BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 12 JULY 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 Deborah Hallott, Alison Sugarman,
Michele Ezro, Karen Parkin

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 10 May 2016
b Action sheet from the meeting held on 10 May 2016

6.

Matters arising

7.

Chief Officer Briefing

8.

NHS Wakefield CCG 15/16 Annual Review and CCG Improvement and
Assessment Framework 2016/17

Pat Keane

9.

Sustainability and Transformation Plan ‐ Presentation

Pat Keane

10.

Local Digital Roadmap

11.

NHS Wakefield CCG 360 Stakeholder Survey 2015
[Headlines, Achievements and Ambitions]

12.

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

13.

Meeting the Challenge Implementation Verbal Update

14.

2016/17 Finance Report Month 2

All present

Jo Webster

Melanie Brown
Pat Keane

Andrew Pepper/Jo Pollard

Pat Keane/Jo Pollard
Andrew Pepper
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15.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 14 April
(ii) Minutes of meeting held on 5 May 2016
b Integrated Governance Committee
(i) Minutes of meeting held on 21 April 2016
(ii) Minutes of meeting held on 19 May 2016
c Clinical Cabinet
(i) Minutes of meeting held on 28 April 2016
(ii) Minutes of meeting held on 9 June 2016
d Connecting Care Executive
(i) Minutes of meeting held on 14 April 2016
(ii) Minutes of meeting held on 12 May 2016
e Probity Committee
(i) Minutes of meeting held on 21 April 2016
f Health and Well Being Board
(i) Minutes of meeting held on 24 March 2016
g Decisions of the Chief Officer – verbal update

16.

Any other business

17.

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

18.

Date and time of next Public meeting:
Tuesday, 20 September 2016, 1pm (venue yet to be confirmed)
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 10 May 2016
Boardroom, White Rose House
Present:
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Sandra Cheseldine
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Dr Deborah Hallott
Stephen Hardy
Dr Pravin Jayakumar
Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard

GP, Pinfold Lane Surgery
GP, Kings Medical Centre
GP, Outwood Park Medical Centre
Lay Member
Chair and Clinical Leader
Governing Body Independent Nurse
Director of Public Health – Wakefield Council
GP, New Southgate Surgery
Lay Member
GP, Grove Surgery
Secondary Care Consultant
Lay Member
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader

Mel Brown
Katherine Bryant
Michele Ezro

Programme Director Integrated Care
Governance and Board Secretary
Associate Director – Service Delivery and
Quality
Senior Commissioning Manager (item 16/109)
Deputy Director of Public Health (item 16/106)
Associate Director – Finance, Governance and
Contracting
Minute Taker
Quality Manager (item 16/108
Chief Operating Officer
Programme Manager (Item 16/110)
Contracts Manager (item 16/108)
(item 16/109)
Chair of St Georges (Item 16/106)
Director of Lighwaves (Item 16/106)
Development Worker – Nova (Item 16/106)
Executive Clinical Advisor (Item 112)

In attendance:

Chris Makin
Anna Middlemiss
Karen Parkin
Gemma Reed
Andrew Singleton
Pat Keane
Martin Smith
Jess Weatherill
Lisa Willcox
Mike Holt
Mohammed Ayub
Ian Cockerill
Dr Greg Connor
16/99

Welcome and Chair’s Opening Remarks
It was noted that it was Dr Carroll’s last meeting. The Governing Body thanked Dr Carroll for all
her work in supporting Wakefield District over the years and she will continue with the CCG as
a Clinical Lead.
Dr Earnshaw welcomed everyone to the meeting, noting that the NHS is under incredible
pressure and it is difficult to balance the needs of the population within the finance resources
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available. The Junior Doctor strike is a symptom of that pressure in the NHS. It was reported
that Wakefield is one of six CCGs working on the MCP contract which is being led nationally by
Ian Dodge, Director of Commissioning at NHS England.
16/100 Apologies for Absence
Apologies for absence were received from:
Jo Webster
Alison Sugarman
Andrew Balchin

Chief Officer
Practice Manager, Northgate Surgery
Corporate Director, Adults, Health & Communities – Wakefield Council

16/101 Public Questions and Answers
There was one question from a member of the public. Mick Griffiths asked “what is the CCGs
view of Wakefield residential cares home paying staff less than the minimum wage?”
Jo Pollard outlined that the CCG is not the lead commissioners for care homes however it does
hold some contracts with care homes that provide nursing care. There is a statutory
responsibility for all providers to pay its employees the new living wage.
16/102 Declarations of Interest
Sharon Fox declared an interest as she is an inspector for the Care Quality Commission. It was
noted that Sharon will not be one of the inspectors who will be undertaking the inspection of
YAS NHS 111 service and will not be involved in this work.
All GPs present declared an interest in relation to item 16/112 in relation to primary care
discussions. As this is not a “decision making” item, the Chair was comfortable with all
providing input into the debate.
There were no further declarations of interest.
16/103 a. Minutes of the meeting held on 12 April 2016
The minutes of the meeting held on 12 April 2016 were agreed as an accurate record.
b. Action sheet from the meeting held on 12 April 2016
Katherine Bryant confirmed that the two actions are complete.
16/104 Matters arising
There were no other matters arising.
16/105 Appointment of the NHS Wakefield Clinical Commissioning Group Chair and Clinical Leader
Dr Earnshaw left the meeting for this item. Rhod Mitchell chaired this item.
Rhod outlined that there was one application submitted for the position of Chair and Clinical
Leader. The Governing Body supported the appointment of Dr Earnshaw as the Chair and
Clinical Leader and this is to be taken to a vote of the CCGs GP membership.
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It was RESOLVED that:
(i) Members noted the verbal update and accepted the application from Dr Earnshaw as
Chair and Clinical Leader of the CCG.
16/106 Spotlight on Health and Social Care Transformation : Feedback and Learning from visit to
Bromley by Bow – Presentation
Anna Middlemiss outlined the feedback and learning following a recent visit to Bromley by
Bow which was visited by a number of partners across the health and social care economy.
Bromley by Bow “a Community Anchor” is an independent charity with c£4.5m turnover, c150
staff, operating on 25 sites and with around 2,000 clients per week. Bromley by Bow is widely
recognised as a site of excellence with a holistic approach to patient care.
Two community anchor perspectives within Wakefield were shared with the Board, which are
St Georges and Lightwaves that offer a variety of schemes to improve the health and wellbeing
of the local population.
There is a commitment from partners to collaborate and nurture the Wakefield community
anchors and support each other to improve the health and wellbeing of the local population.
A request was made for GPs to consider joining the Community Anchors Trustee Board.
It was RESOLVED that:
(i) Members noted the presentation
16/107 Chief Officer Briefing
Pat Keane shared with members the Chief Officer briefing. Clarification was sought regarding a
live national tariff. Andrew Pepper confirmed that this is a live trading contract at national
tariff that doesn’t include risk shares as agreed in previous years with MYHT.
It was RESOLVED that:
(i) Members noted the content for information and support on‐going developments outlined
in the content of the report.
16/108 Integrated Quality and Performance Summary Report
Jo Pollard briefed members regarding the areas of attainment in relation to quality. This
included:




The performance of Wakefield GP practices in the National Diabetes Audit is in line
with the national average.
MYHT reported no never events in 2015/16, the first year this has happened.
Middlestown Medical Centre, Ash Grove Medical Centre, Henry Moore Clinic, St
Thomas Road and Newland Surgery all achieved a ‘good’ rating from the CQC.

It was noted that following the Performance Management audit on the Integrated Quality and
Performance report, significant assurance was provided.
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Areas of improvement were noted as:
 The CCG and MYHT did not meet clostridium difficile targets in 2015/16. From April 15
to February 2016 there were 86 CCG cases against a target of 72. There were 33 MYHT
cases against a target of 27 in the same period. A clostridium difficile summit took
place on 19 April 2016 which was chaired by Dr Earnshaw with national and regional
input.
 MYHT performed worse than other acute and community trusts in the latest Staff
Survey, with staffing levels identified as a key theme. MYHT gave a presentation and
shared their action plan at March’s MYHT Executive Quality Board and April’s
Integrated Governance Committee noting the change in approach and the timeframe
to make the cultural change is two years.
 Five care homes were rated as inadequate by the CQC. The CQC will be checking that
the required improvements are made. The CCG held its first care home event in April
2016 with a focus on CQC inspection. Discussion has taken place with the local
authority where there is a commitment to work together to improve quality in care
homes and incorporate the learning from vanguards.
 Following SWYPFT CQC inspection in March 2016, the outcome of this will be
presented to the Governing Body at a future meeting.
Andrew Pepper updated members regarding current performance against constitutional
targets.
Areas of attainment were noted as:



The CCG has met six out of nine of the cancer pathway standards for the fourth month
and is forecast to meet all of the nine standards by year end.
There are no 52 week breaches to report.

Areas for improvement were noted as:






There were five confirmed 12 hour (associated with the 4 hours A&E target) trolley
breaches in February 2016. The CCG are working with the Trust to establish the
reasons for the breaches and are awaiting a full Root Cause Analysis. However, early
indications are that patient flow, escalation and delayed transfers of care are
significant factors affecting the position and as such the Trust has initiated an
Integrated Discharge Team to address the issue.
A&E performance at MYHT has not met the required standard for neither January or
February nor year to date. The Trust has been issued with a performance notice and
the CCG has received an Urgent Care Recovery Plan which is being supported by the
Systems Resilience Group (SRG). In addition to this the Trust are in the process of
implementing the Emergency Care Improvement Programme recommendations. A
CCG led Urgent Care Group has being established to oversee the delivery of the plan
and formal updates will be provided to the SRG.
The CCG has not met the required standard for the 18 week Referral to Treatment
(RTT) incomplete pathway. The Trust was issued with a performance notice and has
since produced a number of action plans for recovery. The Trust has asked the Elective
Care Intensive Support Team, to undertake a diagnostic of the current RTT processes
which is due to commence in May 2016.

Pat Keane informed the Governing Body that as part of the assurance process an annual
review meeting with held with NHS England. Concerns were raised regarding the failure to
deliver the constitutional RTT target. Work is taking place with MYHT to address this.
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Andrew Pepper noted that there is lots of activity taking place at MYHT; issues remain
regarding consultant to consultant referrals and patients not being seen in the right place at
the right time. Diagnostic areas with performance issues were noted as neurophysiology and
audiology.
Dr Sheppard assured the Governing Body that with regards to urgent care, a significant
amount of scrutiny with MYHT has taken place and work is underway with partners within
urgent care and a recovery plan is expected shortly.
It was RESOLVED that:
(i)

Members noted the current performance against the CCG strategic objectives and
and Quality Premium; and
(ii) Noted the full unabridged versions have been presented at the Integrated Governance
Committee in March and April 2016. Assurance has been provided verbally and through
exception reporting.

16/109 Transforming Care ‐ Presentation
Lisa Willcox and Chris Makin updated members regarding Learning Disabilities and
Transforming Care programme. This is a joint programme between the CCG and Wakefield
Council. The Winterbourne review highlighted abuse taking place within learning disability
institutional settings particularly when placed out of area and the recommendations for local
commissioners to improve community provision in order to support people being discharged
from inpatient settings and to prevent admission.
Work is taking place to establish a local Transforming Care Partnership that supports
integrated commissioning across the district. Pooling of budgets will take place at a local level
and specialist commissioning budgets will be aligned alongside these regionally pooled funds.
It was noted that the aim of the programme is to reduce inpatient and secure beds by 50%
over 3 years and to reduce future admissions by 10% in community. There is senior leadership
from the health and social care economy to support this work with a governance structure in
place.
Concerns were raised regarding the need to ensure that staff in post have the right skills and
experience to meet the needs of the local population. This will ensure that patients are
supported in the least restrictive environment and with the least restrictive model of support.
The Governing Body thanked the CCG and Local Authority colleagues for the excellent work
which has taken place.
It was RESOLVED that:
(i)

Members noted the presentation

16/110 Integrated Care – Memorandum of Understanding
Mel Brown outlined that the Memorandum of Understanding (MoU) of all partners of the
Connecting Care Health and Social Care Partnership (CCHSCP). The purpose of this MoU is to
facilitate co‐operation, communication and co‐ordination between the Wakefield provider
organisations and agencies. The MoU seeks to ensure an effective and coordinated approach
to areas of joint interest. This isn’t legally binding, however it formalises principles for working
together.
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Work is taking place to develop a formal joint committee with the potential of delegated
budgets to support integrated care.
Concerns were noted regarding the funding challenges between the health and social care
sector. The Better Care Fund looks at services which are jointly pooled and has joint
ownership across integrated care pathways. There is a need for the local population to
understand the opportunities and challenge of pooling health and social care resources in a
time of austerity.
Mel clarified that any partner organisation can join the partnership and arrangements are in
place for this to happen.
It was RESOLVED that:
(i)

Members approved Wakefield Clinical Commissioning Group support the MOU in
Appendix B;
(ii) Members agreed to the development of more formal arrangements with partners
about delivery of Integrated Care for late summer 2016 as proposed;
(iii) Members agreed to receive further reports about this work on integrated care for
Wakefield District over the next few months; and
(iv) Members approved the 24 May 2016 Governing Body session focuses on the work
outlined in Ian Dodge’s letter (appendix C).
16/111 2015/16 Finance Report Month 12
Karen Parkin updated members regarding the year end finance report and this is currently
being audited. It was noted that a surplus of £6,007k was achieved for 2015/16. The draft
accounts have been submitted to NHS England and the page turner at the Audit Committee
was held on 5 May 2016. Following this the accounts will be discussed again at the Audit
Committee scheduled for 19 May 2016 and final submission to NHS England will take place on
27 May 2016.
It was noted that QIPP underachieved by £3.6m.
The Governing Body congratulated the finance team for work in finalising the accounts. The
page turner at Audit Committee did not highlight any areas of concern.
It was RESOLVED that:
(i)

Members received and noted the contents of the report

16/112 Primary Care Update – Presentation
Dr Connor shared the Network Development Framework (NDF) evaluation with the Governing
Body. GP practices across the District are all signed up to a Network Development Framework,
whereby there is funding available for them to provide additional capacity, in core hours, for
patients to access appointments to clinical staff in their practices above the core contract.
It is recognised that practices working together can achieve what they would be unable to do if
they were working alone. There is a changing landscape within general practice following co
commissioning, 24/7 urgent care access and the forming of GP federations across the district.
The NDF created an extra 283,328 patient contacts at an average cost of £7.67 per contact.
Individual commissioning networks also had bespoke plans and priorities to meet the local
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needs of the district. Each network now has an identified clinical commissioning lead.
It was noted that 38 practices are signed up to the Wakefield Practice Premium Contract
(WPPC). There are two practices which have APMS contracts in place. There is a transition
fund in place for four practices negatively affected by the new contracting arrangements.
It was noted that any conflicts of interest are managed via the Probity Committee. An external
review of conflicts of interest provided assurance that the CCG are managing these effectively.
National guidance is expected in June 2016 to provide further information regarding the
management of conflicts within organisations.
Pat Keane confirmed that clinical threshold management is key within primary and secondary
care. There is an opportunity to shape services within primary care to improve patient
experience.
Concerns were raised regarding the impact of the removal of the RAIDR system. Andrew
Pepper confirmed that all information should be available via Dr Foster.
Action: Andrew Pepper to clarify the availability of this and the access to patient level data.
It was RESOLVED that:
(i)

Members noted the presentation

16/113 South Yorkshire Working Together Collaborative Commissioning
Pat Keane updated members regarding Wakefield CCGs involvement in the collaborative
commissioning arrangements for South Yorkshire and Bassetlaw Sustainability and
Transformation Plan. It was noted that Wakefield CCG is an associate because Wakefield CCG
is also part of the West Yorkshire collaborative commissioning arrangements (Healthy Futures).
It was RESOLVED that:
(i)

Members noted the update about the South Yorkshire and Bassetlaw Sustainability
and Transformation Plan

16/114 Committee Annual Reports 2015/16
Katherine Bryant presented this report providing a summary of the activities of the Audit
Committee, Clinical Cabinet, Connecting Care Executive, Integrated Governance Committee,
Nominations Committee and Remuneration Committee throughout the financial year 2015/16.
Katherine assured the Governing Body that all committees are operating effectively. All of the
committees have complied with their terms of reference and fulfilled their duties.
There were no areas of concerns raised from the Audit Committee, Clinical Cabinet,
Connecting Care Executive, Integrated Governance Committee, Nominations Committee and
Remuneration Committee throughout the financial year 2015/16.
It was RESOLVED that:
(i)

Members noted the committee annual reports and agreed that the reports provide
Appropriate assurance to the Governing Body;
(ii) reappoint the members to the Audit Committee, Clinical Cabinet, Connecting Care
Executive (CCG members only) and Integrated Governance Committee for a further
7

twelve month term of office; and
(iii) appoint Dr Adam Sheppard and Dr Pravin Jayakumar to the Nominations Committee
for a twelve month term of office.
16/115 Senior Information Risk Owner (SIRO) Annual Report
Andrew Pepper presented the SIRO annual report which provides assurance to the Governing
Body that the CCG is meeting all Information Governance requirements. There were no areas
of concern to note. Areas of success included:




the CCG responded to all but one FOI request within the statutory deadline of 20
days. The late response was sent to the requestor one day later.
all subject access requests were responded to within the 40 calendar days
Wakefield CCG successfully achieved level 2 for the IG toolkit

It was RESOLVED that:
(i)

Members noted the Senior Information Risk Owner Annual Report 2015/16

16/116 Integrated Risk Management Framework
Andrew Pepper presented the revised Integrated Risk Management Framework for approval.
It was RESOLVED that:
(i)

Members approved the revised Integrated Risk Management Framework

16/117 Minutes of the Audit Committee
It was RESOLVED that:
(i)

Members noted the minutes of the Audit Committee meeting held on 11 February 2016

16/118 Minutes of Integrated Governance Committee
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee meetings held on
18 February and 17 March 2016

16/119 Minutes of Clinical Cabinet
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
25 February and 24 March 2016

16/120 Minutes of Connecting Care Executive
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meetings held on
11 February and 10 March 2016
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16/121 Minutes of Probity Committee
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meetings held on
26 January and 22 March 2016

16/122 Minutes of Health and Well Being Board
It was RESOLVED that:
(i)

Members noted the minutes of the Health and Well Being Board meeting held on
28 January 2016

16/123 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
16/124 Any other business
It was RESOLVED that:
(i)

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

16/125 Date and time of next Public meeting:
Tuesday, 12 July 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 10 May 2016
Minute
No

Topic

16/108

Integrated Quality
and Performance
Report

16/112

Primary Care
Update

Action Required

Who

SWYPFT to attend future Governing
Body meeting to give a presentation
following the publication of their CQC
inspection report
Clarify the availability of information
via Dr Foster and the access to patient
level data

1

Date for Completion

Progress

Jo Pollard

September 2016

September 2016

Andrew Pepper

May 2016

Complete

Title of meeting:

Governing Body

Date of Meeting:

12 July 2016

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

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

Link to overarching principles
from the strategic plan:

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

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



Not applicable

Not applicable

CCG Leadership Team

A Chief Officer Report is presented at every Governing Body meeting.

Reference document(s) /
enclosures:

Appendix 1 – 2016/17 Financial Plan Assessment Letter

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
12 July 2016
Financial Plan
The CCG submitted its final version of the 2016/17 financial plan to NHS England on 17th May 2016, in
line with the published timescales. The CCG was able to demonstrate compliance with the NHSE
business rules, in particular achievement of at least 1% surplus; a recurrent underlying surplus; and
the ability to set aside a 1% uncommitted reserve on a non‐recurrent basis. The CCG received a level
1a category of assurance from NHSE on the 26th May (Appendix 1). This means that NHSE view the
CCG as ‘low/medium risk’ as they are assured that we are meeting all business rules. Any CCG in
category 2 or 3 is required to provide recovery plans and receives varying levels of turnaround support
from NHSE. Given that Wakefield CCG have achieved a category of 1a, means that we do not require
this level of external scrutiny and support.
Health Based Places of Safety
Commissioners from across West Yorkshire have worked in collaboration with West Yorkshire Police,
Yorkshire Ambulance Service and the three mental health trusts to secure funding to improve health
based places of safety for people in mental health crisis (relating particularly to Section 136 of the
Mental Health Act).
Representatives from the Department of Health, NHS England and the Home Office met last week to
review the bids, which were approved in principle. The panel noted that the bids were particularly
strong, covered a range of services and praised the partnership approach that had been taken.
In Wakefield this means that the ‘Section 136’ suite at Fieldhead Hospital will receive additional
investment to improve the facilities. It will enhance the client experience by enabling improved
privacy and dignity provisions, availability of food and catering provision, access to outside space and
enhancing the observation ability by the clinical/care teams.
This investment supports the overall Master Plan for the Fieldhead site which is being funded by
South West Yorkshire Partnership Foundation Trust and which will see the re‐development of four
inpatient wards on the site.
Celebrating Patient Participation Awareness Week
On 8 June 2016 the quality and engagement team hosted a ‘get together’ with representatives from
our Patient Participation Group Network and from individual GP practice patient groups to celebrate
Patient Participation Group Awareness Week. Locally, we wanted to recognise and celebrate the
achievements of our groups whilst creating an opportunity to share information, learn and network.
As part of this we held a market place in White Rose House which was attended by both patients and
CCG staff. There were 24 stalls in place with information ranging from nutrition and healthy eating to
car, BBQ and personal safety, as well as stalls selling hypo therapy and beauty products ‐ there was
something for everyone.
We also arranged for students from the West Yorkshire Beauty Academy (based in Wakefield) to carry
out treatments on both patient representatives and members of staff. The treatments included
manicures, pedicures and massages. As a result of this event the academy has offered all our staff a
10% discount whenever we visit them ‐ based around the corner from WRH.

Many stall holders fed back that it was really beneficial to network with both patients and staff and
some good conversations had taken place. They felt that they also had the opportunity to network
themselves and to engage with our staff in some meaningful and informative conversations.
The event was so successful we have been asked to repeat it and therefore intend hosting another
one on Wednesday 30 November, just in time for Christmas.
Transformation Areas
NHS England has selected 18 transformation areas who have been in receipt of significant
transformation funding (vanguard, devolution or General Practice Access Fund resources) to move at
more pace on the following areas:‐






Mental Health (access and referral rates for Improving Access to Psychological Therapies (IAPT)
and implementation of local transformation plans for Children and Young People’s Mental Health,
including establishment or enhancement of dedicated crisis, intensive support and liaison service
for children, young people and their families:
Models of Care
Integrated Urgent and Emergency Care
Increasing utilisation of Patient Online, increasing eDischarge from Acute & Mental Health
Providers to GPs, Summary Care Records to be available in all Urgent and Emergency Care settings

NHS England will assure Wakefield Clinical Commissioning Group progress on these areas through our
quarterly assurance meetings. Some of these areas we are already moving at pace with for example
models of care.
Developing a Districtwide Model of Care
As Chief Officer I am a member of a national group that are developing policy to ensure six systems
are able to mobilise a model of care in their areas with the right national policy support. These
discussions are chaired by NHS England and take place fortnightly and ensure Wakefield Clinical
Commissioning Group are shaping key policies in this arena.
I have led locally in Wakefield a series of workshops and discussions with key partners about
developing a district wide model of care for our system to build on the key areas of work we have
been underway with through Connecting Care, Care Home Vanguard and the Multi‐speciality
Community Provider vanguard which has had a West Wakefield focus. These sessions have identified
the vision for this work moving forward, has enabled the system to refresh our outcomes for
Integrated Care and these will both be critical for the work as these move forward. The next steps of
this work will be for Wakefield Clinical Commissioning Group to develop a robust business case for the
new model of care to inform the commissioning work we will progress later this year.
Network Clinical Commissioning Contract (NCCC)
The development of practice commissioning networks and the Network Development Framework in
Wakefield have produced a culture of joint working by groups of practices which has improved patient
care and the commissioning process. This, and the approval by the Governing Body of a
reconfiguration of networks to mirror emerging practice federations, is consistent with the CCG’s
Primary Care Strategy.
In order to harness the engagement and energy of the new commissioning networks a successor to
the NDF scheme is proposed which differs from it in two major ways:
2




It will be self‐funding by cash‐releasing savings made by the networks with flexibility about how
this is achieved
Payments are contingent on network level performance

The proposed scheme is called the Network Clinical Commissioning Contract (NCCC) and was
approved at the Probity Committee on 24 May 2016. It consists of three domains:




Patient care
Effective clinical commissioning
Cost‐effectiveness

The NCCC will be funded by £150,000 of non‐recurrent finance and up to £580,000 from the CCG
2016/17 contingency fund. This provides for a maximum payment to practices of approximately
£730,000 or £2 per registered patient (as at 1 April 2016) provided that all contract KPIs are
satisfactorily achieved. Delivery of this contract will support the CCG’s QIPP targets relating to
elective care and contribute to a reduction in outpatient waits and a reduced likelihood of contract
breaches and penalties for Mid Yorkshire Hospitals Trust.
Syrian Refugees
The Local Authority has made a commitment to receive 100 Syrian Refugees into Wakefield over the
next two years. The first two families will be arriving in July. The CCG has been working with
representatives from the Local Authority, Housing, Education and the Police to ensure that the
process is well co‐ordinated in accordance with Home Office guidelines. The Refugee Council has
been commissioned to support this. Providers have been notified.
Patient Advice and Liaison Service (PALS)
The CCG has commissioned the provision of the Patient Advisory and Liaison Service (PALS) and
Patient Experience from the eMBED Healthcare Consortium under the Lead Provider Framework
(LPF). The service offers patients and individuals help and support in terms of concerns and issues
they may have around local NHS/hospital services including help finding a GP, concerns or complaints
about GP or services commissioned by the CCG and also signposting to services provided by the
voluntary and community sector.
There is no difference in how patients and the public access the service. As with the previous West
Yorkshire service, PALS is a telephone and email based service for patients and the public. However
eMBED have agreed that the service would be more visible on the ground, and are investing time to
meet local groups and community networks to gain an understanding of concerns around NHS
services in and around Wakefield.
The PALS Manager is a member of the CCG’s Quality Intelligence Group where a report on number,
nature and outcome of PALS contacts is discussed. This information is summarised in the monthly
Integrated Quality & Performance report which is presented to the Integrated Governance
Committee.
Alongside the monthly PALS report eMBED will continue to provide reporting on a quarterly basis on
patient experience (what are our patients telling us). This information will be collated from sources
such as PALS enquiries, Patient Opinion posts, information from other providers, Friends and Family
test and Healthwatch.
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Specialised Commissioning
This section of the Chief Officers Report provides Governing Board members with an overview of key
Specialised Services developments taking place both nationally and locally:‐


Implementing the revised Identification Rules (IR)
NHS England (NHSE) are currently conducting a national baseline exercise which will be used as a
definitive “Who pays?” decision on all Specialised Services activity and will inform NHSE and CCG
funding adjustments for 2017/18.
Board members are asked to note that nationally the previous mapping exercise highlighted wide
variation in the interpretation and implementation of the identification rules and not all
specialised services can be mapped using the Identification Rules (IR) toolkit. In view of this NHS
Wakefield CCG is working collaboratively with Mid Yorkshire NHS Trust, NHSE and North Kirklees
CCG Commissioners to ensure the information collated is reviewed, validated and signed off by
NHS Wakefield CCG prior to submission.
Preliminary outputs indicate the net impact of applying the IR rules shows approximately £2.1
million of additional activity (at Trust level) being identified as Specialist activity with a
corresponding reduction in the value of activity identified as being the responsibility of CCG’s. It is
important to note that validation is still ongoing and this figure could increase to circa £3.2 million
depending on the outcome of further discussions between NHSE, CCG commissioners and the
Trust.
From an assurance and governance perspective the Executive Contract Board (ECB) have oversight
of the IR baseline exercise. The final outputs will be considered by ECB on the 21 July 2016 and
will inform the formal sign off by NHS Wakefield CCG prior to final submission to NHSE.



Adult Severe and Complex Obesity ‐ Transfer of Tier 4 commissioning responsibilities to CCG’s
from April 2016 onwards
Nationally NHSE have shared preliminary activity and cost analysis for Tier 4 services with all
CCG’s. This shows an estimated cost profile of £157,292 for NHS Wakefield CCG (2016/17 forecast
outturn.)
The CCG is working with key stakeholders (NHSE, Local Authorities, CCG’s, Tier 2/3 and Tier 4
Providers) to review the information with a view to ensuring there is a shared understanding of
issues and risks (quality, waiting list, patient experience, activity and cost) prior to the formal
transfer of commissioning responsibilities to CCG’s. Various stakeholder meetings are taking
place.
NHS Wakefield CCG Clinical Cabinet and the Connecting Care Executive have received previous
updates on local Tier 2/3 and Tier 4 developments. Our Clinical Cabinet Leads are informing wider
pathway and service developments and commissioners will continue to engage and involve our
local population in these developments.
Members are asked to note that NHSE have indicated the transfer of Tier 4 commissioning
responsibilities will now take place later in the year. From a governance and accountability
perspective responsibility for Tier 4 services will remain with NHSE until the contract variation has
been completed.
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Spinal Surgery ‐ Transfer of commissioning responsibilities for non‐specialised services activity
NHSE advised NHS Wakefield CCG they intended to serve notice on two providers on the basis
that both providers were not delivering specialised activity. From an assurance and governance
perspective finance, contract and commissioning colleagues have worked with NHSE, both
providers and our external coding and financial assurance representatives to review and validate
the recurrent allocation due to transfer back to the CCG for inclusion into the non specialised
element of both contracts.
Following completion of the review the CCG has agreed with NHSE that c.£900k recurrent funding
will transfer back to the CCG to reflect the increase in the non specialised element of both
contracts for the period July 2016 to March 2017. As the CCG is an Associate for both contracts,
NHS Sheffield CCG will prepare the contract variations and NHS Wakefield CCG will continue to
monitor and report in year activity and costs via the usual contractual and governance routes.

National Contract for Provision of TPP
The National Contract for the provision for the use of the TPP, SystmOne clinical IT system expires on
the 7 July 2016.
Nationally, CCGs have undertaken reviews of practices using SystemOne to




Evaluate their providers affected by this change
Be assured that General Practices/CCG’s have plans in place to re‐procure and fund either a
continuation of the use of the system or a migration to an alternative system
Establish arrangements for procuring and funding for future service provision in General Practice.

In Wakefield all existing and affected GP practices evaluated their use of SystemOne and elected to
remain.
The CCG then on behalf of those practices has successfully transferred all our SystemOne practices
onto the GPSoC contract and under that contract the license fee associated has remained presently
centrally funded. This process has additionally provided the opportunity for WCCG to “housekeep”
the database of S1 units which fall under its remit and ensure closure of S1 units which were attached
to practices which are no longer operational due to mergers and closures. This has been concluded.
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North, Yorkshire and the
Humber
Unit 3
Alpha Court
Monks Cross North
York
YO32 9WN

By email:
Andrew Pepper
Chief Finance Officer
NHS Wakefield CCG

26th May 2016

Dear Andrew
2016/17 Financial Plan Assessment
Thank you for the submission of your 2016/17 Financial Plan. As you know, we have
reviewed and discussed with you the iterations of your plan since the initial February 2016
submission.
Meeting the finance business rules has been a priority for the 2016/17 planning round. In
order to achieve full confidence in a financial plan, commissioners need to plan for the
delivery of financial business rules and demonstrate confidence in delivery, including the
mitigation of risk. Attachment 1 accompanying this letter sets out why this must continue to
be a key priority for all commissioners.
The 2016/17 CCG Improvement and Assessment framework was published on 31 March
2016 and covers four “domains”: Better Health, Better Care, Leadership, and Sustainability.
Financial sustainability, covering both financial planning and in-year financial performance, is
a key contributor to the overall sustainability ranking in the 2016/17 framework.
The purpose of this letter is to provide you with feedback on our assessment of the CCGs
financial plans. The 2016/17 Improvement and Assurance framework (paragraph 20) states
that a discussion regarding CCG assurance and support requirements should be initiated
during the early part of 2016/17. This letter provides the basis on which we will agree our
financial assurance of and support required for the CCG.
In terms of financial confidence and support for plans across the North, we have developed
the following categorisation to maximise consistency in approach and application:

High quality care for all, now and for future generations
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North category for
determining financial
support and confidence

Comments and proposed support arrangements

Category 1a

Assured and meets business rules.
Low/medium risk.

Category 1b

Assured and meets business rules but increased or higher
risk. For example:
- efficiency plans require further development
- risk mitigations rely on increased levels of QIPP
- increased confidence is required in the recognition and/or
management of overall net risk
Self-declaration and evidence of confidence in plan
achievement will determine whether a recovery/mitigation plan
is required.
Closer support and contact.

Category 2

Limited assurance as business rules not met. High risk and
requires a recovery plan.
Aligned support, the level of which is dependent on the
seriousness and underlying nature of the financial position.
See attachment 2 for detail of assurance

Category 3

Not assured and plan not capable of being supported without
further improvement. Capability and Capacity review may be
required or has been undertaken, flagging significant financial
concerns
FRP/Formal PMO and Turnaround input required.
Significant financial challenges, underlying deficit position and
high risk of under delivery against plan in year.
Probable dedicated, aligned support.
See attachment 2 for detail of assurance

High quality care for all, now and for future generations
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Based on the last submission of the CCGs plan, our proposed categorisation of the CCGs
Financial Plan for assurance and support is 1a.
Whilst our assessments of the CCGs plan is low/medium risk, I would welcome a further
conversation with you about potentially divergent expectations with MYHT around legacy
support issues and RTT activity/delivery.
Thank you again for your submissions during the planning process and I look forward to
discussing the contents of this letter further with you.
Yours sincerely

Jon Swift
Director of Finance, (North, Yorkshire and the Humber)
cc.
Jo Webster, Accountable Officer, NHS Wakefield CCG
Moira Dumma, Director of Commissioning Operations, NHS England, North
(Yorkshire and the Humber)
Brian Hughes, Locality Director, (North) NHS England
Jonathan Webb, Head of Finance, NHS England, North (Yorkshire and the Humber)

High quality care for all, now and for future generations
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Attachment 1

Financial Business Rules etc.

In-Year financial position
The 2016/17-2020/21 NHS Planning Guidance restates the business rule requirement that
commissioners will be required to deliver a cumulative surplus of 1%. The guidance also
states that “At the very least, commissioners who are unable to meet the cumulative reserve
(surplus) requirement must deliver an in-year break-even position”.
Access to prior year surpluses
Any reduction in surplus between the opening and closing positions in a year needs to be
agreed with the local NHS England team and capable of being resourced to “draw down”
prior year surpluses.
Draw down will only be available when the commissioner is currently maintaining a surplus
above 1% and subject to affordability within the overall commissioner financial framework.
In all other circumstances it is likely that the commissioner plan will be considered to be less
than fully assured from a financial perspective.
The 2016/17-2020/21 NHS Planning Guidance confirms that commissioners should plan to
draw down all cumulative surpluses in excess of 1% during the three financial years
commencing 2016/17.
The significance of not delivering business rules
Commissioners reducing their surplus below 1% (or planning for/delivering an “in-year”
deficit) are:


spending more than their annual allocation, and as such creating an underlying
financial issue which under the CCG financial framework will quickly multiply if not
addressed swiftly.



reducing the ability of other commissioners to access their accumulated surpluses,
preventing them from improving healthcare, i.e. a CCG is spending other
communities’ resources.



planning for a negative financial run rate (spending more than its annual allocation)
represents poor resource utilisation. Any reduction on a 1% surplus will require to be
recovered during the next year by returning to balance and addressing the underlying
position, hence the level of required action and consequences will be greater.
This is of particular concern during the middle 3 years of the 5 year forward view
planning cycle when annual allocation growth rates are lower than in 2016/17, and
hence should not be relied upon to recover financial overspends.



for those commissioners in cumulative deficit, they are breaching their statutory
financial duties in that CCGs are not authorised to spend more than their total
allocation.
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overspending which will eventually lead to cash-flow difficulties either locally or
nationally – this requirement to support deficit positions could reduce the level of
resource available to the whole commissioner system.

1% non-recurrent resource utilisation
This resource is intended to insulate the health economy from financial risk and is required
to be uncommitted at the start of the year. This is a HM Treasury requirement alongside
being an NHS planning rule.
This requires risk reported by Commissioners in plans to be mitigated and initial planned use
of this 1% non-recurrent resource should not be relied upon. Commissioner plans declaring
unmitigated risks will require recovery plans and considered to be less than fully assured.
This 1% non-recurrent resource may be released in agreement with NHS England as
evidence of risks not arising or being effectively mitigated through other means.

High quality care for all, now and for future generations
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Attachment 2

Support and assurance for level 2 and level 3 CCGs

Step

Level 2

Level 3

Plan less than fully assured

Recovery plan required, may
require turnaround support.

Recovery plan required

Discussion with DCO team
regarding the level of support
required.

Formal PMO and turnaround
support required.
Potential for a Capacity and
Capability review considered

Assurance/support options include:
-

requirement for Financial Recovery Plan
PMO arrangements
turnaround support
sourcing additional leadership capacity
RightCare support
additional NHS England finance assurance/support role
external Capacity and Capability review

High quality care for all, now and for future generations
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Dr Phil Earnshaw, Chair NHS CCG

Responsible Governing
Pat Keane, Interim Chief Operating Officer
Board Executive Lead:
Recommendations:
It is recommended that the Governing Body/Committee:
•
Note the content of the NHS England Final 2015/16 Assurance Letter.
•
Note the content of the 2016/17 CCG Assurance and Assessment Framework
Executive Summary:
This letter provides informal feedback on the key issues discussed at the 2015/16 Annual Assurance meeting
and provides details for next steps on the 2015/16 CCG Headline Assurance Assessment. Assessing the CCG
against the framework we were rated on the five domains as detailed in the table below:

For 2016/17 NHS England are introducing a new CCG Improvement and Assessment Framework to replace both
the existing CCG assurance framework and CCG performance dashboard. This new framework provides a
greater focus on assisting improvement alongside our statutory assessment function. It aligns with NHS
England’s Mandate and planning guidance, with the aim of unlocking change and improvement in a number of
key areas. This approach aims to reach beyond CCGs, enabling local health systems and communities to assess
their own progress from ratings published online which aligns to the approach of working together on the
Sustainability and Transformation Plans.
Link to overarching principles
from the strategic plan:

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

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

Not Applicable











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

Not Applicable

Reference document(s) /
enclosures:

NHS England Final Assurance Letter

Not Applicable
Not Applicable

CCG Improvement and Assessment Framework 2016/17
https://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2016/03/ccg-iaf-mar16.pdf

Risk Assessment:

No direct risks identified

Finance/ resource implications:

None identified

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

Direct: 0113 82 48092
Date: 20 June 2016
Dr Phil Earnshaw, Chair
Jo Webster, Chief Officer
Wakefield CCG
Dear Phil and Jo
RE: CCG 2015/16 ANNUAL REVIEW

Thank you for meeting with us on 29 April 2016 for your Annual Review. The
purpose of this letter is to provide informal feedback on the key issues we discussed,
and to confirm next steps for the publication of the 2015/16 CCG Headline
Assurance Assessment.
We have enclosed notes from this meeting and if there is anything within these you
wish to discuss please contact Keith Wilson (keith.wilson4@nhs.net) / Louise
Metcalfe (louise.metcalfe3@nhs.net). We discussed the final assurance assessment
of the CCG, in the context of the 2015/16 CCG Assurance Framework. Our
assessment of your CCG, against the five assurance components, is as follows:
Well Led
Delegated
Financial
Performance
Organisation Functions Management
Good

Good

Good

Limited

Planning
Good

It is important to note that all assessments are provisional, and subject to national
moderation.
As you will be aware, NHS England is required in the 2016/16 Mandate for the NHS,
to publish a Headline Assessment of the CCG by the end of June.
I will write to you again at the end of June, with your finalised Headline Assurance
Assessment. In the meantime, please do not hesitate to contact Brian Hughes or Lou
Auger.
Yours sincerely

Moira Dumma
Director of Commissioning Operations

NHS England / Wakefield CCG
2015/16 CCG Annual Review Meeting
29 April 2016 at 10:30am
NHS Leadership Academy, Leeds
In attendance:

NHS England
Moira Dumma
David Black
Brian Hughes
Jon Swift
Carole Lavelle
Keith Wilson
Vicky McEvoy
Wakefield CCG
Jo Webster
Dr Phil Earnshaw
Jo Pollard
Andrew Pepper
Pat Keane
Melanie Brown
Dr Adam Sheppard
Michelle Ezro
Esther Ashman

Director of Commissioning Operations
Medical Director
Locality Director (West Yorkshire)
Director of Finance
Director of Nursing
Delivery Manager
Delivery Project Officer (Note Taker)

Chief Officer
Clinical Chair
Chief of Service Delivery and Quality
Chief Financial Officer
Chief Operating Officer
Programme Commissioning Director Integrated
Care
Assistant Clinical Chair
Associate Director
Head of Strategic Planning

Purpose of the
meeting

Moira Dumma opened the meeting and thanked everyone for attending. Today’s
meeting would be used to look back over the last twelve months and focus on
good practice, a review of work being undertaken to reduce health inequalities and
the risks that the CCG have at this time along with areas of further development.

Discussion

Wakefield CCG was noted to have delivered a vast amount over the last twelve
months in particularly around transformation. Whilst a lot of change was ongoing
it was acknowledged that the CCG had not taken its eye of the ball in terms of
sustainability. Wakefield was known to be more involved with the Vanguard work
streams in West Yorkshire than any other CCG on the patch but it was
acknowledged that the CCG saw this as a chance to realise the opportunities this
brings to get them to a place where they want to be. The leadership of the CCG is
to be commended as this stretches wider than the boundaries of the CCG and
covers Healthy Futures and lead commissioner status for YAS 999.
Performance
Whilst performance at MYHT remained a challenge significant improvement had
been seen around mortality and infection rates and Wakefield explained that care
within the Wakefield District was now much improved. Good relationships remain
with Healthwatch, Local Authority and patient representatives and these forums
are used to inform how they extended primary care and PMS reviews.
An MOU was now in place that signalled a difference in ways of working in relation
to delivery of community services. A transition plan was currently being pulled

together and good progress has been made within the last twelve months. The
relationships internally within the trust still needed further work and it had been
discussed about delegating functions to a Joint Formal Committee. The trust and
CCG were working closely with Manchester to understand their experiences and
to learn from any good practice identified during internal changes. The CCG
noted that MYHT needs to value both the community and acute elements to
achieve full transformation and staff within the trust need to understand that a
collaborative change was needed.
Health inequalities within the Wakefield District were discussed and the CCG
noted that a lot of the barriers that existed previously had now been broken down.
The most deprived GP practices were leading the way in innovation and tackling
health inequalities. Two of the practices in high deprivation areas were also
involved in extensive services being provided out of their premises.
The CCG has recently completed a tendering exercise for IAPT services and has
been successful in taking three of the previous mental health contracts and
merging this into one so that the service offered extensive support during
throughput. The CCG has used the guidance document from NHS England
including incentives and penalties and wrapped this around the contract so the
service is enhanced over the three year period. Work to understand the potential
growth of demand for the new IAPT provider has been undertaken to ensure that
the service would continually meet the needs of the service users. The contract
specifies that there needs to be clear engagement with other providers in the
district and during the tendering phase this had also been echoed. Further work
needed to be undertaken on IAPT trajectories and it was noted that a similar piece
of work was ongoing with regards to the dementia pathway.
The CCG has met their dementia diagnosis target and this had also been built into
the Quality Premium Award for 2016/17. The Local Authority and CCG work
closely together on this work stream and a care home event had recently taken
place following issues that had been raised during the CQC visit. This work area
was now being shifted into a development role and care home leaders would take
ownership for this next time round to ensure clear buy in from all partners was
demonstrated. There were strategic issues around managing the market (e.g.
deregistration of care homes) and this had raised commissioning and contracting
issues due to the way commissioning had been undertaken over the last 15-20
years. The CCG noted the need for change due to the various complexities and
Wakefield noted that a Quality and Care Homes post was being looked at which
would allow data to be used more intelligently. The ‘Future in Minds’ work being
undertaken as part of the Local Transformation Plan had been the strongest
submission nationally and the CCG has been asked if their intended way forward
could be used as best practice around the country so that others could share from
their success.
Urgent and Emergency Care
The Vanguard work was taking shape and the CCG has been invited to participate
in one of the new Transforming Areas programme. Wakefield CCG has been
successful in attracting the Vanguard Programme focus on their work. The CCG
recognises what a unique position they are in and hope to make full use of the
opportunities that are available to them.
From an urgent care perspective primary care are developing alongside this to
ensure that Keogh recommendations are delivered and any additional capacity
maximised. Schemes were really starting to come to fruition and there had been a

positive decrease in non-elective admissions. A lot of work was ongoing with the
federations and primary care was running alongside this to ensure that an
integrated system remained at the heart of any new developments. The CCG was
also looking to make variations with the £ per head monies to tackle some of the
issues which have previously been identified. The £2 element previously used on
patient engagement and patient relationships would now be focused on the quality
of referrals to the acute provider (in particular MSK, ENT and Trauma &
Orthopaedics) this was also supported by evidence from the Right Care data.
In terms of the primary care position the CCG remains strong out of the forty
practices, half were now known to be training centres and the CQC experience
was found to be really positive. A lot of workforce development had been
undertaken and Phil Earnshaw noted that his practice in particular was now
trialling the pharmacist pilots. Along with the introduction of pharmacists further
GP training, nurse training, recruitment drives, triage navigation, hub and spoke
trials were also ongoing. The next big opportunity that the CCG is tackling was an
integrated ED across the Mid Yorkshire footprint. Clinical engagement was being
strengthened across the patch and the conversations that were taking place
reflected this change. The investment in primary care and strengthening the
system is also connected to clinical engagement.
Adam Sheppard had now become the new chair for the UECN. Vanguard work
was taking place at scale and the AHSN would be attending the next Healthy
Futures meeting next Tuesday.
Finance
2015-16 finances for Wakefield CCG remained in a good position and the CCG
has met the 1% surplus with no other audit issues being reported. NHS England
acknowledged the good relationship the CCG Finance team has with them and
their ability to assist with tight turnaround requests. Extensive conversations have
now taken place with MYHT in terms of the 2016/17 contract and MYHT recognise
some of the QIPP schemes that needed to be delivered within the year. The
relationship with the trust remained strong and discussions on the potential impact
of arbitration had already been discussed during the contracting round.
As part of the Right Care analysis outpatients were one area that had been looked
at due to the opportunities that could be made in terms of capacity to reduce in
this area. There are significant QIPP schemes aligned to reducing elective care
and follow ups. There has also been some challenges around the STF trajectories
and work is ongoing to push the trust into delivering realistic trajectories. With
regards to emergency care some of the areas that needed to be completed were
relatively small but a number were all connected to patient flow. At least five of
the seven actions that needed to be completed were in the Trust’s gift to complete.
Sustainability and Transformation Plan
Business Intelligence conversations are taking place amongst clinical leaders,
which is a major step forward. These discussions need to underpin the local STP
in order to produce really good evidence on patient flows. The first outputs of this
will be seen towards the end of May 2016.
Summary
Moira fed back a summary of the CCGs performance over the last twelve months
and agreed this was a well performing CCG but due to the performance element
discussed during the meeting the CCGs rating against the performance domain
would be classified as “Limited Assurance”. All other domain ratings were noted

to be good. The results of the end of year assurance would go to moderation and
be available in June. Whilst it is disappointing for the CCG to be assured as
limited this should not distract from the great achievements they have made in a
number of areas, in particularly mental health; relationships with the Local
Authority and primary care. It was acknowledged that despite the challenges
within MYHT, the CCG always continues to move forward to improve the health of
their local population.
NHS England thanked the CCG for their perseverance, motivation and drive for
the work across West Yorkshire. The way the system had moved forward within
the last year was testament to the time and resources that had gone into the
different workstreams of the STP and Healthy Futures.
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Dr Phil Earnshaw, Chair NHS CCG

Responsible Governing
Pat Keane, Interim Chief Operating Officer
Board Executive Lead:
Recommendations:
It is recommended that the Governing Body/Committee:

Note the content of the latest STP guidance from NHS England

Note the verbal update on the West Yorkshire STP

Note and discuss the proposed content of the Wakefield STP set out in the presentation and agree
the direction of travel.
Executive Summary:
The presentation provides:
 An update on the latest guidance for developing the STP and the revised timeline and submission.
 A verbal update on the West Yorkshire STP and how the Wakefield STP fits within it.
 A presentation on the current proposed content of the Wakefield STP.
Link to overarching principles
from the strategic plan:

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










Impact Assessments will be carried out as part of the next stage of
development.
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

Public Engagement has taken place via the Commissioning Maze process. In
addition patient engagement has been undertaken in June 2016 via PIPEC
and PRG.
The process of developing the STP has involved all departments within the
CCG and external stakeholders.
12th April 2016, 8th March 2016

Reference document(s) /
enclosures:

NHS England STP Guidance published 18th May 2016

Risk Assessment:

Risks will be identified through the process of development of the STP.

