BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 12 MAY 2015
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence –

3.

Public Questions and Answers

4.

Declarations of interest

5.

i Minutes of the meeting held on 10 March 2015
ii Action sheet from the meeting held on 10 March 2015

6.

Matters arising

7.

Presentation ‐ Vanguards; new models of care

Jo Webster

8.

Chief Officer Briefing

Jo Webster

9.

Operational Plan Final Sign Off

10.

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

11.

Finance Report
i 2014/15 Finance Report Month 12
ii 2015/16 Financial Planning Update

12.

Connecting Care Terms of Reference and Better Care Fund
Operational Guidance

13.

General Practice Co‐Commissioning Update

All present

Pat Keane
Andrew Pepper & Jo Pollard

Andrew Pepper

Jo Webster

Pat Keane
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14.

Committee Annual Reports

15.

Receipt of minutes and items for approval

Committee Chairs

a Audit Committee
(i) Minutes of meeting held on 26 February 2015
b Integrated Governance Committee
(i) Minutes of meeting held on 19 February 2015
(ii) Minutes of meeting held on 19 March 2015
c Clinical Cabinet
(i) Minutes of meeting held on 26 February 2015
(ii) Minutes of meeting held on 26 March 2015
d Executive Approvals Group
(i) Minutes of meeting held on 9 December 2015
(ii) Minutes of meeting held on 20 January 2015
(iii) Minutes of meeting held on 24 February 2015
e Health and Well Being Board
(i) Minutes of meeting held on 22 January 2015
f 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, 14 July 2015, 1pm in the Boardroom, White Rose House
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Sandra Cheseldine
Rhod Mitchell

Dr Adam Sheppard

Rhod Mitchell

Jo Webster /
Dr Philip Earnshaw
Jo Webster

Agenda item : 5i
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 10 March 2015
Boardroom, White Rose House
Present

In attendance

Stephen Bryan
Dr Ann Carroll
Sandra Cheseldine
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Stephen Hardy
Dr Clive Harries
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Jo Webster

Practice Manager, Stuart Road Surgery
GP, Outwood Park Medical Centre
Lay Member ‐ Audit
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health – Wakefield Council
Lay Member – PPI
GP, Chapelthorpe Surgery
Secondary Care Consultant
Lay Member and Vice Chair
Chief Financial Officer
Chief of Service Delivery and Quality
GP, Lupset Health Centre & Assistant Clinical Leader
Chief Officer

Esther Ashman
Melanie Brown

Head of Strategic Planning (minutes 15/49, 15/52)
Programme Commissioning Director Integrated Care
(minutes 15/53)
Governance & Board Secretary (minute taker)
Head of Contracting and Commercial Strategy (minutes
15/48)
Head of Quality and Engagement (minutes 15/48)
Interim Director of Operations for Care Closer to
Home, MYHT (minutes 15/50)
Director of Corporate Planning and Partnerships, ,
MYHT (minutes 15/50)
Interim Director, Strategic Projects

Katherine Bryant
Matt England
Laura Elliott
Mike Forster
Caroline Griffiths
Pat Keane
15/40

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting.
The NHS is under considerable pressure at the current time, especially accident and
emergency (A&E). However Wakefield CCG is on plan for A&E; there has been no increase
in demand. Although it is difficult to disaggregate cause and effect, Dr Earnshaw
commented that the CCG is doing something right because it is having a positive impact.
Dr Earnshaw encouraged all members of the Governing Body to sign‐up to Skyline, the
CCG’s new intranet.
It will be a few more weeks before the successful Prime Ministers Challenge Fund2 bids
are announced.
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15/41

Apologies for Absence
Apologies for absence were received from:
Dr Andrew Balchin
Dr Avijit Biswas
Dr David Brown
Dr Paul Dewhirst
Karen Parkin
Michele Ezro

15/42

Corporate Director, Adults, Health & Communities ‐ Wakefield
Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
GP Queen Street Surgery
Associate Director Finance, Governance & Contracting
Associate Director Service Delivery and Quality

Public Questions and Answers
There was one question from a member of the public. Mr Griffith asked whether the CCG
was aware that a number of local community staff nurses will be made compulsory
redundant from April 2015. The Governing Body were asked to help identify which
organisation is accountable for this decision. Dr Earnshaw responded that it is not the
CCG. Jo Pollard agreed to make some further enquiries and respond to Mr Griffith.

15/43

Declarations of Interest
It was noted that all GP members and Steve Bryan have an interest in relation item 11 on
the agenda, “Co‐Commissioning – Update and Assurance”. It was agreed that they could
remain in attendance and will be permitted to participate in discussion when this item is
discussed.
It was noted that Rhod Mitchell, Sandra Cheseldine, Stephen Hardy and Sharon Fox have
an interest in relation to a part of item 16, “Governing Body Terms of Office and
appointment procedures”. It was agreed that they would leave the meeting when this
item is discussed.
Dr Phil Earnshaw reminded members of the Governing Body that any conflicts of interest
identified should be declared during the meeting.

15/44

Minutes of the meeting held on 13 January 2015
It was RESOLVED that:
i)

15/45

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 13 January 2015 were agreed as a correct record
with no amendments.

Action sheet from the meeting held on 13 January 2015
Katherine Bryant confirmed that all actions which were scheduled to be completed by
March 2015 have been completed.

15/46

Matters arising
There were no matters arising.

15/47

Chief Officer Update
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Across the Wakefield and the Mid Yorkshire Hospitals Trust (MYHT) footprint four
expressions of interests to be ‘vanguards’ into new models of care were submitted.
Following a recent announcement by Simon Stephens, Jo Webster confirmed that two
bids have been successful. Jo welcomed this achievement and said this was a springboard
to support the district achieve sustainability.
The first vanguard scheme is a partnership involving NHS Wakefield Clinical
Commissioning Group, Wakefield Council, Age UK Wakefield, Wakefield District Housing,
local GPs, Nova, Wakefield District Carers, South West Yorkshire Partnership NHS
Foundation Trust and the Mid Yorkshire Hospitals NHS Trust are aiming to break the
mould of loneliness and fragmented care by joining up services for older people in
supported housing and care homes.
The second vanguard scheme led by West Wakefield Health and Wellbeing Ltd (a
federation of six GP practices) will be supported to develop as a ‘multi‐specialty
community provider’ (MCP). This is a new type of organisation that is registered to
provide a wide range of health and social care services to people in their local community.
Finally Jo Webster noted that from April 2015 the CCG will be responsible for
commissioning services which were formally described as ‘specialist’ These include
specialised wheelchair services, outpatient neurology referrals made by GPs to Adult
Neurosciences Centres, and outpatient neurology referrals made by GPs to Adult
Neurology Centres.
It was RESOLVED that the Governing Body:
(i)

15/48

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

Integrated Quality and Performance Summary Report
Andrew Pepper explained that the information contained in the report was considered by
the Integrated Governance Committee in January and February 2015.
The balanced scorecard highlights in red those areas which are performing below target.
These include cancer 62 day wait targets, referral to treatment targets (RTT) and
ambulance response times. Andrew outlined the steps taken to seek assurance about the
actions being taken to address performance. He explained that further details were
shared with the Integrated Governance Committee. In relation to cancer 62 day wait
targets this includes dual tracking diagnostic processes. For RTT there are national and
local initiatives including the transfer of patients to other providers (eg BMI Huddersfield).
Dr Sheppard said he was assured that the health system in Wakefield is working well. It
was noted that MYHT has performed 5th out of 12 trusts in Yorkshire and the Humber. Dr
Sheppard commented that although it is not acceptable to miss the four hour wait target,
their performance is quite strong considering that MYHT is one of the top four busiest
hospital trusts in England. A number of measures have been taken including daily system
resilience telephone calls and measures to focus on improving patient discharge
processes.
Andrew Pepper reported that Yorkshire Ambulance Service (YAS) have experienced
significant delays across Yorkshire and Humber, with ambulances queuing outside
hospitals. Pinderfields hospital has performed worst across the MYHT patch, but this is
better than other hospitals in the region. Rhod Mitchell asked what progress YAS have
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made in recruiting to their senior manager vacancies. Jo Webster confirmed an interim
Chief Executive is in place, and an advert for the permanent post holder is currently out to
recruitment. The YAS Board are working with the Good Governance Institute to take
forward the recommendations from their recent report.
Jo Webster reported that a performance summit focused on MYHT achievement of the
RTT 18 week target was held recently. The Trust is projected to achieve the target by the
end of March 2015.
Jo Pollard explained that NHS Wakefield CCG participated in the inaugural 15 Steps Challenge
visit at a South West Yorkshire Partnership Foundation Trust (SWYPFT). The 15 Steps Mental
Health toolkit contains a series of prompts about the first impressions of the care setting.
Those participating in the visits spoke with service users and staff to get their views about the
wards visited. Areas of good practice were identified, as well as some areas for improvement.
A series of further walkabouts using the 15 step methodology have been agreed with SWYPFT.
Members of the Governing Body were invited to comment on the report and ask
questions.
Sharon Fox commented that no MRSA cases have been reported. She welcomed this
turnaround which has been sustained for a number of months.
Andrew Furber remarked the report did not include many indicators which relate to
children and young people. Dr Carroll agreed that there is further work to do. It was
agreed that this would be considered further by the teams who prepare the quality and
performance report.
It was RESOLVED that the Governing Body:

15/49

(i)

Note the current performance against the CCG strategic objectives and Quality
Premium;

(ii)

Approve the actions being taken to address areas of underperformance.

2015/16 Operational Plan ‐ Presentation
Pat Keane reminded members of the Governing Body that this is the second year of the
five year strategy. The direction of travel is the same as it was during 2014/15 and this
aligns with national and local initiatives. The purpose of the operational plan is as follows:
1. Delivers a significant, measurable improvement in the health and well being of the
population
2. Enables integration of the health and social care system to deliver seamless care and
support to those most vulnerable and with greatest need
3. Ensures admission to hospital only takes place when clinically necessary and that a
significant amount of assessment, diagnosis and treatment occurs within a primary or
community care setting on a planned basis
4. Ensures an urgent and emergency care system which is easily navigated and enables
rapid and appropriate responses based upon assessed individual need
5. Develops a system of general practice which is accessible, responsive and integrated
into the local health and well being system
There are a number of areas which it is anticipated will enable delivery of the plan. These
include developing digital solutions to meet the needs of the health and social care
system. Developing strong leadership for the future, including a focus on how members
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are involved in devolved decision making and accountability.
The operational plan defines the principles which guide what “Quality, Innovation,
Prevention and Productivity” (QIPP) means for the CCG. Pat summarised the main QIPP
schemes for 2015/16. These include pathology, prescribing and a renewed focus on value
for money in all contracts the CCG holds. Pat provided information about the key areas of
investment planned for 2015/16. These investments will assist and facilitate delivery of
the operational plan.
The plan aims to align the achievement of system transformation in prevention, primary
care, secondary care and specialist care. Integration across these areas will be critical. At
the centre of work on prevention will be a focus on independent living in relation to
people with comorbidities.
Pat shared ‘commissioning for value’ metrics with the Governing Body. This data will
enable the CCG to focus on key areas of their spend profile.
Further work will be undertaken to facilitate self‐care and shared decision making for
those with long term conditions. In addition the plan focuses on transforming planned
care pathways and reducing the need to admit patients into hospital.
Finally Pat noted the importance of achieving balance between quality, efficiency and
spend.
It was RESOLVED that the Governing Body:
(i)
15/50

Note the contents of the presentation.

Meeting the Challenge and Outcome of the Gateway Review ‐ Presentation
Caroline Griffiths and Mike Foster from MYHT joined the meeting to provide an update on
the Meeting the Challenge. They provided an overview of the programme, and noted
that the building blocks of reconfiguration are 24/7 emergency medicine, ambulatory
emergency care, separating acute and elective surgery, 24/7 obstetric cover and
paediatric assessment. Caroline added that over the past year it has become apparent
that another building block will be elderly care.
During the first year of the programme progress has been made on establishing the
childrens assessment unit at Dewsbury and also scaling up the ambulatory emergency
care unit. Work to reduce lengths of stay is on trajectory. In addition work on the estates
programme at Pinderfields has been delivered on time.
The second year of the Meeting the Challenge programme will focus on Connecting Care
(integrated community services) and evaluation and assurance before bed numbers are
reduced. Caroline outlined five projects which will support this:
 Extending ambulatory emergency care to 12 hours seven days per week.
 Implementing a new REACT model for an older people assessment unit.
 Transfer of elective surgery (day cases) to Dewsbury.
 Repatriation of the outpatients appointments to Dewsbury, to reduce
unnecessary travel.
 Centralisation of acute inpatient cardiology to the Pinderfields site.
During 2014/15 there have been a number of successes in relation to Connecting Care.
Amongst others these include creation of three hubs where health and social care teams
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are co‐located. Looking ahead to 2015/16 key objectives will be the roll‐out of SystmOne
as the primary clinical record for adult community nursing teams. Caroline and Mike
outlined some of the targets for 2015/16 and 2016/17.
In February 2015 a ‘Gateway Review’ of the Meeting the Challenge programme was
undertaken. Caroline explained that a gateway review is a short, focused, independent
peer review. The purpose of a gateway review is to highlight risks and issues, which if not
addressed would threaten successful delivery of the programme. The review found that
there had been good progress since the last review in November 2013. Overall the review
gave the programme an amber rating. There were a number of recommendations which
include:
 Simplify programme governance;
 Simplify the metrics used to provide consistency across the programme;
 Work to better connect Meeting the Challenge with work to integrate health and
social care (eg the Better Care Fund).
Members of the Governing Body were invited to comment and ask questions.
Jo Webster commented that although the review has highlighted some areas for
improvement, the progress made since the last gateway review in November 2013 is a
significant achievement at a time when the programme has moved from the planning
stage into delivery and implementation.
Dr Harries asked whether growth in demand is a major risk to achievement of Meeting
the Challenge. Caroline Griffith acknowledged the winter period had been busy for
MYHT, with increased demand. It is however important not to make a short term
reaction to this and instead demand across a full year should be considered. Jo Webster
added that she believed this was a risk, but it was not a high risk. The health system was
working together through the Provider Alliance.
Dr Earnshaw thanked Caroline and Mike for attending the meeting to provide this update
about the Meeting the Challenge programme.
It was RESOLVED that the Governing Body:
(i)
15/51

Note the presentation.

Co‐Commissioning – Update and Assurance
Pat Keane confirmed that Wakefield CCG has received assurance from NHS England that
from 1 April 2015 the CCG will have delegated authority to commissioning primary care
services from general practice (GPs).
Wakefield CCG decided to seek authority to commissioning primary care because it will
support the five year strategic plan for delivering wider primary care at scale and enabling
a people centred approach to primary care.
Pat noted that at this point the scope of the delegation relates to commissioning GPs.
The CCG has ambitions to commission other areas of primary care in the future.
It is important that the necessary governance structures are in place to support the CCG
to commission services from general practice. Terms of reference for a new committee,
the Probity Committee, are presented for approval. Jo Webster noted that the CCG is in
an ongoing dialogue with the Local Medical Committee (LMC) about their role at the
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Probity Committee. It was agreed that the terms of reference would be agreed, with
authority delegated to Jo Webster and Rhod Mitchell to approve amendments to the
terms of reference once discussions with the LMC have been concluded.
It was RESOLVED that the Governing Body:

15/52

(i)

Delegate authority to the Chief Officer and Chair of the Audit Committee to
approve and sign the NHS England and Wakefield CCG delegation agreement for
primary care co‐commissioning.

(ii)

Approve the Probity Committee terms of reference, but delegate authority to the
Chief Officer and Deputy Chair to approve amendments to the terms of reference
once discussions with the LMC have been concluded. Furthermore it was agreed
the terms of reference will be reviewed in six months.

(iii)

Note the approach outlined in the paper for how the CCG and NHS England
progress co commissioing of primary care.

(iv)

Note that internally and externally the CCG has undertaken a process to provide
assurance that the CCG is ready to take on the new primary care commissioning
arrangements.

