) Working Days before
disclosure.

19.5

Each Party shall be responsible for determining at its absolute discretion whether the
relevant information is exempt from disclosure or is to be disclosed in response to a
request for information.

19.6

Each Party acknowledges that the other Parties may be obliged under the FOIA to
disclose information:

24.

19.6.2

following consultation with the other Parties and having taken their views
into account.

20.1

The Parties acknowledge that they are all health service bodies for the purposes of
section 9 of the NHS Act 2006. Accordingly, this Agreement shall be treated as an
NHS Contract and shall not be legally enforceable.

20.2

Nothing in this Agreement shall create or be deemed to create a legal partnership
under the Partnership Act 1890 or the relationship of employer and employee
between the Parties or render any Party directly liable to any third party for the debts,
liabilities or obligations of any other Party.

20.3

Save as specifically authorised under the terms of this Agreement, a Party shall not
hold itself out as the agent of any other Party.

ASSIGNMENT AND SUB-CONTRACTING
This Agreement, and any right and conditions contained in it, may not be assigned or
transferred by any Party without the prior written consent of the other Parties, except
to any statutory successor to the relevant function.

THIRD PARTY RIGHTS
22.1

23.

without consulting with the other Parties; or

STATUS

21.1

22.

19.6.1

The Contracts (Rights of Third Parties) Act 1999 shall not apply to this Agreement and
accordingly the Parties to this Agreement do not intend that any third party should
have any rights in respect of this Agreement by virtue of that Act.

COMPLAINTS
23.1

Any complaints relating to a Party's Functions shall be dealt with in accordance with
the statutory complaints procedure of that Party.

23.2

Insofar as any complaint may relate to the content of this Agreement such complaints
shall be referred to the meetings of the JSCB. The Parties shall co-operate as to the
resolution of complaints.

23.3

In the event that a complaint arises about the Commissioning Contract, that complaint
should be dealt with in accordance with the procedure set out in the Commissioning
Contract.

ENTIRE AGREEMENT
24.1

This Agreement constitutes the entire agreement and understanding of the Parties
and supersedes any previous agreement between the Parties relating to the subject
matter of this Agreement.
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25.

SEVERABILITY
25.1

26.

If any term, condition or provision contained in this Agreement shall be held to be
invalid, unlawful or unenforceable to any extent, such term, condition or provision shall
not affect the validity, legality or enforceability of the remaining parts of this
Agreement.

WAIVER
No failure or delay by a Party to exercise any right or remedy provided under this Agreement
or by law shall constitute a waiver of that or any other right or remedy, nor shall it prevent or
restrict the further exercise of that or any other right or remedy. No single or partial exercise of
such right or remedy shall prevent or restrict the further exercise of that or any other right or
remedy.

27.

COSTS AND EXPENSES
27.1

28.

GOVERNING LAW AND JURISDICTION
28.1

29.

Each Party shall be responsible for paying its own costs and expenses incurred in
connection with the negotiation, preparation and execution of this Agreement.

This Agreement shall be governed by and construed in accordance with English Law
and, subject to Clauses 12 (Dispute Resolution) and 20.1 (Status), the Parties
irrevocably agree that the courts of England shall have exclusive jurisdiction to settle
any dispute or claim that arises out of or in connection with this Agreement.

FAIR DEALINGS
The Parties recognise that it is impracticable to make provision for every contingency which
may arise during the life of this Agreement and they declare it to be their intention that this
Agreement shall operate between them with fairness and without detriment to the interests of
any of them and that if in the course of the performance of this Agreement, unfairness to any
of them does or may result then the other shall use its reasonable endeavours to agree upon
such action as may be necessary to remove the cause or causes of such unfairness.

30.

COUNTERPARTS
This Agreement may be executed in one or more counterparts. Any single counterpart or a
set of counterparts executed, in either case, by all Parties shall constitute a full original of this
Agreement for all purposes.

This Agreement is effective on the date stated at the beginning of it.

IN WITNESS OF WHICH the Parties have signed this Agreement on the date shown below

NHS EAST RIDING OF YORKSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HULL
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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NHS VALE OF YORK
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HAMBLETON, RICHMONDSHIRE AND
WHITBY CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HARROGATE AND RURAL DISTRICT
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SCARBOROUGH AND RYEDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS NORTH
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS SOUTH AND EAST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS WEST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD CITY
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD DISTRICTS
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH KIRKLEES
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS GREATER HUDDERSFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS AIREDALE, WHARFEDALE AND
CRAVEN CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS CALDERDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SHEFFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BARNSLEY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS ROTHERHAM
CLINICAL COMMISSIONING GROUP
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Authorised Officer

Date

NHS DONCASTER
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BASSETLAW
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH LINCOLNSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH EAST LINCOLNSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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SCHEDULE 1
PRINCIPLES OF THE COLLABORATION

1.

Principles of the Collaboration
1.1.

In performing their respective obligations under this Agreement, the Parties
must:
1.1.1.

act in the best interests of patients and the public;

1.1.2.

at all times act in good faith towards each other;

1.1.3.

collaborate and co-operate to work towards ensuring that the
commissioning ambitions and intentions of each of the Parties are
met with the aim of achieving fairness and equity between the
Parties as to the costs and quality of the Services provided;

1.1.4.

act in a timely manner and recognise the time-critical nature of the
Commissioning Contract and respond accordingly to requests for
support;

1.1.5.

be accountable by taking on, managing and accounting to the
other Parties for the performance of their respective roles and
responsibilities set out in this Agreement;

1.1.6.

learn from best practice of other commissioning organisations and
seek to develop as a collaborative to achieve the full potential of
the relationship;

1.1.7.

share information, experience, materials and skills to learn from
each other and develop effective working practices, work
collaboratively to identify solutions, eliminate duplication of effort,
mitigate risk and reduce cost;

1.1.8.

adopt a positive outlook and behave in a positive, proactive
manner;

1.1.9.

act in an inclusive manner with regards to collaboration;

1.1.10.

adhere to statutory powers, requirements and best practice to
ensure compliance with applicable laws and standards including
those governing procurement, data protection and freedom of
information;

1.1.11.

manage internal and external stakeholders effectively;

1.1.12.

work toward a reduction in health inequality and improvement in
health and well-being;

1.1.13.

focus on quality;

1.1.14.

seek best value for money, productivity and effectiveness;

1.1.15.

develop towards a level of commissioning that is equal to best
international practice; and promote innovation.
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SCHEDULE 2
OBJECTIVES
1.

Objectives
1.1.

The further objectives of the Collaborative in relation to the Services are to:
1.1.1.

regulate the respective rights and duties of the Parties in relation
to the Commissioning Contract, in particular:
(a)

the sharing of liabilities arising from a breach of, or any
costs payable in terms of, the Commissioning Contract;

(b)

compensating the Lead Commissioner / Contractor for the
costs or liabilities incurred by the Lead Commissioner /
Contractor in relation to the Commissioning Contract;

1.1.2.

manage the performance of the Commissioning Contract by the
Provider generally and, in particular, ensure that the Provider’s
performance is closely monitored so that the Services are
provided to the specifications and service levels contained in the
Commissioning Contract;

1.1.3.

co-ordinate the respective requirements of the Parties for the
Services;

1.1.4.

act collaboratively in the planning, securing and monitoring of the
Services so as to:
(c)

plan (including needs assessment), procure and
performance monitor services (as defined and agreed by
the Parties) to meet the health needs of the local
population;

(d)

undertake reviews of the Services, manage the
introduction of new services, drugs and technologies and
oversee the implementation of NICE and/or other national
guidance or standards relating to the Services;

(e)

agree the range of the Services;

(f)

conduct market management and service design;

(g)

provide a coordinated approach to commissioning input to
clinical networks, local commissioning fora and
partnerships;

(h)

engage with patients and service users and their carers
and families;

(i)

monitor and review the effectiveness of the Collaborative;

(j)

set quality standards;

(k)

design demand management processes;

(l)

obtain best performance, quality and value from the
Services by assessing quality and outcomes (including
clinical effectiveness, patient experience and patient
safety);
22

1029241_2

(m)

ensure the Services meet patients’ rights under the NHS
Constitution including Service User booking, patient
choice and waiting time standards;

(n)

ensure the Services are reviewed for cost effectiveness
and represent best value for money;

(o)

from time to time negotiate and agree variations of
specifications and contract terms;

(p)

co-ordinate and plan for demand, financial and investment
needs of the Parties during the life of the Commissioning
Contract;

(q)

implement in-year financial adjustments required under
the Commissioning Contract with the Provider, and
consequential adjustments between the Parties;

(r)

carry out annual or other reviews with the Provider, as
required under the Commissioning Contract;

(s)

agree referral, discharge and other protocols with the
Provider under the Commissioning Contract;

(t)

establish the arrangements for managing the day to day
contact in the Commissioning Contract;

(u)

co-ordinate the Parties’ proposals for, and plan with the
Provider, the development of the Services and undertake
or commission related research;

(v)

monitor and control disclosure of NHS confidential
information to the Providers, and use of the Provider’s
confidential information by the Parties and within the NHS,
as required by Law or the Commissioning Contract;

(w)

co-ordinate proposals of the Parties to move provision of
the Services from the Provider to others as part of service
or pathway reconfiguration;

(x)

participate in and monitor clinical networks;

(y)

deliver the 111 strategy;

(z)

enable the Parties to have a strategic view of key relevant
issues impacting across respective populations to ensure
a clear focus on patient and health outcomes;

(aa)

enable robust working relationships between the Parties
and the Provider and share early thinking on key issues;

(bb)

ensure that the cumulative impacts of service
reviews/development are identified and managed;

(cc)

enable the benefit of working together on achieving best
value for money and optimising productivity and efficiency;

(dd)

establish any links and/or reporting networks with other
patient care commissioning groups, as may from time to
time be convenient;

(ee)

participate in Quality Surveillance and Assurance Groups;
23

1029241_2

(ff)

provide management information to the Parties on both
the cumulative overview and each Party's local
perspective;

(gg)

establish clear reporting and escalation protocols
regarding quality, safety and performance issues for each
Party and review these on a regular basis;

(hh)

work within the Quality Surveillance principles and
processes; and

(ii)

work towards adopting a joint committee approach to
collaborative commissioning of the Services by October
2016.
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SCHEDULE 3
UECNS AND LEAD OFFICERS

1.

Parties
1.1.

The table below sets out:
1.1.1.

the UECNs;

1.1.2.

the relevant Lead Officers (and contact details of the Lead
Officers) for each UECN; and

1.1.3.

the Parties (and address of the principal office of the Parties) that
are included in each UECN and represented by the Lead Officers:

UECN

Lead Officers

Contact details of
Lead Officers

Party

Address of principal
office of Party

North Yorkshire,
York and
Humber

[insert]

Name: [insert]

NHS East Riding of
Yorkshire Clinical
Commissioning Group
("East Riding of
Yorkshire CCG")

Health House, Grange
Park Lane, Willerby,
East Yorkshire, HU10
6DT

NHS Hull Clinical
Commissioning Group
("Hull CCG")

Floor, Wilberforce
2
Court, Alfred Gelder
Street, Hull, HU1 1UY

NHS Vale of York
Clinical
Commissioning Group
("Vale of York CCG")

West Offices, Station
Rise, York, YO1 6GA

NHS Hambleton,
Richmondshire and
Whitby Clinical
Commissioning Group
("Hambleton,
Richmondshire and
Whitby CCG")

Hambleton
District
Council, Civic Centre,
Stone
Cross,
Northallerton,
North
Yorkshire, DL6 2UU

NHS Harrogate and
Rural District Clinical
Commissioning Group
("Harrogate and
Rural District CCG")

1 Grimbald Crag Court,
St James Business
Park, Knaresborough,
North Yorkshire, HG5
8QB

NHS Scarborough and
Ryedale
Clinical
Commissioning Group
("Scarborough and
Ryedale CCG")

Scarborough
Town
Hall, St Nicholas Street,
Scarborough,
North
Yorkshire, YO11 2HG

NHS
North
Lincolnshire
Clinical
Commissioning Group

The
Health
Place,
Wrawby Road, Brigg,
South
Humberside,

Tel: [insert]
Email: [insert]
[insert]

Address: [insert]

Name: [insert]
Tel: [insert]

nd

Email: [insert]
Address: [insert]
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South Yorkshire

[insert]

Name: [insert]
Tel: [insert]

[insert]

("North Lincolnshire
CCG")

DN20 8GS

NHS
North
East
Lincolnshire
Clinical
Commissioning Group
("North
East
Lincolnshire CCG")

Athena
Building
&
Olympia House, Saxon
Court, Gilbey Road,
Grimsby,
South
Humberside, DN31 2UJ

NHS Sheffield Clinical
Commissioning Group
("Sheffield CCG")

722 Prince of Wales
Road,
Darnall,
Sheffield,
South
Yorkshire, S9 4EU

NHS Barnsley Clinical
Commissioning Group
("Barnsley CCG")

Hillder House, 49-51
Gawber
Road,
Barnsley,
South
Yorkshire, S75 2PY

NHS
Rotherham
Clinical
Commissioning Group
("Rotherham CCG")

Oak House, Moorhead
Way,
Bramley,
Rotherham,
South
Yorkshire, S66 1YY

NHS
Doncaster
Clinical
Commissioning Group
("Doncaster CCG")

Sovereign
House,
Heavens
Walk,
Doncaster,
South
Yorkshire, DN4 5HZ

NHS
Bassetlaw
Clinical
Commissioning Group
("Bassetlaw CCG")

Retford Hospital, North
Road,
Retford,
Nottinghamshire, DN22
7XF

NHS Wakefield
Clinical
Commissioning Group
("Wakefield CCG")

White Rose House,
West
Parade,
Wakefield,
West
Yorkshire, WF1 1LT

NHS Leeds North
Clinical
Commissioning Group
("Leeds North CCG")

Leafield House, 107109 King Lane, Leeds,
West Yorkshire, LS17
5BP

NHS Leeds South and
East Clinical
Commissioning Group
("Leeds South and
East CCG")

3200 Century Way,
Thorpe Park, Leeds,
West Yorkshire, LS15
8ZB

NHS Leeds West
Clinical
Commissioning Group
("Leeds West CCG")

Suites 2-4, Wira House,
Wira Business Park,
Leeds, West Yorkshire,
LS16 6EB

NHS Bradford City
Clinical
Commissioning Group

Douglas Mill, Bowling
Old Lane, Bradford,
West Yorkshire, BD5

Email:[insert]
Address: [insert]

Name: [insert]
Tel: [insert]
Email: [insert]
Address: [insert]

West Yorkshire

[insert]

Name: [insert]
Tel: [insert]
Email: [insert]
Address: [insert]

[insert]

Name: [insert]
Tel: [insert]
Email: [insert]
Address: [insert]
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"Bradford City CCG")

7JR

NHS Bradford Districts
Clinical
Commissioning Group
("Bradford Districts
CCG")

Douglas Mill, Bowling
Old Lane, Bradford,
West Yorkshire, BD5
7JR

NHS North Kirklees
Clinical
Commissioning Group
("North Kirklees
CCG")

Floor,
Empire
4
House, Wakefield Old
Road, Dewsbury, West
Yorkshire, WF12 8DJ

NHS Greater
Huddersfield Clinical
Commissioning Group
("Greater
Huddersfield CCG")

Broad
Lea
House,
Dyson Wood Way,
Bradley, Huddersfield,
West Yorkshire, HD2
1GZ

NHS Airedale,
Wharfedale and
Craven Clinical
Commissioning Group
("Airedale,
Wharfedale and
Craven CCG")

Millennium
Business
Park, Station Road,
Steeton,
West
Yorkshire, BD20 6RB

NHS
Calderdale
Clinical
Commissioning Group
("Calderdale CCG")

5 Floor, F Mill, Dean
Clough Mills, Halifax,
West Yorkshire, HX3
5AX

th
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SCHEDULE 4
JSCB – ROLE AND TERMS OF REFERENCE

1.