Finance/ resource implications:

Any finance/resource implications will be identified through the process of
development of the STP.

STP June 30th submission
18 May 2016
Following the initial STP submissions on April 15th, Simon Stevens, Jim Mackie,
Duncan Selbie, Ian Cumming, Mark Lloyd and Regional Directors met with over half of
the footprint areas to discuss their emerging priorities and proposals. It was clear from
our conversations that although a great deal has been achieved in a short period of
time, every footprint is at a different starting point in terms of their collective
understanding of their current position and their proposals for the future. For those
areas where work was already in train across a geographical area, the STP process
offers an opportunity to create momentum, pace and reach clear decisions; in areas
with less history of partnership working at a strategic level, leaders welcomed the
opportunity to seek system-based solutions to deep seated problems. The calibre and
collaborative nature of partnerships with Local Authorities in many areas was
impressive, offering a positive force for change that we need to harness.
The next checkpoint will be on June 30th, when each footprint will submit their plans.
These will form the basis of a conversation with each of the 44 footprints. To support
this, we will need you to build on April submissions by:
 Ensuring you have shared understanding of where you are now in relation to the
three gaps (health, quality, finance) and where you need to be by 2020/21,
taking into account indicative allocations the Sustainability and Transformation
Fund in 2020/21 and the requirement to achieve financial balance
 Presenting an overall coherent strategy for your footprint that reflects the 5YFV
ambition to keep people well, with strong primary care, community based
services and support at home, considering your current starting point and the
optimal use of the acute sector across your system
 Identifying the 3-5 critical decisions required to realise your vision and really shift
the dial in your patch to close the three gaps
 Setting out the anticipated benefits in terms of health, quality and financial
impact, making clear the timescale for anticipated benefits working back from
2020/21 to 2016/17
 Where possible, set out how this will enable you to deliver the ten key priorities
set out in the March guidance – please note that we expect this only to be
included for those footprints with pre-existing system plans, not those just
starting their journey – see below
 Identifying which actions lie within individual organisations and which require
system wide change/action across your footprint and/or are dependent upon the
actions of other partners/neighbouring footprints
 Assessing the degree of consensus/support for any proposed changes, and your
plans for meaningful engagement with workforce, the public and key partners

We appreciate that each footprint will be starting from a different point on this journey,
so the level of detail expected in June submissions will differ accordingly. For footprints
that already have mature plans, we will expect fuller, more comprehensive submissions
which reflect progress made to date. In either case, we expect submissions to be
concise – no more than thirty pages/slides please – so we can have a genuine
conversation about the choices to be made, rather than an extensive analysis of the
problems.
Given the different starting points of footprints, there will not be a standard submission
template - excluding finance, details of which are set out below. However there are
some elements we expect the June submission to cover. The annex includes a
description of these elements, which can be used (optionally) as a table of contents for
those who would welcome a set structure.
Financial, activity and workforce template
Each footprint will be asked to show it could close its financial gap for NHS services and
achieve sustainable financial balance in aggregate by 2020/21. To enable national
consistency and assurance, there will be a shared financial template to be used by all
STPs. This provides a standard way of capturing financial, activity and workforce plans
at a reasonably high level.
It should summarise the 2016/17 start point, the 2020/21 funding envelope, and the
solutions which footprints have identified across the system to promote health &
wellbeing, reduce unwarranted variation and improve quality, consistent with this
envelope.
From your submission and underpinning analysis, there should emerge a clear story of
how local areas will address their finances. This is likely to include solutions that:
 can be implemented by delivering on provider and commissioner efficiency
schemes that reduce costs and generate real productivity gains, i.e. providing
the same services against lower costs
 are transformative system solutions, i.e. providing care in a different way by
keeping people well, optimise acute care use and enable care closer to home.
STP should focus on the few big ticket items and reflect the critical decisions
needed to make it happen
 other schemes which have been identified locally to close the gap
The finance template and a supporting user guide will be sent to the footprints in the
following days. As an appendix to the supporting user guide, we are publishing
commissioner and provider growth, inflation and savings assumptions based on the
Spending Review model. The Indicative Hospital Activity Model (IHAM) has been
updated to the forecast out-turn position at M10 2015/16 and is now available by
system as well as CCG. It shows five year activity trends which can be used to support

identifying the ‘do nothing’ scenario. Regional finance teams can be contacted with
questions on the guidance.
The template includes the requirement to make an initial assessment of the workforce
consequences of service proposals from 2016/17 to 2020. There is a clear recognition
that the detailed workforce requirements can only emerge as consensus on future
service models is finalised. This is an initial assessment that forms the basis for further
conversations with your new Local Workforce Action Boards (LWAB).
Sustainability & Transformation Funding: Indicative allocations
To support you in your planning, we are making indicative allocations of the
Sustainability & Transformation fund available on the 19th of May on the STP pages of
the NHS England website. As the title suggests, these figures are indicative: final
allocations will depend on legal allocations by the NHS England decisions in due
course. Overall the money available for the provision of healthcare will be greater in
2020/21 than it is today, although the levels of future growth may be less than we are
used to historically.
We need to be clear that this is about identifying the best possible use of growing
resources, so that we can meet projected increases in demand, and wherever possible,
reduce or moderate that demand by improving population health. The point of making
these indicative figures available now is to provide a basis for local conversation about
the best way to drive the necessary transformation, allowing you to reverse engineer
back from 2020/21 to the 2016/17 position.
Status of plans by June
The plans that you submit on June 30th will form the basis for a face to face personal
conversation with the national leadership in the NHS throughout July, and will be a key
part of a subsequent managerial process to inform decisions about the geographical
targeting of growth in the intervening years to 2020. Your submissions will therefore be
work in progress, and as such we do not anticipate the requirement for formal approval
from your boards and/or consultation at this early stage. We will, however, wish to be
assured that your plans reflect a shared view from your leadership team where
possible, based upon the needs of patients and taxpayers, and a robust plan to engage
more formally with boards and partners following the July conversations.
Submission
Plans need to be submitted by Thursday 30th June 5pm to
england.fiveyearview@nhs.net, copying in your Regional Directors.

ANNEX – Topics to cover in June
The list of topics below can optionally be used as a table of contents for those footprints
who wish to work with a set structure.
Please clearly set out on the front page of your submission the name of your footprint,
number of your footprint (1 - 44) and your region.
1. Executive summary / plan on a page
2. Starting point [as set out in April submission]
 Underlying position on health, quality and finance now and 2020/21
 Key factors driving the pressures to be accommodated/moderated
3. Priorities and transformation schemes
 Critical decisions: the few big decisions that will need to be made if we are
to shift the dial, including strategic commissioning decisions that are
needed to support incentivising the right behaviours and supporting new
models of care
 How your priorities address the ’10 big questions’ [as set out in April
submission]
 Underpinning story (narrative, data) per priority/solution, describing what
will be different for patients.
4. Solutions that taken together close the gaps, and its impact quantified - health
and care being described as concretely as possible in terms of expected effect
on metrics.
 for 2020/21 (financial envelope), for 2016/17 and years in between
(bridge), including forecasted impact of solutions [partially set out in April
submission]
 Phasing of the impact and link to operational plans
 Financial impact on the system as a whole and consequential impact on
i. providers
ii. commissioners
iii. local authorities
5. How to deliver your plan
 Long term (3-5 year) and short term (this year) milestones for further
development/delivery of the plan
 Risks and actions to take in the short term, including what you can do
yourself and how you’ll need help from national bodies
Annex
A) Governance arrangements [as partially set out in the April guidance]
 Structure, effective decision making, system leadership
 Work streams and delivery vehicle (evidence how to deliver change on
the ground)

B) Engagement process [as partially set out in the April guidance]
 Plan to engage more formally with boards and partners after the July
conversations
 How footprints have engaged organisations and other key stakeholders so
far, and who is still to be engaged with
 Evidence or plan to involve staff, clinicians, patients, HWBs, etc.
C) Enablers (only required for more mature footprints), e.g.
 Local digital roadmap, summary of how the digital will support
integrating health care to drive quality, productivity and patient
experience.
 Estates strategy
 Workforce strategy
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Responsible Clinical Lead:

Dr Clive Harries, Governing Body IT Lead

Responsible Governing
Board Executive Lead:
Recommendation:

Mel Brown, Programme Commissioning Director Integrated Care

It is recommended that the Governing body endorse the Local Digital Roadmap.
Executive Summary:
The key aim of the NHS England programme is for Primary, Urgent and Emergency Care and key transfers of
care to be delivered using paper free integrated records by 2018 and that all publicly funded providers of health
and care will have integrated digital care records by 2020 to enable health and care to be “paper free at point of
care”.
CCGs are expected to lead, with local partners, on the development of local digital roadmaps (LDR) and
associated digital maturity analysis. The LDR is an essential part of the sustainability and transformation plan,
ensuring that there is a digital thread throughout the Wakefield and West Yorkshire planning.
The Wakefield LDR has been developed in collaboration in partnership with our partners and providers. We
have shared the development work with Calderdale, North Kirklees and Greater Huddersfield CCGs to ensure a
common approach with our shared providers.
Resource to carry out the planning work for the roadmap was undertaken with existing internal resource from
the CCG and provider partners supported by project management resource available under the contracted
service from Health Informatics Service.
The LDR was submitted to NHSE by the target date of 30th June but requires endorsement by the CCG and
provider governance boards during July and August. Following the review by NHS England this document will be
published and available on the NHS England website.
Link to overarching principles
from the strategic plan:

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

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








Not applicable to the LDR but will be required for a number of the suggested
initiatives.

Outline public engagement –
clinical, stakeholder and
public/patient:

Extensive engagement has taken place with partners and providers across
the Wakefield District and the Healthy Futures (11 CCG) footprint. No public
engagement was required for the development of the roadmap.
Public engagement will be required for a number of the suggested initiatives.

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

Insert details of the people you have worked with or consulted during the
production of this paper :
Wakefield CCG

Wakefield CCG
Wakefield CCG
MYHT
MYHT
SWYPFT
Wakefield Council
Spectrum
YAS

Programme
Commissioning
Director Integrated
Care
GP Board Member GP
lead for ICT
Head of Strategic
Planning
Associate Director of IT
Services
CCIO

Mel Brown

Deputy Director of
IM&T
Corporate Programme
Manager
Head of Performance
and Contracting
Associate Director of
ICT

Adrienne Pickering

Dr Clive Harries
Esther Ashman
Heather Cook
Paul Curley

Gary Boardman
Michelle Marsden
Ola Zahran

In addition the LDR development group included representatives from Health
and Care providers across the CKW area.
Previously presented at
committee / governing body:

Governing Body ‐ 10 November 2015

Reference document(s) /
enclosures:

Local Digital Roadmap

Risk Assessment:

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

Finance/ resource implications:

This paper contains the following financial implications:
There will be resource costs associated with the required planning work and
additional costs on providers to deliver against the aims of the programme.

At present there is no direct funding associated with this work, although
NHSE have secured treasury funding to support digital initiatives to a total of
£4.2 billion over 5 years.
The full breakdown of the £4.2 billion fund includes:
 £1.8 billion to create a paper free NHS, which includes £900m of
capital investment to put in place primary and secondary IT systems
that will work together seamlessly, with an extra £400m for running
costs.
 £1 billion for infrastructure, cyber security and data consent;
 £750 million to transform out‐of‐hospital care, including digital
primary care, medicines, social care digitalisation and digital urgent
and emergency care;
 £400 million for enabling the NHS to become digital, including a new
website NHS.uk, apps, free Wi‐fi and telehealth; and
 £250 million for data for outcomes and research.
To access funding it is essential that our LDR is considered by NHSE to be
“investment ready”.

Local Digital Road Map – Executive Summary

1

Background and Context

The Five Year Forward View makes a commitment that, by 2020, there would be “fully interoperable
electronic health records so that patient’s records are paperless”. This was supported by a
Government commitment in Personalised Health and Care 2020 that “all patient and care records
will be digital, interoperable and real‐time by 2020”
The NHS England policies “Five Year Forward View”, “Personalised Health and Care 2020” and
“General Practice Forward View” all envisage the development and utilisation of digital tools by
professionals and citizens to improve health and well‐being outcomes .
The Local Digital Roadmap (“LDR”) should be read as a part of the Sustainability and Transformation
Plan (“STP”) in which digital delivery forms a key element as one of the enablers of transformation in
Wakefield and in the wider West Yorkshire health and care economy.
2

Requirement

Local health and care systems are required to produce LDRs by 30 June 2016, setting out how they
will achieve the ambition of ‘paper‐free at the point of care’ by 2020. Specific guidelines for content
of the LDR have been provided by NHSE which need to be followed.
The first step was the definition of a “LDR footprint”, which for Wakefield is the CCG and Council
boundary.
The second step was for NHS providers within the footprint to complete a Digital Maturity Self‐
assessment. The Council and CCG have also completed Digital Maturity Self‐assessments although
these are not required to form part of the LDR.
LDRs will be reviewed by NHSE in July 2016 within the broader context of STPs. A signed off LDR will
be a condition for accessing investment for technology enabled transformation (although this
process has not yet been confirmed by NHSE).
Whilst the LDR needs to be signed off by all local partners, it is accepted by NHSE that, so as not to
delay submission, this can happen after the 30th June.
The LDR should include






A five‐year vision for digitally‐enabled transformation
A capability deployment schedule and trajectory, outlining how, through driving digital
maturity, professionals will increasingly operate ‘paper‐free at the point of care’ over the
next three years
A delivery plan for a set of universal capabilities, detailing how progress will be made in fully
exploiting the existing national digital assets
An information sharing approach
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3

LDR development

We have worked jointly across Calderdale, Kirklees and Wakefield (CKW) supported by a project
manager from tHIS, through a LDR group consisting of partners and providers, to address the key
requirements for the LDR, for Wakefield these partners have included:
South West Yorkshire Partnership NHS Foundation Trust
Spectrum Community Health Community Interest Company
The Health Informatics Service
The Mid Yorkshire Hospitals NHS Trust
Wakefield Council
Yorkshire Ambulance Service NHS Trust
Through the ICT digital group we have also involved:
Age UK
Local Care Direct
Nova Wakefield
Wakefield District Housing
West Wakefield MCP

The roadmap is, largely, not a technical document but rather identifies our readiness, capability and
capacity to deliver transformation across seven broad capability areas:








Records, assessments and plans
Transfers of care
Orders and results management
Medicines management and optimisation
Decision support
Remote care
Asset and resource optimisation

However it does also seek assurance that, through our providers and partners, we can deliver
against 10 defined “universal capabilities” by April 2018, these do also align to the stretch targets for
MCP and Transformation areas:









Professionals across care settings can access GP‐held information on GP‐prescribed
medications, patient allergies and adverse reactions
Clinicians in Urgent and Emergency Care (U&EC) settings can access key GP‐ held
information for those patients previously identified by GPs as most likely to present (in
U&EC)
Patients can access their GP record
GPs can refer electronically to secondary care
GPs receive timely electronic discharge summaries from secondary care
Social care receive timely electronic Assessment, Discharge and Withdrawal Notices from
acute care
Clinicians in unscheduled care settings can access child protection information with social
care professionals notified accordingly
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Professionals across care settings made aware of end‐of‐ life preference information
GPs and community pharmacists can utilize electronic prescriptions
Patients can book appointments and order repeat prescriptions from their GP practice

In addition there is a specific requirement that the LDR includes a commitment and plan to deliver
interoperability and enable information sharing.
4

Next steps and areas for development

Universal Capabilities
For all of the above universal capabilities it is essential that the CCG develop project plans with our
practices, providers and partners to deliver of extend delivery against the targets. Once the LDR is
submitted we will establish appropriate task and finish groups.
Clinical Vision
The vision in the LDR is necessarily broad, it is intended that with the support of Dr Clive Harries we
establish a clinical reference group to focus on specific new developments (eg Person held records)
and areas where we have investment which has not been maximised (eg Unified Communications).
This group is expected to help us develop the priorities for any potential funding opportunities.

5

Governance, Sign off and Submission

This paper is to ensure that the Governing Body is able to endorse the completed LDR.
The LDR will also require sign off by partners and providers boards as shown below:
Organisation
Health and Wellbeing
Wakefield CCG
Wakefield Council

MYHT
SYWPFT

Spectrum

Board
Health and Wellbeing
Partnership Board
Connecting Care Executive
Governing Body
Information systems, Adults
and Children’s Programme
Board
IM& T Board
CEG Board
IT Forum and Executive
management team

Spectrum Board

Date
STP and LDR priorities
presented on 16 June 2016
14 July 2016
12 July 2016
21 July 2016

11 July 2016
20 July 2016
Presented at IT forum on 28
June.
Sign off at next board in mid –
August.
5 August 2016

Richard Main
30 June 2016

Page 3 of 3

Information sharing approach – Wakefield
End 17/18
Systems
Efficiency

Patient access to digital
records in primary,
community and
secondary care

Capabilities enabled by information sharing
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access the
internet from
health sites

Digital handover of
care is shared

GPs to receive
timely electronic
clinical letters
Health and
social care
staff can
access
systems at
the point of
care

Single
Assessment
Process

Mobility
development
Patient Wi-Fi

Healthcare
clinicians
receive
patient
alerts

Information is
collected/recorded
once

Patients can
view their
digital care
record

Current State

End 20/21
Future State Future State

End 18/19
Electronic
Transfer of
Care

Self-Care
Apps

Share detailed clinical
information across all
health and social care

Patients can add
information to
care record

Virtual
consultations
and remote
care

EDMS

Open
access
across care
systems
Adult and
Children’s
Social Care
system

Mobility
development

Mobility
development

EPR/EPMA
E-referrals

Citizen
Identity

Shared
Digital
Records

Paper free at
point of care

Patient
Portals

Shared IT
infrastructure
Shared
Administration
Units

Unified
Communications

Interoperability
between systems
Patient facing
technology

Digital Dictation
NHS
Number

Health & Care
community
wide Wi-Fi
access

Clinical
Portals

E-prescribing

E-Rostering

DigitalDigital
approach
approach

Electronic
forms
Systems
Optimisation

Information
Sharing and
Consent
Model in
place

NHS Wakefield Clinical Commissioning Group
Local Digital Roadmap

June 2016

Introduction
The Wakefield Local Digital Roadmap has been developed with the full support of our Health
and Well-being Board by all the partners in health, social care and the voluntary sector
across Wakefield district
The roadmap is a representation of our shared ambition to use digital technology where it
supports the health and well-being of the citizens of Wakefield.
Only by working together as a whole economy both in Wakefield and across West Yorkshire
can we achieve the aims of our Sustainability and Transformation plan.
Our Local Digital Roadmap will cover:






A Five year vision for digital enabled transformation to 2020
A capability deployment schedule and trajectory outlining how we will drive digital
maturity.
How professionals will increasingly operate paper free at the point of care over the
next 3 years.
A delivery plan for a set of universal capabilities, detailing how progress will be made
in fully exploiting the existing national digital assets.
A robust and compliant information sharing approach

Our plans will identify:






Where we are now
Where we are going
Our current level of readiness and our vision for digitally enabled change
An assessment of capacity and capability and our plans to exploit and optimise
resources
Maturity of our System Wide Infrastructure and our desires to exploit new
technologies

Dr Clive Harries

Richard Main

GP and CCG board member for ICT and Mental
Health

Informatics Integration Lead

30 June 2016
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1 Context
The NHS England policies “Five Year Forward View”, “Personalised Health and Care 2020” and
“General Practice Forward View” all envisage the development and utilisation of digital tools by
professionals and citizens to improve health and well-being outcomes .
In particular the aim of these policies is to improve digital maturity in and across all health and care
partners in our local health and care economy.
This Local Digital Roadmap (LDR) should be read as a part of the Sustainability and Transformation
Plan (STP) in which digital delivery forms a key element as one of the enablers of transformation in
Wakefield and in the wider West Yorkshire health and care economy.

Figure 1 - STP 5 Year Outcomes
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Enablers
Figure 2 - Health and Wellbeing priorities for Wakefield

1.1 Footprint
The footprint of this digital roadmap is the co-terminus boundary of Wakefield Council and
Wakefield CCG. The roadmap addresses how we propose to utilise appropriate digital opportunities
to help address the health and wellbeing priorities shown in Fig 1 and 2 above.
NHS Wakefield CCG is a member of “Healthy Futures” representing the eleven CCGs across West
Yorkshire, it is on this footprint that the West Yorkshire STP is based and in turn is built upon the six
local place-based STPs.
In developing this roadmap we have built upon the existing digital developments in Wakefield,
particularly taking account of the learning from the Pioneer and Prime Minister’s Challenge Fund
projects and have incorporated the aims of the New Models of Care Multi-speciality Community
Provider (MCP) Vanguard and Care Home Vanguard projects.
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1.2 Wakefield vision
To create a ‘digital’ health and care community that shares information and knowledge,
communicates, plans and collaborates in ways that helps the citizens across the district to receive the
highest possible quality of care, supported by the citizen having access to the information needed to
help them self-care.
This vision aims to provide digital delivery of services that supports improved health and well-being,
firstly across the priorities identified in the Wakefield STP and then more widely as digital health
services mature, recognising that not all citizens will choose or be able to utilise digital services.
This vision incorporates and builds upon that of the Connecting Care Pioneer project and the West
Wakefield MCP to ensure that, with appropriate consents and safeguards, data can be identified,
shared and used by care professionals and citizens to better support health and well-being.
At the most simplistic level, information and knowledge will be shared securely for the right care in
the right place at the right time through:
1. Enhanced communication and collaboration for people and systems.
2. Investment in technology linked to business and clinical objectives across the CCG, its
partners and service providers.
3. Innovation that will lead to the improvement in the quality of services and better outcomes
for citizens.
In developing our vision for sharing data we understand that this will be a complex journey and that
parts will be best delivered with local agility and parts at a wider West Yorkshire level.
We will be pragmatic in our planning and understanding that:








we will initially use and build upon existing information assets and systems,
there will be no “rip and replace”
we will take a step-wise approach to innovation and change
we ensure that our partners and citizens support what we are doing
we will work with our partners to exploit opportunities when they arise
there will be constraints to what we can achieve ourselves and what we will need national
support to achieve.
we will learn from others and share our learning

A key enabler for change will be the establishment of an e-Health Record (EHR) (or Electronic patient
record) which interoperates with systems in and beyond Mid Yorkshire Hospitals Trust. This will
require significant resources both in terms of funding and organisational development and capacity;
however without this step it will be difficult to make significant change in the district.
The roadmap does not present a detailed business case for any one change nor does it replace
individual organisational ICT strategies.
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1.2.1

Wakefield STP – Local Priorities and Enablers
•
•
•

•
•
•

•
•
•

•

•
•
•

Using and sharing information across teams in our Early Help Hubs to
support professionals and families.
Introduce a digital version of the Redbook, through this provide digital
signposting to advice and guidance.
Recognising that the millennial generation expects “digital by default”,
therefore ensure services are available across channels to support parents
using platforms they choose to use.

Online resources have a larger part to play in engaging and supporting our
young people eg Kooth.
Providing access, for those who choose to use it, to online Mental Health
services eg “Minddistrict” (Rightstep 24/7).
Using a person held record to maintain a digital diary

Person held records and self-care apps will support people with LTC to
understand their conditions and take greater responsibility for self-care.
Share information across multi-disciplinary teams to underpin new care
models in the right place at the right time by the right person
Encourage use of virtual consultations to support people in thier own home

Moving towards a focus on preventative/self-care to older people’s health
building upon the digital signposting developed in the West Wakefield MCP
as an additional channel
Continue to build on the Care Home Vanguard to expand use of NHSmail and
SystmOne to better support older people
Development of virtual consultations to support people in their own home or
in a care home
Implement remote and assistive technologies to support people at home

Figure 3 - Wakefield - Priorities and Enablers
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1.2.2

West Yorkshire STP

The Wakefield STP identifies that there are some services (see Figure 4 - Healthy Futures Structure )
which are better delivered at a West Yorkshire level. The digital enablers for these services will need
to integrate across a number of LDR footprints. As an example the urgent care clinical hub can only
achieve the aims through access to shared patient data and virtual access to specialist services
across not just Wakefield but also the wider West Yorkshire footprint.
What needs to be delivered at West Yorkshire level:









Continuous alignment of local digital strategies (Local Digital Roadmaps footprints)
Monitoring of Local Digital Roadmap delivery
Digital alignment with other STP footprints and non-WY Local Digital Roadmaps
Maintaining and developing a network of local WY professionals
Setting best practice and providing WY leadership on benefits realisation and (digital) change
management
Links to West Yorkshire Association of Acute Trusts (WYAAT)
Support to specific WY healthy futures work streams
The design and delivery of some specific digital functions that it makes sense to be
undertaken at a WY level e.g. a strategic approach and delivery of a way of sharing real-time
data across and between providers. This work is starting within the WY Urgent and
Emergency Care Vanguard.

Local Health and Wellbeing Boards

Local Authorities

Healthy Futures Programme Management Office

STP1 Steering
Group: Bradford

Provider Boards and associations of providers

STP2 Steering
Group: Calderdale

STP3 Steering
Group: Harrogate

CCG Governing Bodies

STP4 Steering
Group: Kirklees

STP5 Steering
Group: Leeds

Healthy Futures Leadership Team (All West Yorkshire Chief Executives)

Healthy Futures
Collaborative Forum

STP6 Steering
Group: Wakefield

Decision-making
Recommendations for
decision

WYSTP Steering Group
Advisory and assurance

Finance and Business
Intelligence Group

Clinical Forum

Cancer

Prevention at
Scale

Digital Health &
interoperability

Mental Health

Communications and
engagement

UEC

Workforce

Specialised
commissioning

Transformation
workstreams

Hyper-acute
stroke

Leadership and OD

Figure 4 - Healthy Futures Structure
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1.2.3

Transformation Area and MCP Stretch Targets

As a Transformation area and a Multi-speciality Community Provider (MCP) Contract development
area we aim to achieve the stretch targets for provision of digital services at the earliest opportunity.
We recognise that these cannot be achieved through one organisation acting alone and will need all
partners across the district to work together to identify ways of meeting the aims of the MCP and
Transformational targets.
Accepting some of these targets are aspirational we are actively engaged with NHSE and NHS Digital
teams to support our planning and engagement activities.
We understand that the current achievement levels are below target and have identified activities
required to achieve target and address the associated constraints.
Transformation Area and MCP Stretch Targets
Target
Date

Delivery Target
25% Patient Online utilisation
90% SCR (or equivalent) viewing in all UEC Settings
90% eDischarge from Acute & Mental Health Providers to GPs
70% Digital transfer of patient information at admission, discharge and referral

2016/17

80% ERS utilisation
60% digital health records, assessments and care plans shared across organisations
90% usage of electronic prescription
A single call to get an appointment Out of Hours
Data can be sent between UEC providers
The SCR is available in the clinical hub and elsewhere
Care plans and patient notes are shared across UEC

2017/18

Appointments can be made from clinical hub direct to in-hours GPs
50% Patient Online Utilisation
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1.2.4

Shared Resources

If we are to develop use of digital resources by our staff and citizens then we need to ensure that
our estates are also accessible for all partners and providers. We already have a strong record of colocated teams (eg Connecting Care, Learning disability, community mental health) working jointly to
deliver better outcomes
By using the Yorkshire and Humber Public Sector Network we have been able to ensure connectivity
across our shared sites. Our ambition is to widen this accessibility of networks and provide WiFi for
professionals using the planned GovRoam service.
We strongly support the development by Wakefield District Housing of WiFi for its social housing
tenants helping to enable access to digital service, this directly supports concept of “reaching the
furthest first”.
Within our community and mental health services a high percentage of staff have adopted a mobile
working approach to the delivery of care and are utilising the existing clinical systems functionality
and unified communications to assist in delivering patient / client care. Within the health community
we need to facilitate and promote the use and sharing of partner organisations network
infrastructure to enable all health and social care staff the ability to work at any site regardless of
which organisation supplies and maintains the IT infrastructure.
Supporting the use of digital resources and developments such as virtual consultations will require
investment in connectivity to GP practice premises; we look to the NHS Digital review of the
replacement for N3 to provide investment which can be locally targeted to provide an enhanced
connectivity option including universal WiFi for staff and patients.
1.2.5 Integrated Care
As part of our engagement on integrated care we have mapped a number of key pathways to
provide a better understanding of the patient and data flows through the health and care system.
An example pathway is shown below ( Figure 5 - Sample pathway). The output from this
engagement clearly identified that the sharing of data, particularly across all transfers of care, is
critical to being able to better support the patient and to ensure that the patient understands who is
supporting and caring for them.
For the Connecting Care and West Wakefield MCP projects to be successful requires that we develop
an approach to information sharing not limited to health records but rather shared across the whole
health and care community. Wakefield Council’s Director of Adult Social Care is leading a joint
operational group which, critically, includes development of a common assessment process for all
adult social care and adult community and therapy services which will be shareable across health
and care and with voluntary sector partners. Our vision is to develop this functionality and build into
an acquired or newly developed person held health & care record thereby enabling the patient to
have all relevant information on their care and be able to control who they wish to share this with.
Our public consultation has shown that our citizens expect that we share information for their care
and do not expect to have to repeat information as they see a variety of professionals and carers.
See example video at : https://www.youtube.com/watch?v=rtY3po36qIs
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PATHWAY – ESTABLISHED COMPLEX LTC
Supported
Living at
home

Hospital
Admission

Care
Plans

In-Patient

Acute
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Actors

Admission
Process

Discharge

Supported
Living

Care
Plans

Care
Plans

Transfer of
care

Adapted
living

Edischarge

Care
Plans

Key Data
Demographics
NHS ID No
Name & Address
DOB
Next of Kin
Contact details
Primary diagnosis
Previous services
involvement (cross sector)
Medications
Allergies
Care and support plans
(health and social care)
Level of support required
Court of Protection

Info Flow

Recurrent Admissions

GP Clinical system SystmOne and EMIS
Acute Systems

Barriers
No interoperability
Limited access to data
Not using existing systems to
full potential
Insular processes
IG concerns (real or
imagined)
Culture of not sharing
Risk averse

999 / 111 / OOH
Social Care

Social Care

3rd Sector

3rd Sector

Social Housing

Social Housing

Key System
interoperability

Care Home
GP System
EMIS / SystmOne

GP System
EMIS / SystmOne

Social Care
CareDirector

999 / 111
Adastra

Voluntary Sector
Charity Log

OOH - LCD
SystmOne

Social Housing
WDH

GP System
EMIS / SystmOne

GP System
EMIS / SystmOne

Mid Yorks
SystmOne,
PAS, ICE, PACS, CRIS, Windip etc
Integration via TIE

Mid Yorks
SystmOne, PAS, ICE, PACS, CRIS, Windip
etc. Integration via TIE
Social Care
CareDirector, Cequip, Best, Civica

GP System
EMIS / SystmOne

> 75% interoperability

`

Mid Yorks - SystmOne

3rd Sector – CharityLog

Social Care
CareDirector, Cequip, Best,
Civica
3rd Sector – CharityLog

Social Housing

Social Housing or Care Home

25 - 75% interoperability

0 – 25% interoperability

Figure 5 - Sample pathway

1.3 Roadmap development
This roadmap has been developed by NHS Wakefield CCG collaboratively across partners and
providers in the Wakefield district.
We recognise that the roadmap is a live document which will develop and adapt to changes in
priorities and delivery options over the target period to 2020. In particular we expect that the
current planning with NHS England for Transformation areas and the MCP capitation contract model
for Wakefield will, most probably, accelerate the need to share data across existing organisational
boundaries and accelerate our digital delivery plans.
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Partners
Main Contributors
NHS Wakefield Clinical Commissioning Group
South West Yorkshire Partnership NHS
Foundation Trust
Spectrum Community Health CIC

Commissioners
Mental Health services

Prison health, Sexual Health and Substance
Abuse services.
The Health Informatics Service
Health ICT systems provider
The Mid Yorkshire Hospitals NHS Trust
Acute and Community services
Wakefield Council
Adult and Children’s Social Care and Public
Health services.
West Wakefield MCP
Multi-specialty Community Provider Vanguard
Yorkshire Ambulance Service NHS Trust
111 and 999 provider
Other parties involved in district-wide ICT group and LDR group
Age UK
Voluntary Sector
Local Care Direct
Out of Hours Primary care provider
Nova Wakefield
Voluntary Sector
Wakefield District Housing
Social landlord
Figure 6 - Key Partners

In developing the roadmap we have considered:








that the citizens of Wakefield move across our boundaries to access health and care services
in other localities
that our providers operate across these boundaries
that tertiary services are provided in major centres outside our footprint
the West Yorkshire level priorities of our STP (ie Urgent and Emergency Care, Mental Health,
Cancer and Specialised Commissioning) require a wider footprint for delivery of digital
enablers.
that the bordering districts of South Yorkshire are also developing related digital plans that
may present opportunities for shared developments.
the local shared ICT service for GP and Corporate IT operates across Calderdale, Greater
Huddersfield, North Kirklees and Wakefield CCGs (CKW)

As a result there was agreement to work with a shared project approach to the common elements of
the LDR across the CKW footprint.
The development of the LDR has been achieved through an informal DMI/LDR delivery group led by
the Head of ICT for CKW CCGs and the Informatics Integration Lead for Wakefield CCG. Dr Clive
Harries (GP and CCG board member for ICT and Mental Health) has provided Clinical leadership. The
LDR group comprised representatives from across CKW partners and providers and engaged outside
the group through existing local ICT strategy groups. In Wakefield the Districtwide ICT group which is
chaired by Dr Harries and comprises representatives from across health and care, including Paul
Curley CCIO at MYHT, has been a focus for developing the LDR.
Project management resource has been provided by the Health Informatics Service (tHIS) which is
hosted by Calderdale and Huddersfield NHS Foundation Trust.
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Wider engagement has taken place on an informal basis across the 11 West Yorkshire CCG members
of Healthy Futures and with neighbouring CCGs in South Yorkshire. In developing the roadmap we
particularly recognised the need to consider how we share digital resources with Yorkshire
Ambulance – given that they operate across the whole of Yorkshire & Humberside.

1.4 LDR Governance
Governance for the development of the LDR is, as far as possible, embedded into existing CCG and
provider/partner boards to ensure alignment to normal business planning and governance.
The LDR footprint was agreed by the Wakefield CCG Connecting Care Executive; membership of
which includes all major providers and partners.
The LDR will be adopted and endorsed by the Health and Well-being board through the Connecting
Care Executive and supported by partners and providers through their local governance processes as
shown below: at Figure 7 Governance Arrangements.
Local Digital Road Map – Governance Arrangements

Heatlh & Wellbeing
Board

CCG Governing Body

Clinical Cabinet

Integrated
Governance
Committee

Connecting Care
Executive
Wakefield Council
IT Systems for
Adults, Children &
Health
Programme Board

SWYPFT
IT Forum and
Executive
management team

Spectrum Board

MYHT IM&T and
CEG Boards

District-Wide ICT
Group

Figure 7 Governance Arrangements

The Governance sign off process for key partners is shown at Appendix 7 – Local Digital Roadmap –
Governance Process
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1.5 Benefits Realisation and Management
In common with many other parts of the Health and Care system, existing budgets for IT Capital and
Revenue are already over committed, with partners and providers managing budget deficits into the
foreseeable future.
Whilst we view technology as being a part of normal business requirements and, as such, budgets
should be embedded in operating costs, it is abundantly apparent that transformational projects will
require specific investment from NHS England. This has been recognised and it is understood that
funding will be available under a number of NHSE investment sources.
There is a strong history of partnership working in Wakefield and across CKW which we anticipate
will form the basis of the LDR delivery. It is clearly understood that we need to utilise our scant
resources more effectively as a health and care system through information sharing, economies of
scale and sharing expertise across all our sectors.
It is recognised that benefits realisation for NHS IT projects has a varied history; and that
transformational projects aiming to achieve a range of impacts are inevitably hard to measure.
Adopting the NHS IQ change model will enable us to ensure that we are developing the projects
which matter and which will make the most difference to our citizens, staff and organisations; the
key concepts of this approach are:









A shared purpose
Leadership by all
Spread and adoption
Improvement tools
Project and performance management
Measurement
Influencing factors
Motivate and mobilise

1.6 Constraints and rate limiting factors
What needs to be developed and where do barriers need to be removed?
Locally
 Require strong leadership across Health and Care with a shared vision. We have a good track
record of delivering districtwide programmes, this needs to extend to incorporate our digital
vision.
 Primary care is delivered by 40 individual organisations with different challenges, outlook
and corresponding appetite for change.
 Although strongly led by the GP board member at the CCG, service and wider clinical
engagement in the roadmap development has been challenging, we need to develop culture
and capacity that views digital as an enabler which aligns to and supports the system wide
quality, financial and capacity challenges.
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Can we deliver digital ambitions with sufficient pace to make a real difference
Are we being sufficiently ambitious, are we radical enough and using all the skills of partners
especially the voluntary sector and other care organisations.
Are we focussing on technology for prevention, using data from non-health organisations eg
public health, VCS and local authority services police, fire etc.
Can we be more challenging in our planning locally and regionally?
Though our workforce program led by Dr Linda Harris (CEO of Spectrum), we will
understand, develop and support the cultural change and organisational development
needed to support digital skills and enablement across the workforce.
We need to ensure that we share skills and capacity across organisations to be able to
deliver against our digital plans. However we recognise that the impact of similar projects
across the country may result in some challenges in terms of capacity, skills & expertise
Are we inclusive of the demands, skills and knowledge in our communities? Enabling carers
to understand the available digital tools and provide clear accessible signposting to services.
Understand that the fragmentation of commissioned services can dilute the clinical record
across more systems thereby increasing the challenge of interoperability.

Nationally








Integration approach and supplier management and engagement to ensure opening up of
integration options.
Support to join up similar development work in different areas to avoid duplication of
funding
Clear IG support with national standards on information sharing and consent to reduce
duplication of effort.
Citizen identification standards across the public sector
Common data standards to enable interoperability (eg between health and social care)
Cybersecurity advice and standards to enable secure access beyond N3
Developing national strategies for nursing and child health will impact upon the roadmap.

Funding






The potential costs involved for developing true interoperability and universal capabilities
across the health and care sector is likely to be a constraint to rapid change.
Competition for available resources, unless well managed, will restrict progress
The proposals for the health and social care network suggest devolvement of funding and
responsibility. By working together we will ensure that connectivity is provided cost
effectively through shared resources; thus providing an opportunity to reinvest savings in
other digital programmes
Although Wakefield has benefited from funding for Vanguard projects this is allocated to
existing planned outcomes. Therefore only very limited contribution to longer term projects
might be available (as an example the WW MCP has supported a review of integration and
interoperability options to support shared care and a person held record.)
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1.7 LDR Development - Next Steps
Our LDR is a working document; as such it will develop alongside, and be integrated with, our STP
and the wider developments in Wakefield and West Yorkshire
We will seek to improve and enhance it on a rolling basis with the next version planned for end 2016
as part of our planning for a MCP contract model in Wakefield.
We will ensure future versions will address gaps to include:







Enhanced engagement with West and South Yorkshire partners
Engaging smaller providers (including AQPs)
Continuing to support our Care Homes
Engaging and supporting voluntary sector organisations
Supporting and developing digital maturity in our GP Practices and Federations
Aligning the roadmap with new strategies including
o Children's Digital Health Strategy,
o Nursing, Midwifery and Care Staff
o 16-18 GPIT Operating Model
o National Data Guardian Review
o National Cancer strategy

2 Provider Baseline, Maturity and Readiness
Through the experience gained from recent local initiatives and those of our neighbouring districts,
Wakefield is well positioned to develop the use of information technology to better support our
population. Our providers and partners are ready and committed to the use of digitally enabled
services.
The key providers in the Wakefield footprint are shown in Figure 6 - Key Partners. As would be
expected, the providers and partners are all at different levels of digital adoption and face differing
implementation challenges and priorities in their own organisation as well as across the wider health
and care economy.
In working with our providers and partners we are acutely aware that they operate across the
Wakefield boundary and need to be able to respond to digital developments and plans from other
CCGs. The roadmap does reflect the need for a wider view of digital development across the West
Yorkshire region and should reflect the similar planning processes in South Yorkshire.
At present although there is no single integrated shared care record across partners in Wakefield,
there is a very large utilisation of the SystmOne record across health settings which is an important
enabler for safe clinical care. Any development we may consider should not reduce the effectiveness
of this key source of patient’s clinical data.
The development of an EHR in MYHT and a person held shared care record are seen as key enablers
to a truly information sharing and a paper free operating model.
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2.1 Digital Maturity
Overview
Our providers, the CCG and the local authority have completed the appropriate digital maturity
index measurement. Where we can we will support other smaller providers and partners to develop
their digital maturity, as an example Wakefield CCG has recently supported local voluntary sector
organisations to achieve IG toolkit compliance thereby providing a level of confidence in their use of
personal data.
2.1.1

Digital Maturity Assessment – Outputs

2.1.1.1 Acute, Community and Mental Health Services

Figure 8 - Acute, Community and Mental Health Providers

The high-level output from the DMI assessment for acute, community and mental health Trusts
indicated that whilst providers are in a reasonably strong position in respect of their readiness to
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deliver transformational change to support the digital agenda there are clear gaps in capability
deployment which the individual provider and district wide plans, incorporated in this roadmap,
seek to address.
2.1.1.2 Primary Care

Figure 9 - Primary Care Digital Maturity

Wakefield practices compare approximately to the average position in Yorkshire region; we are
developing a plan with our practices, supported by NHSE to meet the stretch targets for
transformation areas with a particular emphasis on use of technology to improve access and share
information across sectors.
2.1.1.3 Local Authority
Wakefield Council was a pilot authority for the Social Care Digital Maturity Self-Assessment and
having updated its DMI following release of the final version of the assessment the outcomes
highlighted areas of strength in Information Governance & Management, Infrastructure and
Leadership. This is evidenced through the well-developed systems, processes and procedures that
support compliance with the Public Services Network (PSN) Code of Connection and the Information
Governance Toolkit. The council has also implemented an N3 network connection. Particular areas
for improvement are focussed around Records, Assessments & Plans and Transfers of Care. Both
areas require development of working practices and procedures to facilitate a more ‘mobile’
workforce, improve (electronic) access to information, and transition the sharing of information
from traditional ‘paper based’ methods to more integrated and automated means. Plans for
improvement / development of these areas are integrated with the council’s current project that is
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reviewing its technology and management information system needs for both Adults and Children
social care services and is expected to deliver enhanced solutions through 2017-2019.

2.1.2 NHS Number
The adoption of NHS numbers across the local health and care system in is strong. In secondary care
providers the NHS number is used consistently and validated though the NHS DIGITAL Patient
Demographic Services (PDS) for 98-99% of records. As a development site for CP-IS and through the
need to share records for integrated care Wakefield Council have, as at May 2016, populated over
94% of adult care records and 81% of appropriate children’s records, validation is achieved through
the NHS DIGITAL Demographic batch services, as the council redevelop or reprocure a social care
system then PDS integration will be implemented. Yorkshire Ambulance service (YAS) use the NHS
number throughout 111 services and are working towards greater use in 999 services.

2.2 Primary Care
There are 40 GP Practices in Wakefield operating on different models from single partnerships
through to larger federations. There is a range of digital maturity across these practices and
currently two dominant clinical systems are in use. 36 practices use TPP’s SystmOne, two of these
have recently migrated from EMIS Web. The other four practices use EMIS Web. Geographic spread
of our federations is shown at Appendix 6 – GP Networks and Federations.
The extensive use of SystmOne has allowed Wakefield to establish a shared care record for a
significant proportion of our citizens which is accessible across a number of key settings, in particular
being optimised for End of Life care. This ensures that in many cases there is full access to the
patient’s GP record to enable safer clinical care.
At present there is no use of MIG or similar sharing/integration portals therefore there is no
substantial sharing of information for those patients registered at practices using EMIS web. We are
aware that TPP and EMIS are developing functionality to view between their applications and will
investigate opportunities that this might present.
SystmOne is also heavily used in the acute Trust and is accessed routinely in the mental health Trust;
as a result for many of our patients we effectively have a shared care record. The limiting factor of
this provision is that we use an “Explicit / Explicit” consent model for sharing and access to patient
data thereby limiting the numbers of patients for who a shared record is available to other
SystmOne users.
This wide use of the SystmOne record also gives benefits for our out of hours service provided by
Local Care Direct which again uses the SystmOne shared record.
Most practices are already operating effectively ‘paper free at the point of care’ with no reference to
paper based notes during patient consultations as a result people’s care is entirely supported within
the electronic clinical record . However this does not extend to mobile working for home visits or
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care home consultations. Despite developments towards paper light and paper less working, there
is still limited reliance on fax communication particularly when exchanging data across smaller care
providers.
In terms of core and enhanced GPIT:







Each practice has a CCG-Practice agreement
Each practice has a 20% Hardware refresh annually (ie no hardware over 5 years old)
Each Practice has all the mandated support services in place
Discretionary “enhanced” primary care IT services that are developed and agreed locally to
support local strategic priorities and commissioning strategies to improve service delivery
and support the CCG local digital strategy and Roadmap.
A process is in place to evaluate business cases from General Practices in relation to
enhanced GP-IT.

There is a significant lack of sharing of data and associated increased risk for patients registered at
practices using the EMIS web system. We recognise that practices are free to choose the system of
their own choice and that as part of our vision for sharing patient data for direct care we must
ensure that we have a plan for integrating data between SystmOne and EMIS web and to any other
shared care record.
Key recent achievements within primary care include:


PMCF status in 2014/15 awarded to a federation 6 GP practices in West Wakefield to deliver
a range of extended services :
o Extended Hours 8am to 8pm, 7 days a week
o Physiotherapy First
o Pharmacy First
o Care Navigators, Service Directory, Self-Service Kiosks & On-line Care Navigation
o Social Prescribing
o HealthPod Outreach
o Video and email consultations
o Schools App Challenge

Current initiatives within primary care include;


Multi-speciality Community Provider Vanguard status was awarded to the West Wakefield
federation working with two other GP networks to deliver change at scale. The MCP model
builds upon and extends the PMCF model to a wider population and more specific
developments around multidisciplinary teams supporting older people close to home.
In particular the team are working very closely with Wakefield Council and Providers to
develop an information hub to support one of the integrated care hubs for older people
enabling the Multidisciplinary team (MDT) to provide proactive support based upon access
to multiple information sources.
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The West Wakefield MCP vision includes the development of a patient held health and care
record. Wakefield CCG will work with the MCP team to ensure that this can be delivered
sustainably at scale to benefit the wider district, this development is a critical enabler to
wider health and care change.
The development of the schools app challenge beyond the footprint of West Wakefield will
further engage with young people to promote health and well-being, supporting the
prevention priority.
The WW MCP has commissioned a review of data sharing and integration options from
Digital Life Sciences; this will inform our planning for local person held or shared care
records.