Working in partnership to improve the health of Wakefield ‐ Presentation
Jo Webster reminded the Governing Body that in April 2014 KPMG undertook a review of
the CCG’s statutory duties. One recommendation was for the Governing Body to receive
further evidence of the CCG’s work in partnership with other organisations.
Esther Ashman confirmed that the CCG is a member of Wakefield Together, which is a
forum for the public sector and the voluntary sector in Wakefield district. The CCG has
members on a number of partnership groups, this includes the Local Services Board,
Health and Wellbeing Board, Children and Young People’s Partnership, the Community
Safety Partnership and First (Wakefield Economic Partnership).
Jo Webster is a member of the Local Services Board. This is the local strategic partnership
which sets the strategic direction for the district as a whole.
Esther Ashman is the CCG’s member of the Community Safety Partnership. This group
focuses on a number of areas including reducing and preventing crime, reducing domestic
abuse and reducing anti‐social behaviour.
Dr Ann Carroll is a member of the Children and Young People’s Partnership. The
partnership has defined priorities which incorporate keeping children and young people
safe from harm, reducing child poverty and raising aspirations and achievement.
The CCG does not have a lead on First, the economic partnership. Esther explained that
this group focus on local economic development and coordination between the public
and private sectors.
Dr Earnshaw and Jo Webster are the CCG’s leads on the Health and Wellbeing Board. The
Health and Wellbeing Board aims to tackle poor health and wellbeing in Wakefield
district.
Esther reminded the Governing Body that the CCG is very actively involved with both the
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Children Safeguarding Board and the Adult Safeguarding Board. Regular reports are
provided to the Integrated Governance Committee and to the Governing Body on an
annual basis.
Lee Beresford is the CCG’s lead on the Third Sector Strategy Group. This group is a joint
forum between the voluntary/community sector and the public sector.
Esther Ashman sits on the Sustainability Task and Finish Group on behalf of the CCG.
Members of this group seek to identify areas which partners can collaboratively make
sustainability improvements together.
Finally Esther outlined the CCG’s involvement in area working and network development,
through Liz Blyth.
In conclusion Esther outlined some next steps to strengthen this work further. This
includes developing processes to ensure key developments and key messages from these
partnerships are brought back into the CCG.
Dr Carroll expressed concern that work to improve the health of children is not
sufficiently reflected in the districts outcome framework. It was agreed that Dr Carroll
would discuss this further with Esther Ashman and Jo Webster.
It was RESOLVED that the Governing Body:
(i)
15/53

Note the contents of the presentation.

Better Care Fund – Update and approval for the Section 75 Partnership Framework
Agreement
Melanie Brown confirmed that following discussions with the Governing Body and
Wakefield Council it has been agreed that the CCG will act as the host organisation for the
Better Care Fund. The CCG will have responsibility to ensure that key monitoring
processes are in place, for example financial monthly monitoring and reporting
arrangements to the Health and Wellbeing Board. Melanie noted that two schemes will
be hosted and managed by Wakefield Council; these are the Integrated Community
Equipment Service and the Disabled Facilities Grant.
A draft section 75 partnership agreement has been prepared and has been shared with
the CCG’s legal advisors for review. The Governing Body are invited to delegate authority
to the Chief Officer and the Chair to approve the final section 75 agreement.
Melanie outlined the proposed governance arrangements for the Better Care Fund, this
includes a new joint committee (the Connecting Care Executive) which will oversee the
Better Care Fund.
Sandra Cheseldine asked whether, in order to avoid a lengthy renegotiation process next
year, the section 75 agreement should cover a two or three year period. Jo Webster
responded that it will be advisable to review the agreement following the first year of the
Better Care Fund. She also noted that the integration agenda may change following the
general election in May 2015.
It was RESOLVED that the Governing Body:
(i)

Agree Wakefield Clinical Commissioning Group will enter into a section 75
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agreement with Wakefield Council in relation to the governance and management
of the Better Care Fund.

15/54

(ii)

Delegate approval for the final Section 75 Agreement to the Chief Officer and
Clinical Leader within the approved sum of £42 million.

(iii)

Note the decision made by the Governing Body in January 2015 to delegate
authority to the Chief Officer, Clinical Leader, Assistant Clinical Leader and Chair of
Audit Committee to finalise arrangements for the Better Care Fund.

(iv)

Agree Wakefield Clinical Commissioning Group will host the Better Care Fund pool
in 2015/2016, with the exception of the Integrated Community Equipment Service
and the Disabled Facilities Grant which will be hosted and managed by Wakefield
Council.

Finance Report Month 10 2014/15
Andrew Pepper noted that this was the final finance update report before the end of the
financial year. He confirmed that the forecast year end position is £7.6m. This is an
increase on the CCG’s surplus position as a result of funds returned to the CCG by NHS
England because of a national underspend on the Continuing Health Care restitution
claims risk pool.
The CCG’s running costs allowance has increased by £483k, this relates to the Quality
Premium allocation; NHSE have advised that expenditure for Quality Premium can be
within the running costs allowance.
It is forecast that the year‐end position with Mid Yorkshire Hospitals Trust (MYHT) was
still in negotiation. Andrew noted pressure during the last quarter of the financial year as
a result of excluded drugs and an elective overtrade.
Andrew drew attention to a decision by NHS England to amend the payment regime for
category M drugs, which has resulted in a cost pressure to CCG’s.
The Governing Body noted risks and opportunities outlined within the report. Andrew
commented that ending the financial year on target would require a lot of attention and
negotiation. Although he was reasonably confident this could be achieved it was not
without risks to the CCG.
Rhod Mitchell reported that in February the Integrated Governance Committee
considered the finance report. In particular the committee considered the capital plans
for 2015/16 which are outlined in the report.
Steve Bryan congratulated the finance team on achieving the Better Payment Practice
Code (BPPC) targets for the first time.
It was RESOLVED that the Governing Body:
(i)

15/55

Receive and note the contents of the report.

Process for sign off of CCG Final Accounts 2014/15
Andrew Pepper highlighted the timetable included within the report which sets out the
key deadlines in preparation of the CCG’s Annual Report and Accounts for 2014/15. He
noted that this has been shared with the Audit Committee who have scrutinised plans for
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the year‐end.
Sandra Cheseldine commented that it would be very challenging year‐end. She noted
however that she has every confidence in the finance team.
It was RESOLVED that the Governing Body:

15/56

(i)

Note the processes outlined and give approval to the proposals outlined there in.

(ii)

Delegate authority to the Chair, Chief Officer and Audit Committee Chair to
approve and submit the final audited accounts, annual report and supplementary
information by the required deadlines.

Governing Body Terms of Office and appointment procedures
Sandra Cheseldine, Sharon Fox, Stephen Hardy and Rhod Mitchell left the meeting.
Katherine Bryant explained that the terms of office for the CCG’s three Lay Members will
end on 31 March 2015. In order to ensure a smooth and consistent approach in future it
is proposed that the Lay Member terms of office are staggered; one for a one year term,
one for a two year term and one for a three year term. In order to ensure a fair and
impartial approach the term of office for each candidate was ‘pulled out of a hat’.
Katherine noted that the term of office for the Registered Nurse will end on 31 March
2015. It is proposed the Registered Nurse is appointed for a three year term of office.
The Governing Body agreed that Sandra Cheseldine, Sharon Fox, Stephen Hardy and Rhod
Mitchell should all be appointed for further terms of office.
Sandra Cheseldine, Sharon Fox, Stephen Hardy and Rhod Mitchell re‐joined the meeting.
Katherine highlighted terms of reference for the new Nominations Committee. She
explained that this committee will formalise arrangements for appointments to the
Governing Body. A representative from the Local Medical Committee (LMC) will join the
Committee when GP appointments are considered. Katherine confirmed that the LMC are
supportive of the terms of reference.
The Governing Body noted the proposed timetable for forthcoming elections to the
Governing Body. Katherine explained that there will four GP positions and one Practice
Manager position up for election.
It was RESOLVED that the Governing Body:
(i)

Approve the terms of reference for and membership of the Nominations
Committee (noting that establishment of the committee is subject to NHS England
approval of the revised constitution).

(ii)

Approve the reappointment of the three Lay Members as follows:
One year – Sandra Cheseldine
Two years – Stephen Hardy
Three year – Rhod Mitchell

(iii)

Approve the reappointment of the Registered Nurse for a three year term of
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office.

15/57

(iv)

Note that in early 2016 the Governing Body will consider whether the Secondary
Care Consultant should be reappointed for a further term of office.

(v)

Note the proposed timetable for the election of GPs and a practice member to the
Governing Body.

Service Level Agreement negotiations with Yorkshire and Humber Commissioning
Support
Andrew Pepper reported that following a national process run by NHS England Yorkshire
and Humber Commissioning Support have failed to get onto the Lead Provider
Framework. This means that Yorkshire and Humber Commissioning Support will not
continue in its existing organisational form. NHS England has established a process to
manage the situation, which includes the establishment of a national transition board.
Andrew explained that this situation has resulted in added complexity to negotiations for
the 2015/16 Service Level Agreement (SLA) with Yorkshire and Humber Commissioning
Support. The CCG still does not have priced offer for the service Yorkshire and Humber
Commissioning Support will deliver during 2015/16.
In late 2014 the CCG informed Yorkshire and Humber Commissioning Support that a
number of services were under review and in January 2015 the CCG confirmed that a
number of services would be de‐commissioned. The transition board have required that
CCGs halt this de‐commissioning process.
Andrew explained that as a result of the current situation he was seeking authority from
the Governing Body to agree the final SLA for 2015/16 with Yorkshire and Humber
Commissioning Support.
Jo Webster commented that this was a very complex situation which presents a number
of risks for the CCG. These risks will be added to the CCG’s risk register.
It was RESOLVED that the Governing Body:

15/58

(i)

Note the current progress in relation to agreement of the CSU contract;

(ii)

In order to ensure delivery of sustainable commissioning support services in line
with NHS England guidance ‐ delegate authority to the Chief Financial Officer to
agree the final contract with Yorkshire and Humber Commissioning Support.

NHS Wakefield CCG Assurance Framework
Andrew Pepper reminded members of the Governing Body that the Assurance Framework
is a process to manage risks to the CCG successfully achieving the Strategic Plan.
The Assurance Framework was reviewed during January and February 2015. A new
process for review was adopted, which built in more dialogue and challenge for the lead
Governing Body member and lead manager for each risk. Dr Sheppard commented that
he found the new process a great improvement. He felt that the lead clinician and lead
manager were more engaged and the risks really ‘came to life’. Dr Earnshaw agreed, he
commented that the latest review was more than just a process and helped bring a
different perspective on the Assurance Framework.
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The Governing Body agreed that the Assurance Framework process was robust. Following
discussion it was agreed that in future more peer challenge should be built into the
process. Furthermore the Assurance Framework should be adapted to enable the
Governing Body to track longer term trends in reducing threats to achieving the CCG’s
strategic objectives.
It was RESOLVED that the Governing Body:

15/59

i)

Approve the updated 2014/15 Assurance Framework for NHS Wakefield Clinical
Commissioning Group;

ii)

Consider whether the Assurance Framework provides the Governing Body with
assurance that NHS Wakefield Clinical Commissioning Group has a robust process
for managing risks to the achievement of its strategic objectives.

NHS Wakefield CCG Risk Register
Andrew Pepper explained that the CCG’s risk register is presented to the Governing Body
on a regular basis. The risk register is reviewed four times per year. The review cycle
consists of a review by the Risk Owner, Senior Manager and Director. In February 2015
the Integrated Governance Committee considered a more detailed report about the latest
risk review cycle.
The Governing Body noted the critical and serious risks identified during the latest CCG
risk review cycle.
It was RESOLVED that the Governing Body:
i)

15/60

Note the Risk Register as of 11 February 2015.

Minutes of the Audit Committee
Sandra Cheseldine presented minutes of the Audit Committee meeting held on 16
December 2014.
It was RESOLVED that the Governing Body:
ii)

15/61

Note the minutes of the Audit Committee held on 16 December 2014.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee meetings held
on 18 December 2014 and 20 January 2015 and invited the Governing Body to consider
the headline discussions.
It was RESOLVED that the Governing Body:
i)

15/62

Note the minutes of the Integrated Governance Committee held on 18 December
2014 and 20 January 2015

Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet meeting held on 18
December 2014 and 22 January 2015 and invited the Governing Body to consider the
12

headline discussions.
It was RESOLVED that the Governing Body:
i)

15/63

Note the minutes of the Clinical Cabinet held on 18 December 2014 and 22
January 2015.

Minutes of Executive Approvals Group
Rhod Mitchell presented minutes of the Executive Approvals Group meeting held on 16
October 2014 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
i)

15/64

Note the minutes of the Executive Approvals Group held on 16 October 2014.

Minutes of the Health and Well Being Board held on 13 November 2014
Jo Webster presented the minutes from the Health and Well Being Board meeting held on
13 November 2014.
It was RESOLVED that the Governing Body:
i)

15/65

Note minutes of the Health and Well Being Board held on 13 November 2014.

Decisions of the Chief Officer
Jo Webster confirmed that she had not made any decisions under the emergency powers
delegated to her by the CCGs operating scheme of delegation.

15/66

Any other business
There were no other items of additional 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).

15/67

Date and time of next meeting
Tuesday, 12 May 2015, 1pm in the Boardroom, White Rose House.
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Agenda item: 5ii
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meetings held on Tuesday 10 March 2015
Minute
No

15/10

Topic

Winterbourne View
Update

Action Required



Who

Date for Completion

Progress

Chris Makin

July 2015

July 2015

NB: cohort of Winterbourne View
patients refers to Wakefield patients
with learning disabilities in an acute
mental health hospital bed.
 Disseminate new policy. Consider
how best to communicate to
member practices, including the
possibility of a Memorandum of
Understanding.

Katherine Bryant

February 2015

Complete
Further information was
provided to member
practices at the Members
Meeting in March and at
Network meetings during
April 2015.
Complete
All members of the
Governing Body provided
with details about the
process to register for
Skyline.
Complete
Further information
provided in April 2015.

Update to the Governing Body to
confirm that the cohort of
Winterbourne View patients have
been reviewed, and everyone
inappropriately placed in hospital
to move to community based
support.

15/16

Conflict of Interest
Policy

15/41

Skyline



All members of the Governing
Body encouraged to join Skyline

All

May 2015

15/42

Question to the
Governing Body



In relation to the compulsory
redundancy of a number of local
community staff nurses from April
2015 ‐ help identify which

Jo Pollard

March 2015

1

organisation is accountable for this
decision.
15/48

Quality &
Performance
Report



15/51

Co‐Commissioning



15/52

Partnership
working



15/57

Yorkshire and
Humber
Commissioning
Support



Explore the potential to include
more indicators which relate to
services for children and young
people.
Conclude discussions with the LMC
about their involvement in the
Probity Committee and make any
necessary changes to the terms of
reference
Further discussion about concerns
that work to improve the health of
children is not sufficiently reflected
in the districts outcome
framework.
Risks associated with the failure of
YHCS to get onto the lead provider
framework will be added onto the
CCG’s risk register.
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Matt England / Laura
Elliot

May 2015

Pat Keane

May 2015

Dr Ann Carroll /
Esther Ashman

May 2015

Karen Parkin

May 2015

Complete
Discussions taking place
with Children & Young
People’s Team
Complete
Jo Webster and Pat Keane
met with LMC on 6 May
and a way forward has
been agreed
Complete
This has been fed back to
the partnership leads at
the Local Authority
Complete
Risk added

Paper 7

Vanguards – new models of care

Presentation

Title of meeting:

Governing Body

Date of Meeting:

12 May 2015

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

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

Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable

CCG Leadership Team

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
12 May 2015

Senior Information Risk Owner (SIRO) Annual Report for 2014/15
The draft Senior Information Risk Owner (SIRO) Annual Report for 2014/15 was presented to
the Integrated Governance Committee on Thursday, 16 April 2015. This report documents
organisational compliance with legislative and regulatory requirements relating to the
handling of information, including compliance with the Data Protection Act (1998) and
Freedom of Information Act (2000). It was noted that the CCG had achieved Level 2
compliance on the Information Governance Toolkit and has put in place systems and
processes with regards to Information Governance.
Following discussion by members of the Integrated Governance Committee it was agreed
that it is appropriate to both receive and approve the annual report at the Committee. A final
version of the document has been circulated to committee members.
Crisis Care Concordat
The Health & Wellbeing Board approved the Crisis Care Concordat action plan on 19th March,
and it is now available to download at www.crisiscareconcordat.org.uk
The action plan has been brought together by a wide range of partners, and aims to ensure
that those in mental health crisis receive the right response, from the right agencies and are
supported in the best possible way.
Regular updates will be provided to the Health & Wellbeing Board to ensure we remain on
target to deliver the action plan.
Contract Negotiation Update
The CCG has been negotiating contracts with its main providers between December 2014 and April
2015. Agreement in principle has been reached with Mid Yorkshire Hospitals NHS Trust (MYHT),
Yorkshire Ambulance Service (YAS) and South West Yorkshire Partnership Foundation Trust (SWYPFT).
The agreement with MYHT reflects the requirements of the Acute Hospitals Reconfiguration
programme and the Better Care Fund activity reductions. The CCG has successfully negotiated a series
of risk share arrangements related to Urgent Care, Elective Care Innovation and Non Face to Face
outpatient appointments. Through the delivery of these schemes the CCG has commissioned
sufficient capacity to sustainably deliver the access targets within the contract.
On behalf of the CCGs in Yorkshire and The Humber, Wakefield CCG has negotiated the Yorkshire
Ambulance Service 999 contract. There has been agreement to commission additional activity in the
contract to reflect the potential growth levels that are likely to occur in 2015/16. The Trust has agreed
to undertake several service redesign and transformation projects within this additional investment.
Wakefield CCG has worked with Calderdale CCG as the lead for the SWYPFT contract to negotiate the
agreement for 2015/16. Agreement in principle has been reached between parties. There has been
investment in growth in line with and above national requirements. The provider has agreed to

several transformation schemes which will release QIPP to the CCG. The impacts of these have been
transacted in the contract where known with others being further defined by the end of Quarter 1.