Role of the JSCB
1.1.

1.2.
2.

The primary role of the JSCB shall be to determine transformational decisions
regarding the Services, including:
1.1.1.

the range of services to be commissioned from the Provider;

1.1.2.

how the Services are to be commissioned;

1.1.3.

the medium to long term planning for the integration of the
Service; and

1.1.4.

service redesign to further integrate the Services with other health
and social care services to achieve the outcomes set out in the
relevant Sustainability and Transformation Plans and associated
Digital Roadmaps and Urgent and Emergency Care Network
Delivery plans of the Parties.

Patient transport services are excluded from the remit of the JSCB.

Terms of References of the JSCB
Frequency and types of meetings
2.1.

Meetings shall be held as and when required by the Lead Officers; usually
quarterly.

2.2.

Meetings may be held by telephone or video-conference. Members may
participate (and count towards quorum) in a face-to-face meeting via
telephone.

2.3.

The Chair shall set the agenda and arrange for the circulation of any papers
to be considered at least five Working Days prior to the meeting.

Members
2.4.

The Lead Officers (two people nominated by each Urgent and Emergency
Care Network in accordance with Clause 5.1.2) shall be members of the
JSCB.

2.5.

In addition, if either of the two Chief Officers of the two Lead Commissioner /
Contractors (for 999 Services and 111 Services respectively) are not
appointed as Lead Officers they will be a non-voting member of the JSCB.

Appointed By:

Name:

Title:

North Yorkshire and York
and Humber Urgent and
Emergency Care Network
North Yorkshire and York
and Humber Urgent and
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Emergency Care Network
South Yorkshire Urgent and
Emergency Care Network
South Yorkshire Urgent and
Emergency Care Network
West Yorkshire Urgent and
Emergency Care Network
West Yorkshire Urgent and
Emergency Care Network

Quorum
2.6.

Meetings shall be quorate when all Lead Officers and the Chair are present.

2.7.

In circumstances where a Lead Officer be unable to attend a meeting, or they
have a conflict of interest which required them to be excluded from a meeting,
the Chair of their nominating UECN may send to a meeting of the JSCB a
deputy (a "Deputy") to take the place of a Lead Officer. Where a Deputy is
sent to take the place of the Lead Officer, references in these terms of
reference to Lead Officer shall be read as references to the Deputy.

Attendees
2.8.

2.9.

The following representatives from the Parties may be invited to meetings:
2.8.1.

Director with responsibility for Clinical Quality, NHS Wakefield
CCG (Lead Commissioner / Contractor 999) or named deputy;
and

2.8.2.

Director with responsibility for Clinical Quality, NHS Greater
Huddersfield CCG (Lead Commissioner / Contractor 111) or
named deputy.

The following representatives from the Provider may be invited to attend:
2.9.1.

Chief Executive Officer;

2.9.2.

Director – Business Development; and

2.9.3.

Associate Medical Director (Vanguard Lead).

2.10.

Other persons may be invited to attend by the Chair of the JSCB or agreed by
all Lead Officers.

2.11.

No such persons invited to attend meetings shall be able to vote on a matter.

Voting
2.12.

Each two Lead Officers from each UECN shall have one vote between them.

2.13.

If the Chief Officers of the two Lead Commissioner / Contractors are
members of the JSCB (but not Lead Officers) then they will not have a vote.

2.14.

The Parties acknowledge that there needs to be unanimity across all Lead
Officers in order for JSCB Decisions to be determined.
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2.15.

Where unanimity is not reached, the Parties agree that the matter will be
referred to dispute resolution.

Chair
2.16.

The JSCB will appoint one of the Lead Officers to act as Chair. In addition
the JSCB will appoint one of the Lead Officers to act as Deputy Chair.

2.17.

The Chair shall ensure that administrative support and advice is provided to
the JSCB including but not limited to:

2.18.

2.19.

2.17.1.

taking of the minutes and keeping a record of matters arising and
issues to be carried forward;

2.17.2.

maintaining a register of interests for the JSCB (Lead Officers);
and

2.17.3.

advising the Lead Officers and attendees if relevant as appropriate
on best practice, national guidance and other relevant documents.

2.17.4.

Duties

The JSCB will:
2.18.1.

make JSCB Decisions;

2.18.2.

undertake actions as set out in this Agreement; and

2.18.3.

undertake the actions set out in paragraph 2.19 below to support
the making of JSCB Decisions.

In accordance with this Agreement the JSCB will undertake the following
actions:

Transformation
2.19.1.

Planning for the provision and transformation of the Services to
meet the health needs of the relevant local population on a place
basis in accordance with the Sustainability and Transformation
Plan respective commissioning intentions and ambitions;

2.19.2.

Oversight of Strategic Commissioning Intentions of the CCGs in
Yorkshire and the Humber in relation to work undertaken around
Urgent and Emergency care Networks, including Ambulance
Services;

2.19.3.

Ensure that strategic intent agreed by the CCGs in Yorkshire and
the Humber is captured and reflected contractually; and

2.19.4.

Consider different delivery models to seek to provide equity of
performance across both urban and rural area.

Commissioning Contract
2.19.5.

Ratify variations to the Commissioning Contract (excluding
variations that only affect a single Party);

2.19.6.

Agree communications activity relating to matters governed by the
Commissioning Contract;

2.19.7.

Resolve issues in dispute between the Parties and issues in
dispute between the Parties and the Provider (excluding issues
that relates to only a single Party);
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2.19.8.

Approve proposals for CQUIN indicators; and,

2.19.9.

Agree actions if concerns are identified about actual and
contracted activity levels.

Finance
2.19.10.

Decisions regarding finance and investment will ordinarily be
made by each Party’s Chief Finance Officer in accordance with its
constitution (and as set out in Schedule 6 (Scheme of Delegation)
of this Agreement).

Sub-groups
2.19.11.

There shall be one sub-group, the Hear, See and Treat Board.
The JSCB shall decide from time to time the membership of the
Hear, See and Treat Board.

Conflicts of Interest
2.20.

Each Lead Officer must abide by the conflicts of interest policy maintained by
Wakefield CCG (the “Policy”), together with NHS England statutory guidance
on managing conflicts of interest (the “Guidance”). If there is any conflict
between the Policy and the Guidance then the provisions of the Guidance
shall take precedence.

2.21.

A register of interests for the JSCB Lead Officers will be maintained.

2.22.

Where any Lead Officer or attendee has an actual or potential conflict of
interest in relation to any matter under consideration at any meeting, the
Chair (in their discretion) shall decide, having regard to the nature of the
potential or actual conflict of interest, the Policy and the Guidance, whether or
not that Lead Officer or attendee may participate in the discussion and/or
vote, if relevant, in meetings (or parts of meetings) in which the relevant
matter is discussed.

Relationship with the Parties
2.23.

Minutes of meetings of the JSCB shall be sent to:
2.23.1.

the Chair of each UECN for onward dissemination as appropriate;
and

2.23.2.

the Accountable Officer for every CCG for onward dissemination
as appropriate.

Review
2.24.

These terms of reference shall be reviewed by the JSCB at least annually.
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SCHEDULE 5
LEAD COMMISSIONER / CONTRACTOR ROLE

1.

Role of the Lead Commissioner / Contractor
1.1.

The Lead Commissioner / Contractor’s role is to take Lead Commissioner /
Contractor Decisions as detailed in Schedule 6 (Scheme of Delegation) on
behalf of each of the Parties. The Lead Commissioner / Contractor Decisions
will focus on transactional and contract management matters in relation to the
Commissioning Contract, whereas the JSCB Decisions will focus on
transformational and service redesign matters in respect of the Services as a
whole, including the 999 Services.

1.2.

In line with Schedule 6 (Scheme of Delegation), the Lead Commissioner /
Contractor, will manage and maintain the Commissioning Contract, including
in respect of quality standards, observance of service specifications, and
monitoring of activity and finance, so as to obtain best performance, quality
and value from the Services on behalf of the Parties. The Lead Commissioner
/ Contractor will act reasonably in undertaking its role and have regard to
guidance from the JSCB as appropriate in exercising its delegated authority
under this Agreement.

1.3.

In performing its role, the Lead Commissioner / Contractor shall act
reasonably and comply with the principles set out in Schedule 1, and aim to
achieve the objectives set out in Schedule 2. The Lead Commissioner /
Contractor shall chair the Contract Management Board, which shall be the
primary mechanism through which the Lead Commissioner / Contractor will
hold the Provider to account on behalf of the Parties and enact Lead
Commissioner / Contractor Decisions, CCG Decisions and JSCB Decisions.
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SCHEDULE 6
SCHEME OF DELEGATION

1.

2.

Introduction
1.1.

Each Party must ensure that the matters below are properly delegated in
accordance with the NHS Act 2006 and each Party's constitution and internal
procedures.

1.2.

The Parties acknowledge that the NHS Act 2006:
1.2.1.

allows a CCG to delegate the exercise of functions of the CCG to
the Governing Body;

1.2.2.

does not allow a CCG to delegate the exercise of function of the
CCG to a person employed by another CCG; and

1.2.3.

allows the exercise of the functions of the Governing Body (which
includes functions of the CCG delegated to the Governing Body)
to be delegated to an individual of a description specified in its
constitution.

1.3.

The Parties acknowledge that the effect of paragraph 1.2 is that a Party
cannot delegate authority to exercise JSCB Decisions that relate to functions
of the Party (that are not delegated to the Governing Body) to the relevant
Lead Officer if that Lead Officer is not an employee of that Party.

1.4.

Where the relevant Lead Officer is an employee of a Party, that Party will
ensure that the JSCB Decisions are delegated to that person.

1.5.

Where the relevant Lead Officer is not an employee of that Party, that Party
will ensure that:
1.5.1.

the functions being exercised by the Lead Officers are functions of
the party but have been delegated to that Party's Governing Body;

1.5.2.

the Party's Governing Body delegates the exercise of the
functions referred to in paragraph 1.5.1 to the relevant Lead
Officer; and

1.5.3.

the Party's constitution specifies a description of individuals that
includes the relevant Lead Officer.

Urgent Primary medical Care Services
2.1.

The following Parties commission urgent primary medical care services:
2.1.1.

Wakefield CCG;

2.1.2.

Leeds North CCG;

2.1.3.

Leeds South and East CCG;

2.1.4.

Leeds West CCG;

2.1.5.

Bradford City CCG;

2.1.6.

Bradford Districts CCG;

2.1.7.

North Kirklees CCG;
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3.

Greater Huddersfield CCG;

2.1.9.

Airedale, Wharfedale and Craven CCG; and

2.1.10.

Calderdale CCG.

Minor Injury units services
3.1.

4.

2.1.8.

The following Parties commission minor injury units services:
3.1.1.

Leeds North CCG;

3.1.2.

Leeds South and East CCG; and

3.1.3.

Leeds West CCG.

CCG Decisions
4.1.

The table below sets out the matters that the Parties have agreed are CCG
Decisions which are reserved to each Party. The Parties agree that CCG
Decisions will ordinarily be made by each Party’s Chief Finance Officer in
accordance with its constitution.

Finance

5.

Contractual

Negotiate and recommend the Finance
schedule for 16-17 contract

Ratify variations to the Commissioning
Contract that only affect that Party

Agree the re-investment of in year
contractual penalties (financial) in terms of
spend and reasons for spend

Resolve issues between the Party and the
Provider that do not impact on any other
Party

Additional in year investment from CCGs

Final approval of the terms of the
following year's Commissioning Contract

JSCB Decisions
5.1.

The table below sets out the matters that the Parties have agreed are JSCB
Decisions which are delegated to each Party’s Lead Officers. To avoid doubt,
JSCB Decisions can be made by the relevant Lead Officers without reference
back to each Party.

5.2.

The financial limit for JSCB Decisions will be in total no greater than £200
million per financial year.

Transformational

Contractual

Agree the range of services to be
commissioned from the Provider and how
they are to be commissioned

Ratify variations to the Commissioning
Contract (excluding variations that only
affect a single Party)

Agree medium to long term planning for
the integration of the Service

Agree communications activity relating to
matters governed by the Commissioning
Contract

Consider and recommend service

Resolve issues in dispute between the
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redesign proposals to further integrate
the Services with other health and social
care services to achieve the outcomes
set out in the relevant Sustainability and
Transformation Plans and associated
Digital Roadmaps and UECN Delivery
Plans

Parties and issues in dispute between the
Parties and the Provider (excluding issues
that relates to only a single Party)

Approve proposals for CQUIN indicators
Agree actions if concerns are identified
about actual and contracted activity levels

5.3.

6.

The Lead Officers shall also take the following actions and make the following
decisions relating to matters about the Agreement:
5.3.1.

consideration of Variation Reports and agreeing such variations;

5.3.2.

consideration and agreeing the joining of a clinical commissioning
group to the Collaborative in accordance with Clause 13 (Joining
the Collaborative);

5.3.3.

termination of the Agreement or terminating a Defaulting Party's
participation in the Agreement in accordance with Clause 14
(Termination);

5.3.4.

consideration of, and agreeing resolutions to, any complaint
relating to the content of this Agreement in accordance with
Clause 23 (Complaints);

5.3.5.

development and communication; and

5.3.6.

engagement events.

Lead Commissioner / Contractor Decisions
6.1.

The table below sets out the matters that the Parties have agreed are Lead
Commissioner / Contractor Decisions which are delegated to the Lead
Commissioner / Contractor. To avoid doubt, Lead Commissioner / Contractor
Decisions can be made by the Lead Commissioner / Contractor without
reference back to each Party or to the Lead Officers.

6.2.

The financial limit for Lead Commissioner / Contractor Decisions will be set
at: £2 million per financial year for SR monies and £5 million per financial
year for CQUIN payments.
Finance

Quality

Contractual

Award of additional central
funding investment eg SRG
monies

Approval of in-year evidence
and make recommendation
for payment

Issue of formal notices under
the contract e.g. application
of contractual sanctions

Approval of in-year
agreement to pay CQUINs

Sign off of Serious Incidents

Co-ordination of contractual
action and agreement of
remedial action plans

Payment of costs related to
commissioning and

Liaison with CQC/TDA

Liaison with TDA
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contracting support
Quality schedules for each
contract eg CQUINs

Issue of in-year contract
variations

Agree measures to manage
demand for services if
demand is increasing

Contract negotiations

Agree actions if clinical
quality concerns are
identified

Resolve issues escalated
from UECN meetings

Agree changes in clinical
and quality assurance
practice to enhance patient
care
Agree actions relating to
high level external enquiry
reports if concerns are
identified
Agree action to be taken to
address key issues in
relation to incidents and
serious incidents
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SCHEDULE 7
VARIATIONS TO THIS AGREEMENT
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SCHEDULE 8
SERVICE VARIATION PROCESS

1.