Figure 10 - West Wakefield MCP Model

Signposting has been developed for patients through a WW developed mobile App; an
associated directory of services and self-service kiosks in practices. All these are suitable for
extension and embedding beyond West Wakefield.



E-consultation - 10 specialities provide e-Consultation service at Mid Yorkshire Hospitals
Trust to Wakefield and North Kirklees CCG primary care practices through the SystmOne
clinical system covering the following specialities:
o Cardiology
o Diabetes
o Endocrinology
o Haematology
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o Acute Paediatrics
o Pain Management
o Palliative medicine
o Radiology (through ICE)
o Respiratory
o Urology
This project has proven successful in:
o enabling integrated primary and secondary care
o providing primary care with access to clinical advice from secondary care clinicians
to better inform shared care and referral decisions
o supporting timely and high quality clinical care in the most appropriate setting
o enabling best practice with mutual professional education and development
Future implementation will include Dermatology, Gastroenterology (Hepatology),
Gynaecology, Elective Orthopaedics/MSK, Paediatrics, Renal (Nephrology), Rheumatology,
Stroke.
The major item of learning from previous and current projects is that not only do we need to have
considerable clinical engagement, but also that we need to support practices and patients on the
organisational and personal journey to digital service delivery. Being aware that “digital” represents
an alternative channel that not all patients or clinicians will choose or be able to utilise.
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2.3 Care Home Vanguard
Wakefield CCG is one of the six care home new models of care vanguards and as such is developing
the use of technology to support care home residents. Having access to key clinical and
demographic information is essential if citizens can be speedily and safely discharged from acute
care. Use of SystmOne in care homes will support these aims and enable GPs and care home staff to
have a better understanding of residents’ clinical needs. The project will also include use of NHSMail
to securely exchange data, avoiding the need for faxing of paper records.
In addition, the multidisciplinary team comprising community, mental health and pharmacy staff
have full remote access to the clinical record to enable them to work effectively from the care home.

Figure 11 - Care Home Vanguard

2.4 Acute & Community
Mid Yorkshire Hospital NHS Trust (MYHT) provide both Acute and Community services across
Wakefield and North Kirklees with hospitals located in Pinderfields, Pontefract and Dewsbury. The
Trust is part way through a major reconfiguration programme “Meeting the Challenge”.
Meeting the Challenge is an ambitious programme to respond to the challenges facing the Mid
Yorkshire health economy. The Meeting the Challenge Strategy comprises a range of initiatives
involving acute, primary care, community and mental health services. The vision is to provide
services which are accessible, affordable, safe, and meet local need. The reconfiguration of the acute
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service is a crucial component of this strategy and is essential to ensure services are clinically and
financially viable in the future.
MYHT acknowledges the necessity for increasing digital maturity and establishing an e-Health Record
(EHR) either as a procured system and/or a higher level of integration across the system (in the form
of a portal).
In order to improve management, administration and optimisation of medicines, and availability of
assets the Trust also recognises the need to have an electronic prescribing and Medicines
Management System (EPMA) preferably as part of an EHR in place and work needs to commence to
establish options.
MYHT would see this approach to be inclusive of the wider healthcare economy to integrate with
primary care, health and social care and other acute care providers. This cannot be achieved
without transformational funding and partnership with the wider healthcare economy.
It is an ambition of the IT Department and MYHT strategy that we ensure that our infrastructure and
networks are robust and fit for the future as well as being flexible enough to adapt to emerging
technology.
An established EHR system would enhance the experience of the digital employee and enable
seamless patient data flow within the healthcare economy, eg, transfers of care, referrals, bookings,
orders, results, alerts noticed and clinical communications being passed digitally between
organisations.
With regard to telehealth and collaborative technologies being used to deliver health in new ways,
MYHT is looking to increase the use of Skype/Facetime technologies for clinical consultations
(dependent on funding and licenses) alternative methods will also be explored. In addition the
Working Together Programme, Acute Care Collaboration Vanguard, is also exploring the use of
telehealth technologies and the availability of technologies in use across the area.
Patients and carers using digital technologies to access their records and manage their health and
wellbeing would potentially be a prerequisite of the EHR. 90% of patients records at MYHT are
already electronic in Windip. However, these are not in a format which would be easily
comprehensible for patients and patients are currently not able to make amendments. Within the
requirements for the EHR is a patient portal or summary that should be made available to facilitate
this access for patients.
MYHT currently offers patients, carers and visitors access to free Wi-Fi and will utilise the
opportunities this provides for increasing communication with patients and offering access to
resources. The Trust acknowledges that the expansion of digital tools and the use of healthcare
applications have a place in patient healthcare, ie, safety thermometer, Datix risk management
system, VitalPAC. Whilst these digital tools are currently used by our workforce expansion of the use
of common technologies, for instance, Bluetooth, beacon technology and push applications will
increase the use of digital technology.
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We are aware that the vanguards and other partnerships are progressing collaborative working to
ensure shared care and information across the region, ie, the regional imaging (PACS) collaboration.
Engagement with these is fundamental to ensuring MYHT is inclusive of this, however funding is
essential to delivery.

2.4.1 SystmOne
There is wide use of SystmOne in the Trust through over 28 individual modules. Subject to the
patient having consented to share their information, this allows direct access by MY clinicians to the
shared care records of patients registered to practices using SystmOne.
The Health Visitors, Community nursing and Therapy teams make full use of an optimised SystmOne
module. This allows the team to access, subject to consent, the GP clinical record whilst at a
patient’s home or community setting and for any information captured at that visit to be
immediately available to the GP thereby improving quality and safety.
Access to the SystmOne record in U&EC settings ensures that the most current information on
patients is available.
The challenge is that data for patients registered at practices using EMIS web is not available. Only
by implementing technologies such as MIG or having a view between SystmOne and EMIS will this
situation be improved. Ideally we aim to develop a digital patient record with key data shared and
accessible across settings and providers.

2.4.2 Sunquest ICE order comms
The Trust makes extensive use of the Sunquest ICE order comms system which has been used since
2010; it is used for the following:







Pathology requesting and reporting via interoperability with the pathology system
Radiology requesting and reporting via interoperability with the radiology system
Service requesting for multiple services within the Trust, including requests to Wakefield
Social Services
Service requesting from GPs
Requesting and reporting for Neurophysiology referrals via interoperability with the
Neurophysiology system
Requesting Stop Smoking Services via interoperability for Trust requesters with the National
Referral Service

Projects to extend use of the system include:


ICE interoperability with the local hospice for radiology and pathology requesting and
reporting
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Cardiology requesting and reporting for Trust requesters via interoperability with the
Cardiology system
Endoscopy service requests via ICE
To facilitate ICE Interoperability for other local hospices
To reduce the number of faxes received within and from outside the Trust by using ICE
where appropriate.

The MY instance of Sunquest ICE is accessible across the wider region as a part of ICE Openet thus
ensuring that data can be accessed across providers thereby reducing the need for duplicated tests
or investigations.

2.5 Mental Health
Overview of maturity
South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) has over the last 2 years made
significant inroads in terms of their use of technology to support patient care through its ever
expanding service transformation programme of works. The Trust’s main two clinical information
systems, RiO for Mental Health Services and SystmOne for Community/Children’s Services are core
components of the SWYPFT electronic care record (which are both National Spine enabled) which all
care professionals utilise to capture clinical interventions as part of the formal record of care
including clinical notation, clinical assessments and care planning. There remains a degree of
immaturity in relation to archived/historic paper records dependencies but solutions are being
implemented that will address this during 2016/17. Whilst the Trust remains relatively immature in
respect of medicines management/ePrescribing capabilities, a programme of work is in the planning
stage to address this area for development.
In support of the wider digitisation agenda, the Trust has a major investment programme that is well
established that has enabled approximately 2000 staff to work in an agile manner with the capability
to access and record clinical care information electronically. As part of the Trust’s digital roadmap
and drive towards a paperless 2020, clinical information systems interoperability (integration)
capabilities were established during 2015/16 and work is actively progressing the flow of eDischarge
summaries to primary care together with improved integration between the Trusts main clinical
information systems.
Aligned to this work, SWYPFT has also commissioned and is developing its own Trust-wide clinical
portal which serves to improve accessibility to holistic virtual electronic care record
information. SWYPFT is also working collaboratively with partners (primary care, secondary care and
health and social care providers) across its geographical boundaries in exploring wider clinical
interoperability opportunities in response to CCG/Commissioner SDIPs requirements, the Trusts
integration roadmap reflects the opportunities that these collaborations will bring. The key objective
of this development will be to deliver shared care capabilities to clinical services to improve the
delivery of patient care and personalised care.
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Key recent achievements include:









Mobile working Phase 1 (up to 2000 staff)
Telecoms replacement Phase 1
VPN replacement
Unified Comms – Skype for business
Year 1 infrastructure development
SystmOne EPRCore
SystmOne Full Clinical Deployment
Smoking Cessation

Key current initiatives:













RiO Upgrade to Version 7
Clinical Portal Phase 1 and 2
Mobile working Phase 2 (800 staff)
Wi-Fi accessible on all Trust sites
Wi-Fi accessible on all Partner sites
Year 2 infrastructure development
Medicines Management / e Prescribing
Business Intelligence development
Medical records scanning
Digital dictation
Review of options available to the Trust to re procure the Mental Health clinical information
system within the next 1- 2 years
Investigation & development of apps to support and improve service user care and recovery

2.6 Local Authority
Wakefield Council is a key partner in the development of the vision for Connected Care across the
district and has led the development of the three integrated health and care hubs.
There is a long history of collaboration between health and social care including a well-established
joint community mental health team (hosted by SWYPFT) which consists of mental health clinicians
and social care staff, and a joint community learning disability team (hosted by the Council) which
consists of social care staff and learning disability nursing staff.
The council also operate integrated early help hubs for young families staffed by clinical, social care
and voluntary sector partners. Whilst this is currently based on co-location the opportunities and
need for shared data is apparent.
The council has recently initiated a review of its technology and management information system
needs in Adults and Children services, specifically focussed on Social Care. This is to ensure it has fit
for purpose systems, in particular to consider the need for further integration with partners,
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improved service delivery through enhanced customer access to services and the creation of a more
mobile / flexible workforce with electronic access to information when and where required. This
work will support the ambition to develop a Shared Care Record and a ‘Citizen Portal’ and will
require consideration of information governance (consent) implications as well as the technology
aspects.
Social Care system - The council currently operates a single Social Care Case Management system
(CareDirector) for Adults and Children’s services. The system provides functionality to support:









Assessment and care management -including enquiries, referrals, assessments, identification
of needs and reviews.
Care provision - including service provisions, service variations, contracts and financial
assessments.
Finance - this includes all social care payments and collection of income as determined by
the service provision and financial assessment record.
Personalisation - the Putting People First Agenda, it provides a mechanism for self-referral
and self-assessment, including the calculation of an indicative care budget.
Children’s Safeguarding – the council is one of ten authorities that form the Signs of Safety
England Innovations Project and has recently re-designed organisational procedures through
the Signs of Safety’ framework to better support children, young people and families.
Adults Safeguarding – to support the safeguarding process of vulnerable adults.
The system integrates with a number of key corporate systems to facilitate the creation of
an Electronic Social Care Record (ESCR).

The system has approximately 1500 users. Practitioners have access to mobile working equipment
(e.g. laptops / blackberrys) but system access is primarily from office based locations – though this is
possible from multiple locations, including hot-desk locations, across the district.
A number of partners have remote access to the social care system including Mental Health
practitioners, integrated hospital discharge teams, some care homes and reablement teams. This
supports a more integrated approach to the delivery of care due to the current lack of integration
between council and other health partner systems.
The council’s other key systems supporting the delivery of social care provision are shown at
Appendix 2 – Wakefield Council Systems. These systems are also subject to an on-going review
which will include consideration of how any new system might integrate across health and care.
The council’s vision is for digital solutions to be used to improve service delivery and customer
experience. This vision aligns closely to the aims of “paper free at point of care”, and includes:




Staff have remote mobile access to digitally held records and information and
o Connectivity with partner organisations to share data
o Awareness of hospital unplanned admissions and ability to share information in real
time
Improving customer access into service through a Citizen Portal to provide:
o an interactive process to determine an individual’s care, support and wellbeing
needs which results in the individual being provided with appropriate information
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o
o
o

o

tailored to their particular circumstance. This includes next steps on how to access
support as well as signposting to further information relating to their needs and
could potentially also give an indication of eligibility.
An online financial assessment which gives an individual an indication of whether
they are eligible and the level of contribution they may need to make.
Electronic referrals into services/ requests for advice or support and to book or reschedule appointments with social workers, financial assessors or community teams
Monitoring of Personal Budgets, providing an individual with the ability to record
their agreed Personal Budget (PB) and all transactions related to their care and
support needs online.
Access to Records held by the LA (possible move to person held documents):

2.7 Specialist & Commissioned and other services
Many of the services commissioned in Wakefield utilise SystmOne and therefore access and
contribute to the shared clinical record,
As an example Spectrum Community Health CIC provides advice, care and treatment through a
range of health and wellbeing services (including sexual and substance abuse) for the people of
Wakefield on behalf of the NHS.
Spectrum utilise the SystmOne shared care record, again providing access to the GP clinical record
and, if allowed by specific confidentiality, for GPs to access details of services provided.
Whilst there is not universal access to SystmOne, where it is in place this does provide a significant
benefit to professionals and patients.
Wakefield District Housing (WDH) manage over 31,000 homes including extracare supported living
schemes. To support their tenants, WDH offer health and social care services to both individuals and
communities. In and beyond their properties, WDH enable 15,000 customers to enjoy
independence and provide a range of sensors, home visiting and a 24 hour responder service,
building upon this WDH have developed a smart show home for assistive technologies.

2.8 Yorkshire Ambulance Service
YAS provide world-class care for the communities served by providing and coordinating access to
Urgent and Emergency Care in Yorkshire and Humber; ensuring the right care to patients close to
home following their first contact.
This high-level vision can only be achieved by close collaboration with health and social care partners
in Yorkshire and the Humber. Inclusion in the Urgent and Emergency Care Vanguard has presented
the opportunity to work with the West Yorkshire Urgent and Emergency Care Network to develop a
new model of care, Hear on behalf of the wider Yorkshire and Humber Region.

Wakefield Local Digital Roadmap - Final

30/06/2016

Page 30 of 54

Putting YAS at the centre of these developments helps to ensure an integrated and coordinated
approach to patient care. Core to this is the development of a combined “Hear, See and Treat”
model, which will provide patients with a seamless and efficient experience.
Hear, See and Treat
There are two strands to “Hear, See and Treat.” The first is “Hear and Advise” or the Clinical
Advisory Service, which in turn can be broken down into two elements:
The Clinical Advice focuses on the development of a multidisciplinary team to provide specialist
clinical advice to patients and frontline staff. This team requires ready access to patient data to
inform clinical decisions.
Care co-ordination ensures that patients are proactively and appropriately navigated/signposted to
key services by booking and liaising with the relevant services. Integration with key Primary Care
systems is a requirement to enable direct booking to the patients GP both out of and in hours.
The second strand of “See, Hear and Treat” is “See and Treat.” This concentrates on the
development of services that will respond to a patient’s urgent need in their home or in situ;
avoiding emergency services where appropriate. Again access to key medical history is essential to
delivering a clinically safe service.
The use of digital services is crucial to the delivery of first class U&EC, the West Yorkshire Urgent and
Emergency Care Vanguard aims to develop better use of data sharing and virtual consultations to
improve patient care at critical times.

2.9 Out of hours
Out of hours services are delivered in Wakefield by GPs in West Wakefield offering “Improved
Access to General Practice”, Walk-in centres and by Local Care Direct (LCD).
All these services use the SystmOne shared record to enable safe care. It is recognised that the
limitation of this access to data is that it is only visible if patients have explicitly consented through
their own GP practice to share information and no record is available for patients registered at
practices which use EMIS web; in these cases the summary care record is used.
LCD is ambitious and is presently trialling the effective use of the Leeds care record and would wish
to be included in any development of the shared detail care record.
Additionally LCD is supporting the establishment of an interface with TPP and EMIS to replace faxes
with electronic messaging and the sharing of appropriate clinical information including end of life
choices information.
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2.10 Community Pharmacy
The Wakefield Community Pharmacies are engaged with and actively utilising the Electronic
prescription service, release 2 where GP practices are live. In addition there is presently a project led
by NHSE to roll out across West Yorkshire, increasing utilisation of SCR access in Community
Pharmacies particularly in Urgent Care. The ambition is to continue to support the roll out of SCR
and supporting the Community Pharmacist teams to become more confident in the roll SCR can play
improving patient care.
Community Pharmacies are linked into NHS 111 by the Directory of Services and takes direct
referrals from NHS111 where appropriate via NHS Mail.
Community Pharmacies should and do receive some discharge information (by fax), however this is
variable in its nature. Community Pharmacies has a need for discharge information to enable safe
access to medicines and reduce risk on transfers of care and would welcome the opportunity to be
involved in work to support better electronic information flows including CP-IS access.

2.11 Connecting Care
Over the past few years, we have talked to local people about what is important to them and they
have told us that they want to be supported to stay well, they don’t want to be in hospital unless
they really have to and they want to be more in control of their own health either at home or as
close to home as possible.
They also want the professionals involved in their care to work in a way that’s connected so that
they don’t have to keep repeating their story to different people and delay their care.
The local approach we are taking involves groups of GP practices working as a network with a team
of community nurses, social care staff, therapists and voluntary organisations to organise services
around the needs of the people registered with their practices. These teams are known as
Connecting Care Hubs.
These hub teams provide a joined up service for people who are most at risk of becoming ill such as
those with long term conditions, complex health needs but also people who have been in hospital
following an emergency or operation.
For these teams to work effectively it was vital that we developed an information sharing approach
and have a vision to create a shared care record, ideally held and controlled by the patient. The West
Wakefield Vanguard team are working closely with Council and Provider partners including the
voluntary sector to, firstly, develop safe and optimised clinical pathways and assessment processes
and then for these to be digitally enabled. External consultancy and expert advice is being utilised to
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ensure a broad view is taken of all options and experience form other regions and sectors is used to
inform the process and development.

3 Capability Deployment and Universal Capabilities delivery plan
The Universal Capability delivery plan and deployment schedules are attached to this document. In
developing the roadmap we have extended the universal capabilities to be inclusive of similar
capabilities required or delivered by partners (eg citizen access to a personal social care portal).
Many of the universal capabilities are linked to the wider transformation area targets detailed above
at Transformation Area and MCP Stretch Targets
The key digital developments to be addressed to improve digital enablement supporting the STP
priorities are:

Enabler
Increase sharing of GP clinical record
Increase use of Patient online
Implement Acute Electronic Patent records
Implement new or redeveloped Social care
system(s)
Increase electronic transfers of care across
all settings
Common assessment process and person
held records for connecting care hubs
Shared Infrastructure & WiFi
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In 2016/17 we will focus on projects which can be delivered within existing resources as indicated in
the high level overview below:

Key 16/17 initiatives to support digitalisation

2017
Viper 360 in
SWYPFT

Social Care
systems review

Patient Online
uptake in
Primary Care

Viper 360
EPR options
review

NHS number in
all settings

Reciprocal Wi-Fi
Organisations and
Guest In Health care
Settings

Enriched SCR
optimisation
In Primary Care

Transfers of
Care

Single Assessment
Process

Information
Sharing
in Place

2016

3.1 Digital Maturity - Trajectory
The achievement of the targets identified in the universal capabilities and deployment plan would
significantly improve the digital maturity across the district as illustrated by the capability
trajectories shown below at Figure 12 - Digital Maturity – Trajectory , with the full analysis attached
to the document.
The key enabler to improve DMI across Wakefield will be the implementation of an EPR at MYHT;
without this then DMI improvement will remain challenging.

Wakefield Local Digital Roadmap - Final

30/06/2016

Page 34 of 54

Average scores across providers
Baseline score
Target
Target
Target
Capability group
(Feb 16)
(end 16/17)
(end 17/18)
(end 18/19)
Records, assessments and plans
0.5
0.7
0.8
0.9
Transfers of care
0.4
0.5
0.7
0.8
Orders and results management
0.6
0.6
0.7
0.8
Medicines management and optimisation
0.2
0.4
0.6
0.8
Decision support
0.4
0.5
0.7
0.8
Remote care
0.5
0.5
0.6
0.7
Asset and resource optimisation
0.3
0.4
0.7
0.8

Figure 12 - Digital Maturity – Trajectory
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4 Information Sharing
At a local level our focus is on achieving a shared care record view across health and social care to
support the connecting care project for integrated adult and social care; this is a critical enabler for
delivery of integrated care and is essential to support the MCP contract approach. This shared care
record may be best held by the patient to improve ownership and sharing of data. Whilst this would
initially be developed for adult services, extension to integrated children’s services would be a
natural next step.
Within Healthy Futures there is a vision to design a strategic approach to sharing data across major
providers, initially this would support the urgent and emergency care clinical hub but should, in time,
be capable to extension beyond this initial stage.
Agreeing information governance arrangements is key in facilitating both the use of information and
technology but also integrated care more broadly in social care and voluntary sectors.
The flow of information is needed at every step in the delivery of care, from the identification of
specific individuals to target for interventions through care planning to ongoing delivery of care.
The development of the MCP contract approach will require that robust information sharing is
achieved for care delivery and patient/citizen tracking and will use information to support
integration payment mechanisms and performance tracking.
We envisage that, in addition to a culture of sharing data across professionals for care, the
implementation of a person held record will be essential in delivering the level of care and self-care
that we know will be needed to help address care gaps identified in our STP.
Information sharing, both in principle and through a changed culture is essential and will require
organisational development and support if we are to close our gaps in provision.
We recognise that there is a need for a step-wise approach which is demonstrated in our approach –
see Appendix 5 – Information Sharing Approach .
Achieving integration through Open APIs is part of our better care fund plan however achievement
of this will require continuance of the National Information Board approach and support of NHS
England and NHS Digital in ensuring that interoperability between key systems providers can be
achieved. Continuing this interoperability approach with systems suppliers at a national level will be
a key enabler for the development of any shared citizen record.

5 Infrastructure
The Health Informatics Service (tHIS) is a large well-established organisation hosted by the
Calderdale and Huddersfield NHS Foundation Trust which provides ICT technical, project and training
services across Wakefield and wider through Calderdale and Kirklees for all GPs, CCGs and some
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providers. As a result we benefit from a common, shared infrastructure, active directory and secure
email.
Our Wakefield vision is to build upon the strengths of the existing infrastructure to develop the
ability for care professionals to work in an agile manner across all settings and in patient’s homes
with secure, appropriate access to the right information at the right time.
The social housing provider, Wakefield District Housing (WDH) which manages over 31,000 homes
across the district is currently testing the provision of WiFi for its tenants in Featherstone as a
precursor to wider roll out to its other major estates. This has the potential to be truly
transformational directly addressing the aim of reaching “the furthest first”.” Access to ubiquitous
WiFi is a key enabler to our digital vision of enabling citizens to access health and care and to be able
to self-care where feasible.
Working with Wakefield Council and the Yorkshire and Humber PSN we are keen to be an early
adopter of the proposed “Govroam” WiFi service to enable professional staff to connect to a
standard WiFi SSID and access their home organisations network securely from their laptop or
mobile device. We recognise that the constraint on this approach will be how it addresses WiFi
provision in GP practice premises where bandwidth may be limited.
The need to progress towards “One Public Estate” requires a clear direction to use of a shared
infrastructure to maximise benefit of co-location, and agile working whilst containing costs. We look
to the Health and Social Care Network (HSCN) being designed to enable interoperability between
health and social care organisations, support the integration of health and social care services, and
provide flexible and remote working options in addition to access to national, regional and locally
hosted applications.
To deliver secure access to a person held record or portal will require the use of a citizen identity
verification and authentication layer. We envisage that this layer will be provided nationally by NHS
Digital, ideally using a common application such as the Government’s Verify ID service thereby
ensuring compatibility with national and local government portals.

5.1 COIN
tHIS have developed a Community of Interest Network (COIN) across the area to support and
connect all GP practices, CCGs, and some providers.
The COIN is built on a Virgin Media IPVPN which allows for the delivery of multiple VRFs to support
site sharing on one physical connection, thereby reducing costs of connectivity and increasing
flexibility for operation at shared sites.
Bandwidth at sites ranges from ADSL2 to 100Mb at shared sites where costs have been shared
across providers.
See Appendix 1 - Infrastructure Community of Interest Network
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5.2 N3
GP practices have local N3 connections in place to support access to their core clinical systems.
Additionally connectivity to N3 is provided through the COIN to N3 interfaces at the major acute
sites.
Wakefield Council have implemented a local N3 connection to support the child protection data
flows “CP-IS” and enable access to NHSE demographic services for NHS number validation and
lookup.

5.3 Public Service Network
In common with all other Local Authorities, Wakefield Council is connected to the Government’s
secure Public Sector Network (PSN) and through this to other government services. Wakefield utilise
the Yorkshire and Humber PSN which is built on a Virgin Media IPVPN.
This commonality with the tHIS COIN allows for interconnection and sharing of the physical network
across shared sites. In particular use of this network has enabled the development of shared working
at the connecting care hubs, closer working with nurses and health visitors in Children’s social care
and in the multi-agency safeguarding hub, all without incurring the costs and delays in installing new
connections.
This gives us the ability to develop shared working across the local health and care economy in a
timely and cost effective manner.
The Council participated in a regional pilot as part of the HSCN programme known as the N3
Alpha. This was to demonstrate that PSN connections could be re-used to access N3 applications,
with PSN partners sharing data connections rather than each partner needing to procure and
maintain its own link.
The N3 Alpha was not only a technical exercise but also facilitated the information sharing
agreements through a Memorandum of Understanding to which all participants were
signatories. The Alpha programme was deemed successful and the connection has continued to be
used with HSCIC’s permission not only by Social Care services but also by Public Health teams within
the region.
A fully resilient shared facility is now being designed compliant with HSCN standards to enable the
Council and its partners to leverage the investment already made in its PSN infrastructure.
It is understood that PSN interconnection will be a part of the proposed HSN replacement for N3.

5.4 Shared Sites
A number of shared sites are in place across Wakefield enabling effective operation of multi-agency
working for delivery of health and care services. This is essential to support the existing connecting
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care hubs and supports our vision for a multi-disciplinary approach to health and care across the
district.
As examples this has enabled:







The development of the Multiagency safeguarding hub located at WY Police divisional HQ
where teams from Police, Council, MH and Acute providers are co-located.
Three adult health and social care hubs located in council premises have teams from adult
social care, community nursing, mental health and voluntary sector.
Looked after Children’s team have nurses embedded from the Acute provider
Integrated Hospital discharge team with staff from adult social care and ward nurses
collocated in Pinderfields Hospital.
Shared use of a Council premise on alternative days for community MSK and older people’s
social care services.
Development of children’s early help hubs with co-located health and social care staff

5.5 WiFi
Substantial improvement in accessibility of WiFi has been made across organisations in the district:









MYHT have made secure WiFi available for all staff across their major sites including
provision of Eduroam for visiting academic staff and students,
NHSroam provides seamless connectivity for visiting staff across Trusts in the “Working
together partnership” of Trusts of which MYHT is a member.
MYHT have guest access in the three hospitals with an appropriate access policy which
encompasses recommendations from the Saville review.
SWYPFT have WiFi access across their sites and at other locations including Locala, the CCGs
and some acute providers
Wakefield Council have implemented secure WiFi for staff across most locations and guest
WiFi in some key publically accessible locations.
Wakefield Council are a pilot site for the PSNconnect WiFi service which enables staff to
work across different organisations sites and securely connect to their host organisation
network.
Whilst some GPs have installed WiFi for staff or public use this is very limited and not
integrated to their network provision.

We recognise that access to ubiquitous WiFi is an essential enabler for the development of a
digital workforce and to support our development of digital resources for self-care.
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5.6 Unified Communications
Most of the main providers and partners (including MYHT, SWYPFT and Council) in Wakefield have
implemented Microsoft’s Skype for Business (SfB) for unified communications (UC), albeit this has
not replaced dedicated voice systems.
Whilst the facility exists there is still work to be done on organisational development to embed the
benefits of using UC in a clinical environment.
As part of the West Wakefield PMCF a SfB infrastructure was built and is hosted by tHIS which will
allow GPs in West Wakefield to access and use SfB, however take up of this was limited.
As part of our vision to use digital services where they will make a difference we envisage that
further promotion of UC will be required together with development of a patient portal “waiting
room” to allow use for video consultation.
The use of UC will be important in establishing the virtual team of clinicians required to support the
Clinical UEC hub being established under the West Yorkshire Urgent and Emergency Care Vanguard.
The option of using UC as part of NHSmail2 will be considered as this becomes available,
functionality is better understood and access available beyond the health sector.

5.7 Remote Access
There are a number of secured remote access solution in place through the different provider
organisations, these include:




3g and 4g access has been adopted by a number of local provider organisations – whether a
sim within the laptop or tethering to existing mobile phone technology
Off line remote access is available in SystmOne via their” Briefcase” solution.
BTVPN tokens and Cisco any connect solutions allow secured access off site (Off COIN) for
clinicians.

5.8 Clinical terminology
Key elements of the digital agenda include




Standardising clinical terminology,
digitising medicines management
Ensuring positive patient identification.

For 2016/17, the CCG has through its core contractual function begun to put in place a number of
Service Development Improvement Plans with major providers, setting out how the provider will
contribute to the implementation for:
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adopting SNOMED-CT as the standard clinical terminology within its core clinical information
systems
digitising medicines management, using the NHS dictionary of medicines and devices, to
support the electronic transfer of information relating to medicines prescribing across
different care settings and providers
utilising positive patient identification and asset tracking technologies, including compliance
with GS1 standards

Presently all these are in the early stages of planning and consideration

6 Managing Risk
Each organisation has a risk reporting process which is used to identify, mitigate and manage risks.
This will continue but to reflect the partnership working across the system with regards to the
overall delivery of the LDR, pertinent risks will also be shared with to ensure that these are
understood across the system and mitigated where possible.
High level risks such as political & policy will be managed in the overall programme through the
CCG’s established Risk management approach using the Datix tool.

6.1 Consent and IG toolkit
6.1.1 Information Governance
As the Local Digital Roadmap will plan the sharing of systems and data it is essential that, as an
enabler, we consider how to share data across our partners in a manner which our citizens
understand and support. This is likely to require a public consultation and certainly will require
engagement across all our communities and partners.
The West Yorkshire Urgent and Emergency Care Vanguard also aims to deliver an integrated digital
care record across West Yorkshire. Again this will require some public engagement. We will need to
ensure that we do not duplicate this work or confuse our citizens with multiple consultations,
understanding and timing any engagement will therefore be important.
Whilst in Wakefield we currently have in place an overarching information sharing protocol and
some specific data sharing agreements, this programme is likely to require a new record sharing
framework describing the information governance arrangements to enable the ongoing
management of data sharing and associated information flow across all our partners and providers.
This framework should cover each organisations responsibilities for complying with common law
duty of confidentiality, data protection legislation and national and local policy and guidance.
6.1.2 Consent Modelpac
We are awaiting publication of the national data guardian review which we hope will inform our
thinking and options for any changes to the current consent model.
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6.1.2.1 Explicit Consent to Share / Explicit consent to view
In this case individual’s explicit consent to share and view data is sought by the professional in each
organisation working with the person.
This is the current position in Wakefield, presently the main focus for patients being asked to
consent to share health data is through their GP or on referral to other health services.
Normally a patient’s GP will have a process on the clinical record to capture consent to share and the
practice will have agreed wording to inform the patient. At present the CCG does not mandate
standard information to be given to the patient.
In asking patients to consent to share information some practices may have advised patients that
they were consenting to sharing within the NHS rather than consenting to share with other care
organisations. This advice will need to be revisited in light of the recent Caldicott recommendations
emphasising a duty to share data between professionals working in health and adult social care.
When a patient then attends another setting, the clinician will ask for consent to view the patient
record and will record this consent.
Where a person does not have capacity to consent, it is possible for a suitably qualified health and
social care professional to access the patients’ records without the explicit consent of the patient
subject to having an appropriate legal basis.
6.1.2.2 Direct Care v Secondary use
The concept of sharing information for direct care ie sharing between those professionals involved in
a person’s care has to be distinguished from data which might be used either for the purposes of
designing and delivering care across a community or for research or evaluation purposes.
For any use of the data within the footprint for secondary use purposes the approach will follow the
current guidance of informed consent, statutory duty or pseudonymisation.
6.1.2.3 Opt out from sharing
Patients must be able to apply a blanket dissent ie I do not want my record to be shared with other
organisations. Patients must be able to mark specific items as sensitive/private which means they
will not be visible in another care setting. Ideally systems should include the flexibility to allow
patients to withhold particular items from specific organisations.
Making a request to opt out from data sharing does not remove the legal right of access for
professionals carrying out safeguarding investigations.
6.1.2.4 Social Care
In common with the heath care scenarios described above, social care professionals seek explicit
consent to share at the point of assessment. As with health data, individuals can choose not share
data with other organisations or individuals. As social care data is usually accessed without the
presence of the citizen, no explicit consent to view is sought.
Individuals can also opt out of sharing data to be used for evaluation or research. Consent choice is
recorded in the social care record on CareDirector.
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6.1.2.5 Wakefield Integrated Care Hubs and Vanguard programmes
In Wakefield we currently adopt an explicit consent model in health and social care as described
above; in particular in our integrated hubs and in the care home Vanguard we adopt a process of
seeking and recording explicit patient consent for referrals within and between teams.
6.1.2.6 Integrated Adult Hubs
The teams from across health, social care and third sector have developed a process for capturing
consent when they visit a new patient and ensuring that the patient understands the purpose of
seeking informed explicit consent, furthermore consent is obtained from the patient each time a
referral is made from one hub team to another. This consent has to be recorded in each of the
different services information systems.
Experience in the hubs suggests that, to date, few patients decline to share their data. As has been
shown nationally, in the vast majority of cases the patient thinks that services supporting their care
already have access to the appropriate information and don’t understand why they are repeatedly
asked the same questions.
In addition to consent for direct care, specific consent is sought to share data with Healthwatch for
the purposes of evaluation.
6.1.2.7 Enhanced Care Home Vanguard
The Multi-Disciplinary team (MDT) have developed a consent form tailored to the work they carry
out with care home residents. This consent enables the MDT members to support not just the
resident but also to support the care home staff in developing their skills.
In many care homes the resident will not be capable of consenting, to enable the MDT to work and
share information a specific “Best Interest” process has to be followed under the Mental Capacity
Act. This can be completed by two health and social care professionals from different professions.
6.1.2.8 West Wakefield Multi-speciality Community Provider Vanguard
The West Wakefield MCP vision is for providing Multi-Disciplinary care enabled by digital services.
Core to this will be the development of an information hub and response centre. Currently there is a
lot of data held in disparate systems which could be used to better serve our citizens; the hub will
provide a channel for the wider teams to use this information to provide proactive care.
The nature of the service to be provided will require that the cohort of citizens to be serviced by the
hub have given explicit informed consent to data held by many services to be used to better support
their care.
The MCP also aim to develop with partners a digital care record that can be held by the patient and
shared with family and carers under their own control. Clear information governance engagement
will be required to support this development.
6.1.3 Developing a sharing culture
Our aim is to share relevant patient/citizen information/records appropriately and securely across
the Wakefield health and care system between professionals in order to:


Improve patient care and safety - through better informed clinical decisions enabling more
appropriate care

Wakefield Local Digital Roadmap - Final

30/06/2016

Page 43 of 54






Support safeguarding
Improve the patient experience, for instance, though not having to repeatedly repeat their
details, not having to unnecessarily repeat clinical tests
Improve effectiveness and efficiency of the delivery of care
Facilitate patient access (and ownership) of their own records and empower self-care.

To achieve this we recommend:







The establishment of a Shared Records Information Governance Steering Group to manage
the record sharing framework
A districtwide record sharing framework to describe the governance arrangements and
ongoing management. The framework would cover each organisations responsibilities
To propose and develop advice, guidance, and publicity materials
Engage with public and professionals from across all partners on any changes to the sharing
and consent model.
To create a districtwide Privacy Notice (Fair Processing Notice)
To consider these developments across a West Yorkshire footprint where this is more
appropriate.

6.1.4 IG Toolkit Compliance
Partners within the footprint will need to be IG Toolkit compliant (where appropriate) to provide
confidence and ensure a consistent standard of security and managing information which will
support appropriate access and sharing of the care record. We will continue to support care homes
and voluntary sectors organisations to achieve IGT compliance.
As part of our commissioning approach we will ensure, as far as possible, that providers are IGT
compliant.
Wakefield Council has well developed approach information security compliance. The Public Services
Network (PSN) requires annual compliance with a Code of Connection based on both technical and
organisational security controls. In addition to this the council has been IG Toolkit compliant since
2011 and has updated its assessment on an annual basis. This has helped to facilitate access to NHS
systems via N3, including the Demographic Batch Service (DBS) to support the use of the NHS
Number in the council and the Child Protection Information Service (CP-IS).

6.2 Cyber Security
Ensuring the confidence of the public that their personal data is stored securely and only accessed
by those with a genuine purpose to do so is critical to encouraging take-up of new technology.
In any digital service development we consider the security of personal data and ensure that any
service provision meets the high standards set by NHS Digital which has developed a cyber security
approach that is about enablement - to empower organisations to be accountable for cyber security
locally, but to support and enable them to improve and enhance what they do
The CCG and GPs are supported by tHIS which is hosted by CHFT and therefore fully understands and
implements controls which are appropriate to health systems. Similarly our Trusts and council
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partners have security specialists employed to support and inform Cybersecurity development and
maintenance. Through these resources we provide a greater understanding of our cyber strengths
and weaknesses, enabling targeted investments that add the most value and will enable better
security. We will build upon the knowledge that exists in our partners and external advisors to
ensure a cohesive approach to delivering agile working in a secure environment; for new digital
developments we will require that these meet or exceed NHS digital standards

6.3 GS1
Currently there is no significant use of GS1 in MYHT or SYWPFT, being limited to specific areas for
asset management purposes. The intention is to include GS1 in any development of an EPMA or EPR
subject to ensuring real and achievable benefits to the organisation.
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7 Appendices
7.1 Appendix 1 - Infrastructure Community of Interest Network
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7.2 Appendix 2 – Wakefield Council Systems
Home Care provision is currently supported by three systems, managing the delivery of both internal and external home care. OfficeBase (supplied by CACI)
manages the delivery of internal home care services to service users and schedules the capacity of carers to deliver the service. A Home Care Monitoring
system (supplied by CM2000) captures actual time spent delivering care and automatically transfers data back to OfficeBase via an interface to schedule the
resources. An internally developed system manages the delivery and monitoring of external home care provision.
Advances in technology together with the changes in the way the service is being delivered have presented an opportunity to review the systems and
processes needed to support Home Care Service delivery. The systems are currently under review with the expectation of a single system being procured /
implemented through 2016 - 2019. This project will include requirements to integrate with the core Social Care case management system, partner systems
and citizen access to information.
Integrated Community Equipment Service (ICES) – enables people to stay at home through the provision of short and long term loans of equipment. The
service uses the CEquip system (supplied by MSoft) which facilitates the ordering of equipment, stock control and the tracking & monitoring of requisitions.
The system is used by OT staff in MYHT to allow direct orderinbg of essential equipment to support discharge. The version of the system used by the service
is however outdated and in need of replacement.
A review of business requirements is currently in progress with the intention to procure and implement a more modern solution during 2016/17 that will
support on-line and remote access, greater integration with partners and enhancements to the delivery, tracking and maintenance of equipment. It is
anticipated that this will reduce the need for manual/double entry of data, expedite hospital discharge and further enhance the delivery of care closer to
home – through integration with other council and partner systems.
Wheelchair Service – provides the administration, assessment and clinic management activities associated with wheelchair provision. The service support
clients who have a very basic mobility needs up to those who have changing conditions. The service has around 6,000 active clients and receives
approximately 250 referrals (new and re-referrals) per month, primarily via fax or email from GPs and other Healthcare Professionals. The service uses the
BEST system (supplied by Soft Options) which also facilitates integration with an approved repair and maintenance contractor. The version of the system
used by the service is however outdated and in need of replacement.
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Adaptations - The Adaptations service receives approximately 4000 requests per annum from service users of all ages, primarily via telephone. A significant
number of these requests are for provisions to be made to facilitate a person’s discharge from acute hospital care. In a typical year the service will carry out
approximately 2,000 assessments and place orders for 500 items of major specialist equipment (e.g. Through Floor Lifts, stair lifts, ceiling track hoists, step
lifts, ramps, and specialist wash/dry WC). The Service uses an old, out of date in-house developed system for the recording of eligibility assessment data
and a number of ad-hoc spreadsheets for tracking equipment.
A review of future business requirements for wheelchairs and Adaptations is currently in progress with the intention to procure and implement a more
modern solution during 2016/17 that will support greater integration with partners and enhancements to the delivery, tracking and maintenance of
equipment. It is anticipated that this will reduce the need for manual/double entry of data, expedite hospital discharge and further enhance the delivery of
care closer to home – through integration with other council and partner systems.
Child Protection Information Service (CP-IS) - The council was a pilot authority for the implementation of CP-IS, working with our social care system
provider (CareWorks) and NHS DIGITAL to develop the solution for integration with CareDirector. The system went live in October 2015 to both send
updates on CP cases and receive alerts. Between 28/10/2015 and 21/05/2016 there have been 18 access notifications for the records of 11 children, with
this this information visible in our social care case management system. The biggest current limitation with the service is the lack of integration of CP-IS
with MYHT A&E software.
Connect 2 Support – An Information and Advice Service relating to care and support for adults and support for carers in the Wakefield district is provided
through Connect 2 Support Wakefield, and is in essence the first iteration of a citizen portal solution – providing an information and sign posting service,
allowing citizens to self-serve without the need to contact social care services. Anticipated developments for this service are to provide enhanced
functionality that enable citizens to self-assess, triggering information around the outcomes of the assessment, eligibility for services and progress to formal
contact with social care services for further assessment and the development and delivery of care plans (including self or mediated care management,
budget management etc.)
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7.3 Appendix 3 - The Mid Yorkshire Hospitals NHS Trust Systems schematic
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7.4 Appendix 4 - South West Yorkshire Partnership NHS Foundation Trust IM&T Roadmap

Figure 13 - IM&T Roadmap
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7.5 Appendix 5 – Information Sharing Approach
Information sharing approach – Wakefield
End 17/18

End 18/19

Systems
Efficiency

Patient access to digital
records in primary,
community and
secondary care

Capabilities enabled by information sharing

Patients can
access the
internet from
health sites

Digital handover of
care is shared

GPs to receive
timely electronic
clinical letters
Health and
social care
staff can
access
systems at
the point of
care

Single
Assessment
Process

Information is
collected/recorded
once

Patients can
view their
digital care
record

Mobility
development
Patient Wi-Fi

Current State

Healthcare
clinicians
receive
patient
alerts

End 20/21
Future State Future State

Electronic
Transfer of
Care

Self-Care
Apps

Share detailed clinical
information across all
health and social care
Patients can add
information to
care record

Virtual
consultations
and remote
care

EDMS

Open
access
across care
systems
Adult and
Children’s
Social Care
system

Mobility
development

Mobility
development

EPR/EPMA
E-referrals

Citizen
Identity

Shared
Digital
Records
Paper free at
point of care

Patient
Portals

Shared IT
infrastructure
Shared
Administration
Units

Unified
Communications

Interoperability
between systems
Patient facing
technology

Digital Dictation
NHS
Number

Health & Care
community
wide Wi-Fi
access

Clinical
Portals

E-prescribing

E-Rostering

Electronic
forms
Systems
Optimisation

Information
Sharing and
Consent
Model in
place

DigitalDigital
approach
approach
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7.6 Appendix 6 – GP Networks and Federations
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7.7 Appendix 7 – Local Digital Roadmap – Governance Process
The governance process across our providers and partners will be carried out after the submission of
the LDR to NHSE.
The key Governance boards and dates are shown below:

Organisation
Health and Wellbeing
Wakefield CCG
Wakefield Council

MYHT
SYWPFT

Spectrum

Board
Health and Wellbeing
Partnership Board
Connecting Care Executive
Governing Body
Information systems, Adults
and Children’s Programme
Board
IM& T Board
CEG Board
IT Forum and Executive
management team

Spectrum Board
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Date
STP and LDR priorities
presented on 16 June 2016
14 July 2016
12 July 2016
21 July 2016

11 July 2016
20 July 2016
Presented at IT forum on 28
June.
Sign off at next board in mid –
August.
5 August 2016
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Dr Phil Earnshaw, Chair NHS CCG

Responsible Governing
Pat Keane, Interim Chief Operating Officer
Board Executive Lead:
Recommendations:
It is recommended that the Governing Body/Committee:

Note the content of the Survey findings.

Recognise and appreciate the CCG’s achievements since 2015

Acknowledge and support the ambitions for excellence.
Executive Summary:
This report summarises the headline findings of the Stakeholder Survey for 2015 and provides an action plan for
the areas which have been identified as needing improvement. Wakefield CCG had one of the highest response
rates (74%) in the Yorkshire and Humber for the second year running and our performance is on a par with the
national CCG average.
The results highlighted we are performing highly in:
 How we continue to build on relationships working, listen to views and continue to engage with
partners.
 How our stakeholders have confidence in the leadership to deliver its plans and priorities
 How our stakeholders have confidence that the CCG effectively monitors the quality of the services it
commissions
 How our stakeholders have been given the opportunity to influence the CCG’s plans and priorities.
Whilst overall these areas are showing above average performance, there are a number of areas within them
which we need to continue to develop and these are contained within the action plan in the report.
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

Respondents were sought from:



GP commissioning leads
NHS Providers











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

 Health and Wellbeing Boards
 Local Healthwatch
 Other stakeholder groups
 Other CCG’s
 Local Authority
This report highlights development points and actions in response to the CCG
Stakeholder Survey 2016 conducted by NHS England.
Not Applicable

Reference document(s) /
enclosures:

Not Applicable

Risk Assessment:

No direct risks identified

Finance/ resource implications:

None identified

NHS Wakefield CCG 360 Stakeholder Survey 2016
Headlines,
Achievements & Ambitions
Introduction
The CCG 360⁰ stakeholder survey is conducted by NHSE to evaluate the strength of relationships and
stakeholder engagement. Stakeholders are encouraged to feedback on their experience of working with us by
answering a series of questions with response options provided by NHSE and opportunity for open comments.
Survey results are presented as a Main Report and Summary Report, showing the number and percentage of
stakeholders giving a particular answer.
We invited 58 of our stakeholders to take part in the survey, with 32 responding.
We achieved an overall response rate of 55% across our different stakeholder groups (GP member practices,
Health and Wellbeing Board, Local Healthwatch/patient groups, NHS providers, other CCGs, Local Authority
partners)..
This report highlights what we are doing well, those things we want to continue to do well and proposes
development points as part of our approach to excellence.

Our drivers for excellence
We have a number of drivers for developing Wakefield CCG as a High Performing Membership Organisation
moving towards ‘World Class’ status:








We are ambitious and innovative.
We have a passion for patient health and wellbeing.
We aim to be the best and deliver our best for the people and communities of Wakefield.
We are committed to partnerships.
We are launching and leading a future shaping integration programme.
We are promoting local accountability, personal responsibility and professional credibility.
We are investing in excellence.