System Resilience Group Update
The System Resilience Group continues to meet on a monthly basis to ensure local assurance
is in place to maintain system safety.
In addition to the monthly meetings executive leaders from all local partners meet on a
weekly basis to review current system pressures and what is being done to ensure that
patient flow is maintained across the health and social care system.
In March a three day Exercise ‘ Patient Care’ was led by executive directors who worked with
a significant number of staff both in acute and community services as well as our external
partners to increase our understanding of the current patient flow arrangements in our
system to ensure our patients receive the right care in the right place. The key learning
points from this exercise were:





The importance of starting discharge planning as early as possible in the patient journey.
This will ensure that any additional care and support packages can be agreed and
activated as soon as a patient is medically fit for discharge
The need for every patient to have a discharge checklist in place
The need to identify actions required to manage the delays in referrals and assessments
and escalate where appropriate
The importance of establishing clarity around role definitions for all our colleagues
involved with ‘patient flow’ to reduce repetition and take away some confusion

The outcome was the focus would be on:



Better discharge planning
Repatriation of medical patients to their correct wards

This work from this exercise has resulted in a programme of work led by Chief Executive’s
across all patients dimensions. Task and finish groups have now been established and have a
30/ 60/90 day action plan that is reported to the SRG on a monthly basis.
In April the Helping People Home Team visited the Mid Yorkshire SRG to explore the issues
around Delayed Transfers of Care (DTOC) The Team recognised that there are some
challenges in bringing down the number of DToC’s, acknowledged that we have a clear focus
on this issue across the system and we able to share some learning and examples of good
practice that are now included in our local plans as detailed above.
Whilst traditionally there are increases in demand over the winter period, the local health
and social care system has remained busy over the Easter period and up to the end of April.
A detailed review of the winter period is currently being finalised and will be reported to the
next Governing Body
2

Developing our Patient Reference Groups (PRGs)
The work in supporting local Patient Reference Groups continues both via the one to one
support provided by the Engagement team from Yorkshire and Humber Commissioning
Support, and group training sessions carried out with the non‐recurrent funding secured to
provide additional training for PRG members.
The third session of this kind took place on 1 April in Wakefield. Similarly to the first two
sessions, the content was co‐created with the participants on the day to ensure most benefits
to the group.
The day evaluated very positively and when asked what the best aspect of the day was, the
following was among the comments received:
“ALL the day as it encouraged discussion in a friendly way and I felt that I learnt a lot of
useful information.”
This session saw lots of sharing of ideas among participants with some being fed into our
Patient Participation Group Network to spread good practice. Consideration to developing
current groups, ways of working and influencing commissioning at CCG level were all brought
into the discussion on the day as well a future planning for strengthening local groups.
When asked what other comments attendees would like to share, the comments below
indicated how people felt about the discussions and opportunities to participate in a day like
this:
“I really did not know what to expect today. I hope I will be informed of any other
opportunities – have taken a lot to think about, thank you!”
“Continue to deliver follow up training sessions or ‘away days’ for updates and refresher
courses in PPG involvement.”
All information from the day and follow up resources have been circulated to participants and
we have already seen that this has been shared with local practices as suggestions and for
support. It is encouraging that the sessions are not only helpful for those who attend, but
that ideas and information are shared across the area.
The last session of the current series is planned for May 2015 but this time it will be an
evening session to provide an opportunity for those who cannot attend during the day.
Mental Health Engagement Report
Following engagement with the public about what services for people with low level mental
health issues such as depression and anxiety might look like, a full report is now
available. The main highlights from this report are:
237 responses to questionnaire were analysed
Over 100 people gave their views at community meetings
3

Over 500 people heard about the proposals in community meetings









The majority of people would use the service if it was available ‐ 86% (95% of those with
disabilities, 100% from BME respondents)
The favoured model was a city centre provision with peripatetic service too. Over 30% for
community settings and mobile service plus city centre. (City centre postcodes, carers and
BME respondents all preferred city centre model but numbers low). If a mobile service
were to be commissioned people would like to see it in their locality once a week.
A service providing in hours and some weekend cover was preferred (63% combined),
extended hours to 8.00 pm slightly preferred (1%)
The majority of respondents (42%) preferred a drop in service with pre‐booked
appointments (26%) and talking on the phone (17%) being next highest respectively.
(BME and LGB respondents preferred web chat).
People wanted to see a wide variety of services/support available at the Talking Shop
including , information, education, one to one support, counselling, assessment and
treatment, signposting to other services – NHS and Non‐NHS services. To provide help for
children, adolescents and adults. Help for carers and friends.
Although many people did not have concerns that would prevent them using the service,
issues such as professionalism, confidentiality (especially around mobile facility)
accessibility and stigma were all mentioned.

The report will be sent to those who responded with their contact details and uploaded to
Skyline and the CCG website.
Lead Provider Framework Update
The Governing Body will be aware that our Yorkshire & Humber Clinical Support (YHCS) were
unsuccessful in meeting the requirements of the National Lead Provider Framework (LPF).
This means that they become unviable as an organisation. NHS England have established a
transition process for all services across Yorkshire and Humber. All 23 CCGs are working
closely with NHS England, YHCS and each other to propose and confirm their preferred
service model and then to establish how and where the services transfer. A Transition Board
has been established and a steering group structure with a number of working groups. NHS
Wakefield CCG are well represented across each of these groups and we are working hard to
ensure service continuity throughout transition and for the best service model for the future.
Options for each service line is to i) buy from the current LPF; ii) share the service provision
with other CCGs; and iii) bring the service in‐house. NHS England timescales are for all
services to have confirmed destinations by the end of October.
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Title of meeting:

Governing Body

Date of Meeting:
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Paper Title:

Operational Plan 2015/16

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

Agenda
Item:
Public/Private Section:

Public
Private
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Information

Dr Phil Earnshaw, NHS Wakefield CCG Chair

Responsible Governing
Pat Keane, Director of Strategy and Organisational Design
Board Executive Lead:
Recommendations:
The Governing Body are asked to:





Agree the latest draft of the Operational Plan as the final copy for submission to NHS England.
Note the proposed outline of the future Delivery Framework.
Approve the proposed schedule of Quality Premium measures for 2015/16.
Note the agreed Corporate Objectives for 2015/16.

Executive Summary:
The purpose of this report is to provide Governing Body with the latest draft of the Operational Plan for
comment and approval in readiness for final submission on the 14th May. To also provide Governing Body with
the proposed outline of the future Delivery Framework and the development of delivery plans to support the
operational plan. The report also provides Governing Body with the proposed schedule of Quality Premium
measures for comment and approval and provides an update on the agreed Corporate Objectives for 2015/16
and how the organisation will enable change to deliver the operational plan.
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:










Impact assessments are being carried out as part of the development of the
delivery plans.
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

Ongoing clinical engagement and stakeholder engagements has taken place
at Executive Team meetings, Clinical Cabinet, Planning and Delivery Group,
Health and Wellbeing Board, network meetings and Governing Body. Public
and patient engagement has taken place as part of the Five Year Strategic
Planning process.

Not applicable

Previously presented at
governing body:

Previously presented at Governing Body in November 2014, January and
March 2015.

Reference document(s) /
enclosures:

NHS England Planning Guidance 2015/16 http://www.england.nhs.uk/wp‐
content/uploads/2014/12/forward‐view‐plning.pdf
NHS England Planning Timetable http://www.england.nhs.uk/wp‐
content/uploads/2014/11/rev‐planning‐timetable‐2711.pdf

Risk Assessment:

Assessment of risks are being carried out as part of the development of the
delivery plans.

Finance/ resource implications:

Finance and resource implications are being carried out as part of the
development of the delivery plans.

GOVERNING BODY TUESDAY 12 MAY 2015
2015 /16 OPERATIONAL PLAN

1.0
1.1

Purpose of the Report
The purpose of this report is to:
 To provide Governing Body with the latest draft of the Operational Plan for comment and
approval.
 To provide Governing Body with the proposed outline of the future Delivery Framework.
 To provide Governing Body with the proposed schedule of Quality Premium measures for
comment and approval.
 To update Governing Body on the agreed Corporate Objectives for 2015/16.

2.0
2.1

Operational Plan
This paper builds on previous presentations which have been brought to the Governing Body in
November 2014, January and March 2015 outlining the detail of the Five Year Forward View, the
2015/16 Planning Guidance and the proposed content of the Operational Plan for 2015/16.

2.2

Our plan articulates our key strategic priorities, to develop and progress our emerging vision for
the future of health and care for the people of the Wakefield District. Governing Body have as
part of their board development sessions previously reinforced the need to focus on the five key
areas which also has a strong focus in the Five year forward view:
• Prevention;
• Integration;
• Planned Care;
• Urgent Care and
• Primary Care.
These five areas form the core theme of the Operational Plan for 2015/16.

2.3

An early draft of the Operational Plan was submitted to Area team in February and assessed
against a checklist of assurance. Feedback from Area Team was positive with only minor
suggestions for improvements, all of which have now been incorporated in to the plan. A final
copy of the plan is to be submitted to Area Team on the 14th May, however there will be still
opportunity for minor amendments to the plan prior to publication.

2.4

Engagement
The Local Clinical Networks have been briefed on the 2015/16 Planning Guidance through the
monthly corporate leads update and the Planning and Delivery group have provided updates to
Clinical Cabinet and the Executive Team on a regular basis over the last few months. We have
also worked with colleagues across the provider landscape, West Yorkshire CCG footprint and the
Local Authority to ensure our plans not only triangulate and complement each other but to also
ensure that we are co‐ordinating our capacity and capability to tackle transformation together. A
presentation was made to the Health and Wellbeing Board in March, with members of the Board
being very supportive of the proposed content.
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3.0
3.1

Delivery Plans 2015/16
In order to ensure that we are able to deliver the operational plan, each of the plans on a page
contained within the document will be supported by high level delivery plans which are currently
in the final stages of development. These plans outline how as an organisation we intend to
deliver our transformation and interventions and how they contribute to the Quality, Innovation,
Productivity and Prevention agendas and will form the basis of how we will monitor and assure
Governing Body on the outcomes of the operational plan.

3.2

A cycle for developing and monitoring the delivery plans for this year and beyond has now been
developed and is outlined in Appendix 1. This will be an ongoing process and Governing Body will
note that the process for developing priorities for the following year begins in quarter 2 of this
one to allow for plenty of dialogue and planning. Indeed the conversations for the year 2016/17
have already begun in the planning and delivery group.

3.3

The delivery plans for 2015/16 are now in the quarter 2 stage, whereby we are now identifying
the impacts for delivery scheme by scheme and risks to delivery. In addition work is underway to
ensure that there are sound metrics and milestones for each workstream to ensure that we are
able to measure progress. Full details of the delivery plans and progress to date will be brought
back to the July Governing Body meeting.

3.4

Planning and Delivery Group
Work will continue in the CCG via the Planning & Delivery Group to ensure that progress
continues to be made to deliver the local plans, in line with the assurance processes and
frameworks set out by NHS England and the Area Team during 2015/16

3.5

The Planning and Delivery Group is in the process of evolving to facilitate the organisation in
continuing to commit to a whole system approach to planning, not just for 2015/16 but for the
life of the five year strategy and beyond. The added value from the group meeting has been
widely recognised and the opportunities it could continue to bring are being teased out at the
moment. Early suggestions are that the group could have a role around:
 Ensuring quality is at the centre of all planning and delivery;
 Ensuring there is a focus on transactional delivery. Doing this through having the right
people in the room focusing on a one year timeline, with a clear work plan with priorities
and resources agreed for delivery;
 Streamlining communication processes;
 Enabling effective working through clear leadership, accountability and decision making;
 Ensuring a focus on transformational horizon scanning with a 3 – 5 year focus enabling
longevity and sustainability across the whole system

3.6

The work of this group will continue to be accountable to Clinical Cabinet, to continue to assure
them that not only are we meeting the agreed transactional plans for the year, but that our plans
for beyond that will meet the future needs of the organisation and our patients.

4.0
4.1

Performance and Development Framework
As detailed in the Operational Plan, in order to deliver what we have set out to do, there is a need
to also consider how we will be able to enable this change, both internally and externally to the
organisation. To do this the CCG is committed to adopting a framework which begins with a set
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of Corporate Objectives to which everyone is signed up to delivering. These objectives are the
foundation of the Operational Plan and are:
• To deliver a significant, measurable improvement in the health and wellbeing of the
population;
• Enable integration of the health and social care system to deliver seamless care and
support to those most vulnerable and with greatest need;
• Ensure admission to hospital only takes place when clinically necessary and that a
significant amount of assessment, diagnosis and treatment occurs within a primary or
community care setting on a planned basis;
• Ensure an urgent and emergency care system which is easily navigated and enables rapid
and appropriate responses based upon assessed individual need; and
• Develop a system of general practice which is accessible, responsive and integrated into
the local health and wellbeing system.
4.2

These high level objectives form the basis of everything we intend to do over the coming year but
also need to translate through to the roles of everyone in the organisation. To do this underneath
the corporate objectives will be team objectives, followed by individual objectives and stretch
objectives. The delivery of these is supported by the appraisal and performance review processes
along with personal development plans and provide a line of sight for every employee to the
organisations overall objectives.

4.3

In order to support this work there are 2 groups which provide the essential support to the
organisation. The Leadership Forum which provides the opportunity for Executive Team and
Heads of Service to have an open dialogue about the key issues facing the organisation and an
opportunity to provide facilitated development in key areas. In addition the Workforce
Development Group provides the support to the organisation in identifying what training and
development is needed, coaching and other key issues relating to organisational development.

5.0
5.1

Quality Premium
The Quality Premium guidance for 2015/16 has only been published in the last month, however
the menu of measures which are available to choose (Attached at Appendix 2) fit well in to what
we are already trying to do in Wakefield. The measures around potential years of life lost and
prescribing are mandatory measures however for mental health and urgent and emergency care
there is a menu of measures of which at least one must be chosen. In both cases the leads have
identified measures which fit with existing or planned programmes of work over the coming year.
For urgent and emergency care the measure chosen is avoidable emergency admissions and for
mental health it is reduction in the number of patients attending an A&E department for a mental
health‐related need, who wait more than four hours to be treated and discharged, or admitted,
together with a defined improvement in the coding of patients attending A&E.

5.2

Conversations have been had over the last 2 months regarding local measures to be chosen and
the steer has been to look at measures focussed on prevention. With this in mind it has been
decided to have smoking at time of delivery as a local measure for the second year. The district
has a smoking at time of delivery partnership and six out of our seven networks have identified
this as a priority within the network development framework. We have identified this measure as
one which will have the greatest impact on improving the life chances of our districts children.
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5.3

There was a wide concensus that the second local measure should have a focus on cancer. A
detailed piece of work has recently been conducted by Public Health in Wakefield on Lung Cancer,
which has identified that this is a real issue for Wakefield with much more work needed to be
carried out on encouraging timely referrals. It is proposed that we build on this work to use Lung
Cancer, record of stage at diagnosis as our local measure for this year with a view to taking the
learning from this work on to other cancers in coming years.

5.4

the proposed Quality Premium measures have been presented to Clinical Cabinet who were
supportive of those chosen and Area Team have indicated that they are of the view that these are
the right ones for Wakefield. Final submission of our measures and level of ambition is to be
submitted to NHS England on the 14th May.

6.0

Recommendations





That Governing Body agree the latest draft of the Operational Plan as the final copy for
submission to NHS England.
That Governing Body note the proposed outline of the future Delivery Framework.
That Governing Body approve the proposed schedule of Quality Premium measures for
2015/16.
That Governing Body note the agreed Corporate Objectives for 2015/16.

Pat Keane,
Director of Strategy and Organisational Design

Esther Ashman
Head of Strategic Planning
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Appendix 1
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Appendix 2
Quality Premium Measures

Reducing potential years of lives lost


Reducing potential years of lives lost through causes considered amenable to healthcare

Urgent and Emergency Care – a menu from which we have to choose at least one





Avoidable emergency admissions a Composite measure of:
a) unplanned hospitalisation for chronic ambulatory care sensitive conditions (all ages);
b) unplanned hospitalisation for asthma, diabetes and epilepsy in children;
c) emergency admissions for acute conditions that should not usually require hospital
admission (all ages);
d) emergency admissions for children with lower respiratory tract infection.
The total number of delayed days caused by delayed transfers of care in 2015/16 should be less
than the number in 2014/15.
Increase in the number of patients admitted for non‐elective reasons, who are discharged at
weekends or bank holidays.

Mental Health ‐ a menu from which we have to choose at least one





Reduction in the number of patients attending an A&E department for a mental health related
needs who wait more than four hours to be treated and discharged, or admitted, together with a
defined improvement in the coding of patients attending A&E.
Reduction in the number of people with severe mental illness who are currently smokers.
Increase in the proportion of adults in contact with secondary mental health services who are in
paid employment.
Improvement in the health related quality of life for people with a long term mental health
condition.