Introduction
This Schedule sets out the process in relation to Service Variations that may be made
to the Commissioning Contract.

2.

Background
Through discussion with the Parties' Chief Officers and the Provider, it has been
identified that there is a risk related to an individual Party or some of the Parties
looking to substantially change or decommission service elements from within the
Commissioning Contract. It was noted that a process was required in order to mitigate
this risk and manage proposed Service Variations in a controlled way that minimises
the impact on the Collaborative and wider services.

3.

Process
3.1.

The proposing Party must send a Variation Proposal (in the form of the
Variation Proposal template set out at Annex 1 to this Schedule 8) to the
Lead Commissioner / Contractor which shall forward it to the Lead Officers.

3.2.

The Lead Officers will discuss the appropriateness of the wording and may
make amendments as appropriate.

3.3.

The Lead Officers may sign and serve the variation Proposal on the Provider
in accordance with the terms of the Commissioning Contract or may require
the Lead Commissioner / Contractor to sign and serve the Variation Proposal
on the Provider.

3.4.

The Provider will provide a response to the Variation Proposal within 10
Working Days to the Lead Commissioner / Contractor who shall circulate the
response to the Lead Officers.

3.5.

The Lead Officers (and the Provider, if necessary) shall consider the impact
of the Variation Proposal and the response and, taking into account the
nature of the matter and the potential impact on the Parties, determine
whether:
3.5.1.

to refer the variation to a Check and Challenge Meeting; or

3.5.2.

the Lead Officers have delegated authority to approve the
variation without referring the matter to the Parties.

3.6.

Where the Lead Officers have delegated authority to approve the variation
without referring the matter to the Parties pursuant to paragraph 3.5.2 the
Lead Officers may approve the variation.

3.7.

Where the variation is approved in accordance with paragraph 6 the Lead
Officer may make such arrangements as necessary to notify formal
acceptance of the variation to the Provider or may instruct the Lead
Commissioner / Contractor to do so.

3.8.

Where the Provider proposes a variation to the Commissioning Contract to
the Lead Commissioner / Contractor or a Lead Officer, the recipient shall
circulate copies to all Lead Officers who shall determine which action under
paragraphs 3.5.1 to 3.5.2 above to take.
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Check and Challenge Meetings
3.9.

3.10.

3.11.

Where a matter is referred to a Check and Challenge Meeting, the persons in
attendance shall meet within 20 Working Days of the receipt of the Provider's
response or the receipt of the Provider's proposed variation to:
3.9.1.

review and discuss the impact of the variation and/or any
response;

3.9.2.

consider the scale of the impact in terms of the Parties affected;

3.9.3.

ensure that impacts are quantified and understood as much as
possible and where possible they are jointly agreed between the
Provider and the relevant Parties;

3.9.4.

recommend agreement on the acceptability of the variation or
clearly identify reasons agreement cannot be recommended;

3.9.5.

if agreement is recommended, identify the appropriate decision
making level to recommend whether to accept or reject the
variation;

3.9.6.

if agreement is not recommended, escalate the variation to the
JSCB or identify any additional analysis that is required to provide
further assurance agreeing clear timescales and ownership for
delivery; and

3.9.7.

where such additional analysis is provided, consider whether it
provides further assurance and determine the appropriate action
under this paragraph 3.9.

Check and Challenge meetings shall be called when required and shall be
attended by:
3.10.1.

111 Contract Manager (who shall be Chair);

3.10.2.

representative(s) from the proposing Party (if relevant);

3.10.3.

representative(s) from the Provider;

3.10.4.

the 111 Finance Manager; and

3.10.5.

Lead Officer(s) from the UECN that include any Party affected by
the variation.

The Check and Challenge Meeting attendees shall ensure that:
3.11.1.

where agreement is recommended, the appropriate persons at the
appropriate decision making levels are made aware of the Check
and Challenge meetings considerations; or

3.11.2.

where agreement is not recommended and escalation is required,
that the matter is escalated to the JSCB.

Decision making levels
3.12.

The appropriate decision making levels are:
3.12.1.

the individual Parties (and such decisions will be CCG Decisions);

3.12.2.

the Parties that make up one or more UECNs (and such decisions
will be JSCB Decisions made by the appropriate Lead Officers);
and
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3.12.3.

where the variation affects all Parties, the JSCB (and such
decisions will be JSCB Decisions).

3.13.

Where a variation is agreed pursuant to paragraph 3.12, the Lead
Commissioner / Contractor will be notified and shall make such arrangements
as necessary to notify formal acceptance of the variation.

3.14.

Where a variation is not agreed, the matter shall be referred to dispute
resolution.
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ANNEX 1
SERVICE VARIATION PROPOSAL TEMPLATE
VARIATION PROPOSAL

Contract/Variation Reference:

Proposed by:

Co-ordinating Commissioner on behalf of the NHS CB/Coordinating
Commissioner
on
behalf
of
the
Commissioners/Provider (delete as applicable)

Date of Proposal:

Capitalised words and phrases in this Variation Proposal have the meanings given to them in
the Contract referred to above.
1.

The Proposer proposes the Variation summarised below:

[and reflected in the revised draft Particulars and/or Service Conditions bearing the
contract reference and variation number set out above and/or the revised General
Conditions updated [
] and/or the attached draft [insert title and reference of
document]. (delete/complete as appropriate)]
2.

The Proposer requires the proposed Variation to take effect on [

3.

The Proposer requires the Recipient to respond to this Variation Proposal in writing
within 10 Operational Days, setting out whether:
•
•

].

it accepts the proposed Variation; and/or
it has any concerns with the contents of this Variation Proposal,

and any other comments it may have in relation to the proposed Variation.

SIGNED by

……………………………………………..
Signature

[INSERT AUTHORISED
SIGNATORY’S NAME]
for and on behalf of [CO-ORDINATING
COMMISSIONER/PROVIDER]

………………………………………………
Title
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SCHEDULE 9
MEMORANDUM OF ADHERENCE

Dated__________________________________________

MEMORANDUM OF ADHERENCE
FOR THE
COLLABORATIVE COMMISSIONING OF 111 SERVICES
BETWEEN
CLINICAL COMMISSIONING GROUPS
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THIS MEMORANDUM is dated is dated the

day of

2016

BETWEEN
(1)

[insert name of CCG] whose principal office is at [insert principal office address] ("New Party")
and

(2)

The clinical commissioning groups named in the Schedule as the existing parties in the
collaborative commissioning arrangements ("Existing Parties").

BACKGROUND
(A)

This memorandum is entered into under Clause [insert number] of a memorandum of
understanding dated [insert date], made between Existing Parties setting out the terms for
operating the collaborative commissioning of 111 services as amended from time to time (the
"MOU").

(B)

The New Party wishes to join the MOU.

IT IS AGREED:
1.

DEFINITIONS AND INTERPRETATION
Words and expressions used in this memorandum shall, unless the context expressly requires
otherwise, have the meaning given to them in the MOU. The Effective Date means the date
of this memorandum.

2.

CONFIRMATION AND UNDERTAKING
The New Party confirms that it has been supplied with a copy of the MOU. The New Party and
each of the Existing Parties undertake with each other that, from the Effective Date, the New
Party shall assume all of the rights and obligations under the MOU and shall observe, perform
and be bound by the provisions of the MOU that contain obligations on the parties to the MOU
as though the New Party was an original party to the MOU.

3.

COUNTERPARTS
This memorandum may be executed in any number of counterparts, each of which when
executed and delivered shall constitute a duplicate original, but all the counterparts shall
together constitute the one agreement.

4.

GOVERNING LAW AND JURISDICTION
4.1

The New Party and the Existing Parties acknowledge that they are all health service
bodies for the purposes of section 9 of the NHS Act 2006. Accordingly, this
memorandum shall be treated as an NHS Contract and shall not be legally
enforceable.

4.2

This memorandum shall be governed by and construed in accordance with English
Law and, subject to Clauses 4.1, the New Party and the Existing Parties irrevocably
agree that the courts of England shall have exclusive jurisdiction to settle any dispute
or claim that arises out of or in connection with this memorandum.

This document has been signed and takes effect on the date stated at the beginning of it.

[INSERT NEW PARTY NAME]
AUTHORISED OFFICER

Date
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NHS EAST RIDING OF YORKSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HULL
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS VALE OF YORK
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HAMBLETON, RICHMONDSHIRE AND
WHITBY CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HARROGATE AND RURAL DISTRICT
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SCARBOROUGH AND RYEDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS NORTH
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS SOUTH AND EAST
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS WEST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD CITY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD DISTRICTS
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH KIRKLEES
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS GREATER HUDDERSFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS AIREDALE, WHARFEDALE AND
CRAVEN CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS CALDERDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SHEFFIELD
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BARNSLEY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS ROTHERHAM
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS DONCASTER
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BASSETLAW
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH LINCOLNSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH EAST LINCOLNSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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SCHEDULE 10
EXISTING PARTIES

Party

Address of principal office of
Party

NHS East Riding of Yorkshire Clinical
Commissioning Group

Health House, Grange Park Lane, Willerby,
East Yorkshire, HU10 6DT

NHS Hull Clinical Commissioning Group

2 Floor, Wilberforce Court, Alfred Gelder
Street, Hull, HU1 1UY

NHS Vale of York Clinical Commissioning
Group

West Offices, Station Rise, York, YO1 6GA

NHS Hambleton, Richmondshire and Whitby
Clinical Commissioning Group

Hambleton District Council, Civic Centre,
Stone Cross, Northallerton, North Yorkshire,
DL6 2UU

NHS Harrogate and Rural District Clinical
Commissioning Group

1 Grimbald Crag Court, St James Business
Park, Knaresborough, North Yorkshire, HG5
8QB

NHS Scarborough and Ryedale Clinical
Commissioning Group

Scarborough Town Hall, St Nicholas Street,
Scarborough, North Yorkshire, YO11 2HG

NHS Sheffield Clinical Commissioning Group

722 Prince of Wales Road,
Sheffield, South Yorkshire, S9 4EU

NHS Barnsley Clinical Commissioning Group

Hillder House, 49-51 Gawber
Barnsley, South Yorkshire, S75 2PY

NHS Rotherham
Group

Clinical

Commissioning

Oak House, Moorhead Way, Bramley,
Rotherham, South Yorkshire, S66 1YY

NHS Doncaster
Group

Clinical

Commissioning

Sovereign
House,
Heavens
Walk,
Doncaster, South Yorkshire, DN4 5HZ

nd

Darnall,

Road,

NHS Wakefield Clinical Commissioning
Group

White Rose House, West Parade, Wakefield,
West Yorkshire, WF1 1LT

NHS Leeds North Clinical Commissioning
Group

Leafield House, 107-109 King Lane, Leeds,
West Yorkshire, LS17 5BP

NHS Leeds South and East Clinical
Commissioning Group

3200 Century Way, Thorpe Park, Leeds,
West Yorkshire, LS15 8ZB

NHS Leeds West Clinical Commissioning
Group

Suites 2-4, Wira House, Wira Business Park,
Leeds, West Yorkshire, LS16 6EB

NHS Bradford City Clinical Commissioning
Group

Douglas Mill, Bowling Old Lane, Bradford,
West Yorkshire, BD5 7JR

NHS Bradford Districts Clinical

Douglas Mill, Bowling Old Lane, Bradford,
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Commissioning Group

West Yorkshire, BD5 7JR

NHS North Kirklees Clinical Commissioning
Group

4 Floor, Empire House, Wakefield Old
Road, Dewsbury, West Yorkshire, WF12 8DJ

NHS Greater Huddersfield Clinical
Commissioning Group

Broad Lea House, Dyson Wood Way,
Bradley, Huddersfield, West Yorkshire, HD2
1GZ

NHS Airedale, Wharfedale and Craven
Clinical Commissioning Group

Millennium Business Park, Station Road,
Steeton, West Yorkshire, BD20 6RB

NHS Calderdale
Group

Clinical

Commissioning

5 Floor, F Mill, Dean Clough Mills, Halifax,
West Yorkshire, HX3 5AX

NHS Bassetlaw
Group

Clinical

Commissioning

Retford Hospital, North Road,
Nottinghamshire, DN22 7XF

th

th

Retford,

NHS
North
Lincolnshire
Commissioning Group

Clinical

The Health Place, Wrawby Road, Brigg,
South Humberside, DN20 8GS

NHS North East Lincolnshire
Commissioning Group

Clinical

Athena Building & Olympia House, Saxon
Court, Gilbey Road, Grimsby, South
Humberside, DN31 2UJ

48
1029241_2

Dated__________________________________________

MEMORANDUM OF UNDERSTANDING
FOR THE
COLLABORATIVE COMMISSIONING OF 999 SERVICES
BETWEEN
CLINICAL COMMISSIONING GROUPS
ACROSS
YORKSHIRE AND HUMBER

[DRAFT VERSION 4 – 29 MARCH 2016]
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THIS AGREEMENT is dated the

day of

2016

BETWEEN
The clinical commissioning groups listed in Schedule 10, each a "Party" and together the "Parties".
BACKGROUND
(A)

Each Party is a signatory to a single contract with Yorkshire Ambulance Service NHS Trust for
the provision of 999 services in each Party's area.

(B)

This Agreement sets out a framework for collaborative decision-making by the Parties in
relation to matters concerning the commissioning of those services.

(C)

The Parties intend to establish a joint committee of the Parties to enable collaborative
decision-making in respect of the Services. The provisional timescale for setting up such joint
committee has been agreed as October 2016.

IT IS AGREED:
1.