What we are doing well
The survey shows that we are doing well right across the board. We achieved one of the highest response rate
in Yorkshire and the Humber for the third year running, showing the interest and commitment of our partners
in commissioning excellence.
Our performance is largely on a par with the national CCG average. Out of all of the questions asked we are
93% above national average targets. We perform highly – over and above all CCGs within our cluster but
significantly in these key areas:

 Continues to build on relationships working, listen to views and continue to

engage with partners.
 Has confidence in the leadership to deliver its plans and priorities
 Stakeholders have confidence that the CCG effectively monitors the quality of
the services it commissions
 Stakeholders have been given the opportunity to influence the CCG’s plans and
priorities.
1
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Positive extra comments from our Stakeholders highlighted stated:

 Good consistency of the vision on plans and priorities through the leadership of

WCCG for an integrated Health and Social Care System especially the Local
Authority.
 Continue with the work with PRG’s to reach wider groups and creating
opportunities to engage for people to shape future plans.
 The CCG provides clear and visible leadership, though more time for decision
making would be beneficial.
 The CCG has provided greater choice for the district with the development of
the 3 Vanguard initiatives.
Changing context

NHS shared planning 16/17 -20/21 outlines a new approach to help ensure that health and care services are
planned by place rather than around individual organisations, this will be achieved by every organisation by
producing a five year Sustainability Transformation Plan (STP), showing how local services will work together to
improve quality of care, their populations health and wellbeing and NHS finances. The Wakefield STP for WCCG
is based on the Wakefield Health and Wellbeing Footprint which is a component part of the West Yorkshire
Healthy futures structure. The Wakefield Council is taking joint ownership of the STP through the HWB to show
how Wakefield are taking an innovative approach by aligning the HWB Strategy and STP but by having one
document illustrates the strength and maturity of our health and social care system and real commitment by
having one clear vision.
We are confident that we have effective leadership and highly valued clinical leadership. Succession planning is
a priority for us to ensure that new, talented and passionate leaders develop expertise in commissioning to
assure continuity.

Ambitions & actions
We are ambitious, which means adopting a continuous improvement standard. The survey provides a good
baseline for monitoring and measuring performance improvements.
We have performed well. We have exceeded ‘All CCGs’ benchmarks in 5 key areas. Motivated by our drivers
for excellence, we now propose to focus attention on 3 categories of survey results:
1
2
3

Drop in performance from 2015
Scoring slightly less than ‘All CCGS’ score
Scoring below our own minimum threshold (60%)

=
=
=

ACTION PRIORITY
ACTION TO IMPROVE
IN NEED OF ATTENTION & EXTRA EFFORT

In the case of category 3, as in the 2014/15 report we are setting our own minimum threshold of 60%
irrespective of whether the CCG are continuing in matching or exceeding the ‘All CCGs’ score. Because we are
investing in excellence, we have identified any questions scoring 60% or less against the positive response
option as requiring more effort and attention on our part. It is important to note that due to the small number
of respondents for some questions that some percentages may represent skewed results.
GP member practices make up our largest stakeholder group (39 of 58 respondents). Other survey groups are
small (following NHSE guidance): Health and Wellbeing Board – 3, Healthwatch/patient groups – 3, NHS
providers – 5, other CCGs – 4, Local Authority – 4, wider stakeholders – 0. As a consequence, percentages do
not necessarily reflect high numbers of people responding.
The following table shows the number of people responding next to percentages. It profiles those
questions/responses to be addressed by our Organisational Development/Communication and Engagement
2
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Plans, and shows development points that will be progressed during 2016/17. Some of the suggested areas for
development have been rolled over from previous years with this in mind it is proposed that this development
plan be owned by the Workforce Development Group who will continue to drive and monitor progress.
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Question:

Our survey result 2016:

Our survey result 2015:

Reason for action:

Development points:

Think about the past 12
months, to what extent do
you agree or disagree that
the CCG has listened to
your views where you have
provided them.
To what extent do you
agree or disagree that the
CCG has taken on board
your suggestions.

•

62% (21 people)
answered ‘strongly
agree’ or ‘tend to
agree’

•

69% over all
agreed.

Drop in
performance from
2015 = ACTION
PRIORITY

•

47%

•

47%

Scoring below our
own minimum
threshold (60%)
= IN NEED OF
ATTENTION &
EXTRA EFFORT

1. Develop communication channels whereby we
can feedback on suggestions made & actions or
decisions taken in response.
2. Within these communication channels, be
transparent & open about why/when
suggestions cannot be acted upon in particular
external stakeholders.
3. Target critical stakeholder groups: member
practices, Healthwatch/patient groups & Local
Authority.

And thinking back over the
last 12 months, would you
say your working
relationship with the CCG
has got better, got worse
or has it stayed about the
same?
How would you rate your
working relationship with
the CCG?

•

48%

•

42%

Scoring below our
own minimum
threshold (60%)
= IN NEED OF
ATTENTION &
EXTRA EFFORT

•

78% (25 people) ‘ very
good / fairly good’

•

82 % over all
answered very
good / fairly good’

Drop in
performance from
2015 = ACTION
PRIORITY

Engagement & listening to views

1. Consider regular stakeholder surveys on how to
improve working relationships via online tool
(e.g. survey monkey)
2. Enhance communication links via regular
newsletters out to stakeholders.

4
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Question:

Our survey result 2016:

Our survey result 2015:

Reason for action:

Development points:

The CCG involves and
engages with the right
individuals and
organisations when
making commissioning
decisions
The CCG effectively
communicates its
commissioning decisions
with me

•

66% (21 people)
answered ‘strongly
agree / tend to agree’

•

69% answered
‘strongly agree /
tend to agree’

Drop in
performance from
2015 = ACTION
PRIORITY

•

56%

•

53%

Scoring below our
own minimum
threshold (60%)
= IN NEED OF
ATTENTION &
EXTRA EFFORT

1. To ensure transparency in all consultations with
the membership and partners.
2. To develop communication plans to ensure
feedback on why decisions have been made and
wherever input has been made to ensure that
feedback is provided on when comments have
been taken on board and where they haven’t the
rationale for why.
3. To use Skyline to update on commissioning
processes wherever appropriate ensuring the
right external organisations have access to
skyline where appropriate.
4. To continue to develop communication and
engagement mechanisms to allow members and
partners to input in to planning processes in a
timely appropriate manner.

53% (24 people)
‘strongly
agree/tend to
agree’
14% (6 people)
‘strongly
disagree/tend to
disagree’

No improvement
on performance
from 2015 =
ACTION PRIORITY

Are patients and the public actively engaged and involved?

Are CCG plans delivering better outcomes for patients?
When I have commented
on the CCG’s plans and
priorities I feel that my
comments have been
taken on board.

•

•

53 % (17 people)
strongly agree/tend to
agree’
16% (5 people)
‘strongly disagree/tend
to disagree’

•

•

1. The review of Clinical Cabinet is expected to
better enable engagement in this process.
2. To continue to develop mechanisms on Skyline
for early clinical engagement in decision making.
3. To further enable the roll out of Skyline across
practices and other external stakeholders and
promote the value of using it.
4. To develop communications plans to support the
planning and delivery processes.
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Question:
Our survey result 2016:
Does the CCG have strong and robust leadership?
The leadership of the CCG
• 59% (19 people)
is delivering continued
answered ‘strongly
quality improvements.
agree / tend to agree’
• 32% (10 people)
answered ‘tend to
disagree / don’t know’.

The clinical leadership of
the CCG is delivering
continued quality
improvements

•

The CCG’s plans will deliver
continuous improvement
in quality within the
available resources

•

•

53% (17 people)
answered ‘strongly
agree / tend to agree’
22% (7 people)
answered ‘strongly
disagree / don’t know’

59%

Our survey result 2015:

Reason for action:

Development points:

• 56% (25 people)
answered ‘strongly
agree/tend to
agree’
• 18% (8 people)
answered ‘tend to
disagree/don’t
know’
•
• 56% (25 people)
answered ‘strongly
agree/tend to
agree’
• 20% (9 people)
answered ‘strongly
disagree / don’t
know’

Scoring below our
own minimum
threshold (60%)
= IN NEED OF
ATTENTION &
EXTRA EFFORT

1. Develop communication plans for publishing
evaluation of programmes of work leading to
quality improvements.
2. Corporate Leads and Governing Body members
to promote successful outcomes in quality
improvements in all engagement with the
membership.
3. A section of the annual membership meeting to
be dedicated to successful outcomes achieved as
well as looking forward to the future.
4. Continued development of the work of the
Better Value Group to have continued quality
improvements at the heart of planning for the
organisation alongside productivity, prevention
and innovation.
5. Review/Update the committee front sheet for
Clinical Cabinet (and other committees if we
have to have the same one) to include the
quality benefits of the paper being presented
1. Develop at Sustainability and Transformation
Plan (STP) for the Wakefield Health and Social
Care System.

•

60%

Drop in
performance from
2015 = ACTION
PRIORITY

Scoring below our
own minimum
threshold (60%)
= IN NEED OF
ATTENTION &
EXTRA EFFORT
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Jo Pollard, Chief of Service Delivery and Quality
Andrew Pepper, Chief Finance Officer

It is recommended that the Governing Body:‐
i.
Note the current performance against the CCG strategic objectives and Quality Premium; and
ii.
Note the full unabridged versions have been presented at the Integrated Governance Committee in
May and June 2016. Assurance has been provided verbally and through exception reporting.
Executive Summary:
The Integrated Quality & Performance report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement.
The report is a summary of the May and June Integrated Quality & Performance reports which have been
presented to the two previous Integrated Governance Committee (IGC) meetings. The format of this summary
report has been revised to highlight to Governing Body members the issues, actions and next steps discussed at
the Integrated Governance Committee.
Areas of attainment (latest position)
 The CCG has met eight out of nine of the cancer pathway standards in April.
 There have been no 52 week breaches in April.
 There have been no 12 hour breaches reported in April.
 The new Improving Access to Psychological Therapies (IAPT) RTT standards have exceeded the minimum
performance level in April.
 April’s Patient Safety Walkabout to the Stroke Rehabilitation Ward at Pinderfields found that transferring
the ward from Pontefract has resulted in numerous benefits for patient care.
 Antibiotic prescribing by Wakefield GP practices has reduced by 11% in 12 months. Prescribing of antibiotics
associated with clostridium difficile such as co‐amoxiclav, cephalosporins, and quinolones in Wakefield is
below the national and regional average.
 Kings Medical Centre, Stanley Health Centre, College Lane, Queen Street and Warrengate achieved an
overall rating of ‘good’ from the CQC. Warrengate received a rating of ‘outstanding’ in the effective domain.
 Continued recruitment initiatives and following a review of inpatient nurse staffing levels, the registered
nurse staffing vacancies at MYHT have reduced to 83.02 WTE in April 2016 from 91.02 WTE in March 2016.
Vacancies in the Division of Medicine have reduced to 21.04 WTE from 72.87 WTE in April.
 GP prescribing performance continues to improve from the first time this was reported in February 2016,
with 15 practices improving their performance.
 A Patient Safety Walkabout to Croft House Care Home on 28 May 2016 identified that the home has made
significant improvements since the home was rated as ‘inadequate’ by the CQC.

Areas for improvement (latest position)
 A&E performance at MYHT has not met the required standard for April. The Trust has been issued with a
performance notice in 2015/16 and the CCG has received a singular Urgent Care Recovery Plan which is
being supported by the Systems Resilience Group (SRG). In addition to this the Trust are in the process of
implementing the Emergency Care Improvement Programme recommendations. A CCG led Urgent Care
Group has been established to oversee the delivery of the plan and formal updates will be provided to the
SRG.
 The CCG has not met the required standard for the 18 week RTT incomplete pathway. The Trust was issued
with a performance notice in 2015/16 and has since produced a number of action plans for recovery. The
Intensive Support Team, Elective Care reviewed the current RTT processes in May 2016, and the final is
awaited. Additionally the CCG and MYHT are working together to agree the movement of patients waiting
over 14 weeks to community providers and are initiating consultant‐led triage specifically within
Dermatology. Discussions have also taken place at the Clinical Leaders’ Forum to initiate ENT pathway
redesign. A deep dive on RTT was presented by the Ways of Working Team at the IGC meeting on 16 June.
 The CCG has not met the required standard for the 6 week wait for key diagnostic tests. This is largely due to
performance levels at MYHT, specifically relating to Neurophysiology and Audiology. The CCG has requested
action plans to identify the reasons for ongoing underperformance and monitoring is undertaken at CMG.
Recovery trajectories have been submitted to NHS Improvement and predict that the standard will be met
by the end of December 2016. This is due to Neurophysiology and Audiology experiencing more complex
issues. In the interim MYHT continue to work with Leeds Teaching Hospitals Trust to provide additional
capacity as well as working towards employing greater use of community providers and the use of clinical
threshold management in order to improve performance levels.
 The Category A (Red1&2) Ambulance operational standards have not been achieved at Yorkshire Ambulance
Service level from 1 April to 20 April. On 21 April the Ambulance Response Programme went live and a new
measurement came into force. The Trust is now measured against one target (RED 8 minute response)
which was not met from 21 – 30 April. The CCG continues to monitor activity and discuss ongoing actions,
including progression of business cases and transformation plans, at YAS contract meetings. The Ambulance
Response Programme (ARP) pilot is designed to use capacity effectively to meet the required standards.
Further assurances will be provided on the programme as outcomes are reported.
 The Acute Trust and Ambulance turnaround targets continue not to meet the required standard. The CCG
continues to monitor performance and discuss ongoing actions with both MYHT and YAS.
 The CCG and MYHT did not meet clostridium difficile targets in 2015/16. From April 15 to February 2016
there were 86 CCG cases against a target of 72. There were 33 MYHT cases against a target of 27 in the same
period. A clostridium difficile summit took place on 19 April 2016 chaired by Dr Phil Earnshaw.
 An arbitration panel assigned 1 MRSA case reported in March 2016 to Wakefield CCG. An improvement
programme is underway across the health economy with regards to blood culture sampling.
 MYHT is one of the poorest performing organisations nationally in the Quarter 4 Staff Friends and Family
Test results. MYHT give a monthly update on their actions at MYHT Executive Quality Board, and there was a
presentation at the April Integrated Governance Committee.
 April’s Patient Safety Walkabout to Gate 20 (extra capacity) and Gate 43 (elderly) identified a number of
areas for improvement. Feedback was given to the nurse in charge on the ward, matrons and an MYHT
Director on the day of the visit. MYHT’s response to the detailed walkabout reports will be shared at a future
MYHT Executive Quality Board.
 South West Yorkshire Partnership Foundation Trust received an overall rating of ‘requires improvement’
from the CQC.
Areas for improvement are regularly discussed at the Executive Contract Board and Executive Quality Board
meetings and actions to rectify underperformance are presented to and approved by both Boards.
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care




Access to the Highest Quality Urgent and Emergency Care



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:

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

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

The CQC report for the practices of Governing Body GPs (Kings Medical
Centre and Queen Street Surgery) are included in the report.
Prescribing data may present a conflict of interest for the GPs and Practice
Manager on the Governing Body
Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arrangements.
Integrated Governance Committee – 19 May and 16 June 2016

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks are
captured as appropriate in the Board Assurance Framework and Corporate
Risk Register.
Mitigating actions required to improve performance or quality are assessed
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Executive Summary
Summary of items covered in the May and June IGC quality and performance reports
•
•
•
•
•
•
•

•
RTT Incomplete pathway position
•
A&E 4 hour performance
Acute Trust Dashboard
52 week pathway position
12 hour breach position
•
Cancer standards
•
Complaints and Compliments including summary •
of 2015/16 provider complaints data

CQUIN Q3 provider achievement
•
CQC inspections of provision for children and
•
young people with special educational needs
•
•
and/or disabilities (SEND)
Maternity Safety Thermometer Exception Report •
•
MYHT Ward Dashboard
National Audit of Percutaneous Coronary
Interventions

Patient Advice and Liaison Service contacts
Patient Reported Outcome Measures (PROMS)
Perinatal Mortality Surveillance Report
Serious Incidents (SI) summary
SWYPFT Q4 CQUIN achievement
Transferring secondary care services to primary
care and referral patterns

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

IGC 19 May 2016
• The Committee was updated on the CCG achievement of cancer standards, and assurance was provided that the CCG was forecast to meet all standards
at year end.
• An update was provided on A&E 4 hour performance. The Committee was assured that an Urgent Care Recovery Plan was now in place and that this was
being worked through, with progress reported to the System Resilience Group. MYHT continue to implement the ECIP recommendations and progress is
reported to the Executive Contract Board.
• The Committee was provided with further updates on the RTT Incomplete pathway standard. The Committee was informed that the Intensive Support
Team (Elective Care) had undertaken a diagnostic of the processes in place within MYHT. It was agreed that a further update would be provided at the
next meeting. The Committee were further assured that there was the intention to produce one action plan for elective care in order to drive
performance to the required standard.
• The Committee discussed the current overtrade at Leeds Teaching Hospitals NHS Trust and it was agreed that an analysis on practice referrals would be
helpful to understand the position.
• Members praised GPs and the Medicine Optimisation Team for the 11% reduction in antibiotic prescribing in Wakefield
• The Committee discussed nurse staffing at MYHT and noted the inpatient nurse staffing review which took place. Further assurances were required about
the impact on quality as a result of the review due to the reduction in registered nurse posts. The Committee expressed concern about the quality of care
on surge/extra capacity wards at MYHT.
• Care home CQC reports were discussed. It was noted that the CCG resource available to manage care home contracts and support quality improvement in
care homes is minimal, however this is being discussed with the local Authority.
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Executive Summary
IGC 16 June 2016

• The Committee were informed that the CCG had met the 12 hour breach and 52 week RTT pathway in April. Assurances were also provided on the new
Improving Access to Psychological Therapies (IAPT) RTT targets, which had exceeded the thresholds for April.
• Discussion was held regarding the A&E 4 hour standard. The Committee were assured that an single Urgent Care Recovery Plan had now been received and
was supported by the Systems Resilience Group. Additionally the Committee were informed that the CCG had initiated an Urgent Care Group to oversee the
delivery of the plan and that progress continues to be reported to the Executive Contract Board.
• The Committee received an update position on the 6 week diagnostic standard and were assured that although the standard was not met in April, MYHT
were achieving above the forecast position on the NHS Improvement trajectory. The Committee were informed that further assurances had been sought
from MYHT regarding recovery action plans and that the position regarding Neurophysiology was expect to recover in August 2016. Further assurances
were providers that discussion regarding the use of community providers was underway and had been initiated at Executive Contract Board on 26 May
2016.
• The Committee discussed the prescribing performance data, the prescribing behaviours and medicines optimisation team support for practices rated as
Red. The role of the clinical pharmacist in practices was discussed.
• The lead for Infection Prevention & Control attended IGC and highlighted to the Committee the outcomes from the Clostridium difficle summit held in April
2016. Additional health economy actions have been agreed to address the slowing pace of improvement in the number of C.diff cases.
• The Committee noted that implementing the outcome of the inpatient nurse staffing review has led to a reduction in registered nurse staffing vacancies in
the Division of Medicine as the ward teams will be better skill mixed. It was confirmed that quality indicators would continue to be monitored to ensure
there is not a detrimental impact from these changes.

4
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Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - 2015/16 Year End Position (Full year effect Month 12)
↑

↑

↑

↑

↑

↑

A step change in the productivity
of elective care

Mental health service
transformation

Access to the highest quality
urgent & emergency care

Maternity, children and young
people transformation

System wide quality measures

Citizen participation &
empowerment

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

↑

↑

↑

↑

↑

Improving Access to
Psychological Therapies

Ambulance R1 8 min
response (YAS Total)

Smoking in pregnancy

*Healthcare acquired
infections - MRSA

FFT - A&E

Care Programme Approach

Ambulance R2 8 min
response (YAS Total)

*Healthcare acquired
infections - CDIFF

FFT - Inpatient

Ambulance 19 min
transportation
(YAS Total)

Mixed sex accommodation
(MSA) breaches

FFT - Maternity

Ambulance to A&E handover

Crew clear delays

A&E waits no more than 4
hrs

12 Hour Breaches
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Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - 2016/17 YTD Position (as at Month 1)
↑

↑

↑

↑

↑

↑

A step change in the productivity
of elective care

Mental health service
transformation

Access to the highest quality
urgent & emergency care

Maternity, children and young
people transformation

System wide quality measures

Citizen participation &
empowerment

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

↑

↑

↑

↑

↑

*Improving Access to
Psychological Therapies

Ambulance R1 8 min
response/RED 8 minute
response (YAS Total)

Smoking in pregnancy

*Healthcare acquired
infections - MRSA

FFT - A&E

*Care Programme Approach

Ambulance R2 8 min
response (YAS Total)
To April 20th

*Healthcare acquired
infections - CDIFF

FFT - Inpatient

Ambulance 19 min
transportation
(YAS Total)
To April 20th

Mixed sex accommodation
(MSA) breaches

FFT - Maternity

Ambulance to A&E handover

Crew clear delays

A&E waits no more than 4
hrs

12 Hour Breaches
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* Most recent data at the time of publishing.

Quality Premium 2015/16

Domain

Preventing people
from dying
prematurely

Quality Premium Measure

Percentage of quality
premium

Potential value
for CCG

2205.3

10%

£177,500

Current YTD Performance

Potential years of life lost (PYLL)
£177,500
Awaiting publication of figures.

Reduction in the number of patients attending an
A&E department for a mental health‐related need
Enhancing quality of
who wait more than four hours to be treated and
life for people with
discharged, or admitted, together with a defined
long term conditions
improvement in the coding of patients attending
A&E
Enhancing quality of Avoidable emergency admissions
life for people with
long term conditions
Improving antibiotic prescribing (a combination of 3
measures):
Treating and caring Reduction in the number of antibiotics prescribed in
for people in a safe primary care
environment and
Reduction in the proportion of broad spectrum
protecting them from
antibiotics prescribed in primary
avoidable harm
Secondary care providers validating their total
antibiotic prescription data
Local measure
Smoking in pregnancy
Percentages of lung cancers detected at stages 1&2
Local measure

95%

30%

£532,500

£0
82.6% FOT (at February 2016)

2729.7

30%

£532,500

10%

£177,500

Awaiting data levels from
NHSE/HSCIC due September 2016.

<11.3%
MYHT Assurance
≤19%

10%

£177,500

>25%

10%

£177,500

100%

£1,775,000

1. 1.21 (at March 2016)

£177,500

2. 7.20% (at March 2016)
3. Assurance received from MYHT
(Feb 2016)
18% (FOT@Q3)
26% (2014 data at February 2016)
Current anticipated value available
for CCG (QP measures only)

NHS Constitution Target

Forecast Outturn/YTD Position

Percentage of QP Deducted if target not met

Value Deducted

89.1%

30%

£372,750

A&E 4 Hour Waiting Time Standard

85.8%

30%

£372,750

Maximum 2 Week Wait from GP Referral to First
Outpatient Appointment – All Cancer

97.2%

20%

£0

Cat A (Red 1) 8 Minute Response Time

70.9%

20%

£248,500

Estimated: £248,500

£532,500

<1.326

18 Week RTT Waiting Time Standard

Total anticipated value available for CCG (QP
measure and Constitution targets)

7

Target (Year End)

Current
anticipated
eligible QP
Funding based on
YTD/FOT
Performance

£177,500
£177,500
£1,242,500

Quality Premium 2016/17

Domain

Quality Premium Measure

Target

Demonstrate a 4 percentage point improvement in
the proportion of cancers (specific cancer sites,
morphologies and behaviour*) diagnosed at stages
1 and 2 in the 2016 calendar year compared to the
4% increase on 2015 calendar year
Cancer Diagnosed at 2015 calendar year or;
or;
an early stage
>60% in 2016 calendar year
Achieve greater than 60% of all cancers (specific
cancer sites, morphologies and behaviour*)
diagnosed at stages 1 and 2 in the 2016 calendar
year.
Meet a level of 80% by March 2017 (March 2017
performance only) and demonstrate a year on year
>80% by March 2017 & year on year
Increase in the
increase in the percentage of referrals made by
increase in e‐referrals
proportion of GP
e‐referrals (or achieve 100% e‐referrals), or;
or;
referrals made by e‐
20% increase on March 2016
March 2017 performance to exceed March 2016
referral
position at March 2017
performance by 20 percentage points.

Percentage of quality
premium

Potential value
for CCG

Current YTD Performance

Current
anticipated
eligible QP
Funding based on
YTD/FOT
Performance

20%

£364,553

Awaiting publication of baseline

£364,553

20%

£364,553

20%

£364,553

Awaiting publication in July 2016

10%

£182,276.50

Awaiting publication of baseline

Awaiting publication of baseline

£364,553

Achieve a level of 85% of respondents who said
they had a good experience of making an
appointment, or;
Experience of making
A 3 percentage point increase from July 2016
a GP appointment
publication on the percentage of respondents who
said they had a good experience of making an
appointment

≥85% or;
3% increase from July 2016
publication

Part a) reduction in the number of antibiotics
prescribed in primary care.
The required performance in 2016/17 must either
be:
a 4% (or greater) reduction on 2013/14
a) ≥4% reduction on 13/14 or;
performance
≤1.161 items per STAR‐PU
Improving antibiotic OR
b) ≤10% of total antibiotic
prescribing in primary equal to (or below) the England 2013/14 mean
prescribing for co‐amoxiclav,
performance of 1.161 items per STAR‐PU
care
cephalosporins and quinolones or;
Part b) number of co‐amoxiclav, cephalosporins and
≥ 20% reduction from 2014/15 value
quinolones as a proportion of the total number of
selected antibiotics prescribed in primary care to
either:
‐ to be equal to or lower than 10%, or
‐ to reduce by 20% from each CCG’s 2014/15 value
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£364,553

£182,276.50

Quality Premium 2016/17 (continued)
Domain

Quality Premium Measure

Local Measure –
Maternity; Number of
women known to be
smokers at the time
of delivery per 100
maternities
Local Measure ‐
Trauma and Injury:
Hospital admissions
caused by
unintentional and
deliberate injury for
those aged 0‐24 per
10,000 population
Local Measure ‐
Crosscutting:
Emergency
admissions for
chronic ambulatory
care sensitive
conditions for people
of all ages per
100,000 total
population

Percentage of quality Potential value
premium
for CCG

≤18%

Maximum of 18% per 100 deliveries.

Current YTD Performance

10%

£182,276.50

18% @ Q3 2015/16

165.5 per 10,000 population.

≤165.5/10,000

10%

£182,276.50

Awaiting data

1,769.4/100,000 population

≤1,769.4/100,000

10%

£182,276.50

Awaiting data

100%

£1,822,765

Current anticipated eligible QP
Funding based on YTD/FOT
Performance

£182,276.50

£182,276.50

£182,276.50

£1,822,765

NHS Constitution Target

Forecast Outturn (Based on CCG submitted plan at Q4
2016/17)

Percentage of QP Deducted if target not met

Value Deducted

18 Week RTT Waiting Time Standard

92%

25%

£0

A&E 4 Hour Waiting Time Standard

95%

25%

£0

Maximum 62 day wait from GP Referral to First
Definitive Treatment

85%

25%

£0

Cat A (Red 1) 8 Minute Response Time/RED 8
minute response

75%

25%

£0

Total anticipated value available for CCG (QP
measure and Constitution targets)
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Target (Year End)

£1,822,765
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Sustainability and Transformation Fund Trajectories & CCG Activity Plan (May 2016)
Note: MYHT submission reflects all MYHT activity; CCG submission only reflects CCG portion of MYHT activity
Cancer 62 day Sustainability Trajectory (GP Referral)
Total patients seen
> 62 days wait
MYHT (STF Submission)
Performance Plan

Wakefield CCG (Activity Return)

Wakefield CCG (Activity Return)

92.0%

Total patients seen
> 62 days wait
Performance Plan

74
63
85.1%

Performance Actual

86.8%

Total patients waiting
Patients waiting <
6weeks
Performance Plan

Baseline
6,790

Wakefield CCG (Activity Return)
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Sep‐16
100
15
85.00%

Oct‐16
101
16
84.65%

Nov‐16
116
15
87.50%

Dec‐16
90
16
82.78%

Jan‐17
81
14
83.33%

Feb‐17
94
14
85.11%

Mar‐17
105
14
86.67%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

May‐16
6,560

Jun‐16
6,460

Jul‐16
6,090

Aug‐16
6,050

Sep‐16
6,020

Oct‐16
5,600

Nov‐16
5,960

Dec‐16
5,700

Jan‐17
5,610

Feb‐17
5,620

Mar‐17
5,590

420

361

294

258

203

170

120

86

55

55

55

6.40%

5.59%

4.83%

4.26%

3.37%

3.04%

2.01%

1.51%

0.98%

0.98%

0.98%

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

Performance Actual

5.72%

43

43

43

43

43

43

43

43

43

43

43

43

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

Baseline

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

41,875

41,875

41,540

41,205

40,870

40,535

40,200

39,865

39,530

39,195

38,835

38,835

38,835

6,817

6,817

6,439

6,181

5,926

5,675

5,226

4,784

4,348

3,724

3,107

3,107

3,107

83.7%

83.7%

84.5%

85.0%

85.5%

86.0%

87.0%

88.0%

89.0%

90.5%

92.0%

92.0%

92.0%

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

84.0%

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan
Performance Actual

MYHT (STF Submission)

Aug‐16
105
16
85.24%

490

4,311

Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual
Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual

Jul‐16
124
19
85.08%

7.22%
5.87%

4 Hour Urgent Care Sustainability Trajectory

Jun‐16
104
16
85.10%

490

Performance Actual

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

May‐16
96
15
84.38%

7.22%

Performance Actual

Wakefield CCG (Activity Return)

Apr‐16
6,790

Total patients waiting
Patients waiting <
6weeks
Performance Plan

18 week RTT Sustainability Trajectory

MYHT (STF Submission)

Apr‐16
105
17
83.81%

Performance Actual

Diagnostics 6 week Sustainability Trajectory

MYHT (STF Submission)

Baseline
271
44
83.76%

86.4%
Baseline

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

21,381

22,409

17,701

19,783

19,442

18,942

19,120

19,307

18,997

19,024

19,920

16,696

17,901

4,343
79.69%

4,482
80.0%
88.4%

3,363
81.0%

3,561
82.0%

3,111
84.0%

2,652
86.0%

2,294
88.0%

1,931
90.0%

1,710
91.0%

1,522
92.0%

1,394
93.0%

1,002
94.0%

895
95.0%

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

3,557
80.0%
88.4%

3,379
81.0%

3,201
82.0%

2,845
84.0%

2,489
86.0%

2,134
88.0%

1,778
90.0%

1,600
91.0%

1,423
92.0%

1,245
93.0%

1,067
94.0%

889
95.0%

Strategic Performance Monitoring
Citizen participation and empowerment
Data validity: All data used in the following dashboards is published nationally and / or locally by the relevant provider.
Trend Information
Provider

MYHT

SWYPFT

Wakefield
CCG
Wakefield
CCG
Wakefield
CCG

11

From
Previous
previous months
Month score card

Reporting
Period

National
Average

Actual

YTD

Friends and Family Test
% of patients recommending the service
(FFT) ‐ A&E

Mar

84%

92.0%

93.8%

↓

••••••

Dr AS

LE

FFT ‐ Inpatient

% of patients recommending the service

Mar

96%

97.0%

96.3%

↔

••••••

Dr PW

LE

Mar

95%

97.0%

95.3%

↑

••••••

Dr DH

LE

Mar

96%

99.0%

98.3%

↑

••••••

Dr DH

LE

FFT ‐ Maternity

Antenatal % of patients recommending the
service
Labour Ward % of patients recommending
the service
Postnatal Ward % of patients recommending
the service
Postnatal Community % of patients
recommending service

Mar

94%

95.0%

94.4%

↓

••••••

Dr DH

LE

Mar

98%

100.0%

99.1%

↔

••••••

Dr DH

LE

Indicator

Clinical Commissio Exception
Lead
ning Lead Report

FFT ‐ Community

% of patients recommending the service

Mar

95%

99.0%

97.5%

↑

••••••

Dr AB

LE

FFT ‐ Outpatients

% of patients recommending the service

Mar

93%

96.0%

97.2%

↓

••••••

Dr PW

LE

FFT ‐ Mental Health
Wakefield BDU

% of patients recommending inpatient
services
% of patients recommending community
services

Q3

82%

82%

••••

Dr CH

LE

Q3

89%

94%

Dr CH

LE

FFT Mental Health
(Trust)

% of patients recommending the service

Mar

87%

72.0%

81.0%

↓

••••••

Dr CH

LE

FFT ‐ GP

% of patients recommending the service

Mar

88%

86.0%

90.2%

↓

••••••

Dr GC

LE

Number of complaints received

May

12

25

↓

Dr AS

KB

Number of contacts received

May

25

46

↑

Dr DB

LE

NHS Wakefield
Complaints
Patient Advice and
Liaison Service

Mar

Strategic Performance Monitoring
Elective Care ‐ Cancer
Wakefield CCG

2015/16
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

Cancer Waits ‐ 2
Weeks

Cancer Waits ‐ 31
Days

Cancer Waits ‐ 62
Days

12

YTD

Trend
Informa
tion

MYHT

From
FOT previou Actual
s Month

YTD

Trend
Commis Exceptio
from Clinical
FOT
sioning
n
previou Lead
Lead Report
s Month

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

Apr

93%

97.0%

97.6% 97.6%

97.6%

↑

97.4% 97.4%

97.4%

↑

Dr AM

MA

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

Apr

93%

97.2%

96.7% 96.7%

96.7%

↓

97.9% 97.9%

97.9%

↔

Dr AM

MA

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

Apr

96%

98.6%

97.1% 97.1%

97.1%

↓

97.7% 97.7%

97.7%

↓

Dr AM

MA

Max 31 day wait for subsequent treatment
where treatment is surgery

Apr

94%

97.9%

96.7% 96.7%

96.7%

↑

95.2% 95.2%

95.2%

↓

Dr AM

MA

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

Apr

98%

99.5% 100.0% 100.0% 100.0%

↔

100.0% 100.0% 100.0%

↔

Dr AM

MA

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

Apr

94%

99.4% 100.0% 100.0% 100.0%

↔

Not Reported at Provider
Level

‐

Dr AM

MA

Max 62 day wait for first definitive
treatment following a consultant decision
to upgrade priority of patient

Apr

90%

91.8% 100.0% 100.0% 100.0%

↑

95.0% 95.0%

95.0%

↓

Dr AM

MA

Max 62 day wait from referral linked to the
NHS Screening Program to start 1st
treatment for all cancers

Apr

90%

96.3%

78.6% 78.6%

78.6%

↓

82.4% 82.4%

82.4%

↓

Dr AM

MA

Max 62 day wait from urgent GP referral to
first definitive treatment for cancer

Apr

85%

85.2%

86.8% 86.8%

86.8%

↓

92.0% 92.0%

92.0%

↑

Dr AM

MA

p.21

Strategic Performance Monitoring
Elective Care – RTT, Diagnostics and Cancelled Operations
Trend
Informa
tion

Wakefield CCG

2015/16
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

18 Week RTT Waiting
Time
RTT ‐ Incomplete pathways
Standard

Apr

Number of 52 week
Number of patients on incomplete
Referral to treatment
pathways over 52 weeks
pathways

Apr

0

Diagnostic test
waiting times

Apr

99%

Apr

0

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

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

13

92.0% 89.1%

7

YTD

86.4% 86.4%

0

0

From
FOT previou Actual
s Month

86.4%

↑

0

↑

97.8% 94.28% 94.28% 97.8 %

2

0

0

MYHT

0

↓

↔

YTD

84.0% 84.0%

0

0

Trend
Commis Exceptio
from Clinical
FOT
sioning
n
previou Lead
Lead Report
s Month

84.0%

↓

Dr PW

PK

0

↑

Dr PW

PK

↓

Dr PW

PK

↔

Dr PW

PK

94.13% 94.13% 94.13%

0

0

0

p.22

p.23

13

Strategic Performance Monitoring
Healthcare Associated Infections
Trend
Information

Wakefield CCG
Reporting
Period

MRSA
Clostridium
Difficile

Indicator

Healthcare
Associated
Infections

Previous
From
months
previous
score
Month
card

Target

2015/16 CCG
Performance

Actual

YTD

FOT

Apr

0

2**

0

0

0

↔

Apr

6/72 (CCG)
2/27

90

13

13

76*

↓

MYHT

Actual

YTD

FOT

Trend
from
previous
Month

•••••

0

0

0

↔

Dr AF

JO'D

p.24

•••••

6

6

40*

↓

Dr AF

JO'D

p.25‐27

Clinical Commissio Exception
Lead
ning Lead Report

(MYHT)

*Projections for the predicted number of cases in 2016/17 are based on the latest 6 month trends.
**One post 48 hour MRSA case was reported by MYHT in March 2016. The case went to arbitration in May 2016 to determine who the case should be assigned to. The
case was assigned to the CCG by the arbitration panel. See the exception report for more detail.
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Strategic Performance Monitoring
Maternity, children and young people transformation
MYHT
Provider

Reporting
Period

Target

Actual

YTD

Trend

Apr

<16%

19%

19%

↓

Dr DH

MC

Pinderfields and Pontefract

Mar

3.1%

3.1%

↔

Dr DH

MC

Dewsbury

Mar

2.2%
(Y+H
average)

1.2%

3.9%

↑

Dr DH

MC

‐

Dr DH

MC

Indicator

C‐section
(MYHT Integrated Performance Emergency C‐section rate (%)
Report)
MYHT

Post partum haemorrhage >
1500 mls as % of women
delivered
(Maternity Dashboard)
Ratio to birth ratio
(Maternity Dashboard)

Ratio of midwives to total birth Oct – Dec 15

Y+H Range
1:27 to 1:33

1:31

Clinical Commissio
Lead
ning Lead

Exception
report

Maternity Safety Thermometer

MYHT

Proportion of women that had a maternal infection since the
onset of labour or within 10 days of birth

May

6%
(nat av)

3.9%

3.6%

↓

Dr DH

MC

Proportion of women that had a 3rd/4th degree perineal trauma

May

2.4%
(nat av)

2.0%

4.5%

↑

Dr DH

MC

Proportion of women who reported being left alone at a time
that worried them during labour and birth

May

2.9%
(nat av)

2.0%

2.7%

↑

Dr DH

MC

May

May

5.3%
(nat av)

5.9%

5.4%

↓

Dr DH

MC

May

May

76.8%
(nat av)

88.2%

88.4%

↓

Dr DH

MC

Proportion of women who reported they had concerns about
safety during labour and birth that were not taken seriously
Physical harm free care:
Infection, Perineal Trauma(3rd/4th), PPH >1000mls, Apgar<7 (term only) OR
Transfer (term only)
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Strategic Performance Monitoring
Mental Health Service Transformation
Wakefield CCG
2015/16
Reporting
CCG
Target
Period
Performan
ce

Indicator

Care Programme
Approach (CPA)

The proportion of
people under adult
Q4
mental illness specialties
2015/16*
on CPA who were
followed up within 7
days

95%

People entering
Improving Access to
psychological therapies
Q4
3.75%
Psychological
from prevalent
2015/16* p/qtr
Therapies
population

Improving Access
to Psychological
Therapies

YTD

FOT

From
previous
Month

Provider

Actual

YTD

FOT

96.8%

97.8%

96.8% 96.8%

↑

Not reported at Provider
Level

10.8%

3.26%

10.8% 10.8%

↑

Not at Provider Level

Trend
Commissi
from
Clinical
Exception
oning
previous Lead
Report
Lead
Quarter

n/a

Dr CH

MEz

Dr CH

MEz

Patients treated
within 6 weeks of
referral

Apr

75%

‐

91.8% 91.8% 91.8%

‐

Not at Provider Level

Dr CH

MEz

Patients treated
within 18 weeks of
referral

Apr

95%

‐

98.5% 91.8% 91.8%

‐

Not at Provider Level

Dr CH

MEz

Apr

50%

‐

Awaiting data from
Provider (SWYPFT)

‐

Not at Provider Level

Dr CH

MEz

Maximum 2 week wait
Early Intervention
from referral to
in Psychosis
treatment

16

Actual

Trend
Information

*Most up to date data at time of publishing.

p.28
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Strategic Performance Monitoring
Mental Health Service Transformation
Provider ‐ SWYPFT
Indicator
Access
Source: SWYPFT
Care Programme Approach
(CPA) Source: SWYPFT
Staffing (SWYPFT Wakefield
BDU)

% Delayed transfers of care
% Admissions gatekept by CRS teams
% SU on CPA having formal review within 12
months
Trust sickness absence rate (YTD)

Reporting
Period

Target

2014/15
Performance

Actual

YTD

Mar
Mar

<7.5%
95%

4.0%
99.4%

2.5%
100%

2.5%
96.8%

Mar

95%

98.1%

96.9%

95.4%

↑

Dr CH

MEz

Feb

<4.4%

4.8%

5.3%

4.1%

↓

Dr CH

MEz

4.4%

3.4%

↓

Dr CH

MEz

90.7%

86.6%

↑

Dr CH

MEz

2.4%

1.3%

↓

Dr CH

MEz

11.1%

11.4%

↓

Dr CH

MEz

90.7%

90.5%

↓

Dr CH

MEz

Proportion of patients that have self harmed
<3.1%
Mar
3.2%
in the last 72 hours
(nat av)
Proportion of patients that report feeling
85.0%
NHS Safety Thermometer
Mar
83.9%
safe at the point of survey
(nat av)
Proportion of patients that have been the
<1.5%
NHS Safety Thermometer
victim of violence/aggression in the last 72
Mar
1.4%
(nat av)
hours
Proportion of patients that have had an
<12.1%
NHS Safety Thermometer
Mar
12.9%
omission of medication in the last 24 hours
(nat av)
Proportion of patients with 'harm free' care
(patients that did not self harm, do not feel
88.1 %
NHS Safety Thermometer
unsafe, have not been a victim of violence or
Mar
90.7%
(nat av)
aggression and in Inpatient settings have not
been restrained)
The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients
NHS Safety Thermometer
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Trend
Information
From
Commission Exception
previous Clinical Lead
ing Lead
Report
Month
↓
Dr CH
MEz
↑
Dr CH
MEz

Strategic Performance Monitoring
Quality Measures
MYHT
Indicator
(Source: MYHT Trust Board Performance Report unless indicated)

Trend Information

Reporting
Period

Target

2015/16
Performance

Actual

YTD

From
previous
Month

Previous
Commissionin
months score Clinical Lead
g Lead
card

Exception
Report

Venous Thromboembolism

% patients risk assessed

Apr

95%

95.4%

95.3%

95.3%

↓

••••••

Dr PW

LE

Harm free care

% patients receiving harm free
care

Apr

95%

94.09%

93.25%

93.25%

↑

••••••

Dr PW

LE

Harm free care

% of patients suffering new harm

Apr

<2.8%

2.52%

2.63%

2.63%

↑

••••••

Dr PW

LE

Never Events

Number of never events

May

0

0

0

0

↔

••••••

Dr PW

LE

Serious Incidents

Number of open serious incidents

May

‐

‐

↓

Dr PW

LE

Serious Incidents

Number of new serious incidents
for month

May

‐

161

7

13

↑

Dr PW

LE

Patient Safety Incidents
(acute services)

Proportion of patient safety
incidents that are harmful

Apr

<29%

25.2%

26%

26%

↓

••••••

Dr PW

LE

Patient Safety Incidents
(community services)

Proportion of patient safety
incidents that are harmful

Apr

<50%

59.5%

48.4%

48.4%

↑

••••••

Dr PW

LE

Summary Hospital Mortality
Indicator

SHMI score (Source: Health and
Social Care Information Centre)

Oct 14 – Sep 15

<1

‐

↓

•••••

Dr PW

LE

Hospital Standard Mortality Rate

HSMR (elective and emergency
admissions)

Feb

<100

‐

95.54

100.03

↓

••••••

Dr PW

LE

p.30

Hospital Standard Mortality Rate

HSMR ‐ weekend

Feb

<100

118.2

103.11

107.22

↓

••••••

Dr PW

LE

p.30

MYHT nurse vacancies

WTE Registered Nurse vacancies

Apr

<55.1
(5%)

‐

83.02 WTE

↑

••••••

Dr PW

JP

p.29

MYHT midwife vacancies

WTE Registered Midwife
vacancies

Apr

<5.5
(5%)

‐

‐6.79 WTE

‐

Dr PW

JP

p.29

MYHT HealthCare Assistant

WTE Healthcare Assistant
vacancies

Apr

<29.2
(5%)

‐

72.52 WTE

↓

Dr PW

JP

p.29

Absence

Total sickness rate

Mar

<4%

4.80% (2014/15)

5.43%

Feb

95%

‐

CQC Rating

18

72

0.939

5%

Requires improvement

↓

••••••

Dr PW

JP

May

↔

•

Dr PE

JW

Jan

18

Strategic Performance Monitoring
Urgent and Emergency Care
Provider

Provider

MYHT

Indicator

2015/16 CCG
Performance

Actual

YTD

FOT

Trend from
Commission Exception
previous Clinical Lead
ing Lead
Report #
Month

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

Apr

95%

85.8%

88.4%

88.4%

95.0%

↑

Dr AS

MJ

12 Hour Breaches in A&E

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

Apr

0

18

0

0

0

↑

Dr AS

MJ

All handovers between
Acute Trust ‐ Turnaround Time ambulance and A&E should take
place within 15 mins

Apr

100%

‐

63.2%

↑

Dr AS

MJ

p.32

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

Apr

100%

‐

83.4%

Not reported at
Provider Level

↓

Dr AS

JF

p.33

Cat A (Red 1) 8 min response
time

Apr

75%

70.9%

69.7%

‐

‐

↑

Dr AS

JF

p.34

Ambulance response times (1 ‐ Cat A (Red 2) 8 min response
20 April)
time

Apr

75%

71.3%

74.2%

‐

‐

↑

Dr AS

JF

p.34

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

Apr

95%

95%

100%

‐

‐

↑

Dr AS

JF

Red 8 min (life threatening)

Apr

75%

‐

73.1%

73.1%

73.1%

‐

Dr AS

JF

Apr

‐

‐

83.1%

83.1%

83.1%

‐

Dr AS

JF

Apr

‐

‐

77.8%

77.8%

77.8%

‐

Dr AS

JF

Apr

‐

‐

86.8%

86.8%

86.8%

‐

Dr AS

JF

Apr

‐

‐

96.8%

96.8%

96.8%

‐

Dr AS

JF

Green Transport 60 min (urgent)

Apr

‐

‐

88.1%

88.1%

88.1%

‐

Dr AS

JF

Green Hear and Treat 60 min
(urgent)

Apr

‐

‐

99.0%

99.0%

99.0%

‐

Dr AS

JF

Amber Resource 19 min
(emergency; potentially serious)
Amber Transport 19 min
(emergency; potentially serious)
Ambulance response times (21 – Amber Face to Face 19 min
(emergency; potentially serious)
30 April)
Green Face to Face 60 min
(urgent)

19

Target

A&E 4 hour waiting time
standard

Ambulance ‐ Turnaround Time

YAS

Reporting
Period

Not reported at
Provider Level

p.31

p.35

Strategic Performance Monitoring
Urgent and emergency care
Wakefield CCG
2015/16
Reportin
CCG
Target
Actual
g Period
Performa
nce

Provide
Indicator
r
Emergency Re‐ Emergency readmissions within 7 days
admissions
following an elective or emergency spell
MYHT (MYHT
Emergency readmissions within 30 days
Performance
following an emergency or elective spell
Report)
YAS 111
Performance

YAS Out of
Hours
Performance
YAS

20

FOT

From
previous Actual
Month

YTD

FOT

Trend
Commissi
from Clinical
Exceptio
oning
previous Lead
n Report
Lead
Month

Nov

<4.05%

‐

Not reported at CCG Level

3.72% 3.88% 3.88%

↑

Dr AS

JF

Nov

<9.38%

‐

Not reported at CCG Level

8.59% 8.92% 8.92%

↑

Dr AS

JF

% of clinical call backs within 2 hours

Apr

95%

86.6% 84.9% 84.9% 84.9%

85.9% 85.9% 85.9%

↑

Dr CJ

SR

p.36

% calls answered within 60 seconds

Apr

95%

89.1%
(YAS)

93.5% 93.5% 93.5%

↑

Dr CJ

SR

p.36

% of warm transfers or clinical call backs
within 10 minutes

Apr

65%

35.1% 30.6% 30.6% 30.6%

↑

31.3% 31.3% 31.3%

↑

Dr CJ

SR

p.36

% Definitive Clinical Assessments in time

Apr

95%

97.9%

100%

↔

98.7% 98.7% 98.7%

↓

Dr AS

JF

% Emergency within 1 hour

Apr

95%

58.2% 61.3% 61.3% 61.3%

↑

53.4% 53.4% 53.4%

↑

Dr AS

JF

% Urgent within 2 hours

Apr

95%

73.3% 73.3% 73.3% 73.3%

↓

63.8% 63.8% 63.8%

↑

Dr AS

JF

% Less Urgent within 6 hours

Apr

95%

95.9% 97.4% 97.4% 97.4%

↑

94.2% 94.2% 94.2%

↓

Dr AS

JF

Not reported at CCG Level

87.6%

↓

Dr AS

JF

Not reported at CCG Level

89.3% 79.3% 83.3%

↓

Dr AS

JF

% of patients with STEMI who received an
appropriate care bundle
% of patients receiving primary angioplasty
(NHS England) within 150 minutes.
% of patients who were discharged from
Cardiac arrest
hospital alive following resuscitation by
NHS England)
ambulance service following a cardiac arrest
% of FAST positive patients potentially eligible
for stroke thrombolysis arriving at a
Stroke
NHS England)
hyperacute stroke unit within 60 minutes of
the call being received
Staff absence
Trust absence rate
(YAS)
ST‐elevation
myocardial
infarction

YTD

Provider

Trend

Nov
Nov

78.3%
82.7%
(nat av)
86.9%
83.9%
(nat av)

↑

Not reported at CCG
Level

100%

100%

74%

84%

Nov

8.9%
10.6%
(nat av)

Not reported at CCG Level

8.9%

9.4%

↓

Dr AS

JF

Nov

58.4%
55.6%
(nat av)

Not reported at CCG Level

51.1% 55.3% 55.3%

↓

Dr AS

JF

Not reported at CCG Level

5.8%

↑

Dr AS

JF

Feb

<5%

5.9%

7.5%

5.5%
(Mar 15‐Feb 16)
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Mar

Mar

Exception Reporting
Elective Care ‐ Cancer
NHS Constitution Indicator

Indicator

Cancer Waits ‐ Maximum 31 day wait for subsequent treatment where treatment is surgery

Reporting
Period

Target

2015/16
CCG
Performan
ce

Actual

YTD

FOT

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Month

Max 62 day
wait from
referral linked
Cancer Waits to the NHS
– 62 days NHS Screening
Apr
94%
96.3%
78.6%
78.6%
78.6%
↓
82.4%
82.4%
82.4%
↓
Screening
Program to
Programme start first
definitive
treatment for
all cancers.
Reason for Underperformance
There were three patients that contributed to the underperformance against the above standard. Two of the three patients chose to delay treatment. The
third patient was delayed due to other medical issues.
Actions taken
All exceptions were outside the control of MYHT. Therefore ongoing underperformance and remedial action plans are not required.