Improved antibiotic prescribing in primary and secondary care – all mandatory




Reduction in the number of antibiotic prescribed in primary car
Reduction in the proportion of broad spectrum antibiotics prescribed in primary car
Secondary care providers validating their total antibiotic prescription data

Local Measures



Smoking at time of delivery
Lung Cancer; record of stage at diagnosis
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Introduction and context

Our vision
People-centred primary care is central to our vision
and purpose. This operational plan sets out what NHS
Wakefield Clinical Commissioning (CCG) intends to
deliver in year two of our five year strategy and what
we hope to transform in the years beyond this.
Our vision has not changed since we published our
strategy in 2014 and we have spent the first year of
our strategy strengthening our role as a membershipled organisation delivering people-centered primary
care underpinned by the following principles:
• person-centred and holistic
• empowering and equitable
• providing continuity of care
• collaborative and multi-disciplinary
• proactive and responsive

Prevention Improve the health and wellbeing of local
people - in a way that we can measure.
Integration Make care seamless, particularly for the most
vulnerable and in need - by working towards
an integrated health and social care system.
Planned Care Make sure patients get treatment and
diagnosis as close to home as possible and they only go into hospital when it is
clinically necessary.
Urgent Care Make it easier for people to find the right
treatment when they need urgent or
emergency care - so they get the right care in
the right place at the right time.

• effective, efficient and continuously improving.

Clarity of purpose
Our ambition this year is to build on existing clinical
engagement and leadership. We have reviewed year
one in line with NHS England’s Five Year Forward View
and it has reinforced the need for us to focus on five
key areas:

Primary Care Make general practice easier for people
to access - and make it more joined up with
other parts of the health and wellbeing
system.
We will also continue to work on our existing
transformation programmes for mental health and
maternity, children’s and young people’s care.
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Our role
This year will see the CCG continuing to build on the
success achieved in previous years to work with the
whole health and social care system in Wakefield to
achieve commonly agreed outcomes. In 2015/16 we
will continue to work as the local health ‘system leader’,
exhibiting transformational leadership and enabling
collaborative working with the public and key
stakeholders to maximise targeted improvement in
health and wellbeing. We will build on existing business
rules, previously agreed across the system, to ensure that
we can gain the maximum added value for our patients
and our organisations from working together better.

Our commissioning model
As part of our journey and delivery from year one to year
two of our strategy and the need to drive system level
transformational change, we have revisited our model of
commissioning. In supporting this transformation we
have developed a model of commissioning with both an
internal and external focus which can be described as:
Internal

External

A ‘hub and spoke’
relationship in which the
Clinical Cabinet (hub), on
behalf of the Governing Body,
engages with members via
primary care networks
(spokes), within an agreed
leadership and accountability
framework, to prioritise,
resource and deliver the CCG’s
commissioning strategy

Effective leadership,
communications,
engagement and
partnerships to design
and build an integrated
health and social
care system

1
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Introduction and context

Leadership
In order to deliver the operational plan and the
challenging transformation we are aiming for, it is
critical that we are clear about how we will provide
leadership to the organisation over the coming year.
Essentially there are four key leadership models and
associated competencies which will govern the
delivery of the CCG’s commissioning strategy:

• transformational leadership –
we are ambitious system leaders at the
heart of transformation, working in
partnership with others to change the
health and social care system
• strategic leadership –
how as a CCG we provide the vision and
direction for the organisation to enable
the health and social care system to
change
• tactical leadership –
how working both internally and
externally with partners we can agree
milestones and timescales for delivery                            
• operational Leadership –
ensuring that we have the internal
capacity and capability to deliver what we
have said we will.

In order to equip the organisation with these models
of leadership and to ensure that we have the capacity
and capabilities to address the transformational
challenge, we will assess the skills we currently have,
what we will need in the future and how we may
reconfigure ourselves to ensure success. This does not
just entail those working in or for the CCG but also
those who currently work jointly in partnership with
us, exploring new and innovative ways of doing this in
the future.

It contains a real emphasis on increased partnership
working, prevention, new care models and the role of
the voluntary and community sector within it, all of
which are already a large focus of what we do in this
area. We believe this signals that in Wakefield we are
forward thinking with strong, mature relationships
across the health and social care system and beyond.

Prevention

Context and focus of this plan
Being clear about the purpose of this plan in the
context of being a membership-led organisation
delivering people-centred primary care, our new
model of commissioning will provide clarity and
leadership to deliver it.
Our operational plan is informed by a number of
national and local drivers including the NHS England
Five Year Forward View, The Care Act and Public Health
England priorities, all of which have areas of
commonality but also their own discreet priorities.
With this in mind we have worked with colleagues
in CCGs and provider organisations across West
Yorkshire and across the local authority to ensure our
plans not only triangulate and complement each
other, but also to ensure that we are co-ordinating
our capacity and capability to tackle transformation
together.
The Five Year Forward View has provided organisations
within the NHS a clear vision as to what is needed for
the future.
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The new Care Act, Public Health England priorities and
the Five Year Forward View have reinforced the need
to focus on prevention which delivers a significant,
measurable improvement in the health and wellbeing
of the population. In order to bring about any
transformational change prevention needs to be an
integral part of all work streams. It is important to not
just see prevention as the first step on the journey of
any patient, but to understand that there is an
element of prevention in both primary and secondary
care too. The Health and Wellbeing Board already has
prevention as one of its priorities and is committed to
improving individuals’ health across the health and
social care system

1
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In order to make this a reality, in partnership with
Public Health we will be developing an action plan to
support delivery of the Health and Wellbeing Strategy
and our transformation programmes. A group of
strategic and tactical leaders is working with our
internal planning and delivery group to ensure it will
deliver real change in both prevention and self-care.

Integration

We will continue to roll out the hubs in our Connecting
Care programme and work with our membership to
understand the benefits of both these and the integrated
Early Help hubs which, delivered in conjunction with
partner agencies, will increase the range of services
that families can access in their area so that support is
available from pre-birth to 25 years old. We will also
continue to progress our work on the interoperability
of our IT systems, continuing our project to capture
the NHS number into all local authority social care
records. The NHS number will be captured into Care
Director by June 2015 and this will support the use of
the NHS number in all settings when sharing
information after that has been completed.

Planned Care

The national drivers listed above signal the essential
requirement for strong integration to enable the
health and social care system to deliver seamless care
and support for those most vulnerable and with
greatest need. Wakefield has been identified nationally
as a Pioneer site for integrated working: through our
Connecting Care Programme we are using innovative
approaches to delivering integrated health and social
care services across our care and support systems. We
have strong commitment to integration through our
Health and Wellbeing Board and it is a fundamental
enabler to the success of the reconfiguration of The
Mid Yorkshire Hospitals NHS Trust.

We have agreed and defined a framework for
transformation of planned care (see figure 2) which
will ensure attendance and admission to hospital takes
place only when clinically necessary and that a
significant amount of assessment, diagnosis and
treatment occurs within a primary or community
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setting on a planned basis. As a key theme of the Five
Year Forward View and an essential enabler of the
Meeting the Challenge reconfiguration of hospitals, our
operational plan will enable a focus on transforming
planned care. Aligning with the areas of focus in the
Five Year Forward View, we will prioritise transformation
in the key pathways associated with cancer, respiratory
disease and circulatory disease. We are working with
other CCGs in West Yorkshire and with our providers to
transform planned care on a whole health economy
scale. We will also be developing an approach to shared
decision making (outlined in section 2 under Planned
Care) to support transformation with commitment from
our membership, our providers and our communities.

Urgent Care

The transformation of urgent care has gained in
momentum over the last year and is central to the
success of other work streams ensuring an urgent and
emergency care system which is easily navigated and
enables rapid and appropriate response based upon
assessed individual need.

1
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Our planned interventions for urgent and emergency
care will continue to be based on the recommendations
proposed from the Meeting the Challenge programme
relating to the realignment of hospital services across
The Mid Yorkshire Hospitals NHS Trust and from the
Keogh Review. Our Connecting Care programme
(outlined in section 2 under Integration) has clear links
to urgent care transformation and through the system
resilience group we will ensure primary care is strongly
aligned to the urgent care work stream.
Our strategic plan is aligned to the same principles
and vision as The Mid Yorkshire Hospitals NHS Trust
and NHS North Kirklees CCG and sets out to provide
an integrated 24 hours a day, seven days a week
urgent care system with clearer and faster access to
the right quality of care.

Primary Care

The Five Year Forward View has a strong focus on
primary care, including the development of
a system of general practice which is accessible,
responsive and integrated into the local health and
wellbeing system. This is reflected in our vision to have
person-centred primary care at the heart of everything
we do. In the operational plan we will take the
opportunity to take on more responsibility for
commissioning of Primary Medical Services (PMS)
through co-commissioning. We have chosen to
undertake full delegation (level 3) under the national
co-commissioning process for general medical
contracts. This provides us with challenges but equally
real opportunities to influence the primary care
agenda and to ensure that we have a strong peoplecentred primary care approach.
Successful implementation of co-commissioning
requires the development of governance, finance,
commissioning, contracting and quality functions in
the CCG in conjunction with NHS England, the early
development of which has commenced. The first
major test of CCG co-commissioning capability will be
the renegotiation of GP contracts under the PMS
Equitable Funding Review.
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Internal Planning & Governance

To ensure that we are able to address the challenges
ahead, the planning process for this operational plan
has been implemented using a one system approach.
Strategic leadership within the CCG will align
commissioning intentions, transactional and
transformational delivery and quality and productivity
programmes into the planning processes. Horizon
scanning and economic appraisal will inform our
future planning. Alignment of the contract
negotiation processes, the Commissioning for Quality
and Improvement (CQUIN) premium and
organisational design will ensure every aspect of the
work of the CCG and its partners is being tackled
holistically. The work being carried out to date is
aligned to the planning guidance and illustrates the
forward thinking nature of the health and social care
system in the Wakefield District.
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Revisiting the QIPP Framework

Figure 1: QIPP principles

Quality
• Patient experience and involvement
- listen and act
• Clinical outcomes measurable and evidence-based

In setting our priorities and objectives for this operational
plan we have been cognisant of the continuing
challenges of addressing QIPP. The Governing Body
has agreed a longer term approach to achieving both
efficiencies and quality improvement in the context of
the five year strategy.
The Governing Body and membership have agreed
a set of principles for commissioning, utilising the
elements of QIPP and clarifying what it means to us
going forward (see Figure 1).
Using these principles, it was agreed to focus on
programmes in which significant commissioning
resources are utilised and/or where programmes may
have the biggest impact upon health gain and/or
delivering efficiencies. Following this process and with
wider engagement and analysis it was agreed that as
a CCG this year we will have four main programmes
with both a transformational and transactional focus:

• Integrated pathways no variation/’one-stop’ principle

Prevention

Innovation
• Sharing good practice
• Culture of innovation/empowerment
• Challenge status quo
• Risk-taking criteria explicit

Productivity

• Population level priorities

• Reduce unwanted variation

• Evidence base/impact assessment

• Eliminate non-value-added activity

• Partnerships to address wider
determinates of health

• Optimise effort vs impact

• Effective social marketing
• Recognition of the ‘long game’
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• Balance of effectiveness and
efficiency
• Focus on utilising ‘smart’ metrics
and KPIs
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Introduction and context

Transformational:
• cancer (including diagnostics and end of life
care)
• respiratory

Figure 2: planned care priorities

Planned Care Programme
Health as the norm, reducing variation, improving effectiveness

• vascular disease.
Transactional:
• shared decision making (pathway navigation
across primary, secondary and specialist care).
This approach will complement existing
transformational programmes such as mental health
which will continue to be implemented. Within the
framework we recognise that there is a number of
common prevention programmes e.g. management
of obesity, which will have an impact on all our key
transformation programmes.

Self management

Prevention
Local engagement

We will ensure a collaborative approach for delivering
priorities within the framework within both the
Wakefield and wider West Yorkshire footprints.

Shared decision making/Pathway navigation

Primary care/
community care

Secondary
care

LTC care management

Cancer

Respiratory disease

Vascular disease
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Specialist care
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Specialised Commissioning –
15/16 strategic planning refresh

Ministers have also agreed that the following services
will no longer be commissioned by CCGs and will be
reflected in NHS England contracts from April 2015:
• some highly specialised adult male urological
procedures
• some adult oesophageal procedures
• services for patients with homozygous familial
hypercholesterolaemia
• some adult specialist haematology services.

The 2015/16 Commissioning Intentions for Prescribed
Specialised Services outlined the approach NHS
England intends to adopt in relation to the future
commissioning of specialised services, service reviews
and procurement opportunities.
From April 2015 in line with national policy guidance,
we will be responsible for commissioning the
following services which will be reflected in local
contracts:
• specialised wheelchair services
• outpatient neurology referrals made by GPs
to adult neurosciences centres
• outpatient neurology referrals made by GPs
to adult neurology centres.

Although there have been many positive achievements
within the specialised services sector, levels of growth
in spending on specialised services nationally have
been unaffordable. The specialised services sector of
the NHS is operating at a substantial deficit relative to
the recurrent money available with growth eclipsing
resources. The central leadership challenge for
commissioners and providers in the coming year is to
achieve the best outcomes possible for patients within
the constrained resources available.
In order to address these challenges during 2015/16
we will be working with NHS England and other
CCG commissioners to design and support the
implementation of new collaborative commissioning
arrangements to enable the transfer of commissioning
responsibilities to the most appropriate models
(NHSE commissioned, collaborative or CCG).
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We are also working with the local authority, providers
and other key stakeholders to identify areas where
preventative action in upstream services can reduce
pressure on complex care and will contribute to
delivery of our local Health and Wellbeing Board
strategic priorities, set in the context of the Five Year
Forward View and the QIPP agenda. Our involvement
in the revised weight management service models is
an example of this.

1 2 3 4 5

System Transformation

2
Prevention

Integration

Planned Care

Urgent Care

As outlined in the first section of our
operational plan, years 2 to 5 of our strategy
will focus on transformation of the health
and social care system and in particular upon
prevention, integration, planned care,
urgent care and primary care. We will
continue with our existing transformation
schemes for mental health, maternity,
children and young people, many of which
are moving into a delivery phase.
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Primary Care

Maternity, Children
and Young People

Mental Health and
Learning Disabilities
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System Transformation

2
Prevention

Integration

Planned Care

Urgent Care

Primary Care

Prevention: delivers a
significant, measurable
improvement in the health and
wellbeing of the population.

Commissioning plans reflect the agreed priorities and
methodologies for working outlined in this strategy.
Success is measured by monitoring key outcomes
frameworks, monitoring impact of commissioned
work and engagement with stakeholders and the
community. Prevention is a key cost cutting approach
in this work.

A key theme of the Five Year Forward View is
prevention. Whatever we prioritise for delivery over
the next year, the prevention agenda will be key to its
future success and, more importantly, will provide a
better quality of life for the people of Wakefield.
The Health and Wellbeing Board has produced a
Health and Wellbeing Strategy in 2013, which is a
three year strategy reviewed annually. Six key health
priorities are identified by all major partners:

All partners in Wakefield acknowledge that everyone
has a part to play in delivering the prevention agenda.
The three key priorities outlined in the Director of
Public Health Annual Report 2014 (Wakefield.gov.uk)
entitled “prevention is better than cure” are:

• mental health

• reducing smoking,
• increasing physical activity and
• reducing the impact of dementia.

• inequalities
• early years
• long term conditions
• healthy living and quality of life

Maternity, Children
and Young People

Mental Health and
Learning Disabilities

In addition Wakefield is currently producing a cross
cutting, multi-agency prevention action plan. The
Health and Wellbeing Board used the local Joint
Strategic Needs Assessment (JSNA), engagement with
commissioner and provider partners and engagement
with the voluntary and community sector to identify
the health needs for the varying groups in the district.
This produced a set of priorities, outlined in the Health
and Wellbeing Strategy, and a set of effective
approaches to close the gap.
In addition, over the last year, Wakefield Together
(the local strategic partnership for the district) has
produced a District Outcomes Framework with a
number of health priorities, owned by the Health and
Wellbeing Board; for example, improving dementia
diagnosis, reducing smoking and increasing physical
activity. Each of these priorities has an action plan, and
performance framework, monitored by the Health and
Wellbeing Board and Wakefield Council. This has been
an effective approach; as an example, the target for
dementia diagnosis of 67% by April 2015 has already
been exceeded at 68.5%.
Wakefield District has committed over £1 million
across two years to supporting GP networks to
identify their local health inequalities via the JSNA .
The money was allocated equitably by health
inequality weighting. This has then resulted in local
actions based on need, for example, additional alcohol
worker support. All practices have adopted an action
on reducing maternal smoking.

• older people.
Four approaches were also identified:
• prevention and early intervention
• partnership
• evidence and innovation
• personalisation.  

12

1 2 3 4 5

System Transformation

2
Prevention

Integration

Planned Care

• Tobacco - identified as a prevention priority in
Wakefield. High level action plans have been
adopted by the Health and Wellbeing Board.
We have recently seen a significant drop in smoking
by women at the point when they give birth as a
result of these co-ordinated actions. The smoking
cessation service is currently being re-procured
according to best practice. Wakefield hosts the
regional tobacco control lead.