DEFINITIONS AND INTERPRETATION
1.1

In this Agreement unless the context otherwise requires the following words and
expressions shall have the following meanings:

"111 Commissioning
Contract"

the contract between the Parties (and further clinical
commissioning groups) and the Provider for the provision of
111 call handling services, urgent primary medical care
services and minor injury units services dated 1 April 2013;

"Agreement"

this agreement between the Parties comprising these terms
and conditions, together with all Schedules;

“CCG”

a clinical commissioning group Party listed in Schedule 10;

"CCG Decisions"

has the meaning set out in Clause 6.1.1;

"Collaborative"

the collaborative commissioning arrangements set out in this
Agreement;

"Commencement
Date"

1 April 2016;

"Commissioning
Contract"

the contract between all the Parties as commissioners and
the Provider for the provision of the Services dated 1 April
2016;

"Commissioning
Contract Variation
Report"

has the meaning set out in Clause 10.10

"Defaulting Party"

a Party that commits a persistent or material breach of this
Agreement;

"Dispute Resolution"

the process set out in Clause 12;

"DPA"

the Data Protection Act 1998 as amended from time to time;

"Exiting Party"

has the meaning in Clause 15.1;

"FOIA"

the Freedom of Information Act 2000 as amended from time
6
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to time;
"Functions"

the statutory functions of each of the Parties in relation to the
provision of, or making arrangements for the provision of, the
Services;

"Guidance"

any applicable health or social care guidance, guidelines,
direction or determination, framework, code of practice,
standard or requirement to which the Parties and/or the
Provider have a duty to have regard (and whether specifically
mentioned in the Commissioning Contract or not), to the
extent that the same are published and publicly available or
the existence or contents of them have been notified to the
Provider by the Parties and/or any relevant Regulatory or
Supervisory Body;

“JSCB”

the Joint Strategic Commissioning Board, the role and terms
of reference for which are set out in Schedule 4;

"JSCB Decisions"

has the meaning set out in Clause 5.1.2;

"Law"

(i)

any applicable statute or proclamation or any
delegated or subordinate legislation or regulation;

(ii)

any enforceable EU right within the meaning of
section 2(1) European Communities Act 1972;

(iii)

any applicable judgment of a relevant court of law
which is a binding precedent in England and
Wales;

(iv)

Guidance;

(v)

National Standards; and

(vi)

any applicable code,

in each case in force in England and Wales;
"Lead Officer"

has the meaning set out in Clause 6.5.4;

"Lead Commissioner /
Contractor"

NHS Wakefield CCG;

"Lead Commissioner /
Contractor Decisions"

has the meaning set out in Clause 6.1.3;

"National Standards"

those standards applicable to the Provider under the Law
and/or Guidance as amended from time to time;

"Objectives"

the objectives set out in Clause 4.1 and Schedule 2;

"Personal Data"

has the meaning given to it in the DPA;

"Provider"

Yorkshire Ambulance Service NHS Trust;

"Regulatory or
Supervisory Body"

any statutory or other body having authority to issue
guidance, standards or recommendations with which the
relevant Party must comply or to which it must or should have
regard, including:
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"Service Variation"

(i)

Care Quality Commission;

(ii)

Monitor;

(iii)

NHS Trust Development Authority;

(iv)

NHS England;

(v)

the Department of Health;

(vi)

NICE; and

(vii)

HealthWatch England;

a variation to the Commissioning Contract which refers to the
Service and reflects:
(i)

the assessment by the Parties of pathway needs,
the availability of alternative providers and
demand for the Service; and/or

(ii)

the joint assessment of the Provider and Parties
of the quality and clinical viability of the Service
and the Services Environment; and/or

(iii)

the likely impact of any transformational need
and/or reconfiguration of a care pathway that
might affect the Service; and/or

(iv)

a change to the Service that could potentially
have a material impact on any or all of quality and
safety, performance and activity and finance, such
material impact not to be confined to the
proposing Party and “material” is to be interpreted
taking into account the potential impact on other
Parties, the UECNs and the Commissioning
Contract as a whole;

"Services"

the 999 services provided by the Provider under the terms of
the Commissioning Contract;

“Services
Environment”

has the meaning set out in the Commissioning Contract;

"Service Users"

any individual for whose benefit the Services are provided;

"Term"

one (1) year from the Commencement Date;

"Terminating Party"

a Party exercising its rights to terminate this Agreement in
accordance with Clauses 14.3 and 14.4;

“UECNs”

the Urgent and Emergency Care Networks listed in Schedule
3, and “UECN” shall be construed accordingly;

"Variation"

an addition, deletion or amendment to the Clauses of or the
Schedules to this Agreement, agreed by the Parties in
accordance with Clause 10 (Variation);

"Variation Report"

has the meaning in Clause 10.3; and

"Working Day"

any day other than Saturday, Sunday, a public or bank
6
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holiday in England and Wales.

2.

3.

1.2

References to statutory provisions shall be construed as references to those
provisions as respectively amended or re-enacted (whether before or after the
Commencement Date) from time to time.

1.3

The headings of the Clauses in this Agreement are for reference purposes only and
shall not be construed as part of this Agreement or deemed to indicate the meaning of
the relevant Clauses to which they relate. Reference to Clauses are clauses in this
Agreement.

1.4

References to Schedules are references to the schedules to this Agreement and a
reference to a Paragraph is a reference to the paragraph in the Schedule containing
such reference.

1.5

References to a person or body shall not be restricted to natural persons and shall
include a company, corporation or organisation.

1.6

Words importing the singular number only shall include the plural.

1.7

Where anything in this Agreement requires the mutual agreement of the Parties, then
unless the context otherwise provides, such agreement must be in writing.

1.8

If there is any conflict between the terms of this Agreement and the terms of the
Commissioning Contract, the terms of the Commissioning Contract will prevail.

1.9

If there is any conflict between the Clauses of this Agreement and the provisions of
any Schedule to this Agreement, the Clauses of this Agreement will prevail.

DURATION OF THE AGREEMENT
2.1

This Agreement comes into effect on the Commencement Date and shall remain in
force until the end of the Term, subject to earlier termination in accordance with
Clause 14 (Termination) and any extension agreed in accordance with Clause 2.2
below.

2.2

The Parties may agree in writing to extend the Term any number of times but each
time by a period of up to twelve (12) months. The Agreement shall expire
automatically without notice at the end of the Term (subject to earlier termination in
accordance with Clause 14 (Termination)).

PRINCIPLES OF THE COLLABORATIVE
3.1

4.

In performing their respective obligations under this Agreement, the Parties must act
in accordance with the principles set out in Schedule 1.

OBJECTIVES OF THE COLLABORATIVE
4.1

The Parties agree that, with effect from the Commencement Date, the main objective
of the Collaborative is to improve the provision of the Services through the
arrangements set out in this Agreement.

4.2

The Parties agree that further objectives of the Collaborative in relation to the
Services are as set out in Schedule 2 and the Parties agree to act in the furtherance
of these Objectives.

4.3

The Parties agree to seek to achieve the Objectives of the Collaborative through:
4.3.1

planning for the provision and transformation of the Services to meet the
health needs of the relevant local population on a place basis in
accordance with the Parties' respective commissioning intentions and
ambitions;
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5.

agreeing the extent of the Services and negotiating the Commissioning
Contract;

4.3.3

managing and maintaining the Commissioning Contract, including in
respect of quality standards, observance of service specifications, and
monitoring of activity and finance, so as to obtain best performance, quality
and value from the Services; and

4.3.4

managing variations to the Commissioning Contract in accordance with
national policy, the needs of Service Users and clinical developments.

ROLES AND RESPONSIBILITIES
5.1

6.

4.3.2

Each Party must:
5.1.1

participate in discussions at meetings of the UECN of which they are a
member;

5.1.2

agree with other members of the relevant UECN two representatives
("Lead Officers") to represent that UECN at meetings of the JSCB;

5.1.3

ensure the relevant Lead Officers have considered all documentation and
are fully prepared to discuss matters at meetings of the JSCB;

5.1.4

make all reasonable efforts to require their Lead Officers to inform the other
Lead Officers in advance if a relevant Lead Officer is unable to attend
meetings of the JSCB;

5.1.5

ensure its Lead Officers engage with all other Lead Officers and attendees,
if relevant, in matters related to this Agreement;

5.1.6

communicate openly and in a timely manner about concerns, issues or
opportunities relating to this Agreement; and

5.1.7

respond promptly to all requests for, and promptly offer, information or
proposals relevant to the operation of the Collaboration.

DECISION-MAKING ARRANGEMENTS
6.1

The Parties agree that, for matters relating to the Commissioning Contract and the
achievement of the Objectives of the Collaborative, there are three different levels of
decision-making (as set out in Schedule 6):
6.1.1

those decisions reserved to each Party ("CCG Decisions");

6.1.2

those decisions which are delegated by each Party to a Lead Officer acting
in collaboration with the other Lead Officers ("JSCB Decisions"); and

6.1.3

those decisions which are delegated to the Lead Commissioner /
Contractor by each Party ("Lead Commissioner / Contractor
Decisions").

CCG Decisions
6.2

Each Party must ensure that the matters set out as CCG Decisions in Schedule 6 are
reserved to the Party (or governing body or committee of the Party as appropriate).
Each Party agrees that its Chief Finance Officer (or duly authorised alternative in their
absence) shall be authorised to take CCG Decisions on its behalf, in accordance with
that Party’s constitution and scheme of delegation.

6.3

The Parties agree that the Lead Commissioner / Contractor does not have delegated
authority to make CCG Decisions.
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6.4

Each Party shall put in place mechanisms to ensure CCG Decisions are notified to the
Lead Commissioner / Contractor within 14 days of such CCG Decisions being taken
for appropriate action to be taken in relation to the Commissioning Contract.

JSCB Decisions
6.5

6.6

6.7

6.8

The Parties acknowledge that:
6.5.1

the Parties are able to discuss matters related to JSCB Decisions at UECN
meetings;

6.5.2

the Parties included in each UECN are set out in Schedule 3;

6.5.3

the Parties that are included in each UECN may send representatives to
meetings of the UECN to represent that Party;

6.5.4

the Lead Officers take the recommendations of the Parties at UECNs to the
JSCB to inform JSCB Decisions; and

6.5.5

the Lead Officers will consider the recommendations of the UECNs at
meetings of the JSCB in making JSCB Decisions as appropriate.

Each Party agrees:
6.6.1

that the relevant Lead Officers indicated in Schedule 3 represent that Party
at meetings of the JSCB;

6.6.2

that the relevant Lead Officers indicated in Schedule 3 make JSCB
Decisions on behalf of that Party at meetings of the JSCB; and

6.6.3

the role and terms of reference of the JSCB that are set out in Schedule 4.

Each Party must
6.7.1

ensure that the matters set out as JSCB Decisions in Schedule 6 are
delegated effectively and lawfully to the relevant Lead Officers indicated in
Schedule 3 such that the Lead Officers have the appropriate power to bind
that Party in relation to JSCB Decisions made at meetings of the JSCB;

6.7.2

ensure that the Lead Officers are sufficiently appraised of the scope of the
delegation by the relevant Party to the Lead Officers in relation to JSCB
Decisions; and

6.7.3

ensure the Lead Officers are able to give and receive notices and other
communications that relate to the Collaborative.

The Parties agree that:
6.8.1

the JSCB is not a joint committee of the Parties and does not have
delegated authority to make decisions that bind the Parties; and

6.8.2

it is the relevant Lead Officers that make JSCB Decisions which bind the
Party represented by those Lead Officers; and

6.8.3

the Lead Commissioner / Contractor does not have delegated authority to
make JSCB Decisions.

6.9

The Parties acknowledge that there needs to be unanimity across all Lead Officers in
order for JSCB Decisions to be made in collaboration.

6.10

Where unanimity is not reached between the Lead Officers, the Parties agree that the
matter may be referred to dispute resolution in accordance with Clause 12 (Dispute
Resolution).
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6.11

The Lead Officers shall agree mechanisms to ensure JSCB Decisions that are
unanimously determined by the Lead Officers are notified to the Lead Commissioner /
Contractor for appropriate action to be taken in relation to the Commissioning
Contract.

Lead Commissioner / Contractor Decisions
6.12

Each Party must ensure that the matters set out as Lead Commissioner / Contractor
Decisions in Schedule 6 are delegated effectively and lawfully to the Lead
Commissioner / Contractor.

6.13

Subject to Clause 6.12, the Parties acknowledge that the Lead Commissioner /
Contractor is able to:

6.14

7.

6.13.1

make Lead Commissioner / Contractor Decisions and such decisions will
bind all of the Parties;

6.13.2

take appropriate action under the Commissioning Contract in relation to
Lead Commissioner / Contractor Decisions without reference to the Parties
or the Lead Officers.

The Lead Commissioner / Contractor shall chair meetings of the Contract
Management Board, through which the Provider shall be held to account (the terms of
reference for which are set out in Schedule 5). The Contract Management Board shall
not have any authority in and of itself to make decisions which bind the Parties; it is a
forum in which:
6.14.1

Lead Commissioner / Contractor Decisions may be made and/or
implemented by the Lead Commissioner / Contractor; and

6.14.2

JSCB Decisions and/or CCG Decisions may be implemented by the Lead
Commissioner / Contractor.

INSPECTION
The Parties shall co-operate with any investigation undertaken by any Regulatory or
Supervisory Body in respect of the Services.

8.

COLLABORATIVE COSTS AND RESOURCES
8.1

The Parties agree that payments due under the Commissioning Contract shall be
made in accordance with the provisions of the Commissioning Contract.

8.2

Each Party agrees to set aside £20,000 per year to reimburse costs incurred by the
Lead Commissioner / Contractor associated with the purposes set out in Clause 8.3
and the costs associated with the purposes set out in the 111 Commissioning
Contract.

8.3

The Lead Commissioner / Contractor shall be authorised by all Parties to agree and
pay the following costs in respect of the Collaborative:

8.4

8.3.1

audit fees;

8.3.2

fees for consultancy fees including expenses;

8.3.3

booking of facilities for meetings of the JSCB; and

8.3.4

fees relating to initiatives and contributions to support the National
Ambulance Commissioners Network.

The Lead Commissioner / Contractor shall pay such costs incurred as set out in
Clause 8.3 and recharge each Party its share of the costs proportionately according to
the relevant Party’s CCG population as a proportion of the total population of all of the
CCGs combined.
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9.

10.

8.5

Staff costs associated with the management of the Commissioning Contract will be
managed separately to the costs set out in Clause 8.3 and each Party agrees to pay
their share of the costs proportionately according to the relevant Party’s CCG
population as a proportion of the total population of all of the CCGs.

8.6

The Parties shall ensure prompt payment of their share of such costs set out in this
Clause 8 to the Lead Commissioner / Contractor and in any event shall pay such
shares within 30 days of receipt of a claim for payment from the Lead Commissioner /
Contractor

INDEMNITY
9.1

Nothing in this Agreement shall affect the liabilities of the Parties to the Service Users
in respect of their Functions.

9.2

Each Party undertakes to indemnify each other Party against all actions, proceedings,
costs, claims, demands, liabilities, losses and expenses, whether arising in tort
(including negligence) or as a result of default or breach of this Agreement, to the
extent that any loss or claim is due to the breach of contract, negligence, wilful default
or fraud of the indemnifying Party (or its employees, agents or sub-contractors),
except to the extent that the loss or claim is directly caused by or directly arises from
the negligence, breach of this Agreement, or applicable Law by the indemnified Party
or (or its employees, agents or sub-contractors).

9.3

Each Party shall ensure that it maintains appropriate insurance arrangements in
respect of employer's liability, liability to third parties and all other potential liability
under this Agreement.

VARIATION
10.1

If at any time during the term of this Agreement any Party requests in writing any
Variation to this Agreement (which may include changes required as a result of a
change in law), Clauses 10.3 to 10.7 shall apply.

10.2

If at any time during the term of this Agreement any Party requests in writing any
variation to the Commissioning Contract, Clauses 10.8 to 10.12 shall apply.

Variations to this Agreement
10.3

The Party proposing the Variation shall provide a report in writing to the other Parties
(the "Variation Report”) setting out:
10.3.1

the Variation proposed;

10.3.2

the date upon which the Variation is to take effect;

10.3.3

a statement of the impact the Variation will have on, and any change
required to, the Schedules;

10.3.4

a statement on the individual responsibilities of the Parties for any
implementation of the Variation; and

10.3.5

details of any proposed staff and employment implications.

10.4

Following receipt by the receiving Parties of the Variation Report and allowing twenty
(20) Working Days in which to consider the Variation Report, the Parties shall meet to
discuss the proposed Variation and acting reasonably and in good faith shall use
reasonable endeavours to agree the Variation.

10.5

Where the Parties are unable to agree on the terms of the Variation then any Party
may refer the matter to dispute resolution under Clause 12 (Dispute Resolution).
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10.6

All Variations made to this Agreement shall be agreed between the Parties. Such
Variations to this Agreement are only to be effective if made in writing and signed by
all the Parties.

10.7

Variations to this Agreement shall be appended to this Agreement at Schedule 7.

Variations to the Commissioning Contract

11.

12.

10.8

Where a variation to the Commissioning Contract is a Service Variation, the process
set out in Schedule 8 shall be followed.