21

Action Plan
in Place
Yes
Risk
Register ID 492
Clinical
Lead
Dr Abdul Mustafa
Commissio
ning Lead Michelle Ashbridge
CCG
21
Assurance MYHT Executive Contract Board

Exception Reporting
Elective Care – 18 Week RTT
NHS Constitution Indicator

Indicator
18 Week RTT
Waiting Time
Standard

RTT Incomplete
Pathways

18 Week Referral to Treatment Incomplete Pathway

Reporting
Period

Target

2015/16 CCG
Performance

Actual

YTD

FOT

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

Apr

92.0%

89.1%

86.4%

86.4%

86.4%

↑

84.0%

84.0%

84.0%

↓

Reason for Underperformance
Underperformance has been reported in a number of specialities at MYHT.
•

General Surgery: 84.4% ↑

General Medicine: 72.5% ↓

•

ENT: 75.1% ↑

•

Urology: 81.2% ↓

•

Thoracic Medicine: 89.8% ↓

•

Ophthalmology: 86.1% ↑

•

T&O: 77.6% ↑

•

Neurology: 77.5% ↓

•

Oral Surgery: 79.6% ↓

•

ENT: 75.0% ↓

•

Other: 89.0% ↓

•

Plastic Surgery: 70.6% ↓

•

Gynaecology: 87.4% ↑

•

Gastroenterology: 82.3% ↓

The data reported by MYHT indicates that the same specialties continue to fail the required standard. The Trust requested that the Intensive Support Team, Elective Care undertake a diagnostic of the RTT processes at
the beginning of May 2016 in order to support the recovery plan, and a final report of the outcomes is awaited.
Actions taken
MYHT and the CCG (via Ways of Working) have identified the specialties that are experiencing the most severe RTT underperformance, principally due to capacity issues. Further work – as promoted on Skyline ‐ is now
being undertaken to understand reasons for GP referral, and if patient transfers either to community services or the independent sector are appropriate and possible in these specialities. Such work will help to develop
CCG plans of action per outpatient speciality to support RTT performance, and specifically to understand the opportunities for improvement when reviewing the potential of e‐consultation; clinical threshold
management and the MYHT’s access policy.
One of the first specialties identified as requiring the Ways of Working approach is ENT, with initial discussions having taken place at the Clinical Leaders Forum. The immediate plan is to utilise the ‘route to a solution’
process, which uses a maximum of three meetings to design new care pathways.
In ophthalmology – a speciality with RTT underperformance ‐ the agreement between the CCG and MYHT to transfer Ophthalmology patients waiting over 14 weeks for cataract surgery into community providers is now
being formalised into a partnership agreement between MYHT and Novus Health, one of the six accredited community providers of cataract surgery. This follows consultation with the other five providers who are in
agreement for the transfer approach to be initially trialled and developed with Novus Health, with the view to it being expanded to include more providers. It is still expected that stable glaucoma patients will transfer
to community providers by the end of Q1 2016/17.
Additionally consultant triage is expected to commence in Dermatology in mid May 2016. This will support further improvements in RTT performance in this speciality.
All of the above supports an ongoing review to analyse the effects of the changes and what proposals for further pathway alterations could take place.

18 Week RTT Incomplete Pathway

Risk Register ID 685
Clinical Lead Dr Patrick Wynn

94.0%
92.0%
90.0%
88.0%

18 Week RTT Incomplete Pathway

86.0%
84.0%
82.0%
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Action Plan in
Place
Yes

Target

Commissioning
Lead
Pat Keane
CCG Assurance MYHT Executive Contract Board
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Exception Reporting
Elective Care – Diagnostics
NHS Constitution Indicator
Indicator

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

Diagnostic test waiting times
Reporting
Period

Target

2015/ 16 CCG
Performance

Actual CCG
Performance

YTD CCG
Performance

FOT CCG
Performance

From previous
Month

Actual MYHT
Performance

YTD MYHT
Performance

Apr

99%

99.7%

94.28%

94.28%

94.28%

↓

94.13%

94.13%

FOT MYHT
Trend from
Performance previous Month

94.13%

↓

Reason for Underperformance
Although a number of Trusts are contributing to the underperformance, the current performance is driven by the breaches at MYHT.
The majority of the MYHT breach numbers are as follows:
• Neurophysiology; 192 breaches
• Audiology; 58 breaches
• Cardiology (Echocardiology); 22 breaches
MYHT has been achieving the 6 week diagnostic target for the majority of the last 2 years, however since September 2015 the Trust been unable to achieve the 99% target.

Actions taken
There 15 diagnostic tests on the list, of which a number of individual tests are driving the underperformance at MYHT. These are outlined below, along with detail regarding the problem and indicative timescales for
recovery.
• Cardiology (Echocardiology) – capacity shortfall due to sickness and prioritising acute flow.
• Neurophysiology – Clinical threshold management and referral management is in place for referrals for neurophysiology. Additionally MYHT are working jointly with Leeds Teaching Hospitals and retired consultants
to provide additional capacity. Capacity expected to permanently increase by August 2016.
• Audiology –Greater capacity agreed going into Q1 of 2016/17 and MYHT are taking steps to work with community provision to alleviate pressure on the service.
MYHT have submitted final trajectories for recovery to NHS Improvement and these have been agreed and shared with the Trust Board. The trajectories have been shared with the CCG and show recovery by the end of
December 2016. Formal recovery plans have been requested by the CCG and are expected to be shared at ECB.

Diagnostic Test 6 week wait
101.0%
100.0%
99.0%
98.0%
97.0%

Diagnostic Test 6 week wait

96.0%

Target

95.0%
94.0%
93.0%
92.0%
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Action Plan in
Place
Yes
Risk Register ID 734
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Pat Keane
CCG Assurance MYHT Executive Contract Board 23
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Exception Report
Healthcare Associated Infections ‐ MRSA
Indicator

Period

Target

Month

2015/16

MRSA: NHS Wakefield CCG

Mar 16

0

1

2

MRSA: MYHT assigned

Mar 16

0

0

1

Previous
Performance

•••••
•••••

Description of underperformance
This case was provisionally assigned to MYHT in March 2016, but went to arbitration in May 2016 to confirm the final assignment as all parties participating in the post
infection review agreed that third party assignment was relevant in this case. The arbitration panel consisted of two consultant microbiologists and three senior infection
control nurses. The panel determined that the case should be assigned to the CCG.
The chair of the arbitration panel was contacted re rationale for final assignment to CCG. The panel felt that the CCG was best placed re the commissioning of Social Care
and District Nurses regarding oversight of urinary catheters. The panel chair informed that the panel is not aware of commissioning and provider
arrangements. Going forward this level of detail will be requested for future arbitration panels. However there is no redress on this case.
Number of MRSA assigned cases
WCCG

Reason for underperformance
The patient resided in own home with support from an independent domiciliary care provider four times
daily and attended to all aspects of care. The patient had a long term urinary catheter due to urinary
retention. Catheter care and management was undertaken by the District Nursing (DN)team and the
domiciliary care staff. The Post Infection Review identified that the patient was not compliant with hygiene
needs and frequently pulled at the catheter. Catheter management was sub standard by the domiciliary care
provider. No catheter passport provided by DN team when initially catheterised. Standard of catheter
training was sub optimal. Timing of blood culture sampling missed opportunities in MYHT.

Actions to be taken.
Safeguarding referral was made by a member of Kirklees and Wakefield IPC team.
CQC informed.
Management of urinary catheters by DNs.
TDA 90 day IPC improvement programme – health economy approach to sampling.
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MYHT

2

1

0

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

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

Exception Report
Healthcare Associated Infections ‐ Clostridium Difficile (CDI)
Indicator

Period

Clostridium difficile cases: NHS Wakefield CCG

Apr 16

Clostridium difficile cases: MYHT post 72 hour cases

Apr 16

Target
<6 month
<72 annual
<2 month
<27 annual

2015/16

Month

YTD

FOT

90/72

13

13

76*

36/27

6

6

36*

Previous
Performance

•••••
•••••

*Projections for the predicted number of cases in 2016/17 are based on the latest 6 month trends.

Reason for underperformance
All cases have been reviewed. Two practices had 2 cases each . All other cases were registered with
different GP practices across Wakefield District. 2 cases had a history of previous CDI or GDH
Of the 7 pre 72 hour cases;
‐ 5 specimen was requested by the GP, 2 by MYHT one on admission and one at the haematology
unit
‐ 1 case resided in a care home PIR to be completed
‐ 2 cases had been an in patient in the previous 2 months, with 1 case recently having surgery
‐ 5 cases had recent antibiotics prescribed. 1 case had been prescribed a cephalosporin
‐ 4 cases were prescribed a Proton Pump Inhibitor
‐

Of the 6 post 72 hour cases, 3 were non preventable, 1 was preventable and 2 have yet to be
discussed at the CDI panel. Lessons identified include poor documentation, prompt isolation ,
timely stool sampling and inappropriate prescribing of antibiotics

Number of WCCG clostridium difficile cases

WCCG cases
Threshold

18
16
14
12
10
8
6
4
2

Actions to be taken
Elderly Medicine Consultants to discuss a change in antibiotic prescribing for urinary tract infections.
This remains an outstanding action. Kirklees and Wakefield Infection Prevention Control Team
continue to undertake enhanced surveillance to determine common themes to enable targeted work.
A summary of the CDI Summit held on 19 April 2016 is featured later in the report.
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Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

Apr‐16

Mar‐16

Feb‐16

Jan‐16

Dec‐15

Oct‐15

Nov‐15

Sep‐15

Aug‐15

Jul‐15

Jun‐15

Apr‐15

May‐15

Mar‐15

Feb‐15

Jan‐15

0

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

Exception Report
Healthcare Associated Infections ‐ Clostridium Difficile (CDI) continued
Antibiotic prescribing
People that have been treated with broad‐spectrum antibiotics (antibiotics that work against several types of bacteria) or several different antibiotics at the same time, or
those taking long‐term antibiotics can be at risk of clostridium difficile. Appropriate use of antimicrobials is also important to reduce the serious threat of antimicrobial
resistance. In Wakefield there has been a reduction of antibacterial prescribing of over 11% in the past 12 months following a high profile campaign. Levels are still above
the national and regional average. A summary of antibacterial prescribing at practice level is detailed below.

Antibiotic prescribing
Prescribing of antibiotics associated with CDI such as co‐amoxiclav, cephalosporins, and quinolones in Wakefield is below the national and regional average.

12 month rolling percentage of prescribed antibiotic items from cephalosporin, quinolone and co‐amoxiclav class
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Period

Wakefield

West Yorkshire

England

Dec 2015

7.48%

7.79%

10.11%

Exception Report
Clostridium Difficile infection summit summary
A clostridium difficile infection (CDI) summit was held on 19 April 2016. The event chaired by Dr Phil Earnshaw was held to consider the strategic approach required
across the MYHT footprint to reduce CDI and reduce harm to patients.
Current position: MYHT, North Kirklees CCG and Wakefield CCG are not outliers in terms of CDI rates. Whilst total use of antibiotics in the community of both CCGs is
higher than the national average, the use of ‘broad spectrum’ antibiotics associated with CDI is not. In 2015/16 the number of cases assigned to MYHT and Wakefield
CCG did increase in 2015/16.
Antimicrobial stewardship: Antimicrobial stewardship (AMS) reduces CDI as antibiotic exposure is the major risk factor for the development of CDI.
MYHT: MYHT has seen an increase in intravenous antimicrobials. There are a number of initiatives being taken to improve antimicrobial stewardship. These
include: Participation in 2016/17 CQUIN for MYHT to reduce total use of antibiotics 2016/17, AMS management group, multidisciplinary ward rounds, evidence
based antimicrobial treatment guidelines, annual point prevalence audit, antimicrobial prescribing policy.
CCG: In April 2015 primary care prescribers in Wakefield had one of the highest rates of antibiotics volume prescribing in the country. There has been historic
work on cephalosporins and quinolones. However, Co‐amoxiclav prescribing was on the rise. There is a need to maintain low prescribing of HCAI associated
antibiotics, but reduce overall volume. In April 2015 a multi‐disciplinary working group from across Calderdale, Kirklees and Wakefield was formed with the
remit of developing an antibiotic campaign to commence in September 2015. The campaign aimed to reduce unnecessary prescribing of antibiotics by raising
the awareness of the risks or over‐prescribing and antimicrobial resistance. Wakefield CCG has also won a national Antibiotic Guardian award.
Data for February 2016 shows there has been an 11% reduction in volume of antibiotic prescribing in Wakefield (the 19 largest out of 208 CCGs in the country).
Some practices have achieved a 20% reduction.
Actions agreed across the health economy:

Commence the Trust Development Authority 90 day improvement programme. Improvement initiatives; appropriate and timely sampling, antimicrobial
stewardship.

Decrease use of co‐amoxiclav and broad spectrum antibiotics.

Electronic prescribing would be invaluable in monitoring antimicrobial prescribing and administration.

Education and training.

Develop closer links with CCG medicines optimisation team.

Continue to support the step down of long term, high dose of proton pump inhibitors.

Work collaboratively to share intelligence e.g. co‐amoxiclav

Using resources in the TARGET toolkit in the Emergency Departments.

Patient education on rescue medicines for COPD, asthma.

Susceptibility data to influence prescribing for primary care prescribers.

Explore use of PCR testing.

Independent IPC expert to be part of PLACE assessment process (to be reported nationally)
The event was discussed at MYHT Executive Quality Board on 26 May 2016 and Integrated Governance Committee on 16 June 2016.
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Exception Reporting
Mental Health Transformation Scheme
NHS Constitution Indicator

Improving Access to Psychological Therapies

Indicator

People entering
Improving Access psychological
to Psychological therapies from
Therapies
prevalent
population

Reporting
Period

Target

2014/15 CCG
Performance

Actual

Q1

3.75% per/q

‐

2.25%

Q2

3.75% per/q

‐

2.71%

Q3

3.75% per/q

‐

2.58%

Q4

3.75% per/q

‐

3.26%

YTD

FOT

10.80%

10.80%

From
previous
Month

No previous
data

Actual

YTD

FOT

Not at
Provider
Level

Not at
Provider
Level

Not at
Provider
Level

Reason for Underperformance
Underperformance has occurred due to the following reasons:
• Low levels of referrals being received at an early stage of intervention
• Low attendance at direct access workshops during the quarter
• Reduced therapist capacity at Step 2
Actions taken
The following mitigating actions have been put in place:
• Increased opportunity for online support via Mind District
• Increased capacity from trainee workforce
• Continuous programme of recruitment for Psychological Wellbeing Practitioners
• Maximising efficiency where a client DNAs
• Review of the open access workshop programme to consider alternative venues e.g. Community Anchors
• Increased advertising of the service including leaflets, radio slots and targeted events
• Promotion of the online referral system
• Promoting and maximising links with GPs
Additionally, the service will be contacting each GP network to share data which shows take up of the service by practice, and recovery rates.

20

4

IAPT ‐ Entering Treatment (Cumulative)

15

3
2015/16
Cumulative

10

Target

5
0

2015/16

2

Target

1

Action Plan
in Place
Yes
Risk Register
ID
456
Clinical Lead Dr Clive Harries
Commissioni
ng Lead
M Ez
CCG
Monthly Turning Point
Assurance Contract Meeting

0
Q1
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IAPT ‐ Entering Treatment (By
Quarter)

Q1‐2

Q1‐3

Q1‐4

Q1

Q2

Q3

Q4
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Exception Reporting
Quality Measures ‐ MYHT Nurse Staffing
Indicator

Period

Month

% budgeted WTE
posts vacant

Indicator

Period

Month

% budgeted WTE
posts vacant

Medicine WTE Registered Nurse (RN) vacancies

Apr

21.04 WTE

5.1%

Intermediate WTE RN vacancies

Apr

6.81 WTE

22.6%

Medicine WTE Health Care Assistant (HCA)
vacancies

Apr

51.45 WTE

16.7%

Intermediate WTE HCA vacancies

Apr

7.54 WTE

17.9%

Surgery WTE RN vacancies

Apr

26.16 WTE

8.4%

Trust WTE RN vacancies

Apr

83.02 WTE

7.5%

Surgery WTE HCA vacancies

Apr

9.63 WTE

8%

Trust WTE HCA vacancies

Mar

72.52 WTE

12.4%

Source: MYHT Safe Nurse and Midwifery Staffing Report June 2016

Description of underperformance: Registered Nurse (RN) staffing vacancies decreased to 83.02 WTE in April 2016 from 91.021 WTE in March 2016.
RN vacancies in the Division of Medicine decreased to 21.04 WTE in April from 72.87 WTE in March. RN vacancies in the Division of Surgery increased to 26.16 WTE from
23.46 WTE in March.
Reason for underperformance
Nurse staffing is a national issue.
The number of RN vacancies has significantly reduced in the Division of Medicine. This
is partly due to the inpatient staffing review . The skill mix changes following the
staffing review has seen the HCA vacancies levels significantly increase to 51.45 WTE.
MYHT has converted 20.95 WTE Band 5 RN to Band 4 Assistant Practitioners, which
reduced the vacancy position by 20.95 WTE. Bank and agency RN will be used until
these posts are filled.
The number of RNs on inpatient wards leaving MYHT continues to be larger than the
number of new RNs joining MYHT. This confirms that the reduction in vacancies is due
to the reduction in RN vacancies.
Actions to be taken
32 EU and non EU nurses are expected to start from 9 May 2016 onwards.
23 RNs are expected to commence between May and September 2016 as part of Trust‐
wide RN recruitment.
24 HCA applications are currently proceeding through the recruitment process.
MYHT are in the process of recruiting to 42 WTE Safety Support Worker posts (Band 1)
to replace the Safety Guardians, who were provided by an agency.
63 student nurses due to qualify in September 2016 have been offered and accepted
posts.
Recruitment for the 20.98 WTE RN vacancies which have been converted to Band 4
Assistant Practitioners is ongoing.
Nurse staffing is one of the work streams in the economy‐wide CQC action plan.

29

120

Medicine

Whole Time Equivalent Nurse Vacancies

Surgery

100
80

WTE 60
40
20
0

Inpatient RN
Numbers

Sep
15

Oct 15

Nov
15

Dec
15

Jan 16

Feb
16

Mar
16

Apr
16

Total starters

9.5

4.9

12

3.6

6.8

2.6

4

5.9

Total leavers

11.1

11.6

8.1

10.2

9.6

6.0

6.2

11.1

Net change

‐1.6

‐6.7

3.9

‐6.6

‐2.8

‐3.4

‐2.2

‐5.3

Risk Register ID

529

Action Plan in Place

Yes

Clinical Lead
Commissioning Lead

Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Report
Quality Measures ‐ MYHT Hospital Standardised Mortality Ratio (HSMR)
Reporting
period

Target

MYHT
2014/15

Feb
2015/16

2015/16

Trend

HSMR Weekend (emergency admissions)

Feb

<100

118.2

103.11

107.22

↓

HSMR Weekday (emergency admissions)

Feb

<100

88.44

96.83

↓

HSMR (elective and emergency admissions)

Feb

<100

95.54

100.03

↓

Indicator

Previous Performance

•••••
•••••
•••••

Description of underperformance: The HSMR is a ratio of the observed number of in‐hospital deaths at the end of a continuous inpatient spell to the expected number of
in‐ hospital deaths. Factors including age, gender, deprivation, co‐morbidities, month of admission, admission method, source of admission, the presence of palliative care,
number of previous emergency admissions are taken into account when calculating the expected number of deaths. Weekday and weekend HSMR only includes cases
when the primary diagnosis is one of the basket of 56 groups that contribute to 80% of in‐hospital deaths.
The weekend HSMR is above the target of <100, but MYHT is not classed as an outlier. The weekend HSMR increased very slightly to 103.11 from 103.3 in January 2016.
The weekend HSMR for MYHT has improved significantly from 2014/15
Weekday HSMR (emergency)
Weekend HSMR (emergency)
HSMR (elective and emergency)

MYHT HSMR
Reason for underperformance
Analysis of January 2016 data highlights that of 643 eligible spells in the period,
45 deaths are identified against the statistically calculated expected number of
43.7, so the score is influenced by a small number of cases.
Factors such as the quality of coding and documentation, availability of palliative
care staff to categorise a patient as palliative as well as clinical care can also
influence the HSMR.

115
110
105
100
95
90
85

Actions to be taken
The HSMR score was discussed at MYHT Executive Quality Board on 26 May
2016.

80
Q1 2015/16

Q2 2015/16

Clinical Lead
Commissioning Lead
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Q3 2015/16

Jan‐16

Feb‐16

Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator
Indicator

Reporting Period

A&E 4 hour waiting
time standard

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

A&E 4 hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E
2015/16 CCG
Target
Actual
YTD
FOT
Performance

Apr

95%

85.8%

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

‐

88.4%

88.4%

95.0%

↑

Not reported at CCG Level

Reason for Underperformance
Data identifies that the April position has improved. Indications are that April A&E attendances have not been excessive. There were 8 days with under 600 attendances and only 4 spike days with over 700 attendances. Performance
is improving. The Trust achieved the 95% on 6 days in April and achieved over 90% on 14 days. Of those requiring admission the most common reason for breach of the 4 hour standard is 'waiting for bed'.
Actions taken
MYHT and system wide partners continue to work together to progress the urgent care improvement programme.
Urgent Care Improvement Plan ‐ Management of the Plan
The urgent care improvement plan is being managed and coordinated through the recently established urgent care improvement group chaired by the Director of Operations. Each action now has an established working group and
are developing their own project plans. The Trust transformation and Organisational Development teams are supporting the work. The urgent care improvement plan development is being coordinated with the Trust service
rationalisation plans and is aimed at not only improving urgent care performance but also to create the right, in terms of safety and patient experience, conditions for services to move.
Progress against actions
Frailty Pathways
Frailty work is being developed following a frailty review led by ECIP clinicians and a visit to see the local frailty service at Bradford teaching hospitals. A half‐day workshop has been held with around 40 staff to develop the actions
required to improve care of frail elderly patients. The action plan is based on a 30/60/90 day approach. Age UK are presenting an overview of the work being carried out around frailty at the SRG meeting in June.
Acute Assessment Unit
Internal ward moves will be complete by the end of May which will facilitate an expanded ambulatory care unit adjacent to the assessment unit. The Trust has recently joined the national ambulatory care network and is receiving
significant support to develop revised and new pathways. A half‐day workshop was held in May to develop team actions and will follow a 30/60/90 days action planning process.
Improved ED services
Improved ED services are an integral part of the acute hospital rationalisation plans and 3 separate working groups have been established to implement agreed plans for Dewsbury, Pontefract and Pinderfields. The improvement
groups continue to meet to agree and progress the ED improvement work. Detailed activity analysis has been undertaken to establish potential patient flows between hospitals based on the agreed model of care at each unit.
Coordination across all three units of actions will be maintained through the ED improvement group which is coordinated by Wakefield CCG.
Ward Improvement Group
Internal resource has been agreed to support this work which will address inconsistency in ward practice and implementation of the SAFER care bundle. The improvement work will take place over a 3 month period and will follow
model ward principles.
Integrated Discharge Team
Work around integrating the discharge team members has been on going for a number of months and has now come to fruition with the creation of integrated discharge hubs on each level at Pinderfields hospital and revised
arrangements which introduce more rigour to process at both Dewsbury and Pontefract. Team members are now reviewing all patients with a LoS of over 14 nights.
Surgical Assessment
Work to develop surgical assessment has been on‐going for some time and progress is good. Ward moves have taken place to facilitate a larger assessment area and new and revised pathways are now being developed. Mid Yorks
surgical staff joined colleagues from Hull to discuss service developments at Bath Hospitals and many good ideas from this are now being actively pursued.
Escalation Status Group
Both internal and external escalation actions are being reviewed to ensure when the Trust moves between different levels of escalation actions are understood and make a difference. The external escalation actions will cover all
partners and will be developed on the basis of mutual support rather than all actions supporting the acute provider.
Internal Professional Standards
Internal professional standards are being developed across support services, Pathology, Radiology, Pharmacy, Therapies etc. to ensure a consistent offer to those departments managing urgent care across the 7 days of the week.

A&E ‐ 4 Hour Standard

Clinical Lead
Commissioni
ng Lead

100.0%
95.0%

A&E

90.0%
85.0%
80.0%

Target

75.0%

31
70.0%

Apr‐15

May‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15
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Nov‐15
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Feb‐16

Mar‐16
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May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

Risk ID
CCG
Assurance

Dr Adam Shephard
Michala James
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Exception Reporting
Urgent and emergency care – Ambulance handovers
NHS Constitution Indicator

Acute Trust ‐ Turnaround Time ‐ All handovers between ambulance and A&E should take place within 15 mins

Indicator

Acute Trust ‐
Turnaround Time

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

Reporting
Period

Target

2014/15 CCG
Performance

Apr

100%

‐

Actual

YTD

Not reported at CCG Level

FOT

From previous
Month

Actual

Not reported at
CCG Level

63.2%

YTD

FOT

Trend from
previous
Month

Not Reported Not Reported
at Provider
at Provider
Level
Level

↑

Reason for Underperformance
Performance has improved In April.
Dewsbury – 74.3%
Pinderfields – 58.6%
Pontefract – 90.9%
The individual site performance within MYHT identifies Pinderfields as a significant contributor to the Trust level performance not being achieved. The five main reasons for the majority of the breaches are as follows:
•
•
•
•
•

Reduced patient flow, causing crowding in ED and affecting the availability of staff to take handover or accept responsibility for patient care.
Clinical staff availability for handovers
No available cubicles (specifically in Pinderfields and Dewsbury)
Difficulty in achieving the 100% target
Data capture

Performance improvement may correlate to reported improved working conditions reported since the introduction of ARP.
Actions taken
As a result of the major reason for delayed handovers being due to A&E performance and crowding, there is a link between this area of performance and the MYHT recovery plan for A&E performance (see associated
exception report). The A&E performance improvement plan is part of MYHTs urgent care improvement plan which builds on the recommendations from the ECIP diagnostics , delivering improved flow in the hospital
and within ED.
A number of Trusts have been identified over the Easter weekend in March as having extended delays with handovers. A conference call between commissioners of the main sites affected (North General in Sheffield,
st
Scarborough, Hull and MYHT) was held on 1 April. This instigated a number of actions:‐
‐ Investigation to be undertaken by YAS and acute providers with end‐to‐end reviews to determine main causes and lessons learnt. This was agreed at CMB in April with a commencement date to be confirmed.
‐ The CCG will work with YAS on the RCA and potential actions which could to taken across Y&H to improve handover
‐ A local escalation was raised through SRG and agreement to work on reviewing the on site escalation process made
‐ Sharing of escalation policies – to support the local review of the handover escalation protocol has occurred.

Ambulance Handovers within 15 mins
150.0%
100.0%
50.0%
0.0%

32

Ambulance Handover within 15
mins
Target

Action Plan in
Place
Risk Register ID
Clinical Lead
Commissioning
Lead
CCG Assurance

Yes
427
Dr Adam Sheppard
Jenny Feeley
YAS Contract Board
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Exception Reporting
Urgent and emergency care – Crew clearance
NHS Constitution Indicator

Reporting
Period

Indicator

Ambulance ‐
Turnaround
Time

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

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

Apr

Target

100%

2014/15
CCG
Performanc
e

‐

Actual

YTD

FOT

Not reported at CCG Level

From
previous
Month

Not
reported at
CCG Level

Actual

83.4%

YTD

FOT

Trend from
previous
Month

Not
Not
Reported at Reported at
Provider
Provider
Level
Level

↓

Reason for Underperformance
The individual site performance is shown below for April. Performance has general stayed about the same for YAS crews attending at both DDH and PGH. PGI performance
has improved following a low performance in march.
Dewsbury – 80.2 %
Pinderfields – 84.5%
Pontefract – 95.5%
Actions taken
See previous exception report for details.

Ambulance crew clear within 15 mins
120.0%
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
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Ambulance crew clear within 15
mins
Target

Action Plan in Place

Yes

Risk Register ID

427

Clinical Lead

Dr Adam Sheppard

Commissioning Lead

Jenny Feeley

CCG Assurance

YAS Contract Board

33

Exception Reporting
Urgent and emergency care – Ambulance Response Times (1 April – 20 April)
NHS Constitution Indicator

Indicator

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

Reporting Period

Target

2015/16Performa
nce

Actual

YTD

FOT

Cat A (Red 1) 8
min response
1 Apr‐20 Apr
75%
70.9%
Not applicable at CCG Level
time
Ambulance
response times
Cat A (Red 2) 8
min response
1 Apr‐20 Apr
75%
71.3%
Not applicable at CCG Level
time
Reason for Underperformance
Performance has been reported in two parts – pre and post ARP (ambulance response programme) improved in April .
st
th
Pre ARP (1 April to 20 April ) Red performance overall had reached 73.9% , and for WCCG 77.1%.
Post ARP there is a single Red category which performed at 73.1% overall and 75.5% for WCCG.

From
previous
Month

Actual

‐

69.7%

Superseded

↑

‐

74.2%

Superseded

↑

YTD

FOT

Trend from
previous
Month

There are two main factors that the Trust cite as contributing to the underperformance:
• An employee resource gap
• The impact of rota changes
For information Cat A (Red 1) relates to patients with cardiac or breathing symptoms; Cat A (Red 2) relates to all other emergencies.
Actions taken
Commissioners continue to support in 16/17 YAS through maintaining investment in the contract which previously supported clinical ‘floor‐walkers’ in NHS 111 , frequent callers scheme and mental health
professionals within the EOC and previous growth monies. To support YAS it has been agreed financial penalties will not be applied in 16/17.
In addition during 15/16 YAS have progressed with the contracting of additional independent sector resource (additional 30 paramedic crews and vehicles). YAS have put in place a stringent processes to ensure high
governance and safety standards. These crews undertake green activity, releasing YAS crews to concentrate on the red activity. Locally these have been deployed in Wakefield, Leeds and Bradford.
YAS performance is negatively affected by lack of staff resource and paramedic attrition. Recruitment has seen an increase in staffing however workforce numbers still fall short of planned establishment or the
required levels to deliver 75%. YAS are addressing the national paramedic shortage by internally upskilling other clinical staff.

ARP
YAS are now a pilot site for the national Ambulance Response Programme (ARP) which allows call handlers to ensure an appropriate resource is sent based on the patients condition. As this is a national pilot the
impact on performance is not yet known but it is hoped it will contribute to improved performance. The impact of this pilot is being reported nationally. Early indications since the pilot went live on 21s t April is that
red responses in 8 minutes (similar to the red 1 category) has seen improved performance, and crews are finding it more feasible to take meal breaks in the window and are able to await calls at standby locations.

Cat A (Red 1) 8 min response time
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
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Cat A (Red 2) 8 min response time
80.0%
70.0%
60.0%
50.0%

Cat A (Red 1) 8 min response time
Target

40.0%
30.0%
20.0%
10.0%
0.0%

Cat A (RED 2) 8 min response time
Target

Action Plan in Place

Yes

Risk Register ID
Clinical Lead
Commissioning Lead
CCG Assurance
Action Plan in Place

426
Dr Adam Sheppard
Jenny Feeley
YAS Contract Board
Yes

Risk Register ID
Clinical Lead

426
Dr Adam Sheppard
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Exception Reporting
Urgent and emergency care – Ambulance Response Times (21 April – 30 April)
NHS Constitution Indicator

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

Reporting Period

Target

2015/16Performance

Actual

YTD

FOT

From previous
Month

Red 8 min (life
threatening)

Apr

75%

‐

73.1%

73.1%

73.1%

‐

Amber Resource 19 min
(emergency; potentially
serious)

Apr

‐

‐

83.1%

83.1%

83.1%

‐

Apr

‐

‐

77.8%

77.8%

77.8%

‐

Apr

‐

‐

86.8%

86.8%

86.8%

‐

Apr

‐

‐

96.8%

96.8%

96.8%

‐

Apr

‐

‐

88.1%

88.1%

88.1%

‐

Apr

‐

‐

99.0%

99.0%

99.0%

‐

Indicator

Ambulance response
times (21 – 30 April)

Amber Transport 19 min
(emergency; potentially
serious)
Amber Face to Face 19
min (emergency;
potentially serious)
Green Face to Face 60
min (urgent)
Green Transport 60 min
(urgent)

Green Hear and Treat
60 min (urgent)
Reason for Underperformance
See previous report.

RED 8 min response time
75.50%

75.00%

74.50%

RED 8 min response time

74.00%

Target

73.50%

73.00%

72.50%

35

35

72.00%
Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

Exception Report
Urgent and Emergency Care ‐ YAS 111
Reporting
period

Target

YAS
2015/16

National
2015/16

YAS
Apr 16

Trend

% calls answered within 60 seconds

Apr

95%

89.1%

91.1%

93.5%

↑

% of warm transfers or clinical call backs within 10 minutes (Wakefield CCG)

Apr

65%

35.1%

‐

30.6%

↑

% of clinical call backs within 2 hours (Wakefield CCG)

Apr

95%

86.6%

‐

84.9%

↑

Indicator

Previous Performance

•••••
•••••
•••••

Description of underperformance: The targets pertaining to warm transfers and clinical call backs are locally agreed between the provider and commissioner. The target
for answering calls within 60 seconds is a national target. A warm transfer is when a 111 call handler transfer the call directly to a 111 clinician. Performance dipped
significantly between January 2016 to March 2016, but recovered in April 2016. With regards to calls answered within 60 seconds YAS performed better than the national
average in 8 out of 12 months during 2015/16, although performance for the year was 2% below the national average. When calls are not answered within 60 seconds,
the call abandonment rate increases, which means patients may choose to access other services.
% calls answered within 60 seconds

Reason for underperformance
There are a variety of reasons which contribute to underperformance.
Calls into the service continue to fluctuate. 153,286 calls were made to 111 in
March 2016, which was a record for the service. This coincided with 75.9% of
calls being answered within 60 seconds, the lowest percentage since the service
began.
Recruiting and retaining clinical staff to work in a call centre environment
continues to be challenging.
When YAS attended a Deep Dive at IGC in March 2016 they indicated that the
volume of calls is increasing year on year and the cost is over and above the
funding provided.
Actions to be taken
YAS has an ongoing recruitment campaign for clinical and non‐clinical call centre
staff.
Contract negotiations are ongoing.
YAS and Local Care Direct attended IGC in March 2016 for a Deep Dive on 111.
This continues to be discussed at the 111 West Yorkshire Quality Group at the
moment.

National
100%
90%
80%
70%
60%
50%

Clinical Lead
Commissioning Lead

Dr Adam Sheppard
Simon Rowe

Executive Lead

Jo Pollard

CCG Assurance

111 West Yorkshire Quality Group

Risk Register ID
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YAS 111

Care Quality Commission (CQC)
SWYPFT CQC Inspection Report
The CQC published their inspection reports of SWYPFT on 24 June 2016. Reports are available for the Trust overall, and each of the 14 service s inspected at
http://www.cqc.org.uk/provider/RXG
The Trust was inspected between 7‐11 March 2016. There were no unannounced inspections following the scheduled inspection. The team included CQC inspectors and
a variety of specialists: experts by experience who had personal experience of caring for someone who uses they type of services SWYPFT provide, consultant
psychiatrists, health visitors, Mental Health Act reviewers, social workers, pharmacists, registered nurses, a psychologist, occupational therapist and senior manager.

Action:
The commissioner assurance process is being led by NHS Calderdale CCG as lead commissioner for the CCG’s contract with SWYPFT. The outcome of the report and
the Trust’s action plan will be discussed at SWYPFT Quality Board on 8 July 2016. SWYPFT Quality Board has representation from NHS Wakefield CCG.
The CQC has confirmed that the Quality Summit will be held in the summer – date to be confirmed
A presentation from SWYPFT will be given to the Governing Body meeting in September
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Care Quality Commission (CQC)
SWYPFT CQC Inspection Report
Some of the 14 service areas inspected are not commissioned by NHS Wakefield CCG, however for completeness are included in this summary. These are coloured in
Purple.

Long stay/
rehabilitation for
working age adults

Forensic/inpatient
secure

People with learning
disabilities or autism

Mental health crisis
services and health
based places of
safety

for adults of working
age

for older people

for people with
learning disabilities
or autism

for children and
young people

End of life services

for children, young
people and families

Inpatient
(intermediate care)

for adults

Community health services

Older people with
mental health
problems

Community based metal health services

Adults of working
age and psychiatric
intensive care units

Wards

Overall

RI

G

RI

RI

G

G

G

RI

RI

RI

G

G

G

G

Safe

RI

RI

RI

RI

G

G

G

G

G

RI

G

G

G

G

Effective

RI

G

RI

RI

G

G

G

RI

G

G

OS 

G

G

G

Caring

G

G

G

G

G

G

G

G

G

G

G

OS 

G

G

Responsiv
e

RI

G

G

G

G

G

RI

RI

RI

RI

G

G

G

G

Well‐led

RI

G

RI

RI

G

G

G

G

RI

RI

G

G

G

G

KEY

RI = Requires
Improvement

G = Good

OS ‐ Outstanding

Action required:
The CQC issued four requirement notices in relation to breaches of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014.
•
•
•

Regulation 5 (Registration) Registered manager condition – three of the new non‐executive directors have not had Disclosure and Barring Service checks in line with the fit and proper
person requirement
Regulation 17 Good governance – the 2015 Mental Health Act (MHA) code of practice had not been implemented across all services of the trust; and care records were both electronic
and paper based and staff did not have access to contemporary, accurate and comprehensive patient records
Regulation 18 Staffing – Mental Health Act and Mental Capacity Act (MCA) training was not mandatory for any staff and was not monitored for effectiveness by senior management of
the Trust

SWYPFT must submit an action plan to the CQC to address the breaches and implement the “must do” actions identified.
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Care Quality Commission (CQC)
SWYPFT CQC Inspection Report
Areas of good practice identified by the CQC (relevant to NHS Wakefield CCG)
•
•
•
•
•
•
•
•
•
•
•

The attention deficit hyperactivity disorder (ADHD) and autism service for adults had been involved in several innovations, including the ADHD star ‐ an assessment and care planning
tool for individuals with ADHD; and work with prison and probation services to improve screening of ADHD for individuals within those environments .
Staff on Trinity 1 (psychiatric intensive care unit – PICU) had introduced ‘my mental health’ and ‘my physical health’ booklets for patients to use and discuss with staff in relation to the
support they need with their mental and physical health needs .
Patients were able to attend ‘recovery college’ which works in partnership with volunteers and other organisations to run a range of workshops and courses which promote wellbeing
and good mental health.
The Trust had implemented Creative Minds, a strategy that develops community partnerships and co‐funds creative projects across the Trust. It utilises creative activities such as sports,
arts, recreation and leisure, delivered in partnership with local community organisations to increase the confidence, develop the social skills, and improve the lives of people.
Staff at The Poplars had developed an easy read rights leaflet for dementia patients which was simplified using short direct sentences with the addition of pictures to clarify key points.
On all wards for older people there were dementia friendly improvements that been made. This included dementia friendly signage and use of colours identified as easy to see for
people with cognitive impairment.
Young people with a serious eating disorder, who ordinarily would have been admitted to inpatient care, were receiving home support during breakfast and evening meal times. This
was from the staff providing the crisis response within the service.
Each community mental health team provided crisis support at home for children and young people when required.
A member of staff told inspectors of their journey from receiving support from the community service for people with learning disability, through to gaining employment and their
discharge from the service. They told us this would not have been possible without the support the service had provided.
A range of ‘cook and eat’ easy read cook books had been co‐produced between staff and a group of patient consultants. The books were designed to help people with a learning
disability cook independently and were used within therapy sessions to support people develop confidence and independence.
The stop smoking service offered access via both telephone and instant messaging support. It had also developed an online portal where patients could register and undertake their
own stop smoking journey.

Must do actions (relevant to NHS Wakefield CCG)
The trust must :‐
• ensure that non‐executive directors have checks with the disclosure and barring service (DBS)
• ensure that Mental Health Act and Mental Capacity Act training is mandatory for specified members of staff and that this is monitored for effectiveness by senior management
• ensure the 2015 MHA code of practice is implemented across all services within the Trust
• ensure care records are up to date and accessible in order to deliver people’s care and treatment in a way that meets their needs and keeps them safe
• ensure timely access to psychological therapies for people with learning disabilities or autism
• ensure systems and processes are in place to monitor the quality and safety of services integrated with local authority services
• ensure that there are clear lines of sight on The Poplars, ward 19 and Chantry Unit (wards for older people with mental health problems)
• ensure that risk assessments are completed on admission and updated at regular intervals in addition to being updated following incidents and changes in presentation
• ensure that patients who are prescribed high dose antipsychotic medication are subject to physical health monitoring including electrocardiograms in line with national guidance
• take action to improve the overall waiting time for young people accessing treatment
• devise a proactive system for monitoring risks of young people waiting to be seen
• ensure audits are undertaken to ensure that new systems and ways of working within the services for children and young people become embedded in practice and that quality
standards are being followed
• devise a system for monitoring total number of open cases within children and young people’s services, total number of patients on a waiting list, individual staff caseload sizes
• ensure that there are clear lines of sight on Trinity 2, Ashdale, Elmdale and Priory 2 (acute wards for adults of working age)
• ensure that staffing levels, skill mix and how staff are deployed is appropriate on all acute wards for adults of working age
• ensure that staff receive appropriate supervision on all acute wards for adults of working age
• ensure that consent to treatment and where appropriate, capacity assessments are completed and recorded appropriately on all acute wards for adults of working age
• ensure high doses of medication are monitored on all acute wards for adults of working age
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Care Quality Commission (CQC)
SWYPFT CQC Inspection Report
Should do actions (relevant to NHS Wakefield CCG)
The trust should
• ensure that all the non‐executive directors and the executive directors have accessible evidence that the individuals have been checked against insolvency, director disqualification,
bankruptcy and debt relief, and with Companies House, in line with the fit and proper person requirement
• ensure in line with duty of candour that there is a clear written apology sent to patients, relatives or carers with written details of the investigation into the incident, and the findings are
sent to the patients, relative or carer
• ensure data collected regarding the use of restraint, seclusion and long‐term segregation is accurate
• ensure the RIO electronic care records system is robust and reduce susceptibility to down time
• ensure that they continue to work with commissioning bodies to reduce waiting times to the adult ADHD autism service
• ensure that staff are provided with appropriate training to manage clients with co‐morbidities such as learning disabilities
• ensure staff in the Wakefield single point of access, and ADHD and autism service receive training on the MHA and MCA
• ensure that there is effective communication and consultation with staff around the transformation programme
• ensure its planned improvement to provide more accessible patient information for wards for people with learning disabilities or autism is fully actioned
• ensure data collected regarding the use of restraint and seclusion on wards for people with learning disabilities or autism is accurate
• improve its process for recording non‐mandatory training such as MHA and MCA for staff on wards for people with learning disabilities or autism
• ensure that missed medication doses on wards for people with learning disabilities or autism are reported on the incident reporting system.
• ensure accurate recording of checking of emergency equipment on wards for people with learning disabilities or autism
• ensure their risk assessment tool is used consistently across the community mental health service for people with learning disabilities or autism
• ensure staff consistently record details of decisions within capacity assessments within the community mental health service for people with learning disabilities or autism
• ensure there is a process for all staff in the community mental health service for people with learning disabilities or autism to access information held in client’s electronic records
• ensure they involve staff in the community mental health service for older people in learning from incidents
• consider how staff throughout the trust are made aware of lessons learnt following an incident
• ensure risk assessments are reviewed in a timely manner
• have processes in place that enables all teams to monitor training around the MHA and MCA
• ensure that appraisals are completed equally across the teams
• provide easy read leaflets about its services in ways that meets the needs of different people, i.e. a different language
• continue to implement their own identified recovery plans for specialist community mental health services for children and young people in relation to waiting list management
• review and continue to improve access to contemporaneous clinical records
• closely monitor the action plan in place to reduce information governance breaches and undertake regular audit to seek assurances that safeguards are being maintained
• ensure staff are up to date with basic life support training within specialist community mental health services for children and young people
• ensure that environmental risk assessments have been completed for each of the community bases
• ensure team managers undertake an audit of compliance with the lone worker policy and review the policy in line with appropriate staff feedback
• ensure regular audits of clinical records are undertaken to monitor compliance with trust policy and of FP10 prescription use to ensure safe and appropriate issuing and storage
• ensure that ligature risks are mitigated on all acute wards for adults of working age where possible
• ensure the complaints policy is on display on all acute wards for adults of working age
• ensure, where possible that a bed is available on acute wards for adults of working age for patients when they return from leave
• ensure that activities are available seven days a week on acute wards for adults of working age
• have systems in place to ensure staff, where necessary, are aware of and working in accordance with current guidance in relation to the MHA and MCA
The report does not detail the timescale in which the Trust has to respond outlining it’s actions.
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Care Quality Commission (CQC)
General Practice
Provider
Date of Inspection
Review Type
Link to Report

College Lane Surgery, Ackworth, Pontefract
16 February 2016
Announced
College Lane Surgery

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating
Provider
Date of Inspection
Review Type
Link to Report

Warrengate Medical Centre
1 March 2016
Announced
Warrengate

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating
Provider
Date of Inspection
Review Type
Link to Report

Queen Street Surgery, Normanton
14, 15 March 2016
Announced
Queen Street

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating
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Current Status
Good
Good
Good
Good
Good

Good
Current Status
Good
Outstanding
Good
Good
Good

Good
Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission (CQC)
General Practice
Provider
Date of Inspection
Review Type
Link to Report

Stanley Health Centre
23 February 2016
Announced
Stanley

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating
Provider
Date of Inspection
Review Type
Link to Report

Kings Medical Practice, Normanton
9 February 2016
Announced
Kings

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating
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Current Status
Good
Outstanding
Good
Good
Good

Good
Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission (CQC)
Wakefield Care Homes
Provider
The Laurels Residential Home, South Kirkby
Date of Inspection
22, 23 and 25 February 2016
Review Type
Unannounced
Link to Report
Laurels
CQC history: November 2013, compliant in all areas inspected.
Type of home: Accommodation and personal care for up to 28 older people.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Inadequate
Inadequate
Inadequate
Inadequate
Inadequate

Inadequate

This inspection was in response to concerns which had been raised. These concerns related in particular to the manager and their attitude towards people living and
working at the Laurels. The concerns also related to gifts being taken from people living in the Laurels by the manager.
Action: Because of the multiple and serious nature of the findings of the inspection the CQC spoke with the owner of the home, and they brought in staff from another
organisation to support the leadership in the home. This would be in the short term while initial investigations could be completed into the suitability of the present
management to fulfil their roles.
The home will be inspected again within 6 months by the CQC. If the home is still rated inadequate in any area the CQC will begin the process of preventing the provider
from operating this service.
The Local Authority is holding regular contract monitoring meetings with the provider, in which they are reviewing implementation of the action plan.