Urgent Care

Primary Care

• Blood pressure - Wakefield has a lead for stroke
and cardiology. The actions delivered by this
programme, including a project which aims to
change prescribing practices for patients at risk of
stroke arterial fibrillation has resulted in a drop in
cardiovascular mortality that is faster than the
national average. Strokes have also reduced from
79 in 2012 to 69 in 2014; the first time this figure
has reduced in five years. Wakefield was also the
national pilot site for “The Big Squeeze” Public
Health England’s project to provide early diagnosis
for high blood pressure. This has been evaluated
and the learning is being fed into the Health
Checks programme.
• Cholesterol - primary prevention approaches
focusing on promoting healthy eating. Secondary
prevention using health checks. In addition, high
risk groups are identified through annual checks
eg. diabetic patients.
• Being overweight - Wakefield has an obesity
strategy which takes a system wide approach.
This includes community approaches such as “cook
and eat” programmes, healthy walks programme
and more targeted work; exercise on referral and
“shape your weight programmes”.
• Alcohol - an alcohol liaison service has been
commissioned and Wakefield has a named
community alcohol worker. A community alcohol
partnership has been established in Castleford with
plans to roll it out across the whole District.
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Learning Disabilities

Increasing liver disease in the District, has been
acknowledged by the Health and Wellbeing Board
as a concern and as such a strategy and action plan
is being prioritised for 2015-16.
More detail is available in the Director of Health’s
Annual Report for 2014.

In line with guidelines, the Public Health team has
engaged with a wide range of stakeholders through
various events in order to establish individual grades
for the 18 Equality Delivery Systems (EDS) outcomes.
This allowed us to understand what our patients and
the public required in terms for high quality and
accessible services, to establish a benchmark for
equality and diversity performance, to identify any
equality gaps and to set a baseline from which we
would develop our Public Sector Equality Duty
objectives. We have ensured alignment between the
EDS equality outcomes and our equality and diversity
priorities. We have identified four EDS2 outcomes as
a focus for 2015 and will continue to work to improve
on the previously assessed grades. We will undertake
a similar assessment against the EDS2 objectives
during 2015, to measure our progress against the
outcomes.
In terms of tackling alcohol issues, Public Health have
recently published a new alcohol strategy which the
CCG will continue to work to in 2015/16 via a new
alcohol action plan being developed to deliver it.
In addition a new one year post has been created in
the Public Health Strategy and Specialist Support team
to look at liver and how to work across the system to
reduce harm.
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Maternity, Children
and Young People

Mental Health and
Learning Disabilities

Antibiotic awareness and resistance was the theme of
International Infection Prevention Week (IIPW) which
was held in October 2014. This year the Community
Infection Prevention and Control (IPC) team
demonstrated support of IIPW and Antibiotic
Guardianship through the use of the IPC web site and
social media pages, including Facebook and Twitter.
Educational videos, key messages and supporting links
were shared to raise awareness of health care
associated infection and responsible antibiotic use.

In terms of TB Wakefield CCG undertook an EU
procurement of community TB services in 2013/14
and the new service was mobilised in April 2014.
We are the responsible commissioning organisation
and under our local memorandum of understanding
public health took the lead on this. The new service
contract period is 2014/17 and contract management
meetings will continue to take place. In 2013 we
agreed a secondary care referral pathway for active
and latent TB patients and are planning to undertake
an audit of this in 2015. The Collaborative TB Strategy
for England has now been published. The strategy
outlines five steps to achieving success; step 2
highlights the need for model service specifications
and step 3 highlights the need to assess local services
against the specification. If the model specifications
are available this year we will need to assess our
community TB spec against this. A Wakefield TB
Action Plan has been published which we will
continue to work on.

The IPCT also hosted a Good Practice Event on 20
November 2014 with a key message of ‘Take care, not
antibiotics’. The event was attended by 120 care
home managers and link workers from Wakefield and
Kirklees . An opportunity for delegates to sign up to
Public Health England’s Antibiotic Guardianship
initiative was also provided.
The Medicines Optimisation pharmacists are
undertaking a project in six GP practices in Wakefield
using risk stratification software called Eclipse Live.
The project involves the identification of patients
being prescribed nephrotoxic drugs who also have low
or failing renal function levels. Once identified, the
patients are reviewed by the pharmacist and a
recommended action discussed and implemented with
the GP in the practice. The aim of this project is to
take patients off drugs that may result in an admission
due to acute kidney Injury in patients at risk. The
project is due to complete in June 2015 and will be
fully evaluated. If successful, a business case will be
put forward to widen the number of GP practices
involved.

The Infection Prevention and Control Team undertake
surveillance of alert organisms and facilitate and
undertake post infection reviews e.g. MRSA
bacteraemia cases. If the findings indicate that there
are prescribing issues then this is escalated to the
CCG’s Medicines Optimisation team. To ensure
learning is cascaded the information on themes is
included in the quarterly Primary Care and Care Home
newsletters. Six monthly reports are provided to our
Integrated Governance Committee and any exceptions
reported if required.

14

1 2 3 4 5

System Transformation

2
Prevention

Integration

Planned Care

Urgent Care

Integration: enabling integration of
the health and social care system to
deliver seamless care and support for
those most vulnerable and with
greatest need.
The Health and Wellbeing Board has three key priorities;
integration of health and social care as an external and internal
focus being one. This priority includes the rollout of the
Connecting Care teams across three locality hubs, teams
supporting the targets outlined in the Better Care Fund (BCF) for
reducing non-elective admissions. Our Health and Wellbeing
Board signed off the BCF plan in September 2014 (which was
fully approved by NHS England in January 2015) and will be
responsible for the monitoring of both the BCF plan and its
pooled fund.
Clear targets have been agreed for 2015/16 and have ensured
that all activity planning with our providers matches the
assumptions made within our BCF to ensure that we meet our
3.2% target in emergency care admissions. We have developed
our BCF as a whole health and social care system which has
ensured that all the interconnecting elements support and
complement each other.
A Connecting Care service specification has been developed and
issued to Wakefield providers in December 2014 and reflects the
objectives required to be met for our BCF plans. The providers are
currently responding to this specification and a Provider Alliance
has been established and tasked with developing an
implementation plan in response to the service specification.
15
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System Transformation

Prevention

Integration

Planned Care

We are committed to transforming planned care for
our population and as part of this vision we have
agreed a whole population approach prioritising
cancer, vascular disease and respiratory disease as core
to achieving transformation. Maximising self-care and
utilising evidence-based shared decision making will
both enhance individual experience in accessing
healthcare services and ensure that access is aligned
to need.
Effective structure and process are the cornerstone to
effective delivery of outcomes, and full implementation
of this within planned care commissioning practice is
necessary before transformation can be delivered at
scale and pace. We have redefined the portfolios in
our commissioning teams to align to the following
delivery programmes:

Primary Care

• cancer, end of life care and diagnostics

Maternity, Children
and Young People

Mental Health and
Learning Disabilities

Figure 3: Self care and shared decision making

• long term conditions - cardiovascular,
including diabetes and respiratory
• secondary care and outpatients,
including community specialities

Tier 3 Care Need:
High complexity.

• primary care and community services.
In addition commissioning portfolios will be
delivered through matrix working across:
• Public Health
• NHS Yorkshire and Humber
Commissioning Support, including
business intelligence
• GP networks
• CCG interdependent functions.
In setting the foundations for our
commissioning model we have agreed a set of
principles around self-care and shared decision
making which illustrate how we intend to drive
through change within the context of our
people-centred primary care approach.
See figure 3.

Care management delivered through:
health & social care integrated pathways

Tier 2 Health Need:
High risk disease.
Care management delivered through:
community, primary & secondary care
integrated pathways

Tier 1 Health Need:
70-90% long term conditions
self-care support.
Management delivered through:
community, primary care and
public health integrated
pathways
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Integration with ” SELF” at the centre through
SELF-CARE & SHARED DECISION MAKING

Planned Care: ensuring
admission to hospital takes
place only when clinically
necessary and that a
significant amount of
assessment, diagnosis and
treatment occurs within a
primary or community setting
on a planned basis.

Urgent Care

Population flow based on individual need

2

2
Prevention
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System Transformation
Integration

Planned Care

Urgent Care

Primary Care

These principles will be used to form the basis of all
planned care transformation work.
We are developing a programme of work to
implement Shared Decision Making across the whole
patient journey from prevention to primary care,
secondary care and specialised care. Shared Decision
Making is a partnership approach between clinician
and patient based on empathy, exchanging
information about available options, considering the
consequences together and making a decision by
consensus.
For successful outcomes to take place in planned care
we will develop our capacity and capability to utilise
business intelligence. We have already begun to do
this through our business intelligence system (RAIDR)
and we are exploring what we require going forward
to help us understand where progress has been made
and in the development of our delivery plans.
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The combination of:
• activity and budget data
• variance analysis (via the RAIDR system)
• clinical peer review with secondary care
clinicians
• promoting shared decision making via
focussed network development and
• clinical pathway changes to support planned
care priorities
will together form a major part of our Network
Development Framework (NDF) in year 2. The primary
care networks will target smoking or cancer screening
uptake as part of their year 2 health improvement
plans aligning with the cancer programme. Shared
decision making in care planning is being implemented
as part of the NDF in year 2 and will link to the CCG
plan in relation to the management of long term
conditions. This approach will enhance care planning,
assisting people with long term conditions to develop
good quality care plans with their health professionals.
This will link to the self-care strategy, promoting
independence and encouraging people to take
responsibility for the management of their long term
conditions.
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Urgent Care: ensuring an
urgent and emergency care
system which is easily navigated
and enables rapid and
appropriate response based
upon assessed individual need.
A system resilience group is in place across the Mid
Yorkshire footprint which includes all partner
organisations’ and patient representatives. The terms
of reference outline the aims and objectives of the
group in relation to both operational and
transformational priorities.

Urgent Care

Primary Care

Strategic and operational plans are described in the
urgent care strategy and the urgent care section of
the outline business case and associated programme
documents for Meeting the Challenge. The seven
interventions for urgent and emergency care are
outlined in the strategy and include schemes
highlighted in the Keogh review including the
implementation of urgent care practitioner/paramedics
with advanced skills, integrating services for seamless
care, improving access and maximising NHS 111 and
ensuring care is delivered in the most appropriate
setting to meet the patients’ needs.

This System Resilience Group (SRG) has agreed a work
plan which will be signed off in March 2015 with
monthly assurance reports being submitted to the
SRG going forward. Over 2015/16 the SRG will work
to a plan which contains priorities agreed with all
partners. Mid Yorkshire SRG has representation from
all local stakeholders and is a member of the West
Yorkshire Urgent Care Network. Decisions about
collective investment across West Yorkshire that
impact on Mid Yorkshire SRG will be made through
this forum with the endorsement of 10CC. Through
the review of previous winter SRG schemes and
alignment to urgent care and emergency care strategy,
we have requested additional capacity to support
resilience - which will be prioritised through provider
evaluation and future commissioning intentions.
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There is a West Yorkshire urgent and emergency care
network which is supported by all 10 CCGs,
representatives from the West Yorkshire SRGs
attending. The network has three priorities which
align to the Keogh review and local urgent care
priorities which impact on West Yorkshire as a whole.
A process has been agreed to support services to
deliver the Meeting the Challenge programme of
work which aims to reduce non-elective admissions
through hospital avoidance schemes.
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Primary Care: developing a
system of general practice
which is accessible, responsive
and integrated into the local
health and wellbeing system.

Urgent Care

Primary Care

People-centred primary care is central to our vision
and purpose. This operational plan sets out ambitious
challenges for delivery. As system leaders we have
acknowledged that we need to refocus our system to
make the maximum contribution to sustainable health
improvement. At a time when we know that our
population has increasing health needs we will make
it easier for people to improve their own health
through co-operation between all local care services.
In order to deliver this ambition we will work over
the lifetime of the strategy to develop high quality
sustainable primary care based networks of informal
and formal support which is holistic, empowering and
tailored to each individual’s priorities and needs.
In doing this we aim to:
• improve population health and narrow health
inequalities
• improve the experience of care (including
quality and satisfaction)
• improve the cost-effectiveness of care
• improve the morale and job satisfaction of
professional and informal carers.
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We will develop from conventional ambulatory care to
a focus on people-centred primary care considering
health needs rather than illness and cure. This will
require change not just amongst our GPs, but will
involve the five ’jigsaw’ pieces of the person-centred
primary care model; staying healthy (prevention);
general practice; urgent and emergency health care;
specialist health care; and community health and
social care. This is illustrated in our plans on a page.
(See page 41)
In 2015/16 we will continue to engage with our GPs
about their role in commissioning and in the
leadership roles of our network chairs. We will further
develop the governance relating to commissioning,
including the level at which we will delegate decisions
in the future, whether at practice level, network level
or district level. We will build on the success of Prime
Ministers Challenge Fund wave 1 and whilst we have
not been successful in our bid for wave 2, the detailed
work which has been carried out with and between
our clinical networks will inform the way we review
our PMS contracts. Our New Models of Care Vanguard
pilots will also inform our thinking about PMS
contracts and future commissioning of primary care
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Maternity, Children and Young People:
in our five year strategy we outlined
what we planned to deliver in terms of
service transformation.
We have reviewed our programme for the operational plan and have
identified four key themes which we intend to begin to deliver in 2015/16.
With the continued success of partnership and integrated working in
Wakefield, we are now in partnership with the local authority developing
integrated Early Help hubs. These hubs will be based in the seven areas
which closely mirror our clinical networks and will provide the opportunity
for our GP practices to refer for help which will be “wrapped around” the
family. Commissioning arrangements will support the “early help” offer
and particularly for those children who would benefit from personal
health budgets.
We will continue to review the urgent care pathway for children and
young people. Work in previous years has been successful in the
development of a children’s assessment unit at the hospital. Further
development is now moving forward, particularly around respiratory
problems and diabetes.
We will continue to review maternity services, taking note of the
outcomes of inspection reports. A focus on smoking in pregnancy will
continue to address a challenging target for reduction.
Linking to the mental health transformation programme we will review
our access to mental health support for children.
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Primary Care

Maternity, Children
and Young People

Mental Health and
Learning Disabilities
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System Transformation

2
Prevention

Integration

Planned Care

Mental Health and
Learning Disabilities: we are
developing a model for
services which will place the
patient at the centre of their
own care.

Urgent Care

Maternity, Children
and Young People

Primary Care

Mental Health and
Learning Disabilities

Through stakeholder, public and service user
engagement we have identified the opportunities for
transformation and are progressing the delivery of a
five year programme that will deliver a system of care
based on the following principles:

Built into the model will be patient pathways that
focus on:

• Every contact counts – all health and social
care professionals need to consider each
individual as a whole person and look at their
holistic needs whether they be physical health,
mental health or social care based

3. signposting

• patients should have to tell their story only
once
• we will make it as easy as possible for people
to access support
• we will minimise and eradicate the gaps
between services and deliver seamless care
• there will be more focus on supporting people
to their optimum point of “recovery”
• there will be more focus on empowering
people to help themselves and maintain
independence
• there will be more focus on providing low
level support to prevent escalation of
symptoms
• where crisis occurs, there will be an
appropriate, collaborative response based on
previously defined plans.
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1. prevention
2. early intervention

4. referral
5. triage
6. assessment
7. treatment
8. step down
9. crisis response.
Each pathway will consider the role of universal,
targeted and specialist services to ensure the right
level of response based on an individual’s needs.

Stigma and culture
In addition to ensuring our future services are fit for
purpose, we are also leading work to reduce stigma
and improve the culture of mental health access
across Wakefield. Many people with mental illness
state ‘…the stigma of mental ill health is more
disabling than the illness itself’. Given that stigma has
the potential to affect all in society the approach
adopted will place the citizen at the centre.
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System Transformation

2
Prevention

Integration

Planned Care

Where possible and practicable work will not be
conducted in traditional meeting settings but rather in
the places where citizens interact - sport, leisure,
culture, arts, schools, colleges, employers, retail and
business. These will be our ‘creative spaces’.
Organisations from all sectors, including those in the
health and social care sector, will be encouraged to
review their practice through the use of the Mindful
Employer initiative, and encouraged to shine a light on
their organisational values.
The Mental Health Service Transformation Programme
includes a number of work streams which contribute
towards reducing the gap in life expectancy for people
with severe mental illness, including:
• prevention and early intervention
• transformation of secondary mental health
services
• re-commissioning of targeted community
services with the local authority
• reducing stigma and creating an inclusive
culture.
We are working collaboratively with the local authority
on a Prevention Strategy and a Wellbeing Model which
will aim to target the wider determinants of health,
and address some of the underlying factors of why
people with mental health problems die prematurely.

Urgent Care

Primary Care

The transformation of secondary mental health
services will ensure a focus on supporting people to
their best point of recovery and ensuring a multidisciplinary approach to delivering care and treatment.
A joint review of all Learning Disability (LD) services,
the interactions between them and the commissioning
of them has been carried out independently on behalf
of the CCG and local authority. The review found that
the building blocks of a comprehensive pathway for
learning disability are mostly present but the passage
between services could be improved. A series of
recommendations will follow the consultation phase
and an action plan developed to deliver change,
monitored by the Learning Disability Partnership Board
(LDPB).
The development of improved community services will
reduce the reliance on inpatient care and out of area
placements, with packages of support developed
locally. This is the approach being followed for the
cohort of patients identified under the National
Response to Winterbourne View.
The future transformation of LD services will focus
on supporting people safely at the lowest level of
intervention. The recent Department of Health
document Time to Change highlights the need to
recognise the rights of people with learning
disabilities.