10.9

Where a variation to the Commissioning Contract is not a Service Variation, the
process set out in Clauses 10.10 to 10.12 shall be followed

10.10

The Party proposing any variation to the Commissioning Contract shall provide a
report in writing to the Lead Commissioner / Contractor (the "Commissioning
Contract Variation Report”) setting out:
10.10.1

the variation proposed;

10.10.2

the date upon which the variation is to take effect; and

10.10.3

a statement on the individual responsibilities of the Parties for any
implementation of the variation;

10.11

Following receipt by the Lead Commissioner / Contractor of the Commissioning
Contract Variation Report, the JSCB shall meet to hear the Lead Commissioner /
Contractor’s recommendations on the proposed variation and acting reasonably and
in good faith shall use reasonable endeavours to agree the variation.

10.12

Where the variation is agreed by the JSCB, the Lead Commissioner / Contractor shall
make the necessary arrangements to implement the variation in accordance with the
relevant provisions of the Commissioning Contract.

NOTICES
11.1

Any notices to be given under this Agreement must be in writing and served on the
Lead Officers either by hand, post, or e-mail to the address for that Lead Officer as set
out in Schedule 3.

11.2

Notices:
11.2.1

by post will be effective upon the earlier of actual receipt, or five (5)
Working Days after mailing;

11.2.2

by hand will be effective upon delivery;

11.2.3

by e-mail will be effective when sent in legible form subject to no
automated response being received.

11.3

The Lead Officers shall circulate such notices as soon as reasonably practicable to
the Parties they represent.

11.4

Any notices to be given under the Commissioning Contract shall be served in
accordance with the provisions of the Commissioning Contract.

DISPUTE RESOLUTION
12.1

Where any dispute arises between the Parties (including the Lead Commissioner /
Contractor) or where a decision of the JSCB is not unanimous, the Parties, through
the relevant Lead Officers, must use their best endeavours to resolve that dispute on
an informal basis at the next meeting of the JSCB.
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13.

12.2

Where any matter referred to dispute resolution is not resolved under Clause 12.1,
any Lead Officer may request an emergency meeting of the JSCB and use their best
endeavours to resolve that dispute on an informal basis.

12.3

If any dispute is not resolved under Clauses 12.1 and 12.2, any Party in dispute may
refer the dispute to the Chief Officers of the relevant Parties, who will co-operate in
good faith to recommend a resolution to the dispute within ten (10) Working Days of
the referral.

12.4

Where any dispute is not resolved under Clauses 12.1 to 12.3, any Party in dispute
may refer the matter for mediation arranged by an independent third party and any
agreement reached through mediation must be set out in writing and signed by the
Parties in dispute.

JOINING THE COLLABORATIVE
Joining
13.1

14.

A clinical commissioning group that wishes to join the Collaboration may do so,
subject to:
13.1.1

that Party agreeing to be bound by the terms of this Agreement; and

13.1.2

the agreement of all the existing Parties.

13.2

If a clinical commissioning group becomes a Party to this Agreement, that clinical
commissioning group must sign a memorandum of adherence in the form set out in
Schedule 9.

13.3

The Parties agree that statutory successor bodies to any one or more of the Parties
shall be deemed to be Parties to this Agreement and the agreement of the remaining
Parties in accordance with Clause 13.1 is not required. For the avoidance of doubt,
this includes an organisation formed as a result of a statutory merger of two or more
Parties.

TERMINATION
Termination of this Agreement
14.1

The Parties may agree in writing at any time to terminate this Agreement from such
date as may be agreed between the Parties.

Termination of a Defaulting Party
14.2

The remaining Parties acting in agreement may, at any time terminate a Defaulting
Party's participation in the Agreement by notice in writing to the Defaulting Party
where such default is not capable of remedy or, where capable of remedy, has not
been remedied within two (2) weeks of the Defaulting Party receiving notification of
such default.

Termination of a Party in relation to the Service
14.3

Where a Party terminates its participation in the Commissioning Contract, that Party's
participation in this Agreement shall automatically terminate on the same date.

Termination of a Party's participation in the Agreement
14.4

Any Party may terminate its participation in this Agreement by giving the other Parties
notice in writing if that Party's fulfilment of its obligations hereunder would be in
contravention of any guidance from any Secretary of State, regulations or legislation
issued or enacted after the Commencement Date.

14.5

Upon termination in accordance with Clauses 14.2 to 14.4, this Agreement shall
partially terminate as between the remaining Parties and the Defaulting Party or
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Terminating Party (as the case may be) only. For the avoidance of doubt, this
Agreement shall continue in force as between the remaining Parties notwithstanding
any partial termination in respect of any one or more Parties and the remaining
Parties shall effect such amendments to this Agreement as may be necessary in
accordance with Clause 10 (Variation).
15.

CONSEQUENCES OF EXPIRY, TERMINATION OR PARTY LEAVING
15.1

15.2
16.

17.

18.

In the event that this Agreement expires, is terminated (whether in full or in part) or a
Party leaves the Collaborative (the "Exiting Party"), the Parties agree to co-operate
to ensure an orderly wind down of their joint activities as set out in this Agreement and
the following provisions shall (unless agreed otherwise by the Parties) have effect:
15.1.1

each Party shall ensure or procure the continued provision of the Services
related to its Functions;

15.1.2

insofar as it is necessary, each Party shall use its reasonable endeavours
to arrange and ensure the novation of any relevant contracts which are
necessary to be novated from an Exiting Party to a remaining Party who
shall accept such novation.

The Parties shall at all times act in such a manner as not to adversely affect the
delivery of the Services.

SURVIVAL
16.1

The provisions of this Agreement which are expressly stated to survive its termination
or expiry or which are intended by their nature to survive termination or expiry shall
continue in force (including but not limited to Clauses 7, 8, 9, 12, 15, 16, 17, 18 and
28 together with those other Clauses, the survival of which is necessary for the
interpretation or enforcement of this Agreement.

16.2

Termination or expiry of this Agreement does not affect any accrued rights or
remedies under this Agreement or any other agreement between the Parties.

CONFIDENTIALITY
17.1

Except as required by law and specifically pursuant to Clause 19 (Freedom of
Information), each Party agrees at all times during the continuance of this Agreement
and after its termination or expiry to keep confidential any and all information, data
and material of any nature which that Party may receive or obtain in connection with
the operation of this Agreement or otherwise relating in any way to the business,
operations and activities of another Party, its employees, agents and/or any other
person with whom it has dealings. For the avoidance of doubt this Clause shall not
affect the rights of any workers under section 43 A-L of the Employment Rights Act
1996.

17.2

The Parties agree to provide or make available to each other sufficient information
concerning their own operations and actions and concerning Service User information
relating to users of the Services (including material affected by the DPA in force at the
relevant time) to enable the efficient operation of the Collaborative.

DATA PROTECTION
18.1

The Parties acknowledge their respective duties under the DPA and shall give all
reasonable assistance to each other where appropriate or necessary to comply with
such duties.

18.2

To the extent that a Party is acting as a Data Processor (as such term is defined in the
DPA) on behalf of one or more of the other Parties, that Party shall, in particular, but
without limitation:
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18.3

19.

18.2.1

only process such Personal Data as is necessary to perform its obligations
under this Agreement, and only in accordance with any instruction given by
the other Party or Parties under this Agreement;

18.2.2

put in place appropriate technical and organisational measures against any
unauthorised or unlawful processing of such Personal Data, and against
the accidental loss or destruction of or damage to such Personal Data
having regard to the specific requirements in Clause 18.3.3 below, the
state of technical development and the level of damages that may be
suffered by a Data Subject (as such term is defined in the DPA) whose
Personal Data is affected by such unauthorised or unlawful processing or
by its loss, damage or destruction;

18.2.3

take reasonable steps to ensure the reliability of employees who will have
access to such Personal Data, and ensure that such employees are aware
of and trained in the policies and procedures identified in Clauses 18.3.4,
18.3.5 and 18.3.6 below; and

18.2.4

not cause or allow such Personal Data to be transferred outside the
European Economic Area without the prior consent of the other Party or
Parties (as relevant).

The Parties shall ensure that Personal Data is safeguarded at all times in accordance
with the DPA and other relevant data protection legislation, which shall include without
limitation the obligation to:
18.3.1

perform an annual information governance self-assessment;

18.3.2

have an information guardian able to communicate with the other Parties,
who will take the lead for information governance and from whom the other
Parties shall receive regular reports on information governance matters
including details of all data loss and confidentiality breaches;

18.3.3

(where transferred electronically) only transfer essential data that is (i)
necessary for direct care of users of the Services; and (ii) encrypted to the
higher of the international data encryption standards for healthcare and the
National Standards (this includes, but is not limited to, data transferred over
wireless or wired networks, held on laptops, CDs, memory sticks and
tapes);

18.3.4

have policies which are rigorously applied that describe individual personal
responsibilities for handling Personal Data;

18.3.5

have agreed protocols for sharing Personal Data with other NHS
organisations and non-NHS organisations; and

18.3.6

have a system in place and a policy for the recording of any telephone
calls, where appropriate, in relation to the Services, including the retention
and disposal of such recordings.

FREEDOM OF INFORMATION
19.1

Each Party acknowledges that the other Parties are subject to the requirements of the
FOIA and each Party shall assist and co-operate with the others (at their own
expense) to enable the other Parties to comply with their information disclosure
obligations.

19.2

Where a Party receives a "request for information" (as defined in the FOIA) in relation
to information which it is holding on behalf of another Party, it shall (and shall procure
that its sub-contractors shall):
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20.

21.

19.2.1

transfer the request for information to the other Party as soon as
practicable after receipt and in any event within two (2) Working Days of
receiving the request for information;

19.2.2

provide the other Party with a copy of all information in its possession or
power in the form that the other Party requires within five (5) Working Days
(or such other period as may be agreed) of the other Party requesting that
information; and

19.2.3

provide all necessary assistance as reasonably requested to enable the
other Party to respond to the request for information within the time for
compliance set out in section 10 of the FOIA.

19.3

Where a Party receives a request for information which relates to the Agreement, it
shall inform the other Parties of the request for information as soon as practicable
after receipt and in any event within two (2) Working Days of receiving the request for
information.

19.4

If any Party determines that information must be disclosed pursuant to Clause 19.3, it
shall notify the other Parties of that decision at least two (2) Working Days before
disclosure.

19.5

Each Party shall be responsible for determining at its absolute discretion whether the
relevant information is exempt from disclosure or is to be disclosed in response to a
request for information.

19.6

Each Party acknowledges that the other Parties may be obliged under the FOIA to
disclose information:
19.6.1

without consulting with the other Parties; or

19.6.2

following consultation with the other Parties and having taken their views
into account.

STATUS
20.1

The Parties acknowledge that they are all health service bodies for the purposes of
section 9 of the NHS Act 2006. Accordingly, this Agreement shall be treated as an
NHS Contract and shall not be legally enforceable.

20.2

Nothing in this Agreement shall create or be deemed to create a legal partnership
under the Partnership Act 1890 or the relationship of employer and employee
between the Parties or render any Party directly liable to any third party for the debts,
liabilities or obligations of any other Party.

20.3

Save as specifically authorised under the terms of this Agreement, a Party shall not
hold itself out as the agent of any other Party.

ASSIGNMENT AND SUB-CONTRACTING
This Agreement, and any right and conditions contained in it, may not be assigned or
transferred by any Party without the prior written consent of the other Parties, except to any
statutory successor to the relevant function.

22.

THIRD PARTY RIGHTS
The Contracts (Rights of Third Parties) Act 1999 shall not apply to this Agreement and
accordingly the Parties to this Agreement do not intend that any third party should have any
rights in respect of this Agreement by virtue of that Act.

23.

COMPLAINTS
23.1

Any complaints relating to a Party's Functions shall be dealt with in accordance with
the statutory complaints procedure of that Party.
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24.

23.2

Insofar as any complaint may relate to the content of this Agreement such complaints
shall be referred to the meetings of the JSCB. The Parties shall co-operate as to the
resolution of complaints.

23.3

In the event that a complaint arises about the Commissioning Contract, that complaint
should be dealt with in accordance with the procedure set out in the Commissioning
Contract.

ENTIRE AGREEMENT
This Agreement constitutes the entire agreement and understanding of the Parties and
supersedes any previous agreement between the Parties relating to the subject matter of this
Agreement.

25.

SEVERABILITY
If any term, condition or provision contained in this Agreement shall be held to be invalid,
unlawful or unenforceable to any extent, such term, condition or provision shall not affect the
validity, legality or enforceability of the remaining parts of this Agreement.

26.

WAIVER
No failure or delay by a Party to exercise any right or remedy provided under this Agreement
or by law shall constitute a waiver of that or any other right or remedy, nor shall it prevent or
restrict the further exercise of that or any other right or remedy. No single or partial exercise of
such right or remedy shall prevent or restrict the further exercise of that or any other right or
remedy.

27.

COSTS AND EXPENSES
Each Party shall be responsible for paying its own costs and expenses incurred in connection
with the negotiation, preparation and execution of this Agreement.

28.

GOVERNING LAW AND JURISDICTION
This Agreement shall be governed by and construed in accordance with English Law and,
subject to Clauses 12 (Dispute Resolution) and 20.1 (Status), the Parties irrevocably agree
that the courts of England shall have exclusive jurisdiction to settle any dispute or claim that
arises out of or in connection with this Agreement.

29.

FAIR DEALINGS
The Parties recognise that it is impracticable to make provision for every contingency which
may arise during the life of this Agreement and they declare it to be their intention that this
Agreement shall operate between them with fairness and without detriment to the interests of
any of them and that if in the course of the performance of this Agreement, unfairness to any
of them does or may result then the other shall use its reasonable endeavours to agree upon
such action as may be necessary to remove the cause or causes of such unfairness.

30.

COUNTERPARTS
This Agreement may be executed in one or more counterparts. Any single counterpart or a
set of counterparts executed, in either case, by all Parties shall constitute a full original of this
Agreement for all purposes.

This Agreement is effective on the date stated at the beginning of it.