Provider
Sunnyfield, Pontefract
Date of Inspection
12 November 2015
Review Type
Unannounced
Link to Report
Sunnyfield
CQC history: February 2013: fully compliant in all areas.
Type of home: Residential service which offers accommodation and care for up to 10 adults who have a

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

learning disability or mental health condition.

Overall rating
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Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission (CQC)
Wakefield Care Homes
Provider
Castle Mount Residential Care Home, Sandal
Date of Inspection
21 and 04 February 2016
Review Type
Unannounced
Link to Report
Castle
CQC history: The service was last inspected 23 August 2013. At that time the service was not meeting the
regulations in relation to care and welfare of people using the service and staffing arrangements.
Type of home: Accommodation to a maximum of 14 people.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Inadequate
Requires improvement
Good
Requires improvement
Inadequate

Inadequate

Action: The CQC has not taken formal enforcement action at this stage. The home will be inspected again within 6 months by the CQC. If the home is still rated
inadequate in any area the CQC will begin the process of preventing the provider from operating this service.
Provider
Richmond House, South Kirkby
29 February 2016
Date of Inspection
Review Type
Announced
Link to Report
Richmond
CQC history: January 2013: fully compliant in all areas.
Type of home: Accommodation for up to five people with dementia, learning disabilities or autistic spectrum
disorder, mental health, older people, sensory impairment and younger adults who require personal care.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Provider
Date of Inspection

Outcomes
Safe

Hazel Garth, Knottingley
24 February 2016

Review Type
Unannounced
Link to Report
Hazel
CQC history: October 2013: Compliant in all areas.
Type of home: Accommodation and personal care for up to 24 people. Care is provided to older people,
including people who live with dementia or a dementia related conditions.
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Overall rating

Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Requires improvement
Good
Good
Good
Good

Good
Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission (CQC)
Wakefield Care Homes
Provider
Mellieha, South Elmsall, Pontefract
Date of Inspection
13 April 2016
Review Type
Unannounced
Mellieha
Link to Report
CQC history: This was the first inspection at this home since its registration in 2015.
Type of home: Accommodation for up to 6 people with learning disabilities. There were 6 people living at the home at
the time of our inspection.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Sunnydale, Featherstone
Provider
15 January 2016
Date of Inspection
Review Type
Unannounced
Link to Report
Sunnydale Full report not available at time of publication
CQC history: October 2013: fully compliant in all areas.
Type of home: Accommodation and care for up to nine people, who have a learning disability, autism or a mental
health condition; some of which have complex needs

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Provider
Snapethorpe Hall, Wakefield
Date of Inspection
5 April 2016
Review Type
Unannounced
Link to Report
Snapethorpe
CQC history: September 2015
Type of home: Snapethorpe Hall provides personal care and nursing care for up to 62 older
people, some of whom are living with dementia.

Previous
Requires improvement
Requires improvement
Requires improvement
Good
Requires improvement

Current Status
Requires improvement
Requires improvement
Good
Requires improvement
Requires improvement

Requires
improvement

Requires
improvement
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Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Overall rating

Overall rating

Current Status
Good
Good
Good
Good
Good

Good
Current Status
Good
Good
Good
Outstanding
Good

Good

Care Quality Commission (CQC)
Wakefield Care Homes
Provider
Holyrood House, Knottingley
Date of Inspection
3 and 4 February 2016
Review Type
Unannounced
Link to Report
Holyrood
CQC history: April 2015 and there were three breaches of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014
Type of home: Holyrood House is a purposed built 85 bed care home.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Previous
Requires improvement
Requires improvement
Good
Good
Good

Current Status
Inadequate
Inadequate
Good
Requires improvement
Inadequate

Requires
improvement

Inadequate

Action:
The CQC has issued a warning notice for some regulations which were not met.
The CQC state in their report that the service will be kept under review. The report specifies that if the CQC does not take immediate action to propose cancellation of
the provider's registration of the service, the home will be inspected again within six months.
A quality assurance monitoring visit was undertaken as part of the pilot of the pilot of the Quality Monitoring Tool on 25 January 2016. The visit identified similar issues.
Further visits have identified improvements at the home.
Provider
Victoria House, Wakefield
Date of Inspection
18 February 2016
Review Type
Announced
Victoria
Link to Report
CQC history: January 2015: In breach of two regulations, relating to dignity and respect and good governance.
Type of home: Victoria House provides accommodation and personal care for up to 30 older people some of
whom may also require nursing care.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Provider
Lyndale, Featherstone
Date of Inspection
4 March 2016
Review Type
Unannounced
Lyndale
Link to Report
CQC history: November 2013, compliant with standards assessed.
Type of service: Accommodation and support for up to 18 people with learning disabilities.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Overall rating
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Current Status
Requires improvement
Good
Good
Good
Good

Good
Current Status
Good
Requires improvement
Good
Good
Requires improvement

Requires improvement

Care Quality Commission (CQC)
Wakefield Care Homes
Provider
Hemsworth Park, Kinsley, Wakefield
Date of Inspection
3 and 4 December 2015
Review Type
Unannounced
Link to Report
Hemsworth Park
CQC history: 12 & 16 December 2014, at which time the service was rated as 'requires
improvement'
Type of home: Residential care for older adults and those with dementia. The home also
consists of a residential unit for adults and a unit for younger people with disabilities. The
home is registered to provide care for up to 93 people.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Previous
Requires improvement
Requires improvement
Good
Requires improvement
Requires improvement

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

Requires improvement

Requires improvement

Action: The Care Home Support Team are visiting the home to support patients at risk of hospitalisation. GPs are working closely with the home as part of the Vanguard.
The home is taking part in the Step Up pilot which is focusing on improving nursing care to prevent hospitalisation. Work is also being undertaken to increase the range
of activities.
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Care Quality Commission (CQC)
Domiciliary Care
Provider

Croft Care Services, Normanton

Date of Inspection
12 November 2016
Review Type
Announced
Croft
Link to Report
CQC history: 15 August 2014,the registered provider was not meeting the regulations relating to care and
welfare of people who use services and assessing and monitoring the quality of service provision.
Type of service: Croft Care Services is registered to provide personal care.
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Outcomes

Current Status

Safe
Effective
Caring
Responsive
Well‐led

Inadequate
Requires improvement
Good
Requires improvement
Requires improvement

Overall rating

Requires improvement

Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Pinderfields General Hospital on 21 April 2016. Walkabouts involve a small team of
clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for
improvement. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
A1 (stroke rehabilitation) – Pinderfields
This ward relocated from Pontefract in 2015. A number of improvements were noted from previous visits to the ward at Pontefract. All beds are located close to the
nurses station, making it easier for staff to observe patients and respond to call bells. The ward had specialist rehab facilities and a nicely furnished day room. Staff felt it
beneficial that the ward is located next to the acute stroke ward. They have better access to the stroke consultants if required and they can transfer patients to the acute
stroke ward if they deteriorate. The therapy staff can see the same patients on both the acute and rehab wards, staff felt this was helping to reduce length of stay. All the
patients praised the care received on the ward and the stroke care they received upon arrival al MYHT. Patients felt they were receiving a sufficient amount of therapy.
Many of the staff were initially reluctant to transfer from Pontefract, but now really hoped the ward remained in it’s current location as it enabled them to provide a
better standard of care for patients. Nursing and therapy staff both expressed concerns about the health care assistant staffing levels on the ward. Staff felt the lack of
therapy provision at weekends can slow rehabilitation progress.
Gate 20 (extra capacity) – Pinderfields
Patients were happy with the care received. There were items missing from the crash trolley and regular checks were not undertaken. Four patients out of five did not
know when they were likely to be discharged. Fridge temperature checks were not undertaken daily and some care plans were not up to date. There were gaps in many of
the assessments reviewed. There was nothing documented in the notes to state what action had been taken to increase the weight of a patient. Staff felt there is a lack of
continuity on the ward due to nurses being moved from other wards on a daily or weekly basis and supported by agency and bank staff. Staff felt this impacted on
discharge planning.
Gate 21 (haematology)
This was a positive visit. Patients praised the care received and described staff as being like ‘family’. Patients felt included in their care. Overall cleanliness was good. Areas
for improvement were identified regarding the recording drug fridge temperatures and pressure ulcer documentation.
Gate 43 (elderly)
Patients praised the care received on the ward. Staff were observed interacting with patients in a caring, professional manner. A nurse was interrupted by staff and
patients as they undertook the drug round. Expired items of medication were found in the drug fridge. Patients were not aware of their planned discharge dates. The
standard of documentation was mixed. Two patients commented that they could wait a long time for call bells to be answered.
Key Actions: All immediate issues were shared with the ward on the day of the Patient Safety Walkabout. A debrief took place immediately after the Walkabout with
senior nursing staff and an MYHT Director. The full report and MYHT response will be shared at a future MYHT Executive Quality Board.
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Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury and District Hospital on 6 May 2016. The Member of Parliament for
Dewsbury took part in this visit.
W2 (elderly care) – Dewsbury
Patients praised the care received on the ward. Staff were described as caring. Visitors said that they felt welcome on the ward and generally felt they were kept informed
about their relatives’ care. Cleanliness on the ward was good. The PSW team felt the standard of documentation overall had improved from previous visits. Information
displayed about patient harms was not up to date. Staff felt additional nurse staffing resource was required to care for the more complex and dependant patients on the
ward. Physio and occupational therapy staff both said they had to prioritise medically fit patients, due to the volume of patients who required their input. Families and
patients were not aware of their discharge plans and nursing and therapy staff said the provision of meeting immediate care needs took priority over discharge planning.
W10 (short stay medical ward) – Dewsbury
Patients and relatives were happy with the care received. The medical and nursing documentation reviewed was of a good standard. Staff said the situation had improved
significantly on the ward since the closure of six additional capacity beds. Staff felt this had helped them to improve the quality of care provided to patients and staff
morale was better. Many of the patients were not sure when they were likely to be discharged. Staff were not able to demonstrate they were monitoring the number of
falls, reviewing incidences of falls and taking action to prevent future falls.
Key Actions: All immediate issues were shared with the ward on the day of the Patient Safety Walkabout. A debrief took place immediately after the Walkabout with
senior nursing staff and an MYHT Director. The full report and MYHT response will be shared at a future MYHT Executive Quality Board.

Care Home Patient Safety Walkabouts
Walkabouts were undertaken at Croft House, Ossett on 31 May 2016 and at Manor Park, Castleford on 2 June 2016. Both homes are currently rated as ‘inadequate’ by
the CQC. Both homes are owned by Countrywide Care Homes.
Croft House: This was a follow up visit following the walkabout which took place on 22 March 2016. Significant improvement was evident since the initial visit. Residents
praised the care received. Residents appeared well cared for. The way staff interacted with residents was excellent. The home was clean throughout. Staff felt the
specialist dementia training was very beneficial. The home is in the process of making sure all staff receive this training. The PSW team were impressed by the
improvements made to the design and decoration on the dementia unit. It was clear the interim manager had made a positive contribution. Staff were motivated, very
well organised and were engaged in improvements being implemented. Staff said the interim manager had made it much easier to get the equipment they needed.
Improvements were noted with regards to completion of documentation. The home was in the process of improving documentation templates. Staff were able to talk
about the learning which took place following a recent incident. Staffing levels were good. The home still had areas for improvement. The main areas for improvement
centred on staff awareness of the Mental Capacity Act, Deprivation of Liberty Safeguards and supplementary documentation.
Manor Park: Overall residents praised the care received. Staff felt some training recently received was useful. The home was clean but untidy. Staff morale was low. Staff
were not engaged in the roll out of the new electronic care record. Intentional rounding documentation was not up to date. Aside from training staff were not able to
identify any quality improvements made.
Action: Verbal feedback was given on the day and each home will receive a written report, which will be shared with the CQC.
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Audits, Reports and Walkabouts
Prescribing Performance
Practices have been given a performance rating using a formula that combines the following:
% over/underspend against budget
% cost growth vs same period of previous year
% cost ratio (% of prescribing costs above what would be expected from a practice with similar demographics)
Number of ImPP indicators achieved‐ these are based on quality and/or cost‐effectiveness
The rating is provided as a tool for identification of outliers and to highlight through IQP those practices who may require additional organisational support
Future work will involve matching prescribing performance indicators with QOF results and prevalence
Data is January to March 2016; the most recent period available through the prescribing database
Rating of Practices Based on Practice Performance: % Budget Over/Underspend; % Cost Growth; % Cost Ratio; Number of ImPP Indicators Achieved January to
March 2016
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Changes: Between Nov 15 and Mar 16, number of practices in:
• Red has decreased from 11 to 7
• Amber has increased from 16 to 20
• Green has increased from 13 to 14
15 practices have all improved since the last data period reported on in February’s IQP: College Lane, Middlestown, Crofton and Sharlston, Chapelthorpe, Church
Street, Maybush, Homestead, The Grange, Kings, Northgate, Ash Grove, Eastmoor, Friarwood, Stanley, Elizabeth Court
6 practices have not improved and continue to have a red rating: Drs Diggle and Phillips, Dr Singh and Partners (both United Health Wakefield 2), Lupset (West
Wakefield), Riverside, Tieve Tara, Stuart Road (All United Health Wakefield 1)
Action: In practice support will be provided to support further improvement.
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Audits, Reports and Walkabouts
Staff Friends and Family Test
Staff FFT
NHS England has published staff FFT results for the period January 2016 to March 2016. All acute, ambulance, community and mental health trusts have been required to
participate in the staff FFT since April 2014. Staff were asked how likely they were to recommend their place to work and receive treatment.
Response rate %

MYHT
SWYPFT
YAS
England

% staff recommending organisation as a place to
work

% staff recommending organisation as a place to
receive treatment

Q4
2015/16

Q4
2014/15

Q1
2015/16

Q2
2015/16

Q4
2015/16

Q4
2014/15

Q1
2015/16

Q2
2015/16

Q4
2015/16

Q4
2014/15

Q1
2015/16

Q2
2015/16

25%

24%

21%

26%

40%

45%

46%

43%

52%

58%

58%

54%

30%

10%

7%

8%

57%

61%

54%

66%

69%

72%

69%

80%

6%

4%

4%

6%

48%

47%

42%

60%

81%

82%

85%

87%

13%

17%

11%

12%

62%

63%

62%

62%

77%

79%

79%

79%

It should be noted that FFT results are not statistically comparable between providers as organisations use different methods to collect the data. The Staff FFT is not
undertaken in Q3 as it clashes with the National NHS Staff Survey.
MYHT ‐ Out of 238 organisations, only four trusts had a lower percentage of staff which would recommend their organisation as a place to receive treatment than MYHT.
SWYPFT and YAS ‐ The Q4 results are in line with the national average, although the percentage of staff participating is below the national average.
Action
• The National Staff Survey results have been discussed and all three providers have shared their action plan at the relevant Quality Board in 2016.
An update on some of the MYHT actions included in their action plan is as follows:
• 500 people were expected to attend 5 Big Conversation events in May 2016, led by the new Chief Executive.
• A range of activities and events have begun to show staff how the Trust recognises and appreciates them including Benefits Roadshows, celebrating International
Nurses’ Day, Long Service Awards, Team of the Week, MY Star of the month, Appreciation Postcards and Glimpse of Brilliance folders.
• A People Plan has been developed outlining the key actions, timescales and leads to address the staff engagement implications of the Acute Hospital Reconfiguration.
• For the first time, the Trust’s Quality Account will include a staff aim as well as patient aims. Views from staff were sought about what these aims should be and this
was finalised as follows:
Priority 5 – Engaging our staff to improve quality through safe and effective staffing levels, by:
• a) maintaining a general vacancy rate of less than 12% for all roles excluding junior doctors
• b) Have a Registered Nurse vacancy rate of less than 10% for nursing in adult inpatient wards
• c)
Decrease the turnover of registered nurses within the first year of working in the Trust by identifying a baseline in quarter one and making an
improvement quarter on quarter for 2016/17.
• d) Using the Staff Friends and Family Test, ask staff if “there are enough staff at this organisation for me to do my job properly” as a measure of safe and
effective staffing levels (as per the Staff Survey Key finding 14, question 4g) and aim to increase the baseline taken in the Staff Survey 2015 of 22% by 2% by
quarter 4 2016/17.
• Events and activities designed to improve health and wellbeing include: personal resilience and mindfulness sessions, stress awareness sessions, promotion of mini
health checks and the 5 years younger initiative in conjunction with Wakefield Council.
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Citizen Participation and Empowerment
Quality Intelligence Group – April 2016
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority and Healthwatch. At each meeting a
template captures and triangulates ‘soft’ intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of
evidence, link with ‘hard’ data sources, and judgement on the level of concern.
100 items of intelligence gathered at April’s meeting.

Theme Identified
Positive experience
‐
GP services
‐
MYHT

Times as
key theme
in past 12
months
2

Staff attitude
‐
MYHT
‐
GP
‐
Walk in centre staff

0

Equality and Diversity
Issues

1

Access
‐
A&E waits
‐
Outpatients (ENT,
rheumatology,
ophthalmology
‐
Primary Care

Key actions

1.

Share positive feedback with practice managers and MYHT
Patient Experience Group

1.
2.

Triangulate with Friends and Family Test and GP Patient
Survey data.
Share themes with providers

1.

Shared feedback with the CCG Equality and Diversity Lead.

1.

GP access should be addressed through Wakefield Practice
Premium Contract
Contracting negotiations with MYHT ongoing
ENT scheme to put activity in community to ease capacity
pressures
2016/17 CQUIN indicator developed to help improve patient
flow
Look into visiting the new ophthalmology eye clinic and
outpatients.
Emergency Care Improvement Programme underway at
MYHT.

2.
3.
5

4.
5.
6.

Discharge: delayed
discharge letters
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1.
6

Words associated with positive comments

Delays with discharge letters to be discussed at MYHT
Executive Contract Board and shared at MYHT Patient
Experience Strategy Group.

Enquiry about waiting times for umbilical hernia operation.

Patient arrived at A&E at 8:30pm, not seen by a doctor until 1am
and doctor couldn’t find a room to do consultation in. 90 minutes
in triage. 8‐10 ambulance crews waiting to hand over patients in
corridor

Patient not impressed with doctor at walk‐in centre; doctor asked
patient to give a diagnosis, ended up going to A&E

Citizen Participation and Empowerment
Quality Intelligence Group – May 2016

119 items of intelligence gathered at May’s meeting.

Theme Identified

Wakefield Hospice
• Positive feedback

GP Appointment
• Lupset
• The Grange
Acute Assessment Unit ‐
Pinderfields
• Chaotic
• Discharge
• Staff Attitude
All MYHT Emergency
Departments
Mixture of excellent
patient experience and
areas for improvement
linked to staff attitude,
infection control, bed
shortages, waiting times,
availability of treatment
rooms
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Times as
key theme
in past 12
months
0

6
(primary
care)

1

Key actions

1.

Feedback to be shared with the provider.
Doctor inserted a cannula in A&E waiting room .

1.

Implementation of CQC action plans to be reviewed

1.
2.

Ambulatory Care Unit expanded to support AAU.
Emergency Care Improvement Plan (ECIP) including
introduction of SAFER bundle.
Patient Safety Walkabout to be undertaken in July 2016.

3.

1.
4

Appointments at Lupset Health centre taking too long to see
doctor.

2.

Pontefract ED to be visited on a Patient Safety Walkabout in
June 2016.
Feedback to be shared with MYHT Patient Experience
Strategy Group.

Poor communication on AAU

Paper 13

Meeting the Challenge Implementation

Verbal Update

Title of meeting:

Governing Body

Date of Meeting:

12 July 2016

Paper Title:

Finance Report Month 2 2016/17

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

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

14

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The Month 2 Finance Report provides a year to date position as at 31st May 2016.
The CCG is showing a breakeven position to date and at year end. This is including achievement of the required
surplus of £5,935k
All key performance targets are green.
Although limited trading and expenditure information is available, the CCG has been progressing QIPP
development and risk management development. An overtrade position has been recorded in risks regarding
Mid Yorkshire Hospital Trust activity.
QIPP is forecast to achieve the full year value of £12.4m. There are also a number of schemes which have been
identified and are discussed at Better Value Group (BVG). These schemes still require additional development
before they can be progressed.
At month 2 the CCG has received the baseline notified allocations. However notification has been received
relating to a number of allocations that the CCG will receive later in the year. These include £196k Eating
Disorders, £370k Care Home Vanguard, £3.1m MCP Vanguard, £1.5m YAS SRG and £2.1m for West Yorkshire
Urgent Care Vanguard.
Cash and BPPC remain well within the NHS limits of 1.75 % of monthly drawdown and 95% of invoices paid on
time.

Link to overarching principles
from the strategic plan:

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



Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

Management of Conflicts of
Interest:

None identified

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

Elements of the Finance Report are also reported to NHS England via
standard template returns. These are Headline Position, QIPP, Non‐
Recurrent Funds and Risks & Opportunities. The plan has been externally
assured by NHSE.
The report is a regular monthly report which is presented to IGC and also
presented on a bi‐monthly basis to governing body.

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

Month 2 Finance Report.

Risk Assessment:

Risks are identified on the CCG risk register

Finance/ resource implications:

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

Finance Report
Month 2
2016/17

Executive Summary
Indicator

Apr‐16

May‐16

Var to Plan YTD

0

0

Var to Plan FOT

0

0

QIPP Delivery YTD

1.0m

2.1m

QIPP Delivery FOT

12.4m

12.4m

Risk adjusted
surplus

5.9m

5.9m

Running Costs
Delivery

7.6m

7.6m

June‐16

July‐16

Aug‐16

Sept‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

The CCG is on target to achieve its statutory duties.
Although limited trading and expenditure information is available, the CCG has been progressing QIPP development and risk management
development in the first months.
Also, NHSE has categorised our financial plan as 1a ( meaning assured and meets business rules. Low / medium risk )
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Financial Position – May 2016
Opening
Budget agreed
Change
by Governing
Body

Annual
Budget

Budget
Variance
FOT
Expenditure
to Date
to date Variance
to Date

Allocations
£’000
6,007

£'000
£'000
£'000
£'000
285,161
‐
285,161
47,527
44,038
‐
44,038
7,340
38,315
‐
38,315
6,386
32,900
‐
32,900
5,483
65,340
‐
65,340
10,890
55,204
‐
55,204
9,201
16,372
672
17,044
2,841
2,491
‐
2,491
415
12,400
‐
‐ 12,400 ‐ 2,067 ‐
6,818
‐
6,818
1,136
5,446
‐
5,446
‐
‐
715
4,888 ‐
600
4,288
544,574
72 544,646
89,867
7,647
‐
7,647
1,274
552,221
72 552,293
91,141

Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning
Other Services
SRG
QIPP
‐
Non Recurrent
1% Uncommitted
Contingency
Total Programme Services
Running Costs
Total Programme Services
Surplus
Total Allocation

5,935
558,156
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‐
72

5,935
558,228

989
92,130

£'000
47,527
7,340
6,386
5,483
10,890
9,201
2,841
415
2,067
1,136
0
715
89,868
1,274
91,142

£'000
0
0
0
0
0
0

‐
‐
‐
‐
‐
‐
‐
‐

‐

‐
‐
91,142 ‐

0
0
0
0
0
0
0
0
989 ‐
989 ‐

£'000
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
5,935
5,935

Detail
Bfwd Surplus

488,812

Programme Allocation

7,647

Running Cost Allocation

55,762

Co‐commissioning

558,228

Allocation at Month 2

Anticipated Notified
Allocations
£’000

Detail

3,100

MCP Vanguard

370

Care home
Vanguard

196

Eating Disorders

1,520

YAS SRG

2,100

WYUEC Vanguard

Key Messages – Financial Position
•

Acute
The headline position at flex ( un-validated trading position ) in period 1 from Mid Yorkshire NHS Trust is £319k overtrade. The main
areas of overtrade are outpatients procedures and follow ups in particular ophthalmology, and non elective admissions in geriatric and
respiratory medicine.
Trading information is not yet available for other NHS providers including Leeds Teaching Hospitals and 111.
There are a number of outpatients first and follow up initiatives in progress to improve performance, reduce cost to the CCG and
increase efficiency with providers. In addition, the Urgent Care Improvement Programme and Connected Care Programme have plans to
reduce non-elective demand.

•

Continuing Care ( CHC )
A forecasting methodology is being developed which shows a rolling 12 month forecast bringing together the QA system ( patient
database and costing system ) , trends and local intelligence. At present, this remains to be finalised. The CHC budget was set at
forecast out-turn plus 2.5% and will benefit from the full year effect costs released by moving patients from ‘ interim funded ‘ packages to
CHC or FNC ( funded nursing care ). Interim funded packages do not meet the required needs of a patient due to this being a temporary
situation. Ensuring patients receive the required package of care on discharge is better for patients.
In addition a risk has been identified regarding costs associated with the living wage.

•

Contingency
£600k of contingency has been released for Investment in Primary Care at £2 per patient which is now within the financial position.

•

Prescribing
Although data for month 1 is not available from NHS Business Services the prescribing budget has been set at forecast out-turn plus
3% and will benefit from the full year effect of previous initiatives such as paracetamol and the impact of Category M drugs. The
medicines optimisation team are working hard to manage expenditure, deliver excluded drugs efficiencies and identify cost
savings through Right Care.

•

Brought Forward Surplus
At the end of 2015/16 the CCG delivered a surplus of £6,007k. The full value has been returned in 2016/17. This is £72k more than
originally forecast.
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QIPP Dashboard
CCG Offer
000s

QIPP 16/17 Progress ( £m )

RAG

Commissioning Lead Proposed Clinical Lead

Target
Reduce Non‐recurrent expenditure

12,400
‐2,750

Andrew Pepper

n/a

Ways of Working Initiatives ‐ Prescribing
Prescribing Cost Centres include :
∙
Wound care Formulary
∙
SIP feeds
∙
Continence Products
∙
Waste
∙
FYE on Paracetamol

‐1,100

Joanne Fitzpatrick

Dr Chris Barraclough

‐700

Joanne Fitzpatrick

Dr Chris Barraclough

‐550
‐50

Michele Ezro
Michele Ezro
Michele Ezro

Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

‐350

Jane Cameron

Dr Avijit Biswas

‐1,395

Jenny Feeley

Dr Adam Sheppard

‐200
‐2,600
‐1,555

Simon Rowe
Simon Rowe
A Pepper

Dr Avijit Biswas
Dr Avijit Biswas
n/a

Pat Keane
Andrew Pepper
tbc

Tbc
n/a
tbc

Category M
Mental Health
∙
Other schemes
∙
Progression Model
∙
FYE of Savile Park

tbc

Rightcare

Comments
£6,100k QIPP has been transacted from the Mid Yorkshire Hospitals NHS
Trust through contract negotiations.
A tracker system is in place to monitor achievement against the
identified schemes and is updated through Better Value Group.
£700k QIPP has been agreed from the Prescribing budget for full year
effect of Cat M drugs. £60k has been agreed from efficiencies on Mental
Health.
Additional schemes have been identified across a wide range of services
and are discussed at Better Value Group ( BVG ). The Ways of Working
group will assist in mobilising any potential schemes.

5

MYHT Partnership Schemes
∙
Elective care ( prior year agreed
schemes )
∙
Continued reduction in Non‐Elective
Demand
∙
Outpatients first attendance due to e‐
consultations, e‐referral,update DOS,
consultant referrals
∙
Outpatients Follow Up ratios review
Pricing gains
Total
Review of STP reserve
MYHT risk share reserve
Other tbc
Revised Total

‐11,250
Up to ‐500
‐500
‐150
‐12,400

BPPC
BPPC

Month 2 2016/17
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
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Apr‐16
May‐16
Number £000's Number £000's

845
841
100%

9,299
9,301
99%

1,721
1,694
98%

19,494
19,417
100%

338 28,810
332 28,783
98% 100%

545
539
99%

56,373
56,410
100%

Co‐Commissioning
16/17 Budget 16/17 YTD Budget 16/17 Expenditure Variance 16/17 FOT Variance
£'000
£'000
£'000
£'000
£'000
£'000
GMS
9,031
1,505
1,505
‐
9,031
‐
PMS
41,765
6,961
6,961
‐
41,765
‐
APMS
860
143
143
‐
860
‐
51,656
8,609
8,609
‐
51,656
‐
Health Checks
175
29
29
‐
175
‐
Childhood Imms
‐
‐
‐
‐
‐
‐
Transition Fund
172
29
29
‐
172
‐
Care Homes LES
‐
‐
‐
‐
‐
‐
210
35
35
‐
210
‐
GP Other
52,214
8,702
8,702
‐
52,214
‐
Other NHS England
963
160
160
‐
963
‐
QIPP Total
‐
446 ‐
74 ‐
74
‐ ‐
446
‐
Reserve for uplifts
286
48
48
‐
286
‐
Dementia recycled
290
48
48
‐
290
‐
Additional Resource
290
48
48
‐
290
‐
DDRB Uplift
658
110
110
‐
658
‐
558
93
93
‐
558
‐
1% non recurrent to be set aside
Other Costs ‐ £3 per Patient
1,092
182
182
‐
1,092
‐
55,904
9,317
9,317
‐
55,904
‐
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The GP payments systems now connect directly to the
CCG ledger system ( this worked via NHSE ledger system
during 2015/16 ).The CCG is liaising directly with PCS
(Primary Care Support is a payment transaction service)
to resolve some of the initial issues associated with the
changeover on 1st April 2016.
All payments to GPs have been made by the payment
dates.
The QIPP target is £446k, as last year. The rate rebate
scheme is still ongoing. Based on information received
in 15/16 from NHSE, the full value of rate rebates
should be realised in 16/17 and the full QIPP target
realised. The CCG is awaiting further information from
NHS England.
The DDRB ( Doctors and Dentists Review Board ) pay
settlement for GP’s effective from 1st April 2016 was
higher than planned due to inflationary costs of CQC
inspections, professional indemnity and employers
National Insurance and Superannuation.
This has caused a cost pressure within the co‐
commissioning budget. All risks and opportunities
within co‐commissioning are currently being assessed
and will be reviewed at Executive Team meeting.

Risks and Mitigations
Risk
Risk
SYSTEMS RISKS
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OTHER RISKS

4,900

Mitigations
OTHER
RISKS

4,300

4,900

Mitigations

Contingency

4,900
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4,900

Total
Mitigations
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additional
controls
Clear
contracting stance – need
Scale ofto
impact,
work
with of reduced
review
impact
WMDC resources
re benchmarks
with providers
of impact,
work with
Review Scale
and interpret
latest
WMDC re benchmarks
guidance
Review and interpret latest
guidance

Continue
dialogue
with NHSE
Cover
in overall
MYHT envelope
Part‐year effect pending
permanent arrangements.

Continue dialogue with NHSE
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Special permanent
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per NHS England requirements /
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4,300

4,300
4,300

4,300
4,300

Original Value ££4.9m less £.6
transferred to Primary Care
Original Value ££4.9m less £.6
transferred to Primary Care

£600k of contingency has been
released as Investment in Primary
Care at £2 per head has been
included in the financial position.
Risks and Mitigations are
discussed regularly at Executive
Team .
NHSE as part of the monthly
reporting are placing a high focus
on risks.
The un‐validated month 1 (flex)
data from MYHT is showing an
overtrade. It is possible that the
position could change once the
data has been through the full
validation process (freeze).

Other Information
Capital
The CCG has had notification that NHS England are expecting business cases for the following schemes. The details are
currently being finalised.

Value
£000s

Project
ICES ‐ pressure care products

240

ICES ‐ wheel chair system

101

ICES ‐ Hub Integration

150

Corporate IT

80

GPIT

379
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Agenda item : 15a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 14 April 2016
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Dr Deborah Hallott
Dr Adam Sheppard
Rhod Mitchell

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member (by conference call)

In Attendance:

Andrew Pepper
Karen Parkin

Chief Finance Officer
Associate Director Finance, Governance &
Contracting
Corporate Financial Accountant
KPMG
Interim Head of Internal Audit, West Yorkshire Audit
Consortium
Internal Audit Manager, West Yorkshire Audit
Consortium
Local Counter Fraud Specialist
Governance and Board Secretary
Senior Governance Officer (item 16/39)
Head of Contracting and Performance (item 16/42)
Minute Taker

Eamonn May
Clare Partridge
Helen Kemp‐Taylor
Leanne Sobratee
Steve Nicholls
Katherine Bryant
Gemma Reed
Lorraine Chapman
Angela Peatfield
16/33

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

16/34

Apologies for absence
There were no apologies for absence.

16/35

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. None were received.

16/36

Minutes of meeting held on 11 February 2016
The minutes of the meeting held on 11 February 2016 were agreed as a correct record
subject to the following amendment:
16/03 – Declarations of Interest and 16/11 Contract Award Update
Dr Deborah Hallott’s declaration of interest was in respect of the IUS service provision
in relation to contract awards.

16/37

Action Sheet from the meeting held on 11 February 2016
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The action sheet was noted.
15/121 – Contract Award Update
Verbal Update provided as part of the Contract Award Update item 16/42.
16/07 – Audit Committee Self‐Assessment
It was noted that a joint presentation by both internal and external audit colleagues
outlining the role of the Audit Committee will take place following the July Audit
Committee meeting.
16/21 – Internal Audit and Counter Fraud Progress Report
Steve Nicholls confirmed that following receipt of the 2016/17 NHS Standard Contract and
NHS Protect Standards for Commissioners in relation to Counter Fraud there was no
change in the standards except that in 2016/17 only organisations licensed by Monitor
would be required to complete a crime profile and this would not affect the CCG.
In relation to Security there were no major changes, the only requirement is for the CCG
to confirm the name of their Executive Member responsible for Security to NHS Protect.
16/38

Annual Audit Committee Report
Katherine Bryant presented the Audit Committee Annual Report for 2015/16 outlining a
summary of the activities of the Audit Committee throughout the financial year 2015/16.
The report provides assurance about the effectiveness of the Committee and that the
Committee has complied with its terms of reference and fulfilled its duties.
Katherine confirmed that there were no areas of concern.
A discussion followed and it was noted that Dr Deborah Hallott’s attendance details were
incorrect. It was confirmed that this will be amended prior to presentation of the report
to the Governing Body.
Sandra Cheseldine queried the comment in Appendix 1 with regard to how regularly the
workplan would be presented to the Committee. It was agreed this would be amended to
reflect the discussions at the February Audit Committee where it was agreed the
workplan would be presented annually for approval.
Sandra Cheseldine queried when the Service Auditor Reports would be made available.
Eamonn May responded confirming that information had been forwarded to the new
provider of Business Intelligence – eMBED and the report is currently awaited. The report
from Shared Business Services is also awaited.
Sandra Cheseldine queried whether a Risk Management Annual Report would be
presented before the Annual Governance Statement is issued. It was agreed that Sandra
would discuss this further with Katherine Bryant after the meeting.
Following discussion it was agreed that adding Audit Committee agenda papers to Skyline
will be considered.
It was RESOLVED that:
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i. the committee recommend the annual report to the Governing Body
16/39

Conflicts of Interest Management Update
Gemma Reed attended the meeting to present this paper providing an update on the
management of conflicts of interest. Gemma advised that NHS England has published
revised draft guidance for consultation. The guidance has been strengthened in light of
the findings of the recent co‐commissioning conflicts of interest audit undertaken by
Deloitte in which the CCG was a participant. The deadline for responses to the
consultation is 29 April 2016.
The core proposals that are subject to consultation are summarised below:
 increasing lay representation on CCG governing bodies to support the management of
conflicts of interest;
 introducing a Conflicts of Interest Guardian (Chair of the Audit Committee) in CCGs to
act as a key point of contact for any issues;
 requiring CCGs to include an annual audit of conflicts of interest management within
their internal audit plans and to publish the audit findings within their annual end‐of‐
year governance statement;
 strengthening the provisions around gifts and hospitality;
 strengthening provisions around decision‐making when a member of the group is
conflicted;
 requiring CCGs to have a robust conflicts of interest breach policy and to publish any
breaches on their website; and
 requiring all CCG staff and all staff of their member practices to complete mandatory
conflicts of interest declarations and on‐line training on an annual basis.
A discussion was held regarding the following points:
 whether the declarations of employees in general practice should be published on the
CCG’s website? It was acknowledged that it would easier for the public to access the
information if it was on the CCG’s website.
 Conflicts of interest mandatory training and how this should be delivered with the
option of face to face sessions or e‐learning. It was noted that e‐learning could ensure
the training was standard across all organisations.
 Increase of lay members noting the guidance suggests that lay members could be
shared with other CCGs. Clare Partridge did not see that this would cause a problem.
Members of the committee noted the implications on resources for the CCG and
practices. A lengthy debate followed about how appropriate it is that all practice staff will
be required to submit a declaration (not just those involved in commissioning).
Sandra Cheseldine commented that this consultation was the CCG’s opportunity to
influence the final guidance. The Audit Committee members agreed to delegate authority
to Sandra as Chair of the Audit Committee to approve the CCG’s response to the
consultation.
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It was RESOLVED that:
i.

the Committee noted the progress by the CCG to implement the conflicts of interest
management action plan;
ii. considered the Conflicts of Interest guidance published by NHS England for
consultation; and
iii. agreed to delegate authority to Chair of the Audit Committee to approve the CCG’s
response to the consultation.
16/40

Governance Exceptions Report
Katherine Bryant presented this report which provides details of the governance control
exceptions as detailed:
 there have been five declarations under the CCG’s Standards of Business Conduct
relating to three hospitality/gift, one declaration of an outside interest and one
external remunerated activity;
 the CCG’s seal has not been used to execute any documents;
 there have been no suspensions of Standing Orders;
 there have been two tender waivers, two quotation waivers and two grant waivers;
 there have been no instances of Losses and Special Payment
It was RESOLVED that:
i.

16/41

the Committee noted the Governance Exceptions Report

Governing Body Assurance Framework
Katherine Bryant presented this report advising that the primary role of the Audit
Committee is to look behind the Assurance Framework to provide assurance that the
framework itself is valid and suitable for the requirements of governing bodies. It was
noted that this version of the Assurance Framework was approved by the Governing Body
in March 2016.
A discussion took place and Katherine confirmed that a workshop is being planned for the
Summer to review the current risks in line with the CCG’s strategic objectives.
Helen Kemp‐Taylor commented that the CCG has a good framework and each CCG’s
approach needs to be what works for the organisation. Rhod Mitchell commented that
the structure works well but felt the wording could be condensed.
Katherine Bryant commented that the Assurance Framework is available on the CCG’s
website and it is necessary that the wording provides enough detailed information for
members of the public.
It was RESOLVED that:
i.

the Committee noted the development of the Governing Body Assurance
Framework; and
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ii.

16/42

noted the updated 2015/16 Assurance Framework for NHS Wakefield Clinical
Commissioning Group which was approved by the Governing Body in March 2016.

Register of Procurement Decisions Update
Lorraine Chapman attended the meeting to present this paper providing an update on the
Procurement Decisions undertaken by the CCG. It was noted that details of tender and
quotation waivers is included as part of the Governance Exceptions Report.
The report does not include the following contracts which are new to the CCG and where
procurement decisions have not been made:
 Continuing Health Care contracts which have novated from the Yorkshire and Humber
Commissioning Support; and
 IUS Menorrhagia contracts which have novated from NHS England to the CCG.
The CCG is required to publish the Register of Procurement decisions on the CCG’s
website. In line with CCG policy the names of individuals Band 7 and below will be
redacted prior to publication.
It was RESOLVED that:
i. the Committee noted the Register of Procurement decisions; and
ii. approved the document for publication on the CCG website.

16/43

Annual Accounts Accounting Policies 2015/16
Eamonn May presented this paper confirming that the CCG’s financial statements will be
prepared in accordance with the Manual for Accounts 2015/16 issued by the Department
of Health. The particular policies adopted by the CCG will be applied consistently in
dealing with items considered material in relation to the accounts.
It was RESOLVED that:
i.
ii.

16/44

the Committee noted the processes for the adoption and reporting of the CCG’s
Accounting Policies; and
agreed to delegate the Chief Financial Officer to make changes as appropriate, liaising
with the external auditors as appropriate.

Going Concern Review
Eamonn May presented this paper advising that the CCG accounting statements will be
prepared on the going concern basis in line with the International Audit Standard :
Presentation of Financial Statements.
Public sector bodies are assumed to be going concerns where the continuation of the
provision of a service in the future is anticipated, as evidenced by inclusion of financial
provision for that service in published documents.
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It was RESOLVED that:
i.

16/45

the Committee noted the processes and guidance in place to support the
preparation of the CCG’s 2015/16 Financial Statements on a going concern basis.

Annual Accounts 2015/16 Estimates and Judgements Update
Karen Parkin presented this paper providing an update on the Annual Accounts 2015/16
Estimates and Judgements in relation to the Vanguard Programme and the Better Care
Fund.
Karen explained that there are three Vanguard Programmes and the funding received by
the CCG for each Vanguard and the expected accruals are summarised in the paper. The
estimated accrual will contain some element of estimation and judgement.
The Better Care Fund (BCF) for 2015/16 is a pooled funding agreement in place between
Wakefield CCG and Wakefield Metropolitan District Council (WMDC) and is underpinned
by a signed section 75 agreement. The CCG is host for the BCF and responsible for
reporting the total BCF pooled fund and expenditure from that pooled fund. It was noted
there is new guidance in respect of pooled budgets in the manual for accounts.
Karen provided details of the accounting treatment and the issues for consideration. A
discussion followed and it was noted that the CCG need to record the value of assets, this
is a new element as the CCG have not had stock before. Clare Partridge confirmed that as
external auditors they would require to see evidence of stock.
Karen advised that the CCG have reviewed the accounting policies and conclude that:
‐
‐

‐

IFRS11 applies
Gross accounting will recognise CCG expenses across appropriate headings;
including as described above, where the CCG fulfils the Section 75 obligations
with WMDC
The CCG will need to recognise appropriate assets where these are jointly held
under the Section 75

It was RESOLVED that:
i.

16/46

the Committee noted the update on the appropriate accounting estimates and
judgements relating to the Vanguards and the Better Care Fund

Draft Annual Report 2015/16
Eamonn May gave a verbal update advising that there are two critical deadlines. The first
deadline is tomorrow, 15 April 2016 when the non ISFE return summary has to be
submitted to NHS England.
The second deadline is next Friday, 22 April 2016 when the documents are submitted to
NHS England and include the draft accounts, draft annual governance statement and the
draft Internal Audit opinion.
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It was RESOLVED that:
i.
16/47

the Committee noted the verbal update

Remuneration Report
Eamonn May confirmed that the Remuneration Report is in the process of being
completed and liaison continues with External Audit who are providing support to the
process.
It was RESOLVED that:
i. the Committee noted the verbal update

16/48

Draft Annual Governance Statement 2015/16
Katherine Bryant presented this first draft of the Annual Governance Statement (AGS) for
2015/16 confirming that this is compliant with the template issued by NHS England for
use by CCGs.
Following any comments received from members of the committee and the Chief Officer
the draft governance statement will be submitted to NHS England by 22 April 2016.
Sandra Cheseldine referred to the comment made by External Audit at the February
meeting recommending that reference to the Modern Slavery Act should be included in
the AGS.
A discussion followed and Clare Partridge referred to the budget process issue that had
occurred earlier in the year and suggested that this should be referred to in the AGS. It
was agreed that Sandra and Katherine would meet after the meeting to discuss the
additions to the report.
It was RESOLVED that:
i.
ii.

16/49

the Committee noted the guidance issued by NHS England regarding the
preparation of the Annual Governance Statement for 2015/16; and
noted and discussed the draft Governance Statement.

Annual Report 2015/16
Tony Rider attended the meeting to give a verbal update advising that a draft Annual
Report for 2015/16 has been produced and is on track to be ready to submit as a draft to
NHS England on Friday, 22 April 2016. The Annual Report is an opportunity to record the
CCG’s achievements during 2015/16 and demonstrate what the CCG do.
Tony confirmed that as in previous years a summary of the Annual Report will be
produced and both the full and summary version will be available at the Annual General
Meeting.
It was noted that discussions are ongoing regarding when the Annual General Meeting
will take place in 2016.
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It was RESOLVED that:
i.
16/50

the Committee noted the verbal update

Continuing Health Care Legacy Provision
Karen Parkin presented this update advising that the current number of restitution cases
completed is now 39 at an average cost of £21,077. There remain an estimated number
of cases pending of 120. The current provision as at 29 February 2016 is £4.3m and as
there has been no movement since previously assessed it is recommended that there is
no change to the provision.
As previously reported further provisions were established at March 2014 and March
2015 totalling £107k. These continue to be held within the CCG’s accounts and will be
subject to review as part of the 2015/16 closedown process.
A discussion followed and it was acknowledged that the progress is slow and a number of
complaints have been received due to the time taken to resolve the legacy issues.
It was RESOLVED that:
i.

16/51

the Committee noted the current assessment of the overall provision

Internal Audit & Counter Fraud Progress Report
Leanne Sobratee presented the internal audit progress report confirming the reports that
have been issued and noting that reviews are in progress for Procurement Specifications,
Quality Improvement and Better Care Fund.
Steve Nicholls gave an update on Counter Fraud advising that he had met with the Head
of Contracting to discuss potential work for 2016/17 in light of the changes to both the
NHS Standard Contract and the NHS Protect Counter Fraud Standards. Further meetings
are planned.
Steve also advised that NHS Protect have announced a reduction in the service provided
nationally and therefore with effect from the end of March 2017 NHS Protect service
delivery model will change from direct operational support to standard setting,
benchmarking and assurance. It was noted that NHS Protect will no longer provide
training for Local Counter Fraud Management Specialists or Local Security Management
Specialists.
It was RESOLVED that:
i.

16/52

the Committee noted the Internal Audit and Counter Fraud Progress Report

Draft Internal Audit Annual Report and Draft Head of Internal Audit Opinion
Leanne Sobratee presented the draft Internal Audit Annual Report which is to be
considered alongside the assurance statements received from other service providers in
order to finalise the Annual Governance Statement.
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Leanne advised that the Internal Audit reports issued in the year have generated a
‘significant assurance’ opinion. The Budget Process Review received a ‘limited assurance’
opinion and the CCG is implementing the recommendations in the review. Internal Audit
are following progress against this as part of the final Head of Audit opinion to be issued
by 22 April 2016.
It was RESOLVED that:
i.
16/53

the Committee noted for information

Annual Audit Fee 2016/17
Leanne Sobratee gave a verbal audit advising that the current three year workplan is
coming to an end. Discussions have been held with Andrew Pepper and a new draft
workplan will be developed and shared with the Executive Team for discussion.
It was RESOLVED that:
i.