22

Maternity, Children
and Young People

Mental Health and
Learning Disabilities

Wakefield has a very active partnership board that is
championing the rights of the learning disability
population through reasonable adjustment,
a Learning Disability Liaison Nurse, advocacy, user and
carer forums and via the Strategic Health Group,
which delivers the ‘health’ aspects of the SelfAssessment Framework (SAF) action plan.
Areas for development currently include;
• recruitment of a clinical lead within the CCG
• support to GPs regarding health checks for
those on the learning disability register
• further work to develop the learning disability
register and improve data to influence
strategic commissioning
• ensuring ‘reasonable adjustment’ is a
requirement of all contracts, both health and
social care.
Contract negotiations with current mental health
service providers take into account the new mental
health access standards, and providers are beginning
to work towards these. Service Development
Improvement Plans are being drawn up to ensure a
focus on achieving the waiting time standards.
The new mental health access standards will form
part of all relevant service specifications developed
going forward.

2
Prevention
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System Transformation
Integration

Planned Care

Urgent Care

Primary Care

Maternity, Children
and Young People

Mental Health and
Learning Disabilities

Following a review of the service specification for
Children and Adolescent Mental Health Services
(CAMHS), to ensure there is a focus on outcomes based
care and treatment that meets the needs of young
people experiencing mental health problems, the next
step in the transformation of services will be to consider
integrated children’s mental health services. The CCG
and the local authority will work collaboratively to
understand the needs of young people and ensure that
services are commissioned to meet those needs.

The draft joint learning disability review of services
and commissioning across health and social care is
out to consultation with LDPB members at this time.
The review makes 11 recommendations that broadly
fall into three areas:

Initial findings from joint learning disability review and
SWYPFT transformation programme reflect Francis,
Berwick and Winterbourne View reports in that they
focus on support at the lowest level of intervention that
is safe and of good quality. The development of the
Community Team for Learning Disabilities (CTLD) and
services from Horizon Centre will act as barrier services
to people being placed in residential or hospital settings
following a crisis and will act as a conduit for
supporting people back to Wakefield and through
stepping down in services.

In terms of getting people out of hospital settings
under Winterbourne View we have worked with the
Improving Lives Team and carried out CTRs as per
guidance. The CCG completes the weekly tracker of
patients and is part of the weekly conference call to
support this. We meet regularly with the local
authority to review the progress of patients in hospital
settings and this group has representation from
strategic housing to support future commissioning
options.

Wakefield has 11 people currently in inpatient beds.
Three have a discharge date and the remaining eight
have undergone care treatment reviews (CTRs) and will
either have a discharge date or be discharged within six
months. The Quality Assurance Groups will oversee the
commissioning of the packages of support and will
report to the Learning Disability Partnership Board LDPB
in Wakefield. The CCG reports to NHSE on a weekly
basis and via the Health and Social Care Information
Centre (HSCIC) quarterly on the progress of the
Winterbourne View cohort.
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• data and information
• pathways and transitions
• resource allocation and commissioning.
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Quality (including safety and access)
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Our Quality Model uses the findings and
recommendations from these reports to firmly
embed quality in our commissioning activities
and decisions – ensuring improved quality
outcomes for local people who use and rely
on the services we commission; and
developing robust quality assurance
mechanisms to ensure a high standard
of quality and patient safety in these
services. Our model demonstrates how
our assurance and governance mechanisms
are structured to ensure we commission
quality services for local people; and how we
use ‘hard’ data and ‘soft’ intelligence to
influence our commissioning activities and
decisions and assure the quality of services
provided. The Quality Model is illustrated in
figure 4.

GOVERNANCE
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NI ce e
n
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High quality care and good patient experience are
central to our values and fundamental to the way
we conduct our business. Our vision to have
people-centred primary care clearly expresses our
aspiration to commission quality services to
improve patients’ experience of healthcare
within Wakefield District. High profile
national reports on quality and safety
within the NHS, including the Francis,
Winterbourne View and Berwick reports,
put a responsibility on commissioners and
providers to put patients first, and we will
continue to drive and embed
improvements in commissioning for safe,
high quality and compassionate care.

Figure 4: our quality model
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We will continue to use our monthly Integrated
Quality & Performance report as a key tool to provide
assurance to the Governing Body that strategic
objectives are being delivered and to direct attention
to significant risk, issues, exceptions and areas for
improvement. As well as performance against the
CCG’s strategic objectives and key performance
indicators, additional quality, safety and experience
measures are included. These are triangulated along
with ‘soft’ patient experience intelligence to identify
trends, and agree actions to learn from and improve
the quality and safety of commissioned services.
This information will be a key focus of our programme
management approach to monitoring this operational
plan.
Our robust contract monitoring (including the use
of CQUIN and local quality indicators as levers for
improvement) allows us to understand, measure,
improve and learn from the harm that can occur in
healthcare services. We do this through; regular
reporting against, and assurance about the NHS Safety
Thermometer, incident reporting (including serious
incidents), mortality, CQC inspection reports, avoidable
healthcare associated infections, medicines
management and pressure ulcers.
Where we have concerns about the quality of care we
will continue to work with those providers to ensure
improvements are made, learning is shared and if
appropriate share these at the West Yorkshire Quality
Surveillance Group and with the CQC. Our ability to
strengthen quality assurance processes, respond
where quality is below standard and drive continuous
quality improvement will be key to making sure that
we deliver our key responsibility for quality and safety.
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Patient safety at our local acute provider, The Mid
Yorkshire Hospitals NHS Trust (MYHT) has been an area
of concern for some time and a priority for the CCG.
Following a CQC inspection at MYHT in July 2014,
the Trust received an overall rating of ‘requires
improvement’ and was rated ‘inadequate’ for safety.
A number of initiatives were implemented to facilitate
improvement in areas of concern. The progress
against the CQC action plan is closely monitored by
our MYHT Executive Quality Board where assurance
submitted by the provider is verified against
independently collated information made up of
nationally reported hard data and triangulated against
soft intelligence gathered by the Quality Intelligence
Group. The CQUIN scheme for 2015/16 directly links
to the provider’s CQC action plan. These include falls,
VitalPAC, outpatients, medicines management,
improving the hip fracture pathway and older people’s
assessment unit.
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We are part of the Sign up to Safety campaign and our
pledges cover many of the initiatives described in this
plan. To further develop our capability in patient safety
improvement, we intend to join the Patient Safety
Collaborative Programme. This will enable us to take
an active role in an improvement system that
underpins a culture of continual learning and patient
safety improvement.

In 2015/16 we will further develop our systems and
processes within our planning and delivery work. QIA
is an integral requirement within the commissioning
process ensuring a focus on the quality impact of
commissioning changes is embedded within the
organisation. Work streams within the CCG strategic
priorities and all QIPP schemes will have QIAs
undertaken when appropriate.

We have developed a robust Quality Impact Assessment
(QIA) tool to help us identify the potential impacts on
quality (positive or negative) of any proposed change
to the way services are commissioned,
decommissioned and/or delivered. The QIA process
proactively enables mitigating actions against any risk
to quality and patient safety to be identified.

Incident reporting is one of the indicators we monitor
and seek assurance about from our providers to
demonstrate a strong safety culture. We include
relevant information in our monthly Integrated Quality
& Performance report. Our providers regularly report
on the number of incidents reported by severity of
harm, and have been tasked with reducing the
number of incidents resulting in moderate or severe
harm or death. Strengthened commissioner reporting
has included a focus on learning and improvement,
and we can demonstrate where improvements
identified have influenced commissioning through
contractual levers, ie local CQUIN goals, or quality
requirements.

In partnership with NHS North Kirklees CCG we carry
out monthly Patient Safety Walkabouts at MYHT.
Walkabouts involve a small team of clinical and
non-clinical commissioners, including local GPs and
Healthwatch, 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. Walkabouts are announced in relation
to date, time and hospital site, but unannounced as
to which wards are to be visited. Verbal feedback is
given once the walkabout is completed, with a report
shared with the Trust and reported back through the
Executive Quality Board. From January 2015 the
prompts in the walkabout proforma have been
strengthened to include issues identified following
the CQC inspection.

We are developing a primary care quality dashboard
which includes patient safety indicators, particularly
incident reporting. The indicators in the dashboard will
be reviewed and discussed with each practice as part
of our continuous improvement cycle as relevant.
During 2014/15 we have worked collaboratively with
practices through our Medicines Optimisation team to
increase medication incident reporting as part of the
Quality Premium. We will learn from this work and
develop appropriate incident reporting processes as
part of primary care co-commissioning.

26

3

1 2 3 4 5

Quality, Innovation, Prevention & Productivity
As part of our new whole system approach to
planning and delivery, we will review the 2015/16
national CQUIN guidance once published and ensure
the proposed CQUIN indicators relating to sepsis and
acute kidney infection are included in relevant provider
CQUIN schemes. We have developed a local sepsis
CQUIN indicator with our local ambulance trust, the
Yorkshire Ambulance Service. The aim is for them to
proactively work with local acute providers to adopt/
develop and implement an early warning score and
best practice care bundle for the management of
suspected sepsis in children and adults.
Safeguarding
We are active members of the Local Safeguarding
Children’s Board (LSCB) and the Local Safeguarding
Adults Board (LSAB) with chairing responsibilities for
subcommittees. We take responsibility for coordinating the actions from Lessons Learned Reviews
(LLRs) and Serious Case Reviews (SCRs) for adults and
children on behalf of the boards, and use the
Executive Quality Boards to performance manage
providers. We are assured that we meet the statutory
responsibilities for the CCG under the Children Act
2004 section 11, and assure ourselves that providers
meet this requirement. We have in post the required
statutory nurses and doctors for safeguarding
children, and exceed this by having a designated nurse
for safeguarding adults. We attend all provider
safeguarding committees, and provide support to
professionals in other services as required. We will
report to our Governing Body annually, as a minimum,
to give information on compliance with the statutory
and regulatory safeguarding functions of the NHS
within Wakefield.

We will continue to support the partnerships in place
within the district for safeguarding children and
adults, including supporting the Multi Agency
Safeguarding Hub in the foreseeable future.
Ensuring staff are compliant with the Mental Capacity
Act remains a challenge for provider organisations,
along with ensuring case law is translated into service
provision. The work of the Adult Safeguarding Board
continues to provide assurance that the main
providers are taking steps to ensure their compliance
and a set of objectives has been agreed for 2014/15
which includes provision of information, quality and
contract monitoring and training.
We will continue to work with NHS and LSCB partners
to ensure that actions from Serious Case Reviews,
Learning Lessons Reviews and Serious Incidents have
been embedded in culture and practice. This will be
done through:
• Executive Quality Boards
• attendance at Trust (and organisational)
safeguarding committees
• monitoring actions through LSCB and LSAB
review processes, which includes leading
challenge sessions for SCR action plans, and
chairing the work stream of the LSCB, and the
appropriate representation to the LSAB
assurance processes.
We will work with NHS England to ensure that their
current process for embedding such learning in general
practice will be utilised locally from April 2015.

27

Access
Improving access is a key enabler to driving change
and building capacity and sustainability in the health
and social care system in Wakefield and is a priority for
the CCG. In order to deliver transformational change
there is a number of key enablers which have to be
developed in order to facilitate that change. With one
of our GP networks leading the way as a pilot for
Prime Ministers Challenge Fund (PMCF) wave 1, we
are committed to improving access. Although all our
other GP networks were unsuccessful in a collective
application to wave 2 of the PMCF we intend to phase
in the proposed developments as resources allow.

3
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In terms of more practical support, we have funded
142,000 additional doctor, nurse and healthcare
assistant contacts in our 40 general practices through
our Network Development Framework in 2014/15 and
will fund the same in 2015/16. We are also supporting
the following access initiatives in our seven practice
networks:

Complementing this, Wakefield’s Connecting Care
transformation programme is providing extended
access to community health and social care staff and
voluntary sector workers based in three hubs across
the district.
Patient Experience

Our Equality Objectives published in March 2014 were
identified following a baseline assessment against the
Equality Delivery System. They include increasing
cancer screening rates to address current inequalities,
ensuring access to local health provision by new EU
communities and improving the experience and
confidence of the transgender community.

• care home access and extended GP opening in
Network 1

As with 2014/15 we will utilise the NHS’s Levels of
Ambition tool to review the current experience of our
population compared to our peer group in relation to
inpatient care and general practice. Where experience
is poorer, as it is for inpatient care, we will use the tool
to set our ambition to improve to at least our peer
group average. Where experience is better, as it is for
general practice, we will use the tool to become the
best in our peer group average.

Our Putting Patients First initiative brings our Patient
Experience Framework to life, making sure that
patient experience is at the centre of all our
commissioning activities. It has been achieved through
a partnership approach with users of our services and
stakeholders. Our focus is on using patient experience
feedback and insight to inform our strategic priorities,
so that local people are part of, and know how they
have, shaped our commissioning decisions.

Our Putting Patients First approach described below
ensures that everyone counts; we do not base our
commissioning decisions on the views of one group or
a few individuals. We make sure that those vulnerable
groups who are often not represented have a way of
sharing their views either directly or via their
representatives. We have developed a comprehensive
relationship matrix, a tool to ensure that we engage
with groups representing the nine protected equality
characteristics, and those seldom heard. The
application of the matrix has meant that all our
engagement and experience work involves our most
vulnerable communities. Public health expert input to
our Quality Intelligence Group also better informs the
actions we take, bringing in the needs and
requirements of diverse communities.

We use patient experience information from a variety
of sources as intelligence to inform our business
planning, service redesign and procurement decisions,
and to monitor and assure the quality of services
provided. We gather insight from local people from
many sources, as well as Friends and Family Test results
and complaints - surveys, engagement activity,
staff feedback, consultation, social media, personal
comments and statements, letters, and feedback from
our member practices and partners alongside the
standard channels of PALS and complaints. The
uniqueness of our work is how we join up this
feedback and use it to take collective action around
future commissioning decisions.

• extended GP opening in Network 2
• care home access and extended GP opening in
Network 3
• care home access and GP in A&E services in
Network 4
• same day nurse triage 7 days per week in
Network 5
• digital access, care navigation, pharmacy and
physio first and extended GP opening in
Network 6
• care home access and GP in A&E services in
Network 7.
We are negotiating a new PMS contract (which will be
mirrored in arrangements for GMS practices) including
specific requirements for clinical quality improvement,
timely access to GP services and care planning for
people with long term conditions. Through taking on
this new role as commissioner, we are able to have an
even stronger influence over driving forward peoplecentred primary care and ensuring it is owned and
delivered at every level.
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Putting Patients First helps us understand and use the
experience of a wide variety of patients to influence
every stage of the commissioning cycle, including
improvement in services we currently commission
through:

• quarterly patient experience reports to inform
service transformation
• comprehensive engagement to inform
strategic planning and service reviews
• Quality Intelligence Group to inform the
monitoring of current providers
• Public Involvement and Patient Experience
Committee (PIPEC) and Patient Participation
Group (PPG) Network involvement to hold us
to account as commissioners.
Through gathering information from across a wide
range of sources and triangulating this, we gain an
assurance on what patient experience is locally.
Our systems are continuously developing, taking into
consideration the Five Year Forward View as well as
new engagement opportunities. This will continue to
contribute to the overall information base we have for
drawing intelligence on what patients are saying to
us locally.
As commissioners, we use this to seek further
assurance from our providers in areas where feedback
indicates lower satisfaction levels. This has been
reflected in the recent development of our CQUIN
indicators, some of which were a direct result of the
work carried out through Putting Patients First:
co-ordinated patient and stakeholder feedback in
respect of outpatient appointments resulted in further
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engagement with our networks, continuous
monitoring of trends and reporting by the provider to
our public assurance group on improvement actions.
A CQUIN indicator has been developed to further
monitor this service area and provide an assurance
measure going forward.
As an organisation, we will also be the lead
commissioner for the Yorkshire Ambulance Service this
financial year and to ensure that we have patient
experience information from service users, we have
carried out engagement in the local area and
neighbouring CCGs to establish a baseline and inform
our commissioning decisions, as well as supporting
commissioning decisions in West Yorkshire.
Patient experience has informed the development of
our strategic priorities and continues to support us in
the decisions we make around the services provided
locally and the individual work of our transformational
programmes and teams. This, however, is not limited
to the current NHS landscape and we aim for the
work carried out to date to inform our work as we
take on new responsibilities in commissioning from
April 2015.
Our recent patient experience report specifically
focussed on primary care will be one such part as will
be the engagement domain in our Network
Development Framework, ensuring that we underpin
actions around local health priorities with patient
experience information. This will enable us to plan,
develop and improve services which are relevant and
responsive to the needs of our local population.
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Putting Patients First is living the NHS values by using
feedback as insight to make improvements in the
delivery of compassionate care. Compassion is
fundamental to patient care and we know from our
engagement and experience work that patients want
better communication, considerate staff, more
information, and to be treated with compassion,
respect and dignity.
We will continue to seek assurance from local
providers about how they are adopting the 6Cs, and
about implementation plans to deliver against the six
action areas of Compassion in Practice. We will
continue to monitor proxy measures such as staff
Friends and Family Test; annual staff survey results;
and appraisal rates for medical and non-medical staff;
as well as strategies for effective and meaningful staff
engagement through our quality governance
arrangements with providers.
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Improving antibiotic prescribing

Innovation

We are working with microbiologists and antibiotic
pharmacists in the hospital trusts across the South West
Yorkshire Prescribing Committee area to review the
Antimicrobial Guidelines for Primary Care. This is due to
be completed by September 2015 and a re-launch of
the updated guidelines will take place at a prescribing
leads event in October 2015 and will also be heavily
publicised on the CCG’s social intranet, Skyline.