IN WITNESS OF WHICH the Parties have signed this Agreement on the date shown below
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NHS EAST RIDING OF YORKSHIRE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HULL
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS VALE OF YORK
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HAMBLETON, RICHMONDSHIRE AND
WHITBY CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HARROGATE AND RURAL DISTRICT
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SCARBOROUGH AND RYEDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS NORTH
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS SOUTH AND EAST
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS WEST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD CITY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD DISTRICTS
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH KIRKLEES
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS GREATER HUDDERSFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS AIREDALE, WHARFEDALE AND
CRAVEN CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS CALDERDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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NHS SHEFFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BARNSLEY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS ROTHERHAM
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS DONCASTER
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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SCHEDULE 1
PRINCIPLES OF THE COLLABORATION

1. Principles of the Collaboration
1.1. In performing their respective obligations under this Agreement, the Parties must:
1.1.1.

act in the best interests of patients and the public;

1.1.2.

at all times act in good faith towards each other;

1.1.3.

collaborate and co-operate to work towards ensuring that the
commissioning ambitions and intentions of each of the Parties are met
with the aim of achieving fairness and equity between the Parties as to the
costs and quality of the Services provided;

1.1.4.

act in a timely manner and recognise the time-critical nature of the
Commissioning Contract and respond accordingly to requests for support;

1.1.5.

be accountable by taking on, managing and accounting to the other
Parties for the performance of their respective roles and responsibilities
set out in this Agreement;

1.1.6.

learn from best practice of other commissioning organisations and seek to
develop as a collaborative to achieve the full potential of the relationship;

1.1.7.

share information, experience, materials and skills to learn from each
other and develop effective working practices, work collaboratively to
identify solutions, eliminate duplication of effort, mitigate risk and reduce
cost;

1.1.8.

adopt a positive outlook and behave in a positive, proactive manner;

1.1.9.

act in an inclusive manner with regards to collaboration;

1.1.10.

adhere to statutory powers, requirements and best practice to ensure
compliance with applicable laws and standards including those governing
procurement, data protection and freedom of information;

1.1.11.

manage internal and external stakeholders effectively;

1.1.12.

work toward a reduction in health inequality and improvement in health
and well-being;

1.1.13.

focus on quality;

1.1.14.

seek best value for money, productivity and effectiveness;

1.1.15.

develop towards a level of commissioning that is equal to best
international practice; and promote innovation.
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SCHEDULE 2
OBJECTIVES
1. Objectives
1.1. The further objectives of the Collaborative in relation to the Services are to:
1.1.1.

regulate the respective rights and duties of the Parties in relation to the
Commissioning Contract, in particular:
a)

the sharing of liabilities arising from a breach of, or any costs
payable in terms of, the Commissioning Contract;

b)

compensating the Lead Commissioner / Contractor for the costs
or liabilities incurred by the Lead Commissioner / Contractor in
relation to the Commissioning Contract;

1.1.2.

manage the performance of the Commissioning Contract by the Provider
generally and, in particular, ensure that the Provider’s performance is
closely monitored so that the Services are provided to the specifications
and service levels contained in the Commissioning Contract;

1.1.3.

co-ordinate the respective requirements of the Parties for the Services;

1.1.4.

act collaboratively in the planning, securing and monitoring of the Services
so as to:
a)

plan (including needs assessment), procure and performance
monitor services (as defined and agreed by the Parties) to meet
the health needs of the local population;

b)

undertake reviews of the Services, manage the introduction of
new services, drugs and technologies and oversee the
implementation of NICE and/or other national guidance or
standards relating to the Services;

c)

agree the range of the Services;

d)

conduct market management and service design;

e)

provide a coordinated approach to commissioning input to
clinical networks, local commissioning fora and partnerships;

f)

engage with patients and service users and their carers and
families;

g)

monitor and review the effectiveness of the Collaborative;

h)

set quality standards;

i)

design demand management processes;

j)

obtain best performance, quality and value from the Services by
assessing quality and outcomes (including clinical effectiveness,
patient experience and patient safety);

k)

ensure the Services meet patients’ rights under the NHS
Constitution including Service User booking, patient choice and
waiting time standards;

l)

ensure the Services are reviewed for cost effectiveness and
represent best value for money;
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m)

from time to time negotiate and agree variations of specifications
and contract terms;

n)

co-ordinate and plan for demand, financial and investment needs
of the Parties during the life of the Commissioning Contract;

o)

implement in-year financial adjustments required under the
Commissioning Contract with the Provider, and consequential
adjustments between the Parties;

p)

carry out annual or other reviews with the Provider, as required
under the Commissioning Contract;

q)

agree referral, discharge and other protocols with the Provider
under the Commissioning Contract;

r)

establish the arrangements for managing the day to day contact
in the Commissioning Contract;

s)

co-ordinate the Parties’ proposals for, and plan with the Provider,
the development of the Services and undertake or commission
related research;

t)

monitor and control disclosure of NHS confidential information to
the Providers, and use of the Provider’s confidential information
by the Parties and within the NHS, as required by Law or the
Commissioning Contract;

u)

co-ordinate proposals of the Parties to move provision of the
Services from the Provider to others as part of service or
pathway reconfiguration;

v)

participate in and monitor clinical networks;

w)

deliver the Ambulance Commissioning Strategy;

x)

enable the Parties to have a strategic view of key relevant issues
impacting across respective populations to ensure a clear focus
on patient and health outcomes;

y)

enable robust working relationships between the Parties and the
Provider and share early thinking on key issues;

z)

ensure
that
the
cumulative
impacts
of
reviews/development are identified and managed;

aa)

enable the benefit of working together on achieving best value
for money and optimising productivity and efficiency;

bb)

establish any links and/or reporting networks with other patient
care commissioning groups, as may from time to time be
convenient;

cc)

participate in Quality Surveillance and Assurance Groups;

dd)

provide management information to the Parties on both the
cumulative overview and each Party's local perspective;

ee)

establish clear reporting and escalation protocols regarding
quality, safety and performance issues for each Party and review
these on a regular basis;
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service

ff)

work within the Quality Surveillance principles and processes;
and

gg)

work towards adopting a joint committee approach to
collaborative commissioning of the Services by October 2016.
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SCHEDULE 3
UECNS AND LEAD OFFICERS

1. Parties
1.1. The table below sets out:
1.1.1.

the UECNs;

1.1.2.

the relevant Lead Officers (and contact details of the Lead Officers) for
each UECN; and

1.1.3.

the Parties (and address of the principal office of the Parties) that are
included in each UECN and represented by the Lead Officers:

UECN

Lead Officers

Contact details
of Lead
Officers

Party

Address of
principal office of
Party

North
Yorkshire
and York
and
Humber

[insert]

Name: [insert]

NHS East Riding
of Yorkshire
Clinical
Commissioning
Group ("East
Riding of
Yorkshire CCG")

Health House,
Grange Park
Lane, Willerby,
East Yorkshire,
HU10 6DT

NHS Hull Clinical
Commissioning
Group ("Hull
CCG")

2 Floor,
Wilberforce Court,
Alfred Gelder
Street, Hull, HU1
1UY

NHS Vale of York
Clinical
Commissioning
Group ("Vale of
York CCG")

West Offices,
Station Rise, York,
YO1 6GA

NHS Hambleton,
Richmondshire
and Whitby
Clinical
Commissioning
Group
("Hambleton,
Richmondshire
and Whitby
CCG")

Hambleton District
Council, Civic
Centre, Stone
Cross,
Northallerton,
North Yorkshire,
DL6 2UU

NHS Harrogate
and Rural District
Clinical
Commissioning
Group
("Harrogate and
Rural District

1 Grimbald Crag
Court, St James
Business Park,
Knaresborough,
North Yorkshire,
HG5 8QB

Tel: [insert]
Email: [insert]
Address: [insert]

[insert]
Name: [insert]
Tel: [insert]
Email: [insert]
Address: [insert]
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nd

CCG")

South
Yorkshire

[insert]

Name: [insert]
Tel: [insert]
Email: [insert]
Address:
[insert]Name:
[insert]
Tel: [insert]
Email: [insert]

[insert]

West
Yorkshire

[insert]

Name: [insert]

Email: [insert]
Address: [insert]
Name: [insert]
Tel: [insert]
Email: [insert]
Address: [insert]
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Scarborough
Town Hall, St
Nicholas Street,
Scarborough,
North Yorkshire,
YO11 2HG

NHS Sheffield
Clinical
Commissioning
Group ("Sheffield
CCG")

722 Prince of
Wales Road,
Darnall, Sheffield,
South Yorkshire,
S9 4EU

NHS Barnsley
Clinical
Commissioning
Group ("Barnsley
CCG")

Hillder House, 4951 Gawber Road,
Barnsley, South
Yorkshire, S75
2PY

NHS Rotherham
Clinical
Commissioning
Group
("Rotherham
CCG")

Oak House,
Moorhead Way,
Bramley,
Rotherham, South
Yorkshire, S66
1YY

NHS Doncaster
Clinical
Commissioning
Group
("Doncaster
CCG")

Sovereign House,
Heavens Walk,
Doncaster, South
Yorkshire, DN4
5HZ

NHS Wakefield
Clinical
Commissioning
Group
("Wakefield
CCG")

White Rose
House, West
Parade,
Wakefield, West
Yorkshire, WF1
1LT

NHS Leeds North
Clinical
Commissioning
Group ("Leeds
North CCG")

Leafield House,
107-109 King
Lane, Leeds, West
Yorkshire, LS17
5BP

NHS Leeds South
and East Clinical
Commissioning
Group ("Leeds
South and East
CCG")

3200 Century
Way, Thorpe Park,
Leeds, West
Yorkshire, LS15
8ZB

NHS Leeds West
Clinical

Suites 2-4, Wira
House, Wira

Address: [insert]

Tel: [insert]

[insert]

NHS Scarborough
and Ryedale
Clinical
Commissioning
Group
("Scarborough
and Ryedale
CCG")

Commissioning
Group ("Leeds
West CCG")

Business Park,
Leeds, West
Yorkshire, LS16
6EB

NHS Bradford City
Clinical
Commissioning
Group "Bradford
City CCG")

Douglas Mill,
Bowling Old Lane,
Bradford, West
Yorkshire, BD5
7JR

NHS Bradford
Districts Clinical
Commissioning
Group ("Bradford
Districts CCG")

Douglas Mill,
Bowling Old Lane,
Bradford, West
Yorkshire, BD5
7JR

NHS North
Kirklees Clinical
Commissioning
Group ("North
Kirklees CCG")

4 Floor, Empire
House, Wakefield
Old Road,
Dewsbury, West
Yorkshire, WF12
8DJ

NHS Greater
Huddersfield
Clinical
Commissioning
Group ("Greater
Huddersfield
CCG")

Broad Lea House,
Dyson Wood Way,
Bradley,
Huddersfield,
West Yorkshire,
HD2 1GZ

NHS Airedale,
Wharfedale and
Craven Clinical
Commissioning
Group ("Airedale,
Wharfedale and
Craven CCG")

Millennium
Business Park,
Station Road,
Steeton, West
Yorkshire, BD20
6RB

NHS Calderdale
Clinical
Commissioning
Group
("Calderdale
CCG")

5 Floor, F Mill,
Dean Clough
Mills, Halifax,
West Yorkshire,
HX3 5AX

th
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SCHEDULE 4
JSCB - ROLE AND TERMS OF REFERENCE
1. ROLE OF THE JSCB
1.1.

1.2.

The primary role of the JSCB shall be to determine transformational decisions
regarding the Services, including:
1.1.1.

the range of services to be commissioned from the Provider;

1.1.2.

how the Services are to be commissioned;

1.1.3.

the medium to long term planning for the integration of the Service;
and

1.1.4.

service redesign to further integrate the Services with other health
and social care services to achieve the outcomes set out in the
relevant Sustainability and Transformation Plans and associated
Digital Roadmaps and Urgent and Emergency Care Network
Delivery plans of the Parties.

Patient transport services are excluded from the remit of the JSCB.

2. TERMS OF REFERENCE OF THE JSCB
Frequency and types of meetings
2.1.

Meetings shall be held as and when required by the Lead Officers; usually
quarterly.

2.2.

Meetings may be held by telephone or video-conference. Members may
participate (and count towards quorum) in a face-to-face meeting via
telephone.

2.3.

The Chair shall set the agenda and arrange for the circulation of any papers to
be considered at least five Working Days prior to the meeting.

Members
2.4.

The Lead Officers (two people nominated by each Urgent and Emergency Care
Network in accordance with Clause 5.1.2) shall be members of the JSCB.

2.5.

In addition, if either of the two Chief Officers of the two Lead Commissioner /
Contractors (for 999 Services and 111 Services respectively) are not appointed
as Lead Officers they will be a non-voting member of the JSCB.

Appointed By:

Name:

Title:

North Yorkshire and York
and Humber
Urgent and
Emergency Care Network
North Yorkshire and York
and Humber
Urgent and
Emergency Care Network
South Yorkshire Urgent and
Emergency Care Network
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South Yorkshire Urgent and
Emergency Care Network
West Yorkshire Urgent and
Emergency Care Network
West Yorkshire Urgent and
Emergency Care Network
Quorum
2.6.

Meetings shall be quorate when all Lead Officers and the Chair are present.

2.7.

In circumstances where a Lead Officer be unable to attend a meeting, or they
have a conflict of interest which required them to be excluded from a meeting,
the Chair of their nominating UECN may send to a meeting of the JSCB a
deputy (a "Deputy") to take the place of a Lead Officer. Where a Deputy is sent
to take the place of the Lead Officer, references in these terms of reference to
Lead Officer shall be read as references to the Deputy.

Attendees
2.8.

2.9.

The following representatives from the Parties may be invited to meetings:
2.8.1.

Director with responsibility for Clinical Quality, NHS Wakefield CCG
(Lead Commissioner / Contractor 999) or named deputy; and

2.8.2.

Director with responsibility for Clinical Quality, NHS Greater
Huddersfield CCG (Lead Commissioner / Contractor 111) or named
deputy.

The following representatives from the Provider may be invited to attend:
2.9.1.

Chief Executive Officer;

2.9.2.

Director – Business Development; and

2.9.3.

Associate Medical Director (Vanguard Lead).

2.10.

Other persons may be invited to attend by the Chair of the JSCB or agreed by
all Lead Officers.

2.11.

No such persons invited to attend meetings shall be able to vote on a matter.

Voting
2.12.

Each two Lead Officers from each UECN shall have one vote between them.

2.13.

If the Chief Officers of the two Lead Commissioner / Contractors are members
of the JSCB (but not Lead Officers) then they will not have a vote.

2.14.

The Parties acknowledge that there needs to be unanimity across all Lead
Officers in order for JSCB Decisions to be determined.

2.15.

Where unanimity is not reached, the Parties agree that the matter will be
referred to dispute resolution.

Chair
2.16.

The JSCB will appoint one of the Lead Officers to act as Chair. In addition the
JSCB will appoint one of the Lead Officers to act as Deputy Chair.
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2.17.

The Chair shall ensure that administrative support and advice is provided to the
JSCB including but not limited to:
2.17.1.

taking of the minutes and keeping a record of matters arising and
issues to be carried forward;

2.17.2.

maintaining a register of interests for the JSCB (Lead Officers); and

2.17.3.

advising the Lead Officers and attendees if relevant as appropriate
on best practice, national guidance and other relevant documents.

Duties
2.18.

2.19.

The JSCB will:
2.18.1.

make JSCB Decisions;

2.18.2.

undertake actions as set out in this Agreement; and

2.18.3.

undertake the actions set out in paragraph 2.19 below to support
the making of JSCB Decisions.

In accordance with this Agreement the JSCB will undertake the following
actions:

Transformation
2.19.1.

Planning for the provision and transformation of the Services to
meet the health needs of the relevant local population on a place
basis in accordance with the Sustainability and Transformation Plan
respective commissioning intentions and ambitions;

2.19.2.

Oversight of Strategic Commissioning Intentions of the CCGs in
Yorkshire and the Humber in relation to work undertaken around
Urgent and Emergency care Networks, including Ambulance
Services;

2.19.3.

Ensure that strategic intent agreed by the CCGs in Yorkshire and
the Humber is captured and reflected contractually; and

2.19.4.

Consider different delivery models to seek to provide equity of
performance across both urban and rural area.

Commissioning Contract
2.19.5.

Ratify variations to the Commissioning Contract (excluding
variations that only affect a single Party);

2.19.6.

Agree communications activity relating to matters governed by the
Commissioning Contract;

2.19.7.

Resolve issues in dispute between the Parties and issues in dispute
between the Parties and the Provider (excluding issues that relates
to only a single Party);

2.19.8.

Approve proposals for CQUIN indicators; and,

2.19.9.