16/54

the Committee noted the verbal update

External Audit Technical Update
Clare Partridge presented the regular Technical Update for information. The update
highlights the main technical issues which are currently having an impact on the health
sector.
It was RESOLVED that:
i.

16/55

the Committee noted the Technical Update

2015/16 External Audit Plan
Clare Partridge presented this plan confirming that there has been no change in scope. It
was noted that the National Audit Office has published a new Code of Audit Practice
which applies to 2015/16 audits and beyond. Under the new code, there are no
immediate changes to External Audit’s financial statements responsibilities, but new
Value for Money audit guidance will apply.
It was noted that members of the External Audit team will be at White Rose House during
the week commencing 25 April 2016 to review the annual accounts.
It was RESOLVED that:
i.

16/56

the Committee noted the 2015/16 External Audit Plan

External Audit Annual Audit Fee 2016/17
Clare Partridge presented the Annual audit fee 2016/17 letter confirming the planned
audit fee for 2016/17 is £67,500 and is the same as the fee for 2015/16.

Page 9 of 10

It was RESOLVED that:
i.
16/57

the Committee noted Annual Audit Fee 2016/17 letter

Consideration of a merger between West Yorkshire Audit Consortium and North
Yorkshire Audit Services
Eamonn May presented a briefing note regarding the consideration of a merger between
West Yorkshire Audit Consortium (WYAC) and North Yorkshire Audit Services (NYAS) for
information.
The NYAS Alliance Board met on 9 March 2016 and supported the proposed merger. The
WYAC Management Board held a telephone conference on 17 March 2016 and also
agreed to support the proposed merger. The Wakefield CCG was represented in the
WYAC discussion by the Corporate Financial Accountant.
It was noted that in order to progress to a completion date of June 2016 a management
board will be set up across NYAS and WYAC.
It was RESOLVED that:
i.

16/58

the Committee noted the briefing

Any other business
No other business discussed.

16/59

Date and time of next meeting
Thursday, 5 May 2016, 9.30 to 11.30 am, Seminar Room, White Rose House.
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Agenda item : 15a(ii)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 5 May 2016
Present:

Sandra Cheseldine (Chair)
Dr Adam Sheppard
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member

In Attendance:

Andrew Pepper
Karen Parkin

Chief Finance Officer
Associate Director Finance, Governance &
Contracting
Corporate Financial Accountant
Commissioning Accountant
KPMG
Internal Audit Manager, West Yorkshire Audit
Consortium
Communications Lead
Governance and Board Secretary
Minute Taker

Eamonn May
Elizabeth Goodson
Linda Wild
Leanne Sobratee
Tony Rider
Katherine Bryant
Angela Peatfield
16/64

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

16/65

Apologies for absence
Apologies for absence were received from Dr Clive Harries, Dr Deborah Hallott and Clare
Partridge

16/66

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
Dr Adam Sheppard declared a conflict of interest in respect of his involvement with Novus
who provide services commissioned by the CCG and also advised that his wife is employed
by Locala who provide services commissioned by the CCG.
Sandra Cheseldine confirmed that Dr Sheppard would not be precluded from the
discussion regarding these topics.

16/67

Draft Annual Report and Accounts 2015/16
Sandra Cheseldine advised that she had discussed the draft document with Karen Parkin
prior to this meeting to discuss and raise queries.
It was agreed that Sandra Cheseldine would meet with Tony Rider following the meeting
to resolve any typographical errors in the report.
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a) The Performance Report
Page 8 – Add comment that Dr Sheppard’s photo is there as an example that GPs were
also supporting the national antibiotic campaign, world Antibiotic Day and paracetamol
campaign.
Page 26 – there are three sentences in bold at the bottom of the page, need to be
amended to make it clear that this is relating to information contained elsewhere in the
report.
Page 31 – it was highlighted that some information on this page is duplicated elsewhere in
the report, e.g. the networks link into our Clinical Cabinet – a key committee, which
reports directly to the CCG’s Governance Body.
Page 38 – in the section headed “Families in need” it was suggested that names should be
removed and only job titles used.
Page 41 – duplication with page 15
Page 43 – In the Executive Team section add information regarding Melanie Brown and
Pat Keane, and reflect that Pat is Interim Chief Operating Officer for Wakefield CCG and
North Kirklees CCG. Also include biography information. Dr Adam Sheppard commented
that he is Assistant Clinical Chair.
It was requested that where there are lists of names within the report, this is consistent,
i.e. in alphabetical order.
Page 51 – the attendance graph has been amended to reflect the correct attendance
information for each member.
Page 60 – Under the Evaluation of Risk heading – include a sentence confirming the Audit
Committee provide assurance that the correct processes are followed.
Page 62 – as a reference to all risks, include a link to the Governing Body paper detailing
all risks.
Page 63 – where acronyms used, put in full once or alternatively use a key at the end of
the document to detail acronyms.
Page 68 – Under the Capacity to Handle Risk heading – include a sentence regarding
involvement of Audit Committee. Suggest include all mandatory training that relates to
risk.
Page 69 – Add detail of how a conflict of interest is handled in meetings. Linda Wild
advised that there will be no Service Auditor Report from NHS England regarding co‐
commissioning. Linda confirmed that the External Auditors have an alternative assurance
process and suggested that the CCG may wish to consider what alternative assurance they
could use.
Following discussion it was agreed that following an internal audit opinion of ‘limited
assurance’ received in respect of Continuing Health Care some comment should be
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included in the report. It was agreed that Sandra Cheseldine would agree suitable
wording with Katherine Bryant following the meeting to reflect that the CCG has only
recently taken back responsibility for this service from the former Yorkshire and Humber
Commissioning Support Unit (CSU) on 1 December 2015.
b) Accountability Report
Page 79 – remove Dr Ivan Hanney’s details from Table 2. Amend wording in note 8 to
reflect that the Local Authority employees do not receive any remuneration from the
CCG. To ensure consistency list in alphabetical order.
Page 81 – Karen Parkin explained that remuneration is grossed up to full time equivalent
to compare to median. It was agreed that a detailed explanation will be included in the
report.
Page 83 and 85 – information regarding Equality impact assessments duplicated.
Page 86 and 87 – duplication of “The CCG is serviced by an equality team hosted by NHS
Calderdale”.
Page 87 – e, f, g, at the bottom of page should be removed.
c) Financial Accounts
Eamonn May circulated a table and appendices at the meeting which provided a response
to the comments and queries raised by Sandra Cheseldine. Appendix 1 provided
information on the Reconciliation of Surplus and Appendix 2 provided information on the
Analysis of General Fund.
It was noted that the information regarding Note 2 ‐ Non patient care services income in
the table Eamonn presented should read recharge for 999 not 111.
Page 1 – Programme and Administration Income and Expenditure split – details of how
this is split was detailed in a paper presented at the 14 April 2016 Audit Committee
meeting
Page 3 – the table details the movement of allocations and drawdown. Notes need to
include what is relevant to the CCG.
Page 7 – recommended lifetime for IT hardware is 4 years.
Page 11 ‐
Page 12 – sickness figures still awaited
Page 15 – Purchase of health from non‐NHS bodies – add note at bottom including
mention of Better Care Fund, Vanguards, Voluntary Services, Any Qualified Provider,
Hospice.
Discussion took place regarding GMS/PMS, suggest add explanatory note.
Discussion regarding Consultancy Services – a breakdown of what this includes will be
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provided for Committee members.
Provisions – this relates to legacy voids
CCG running costs based on registered population. £21.49 for 2015/16
Page 17 – It was noted that following ongoing dialogue with NHS Property Services, the
CCG has not yet got a signed lease for White Rose House.
Page 18 – inventory of wheelchair and integrated community services equipment is value
of stock in storeroom. Need to note the CCG proportion of this figure. A discussion took
place and it was noted that a deep dive on the service will be presented at a future
Integrated Governance Committee meeting.
Page 20 – Non‐NHS prepayments includes Improving Access to Psychological Therapies
(IAPT) Service contract from June 2016 and Personal Health Budgets.
10.1 Receivables past their due date but not impaired – this figure will be updated as late
as possible.
Page 27 – Note 2 at bottom of page, include mention of pooled fund contribution. Need
to check what is included in the annual report regarding the Better Care Fund. It was
agreed a statement regarding the Better Care Fund and in particular that the CCG are the
host should be included in the annual report together with details of workstreams and
monies and the split between the CCG and Local Authority.
Page 18 – the debtors and creditors information is backed up by the NHS agreement of
balances exercise.
Page 29 – related party transactions to be considered and more details to be included.
This will be discussed by the Finance Team.
It was acknowledged lots of work had been undertaken with regard to Conflicts of Interest
and it was suggested that reference to this should be expanded.
A discussion took place regarding where zeros are reported and whether the notes can be
replaced, e.g. on page 16. Linda Wild confirmed that she would look into this and confirm
to the Finance Team.
Sandra Cheseldine expressed her thanks to the team in the development of the Annual
Report and Accounts 2015/16.
16/68

Any other business
No other business discussed.

16/69

Date and time of next meeting
Thursday, 19 May 2016, 12.30 to 2.30 pm, Seminar Room, White Rose House.
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Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 April 2016
Present:

Rhod Mitchell (Chair)
Dr Pravin Jayakumar
Dr David Brown
Alison Sugarman

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Practice Manager
Representative
Chief Finance Officer
Chief of Service Delivery & Quality

Andrew Pepper
Jo Pollard
In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Governance & Board Secretary
Head of Quality and Engagement (items
16/106, 16/107)
Director of Healthwatch (item 16/106)
Head of Contracting and Performance
(items 16/107, 16/108)
Interim Director of Staff and Patient
Engagement at MYHT (item 16/109
Urgent Care Transformation Lead (item
16/110)
Minute taker

Katherine Bryant
Laura Elliott
Nicola Esmond
Lorraine Chapman
Julie Bolus
Jenny Feeley
Angela Peatfield
16/91

Apologies for Absence
Apologies for absence were received from Dr Phil Earnshaw, Jo Webster, Sharon Fox,
Stephen Hardy and Pat Keane.

16/92

Declarations of Interest
There were no declarations of interest made.

16/93

Minutes of the Meeting held on 17 March 2016
The minutes of the meeting held on 17 March 2016 were approved as an accurate
record.

16/94

Action Sheet from the Meeting held on 17 March 2016
All actions were noted.

16/95

Matters Arising
There were no matters arising.
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Consent Agenda items
16/96

Individual Funding Requests
It was RESOLVED that:
i)

16/97

the Committee approved the revised Individual Funding Requests Policy and
the Individual Funding Requests Panel Terms of Reference

CCG Information Governance Register : SIRO and Caldicott Guardian Requests
It was RESOLVED that:
i)

16/98

the Committee noted the report

Freedom of Information Update
It was RESOLVED that:
i)

16/99

the Committee noted the CCG’s compliance against the statutory deadline for
responses to FOI requests

Incident Report Quarter 4 2015/16
It was RESOLVED that:
i)

16/100

the Committee noted the incidents reported during Quarter 4 2015/16

NHS Wakefield Clinical Commissioning Group Risk Register
It was RESOLVED that:
i)
ii)
iii)

16/101

the Committee noted the Risk Register for NHS Wakefield CCG as a correct
reflection of the current position;
noted the addition of a risk regarding eMBED’s handling of Business Intelligence
Data that is to be included in the risk register during cycle two; and
supported a detailed review of the assurance section of all risk entries during
cycle two 2016/17.

Integrated Risk Management Framework
It was RESOLVED that:
i)

16/102

the Committee recommended approval of the revised Integrated Risk
Management Framework to the Governing Body

Incident Management and Investigation Procedure
Following a prior discussion between Sandra Cheseldine and Katherine Bryant, a
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couple of minor amendments were agreed to the procedure:



Section 3.2 Definition of a near miss should read ........or harm to the financial
standing.....
Section 3.10 4th bullet to be re‐worded to ensure clarity

It was RESOLVED that:
i)

16/103

the Committee approved the revised Incident Management and Investigation
Procedure

Specialised Commissioning 2016/17
It was RESOLVED that:
i)

ii)

iii)
iv)

16/104

the Committee noted the content of the ‘core narrative’ provided by NHS
England and Humber Specialised Commissioners outlining the strategic direction
for commissioning specialised service and the governance and accountability
arrangements that will be in place for 2016/17;
noted from 1 April 2016, the responsibility for commissioning severe and
complex obesity services for adults (Tier 4 service) will transfer from NHS England
to CCG’s but all contract responsibilities will remain with NHS England until the
contract variation is completed;
noted local development in relation to ensuring Tier 2/3 weight management and
Tier 4 severe and complex obesity pathways are working effectively; and
noted the next steps in relation to ensuring specialised commissioning
developments remain aligned at local and Health Futures Sustainability and
Transformation Planning levels.

Minutes of meetings
i)
Mid Yorkshire Hospitals NHS Trust Executive Quality Board – 25 February 2016
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – 25 February 2016
iii) Quality Intelligence Group – 8 March 2016
iv) MYHT System Resilience Group – 21 January 2016
v) YAS Contract Management Board – 17 February 2016
It was RESOLVED that:
i)

the Committee noted the minutes of the meetings

Agenda items for Discussion
16/105

Integrated Governance Committee Annual Report 2015/16
Katherine Bryant presented this report providing a summary of the activities of the
Integrated Governance Committee throughout 2015/16. The report provides
assurance about the effectiveness of the Committee and that the Committee has
complied with its terms of reference and fulfilled its duties.
It was RESOLVED that:
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i)
16/106

the Committee recommended the annual report to the Governing Body

Quality Intelligence and Public Voice
Laura Elliott and Nicola Esmond attended the meeting to give this presentation.
Laura explained that the Francis report was a key driver for looking at what the CCG do
with the quality intelligence received as part of the complaints process. In order to
provide additional assurance Laura detailed what is in place as part of the ‘Putting
Patients First’ workstream which includes; public engagement; patient safety
walkabouts; patient experience reports and regular monthly meetings of the Quality
Intelligence Group. Patient experience in provider organisations is also discussed at
the regular meetings of the MYHT and SWYPFT Executive Quality Boards.
Laura explained that the Quality Intelligence Group theme feedback and agree actions
to address themes. Themes identified included; access to appointments; waiting in
A&E; delayed discharge from hospital; GP appointments and ADHD/ASD assessments.
Dr David Brown queried how the CCG can gain feedback in respect of primary care
complaints. Laura advised that the complaints information received by NHS England,
who handle primary care complaints, will be available to CCGs for analysis in 2016/17.
Nicola Esmond advised that in January 2015 the Health and Wellbeing Board tasked
Healthwatch Wakefield and the Community Engagement Partnership to obtain
information about what local people say about health and wellbeing. A copy of this
publication was shared with committee members and details what is good, what is not
so good and what could be improved.
A detailed discussion took place acknowledging that it can be difficult to obtain the
views of young people and it was agreed that alternative ways of communication with
the public could be considered. Clinical leads need to be engaged in the debate. It
was noted that discussion at a future informal Clinical Cabinet would be helpful.
Nicola advised that an update is to be presented to the Health and Well Being Board in
six months and it was agreed that an update will also be presented to the Integrated
Governance Committee.
It was RESOLVED that:
i)

16/107

the Committee noted the presentation

Integrated Quality and Performance Report
Lorraine Chapman and Laura Elliott presented the report providing reports against the
CCG strategic objectives, quality premium and details key exceptions and successes.
Lorraine highlighted the key areas on performance:



The CCG has met six out of nine of the cancer pathway standards in February 2016
and is forecast to meet all of the nine standards by year end;
There continues to be no further 52 week breaches;
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The 18 week Referral to Treatment standard has not met the required level for
February. MYHT are to formulate a final RTT action plan and this will be used to
measure progress going forward;
The Cat A (Red1&2) Ambulance operational standards have not been achieved at
YAS regional level. The CCG continues to monitor activity and discuss ongoing
actions, including progression of business cases and transformation plans at YAS
contract meetings. YAS are a pilot site for the national Ambulance Response
Programme (ARP) which ensures that appropriate resource is dispatched based on
a patient’s condition. The CCG is awaiting the outcome of this programme but it is
anticipated that this will assist in improving performance at YAS;
Wakefield CCG at Leeds Teaching Hospitals continue to report an overtrade, the
final year end position is expected to be available early May 2016; and
Contract negotiations for 2016/17 are ongoing

Laura Elliott highlighted the key areas on quality:






Middlestown Medical Centre, Ash Grove Medical Centre, St Thomas Road and
Newland Surgery all achieved a ‘good’ rating from the Care Quality Commission;
MYHT reported no never events in 2015/16, the first year this has happened;
There have been a further five 12 hour breaches reported in February. Initial
analysis has identified that the breaches have been largely due to flow within the
Acute Trust and delayed transfers of care. The integrated discharge team have
been aligned to social care and nursing and detailed action plans are in place to
reduce delays; and
West Ridings Care Home and the Chestnuts care home were rated as inadequate
by the Care Quality Commission and they will be checking that the required
improvements are made.

A discussion followed and Karen Parkin asked whether there was any quality
performance monitoring of social care. Laura confirmed that quality monitoring of
Care Homes and Domiciliary Care is undertaken by the Care Quality Commission. It
was noted that at present the CCG is not sighted on any quality performance of care
delivered in patients homes. It was acknowledged that this was an area for further
consideration.
With regard to the care provided in care homes and patient homes the Local Authority
have a different approach to the CCG with the trigger being when a safeguarding issue
is identified. It was acknowledged that there is a need to develop a formal
arrangement with the Local Authority for quality and contract monitoring. It was
suggested that information from the Vanguard sub group will be included in future
Integrated Quality and Performance reports.
Sandra Cheseldine referred to the stroke service and the level of care provided. This
issue will be discussed in detail at the next meeting of the MYHT Executive Quality
Board.
It was RESOLVED that:
i)
ii)

the Committee noted the current performance against the CCG strategic
objectives and Quality Premium;
approved the actions being taken to address areas of performance.
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16/108

Contract Governance and Assurance Update
Lorraine Chapman gave a verbal update advising that the contracting round for
2016/17 will be challenging due to the late development of the products by NHS
England noting the following:





2016/17 national tariff/prices published 23 March 2016
NHS standard contract template published 23 March 2016
National Deed of Variation agreement published 30 March 2016
CQUIN guidance published 9 March 2016 but amended 22 March 2016

Lorraine advised that the contracting team are prioritising negotiation on the
contracts which are high risk or high value and highlighted the following:









For main contracts this includes negotiation of the financial contract offer with key
considerations being QIPP for Mid Yorkshire Hospitals NHS Trust and business
case/growth for Yorkshire Ambulance Service;
CCG action for associates is confirming the activity plan that we require the lead
CCG to include;
Local contracts are being developed with support from the Quality team in
respect of CQUINs;
GMS contracts are handled by NHS England;
PMS contracts being compiled
Wakefield Practice Premium template being compiled using the national short
form template;
Continuing Health Care local contract variations have been issued
Non‐healthcare contracts ‐ some are covered for 2016/17 with the current
documentation or in some cases new contract documentation is being sought

It was noted that there are two current active procurements for an IAPT contract to
commence in September 2016 and a Microsuction contract to commence in May
2016.
It was RESOLVED that:
i)
16/109

the Committee noted the verbal update

Mid Yorkshire Hospitals NHS Trust 2015 Staff Survey
Julie Bolus attended the meeting to give a presentation following the results of the
MYHT 2015 Staff Survey. Julie outlined the key issues and the actions that have been
put in place.
Julie advised that the recruitment advert has been improved for appointing new staff
and four key areas have been identified as requiring further development; workforce
strategy; Mid Yorkshire quality improvement system; Equality and Diversity Strategy
and Health and Well Being Strategy.

A Board time‐out is planned together with listening events for all staff in May.
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Following these events a behavioural framework will be developed linked to the
organisational values.
A discussion followed and it was acknowledged that this was an honest report with a
focus on care for the workforce with the aim of improving the working culture in the
organisation. It was suggested that a development score card could be produced
which would support staff at a team, management and organisational level as part of
the performance development review process. For ward based staff the development
score card would include a section on patient harm. It was noted that it is important
to retain existing staff and the workforce strategy should emphasise the need to retain
staff.
Rhod Mitchell asked what the CCG could do to support the improvements. Julie Bolus
advised that a Director of HR and Organisational Development role is being considered
by the MYHT Board within existing resources and this would involve working with all
organisations including the CCGs across the district to support the improvements.
It was RESOLVED that:
i)
16/110

the Committee noted the presentation

Emergency Care Improvement Programme (ECIP) reports and Concordat
Jo Pollard introduced this paper which provides a summary of the findings of the ECIP
team diagnostic on the ways of working within MYHT. The ECIP concordat sets out the
five key priorities for the local system agreed and signed by ECIP, System Resilience
Group Chair, Wakefield CCG and North Kirklees CCG which are:
1.
2.
3.
4.

Revision of the Model of Care which moves to an ‘assess to admit’ culture
Implementation of the SAFER care bundle
Operational grip through bed meetings
System wide escalation policy/arrangements which make a difference on the
ground
5. Review of integrated discharge team arrangements

Jenny Feeley attended the meeting to present this paper advising that a presentation
by Jeremy Pease, ECIP Manager atMYHT on the progress of the programme is
scheduled for a future Integrated Governance Committee.
A discussion followed and it was noted that it will take time to change the culture of
the organisation and implement the revised processes as not all wards work to the
same discharge process at the moment.
It was RESOLVED that:
i)

16/111

the Committee noted the report detailing the findings from the ECIP work with
MYHT

Senior Information Risk Owner (SIRO) Annual Report
Katherine Bryant presented the SIRO Annual Report 2015/16 which provides assurance
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on the CCG’s approach to Information Governance and an update on progress with
identifying and risk assessing information assets and completion of the IG toolkit. The
report also outlines IG breaches and matters handled in 2015/16.
Katherine reported that IG training had hit 95% compliance and this was an
improvement on the previous year. Overall the IG toolkit had received a score of 85%
which is a level 2 or above for all requirements. During 2015/16 the CCG had
responded to all but one Freedom of Information requests within the statutory
deadline of 20 days. The late response was sent to the requester one day later. It was
noted that a small number of Subject Access Requests had been received during
2015/16.
Planned priorities for IG in the financial year 2016/17 are also included in the report.
It was RESOLVED that:
i) the Committee noted the Senior Information Risk Owner Annual Report 2015/16;
ii) noted the planned priorities for IG in the financial year 2016/17; and
iii) recommended the Senior Information Risk Owner Annual Report 2015/16 to the
Governing Body for approval.
16/112

Finance Report Month 12
Karen Parkin gave a verbal update on the Month 12 Finance Report confirming that
the draft accounts will be submitted today, 21 April, to NHS England. Karen advised
that it was expected the CCG would deliver a surplus of £6,007k explaining that a
directive had been received from NHS England advising that any penalties imposed in
quarter 4 should either be returned to the provider or used to increase the CCG’s
bottom line surplus.
The Finance Team were praised for their hard work in completing the annual accounts
in the timescale.
It was RESOLVED that:
i)

16/113

the Committee noted the verbal update

Financial Plan 2016/17
Karen Parkin gave a verbal update confirming that the report at the May meeting will
provide the headlines of the Financial Plan 2016/17 noting that the shortfall on
running cost will be managed through vacancy control. It was noted that the MYHT
contract had been escalated and Yorkshire Ambulance Services was currently in
mediation.
A discussion followed and it was agreed that the following areas will be important in
the workplan; prescribing; continuing health care and better value ways of working.
Karen suggested that the Finance Report in May and June could focus on these areas
and it was also suggested that an extended finance item could include a detailed
discussion on QIPP.
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It was RESOLVED that:
i)
16/114

the Committee noted the verbal update

Consider future topics for Deep Dive
Jo Pollard and Sandra Cheseldine to discuss outside of the meeting a deep dive on
Nursing Homes possibly for the June IGC meeting.

16/115

Discussion : reflections on use of a consent agenda format
Reflections on the consent agenda identified that this type of format is good when
there is a large agenda and should be used as an exception.
It was agreed that the Risk Register should not be included in the Consent section of
the agenda and should always be part of the Items for Discussion section.

16/116

Any other business
None

16/117

Date and time of next meeting:
Thursday, 19 May 2016, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Agenda item: 15b(ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 May 2016
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr Phil Earnshaw
Dr David Brown
Sharon Fox
Andrew Pepper
Jo Pollard

Lay Member
Lay Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Nurse Representative
Chief Finance Officer
Chief of Service Delivery & Quality

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Governance & Board Secretary
Programme Manager, Commissioning
Strategy & Integrated Care (item 16/133)
Head of Contracting and Performance
(items 16/134)
Quality Co‐ordinator (item 16/134)
Head of Business Delivery, MYHT (item
16/136)
Urgent Care Transformation Lead (item
16/136)
Assistant Manager IFR Team (item 16/137)
Health & Safety Manager SWYPFT (item
16/138)
Headquarters Services Manager (item
16/138)
Commissioning Accountant (item 16/141)
HR Manager (item 16/142)
Minute taker

Katherine Bryant
Martin Smith
Lorraine Chapman
Andrew Singleton
Neil Bowman
Jenny Feeley
Claire Gordon
Roland Webb
Sue Allan
Elizabeth Goodson
Esther Short
Angela Peatfield
16/128

Apologies for Absence
Apologies for absence were received from Jo Webster, Pat Keane, Dr Pravin
Jayakumar, Alison Sugarman.

16/129

Declarations of Interest
Sandra Cheseldine declared an interest in item 16/133 – Connecting Care Strategy,
advising that she is a Trustee on the Board of the Citizens Advice Bureau.

16/130

Minutes of the Meeting held on 21 April 2016
The minutes of the meeting held on 21 April 2016 were approved as an accurate
record with one amendment:
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Dr Phil Earnshaw was recorded as both present and given apologies. It was noted that
Dr Earnshaw did not attend the 21 April meeting.
16/131

Action Sheet from the Meeting held on 21 April March 2016
All actions were noted.

16/132

Matters Arising
There were no matters arising.

16/133

Connecting Care Strategy
Martin Smith attended the meeting to give a presentation on the Connecting Care
Strategy and the vision for integrated care. Martin explained that the Connecting Care
model is at the heart of the Better Care Fund plan with a focus on seven strategic areas
of alignment for 2016/17.
Martin highlighted the following:







a new primary mental health role has been commissioned to work within the
connecting care hubs and will support the holistic model of care and pick up those
in need at a much earlier stage.
as part of the Meeting the Challenge transformation programme Connecting Care
has supported a reduction on Non Elective activity in Mid Yorkshire Trust for
2015/16.
the biggest area of challenge is the length of stay of patients. Work is continuing
on a number of out of hospital schemes designed to improve the flow and support
complex discharges.
as part of the Sustainable Transformation Plan a local digital roadmap is being
developed on a Wakefield footprint but is closely linked to Calderdale,
Huddersfield and North Kirklees.
Work is ongoing with our Multi Community Provider partner on options for a
digital shared care record or person held record.
As part of utilising the voluntary care sector, a hospital to home service is being
delivered through Age UK Wakefield and is available seven days a week.

A full discussion took place and members queried the Public Health prevention monies
and what is included in the £10m. Martin agreed to share a copy of the recent Public
Health presentation and details of what Public Health schemes are included in the
£10m.
Martin Smith confirmed that a review of the cost of equipment in the Integrated
Community Equipment Service and Wheelchair Service is taking place and members
were keen that the process of re‐cycling is included as part of the review and how this
can be improved.
It was acknowledged that for the new ways of working to be effective improvements
to the IT system is important. It was noted that these issues are regularly discussed by
the Connecting Care Executive.
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Rhod Mitchell asked that a further update is presented at Integrated Governance
Committee over the next three to six months.
It was RESOLVED that:
i)

the Committee noted the presentation

Action: Share copy of Public Health presentation including details of what is included
in the £10m (Martin Smith)
16/134

Integrated Quality and Performance Report
Lorraine Chapman and Andrew Singleton attended the meeting to present this paper
reporting against the CCG strategic objectives, quality premium and providing details
of key exceptions and successes.
Lorraine highlighted the key areas on performance:








The CCG has met eight out of nine of the cancer pathway standards in March and
has met all cancer standards at year end.
There continues to be no further 52 week breaches.
There have been no further 12 hour breaches reported in March.
A&E performance at Mid Yorkshire Hospitals Trust (MYHT) has not met the
required standard for March and for 2015/16. A performance notice has been
issued to MYHT and the CCG has received an Urgent Care Recovery Plan which is
being supported by the Systems Resilience Group. MYHT are also in the process of
implementing the Emergency Care Improvement Programme recommendations.
The CCG has not met the required standard for the 18 week Referral to Treatment
incomplete pathway. MYHT was issued with a performance notice and a number
of actions plans for recovery have been produced.
Wakefield CCG at Leeds Teaching Hospitals Trust (LTHT) continue to report an over
trade, especially within outpatient procedures.

A discussion followed and it was acknowledged the reason for the CCG receiving a
‘requires improvement’ by the NHS England assurance process is due to constitutional
targets not being met. Consideration of how to ‘do differently’ will be discussed by the
Executive Team. Rhod Mitchell commented that there are too many MYHT action
plans. Andrew Pepper responded confirming that the plans have now been
consolidated into one Urgent Care Recovery Plan and it is the intention to do the same
for Elective Care.
With regard to the overtrade at LTHT it was agreed that the dynamics of patient flow
needs further clarification and an analysis at practice level may prove useful.
Lorraine gave an update on the Dr Foster tools advising that the paperwork is available
on Skyline and eMBED will be providing training for CCG staff. Conversations are
ongoing with eMBED regarding training for practice staff. Lorraine and Dr David
Brown will discuss further outside of the meeting.
Andrew highlighted the key areas on quality:
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Warrengate Surgery has received an ‘outstanding’ following a CQC inspection.
Progress is being made regarding staff recruitment at MYHT.
Antibiotic prescribing by Wakefield GP practices has reduced by 11% in 12 months.
April’s Patient Safety Walkabout to the Stroke Rehabilitation Ward at Pinderfields
found that transferring the ward from Pontefract has resulted in numerous
benefits for patient care.

Congratulations were extended to the district’s GP practices who received such
positive results following the recent Care Quality Commission inspections. Members
also commented on the good news regarding the improvements regarding Stroke
Rehabilitation Services.
Following a discussion on MYHT staffing levels and the proposed changes to the skill
mix of nursing staff. A concern was raised regarding whether this would mean fewer
registered nurses. Andrew Singleton responded advising that as part of the patient
safety walkabouts, staff on wards had commented that more staff are required on
wards but that this could be as a mix of health care support workers and nurses. This
was seen as an opportunity to look at modernisation and improving quality and
discussions would be taking place with MYHT and the Care Quality Commission on skill
mixing.
A discussion took place on the support and funding of Care Homes and also the quality
of care provided in the home. Jo Pollard commented that there was an historical gap
on how care homes were contracted. Jo advised that there is now a Nurse Manager in
post as part of the Quality Team and will be involved when homes are assessed. It was
noted that a deep dive is planned for a future Integrated Governance Committee to
look at the funding issues of care homes and the involvement of the Local Authority to
improve quality.
It was RESOLVED that:
i)
ii)
16/135

the Committee noted the current performance against the CCG strategic
objectives and Quality Premium; and
approved the actions being taken to address areas of performance.

Quality Intelligence Group Terms of Reference
Andrew Singleton presented the revised Quality Intelligence Group Terms of Reference
advising that following review a number of amendments had been made. These
included strengthening the links with the Health and Wellbeing Board about co‐
ordinating engagement activity and the role of Healthwatch to collect and collate soft
intelligence about health and social care services.
It was RESOLVED that:
i)

16/136

the Committee approved the updated terms of reference for the Quality
Intelligence

Emergency Care Intensive Support Team
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Neil Bowman and Jenny Feeley attended the meeting to give a presentation on the
Mid Yorkshire Urgent Care Plan and the work of the Emergency Care Intensive Support
Team including the governance structure and work streams. Neil explained that the
delivery of the plan will be a key enabler of the reconfiguration of clinical models to
deliver the MYHT clinical strategy.
Neil advised that as part of these plans there will be changes to the roles of the
medical workforce, in particular in the Acute Assessment Unit with the development of
a care navigator role.
The Urgent Care Improvement trajectory for the current period up until March 2017
was shared for information together with details of the criteria to support surgery
Go/No Go decision making.
A discussion followed and the question of what is blocking these improvements? Neil
responded advising that improvement of the discharge process is key and it was
acknowledged that improvements in the community services also needs to happen.
It was agreed that to ensure these improvements take place it is imperative that
management support is part of the process and the Senior Management Team are
aware of any issues as they occur.
It was RESOLVED that:
i)
16/137

the Committee noted the presentation

Individual Funding Requests Update
Claire Gordon attended the meeting to present this report which details the Individual
Funding Requests (IFR) received during the period 1 October 2015 to 31 March 2016
noting that 200 requests were received and the highest number of IFRs received was
for cosmetic breast procedures.
Claire explained that as from 8 February 2016 the management and administration of
the IFR process transferred to NHS Greater Huddersfield CCG on behalf of the four
CCGs covering Calderdale, Kirklees and Wakefield.
It was confirmed that further training sessions for new IFR members will be arranged
and attendance at IFR panels will be logged.
A discussion followed and it was noted that trend analysis will continue to be
undertaken to identify any patterns in requests received. Claire mentioned Adult
Autism Assessments and it was agreed that a different approach needs to be
considered with the suggestion that a formal commissioning process could be
developed.
Claire advised that the next report will include the following areas:




costings associated with approved requests
an update on training that has taken place
review of reporting times
Page 5 of 9




update on any revised or new policies
record of IFR Panel attendances

Katherine Bryant advised that there had been a reduction in the number of complaints
received regarding the IFR process and this was good news.
It was RESOLVED that:
i)

16/138

the Committee noted the NHS Wakefield CCG Individual Funding Request
Update report for quarters 3 and 4 (2015/16)

Health and Safety Report
Roland Webb and Sue Allan attended the meeting to present the report for the period
January to March 2016. It was noted that with effect from March 2016 South West
Yorkshire Partnership Foundation Trust became the new provider for Health and
Safety support for the CCG and a programme of work has been agreed.
Following discussion it was suggested that Roland is given access to the Datix incident
reporting system regarding any health and safety incidents reported to assist in any
investigation required.
It was RESOLVED that:
i)

ii)

the Committee noted the actions taken in quarter 4 (2015/16) to ensure
compliance with relevant Health and Safety Executive legislation, national
priorities and guidance; and
noted the programme of work and issues identified for consideration.

Action: Arrange access for the Health and Safety representative to the CCG’s Incident
Reporting System when it is up and running (Pam Vaines)
16/139

Information Governance (IG) Update including Risk Stratification
Katherine Bryant presented this report detailing the activities since the report
presented in March 2016.
Katherine referred to the IG Toolkit version 13 for 2015/16 and advised that a copy of
the full details of the IG Toolkit are attached as appendix A. An IG Toolkit
improvement plan will be developed following the publication of the 2016/17
requirements.
It was noted that in support of the new data flow arrangements outlined in the report
a number of data processing agreements have been approved to facilitate mobilisation
of the eMBED business intelligence services to CCGs.
Katherine advised that the Inter‐Agency Sharing Protocol has been reviewed with no
major changes and is attached as appendix D.
A copy of the 2016/17 work programme was also shared for information.
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It was RESOLVED that:
i)
16/140

the Committee noted and approved the contents of this IG update report

Business Continuity Plan Update
Katherine Bryant presented this update advising that the Business Continuity Plan has
been updated to reflect the actions and recommendations identified when the plan
was reviewed in February 2016.
A live activation of the Business Continuity Plan was implemented on 6 March 2016
following a power failure. A report detailing the remedial action taken and the lessons
learned were copied to the Chief Officer in accordance with the plan.
Katherine advised that a team service business continuity plan template has been
developed to help determine which functions are more critical to the organisation i.e.
need to be up and running in 24 to 48 hours and a copy of the template is shared for
information. This is currently being trialled within two teams before being rolled out
across the CCG.
It was RESOLVED that:
i)
ii)

16/141

the Committee approved the revised Business Continuity Plan; and
noted the updates on implementation of Business Continuity arrangements.

Finance Report Month 1
Andrew Pepper tabled a Financial Planning and Budget booklet for 2016/17 confirming
that the plan has been submitted to NHS England. The paper includes details of:







Non Recurrent Investment
Risks & Mitigations
Running Costs
QIPP
Co‐commissioning
Better Care Fund

Karen Parkin described the QIPP programme advising that lots of work had been
undertaken by the Better Value Group and this had been reported to Clinical Cabinet.
The QIPP table was made up of both transactional schemes and improved ways of
working.
With regard to the MYHT Partnership Schemes it was acknowledged that for this
target to be achieved the CCG need to ensure that the MYHT contract does not
overtrade as the MYHT contract was a trading contract.
Referring to the MYHT contract, the question was raised following the decision to
share risks with MYHT in 2015/16 and what the risk analysis would be if this position
had not been taken. Andrew Pepper agreed to look into this and confirm.
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It was noted that the Better Value Group were currently looking at primary care and
prescribing and would be presenting the work programmes to the Clinical Cabinet.
Dr Phil Earnshaw referred to the sustainability money for MYHT and the risks involved
if not achieved. It was agreed that this would be discussed outside of the meeting.
It was RESOLVED that:
i)

the Committee noted the tabled Financial Planning and Budget booklet for
2016/17

Action: Undertake retrospective review of MYHT 2015/16 contract with respect to risk
share (Andrew Pepper)
16/142

Workforce Report
Esther Short attended the meeting to present this report which includes details on
workforce demographics, recruitment, sickness absence and mandatory and statutory
training.
A discussion followed and it was acknowledged that as well as the individual staff
member, line managers are responsible for ensuring staff undertake the mandatory
and statutory training.
The recording system for mandatory training was discussed and it was noted that
there are concerns regarding the accuracy of the information.
It was RESOLVED that:
i)

16/143

the Committee noted the Workforce Report

Minutes of meetings
The minutes of the following meetings were shared for information:
i)
ii)
iii)
iv)
v)
vi)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 17 March 2016
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 17 March 2016
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on 17
February 2016
Quality Intelligence Group – minutes of meeting held on 12 April 2016
MYHT System Resilience Group – minutes of meeting held on 15 March 2016
South West Yorkshire Partnership Foundation Trust – minutes of meeting held on
15 April 2016

It was RESOLVED that:
i)

the Committee noted the minutes of meetings
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16/144

Consider future topics for Deep Dive
Care Homes and Care provided in the home.

16/145

Any other business
None

16/146

Date and time of next meeting:
Thursday, 16 June 2016, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Agenda item: 15c(i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 28 April 2016
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Ann Carroll
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Dr Debbie Hallott
Dr Pravin Jayakumar
Jo Pollard

In Attendance:
Dr Som De Silva
Michele Ezro
Karen Parkin
Lee Beresford
Phil Smedley
Jo Fitzpatrick
Gill Pownall
Morna Cooke
Esther Ashman
Katherine Bryant
Laura Elliott
Sharon Burton
Kate Trevelyan

1

Chair
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Chief of Service Delivery & Quality, WCCG

GP, WCCG
Associate Director, Commissioning and Integration, WCCG
Associate Director, Finance and Governance, WCCG (deputising
for Andrew Pepper)
Associate Director of Strategy, WCCG (Item 5.1)
Senior Commissioning Manager, Integration, WCCG (Item 5.1)
Head of Medicines Optimisation, WCCG (Item 5.2, 5.3)
Head of Midwivery and Nursing, Women’s Services/Supervisor of
Midwives, MYHT (Item 6.1)
Senior Commissioning Manager, WCCG (Item 6.1)
Head of Strategy, WCCG (Item 6.2)
Governance and Board Secretary, WCCG (Item7.1)
Head of Quality and Engagement, WCCG (Item 7.2)
Director of Care, Forget me Not Childrens’ Hospice (Item 8.2)
Senior Management Support, WCCG (minutes)

APOLOGIES FOR ABSENCE
Apologies were received from Dr P Earnshaw, Andrew Pepper, Stephen Hardy, Dr Chris
Barraclough, Dr Tim Dean, Dr Andrew Furber

2

DECLARATIONS OF INTEREST
Declarations of Interest were noted during the meeting:
All GPs, Item 5.1 Commissioning Policy

3

MINUTES OF THE MEETING HELD ON 24 MARCH 2016

1

Minutes of the meetings held 24 March 2016 were approved as a correct record.
4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

BETTER VALUE GROUP APPROVALS

5.1

Commissioning Policy
Phil Smedley updated members on the ongoing work to define the commissioning
responsibility for WCCG that it was envisaged that a policy would be brought back each
month for review. It was noted that plastics (cosmetic surgery) was the first policy to be
reviewed and highlights included:








Commissioning policy based on NICE guidance;
Specialist Plastic surgery;
Exceptional cases were taken into account;
Current plastic policy activity, values and cost;
Prior approvals;
Lifestyle thresholds;
Y&H National position

Members commented on IFR and the NICE guidance around appropriate or inappropriate
referrals, scrutiny around IFR, the appropriate referral of a skin lesion for cancer biopsy and
the costs involved, acknowledging that the clinical procedure could be moved to the
Community with the right clinical governance and level of clinical competency in place.
Dr Brown declared interest by all GPs (in respect of benign skin lesions)
Members discussed concerns around the smoking cessation policy, BMI ratio, dataset and
clinical effectiveness based on evidence and outcome of the lifestyle threshold. Members
were also interested to know how risks around pre‐assessment would be dealt with and the
implications around ‘mandatory’ thresholds.
Lee Beresford indicated that it was a first tranche and that further policies would be
reviewed at the Better Value Group meeting.
IT WAS RESOLVED:
i)
ii)

5.2

The content of the presentation were noted; and
‘Mandatory’ thresholds were not agreed

Management of Poor Nutrition
Jo Fitzpatrick attended to present the paper which outlined the management of poor
nutrition in adults in the community and explained that a Dietician had been employed by
the CCG to challenge MYHT and GP practices working with SWYPT, MYHT, GP practices, and
networks looking at collaborative working to prove patients were getting better outcomes.
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Members discussed oral nutritional feeds and agreed that the high prescribing practices
serviced the larger nursing homes. Members felt that statistical information would provide
financial assurance but assurance was also required on appropriate selection. Members
discussed tests to define capacity and service issues. Jo Fitzpatrick commented that the 6
steps towards appropriate prescribing in line with the NICE guidance. Members were in
favour of a template letter to assist the decision making process and noted that food
fortification recipes would be available in practices to inform patients and GPs. Jo
Fitzpatrick indicated that the template letter would be shared and advised members that the
issue would be taken to the Executive Contract Board.
The recommendation were noted as
i)

Support the work currently being undertaken and the proposals set out in the
paper
 Take two feeds from prescription
 Evaluate pilot then take sick feeds off FP10

Members commented on the need to target dietitians in care homes and the NHSE
nutritional documentation on improved hydration, AKF prevention, acknowledging that a
Multi‐Disciplinary Hydration Group was being set up. Jo Fitzpatrick confirmed that when
the group was set up, there will be discussions with Stephen Hardy around patient
engagement.
IT WAS RESOLVED:
i)
ii)

5.3

Note the contents of the report; and
Support the work currently being undertaken

Waste Medicines Strategy
Jo Fitzpatrick highlighted that £3m was wasted each year on medicines not used and there
was also a safety risk around unused medicines despite numerous waste campaigns. The
issue was now on the Ways of Working modelling to be discussed at the meeting in a few
weeks’ time. Members noted that reviews would be based on:






Repeat prescribing process;
Community pharmacy ordering;
Waste issue around not being able to take order back (Ways of Working looking
at this);
Issues around illegal ordering; and
Repeat prescription system issue re inappropriate processing

The recommendation was:
i)

Supports the implementation of a waste medicines strategy across the district.

IT WAS RESOLVED:
3

i)
ii)

To note the content of the paper; and
Support for the work

6

KEY STRATEGIC PRIORITIES

6.1

Mid Yorks Maternity Update
Michele Ezro introduced Gill Pownall and Morna Cooke who attended to present this item.
Gill updated members on the background which included
 2016 service reconfiguration now on a trajectory of improvement ;
 2 stand alone Midwife led units at Dewsbury and Pontefract ;
 Mobile working with IT access;
 The Impact of:

Pertusis Immunisation service (not being delivered post 31 March 2016);

Post natal visits;

UNICEF Baby friendly accreditation re breastfeeding;

Flu vaccines
It was noted that midwives do not necessarily have the core competencies required by
national guidance to vaccinate if they are not dual qualified. Members referred to the
serious case review and noted that a robust structure was now in place to give clarity
around the safety process.
Members discussed issues around midwives signposting patients and the need for GPs to
know when patients have been redirected. Members commented on the impact to Health
Visitors with respect to the UNICEF Baby Friendly initiative and noted that this would be
discussed further by Jo Pollard in a joint accreditation meeting which was being held
tomorrow. The issue of the vaccination national guidance was noted as an issue which
could be further discussed outside of the meeting and brought back.
Members asked for formal notification in writing on the position with regard to pertussis
which would be discussed at the April ECB/EQB (28 April) in respect of the impact of the
service review. Gill confirmed that formal notification had been sent to NHS England and
that this would be shared.
Members commented on the birth rates at Pontefract midwife led unit and planned for
Dewsbury midwife led unit and were concerned that there should be sufficient capacity to
manage all deliveries across the Trust.
Members thanked Gill for the work done and acknowledged the quality improvement.
Action: Gill Pownall to share correspondence with NHS E on the MYHT position in respect
of the Pertussis Immunisation Service

IT WAS RESOLVED:
i)

to note the contents of the presentation
4

6.2

Sustainability and Transformation Plan Narrative
Esther Ashman attended and presented an update on the current position on the
Sustainabillity and Transformation Plan highlighting the vision and involvement of the
Health and Well Being Board, gaps to address, confirmation of leadership, models of care,
Vanguards, IT, Digital roadmap, data sharing for best practice and next steps which including
continued engagement to share ideas and submission challenges.
Esther indicated that an update would be brought back to keep Clinical Cabinet informed.
IT WAS RESOLVED:
i)

To note the update and contents of the presentation.

7

OTHER ITEMS FOR DECISION

7.1

Committee Annual report and Self Assessment
Katherine Bryant presented the Committee annual report indicating that there were no
areas of concern and highlighted






Improvement noted Page 5;
Clarity about the role of the committee via TOR and Committee work plan;
Quality of the Ways of Working programme to improve next year better run
agenda;
Papers to be ‘knitted’ into the workplan;
Review terms of voting for network chairs around conflicts of interest

It was agreed that Katherine Bryant and Dr Adam Sheppard should meet to discuss how to
handle the issue of conflict (for example take through Probity) to enforce Clinical models of
care which would allow clinical discussions and recommendation.
Action: Katherine Bryant and Dr Adam Sheppard to discuss the future handling
of conflicts
Members referred to the network chairs, stakeholders accessibility, and communications to
be ‘tested out’ with good news stories. Members were concerned about conflicts and
after further discussion it was thought that an independent such as Sandra Cheseldine could
be invited to attend to act as a ‘Conflicts Guardian’ which would ensure that issues were
open and transparent.
Jo Pollard referred to the analysis of attendance and asked for it to be noted that her
attendance at Clinical Cabinet had been hindered by a culmination of annual and sick leave.
It was noted that the report would be presented to Governing Body.
Dr De Silva queried his position as he was not a member and acknowledged that there was a
need for further clarity around membership.
5

IT WAS RESOLVED:
i)

7.2

To note and approve the report.