In order to foster a culture of innovation, we are
taking an operational leadership role to ensure that
we have the capacity and capability to enable this to
happen. As part of our planning process we have
identified the need to look at our organisational
design to ensure that this can happen and allow us to
deliver the transformation we have set out to achieve.
In getting our organisational design right we will be
able to ensure that colleagues are clear about the role
they have and how they can innovate and influence
what we do. This will link very closely to our
Organisational Development (OC) Strategy and our
learning and development plans to provide the
capability for the organisation.

Cephalosporin and quinolone prescribing has
decreased markedly over the past three years through
initiatives such as the Improvement in Prescribing Plan
(ImPP) indicators. Therefore the ImPP indicator for
2015-16 will concentrate on antibiotic prescribing at
individual practice level as a whole with the message
to reduce inappropriate prescribing of any antibiotic.

In order to increase innovation, it is important for us
to encourage a culture of sharing good practice.
We already have plans to do more of this through
our networks in the coming year but as strategic
leaders we also want to ensure that we are
encouraging it across the whole health and social care
system. We will continue to do some of this through
our Integration Executive and our Leadership
Development Forum.

A joint antibiotic public campaign is being planned
with NHS North Kirklees CCG and MYHT to raise
awareness of antibiotic resistance. This will tie in with
European Antibiotic Awareness Day in November
2015, following on from the success of the Wakefield
CCG Medicines Optimisation team event held in
2014. Health professionals will be encouraged to
become ‘antibiotic guardians’ and will once again be
provided with ‘non-prescription pads’ to give to a
patient when an antibiotic is inappropriate; these
contain self-help advice.

We are already leading the way in driving forward
innovative new ways of working, with one of our GP
networks (West Wakefield) implementing improved
access through wave 1 of the Prime Ministers
Challenge Fund (PMCF). A subsequent bid was made
for funding under wave 2 of the PMCF early in 2015,
which was unsuccessful. It was, however, a
remarkable bid in that all 34 of our GP practices had
signed up to taking part in plans to improve access
across the whole district.

A prescribing leads event is being held in July 2015
when the antibiotic pharmacist from MYHT will
present a workshop where prescribing lead GPs from
every practice in Wakefield will work through case
studies of appropriate and inappropriate antibiotic
prescribing.
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We will be building on the momentum gained to
continue our core work to give local people more
opportunity to access primary care.
Together with both our commissioning and provider
partners we have also been successful in gaining
Vanguard status for a new model of care relating to
care homes. This is in line with the Five Year Forward
View, and will offer more proactive management of
care for people living in care homes. Our West
Wakefield network was also successful in gaining
Vanguard status for their proposals to develop a
multispecialty community provider model. Wakefield
is exceptional in having achieved Vanguard status for
two schemes -the only area to have done so out of
just 29 agreed schemes across the country.
System leaders have developed plans to risk share the
requirements of the Better Care Fund in relation to
emergency admissions in order to demonstrate a
system response to working differently.

Prevention

Productivity

We have outlined earlier in this plan what our
approach to prevention is for the organisation. We
are committed to ensuring that prevention becomes
an integral part of our planning and delivery and have
refreshed our Memorandum of Understanding with
Public Health for 2015/16 to reaffirm how we will
work together through transformational leadership to
deliver real outcomes for our patients. Public Health
have been central to developing our plans for 2015/16
and have helped us to ensure that prevention is
considered in every aspect of our delivery plans.
In addition as mentioned before we have a multiagency task and finish group which is developing an
action plan for prevention which will sit alongside this
plan and will complement our transformation
programmes.

As a commissioning organisation with a budget
allocation for 2015/16 of approximately £0.5bn we
contribute a large proportion to the ‘Wakefield Pound’
i.e. that money which is spent across the public sector
per head of population. The health and social care
system has had to manage financial challenges
through generating efficiency which is expected to
continue. We are moving in to an environment which
has significant financial pressures but also presents us
with some real opportunities to do things differently
and to transform the health and social care system.
As outlined in the introduction we have chosen as an
organisation to look at the framework of QIPP in a
different way, connecting to a whole system approach
to planning and delivery and to seek long term
transformation rather than short term efficiencies.
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Quality, Innovation, Prevention & Productivity
It is becoming increasingly important that, within our
own organisation and in partnership with other
commissioners and providers, we maximise value for
money whilst ensuring quality of service for our
patients. In Wakefield we have developed strong
foundations through our Integration Executive to
enable us to have those challenging conversations and
through our agreed business rules we have a
framework through which we can explore
opportunities. In partnership with the local authority
we have already committed to a Better Care Fund in
which we have chosen to invest more funds than
required.

We also recognise the added value of local communitybased third sector delivery in creating a local multiplier
effect, locking in, circulating and re-distributing
investment within disadvantaged communities.
As well as providing a way to encourage sustainable
growth of community enterprise in areas of
geographical disadvantage, there are also benefits to
be accrued from the promotion of sustainable asset
development for community enterprises that serve
communities of interest, including equality groups that
may be at risk of exclusion.

For 2015/16 we have developed a ‘Budget Book’
which tells our financial story in terms of our Financial
Planning Bridge, planning assumptions, our financial
plan, QIPP headlines, contract stances, non-recurrent
funds, risks and mitigations, running costs, Better Care
Fund and co-commissioning. All of this is detailed
within our separate financial planning and activity
submission to NHS England.

There is a number of challenges which face us in
delivering this operational plan and in enabling us to
deliver the work programmes outlined in the ‘plans on
a page’. The CCG has strong governance in place to
ensure that we achieve what we set out to do and as
part of this we manage our risk through our Board
Assurance Framework. The Governing Body assurance
framework is a high level document focusing on long
term and strategic risks or threats. It identifies any
threats to the achievement of our principles, which are
outlined within the strategic plan and subsequent
threats are identified, managed and owned by
members of the Governing Body. The Governing Body
has already considered the risks for our Five Year
Strategy and have identified a number of threats in
the Board Assurance Framework, which continue to
be relevant for our operational plan.

We became the co-ordinating commissioner for the
Yorkshire Ambulance Service (YAS) 999 contract in
November 2014. Wakefield, Sheffield and East Riding
CCGs will remain the lead commissioner for their
respective patches (West, South and North and East
Yorkshire). As co-ordinating commissioner, we will
liaise closely with the other two lead CCGs which in
turn will liaise with and seek the views of the CCGs
using YAS 999 services on their patch. A Memorandum
of Understanding has been agreed by CCGs to
support this.

Risk
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The following are some of the high level issues raised:
• a risk of fragmentation of primary care and
destabilisation of GP practices due to changes
in the GP contract, clinical capacity and failure
to engage in the integration agenda
• lack of workforce capacity to deliver
integrated care, impact of primary care
funding reduction as a result of PMS review
and ongoing fragmentation and uncoordinated care between health and social
care organisations
• a risk of transformation services not being
delivered due to increase in demand, lack of
engagement from key stakeholders and
integration with other programmes of work
• a risk of failure of effective specialised
commissioning due to lack of partnership
working and clarity in commissioning, lack of
alignment with local priorities, uncertainty of
how we measure benefits and lack of clarity re
definitions in service specifications.
Additionally, the risk register identifies and manages
performance-based risks that may rise and fall within
relatively short time periods. This is subject to quarterly
review and is overseen by the Governing Body to
ensure that the risks are actively managed and that
mitigating actions are put in place.
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Enabling Change
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Enabling Change
Building a sustainable workforce
Our internal workforce
One of our most significant enablers is our people and
it is crucial that we build a sustainable workforce
which will meet the future needs of our health and
social care system. In addition we will ensure that we
have reconfigured our organisation and facilitated
effective leadership in order to be able to deliver year
two of the strategy and beyond. There are four
elements for achieving this process which we have
outlined in our Organisational Development (OD)
Strategy, highlighted below.
Our OD Strategy 4 Cs:

Our overarching OD Strategy incorporates key
objectives in relation to staff satisfaction including
ensuring empowered, engaged and involved
employees who see the value of their contribution to
the organisation’s objectives, effective workforce
planning and development and employee wellbeing.
The organisation participates annually in the national
Staff Survey which reviews staff satisfaction rates
across a range of issues and provides benchmarking
against other similar organisations.
The Strategy as described above is underpinned by
a number of key actions in relation to employee
resourcing, performance, wellbeing and learning that
are supported by a framework of personal accountability
and resilience and continuous improvement.

Culture

Clarity

Capacity

Capability

• Provide the vision &
set the direction

• Focus on what
matters most &
manage distractions

• Know what current
& potential capacity
is available

• Develop personal
effectiveness &
clinical leadership

• Align personal
goals & workplans
with clear strategic
objectives

• Estimate capacity
requirements for
new workstreams/
projects

• Provide a clear line
of sight between
effort & energy
invested & results/
impacts delivered

• Redistribute capacity
in line with new
demands

• Create
opportunities for
stretch, upskilling
& acquiring new
skills

• Promote active
learning,
innovation &
collaboration
• Build relationships
• Engender shared
responsibility &
enthusiasm for
delivering results

• Cultivate & support
matrix working

• Manage capacity
to deliver best ROI
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This is linked to strong evidence that effective and
meaningful employee engagement and experience
supports an increase in employee performance and,
therefore, an improvement in overall patient
experience through commissioning excellence.
As part of the Equality Act 2010, the organisation
collects and reports on current, relevant workforce
information across protected characteristics including
race equality which is updated on a regular basis to
ensure that current policies, practices and support
mechanisms remain relevant to the needs and
requirements of the workforce.
Leadership
As we described earlier, in order to deliver this
operational plan and whole system transformation,
we need to develop our leadership in the organisation,
across our membership and across the wider health
and social care system. We have in place a Leadership
Development Forum in the organisation which is
designed to provide:
• information sharing about key organisational
issues
• discussion forum on questions related to key
organisational issues
• leadership development of members.
The forum also provides the opportunity for
succession planning in the organisation through
providing development and experience for those
who have clear talent in the organisation.
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Enabling Change
Our OD Strategy also sets out how we intend to bring
together organisation design, performance and
development to provide a number of tasks within the
organisation including developing our leadership and
succession planning.
Prevention workforce
Our prevention workforce in the district is led tactically
by the CCG and Public Health, with Public Health
having recently reviewed their approaches to ensure
that they can do this. Prevention however, is everyone’s
responsibility and cuts across all workforces outlined in
this document. Along with Public Health we will
continue in 2015/16 to drive forward the concept of
prevention being integral to everyone’s role, not just
the responsibility of Public Health.
Our general practice workforce
Nationally there is a drive for primary care and
community services to provide a wider range of
services and care currently provided in secondary
settings. There are increased pressures on primary care
from an ageing population with more co-morbidity,
extended opening hours and patient expectations of
access to care closer to home. This requires strategies
to build capacity and infrastructure and development
of roles that have competencies and skills to
undertake more care outside of hospital enabling
other clinicians to carry out more specialised care.
Excellent health and healthcare depends on a highly
skilled and educated workforce and our investment in
the capacity and skills of current and future staff
should reflect the needs of patients, carers and local
communities.
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Enabling Change
In Wakefield we are addressing this by implementing a
strategically aligned, clinically driven workforce
development approach needed to alter skill mix,
develop new roles and engender “ownership”.
The recent publication of NHS England’s Five Year
Forward View presents many exciting opportunities
with the development of multi-speciality community
providers being particularly important for primary
care as it works to improve access to services and
productivity, influence positively its wage costs
and maintain or improve quality of patient care.
In 2015/16 we will begin to plan and develop for
the workforce for the future.
We will continue to engage with our clinical network
chairs to strengthen membership-led commissioning,
developing leadership skills and succession planning
within our networks and to nurture aspiring leadership
talent to take up roles within the CCG. We will do this
as part of our Network Development Framework
(NDF), including a coaching programme for network
chairs with backfill resources in order to develop
future leaders following a diagnostic to assess capacity
and motivation.
As part of this talent management we have already
taken on our first GP Commissioning Fellow to
support our commitment to developing our leaders
of the future. We have a strong Governing Body
development programme which has already been
mapped out to support delivery of this plan. This is in
part informed by the CCG’s 360 Stakeholder Survey
results from 2014/15.

The Calderdale Framework
We will continue to use the Calderdale Framework as
a transformational workforce development tool that
provides a systematic and objective method of
reviewing skill, role and service design and career
structures.
Developed in the community the framework engages
clinical, front line staff in finding ways to:
• optimise the use of registered staff, including
advanced practice (band 5 and above)
• review skill mix and reshape the workforce to
include band 2, 3 and 4 workers
• improve service efficiency
• ensure quality is maintained or improved

We have engaged with Health Education Yorkshire &
the Humber (HEYH) regarding Advanced Clinical
Practitioner and new Physician Associate roles with a
view to providing employment opportunities and
attending a stakeholder event in February 2015.
The Workforce Survey Tool
The CCG has achieved 100% completion of the HEYH
workforce survey tool which identifies risks and
opportunities and networks are developing workforce
plans for 2015/16 and beyond to address the priorities
identified. These include a large number of GPs,
practice nurses and administrative staff over the age
of 55 years. We will liaise with HEYH in the coming
year regarding gaps in provision of training and
continuing professional development education to
meet the current and future needs of the NHS.
The Advanced Training Practice (ATP) and
recruitment of additional spoke practices

• manage costs.
Advanced Clinical Practitioner and Physician
Associate roles.
Practices are finding increasing difficulty in recruiting
both GPs and nursing staff. We require new approaches
to skill sharing; for example, developing roles that
have the competencies and skills to carry out more
routine patient care to free more advanced clinicians
to carry out more specialised or targeted care.
Nurse practitioners from practices are increasingly
going into care homes to improve care and the
management of long term conditions which can
have a positive impact upon A&E attendances and
emergency admissions.
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The ATP for “Wakefield Primary Care First” was
developed in 2013 and 10 out of the 40 Wakefield
practices now provide placements in primary care to
student nurses from Huddersfield and Leeds
Universities, encouraging undergraduate nurses to
consider working in primary care as a future career
option. Attitudes of GP employers to employing newly
qualified nurses is also changing with pre-ceptorship
courses enabling newly qualified nurses to go straight
into work in primary care. We actively promote and
support mentorship training to enable new spokes to
increase placement capacity for undergraduate nurses.
In 2015/16 we intend to encourage more of our
member practices to be involved in this scheme.
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Enabling Change
Our urgent care workforce
As system leaders we will continue to work with our
providers to ensure that their workforce is sustainable
for the future needs of the population. Throughout
2014/15 we have worked with local hospital trusts to
ensure that they have had the capacity to deal with
the pressures in the system and to identify ways of
making this sustainable. We have provided direct
support in ensuring that that the flow of patients
through the hospital has been efficient when
pressures have been considerable and we will use
the lessons learnt through this to work with them to
ensure that they have a sustainable workforce to
manage the pressures in coming years. In addition,
as mentioned above, through our networks we have
facilitated peer reviews with consultants to identify
opportunities to share learning between primary and
secondary care.
Our integrated workforce

• Provide an ‘as is position’ regarding the
current configuration of the workforce.
• Highlight key commonalities/issues regarding
the current workforce.
LMI (30% quantitative, 70% qualitative) to include
numbers of staff to be involved in role change,
numbers of staff requiring skills uplift, numbers of
employers and development programmes, types of
contracts used, existing competency frameworks used,
existing levels of qualifications, distribution of qualified
staff, age distribution and likely future staffing
requirements.
Stage 2 - Strategic inter-organisational workforce
review
• Using the LMI data, undertake an analysis
based on our broader knowledge of the
health and social care workforce picture
nationally.

We have a strong history of working together in
partnership in Wakefield and some of this is now
formalised through our Connecting Care programme.
Our Provider Alliance is undertaking a staged
approach to its workforce planning underpinned by
the need to offer person- centred ‘single assessments’
by engaged, innovative and motivated workers.
An initial scoping exercise to inform the requirements
of the integrated workforce development strategy,
will include:

• Existing workforce plans within the
organisations scanned for synergy and best
practice.

Stage 1 - Labour Market Intelligence (LMI)

• Specific training options for new roles
identified including a generic care worker and
a keyworker role; and for whole system
leadership.

• High level analysis of current workforce
information across relevant health and social
care organisations.
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• Options identified for merging and raising
competency across partner organisations and
their associated providers.
• Career pathways across organisations
identified and opened.
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Enabling Change
Stage 3 – Scoping Report
Focusing on key issues affecting the partner
organisations including:
• current workforce configuration and global
issues
• analysis of current workforce planning
processes highlighting good practice and
opportunities for greater integration
• assessment of current workforce development
strategies and approaches including
competence development, qualifications,
career frameworks, etc
• options for further strategic development
(including potential for shared competences,
new roles, career pathways, training and
development).
Before the next phase of activity the analysis and
assumptions contained within the report are tested
with an identified group of employers, either through
direct contacts or via a mixture of agreed direct
contacts and employer engagement networks.
Our planned care workforce
As we have outlined throughout this plan, over the
next couple of years we will be carrying out wide scale
transformation of planned care and workforce will be
a recurrent theme which will be considered as part of
the transformation. We will be working with providers
including our membership to ensure that they have
sustainable workforces for the future to provide the
planned care services we will commission.