Agree actions if concerns are identified about actual and contracted
activity levels.
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Finance
2.19.10.

Decisions regarding finance and investment will ordinarily be made
by each Party’s Chief Finance Officer in accordance with its
constitution (and as set out in Schedule 6 (Scheme of Delegation) of
this Agreement).

Sub-groups
2.19.11.

There shall be one sub-group, the Hear, See and Treat Board. The
JSCB shall decide from time to time the membership of the Hear,
See and Treat Board.

Conflicts of Interest
2.20.

Each Lead Officer must abide by the conflicts of interest policy maintained by
Wakefield CCG (the “Policy”), together with NHS England statutory guidance
on managing conflicts of interest (the “Guidance”). If there is any conflict
between the Policy and the Guidance then the provisions of the Guidance shall
take precedence.

2.21.

A register of interests for the JSCB Lead Officers will be maintained.

2.22.

Where any Lead Officer or attendee has an actual or potential conflict of
interest in relation to any matter under consideration at any meeting, the Chair
(in their discretion) shall decide, having regard to the nature of the potential or
actual conflict of interest, the Policy and the Guidance, whether or not that
Lead Officer or attendee may participate in the discussion and/or vote, if
relevant, in meetings (or parts of meetings) in which the relevant matter is
discussed.

Relationship with the Parties
2.23.

Minutes of meetings of the JSCB shall be sent to:
2.23.1.

the Chair of each UECN for onward dissemination as appropriate;
and

2.23.2.

the Accountable Officer for every CCG for onward dissemination as
appropriate.

Review
2.24.

These terms of reference shall be reviewed by the JSCB at least annually.
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SCHEDULE 5
LEAD COMMISSIONER / CONTRACTOR ROLE

1. ROLE OF THE LEAD COMMISSIONER / CONTRACTOR
1.1.

The Lead Commissioner / Contractor’s role is to take Lead Commissioner /
Contractor Decisions as detailed in Schedule 6 (Scheme of Delegation) on
behalf of each of the Parties. The Lead Commissioner / Contractor Decisions
will focus on transactional and contract management matters in relation to the
Commissioning Contract, whereas the JSCB Decisions will focus on
transformational and service redesign matters in respect of the Services as a
whole, including the 111 Services.

1.2.

In line with Schedule 6 (Scheme of Delegation), the Lead Commissioner /
Contractor, will manage and maintain the Commissioning Contract, including
in respect of quality standards, observance of service specifications, and
monitoring of activity and finance, so as to obtain best performance, quality
and value from the Services on behalf of the Parties. The Lead Commissioner
/ Contractor will act reasonably in undertaking its role and have regard to
guidance from the JSCB as appropriate in exercising its delegated authority
under this Agreement.

1.3.

In performing its role, the Lead Commissioner / Contractor shall act
reasonably and comply with the principles set out in Schedule 1, and aim to
achieve the objectives set out in Schedule 2. The Lead Commissioner /
Contractor shall chair the Contract Management Board, which shall be the
primary mechanism through which the Lead Commissioner / Contractor will
hold the Provider to account on behalf of the Parties and enact Lead
Commissioner / Contractor Decisions, CCG Decisions and JSCB Decisions.
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SCHEDULE 6
SCHEME OF DELEGATION

1. INTRODUCTION
1.1.

Each Party must ensure that the matters below are properly delegated in
accordance with the NHS Act 2006 and each Party's constitution and internal
procedures.

1.2.

The Parties acknowledge that the NHS Act 2006:
1.2.1.

allows a CCG to delegate the exercise of functions of the CCG to
the Governing Body;

1.2.2.

does not allow a CCG to delegate the exercise of function of the
CCG to a person employed by another CCG; and

1.2.3.

allows the exercise of the functions of the Governing Body (which
includes functions of the CCG delegated to the Governing Body)
to be delegated to an individual of a description specified in its
constitution.

1.3.

The Parties acknowledge that the effect of paragraph 1.2 is that a Party
cannot delegate authority to exercise JSCB Decisions that relate to functions
of the Party (that are not delegated to the Governing Body) to the relevant
Lead Officer if that Lead Officer is not an employee of that Party.

1.4.

Where the relevant Lead Officer is an employee of a Party, that Party will
ensure that the JSCB Decisions are delegated to that person.

1.5.

Where the relevant Lead Officer is not an employee of that Party, that Party
will ensure that:
1.5.1.

the functions being exercised by the Lead Officers are functions of
the party but have been delegated to that Party's Governing Body;

1.5.2.

the Party's Governing Body delegates the exercise of the
functions referred to in paragraph 1.5.1 to the relevant Lead
Officer; and

1.5.3.

the Party's constitution specifies a description of individuals that
includes the relevant Lead Officer.

2. CCG DECISIONS
2.1.

The table below sets out the matters that the Parties have agreed are CCG
Decisions which are reserved to each Party. The Parties agree that CCG
Decisions will ordinarily be made by each Party’s Chief Finance Officer in
accordance with its constitution.

Finance

Contractual

Payment of Extra Contractual Journeys
ECJs that relate only to that Party

Ratify variations to the Commissioning
Contract that only affect that Party

Negotiate and recommend the Finance
schedule for the annual Commissioning

Resolve issues between the Party and
the Provider that do not impact on any
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Contract

other Party

Agree the re-investment of in year
contractual penalties (financial) in terms
of spend and reasons for spend

Final approval of the terms of the
following year's Commissioning Contract

Additional in year investment from
CCGs

3. JSCB DECISIONS
3.1.

The table below sets out the matters that the Parties have agreed are JSCB
Decisions which are delegated to each Party’s Lead Officers. To avoid doubt,
JSCB Decisions can be made by the relevant Lead Officers without reference
back to each Party.

3.2.

The financial limit for JSCB Decisions will be in total no greater than £200
million per financial year.

Transformational

Contractual

Agree the range of services to be
commissioned from the Provider and
how they are to be commissioned

Ratify variations to the Commissioning
Contract (excluding variations that only
affect a single Party)

Agree medium to long term planning for
the integration of the Service

Agree communications activity relating to
matters governed by the Commissioning
Contract

Consider and recommend service
redesign proposals to further integrate
the Services with other health and social
care services to achieve the outcomes
set out in the relevant Sustainability and
Transformation Plans and associated
Digital Roadmaps and UECN Delivery
Plans

Resolve issues in dispute between the
Parties and issues in dispute between the
Parties and the Provider (excluding issues
that relates to only a single Party)

Approve proposals for CQUIN indicators
Agree actions if concerns are identified
about actual and contracted activity levels

3.3.

The Lead Officers shall also take the following actions and make the following
decisions relating to matters about the Agreement:
3.3.1.

consideration of Variation Reports and agreeing such variations;

3.3.2.

consideration and agreeing the joining of a clinical commissioning
group to the Collaborative in accordance with Clause 13 (Joining
the Collaborative);

3.3.3.

termination of the Agreement or terminating a Defaulting Party's
participation in the Agreement in accordance with Clause 14
(Termination);
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3.3.4.

consideration of, and agreeing resolutions to, any complaint
relating to the content of this Agreement in accordance with
Clause 23 (Complaints);

3.3.5.

development and communication; and

3.3.6.

engagement events.

4. LEAD COMMISSIONER / CONTRACTOR DECISIONS
4.1.

The table below sets out the matters that the Parties have agreed are Lead
Commissioner / Contractor Decisions which are delegated to the Lead
Commissioner / Contractor. To avoid doubt, Lead Commissioner / Contractor
Decisions can be made by the Lead Commissioner / Contractor without
reference back to each Party or to the Lead Officers.

4.2.

The financial limit for Lead Commissioner / Contractor Decisions will be set
at: £2 million per financial year for SR monies and £5 million per financial
year for CQUIN payments.
Finance

Quality

Contractual

Award of additional central
funding investment eg SRG
monies

Approval of in-year evidence
and make recommendation
for payment

Issue of formal notices under
the contract e.g. application
of contractual sanctions

Approval of in-year
agreement to pay CQUINs

Sign off of Serious Incidents

Co-ordination of contractual
action and agreement of
remedial action plans

Payment of costs related to
commissioning and
contracting support

Liaison with CQC/TDA

Liaison with TDA

Quality schedules for each
contract eg CQUINs

Issue of in-year contract
variations

Agree measures to manage
demand for services if
demand is increasing

Contract negotiations

Agree actions if clinical
quality concerns are
identified

Resolve issues escalated
from UECN meetings

Agree changes in clinical
and quality assurance
practice to enhance patient
care
Agree actions relating to
high level external enquiry
reports if concerns are
identified
Agree action to be taken to
address key issues in
relation to incidents and
serious incidents
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SCHEDULE 7
VARIATIONS TO THIS AGREEMENT
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SCHEDULE 8
SERVICE VARIATION PROCESS

1. INTRODUCTION
1.1.

This Schedule sets out the process in relation to Service Variations that may
be made to the Commissioning Contract.

2. BACKGROUND
2.1.

Through discussion with the Parties' Chief Officers and the Provider, it has
been identified that there is a risk related to an individual Party or some of the
Parties looking to substantially change or decommission service elements
from within the Commissioning Contract. It was noted that a process was
required in order to mitigate this risk and manage proposed Service
Variations in a controlled way that minimises the impact on the Collaborative
and wider services.

3. PROCESS
3.1.

The proposing Party must send a Variation Proposal (in the form of the
Variation Proposal template set out at Annex 1 to this Schedule 8) to the
Lead Commissioner / Contractor which shall forward it to the Lead Officers.

3.2.

The Lead Officers will discuss the appropriateness of the wording and may
make amendments as appropriate.

3.3.

The Lead Officers may sign and serve the variation Proposal on the Provider
in accordance with the terms of the Commissioning Contract or may require
the Lead Commissioner / Contractor to sign and serve the Variation Proposal
on the Provider.

3.4.

The Provider will provide a response to the Variation Proposal within 10
Working Days to the Lead Commissioner / Contractor who shall circulate the
response to the Lead Officers.

3.5.

The Lead Officers (and the Provider, if necessary) shall consider the impact
of the Variation Proposal and the response and, taking into account the
nature of the matter and the potential impact on the Parties, determine
whether:
3.5.1.

to refer the variation to a Check and Challenge Meeting; or

3.5.2.

the Lead Officers have delegated authority to approve the
variation without referring the matter to the Parties.

3.6.

Where the Lead Officers have delegated authority to approve the variation
without referring the matter to the Parties pursuant to paragraph 3.5.2 the
Lead Officers may approve the variation.

3.7.

Where the variation is approved in accordance with paragraph 6 the Lead
Officer may make such arrangements as necessary to notify formal
acceptance of the variation to the Provider or may instruct the Lead
Commissioner / Contractor to do so.

3.8.

Where the Provider proposes a variation to the Commissioning Contract to
the Lead Commissioner / Contractor or a Lead Officer, the recipient shall
circulate copies to all Lead Officers who shall determine which action under
paragraphs 3.5.1 to 3.5.2 above to take.
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Check and Challenge Meetings
3.9.

3.10.

3.11.

Where a matter is referred to a Check and Challenge Meeting, the persons in
attendance shall meet within 20 Working Days of the receipt of the Provider's
response or the receipt of the Provider's proposed variation to:
3.9.1.

review and discuss the impact of the variation and/or any
response;

3.9.2.

consider the scale of the impact in terms of the Parties affected;

3.9.3.

ensure that impacts are quantified and understood as much as
possible and where possible they are jointly agreed between the
Provider and the relevant Parties;

3.9.4.

recommend agreement on the acceptability of the variation or
clearly identify reasons agreement cannot be recommended;

3.9.5.

if agreement is recommended, identify the appropriate decision
making level to recommend whether to accept or reject the
variation;

3.9.6.

if agreement is not recommended, escalate the variation to the
JSCB or identify any additional analysis that is required to provide
further assurance agreeing clear timescales and ownership for
delivery; and

3.9.7.

where such additional analysis is provided, consider whether it
provides further assurance and determine the appropriate action
under this paragraph 3.9.

Check and Challenge meetings shall be called when required and shall be
attended by:
3.10.1.

999 Contract Manager (who shall be Chair);

3.10.2.

representative(s) from the proposing Party (if relevant);

3.10.3.

representative(s) from the Provider;

3.10.4.

the 999 Finance Manager; and

3.10.5.

Lead Officers from the UECN that include any Party affected by
the variation.

The Check and Challenge Meeting attendees shall ensure that:
3.11.1.

where agreement is recommended, the appropriate persons at the
appropriate decision making levels are made aware of the Check
and Challenge meetings considerations; or

3.11.2.

where agreement is not recommended and escalation is required,
that the matter is escalated to the JSCB.

Decision making levels
3.12.

The appropriate decision making levels are:
3.12.1.

the individual Parties (and such decisions will be CCG Decisions);

3.12.2.

the Parties that make up one or more UECNs (and such decisions
will be JSCB Decisions made by the appropriate Lead Officers);
and
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3.12.3.

where the variation affects all Parties, the JSCB (and such
decisions will be JSCB Decisions).

3.13.

Where a variation is agreed pursuant to paragraph 3.12, the Lead
Commissioner / Contractor will be notified and shall make such arrangements
as necessary to notify formal acceptance of the variation.

3.14.

Where a variation is not agreed, the matter shall be referred to dispute
resolution.

6
1024818_6

ANNEX 1
SERVICE VARIATION PROPOSAL TEMPLATE
VARIATION PROPOSAL

Contract/Variation Reference:

Proposed by:

Co-ordinating Commissioner on behalf of the NHS CB/Coordinating
Commissioner
on
behalf
of
the
Commissioners/Provider (delete as applicable)

Date of Proposal:

Capitalised words and phrases in this Variation Proposal have the meanings given to them in
the Contract referred to above.
1.

The Proposer proposes the Variation summarised below:

[and reflected in the revised draft Particulars and/or Service Conditions bearing the
contract reference and variation number set out above and/or the revised General
Conditions updated [
] and/or the attached draft [insert title and reference of
document]. (delete/complete as appropriate)]
2.

The Proposer requires the proposed Variation to take effect on [

3.

The Proposer requires the Recipient to respond to this Variation Proposal in writing
within 10 Operational Days, setting out whether:
•
•

].

it accepts the proposed Variation; and/or
it has any concerns with the contents of this Variation Proposal,

and any other comments it may have in relation to the proposed Variation.

SIGNED by

……………………………………………..
Signature

[INSERT AUTHORISED
SIGNATORY’S NAME]
for and on behalf of [CO-ORDINATING
COMMISSIONER/PROVIDER]

………………………………………………
Title
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SCHEDULE 9
MEMORANDUM OF ADHERENCE

Dated__________________________________________

MEMORANDUM OF ADHERENCE
FOR THE
COLLABORATIVE COMMISSIONING OF 999 SERVICES
BETWEEN
CLINICAL COMMISSIONING GROUPS
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THIS MEMORANDUM is dated is dated the

day of

2016

BETWEEN
(1)

[insert name of CCG] whose principal office is at [insert principal office address] ("New Party")
and

(2)

The clinical commissioning groups named in the Schedule as the existing parties in the
collaborative commissioning arrangements ("Existing Parties").

BACKGROUND
(A)

This memorandum is entered into under Clause [insert number] of a memorandum of
understanding dated [insert date], made between Existing Parties setting out the terms for
operating the collaborative commissioning of 999 services as amended from time to time (the
"MOU").