2016/17 CQUINS
Laura Elliott indicated that this was the final position on the 2016/17 CQUINS indicating that
the YAS CQUIN and Mid Yorks schemes had been agreed and everything was now included.
Members queried the early discharge pathway and Laura advised that changes had been
done in line with guidance and responsibilities.
IT WAS RESOLVED:
i)

to note the contents of the report

8

OTHER ITEMS FOR INFORMATION

8.1

Clinical Networks
Members raised the issue of Clinical Leads/Network Chairs receiving payment for
attendance at meetings. Karen Parkin indicated that she would discuss with Dr Greg
Connor.
Action: Karen Parkin to provide update on the current status of Clinical Leads/Network
Chairs payment for attendance at meetings

8.2

Forget me Not Childrens’ Hospice
Sharon Burton, Director of Care, Forget me Not Childrens Hospice attended to give a verbal
update on the background and current position of the Forget me Not Childrens’ Hospice
highlighting that it was therapy led centre rather than consultant led with specialty GP and
Nurse care providing a 24/7 service end of life (to keep children out of hospital) and respite
service. Sharon reported that funding was 6% from the Public Sector and the rest from
other donations.

Members noted the update and queried the split of families being supported in
Wakefield. Sharon responded that it was 60‐65 in Wakefield**. Members thanked Sharon
for attending and providing the update.
Members discussed the issue of funding and a possible split of support between Martin
House, Jigsaw and Forget me Not. It was agreed that Michele Ezro would investigate
further and report back.
Action: Michele Ezro to investigate the possible split of funding to enable support to
Forget me Not Childrens Hospice
6

IT WAS RESOLVED:
i)

Noted contents of the verbal update

**Post Meeting Note: Sharon Burton has advised that after checking, the actual numbers of
families being supported from Wakefield was 15. 60‐65 was the total number of smaller
referral regions representing a 1/3 cohort.
9

ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
Members agreed that the ‘Decision making protocol’ should go to Probity.

10

MINUTES FROM SUB COMMITTEE
The Medicines Optimisation Group minutes dated 21 January 2016 and 18 February 2016
were noted.

11

ANY OTHER BUSINESS

11.1

Neurology
Michele Ezro updated members on neurology especially the changes in respect of staffing
and the letter exchange between the Chief Executive MYHT and Jo Webster. It was noted
that there had been agreement to bring forward the target event from September to enable
early discussions. It was agreed that the target event should be clinically focused to engage
GPs. Members also discussed the issue of training for GPwSI.

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 12 May 2016
1.00 – 2.30 pm
Boardroom, White Rose House
Clinical Cabinet:
Thursday, 26 May 2016
9.00 am – 12.30 pm
Seminar Room, White Rose House
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Agenda item: 15c(ii)

NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday 9 June 2016, 12.00 noon – 2.30 pm
Boardroom, White Rose House

MINUTES
Present:
Dr A Sheppard
Dr C Harries
Dr A Biswas
Dr D Brown
Dr D Hallott
Andrew Pepper
Stephen Hardy

Chair, GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Chief Finance Officer

In attendance :
Chris Makin
Alix Jeavons

Senior Commissioning Manager, WCCG
Senior Commissioning Manager Mental Health, WCCG

Clare Wdowczyk

Clinical Lead, Turning Point

Jenny Feely
Dr C Bolton
Dr S Robertshaw
Dr Patrick Wynn
Michele Ezro
Dena Coe

Urgent care transformation lead, Service Development and Transformation
GP, WCCG
A&E Consultant MYHT
GP, WCCG
Associate Director, Commissioning and Integration
Minutes

1 APOLOGIES FOR ABSENCE
Apologies were received from D. P Earnshaw, Dr P Jayakumar, Jo Pollard, Jo Webster, Dr Som DeSilva,
Dr Chris Barraclough, Dr Tim Dean, Mandy Sheffield, Kerry Munday
2 DECLARATIONS OF INTEREST
It was agreed that all GPs potentially have a conflict of interest for items 5.1 and 6.4.
3 MINUTES OF MEETING HELD ON 28 April 2016 and matters arising
The minutes of the meeting held on 28 April were agreed as a true record.
4 ACTION LOG
The Action Log was reviewed and updated accordingly.
6 KEY STRATEGIC PRIORITIES

6.1 SWYPFT LD Transformation Model
Chris Makin outlined the recommendations and rationalization for proposed bed reductions at the
Horizon centre with an enhanced community service based on the Transforming Care Programme i.e. to
block purchase two beds and retain recurrent spot purchase funding for an additional bed. He also
circulated a diagram which showed the tiers of support to illustrate escalation routes. It was
highlighted that confirmation of the specification for the community service clinical models was still
under discussion and final proposed specification would be brought to the meeting on 23 June 2016 for
approval. The Service Change Assurance Process including the QIA will be overseen by the Connecting
Care Executive.
Discussion took place on the potential tangible investment which could be brought back into the
community as a result of implementation of the recommendations. Discussion also took place around
possible consequences for primary care.
IT WAS RESOLVED:
i)

To agree to the proposal to block purchase two inpatient beds in the Horizon Centre and retain
recurrent funding to spot purchase an additional bed if required.

6.2 IAPT Service Model
Alix Jeavons introduced Clare Wdowczyk from Turning Point, the organisation awarded the contract for
IAPT Service provision for Wakefield. Clare gave a presentation on the services which would be
provided, highlighting the additional service provision, e.g. anger management, couples counselling and
provision of instant assessment as well as how challenges previously experienced would be overcome,
e.g. sustaining high quality care with shorter waiting times. Key changes included multi‐referral routes
and the launch of Talking Shop centres in Wakefield, Castleford and Hemsworth.
The service would be working across public, community and voluntary sector organisations with
multiple partners and would welcome the opportunity of further engagement with GPS.
Discussion took place on communication/advertising/promoting new services.

ACTION: IAPT presentation noted and to be emailed to CC members.
6.4 Integrated ED Service Specification
Jenny Feeley, Dr Chris Bolton and Dr Sarah Robertshaw attended to present the recommendations for
changes to the service specification model for integrated ED service provision across the three ED sites.
The Adam Sheppard highlighted the difficulties and issues around the work and complimented and
congratulated the team on the high level of progress which had been made.
The proposed changes to staff provision and suggested referral route for ED patients were outlined, it
was envisaged that implementation would improve ED patient experience overall and were aligned
with the Keogh recommendations, in particular the “right person – right time” ethos.
Potential delays to the original timelines were summarized and the request for appreciation for need
for fluidity on future timelines was discussed.

Discussion took place on some of the challenges faced, in particular around workforce recruitment and
the cost implications of providing 24 hour ED provision.
It was stated that MYHT would still have governance over the 3 ED resources.
Discussion took place around patient data and IT including issues around E‐discharges and the need for
two way e‐communication across services.
Optimisation of existing staff resource (as opposed to further recruitment) and benchmark figures
nationally were discussed.
IT WAS RESOLVED:
i)

ii)

To approve the recent changes to the service specification for ‘integrated emergency
departments’ which includes standards for emergency centres and urgent care centres as per
Keogh recommendations.
To support the continued collaborative working with MYHT, in developing the staffing and
finance models for implementation of integrated ED. Recognising the assurance that work
underpinning the development is still continuing through monthly task and finish group
meetings.

5 BETTER VALUE GROUP APPROVALS
5.1 DVT Re‐design

Dr Patrick Wynn outlined the proposal and background information to support the conclusion
that the DVT project should not be progressed on the basis that the cost benefit would not be
achieved. Discussion took place on specific examples which reinforced the request and in
addition the findings that the proposed redesign would, in essence, not be viable and would
benefit a very small proportion of patients. Dr Wynn did suggest that the pathway could be
reviewed using existing equipment.
IT WAS RESOLVED:

i)

To support the non‐commencement of the case to redesign DVT services, with
consideration of whether a review of a potential redesign based on the use of existing
equipment should be undertaken in 12 months’ time.

7 OTHER ITEMS FOR DECISION

7.1 Clinical Cabinet Work Plan
Michele Ezro outlined the work plan advising the document is dynamic and adaptable and further
suggestions for inclusion were welcomed. It was clarified that the weekly Better Value Group meeting
informed future Clinical Cabinet agenda items and topics for the Work Plan.
Discussion took place on governance including conflicts of interest on Primary Care issues, escalation to
Probity Committee, methods of communicating good practice and learning and integrated ways of
working.
It was accepted that in order to comply with national guidelines the remit for Clinical Cabinet was to

scrutinize and agree clinical specifications but that contractual and procurement was not the remit of
Clinical Cabinet and was for consideration at Probity Committee.
ACTION: AS to request a comprehensive report from KB regarding Governance for future discussion at
Clinical Cabinet.
ACTION: It was requested that Executive Lead should be listed as Mel Brown or Pat Keane – not
Andrew Pepper
IT WAS RESOLVED:
i)

To agree the work plan for 2016‐17 recognising the document is fluid and any further topics for
inclusion should be sent to ME.

8 OTHER ITEMS FOR INFORMATION
8.1 Clinical Networks
This agenda item was not discussed.

8.3 CWT (Commissioners Working Together) Updates
Michele Ezro summarised the reason for dissemination of the papers and it was agreed to re‐circulate
for comments.
A brief discussion took place regarding complexities of working across both WY and SY and subsequent
overlaps. It was agreed to invite Pat Keane to make a presentation to the Board regarding working
together to better understand the “big picture”.
ACTION: Papers to be re‐circulated requesting comment no later than Friday 17th June 2016.
ACTION: Pat Keane to be invited to present on WY/SY overlap/cross/joint working at a future meeting.

9 ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
10 MINUTES FROM SUB COMMITTEE TO NOTE
Medicines Optimisation Group minutes dated 17 March 2016 were noted.

11 ANY OTHER BUSINESS
There were no further items for discussion.
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 9 June 2016 Cancelled now Clinical Cabinet which has moved from
26 May 2016.
Clinical Cabinet:
Thursday, 23 June 2016
09.00 – 12.30, Seminar Room, White Rose House

Agenda item : 15d(i)
Connecting Care Executive meeting
Thursday 14 April 2016
9.00am to 11.00am
Seminar, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Michele Ezro (ME)
Adam Robertshaw (AR)
Angela Nixon (AN)
Neil Hardwick (NH)
Dr Ann Carroll (DrC)
Nichola Esmond (NE)
John Wilson (JW)
Andrew Furber (AF)
Kevin Dodd (KD)
Jill Holbert (JH)
Jo Pollard (JoP)
In attendance:
Martin Smith (MS)
Katherine Bryant (KB)
Jon Parnaby (JP)
Sharon Wallis (SW)
Alison Critchell (AC)
Esther Ashman (EA)
Janet Wilson (JaW)
Helen Sweaton (HS)
Lynne Precious (LP)
Hameda Lane (HL)
Michelle Domoney (md)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Associate Director, Commissioning and Integration, WCCG
Finance Manager, Strategic Projects, WCCG
Group Finance Manager, Adults, Health & Communities, WMDC
Group Finance Manager, Children’s and Young People, WMDC
GP Board Member, WCCG
Director, Healthwatch
Director of Children’s Services, WMDC
Director Public Health, WMDC
Chief Executive, WDH
Service Director for Strategy and Commissioning, WMDC
Chief of Service Delivery and Quality, WCCG

Programme Manager, Connecting Care and BCF Lead, WCCG
Governance and Board Secretary, WCCG
Project Manager, Connecting Care, WCCG
Programme Manager, Connecting Care, WCCG
Principle Commissioning Officer, WMDC
Head of Strategy, WCCG
Public Health Principle Support, Health & Wellbeing Board
Service Director Integrated Locality Working, Children’s Services,
WMDC
Pharmacist, MYHT
Associate Director Pharmacy, Patient Care Services, MYHT
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Webster and Dr Adam Sheppard submitted their apologies.

2.

Minutes from 10 March 2016 meeting:
The minutes were accepted as an accurate record after a minor
amendment was noted on page 10 regarding an incorrect spelling of Vicky
Mabin’s name. The CCE also requested a Bromley by Bow update is given
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at the next meeting.
3.

Action Log:
Reviewing the action log, in addition to the updates detailed, the following
updates were given:
 20151210‐061: The Urgent and Emergency Care Vanguard update has
been deferred until May 2016 following notification its Value Based
Proposition (VBP) Budget has reduced from a requested £30m to £2m;
 20160211‐007: The Section 256 variance has been completed and
signed. Action now resolved.
All remaining actions are underway or on the agenda for discussion.

4.

Committee Annual Report and Self‐Assessment:
Introducing the supporting report, KB advised an annual report for all
meetings which report to Wakefield Clinical Commissioning (WCCG)
Governing Body is required as part of WCCGs Annual Governance
Statement. KB outlined the contents of the report to the CCE.
The CCE welcomed the annual report noting it provides internal and
external assurance in terms of integration and was a testament to the
amount of work everyone has achieved over the last 12 months.
Discussing membership, JW advised HS was in an interim role and
suggested KB may wish to change how this is reflected. It was further
suggested members are reminded of the governance structure in terms of
how the CCE relates to difference committees. ACTION: Structure to be
circulated with meeting papers.

5.

MB/md

FOR DECISION: Better Care Fund Narrative for Submission 21 April 2016:
Following discussions at March’s CCE meeting, MS and MB advised the
supporting paper provides a draft narrative plan for the Better Care Fund
(BCF) submitted on 21 March 2016; adding:
 NHS England (NHSE) provided a guidance structure and key lines of
enquiry document. These have been used to structure Wakefield’s BCF
plan, however the official assurance status document is yet to be
released;
 134 key lines of enquiry required a response therefore a view was
taken to keep the BCF plan as short as possible and capture the work
Wakefield are already doing;
 There will be an opportunity to revise the BCF plan before the next
submission on 3 May 2016;
 Some areas were identified by NHSE that required further work were:
o Dementia;
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o Information Governance;
o Delayed Transfers of Care;
o Risk share. NHSE guidance states if there is confidence regarding
non‐electives being achieved, a risk share arrangement is not
required, however it is believed NHSE will wish all BCFs to enter into
such an arrangement, therefore if Wakefield wish to proceed
without this in place, a very strong narrative will be required.
The CCE were asked to approve the BCF plan for submission on 3 May
2016 and consider risk share arrangements.
Discussing the information presented, the CCE noted the areas to be
developed; advising most are part of an ongoing process which is
continually developing and suggested Wakefield’s stance regarding not
implementing risk share arrangements should remain for the time being
due to the confidence that non‐elective targets can be met via other
methods.
The CCE also discussed capturing patient experience data noting it has
proven difficult for Public Health to match data to individuals in care
homes. In discussion AF advised issues regarding Information Governance
were a national problem, however locally work has been undertaken to
find a resolution and conversations are to take place between Public
Health and WCCG Caldicott Guardians to try and find a way forward. It
was suggested this issue should be raised with NHSE as part of Wakefield’s
STP submission; particularly considering NHSE have asked for details on
any potential barriers which may prevent delivery.
The CCE noted the steps being taken locally to resolve this issue and
suggested if Public Health are unable to view the data, then other
solutions need to be identified. DrC advised some care homes are now
eligible to use SystemOne and suggested consideration be given to how
that information can be captured; believing that some of the care homes
involved in the LEAF studies are now going to be on SystemOne .
Advising on some difficult relationships in other parts of West Yorkshire
and Yorkshire and Humber in producing BCF plans, AB thanked all those
involved in developing Wakefield’s BCF plan and the processes which have
been followed to get to this stage. AB also confirmed processes are in
place for final sign off by the CCE Chair and Vice Chair.
6.

FOR DECISION: ICES Pressure Care Project Update:
Noting previous reports have been presented to CCE regarding the ICES
Equipment project, AC talked the CCE through the details of the
supporting paper detailing the progress to date including training being
undertaken, implementation of a new pressure care ordering tool and
3

CQUINS to help Providers meet targets.
The CCE noted the real progress made, the new operating procedures now
in place which have been approved by all involved and thanked all those
involved in getting to this stage.
In discussion, SW noted the next stage is roll out to ensure all staff
understand the new processes; advising this will be undertaken in a
phased and collaborative approach to achieve full awareness and
implementation.
The CCE discussed how long it will take for staff training to be completed
and if IT systems are co‐ordinated in terms of ordering equipment.
Discussing how long it would take for training to be completed to have a
positive impact and if there are plans for IT systems to be co‐ordinated in
terms of ordering equipment, the CCE were advised:
 All Community Nurses should have completed their training by late
May. Training will include the new standing operating procedure and
new mattress training. Tissue Viability Nurses (TVN) will also use this
training as an opportunity to promote prevention methods;
 The Tissue Viability team will undertake training within MYHT on a
phased approached in line with other work taking place. It is
recognised this will be a culture change and will go beyond May 2016;
 Equipment ordering is currently undertaken via a single point of
contact (SPOC). For both MYHT and Community, ordering will be made
via a risk based approach and a separate IT system, however the
intention moving forward (as training roles out in the Acute Trust) is to
stop using SPOC and order direct;
 A series of ‘gatekeepers’ are in place at different stages in the
equipment ordering process to ensure equipment is ordered correctly
and appropriately.
7.

FOR DECISION: ICES Service Specification:
Referencing the supporting paper, JP talked the CCE through the
background, methodology, references and considerations to be applied
following the development of a revised ICES service specification.
The CCE were asked to consider the Service Specification in two ways:
 To approve the Service Specification as presented with its additional
and financial considerations or
 Due to current budget pressures, to approve to amend the Service
Specification to reflect the service as currently commissioned.
The CCE acknowledged the amount of work involved in developing the
draft service specification. ACTION: AB and JW to discuss contributions

AB/JW
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Adult and Children Services outside of the CCE and look to provide a
response for full reflection in the Service Specification.
The CCE discussed the nature of the urgent response and 24/7 365 day
provision and suggested given the support this provides to the wider
system, this was something to be worked towards, however it was noted
that neither WCCG or WMDC have the required financial resources
available to provide such a service and therefore consideration would
need to be given to see if budgets could be reconfigured.
The CCE discussed the provision of children’s equipment following Greg
Fell’s report documenting a possible delay in providing equipment to
children due to possible budgetary factors. In discussion a request was
made that whatever service was put into place, children are not left
waiting longer than is reasonable for equipment.
A possible 4 hour response service was also discussed in terms of the cost
benefits of providing the service against the delay in discharges if a 4 hour
service was not implemented. In discussion it was suggested a cost
benefit analysis is undertaken and possible implications of not supporting
a 4 hour response be identified. MB advised a review is taking place at the
moment on SRG funding and an update can be provided upon completion,
however MB confirmed WCCG are committed to fund the Out of Hour
Service for the next 6 months. ACTION: Update on non‐recurrent funding MB
to be provided upon completion of SRG funding review.
The CCE agreed Ian Campbell and WMDC can apply the Service
Specification to the ICES service with the exception to the 4 hour response
and 365 day elements at this point in time with a further review of the
service specification and these elements at a later date.
8.

FOR DECISION: Developing Sustainability and Transformation Plans:
EA provided an update on the development of Wakefield’s Sustainability
and Transformation Plans (STP) advising:
 The process involves a series of progress checkpoints; the next being
15 April 2016 which will provide assurance to NHSE Wakefield will get
to an agreed point of completion by June 2016;
 The April checkpoint asks for 2 questions to be answered via a 10 slide
PowerPoint presentation (PPP):
1) What leadership decision making processes and supporting
resources are in place to make progress?
2) What are the main areas of focus and big decisions to be made as a
system to drive transformation?
 Between West Yorkshire CCGs and Local Authorities, it has been
agreed STP plans will be on a local Health and Wellbeing Board (HWBB)
level, however local plans need to recognise interdependencies across
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each of the 6 STPs in West Yorkshire and beyond;
 Priorities for commissioning at a West Yorkshire level are:
o Cancer;
o Mental Health;
o Urgent and Emergency Care;
o Specialised Commissioning.
 The 6 STPs will be submitted to NHSE collectively with a narrative
describing:
o Governance and SRO arrangements;
o How the 3 gaps (Care and Quality, Health and Wellbeing and
Finance and Efficiency) will be met (including Wakefield’s priorities
as described in the HWBB strategy, enablers and new models of
care and estates);
o What support Wakefield would like to the following 4 questions:
1) What regional/national support is required to develop
Wakefield’s plan;
2) Details of national barriers/actions to be taken to support STPs;
3) Areas of good practice;
4) Any other key risks which may affect Wakefield’s ability to
develop and implement an STP.
The CCE were asked to provide details of any support areas to be
expressed in the submission as soon as possible.
Discussing the information provided including the connections between
Wakefield and West Yorkshire submissions, if Wakefield would be able to
have sight of the wider West Yorkshire STP plan, who is leading the West
Yorkshire STP and if there were any known gaps within Wakefield’s
submission. In discussion, the CCE were advised:
 JoW is leading the West Yorkshire STP submission. EA understands the
current draft has been circulated to all accountable officers to review
before submission;
 Wakefield have been provided with some common text to be included
as part of the West Yorkshire slides which will also go into each of the
HWBB placed STPs;
 Deep dive sessions are being held at a West Yorkshire level on each of
4 priorities and have been attended by each of the 6 STP planning
leads. Additional sessions are being held to ensure linkages between
different plans;
 In terms of possible gaps, the outcomes from the Single Version of the
Truth (SVotT) are still pending. In addition, a HWBB Development
session is being held on 26 May 2016 which will begin to review the
results of the SVotT. It is anticipated this will highlight some gaps
which will need to be addressed.
In discussion AB noted at a recent West Yorkshire wide meeting, there was
a strong message from both local government and NHS colleagues, a
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desire to strengthen the inclusion of Children and Young People at a West
Yorkshire level. This is currently being addressed with consideration being
given to what is to be articulated at a West Yorkshire level.
Discussing barriers, the CCE highlighted Information Governance and
sharing of data to assess and evaluate progress with integration as an
issue for inclusion.
Children’s JSNA was also discussed following a suggestion that both
groups joined together, however concern was raised that would reveal a
historic gap in thinking. The CCE discussed the merits of merging both
JSNA groups, making no changes and the possible risks of both. It was
suggested this is picked up at the development day for further discussion
and review.
Discussing possible items to support the plan, MB suggested access to
capital which will help Wakefield improve its Information Management
systems and bring IMT systems together. In discussion the CCE were
advised £200m had been allocated to an innovations fund and considering
the different information systems within Children’s Services and current
governance arrangements, it was suggested a conversation takes place at
the Integrated and Strategic Adult and Children and Health IT Board
regarding whether something can be put together. The CCE agreed to this
suggestion with the inclusion of Richard Main (RM). ACTION: Discussion
RM/JW
regarding innovation funds to be had at Integrated and Strategic Adult and
Children and Health IT Board with RM involved.
9.

FOR DECISION: Early Help Strategy:
Referencing the supporting papers, HS asked the CCE to provide
comments on the information provided before the beginning of May 2016.
HS talked the CCE through the Early Help Strategy and the Multi Agency
Continuum of Need of which both are presented in draft form prior to sign
off at the Safeguarding Children’s Board in June 2016.
HS highlighted the contents of the partnership pledge as detailed on page
8 of the supporting paper; advising the items listed are those which
children’s and families expect to receive from services and which all
agencies within the Wakefield Together Partnership are expected to sign
up to. HS acknowledged there will be some implications on some services
including those which are commissioned and asked the CCE for feedback
on any implications.
HS added the Continuum of Need consultation is taking place at the same
time due to some confusion regarding agencies responsibilities. As a
result, practitioner guidance has been written which clearly defines who is
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responsible and what actions agencies are expected to take in order to
provide early help and specialist support to children and young people.
HS asked the CCE to also consider disabled children and children with
special educational needs; adding there is a separate educational
threshold matrix to which practitioner guidance is also being developed.
The CCE were asked to consider if these specialist groups should be
included within the strategy presented; noting there will be some children
within this remit receiving help who are not currently documented.
The CCE discussed the information presented and the engagement
process which is now being conducted to ensure all agencies are aware of
the strategies. In discussion, HS confirmed a separate formal
communication has been issued to MYHT and SWYPFT; adding they were
involved in the initial engagement and documents and as part of this
engagement, there are some public events which are going to take place
together with direct communications with key individuals in those
agencies. HS noted some difficulty in communicating with front line
practitioners and asked CCE for any support in obtaining that access. In
discussion, it was suggested the Chief Executives and Directors of Nursing
of these organisations are written to in order to achieve the level of
engagement required; also noting that a formal response will be needed in
terms of what they are signing up to.
The Voluntary Sector was also discussed. HS acknowledged this sector is
not reflected in the strategy or action plan though some initial
conversations have taken place with Alison Haskins and Emily Castle (EC)
and some specific engagement events have been scheduled. HS
acknowledged the benefits of having lots of different voluntary
organisations within Wakefield, however expressed concern regarding
physically visiting all of them (though EC has offered to assist with this in
terms of the ones who have signed up to Young Lives) and therefore asked
the CCE for suggestions on how to communicate with Voluntary Sector
organisations on a wider scale.
Acknowledging the work taking place regarding the development of a 5
year STP which will include (amongst other things) early year priorities for
Wakefield and West Yorkshire, AB noted a future opportunity to review
how all the different elements of individual organisational plans can align
and consider the relationship between investment in early years,
outcomes and financial benefits if a whole system view was taken and
what are the longer term strategic shifts to be achieved. HS advised this
would be welcomed.
ME asked how Children’s Services can become a refocused priority for the
HWBB. AB suggested this is picked up outside of the meeting; suggesting
it could be a topic for discussion at a future HWBB development session.
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AB noted by the end of June 2016 (amongst others) the early help strategy
will be approved, the STP will be completed and the final BCF for 2016/17
would have been submitted and suggested some reflection may be
required to consider if all partners are clear on the long term direction of
travel and changes to be implemented to drive the required changes.
10.

FOR DECISION: Pharmacy Connecting Care Team Activity and Outcomes:
Introducing the supporting paper, HM and LP advised clinical pharmacy
services were introduced into the community as a projected in February
2014 in Network 2 before expanding in 2015 to cover the whole of the
Wakefield District, its 40 surgeries and 3 hubs.
HM talked the CCE through the details of the supporting paper;
highlighting the percentage increase in adherence to the number of
medicines prescribed and next steps including:
 Referrals criteria to be considered including where referrals can be
received and expansion in terms of new and repeat referrals;
 Review revolving door patients and those with high admission rates to
see how these patients can be deliberately targeted;
 How to move the model forward following the implementation of a
framework, criteria and KPI’s.
Discussing how referrals are received in the hubs, the CCE were advised
Pharmacists do sit directly with the other services and referrals are taken
internally from members (in the same way as other services do) via a
contact document in addition to accepting referrals via SPoC or direct
from MYHT Pharmacy colleagues.
In terms of Care Homes, LP advised at the very beginning of the service
introduction, patients from Care Homes were not excluded with some
reviews being conducted at the request a GP, however there was no
further development. HL added if a request was received, a pharmacy
review would not have been refused, advising from a service perspective,
patients who would benefit from a pharmacy review the most need to be
targeted, regardless of their location and therefore would be keen to see
the service develop within Care Homes. ACTION: Meeting between MB,
HM and LP to take place following the outcome of the Care Home
Vanguard funding for 2016/17.

MB

The CCE discussed linking to the MCP Vanguard Pharmacy First
programme. HL confirmed a link has already been made and a further
meeting is taking place before the end of April to consolidate those links
to avoid duplication.
11.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting:
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Referencing the supporting paper, AR talked the CCE through the position
as at end of February 2016; advising:
 The closing position of the 2015/16 BCF is expected to be as
anticipated at £41.7m;
 ICES overspend has reduced to approximately £750k.
AB acknowledged the work and challenges partners have faced in pooling
budgets and on behalf of the CCE, thanked colleagues who have been
reviewing services and to financial colleagues who have reported and
monitored the BCF throughout the year. MB added an internal BCF audit
has taken place and the outcome report from that audit has been very
complimentary in the way the CCE have led on the management of the
BCF, the financial reporting and joint working on the BCF plan.
12.

FOR DISCUSSION: Joint Legacy Reserves:
The CCE noted the position of the Joint Legacy Reserves.

13.

FOR DISCUSSION: Update on Vanguards including impact on reduced
funding envelope for both Vanguards:
The CCE agreed to note further discussions are to take place following
recent financial announcements and the supporting paper is at a moment
in time.

14.

FOR ASSURANCE: Vanguard Delivery Board Actions:
This agenda item was noted for assurance.

15.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items of interest were raised.

16.

FOR INFORMATION: Connecting Care Project Management Documents:
Both the Risk Log and Highlight report were noted for information.

17.

Any other Business:
No items of other business were raised.

18.

Date and Time of Next Meeting:
Thursday 12 May 2016, 9.00 to 11.00am, Seminar Room, White Rose
House
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Agenda item : 15d(ii)
Connecting Care Executive meeting
Thursday 12 May 2016
9.00am to 11.00am
Seminar, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Michele Ezro (ME)
Adam Robertshaw (AR)
Angela Nixon (AN)
Dr Ann Carroll (DrC)
Nichola Esmond (NE)
John Wilson (JW)
Andrew Furber (AF)
Jill Holbert (JH)
Jo Pollard (JoP)
Andrew Pepper (AP)
Dr Adam Sheppard (DrS)
In attendance:
Jayne Gilmour (JG)
Dr Tom Jackson (DrJ)
Chris Makin (CM)
Sharon Wallis (SW)
Anna Middlemiss (AM)
Michelle Domoney (md)

Director of Adults, Health and Communities, WMDC
Director of Commissioning and Integrated Care, WCCG
Associate Director, Commissioning and Integration, WCCG
Finance Manager, Strategic Projects, WCCG
Group Finance Manager, Adults, Health & Communities, WMDC
GP Board Member, WCCG
Director, Healthwatch
Director of Children’s Services, WMDC
Director Public Health, WMDC
Service Director for Strategy and Commissioning, WMDC
Chief of Service Delivery and Quality, WCCG
Chief Finance Officer, WCCG
Assistance Clinical Chair, WCCG

Interim Project Lead, Learning Disability Transformation,
SWYPFT
SWYPFT
Senior Commissioning Manager, WCCG
Senior Commissioning Manager, WCCG
Deputy Director Public Health, WMDC
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Webster (JoW), Kevin Dodd and Neil Hardwick submitted their
apologies.

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 14 April 2016 meeting:
The minutes were accepted as an accurate record.
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4.

Action Log:
Reviewing the action log, in addition to the updates detailed, the following
updates were given:
 20160414‐015: JW confirmed a brief conversation has taken place
regarding Adult and Children Services contributions to the ICES Service
Specification.
AB advised there is acknowledgment the overall ICES financial
challenge requires addressing and following the release of guidance
regarding capital allocations for the Disabled Facilities Grant, a review
is being undertaken to determine any flexibilities with capital. AB
added he would like to offer a clear position by the end of quarter 1.
AN commented the ICES budget is being assessed to break it down into
fixed and variable costs for further review by the end of quarter 1. MB
added a bid has been made with NHS England (NHSE) regarding
pressure care products which may provide further capital.
 20160414‐017: JW confirmed discussions are not required; advising
the Innovation Fund for DFE is specifically focused on children currently
in social care.
All remaining actions are underway or on the agenda for discussion.

5.

DECISION: Provision of Wellness Services to the staff of Wakefield’s
Public Sector Workforce:
MB advised, following discussion at Health and Wellbeing Board (HWBB) it
has been proposed to commission a Wellness Services to Public Sector
staff, MB presented details of the project to CCE for approval.
Talking the CCE through the details of the paper, MB clarified, of the
£181k from legacy resources to the CCG, £90,146.80 is to be used for
Spectrum to deliver this over the next 2 years.
The CCE discussed the project; feeling all organisations should support the
pilot for it to work to ensure the health and wellbeing of staff.
The CCE noted the report and approved funding for the project, with
funding coming from WMDC legacy innovation funds.

6.

DECISION: Joint Commissioning Framework:
Advising the supporting paper reflects comments raised at April’s Joint
Commissioning session where an initial draft was presented for discussion;
MB advised the framework:
 Highlights commissioning principles;
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Links to other plans within the district;
Highlights key priorities;
Details work undertaken in joint commissioning areas;
Is an evolving document.

Discussing the framework, AP advised the Finance Resource and Business
Group (FRBG) have discussed Wakefield’s Business Rules as part of
discussions with Price WaterHouse Coopers (PwC) regarding Manchester’s
development to an Accountable Care Organisation (ACO). The PwC
reflected Wakefield’s Business Rules will require development, therefore
the FRBG are to review the business rules and suggested, once this has
been completed, they are included as part of the Joint Commissioning
Framework.
Reviewing the document the CCE suggested:
 Complex care for children is added to pathway review development for
Children and Young People 2016/17 (Pg13);
 Transition and Risks for Transition for Children and Young People,
including children with complex care and learning disabilities, should
be included either in this or Adult Learning Disability documents;
 An indication the document is iterative and subject to reviews should
be added;
 The document is circulated wider than WCCG and WMDC for
comment; particularly to voluntary and community sector colleagues;
 Inclusion of commissioning contracting models, approaches to the VCS,
social values etc. and how that links to the commissioning approach.
The CCE approved and agreed:
 The framework was an excellent starting point;
 Other colleagues should be given the opportunity to review and
comment before becoming the final document to guide
commissioning;
 The final version should be presented at HWBB; with consideration to
Better Care Fund (BCF) and Transformation Plans to allow the HWBB to
see the totality of what the CCE are doing and how.
7.

DISCUSSION: SWYPFT Transformation Proposals:
Introducing the presentation on the Learning Disability Transformation
Programme (LDTP), ME welcomed DrJ and JG to the meeting, advising
both have been working very closely with CCG and WMDC colleagues on
developing this model; adding it has been agreed with SWYPFT that a
Service Change Assurance Process (SCAP) and Quality Impact Assessment
(QIA) will also be completed to emulate the work already undertaken with
MYHT as part of their service reconfiguration.
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DrJ gave a presentation on the Transformation of Specialist Adult Learning
Disability Health Services proposals, noting the:
 Key drivers for change;
 Primary objectives;
 Model for Learning Disability Services;
 Key changes for Wakefield; and
 Key future steps.
DrJ highlighted the implementation of a Specialist Community Learning
Disability Health Team and the management of its staff; advising this
would be a significant change; one which is not universally agreed with.
During the presentation the CCE noted the need to reflect support for
carers in the model and effects of those residing with or close to elderly
relatives or living in care homes. CM confirmed support to carers and
family would be a key part of the transformation plan. In terms of Carers,
JoP suggested the following should be reflected; those who have ongoing
support to prevent breakdown and those who are not regularly supported
and reach crisis point. CM confirmed both would be covered by the role
of the enhanced service.
Discussing the presentation, the CCE noted some concerns regarding the
model and assurances with model and implications for wider integration,
particularly with the upholding of the Connecting Care principles (adopted
by all agencies across the district) and the work undertaken over the last
18months to improve the integrated care agenda. Due to these concerns,
it was suggested further conversations need to take place between WMDC
and SWYPFT regarding the model moving forward.
Asking why nursing and care elements were not going to be joined
together, DrJ explained the thinking behind the proposal; advising:
 Nursing and multidisciplinary team activity was problematic;
 A joint review with WMDC and CCG highlighted current practice was
not working and required addressing;
 The suggestion was to move ‘the line’ between the agencies and set up
very robust forums and processes between the two.
Noting the items raised, AB suggested further discussion was required on
the problems identified and if the model presented was the right model to
tackle the problems; noting the problems CCE have already identified (lack
of management clarity, accountability etc.) are problems which the CCE
are collectively trying to eliminate through the current integration
arrangements. ME confirmed the intention of the SCAP and QIA is to
address and question these issues raised.
Following discussions regarding phasing the changes, integration, how to
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deliver changes in the most efficient way, how SWYPFT should respond
when providing services in different locations of West Yorkshire with
strong integrated arrangements, development of the local provider and
budget reductions, the CCE reviewed the recommendations as described
in the supporting paper after JG advised the Learning Disabilities
Transformation Board at SWYPFT will require confirmation on if the CCE:
a) Are happy for plans to be progressed to manage staff within integrated
health teams and then have discussions regarding integration longer
term, or
b) Require more discussion to take place before proceeding any further.
AB advised WMDC supports the direction of travel described, however
further clarification is required on some of the wider implications of
current agreements between WMDC and SWYPFT and cannot proceed
without clarity on a number of issues which WMDC are taking advice at
the moment. In view of this WMDC would like further discussions to take
place with SWYPFT and AB will pick this up with Rob Webster when he
commences his role as Chief Executive.
MB advised at this stage, until the local SCAP has been completed, CCE
supports the direction of travel in principle however cannot fully approve
this model. MB acknowledged there is lots of work in progress, however
WCCG would also like the conversations between WMDC and SWYPFT to
be concluded before formally approving the proposals.
ACTION: WMDC and SWYPFT discussions to takeplace at pace.
8.

AB

DISCUSSION: Intermediate Care: Next Steps:
Advising her presentation will also be given at Meeting the Challenge
(MtC) Transformation Programme Executive Group (TPEG) meeting on
Friday 13 May 2016, SW gave a presentation on the proposed transfer of
use of Pontefract Intermediate Care Beds advising on:
 Background and context;
 Results from a deep dive held in April 2016;
 The proposal;
 Progress made this month;
 Key considerations moving forwards.
SW added:
 On 9 May 2016 MYHT agreed to transfer an initial 12 beds from
Pontefract in September and the remaining 30 beds by March 2017;
 Beds at Queen Elizabeth and Hemsworth Park are to become the only
intermediate care beds moving forwards.
The CCE discussed system resilience and MYHT failing to meet
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constitutional targets due to congestion (though these are being worked
through) after concerns were raised regarding how the proposals
triangulate to the reduction of the acute bed base, if resilience has been
considered moving forwards (particularly during winter pressures) and if
the proposals have been stress tested. SW advised:
 Large scale fully integrated acute system plans are in place;
 Joint working with the Ward Based Discharge Planning model is taking
place together with numerous ward based initiatives (with emphasis
on delayed transfers of care);
 14 day plus is proactively being managed;
 Discharge teams are working on levels and in different teams.
In discussion, ME advised in addition to Kerry Munday leading on the
Nursing Review and SW leading on Intermediate Tier Review, ME has been
asked to lead on the Therapy Review and suggested a piece of work takes
place in terms of bed reductions , the impact on therapies and what
additional capacity is required to ensure all the changes work.
DrC gave her agreement to the direction of travel, however advised the
Care Home sector is not ready to pick up intermediate care, adding
following a visit to Hemsworth Park, although it is a very good care home
and one of the best in the area with ‘step down’ beds, there is currently
no secondary care medical support to those ‘step down’ beds (though this
will change in the future) and there is currently no means of conducting
regular patient reviews besides via the Care Home Vanguard MDT team
offering support where they can.
Discussing these concerns, it was suggested alternative thinking is
required in terms of future commissioning from residential and care home
sectors and in view of the Care Home Vanguard, it was suggested these
discussions take place at pace with consideration given to following a
Frickley Mews model.
9.

DISCUSSION: West Yorkshire Urgent and Emergency Care Vanguard:
Following some background on the West Yorkshire Urgent and Emergency
Care (WYUEC) Vanguard, DrS provided an update advising:
 The final funding allocation is pending though is expected to be circa
£2.1m for the whole of West Yorkshire (the initial bid was £30m);
o 4 workstreams are in place; Hear, see and treat, Primary Care,
Mental Health and Acute Care Pathways;
 An Urgent and Emergency pathway for patients is to be developed for
implementation at the end of March 2017. This primarily will be an
integrated pathway in terms of 111 and outpatient bookings into
Primary Care throughout the system and will include the development
of a clinical advisory service, for which work has already started;
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 A quarter 4 assurance process for the first Value Based Proposition
(VBP) recently took place with NHSE at which discussions regarding
how financial resources are being spent were held;
 If £2.1m is the allocated resource, it is anticipated this will be
accelerated for Keogh with STP monies used to move forward across
West Yorkshire to develop what is required.
10.

DISCUSSION: Learning from International Models of Care:
Following a request from JoW to review international and local integration
evidence, AM gave a presentation detailing her findings from 6 national
and international models who have all developed population level
interventions which have improved outcomes. AM presentation asked the
CCE to consider:
 What business are we in?
 The right leadership, specifically:
o System leadership: setting aside own organisations priorities and
consider system wide priorities and reaching out to primary care
and GPs in localities;
o Place based leaderships: moving towards placed based leadership
and considering the person in the community, at home rather than
just the person ‘sat in front of you’;
 What works in a neighbourhood/place;
 Support independence leverage informal networks;
 Feedback from Wakefield Carer’s interviews;
 Person centred approaches;
 Intelligent use of ICT and data;
 Skill mix; AM gave a note of caution advising evidence shows early
senior review in A&E rather than the traditional system, reduces
medical inpatient admissions by 12% and admissions by acute medical
assessment by 21%; therefore suggesting more senior, higher trained
people will save money;
 Community Provider models.
Discussing the Connecting Care Evaluations, AM advised no GP interviews
have yet taken place, however the evaluation has shown communication
with GPs needs to improve. In addition, acknowledging GP time is limited
and something needs to be developed to allow GPs time to become
system leaders in their localities/place, AM suggested GPs are given place
based roles to conduct system leadership and practice engagement.
Discussing the presentation and the questions raised, AB suggested some
reflection takes place over the coming months to consider the questions
raised and that a ‘summer summit’ is held with CCE and Connecting Care
Health and Social Care Partnership (CCHSCP) members to discuss and
review further. Discussing this suggestion, MB advised (subject to a
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successful bid) support from Dartmouth Institute may be may be available
to support some place based time out to consider those questions.
ACTION: Dartmouth Institute bid to be made. ACTION: Summer summit
to be organised with CCE and CCHSCP members.
11.

MB
MB

DISCUSSION: Bromley by Bow Update:
This agenda item was deferred.

12.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting:
AR confirmed the year end has been closed off with a reported BCF of
£41.587m (slightly less than initial projection of £41.693m) which reflects
more cost efficiencies were made despite some cost pressures.
AR also presented a paper disclosing what WCCG proposes to include in
the CCG’s accounts as a memorandum and talked the CCE through the
detail presented. AR confirmed there is no overspend to disclose. AP
added as the paper presented will form part of WCCGs accounts, it will
become a public document.
On behalf of the CCE, AB thanked colleagues for all the work that has been
undertaken throughout the year.

13.

FOR DISCUSSION: Joint Legacy Reserves:
AN advised the paper presented details the final year end position and
talked the CCE through the key details concerning Care Act Funding, ICES
Funding and Transfer to WCCG as agreed in March 2016.

14.

FOR DISCUSSION: Update on Vanguards including impact on reduced
funding envelope for both Vanguards:
This agenda item was noted for assurance.

15.

FOR ASSURANCE: Vanguard Delivery Board Actions:
This agenda item was noted for assurance.

16.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items of interest were raised.

17.

FOR INFORMATION: Connecting Care Project Management Documents:
Both the Risk Log and Highlight report were noted for information.
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18.

Any other Business:
No items of other business were raised.

19.

Date and Time of Next Meeting:
Thursday 9 June, 9.00 to 11.00am, Seminar Room, White Rose House
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Agenda item: 15e(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 21 April 2016
Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Hany Lotfallah
Dr Greg Connor
Jo Webster
Andrew Pepper

Lay Member
Lay Member
Secondary Care Consultant
Executive Clinical Advisor
Chief Officer
Chief Finance Officer

In Attendance:

Nichola Esmond
Katherine Bryant
Gemma Reed
Cllr Pat Garbutt

Healthwatch Representative
Governance and Board Secretary
Minute Taker
Health and Wellbeing Board
Representative
Research Fellow, University of
Manchester

Dr Imelda McDermott

16/01

Apologies
Apologies were received from Stephen Hardy, Jo Pollard, Pat Keane, Mark
Jenkins, Catherine Wormstone and Kathryn Hilliam

16/02

Welcome and Introductions
Rhod Mitchell welcomed everyone to the meeting.

16/03

Declarations of Interest
Cllr Garbutt declared an interest in relation to item 16/10 co commissioning
update. This item includes an update regarding Orchard Croft Branch Closure as
Cllr Garbutt is a member of the Health and Wellbeing Board and Council Cabinet
where this has also been discussed there. The Chair determined Cllr Garbutt can
partake in the discussion.

16/04

Minutes from meeting held on 22 March 2016
The minutes from the meeting held on 22 March 2016 were agreed as an
accurate record.

16/05

Actions from meeting held on 22 March 2016
There were no actions from the meeting held on 22 March 2016.

16/06

Matters Arising
There were no matters arising.
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16/07

Probity Committee Annual Report
Katherine Bryant presented the Probity Committee Annual Report for 2015/16
outlining a summary of the activities of the Probity Committee throughout the
financial year 2015/16. The report provides assurance about the effectiveness of
the Committee and that the Committee has complied with its terms of reference
and fulfilled its duties.
Katherine confirmed that there were no areas of concern.
It was RESOLVED that the Probity Committee:
(i) Note the committee recommend the annual report to the Governing
Body.

16/08

NDF Scrutiny Panel – Q4 Report
Dr Connor presented the final report of the NDF to the Probity Committee. It
was noted that thirty eight practices have met or exceeded the KPI target for
additional clinical activity in Q4. One practice has achieved the Q4 target but
failed to deliver its remediation plan from Q3; this practice had not received the
£0.75 per patient for Q4 so no clawback is required. One practice has failed to
achieve its Q4 target although it has overperformed in all previous quarters.
Overall practices have provided 35,514 additional patient contacts in Q4. The
total additional patient contacts provided by practices in the two years of the
NDF to 31 March 2016 is 280,328.
Thirty nine practices have achieved the care planning KPI for Q4 and one practice
has not. All forty practices have achieved the other KPIs for Q4.
The Committee congratulated practices for their excellent work in achieving the
NDF and providing 280,328 additional contacts.
It was agreed that rather than carry over any activity into a new scheme as
suggested by the Scrutiny Panel that Dr Connor would assess the proportion of
underachievement by Patience Lane and make an appropriate deduction from
the £0.50p KPI payment.
It was RESOLVED that the Probity Committee:
(i) Approved the report of the NDF Scrutiny Panel.

16/09

Additional Patient Access Contract
Dr Connor outlined that practices which are satisfactorily delivering the
Wakefield Premium Practice Contract are eligible for the Additional Patient
Access Contract. Each participating practice must provide additional patient
contacts. Practices are required to identify extra capacity which has been
provided.
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It was noted that two practices excluded from this scheme are King Street
registered list and Park View Surgery because they are practices with APMS
contracts. Performance management arrangements will continue in line with
the previous NDF scheme.
It was agreed that payment to practices will be made in advance with a review to
take place in six months. Going forward, payment can be amended with three
prior months notice.
It was noted that funding for Prime Ministers Challenge One funding will be
continued. All payments will be monitored to ensure that the same activity is
not funded from more than one source.
It was RESOLVED that the Probity Committee:
(i) Approved the proposed Additional Patient Access Contract.
16/10

Co‐Commissioning Update
Cllr Garbutt declared an interest in relation to item 16/10 co commissioning
update. This item includes an update regarding Orchard Croft Branch Closure as
Cllr Garbutt is a member of Health and Wellbeing Board and Council Cabinet
where this has also been presented there. The Chair determined Cllr Garbutt
can partake in the discussion.
Dr Connor provided an update for assurance.
The update included:
1. Implementation of the Wakefield Practice Premium Contract and
Equitable Funding Review
2. NHS England Self Certification – Quarter 4 submission
3. Request for consideration of a branch closure (Netherton Surgery) by
Orchard Croft Medical Centre
4. Contract documentation update
5. Estates and Primary Care Transformation Fund
It was RESOLVED that:
(i)
Noted the update provided

16/11

Network Clinical Commissioning Network
Following the approval from NHS Wakefield CCG Governing Body to reconfigure
practice commissioning networks to align with emerging practice federations, it
is proposed to establish a scheme the Network Clinical Commissioning Contract
(NCCC). It was noted that this will be a self‐funding scheme.
The committee requested that due diligence takes place to manage any risks.
Further update to be provided at next meeting to consider the funding proposal
for each commissioning network.
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It was RESOLVED that:
(ii)
Approved in principle the proposed Network Clinical Commissioning
Contract subject to a further meeting in May 2016 to consider a
detailed and funded proposal for each commissioning network.
16/12

Any Other Business
No other business discussed.
it was RESOLVED that:
(iii)
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).

16/13

Date and Time of Next Meeting
Tuesday 24 May 2016, 3pm, White Rose House.
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