(B)

The New Party wishes to join the MOU.

IT IS AGREED:
1.
DEFINITIONS AND INTERPRETATION
1.1

2.

Words and expressions used in this memorandum shall, unless the context expressly
requires otherwise, have the meaning given to them in the MOU. The Effective Date
means the date of this memorandum.
CONFIRMATION AND UNDERTAKING
2.1

3.

The New Party confirms that it has been supplied with a copy of the MOU. The New
Party and each of the Existing Parties undertake with each other that, from the
Effective Date, the New Party shall assume all of the rights and obligations under the
MOU and shall observe, perform and be bound by the provisions of the MOU that
contain obligations on the parties to the MOU as though the New Party was an
original party to the MOU.
COUNTERPARTS
3.1

4.

This memorandum may be executed in any number of counterparts, each of which
when executed and delivered shall constitute a duplicate original, but all the
counterparts shall together constitute the one agreement.
GOVERNING LAW AND JURISDICTION
4.1

The New Party and the Existing Parties acknowledge that they are all health service
bodies for the purposes of section 9 of the NHS Act 2006. Accordingly, this
memorandum shall be treated as an NHS Contract and shall not be legally
enforceable.

4.2

This memorandum shall be governed by and construed in accordance with English
Law and, subject to Clauses 4.1, the New Party and the Existing Parties irrevocably
agree that the courts of England shall have exclusive jurisdiction to settle any dispute
or claim that arises out of or in connection with this memorandum.

This document has been signed and takes effect on the date stated at the beginning of it.

[INSERT NEW PARTY NAME]
AUTHORISED OFFICER

Date

NHS EAST RIDING OF YORKSHIRE
6
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HULL
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS VALE OF YORK
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HAMBLETON, RICHMONDSHIRE AND
WHITBY CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS HARROGATE AND RURAL DISTRICT
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SCARBOROUGH AND RYEDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS NORTH
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS SOUTH AND EAST
CLINICAL COMMISSIONING GROUP
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Authorised Officer

Date

NHS LEEDS WEST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD CITY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD DISTRICTS
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH KIRKLEES
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS GREATER HUDDERSFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS AIREDALE, WHARFEDALE AND
CRAVEN CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS CALDERDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS SHEFFIELD
CLINICAL COMMISSIONING GROUP
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Authorised Officer

Date

NHS BARNSLEY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS ROTHERHAM
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS DONCASTER
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date
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SCHEDULE 10
EXISTING PARTIES

Party

Address of principal office of Party

NHS East Riding of Yorkshire Clinical
Commissioning Group

Health House, Grange Park Lane, Willerby,
East Yorkshire, HU10 6DT

NHS Hull Clinical Commissioning Group

2 Floor, Wilberforce Court, Alfred Gelder
Street, Hull, HU1 1UY

NHS Vale of York Clinical Commissioning
Group

West Offices, Station Rise, York, YO1 6GA

NHS Hambleton, Richmondshire and Whitby
Clinical Commissioning Group

Hambleton District Council, Civic Centre,
Stone Cross, Northallerton, North Yorkshire,
DL6 2UU

NHS Harrogate and Rural District Clinical
Commissioning Group

1 Grimbald Crag Court, St James Business
Park, Knaresborough, North Yorkshire, HG5
8QB

NHS Scarborough and Ryedale Clinical
Commissioning Group

Scarborough Town Hall, St Nicholas Street,
Scarborough, North Yorkshire, YO11 2HG

NHS Sheffield Clinical Commissioning Group

722 Prince of Wales Road, Darnall,
Sheffield, South Yorkshire, S9 4EU

NHS Barnsley Clinical Commissioning Group

Hillder House, 49-51 Gawber Road,
Barnsley, South Yorkshire, S75 2PY

NHS Rotherham Clinical Commissioning
Group

Oak House, Moorhead Way, Bramley,
Rotherham, South Yorkshire, S66 1YY

NHS Doncaster Clinical Commissioning
Group

Sovereign House, Heavens Walk,
Doncaster, South Yorkshire, DN4 5HZ

NHS Wakefield Clinical Commissioning
Group

White Rose House, West Parade, Wakefield,
West Yorkshire, WF1 1LT

NHS Leeds North Clinical Commissioning
Group

Leafield House, 107-109 King Lane, Leeds,
West Yorkshire, LS17 5BP

NHS Leeds South and East Clinical
Commissioning Group

3200 Century Way, Thorpe Park, Leeds,
West Yorkshire, LS15 8ZB

NHS Leeds West Clinical Commissioning
Group

Suites 2-4, Wira House, Wira Business Park,
Leeds, West Yorkshire, LS16 6EB

NHS Bradford City Clinical Commissioning
Group

Douglas Mill, Bowling Old Lane, Bradford,
West Yorkshire, BD5 7JR

NHS Bradford Districts Clinical
Commissioning Group

Douglas Mill, Bowling Old Lane, Bradford,
West Yorkshire, BD5 7JR

NHS North Kirklees Clinical Commissioning

4 Floor, Empire House, Wakefield Old

nd

th
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Group

Road, Dewsbury, West Yorkshire, WF12 8DJ

NHS Greater Huddersfield Clinical
Commissioning Group

Broad Lea House, Dyson Wood Way,
Bradley, Huddersfield, West Yorkshire, HD2
1GZ

NHS Airedale, Wharfedale and Craven
Clinical Commissioning Group

Millennium Business Park, Station Road,
Steeton, West Yorkshire, BD20 6RB

NHS Calderdale Clinical Commissioning
Group

5 Floor, F Mill, Dean Clough Mills, Halifax,
West Yorkshire, HX3 5AX

th
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Title of meeting:

Governing Body

Date of Meeting:

12 April 2016

Paper Title:

Procurement of the Improving Access to
Psychological Therapies (IAPT) Service

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: Alix Jeavons, Senior Commissioning Manager Mental Health
Responsible Clinical Lead:

Dr Clive Harries, GP Board Member and Clinical Lead for Mental Health

Responsible Governing
Mel Brown, Director of Commissioning and Integrated Care
Board Executive Lead:
Recommendation:
It is recommended that Governing Body:
Approve that a contract be awarded to Bidder 5 for the provision of an IAPT Service for a period of 3 years
commencing 1st September 2016. There is the potential for two further extensions to the contract of one year
each. This is on a ‘best value’ basis.
Executive Summary:
The paper provides a summary of the formal tender process undertaken for the provision of an Improving
Access to Psychological Therapy (IAPT) Service.
As a result of the open tender process the evaluation panel has put forward a recommendation to award a
contract for the provision of the service.
Link to overarching principles
from the strategic plan:

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

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



Quality Impact Assessment shows potential for positive impact following reprocurement.
Public consultation re mental health services - February 2014
Public consultation re talking shop services – December 2014
Network 1 consultation re talking shop services – July 2015
GP survey – Oct 2015
Design Group consultation – April to December 2014
Commissioning (Michele Ezro, Chris Makin, Ian Holdsworth)
Contracting (Caroline Foy, Stuart Dryden and Lorraine Chapman)
Clinical leads (Dr Clive Harries)
Quality (Miranda Berry)
CSU (David Warsop, Procurement Lead)
Finance (Nicola Davies and Liz Goodson)

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

Specification agreed by Clinical Cabinet – October 2015.
Financial model and procurement option approved by Probity Committee –
November 2015.
Not applicable

Risk Assessment:

In line with all service transformation programmes the commissioning,
procurement and contracting of the IAPT Service has an individual risk
register which is monitored and updated throughout the commissioning
cycle process.

Finance/ resource implications:

The financial envelope is outlined in the paper.

Improving Access to Psychological Therapy
Tender Contract Award
1.

Purpose of Report

The following report provides a summary of the formal tender process undertaken for the provision of
an Improving Access to Psychological Therapy (IAPT) Service.
As a result of the open tender process the evaluation panel has put forward a recommendation to
award a contract for the provision of the service.
2.

Background

Following extensive consultation the CCG produced a specification for the service to ensure the
following key outcomes:
•
•
•
•
•
•
•
•
•

A responsive service by ensuring at least 75% of people begin their treatment within 2 weeks of
referral.
An accessible service by delivering evidence based interventions to at least 6,800 people per
annum.
A clinically effective service by ensuring that at least 50% of people entering treatment move to
recovery.
A productive service by helping at least 100 people return to work, access education or training
or where appropriate find meaningful activity per annum.
A flexible service by ensuring a blended model of service delivery which incorporates the use of
online services to deliver support and treatment.
Improved health and well-being through reducing stigma, increasing understanding of common
mental health conditions and promoting the ability to self-care by providing self-directed
support and recovery packages and self-help activities.
A patient centred service by offering patient choice of therapy, delivery method, location and
therapist, appropriate to individual need.
A caring service demonstrated through patient feedback, friends and family test, complaints.
A safe service demonstrated through appropriate use of step up and down options, reported
incidents and clinical audit.

The Service Specification was agreed by Clinical Cabinet on 22nd October 2015.
3.

Procurement Process

An evaluation of the procurement options for the IAPT Service was completed and the following
recommendations made to Probity Committee:
• Approve the use of the nationally recommended payment system with a core price and an
outcome incentive
• Approve the three outcome measures that are to be financially incentivised
• Approve the methodology for applying the incentive payment
• Approve the use of a penalty mechanism where the provider fails to achieve the access to
treatment target
• Approve the methodology for applying the penalty mechanism
• Agree the financial envelope
• Agree to an Open Tender process to secure a Lead Provider
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•

Agree the contract term of 3 years with the option to extend twice for 1 year, so a maximum
potential contract length of 5 years

These recommendations were approved on 10th November 2015.
In order to ensure a robust procurement process and to mitigate the risks of possible challenges by
potential bidders it was decided to follow the EU open tender process. The open process was
appropriate since it was anticipated that there would not be a high number of bids.
An e-evaluation system ‘AWARD’ was utilised for the collection, collation and reporting of the evaluation
and acted as a vehicle to communicate between bidders and commissioners.
The procurement process adopted is summarised in Figure 1 and is taken from NHS Wakefield CCG’s
Policy for the Tender and Procurement of Commissioned Health Services.
Figure 1: EU Open Tender Process

Advert

Expressions of
Interest

Receive & Evaluate
Completed Tenders

Evaluate, Select and
Award Contract

3a. Advert
On 4th December 2015 the advert was posted on Contracts Finder and on the Official Journal of the
European Union (OJEU).
A bidder event was held on 17th December 2015, the notes of which were uploaded to AWARD for all
bidders to see.
3b. Expressions of Interest
Initially five expressions of interest were received; and all subsequently submitted tenders. Following
closure of the tender period, the provider submissions were evaluated for their organisational suitability
and financial robustness. All five potential providers’ tenders were then evaluated by the CCG
evaluation team.
3c. Invitation to Tender and Evaluation
The Invitation to Tender (ITT) required potential providers to respond to questions within five domains
within which the submissions were evaluated. These were:
1.
2.
3.
4.

Cost of Service
Financial Information
Service Delivery
Service Quality & Patient Experience
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5. Performance and Monitoring
Each domain comprised a range of specific questions with associated evaluation criteria and scoring
guidance.
The evaluation of the potential provider responses was undertaken by a tender evaluation panel
consisting of individuals with specific technical, clinical and commissioning expertise as detailed below.
Name
Alix Jeavons

Title
Senior Commissioning
Manager

Caroline Foy

Contracts Manager

Miranda Berry

Quality Manager

Nicola Davies

Contracts Accountant

Andy Wright

IAPT Clinical Lead for the
Strategic Clinical Network

Dr Clive
Harries

Governing Body Member
and Clinical Lead for
Mental Health
Deputy Head of
Procurement

David Warsop

Role in the procurement process
Lead commissioner. Responsible for scoring all Service
Delivery, Service Quality & Patient Experience and
Performance and Monitoring questions.
Contracting lead. Responsible for scoring all Service
Delivery, Service Quality & Patient Experience and
Performance and Monitoring questions.
Quality lead. Responsible for scoring all questions relating
to client feedback and satisfaction, performance, quality
and clinical risk.
Finance lead. Responsible for scoring cost of service and
financial information.
External Clinical Adviser. Responsible for scoring questions
relating to service delivery, workforce, engagement and
clinical risk.
Governing Body Assurance lead. Responsible for oversight
of the process and providing guidance to the lead
commissioner.
Procurement lead. Responsible for ensuring due process is
followed.

3d. Bidder presentations
Four of the Bidders were invited to present to the evaluation panel, this process provided
commissioners with an opportunity to clarify specific points that arose from the evaluation process.
Bidder 4 failed to meet the required criteria at this stage and was therefore not called to present.
Please note that at the presentation stage of this process bidders were not able to add new elements
not previously disclosed in the formal bids.
Members of the evaluation panel met on a number of occasions as part of the due diligence process and
Clive Harries, represented the Governing Body of the CCG on the evaluation panel to ensure a fair and
transparent process was followed.
4.

Results

Five organisations responded to the invitation to tender for the service.
The evaluation process including provider presentations was performed on the AWARD system to
provide a full audit trail. The final scores for each question and the overall scores for each of the
provider bids were agreed by the evaluation team. A summary of the weighted scores is set out below:
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Section

Bidder 1

Bidder 2

Bidder 3

Bidder 4

Bidder 5

% Weighting

Overall

73.43

73.25

81.45

67.60

86.00

100.00

Costs of the service.

96.00

100.00

94.00

97.00

95.00

30.00

Financial risk

40.00

75.00

40.00

75.00

75.00

5.00

Service Model

50.50

54.00

75.00

40.00

75.00

25.00

Service Delivery

75.00

61.00

80.00

54.00

90.00

25.00

Performance and
Monitoring

75.00

71.67

83.33

75.00

83.33

15.00

In line with the result of the evaluation the successful bidder was Bidder 5.
5.

Contract Costs

The maximum advertised budget for the three year contract was £8,313,333. The bids offered for the
total three year contract were all within this budget.
6.

Risk Management

In line with all service transformation programmes the commissioning, procurement and contracting of
the IAPT Service has an individual risk register which is monitored and updated throughout the
commissioning cycle process.
At the outset, panel members were asked to declare any conflicts of interest. Forms were completed,
submitted and a register was kept. One member identified a conflict and therefore did not take part in
the process.
Following the successful award of the contracts the risk register will be reviewed and updated to take
into account the mobilisation phase of the new services.
In relation to the mobilisation of the new services members of the Governing Body are also asked to
note that as part of tender evaluation process all bidders were asked to provide assurance of their
approach to managing the risk associated with their implementation plans within the stated timescales.
As with all procurements there is the risk that any of the bidders may challenge the final outcome. To
mitigate these risks all the results of the procurement process are contained within the AWARD system
and are available to support the recommendations if such a challenge was put forward.
7.

Next Steps

Following approval the successful bidder will be informed of the decision and the contract awarded.
The contract award will be advertised at the same time and the unsuccessful bidders informed of the
final outcome.
A ten day stand still period follows the contract award, during this time unsuccessful bidders are able to
challenge the decision and halt the process.
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After the stand still period NHS Wakefield commissioners will commence the implementation and
mobilisation phase of the service with the new providers.
8.

Recommendations

It is recommended that the Governing Body:
Approve that a contract be awarded to Bidder 5 for the provision of an IAPT Service for a period of 3
years commencing 1st September 2016. There is the potential for two further extensions to the contract
of one year each. This is on a ‘best value’ basis.
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