In terms of our commissioning workforce to deliver
this, we will ensure that we have commissioners with
the right knowledge, skills and tools to carry out wide
scale transformation of planned care in a sustainable
systematic way that maintains workforce as a theme
by working with providers to ensure sustainable
workforces to deliver safe, effective services.

Partnership Working
We already outlined in our Five Year Strategy how we
work in partnership with colleagues in provider
organisations, the statutory sector and the voluntary
and community sector. This is something we have a
successful history of in Wakefield, with a Better Care
Fund fully approved we have strong mature relationships
with the local authority and clear business rules as to
how we will work together. As part of the planning
and delivery process we have already begun the
process of working with them on financial planning
for the future and ensuring that we work in a manner
where decisions do not have an adverse effect on
each other but where decisions complement the
programmes of work which we have agreed are a
priority for the district. We will continue to progress
this joint working and joint planning in 2015/16.
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We will continue to work more closely with the third
sector. Not just around more care in the community
but also making sure people get quality care however
complex their situation. By integrating services and
coordinating them around the needs of service users
we will be better able to achieve a truly personcentred health and care system. There are some
barriers present; between primary and secondary care;
between physical and mental health; between health
and social care. These barriers need to be broken
down in order to deliver improved outcomes for
people in a new community and person-centred
health and wellbeing system. The third sector can
often help to span across sectors helping to bring
organisations together around a common aim or goal
and in doing so can provide expertise in innovative
and collaborative approaches, as individual specialist
organisations themselves or indeed as ‘themed
consortia’ (groups of third sector organisations with
a shared interest in competing for and delivering
services in a defined area, for example, young people).

Building our IT system for the future
How we will use IT as operational leaders in the
CCG
Becoming a digitally-led organisation is critical to
ensuring that we act responsibly in keeping pace with
the rapidly changing health and social care
environment. This strategy represents the short,
medium and longer term directional view of how
technology will support the commissioning of clinical
services for the population of Wakefield that deliver
better outcomes for patients. It is also a key enabler in
the delivery of our strategic and operational plans.
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Enabling Change
We have an Information, Communication and
Technology ( ICT) Strategy which has a clear
informatics focus that contributes to the integration
of services agenda and whole system sustainability.
It has four key strategic objectives:
• enabling integrated care
• information to support patients and the
public
• helping staff (clinical and corporate) to
support patients and to  support patients to
help themselves
• information to enable effective commissioning
of effective services.
There are six thematic areas in the strategy, each with
its own delivery plan:
1. Clinical service transformation – ICT at the
core of health and social care transformation.
2. Organisational development – redesigning
how we work, how we lead, how we engage
and how we commission services.
3. ICT Infrastructure – maintaining and
improving ICT services including plans for
assistive technologies.
4. Business intelligence – Improving the
opportunities for evidenced based decision
making.
5. ICT Governance – an integrated approach for
the population of Wakefield.

The sixth thematic area – Value for Money –
is inherent within each of the areas above, and will
support the financial realisation of continuous
improvement.
How we will use IT tactically with our partners
A project is currently underway to capture the NHS
number into all local authority social care records. The
NHS number will be captured into Care Director by
June 2015 and this will support the use of the NHS
number in all settings when sharing information after
that has been completed.
In Wakefield MYHT and SWYPFT are both using the
NHS Number as the primary identifier in over 75% of
their clinical correspondence as identified by the NHS
Number survey - which highlighted the use of the NHS
Number for direct care across all NHS trusts.
Through the district-wide ICT group the importance of
achieving the use of the NHS number in all health and
social care settings when sharing information has
been recognised. Together with the Council we are
jointly funding the business case to speed up the
adoption of the NHS number in social care.
Furthermore we have appointed a joint ICT
transformation lead to drive forward this key project .
A project implementation document (PID) and
programme plan is in place and has been signed off
by the district’s Integration Executive, which is a
sub-group of the Health and Wellbeing Board.
We are a member of the national steering group on
the NHS Number to ensure we contribute and learn
from peers so that we can adopt good practice in this
approach locally.
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In 2015/16 we are in the research and design phase
for achieving fully interoperable digital records across
the health and social care system. Strategic buy-in for
this approach has been achieved through the
districtwide ICT strategy group. We have adopted an
ICT Strategy for 2014 to 2017 which outlines our
strategic objectives for creating the shared patient care
record across the district.
To progress this we have carried out study visits to
look at models elsewhere, such as the Leeds Digital
Care Record (DCR) programme, and other visits are
planned with North West London. The programme
office in Leeds is providing support to Wakefield as
Pioneers of Integrated Care so that we can ‘shift and
lift’ learning from Leeds. Furthermore one of our key
partners, SWYPFT, has plans to pilot their external
DCR plans through their Tech Fund 2 bid (depending
on the announcement of funding in 2015/16) in
Wakefield. To move this work forward this year, a joint
ICT Transformation Informatics lead has been
appointed to work across the CCG, Council, MYHT
and SWYPFT.
Wakefield has recently been announced as a wave 2
Pioneer for integrated care and locally we will ask for
expertise available to Pioneer sites from this national
programme to help us on our journey for achieving
fully interoperable digital records.
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Enabling Change
Conclusion

This operational plan sets out our intentions for delivery in year two of our Five Year Strategy.
It clearly outlines how we will continue to develop and refine our model of commissioning
within an integration environment and how we will refocus on prevention.
We have set out our intentions to transform primary care and planned care whilst keeping a
balanced approach to quality, innovation, prevention and productivity. Throughout this we
will maintain our commitment to ensuring we meet our financial challenges and are
redesigning our planning systems to ensure that we are looking not just at the coming year,
but at the lifetime of our strategy.
We have described how we will use our enablers as a lever for change, ensuring that our
organisational design will facilitate delivery of the operational plan and strategy. We have
robust governance arrangements in place through a programme management approach to
delivery to ensure that we will achieve what we have set out to do in this plan.
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Plans on a Page

In our Five Year Strategy we set
out what we intended to
deliver for our patients through
a series of plans on a page.
These illustrated what
interventions we intended to
carry out in order to achieve our
vision and how these also
contributed to the overarching
seven system objectives.
These plans are still very much
relevant but we have revisited
them to ensure they illustrate
what we wish to deliver in
2015/16 and the plans we have
for more ambitious
transformation in the future.
Each of these plans on a page is
outlined in this section.
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Plans on a Page

Planned Care

Clinical Lead: Dr Patrick Wynn

Vision: Care, where clinically safe and cost effective, is provided outside of hospital

CCG Lead: Michele Ezro

System Objective
1

Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital

4

Increasing the proportion of older
people living independently at home
following discharge from hospital

5

Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care

6

Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community

7

Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care

Planned Interventions
Long term conditions & End of Life Care
•
•
•
•
•
•
•

Reviews of Diabetes, Respiratory, Neurology and Cardiovascular services.
Extending uptake of anticoagulant use to prevent stroke in patients with atrial fibrillation.
Consider requirements for Tier 3 Weight Management and Carers Support.
24/7 access to Hospices.
Roll-out Advanced Care Planning training to multi-professional staff.
Extend roll-out of ePACCS system for Palliative Care Co-ordination.
Review Lymphedema service eligibility criteria.

Cancer & Diagnostics
•
•
•
•
•
•
•

Cancer pathways reviews and redesign including Breast, Bowel, Lung and Prostate cancer.
Review of cancer inpatient services for over 75s.
Extend cancer shared care arrangements to additional areas, following successful implementation of Prostate cancer shared care.
Review Survivorship services to identify opportunities for a more integrated approach.
Continue commissioning to support community access to diagnostic services such as Ultrasound, MRI and X-ray.
Mobilise new service for Community DVT diagnosis and treatment.
Review Phlebotomy services, in line with the NHS England PMS review.

Transactional - Infrastructure MY & Provider Development
•
•
•
•
•

Manage capacity and demand.
Implement alternative incentivising tariffs for OPD care.
Radical review of follow-up care (roll out the use of telephone and e-consultations).
Improve contract utilisation for Ophthalmology and Dermatology.
Mobilise recently re-procured services for Low Visual Aids, Specialist contact lenses, Community Vasectomy, Community General Surgery
and Minor Hand Surgery.
• Use commissioning policy, clinical threshold management and shared decision making as enablers for improvements in the above areas.

Transformational – RTT & Infrastructure & Provider Development
• Extensive RTT transformation of ENT. GPwSI, steroidal injections capacity, mobilise the agreed 4 pathways including micro-suction.
• Extensive RTT transformation of Dermatology to maximise utilisation of community contract take-up.
• Extensive modernisation of MSK services starting with Pain Clinic review and progressing to Community Physiotherapy, triage access and
Community Othopaedics.
• Urology, Gynaecology, Non-urgent Ophthalmology, Gastroenterology and Patient Transport Services reviews and transformation.
• Review of property utilisation to enable successful provision of services within the community.

42

5

1 2 3 4 5

Plans on a Page

A modern model of Integrated Care

Clinical Lead: Dr Avijit Biswas

Vision: Communities in Wakefield District achieve the best possible outcomes for themselves and their families,
facilitated by co-ordinated services, provided as close to home as possible.

CCG Lead: Melanie Brown

System Objective
1

Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

4
5

6

7

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital
Increasing the proportion of older
people living independently at home
following discharge from hospital
Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care
Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community
Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care

Planned Interventions
Implementation of Network based Integrated Care Teams (ITC)
Integrated health and social care teams developed and aligned to 7 GP networks and associated practice units. Recruitment and training of additional
staff including social care, therapists, pharmacists and nurses. New services developed to support proactive care, crisis intervention and early supported
discharge. Electronic shared care record implemented. Scheduled evaluation over a 2 year period. 24 / 7 services.

Gateway to Care
Rationalisation of existing 3 health and social care ‘points of access’ into 1 ‘Gateway to Care’, extension of operating hours to 24/7, 365 days per
year.

Intermediate Care Bed Review
Review of existing Health & LA Community Intermediate Bed base to understand current utilisation, systems of operation including admission
criteria to evidence any issues identified supported by options for improvements. Redesign proposals support potential decommissioning and
new service specifications.

Review of Equipment Service
Review of existing Health & LA Community equipment services to understand current availability, systems of operation including equipment
deliver timescales to evidence any issues identified supported by options for improvements. Redesign proposals support potential
decommissioning and new service specification.

Social Prescribing
Review of existing Social Prescribing Tools and agreement of a tool to be adopted by across Wakefield district. Engagement and tailored
implementation of agreed tool across the 7 Networks.

Frailty Unit
Front end specialist assessment of frail elderly patients with acute and complex needs undertaken by a specialist clinician supported by a team of
therapists and social care workers.

Implementation of ‘Toronto’ model (Supported Discharge) – Outreach Care Service
Identification of patients at risk of readmission within 30 days of discharge. These individuals are offered tailored made package of care and
follow up post discharge. Service includes pharmacist support.
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Maternity, Children and Young People

Clinical Lead: Dr Ann Carroll

Vision: All children will have timely access to high quality care and support to maximise child health and wellbeing;
providing safe care as close to home as possible to improve outcomes

CCG Lead: Michele Ezro

System Objective
1

Securing additional years of life for
people of England with treatable
conditions

2

Improving health related quality of life
for people with LTC

3

4
5
6
7

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community
Increasing the proportion of older
people living independently at home
following discharge from hospital
Increasing the number of people
having a positive experience of
hospital care
Increasing the number of people
having a positive experience GP and
community care
Making significant progress towards
eliminating avoidable deaths in
hospital

Planned Interventions
Integrated commissioning
• In line with the principles of the Better Care Fund, continue to work in partnership with Local Authority to develop joint commissioning
and integration of services where appropriate.
• Continued development of the seven Early Help Hubs, particularly through facilitating integrated working with CAMHS primary
practitioners.
• Building on the successful implementation of the SEND reforms, review commissioning arrangements to identify areas where joint
commissioning and / or integration of services is appropriate. Also ensure the further roll out of personal health budgets for children &
families.

Right Care, Right Place
• Review of urgent care pathway to ensure right care is available for children and young people in the right place, taking account of
community support available, particularly for long term conditions.
• Working closely with public health to ensure appropriate prevention programmes and early intervention are in place.
• Specific programmes of work planned around diabetes and respiratory conditions to improve care and reduce the need for admissions.

Maternity new model of care
• Implementing the new model of care for maternity services by planning for the development of the midwife-led units at Pinderfields and
Dewsbury hospitals and the consolidation of consultant led care at Pinderfields.
• Ensuring a positive experience for patients through focus on reducing stillbirths and neonatal mortality and improvement of pathway for
perinatal mental health. Specific spotlight on smoking in pregnancy.

Mental health services for children and young people
• Transformation. A programme of work to be developed including:
a. Access to low grade mental health support for children;
b. Access criteria for CAHMS; and
c. Children’s IAPT;
• Children & young people with mental health needs will be reviewed in order to understand any gaps such as support to vulnerable people,
bereavement support etc, taking the early years hubs as a starting point for integration.
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Access to the highest quality urgent and emergency care

Clinical Lead: Dr Adam Sheppard

Vision: An integrated 24/7 urgent care system with clearer and faster access to the right quality of care,
making best use of alternatives to A&E and hospital admission.

CCG Lead: Jenny Feeley

System Objective
1

Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

4
5

6

7

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital
Increasing the proportion of older
people living independently at home
following discharge from hospital
Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care
Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community
Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care

Planned Interventions
Integrated emergency department services models
Integration of the delivery of emergency care, emergency ambulatory care, urgent and primary care within the Emergency Department. Patients
treated by appropriate professionals, where they choose to attend. GP services fully integrated into a joint operation covering the whole range of
primary care and emergency services.

Emergency Ambulatory Care Units at Dewsbury, Pinderfields & Pontefract
Fully operational service established, supported by diagnostic capacity, meaning fewer patients need to be admitted. Direct referral pathways for
GPs to refer patients for ambulatory care at Pinderfields & Dewsbury.

Hospital Admissions Avoidance Teams
7/7 teams functioning within both Dewsbury and Pinderfields hospitals, to support patients on discharge from A&E.

A review of the role that GPs play in delivering urgent care
Maximise benefits from primary care strategies and investment to ensure easier same day access to a GP, and a quicker response to urgent visit
requests to patients (including from patient’s own GP).

A review of the current mixed economy of urgent care provision, including Walk-in services,
primary care out of hours and 111
Ensure mixed economy reflects new models for integration, and is not so confusing for patients. Ensure financial flows support the new model
of provision. May include decommissioning/recommissioning options.

Support for Yorkshire Ambulance Service to treat patients closer to home
Enhanced Paramedic skills. Integrated care pathways in place to allow alternatives to conveyance to A&E. Workforce confident in established
clinical protocols to ensure patients get the right care as quickly as possible.

7 day working
Provision of 7 day urgent and emergency care services, and their supporting diagnostic services. Eliminating variation in outcomes for patients
admitted to hospital at the weekend.
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5
Primary Care

Clinical Lead: Dr Greg Connor

Vision: Vibrant networks of high quality practices working together with citizens, patients and health and social
care professionals to identify and meet local people’s health needs.

CCG Lead: Kerry Munday

System Objective
1

Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

4
5

6

7

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital
Increasing the proportion of older
people living independently at home
following discharge from hospital
Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care
Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community

Planned Interventions
Practices working together in networks
Seven geographical practice networks provide the basis for co-ordinated primary health and social care. Each network will develop and implement a
plan incorporating population health improvement, workforce development, financial sustainability and delivery of the Better Care Fund objectives..

Emergency Working with Connecting Care
Practices provide medical leadership to integrated teams of social care, community and specialist health services and third sector services serving
the network populations from three hub sites to meet their primary care needs. Proactive work with the hub teams reduces avoidable
admissions and allows earlier safe discharge.

Working with hospital consultants
Practice networks and hospital consultants review elective and urgent care pathways together to improve care for patients. Consultants provide
e-consultations outreach clinics to improve specialist support to GPs.

Working with patients
Practices use a care planning approach to involve and support patients with long term physical and mental health long term conditions to
support self-care and improve quality of life according to local and national best practice..

Working with local people
Practice networks work with the local authority to ensure that local people are involved in the design and review of health and social care
services in their area and work to reduce smoking, improve cancer screening and support vulnerable groups to keep local people healthy.

Increasing access to general practice access
Practices provide 140,000 additional same day access and flexible hours funded by the network development framework and extended evening
and weekend opening through the systems resilience scheme and Prime Minister’s Challenge Fund in order to improve continuity of care and
reduce the use of emergency services.

Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care
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Mental Health and Learning Disabilities

Clinical Lead: Dr Clive Harries

Vision: Improve and raise awareness of Mental Health and psychological wellbeing across Wakefield

CCG Lead: Michele Ezro

System Objective
1

Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

4
5

6

7

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital
Increasing the proportion of older
people living independently at home
following discharge from hospital
Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care
Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community
Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care

Planned Interventions
Implementation and on-going monitoring of Psychiatric Liaison Service
Psychiatric liaison service in place across all three Mid Yorkshire Trust hospitals providing psychiatric assessments, expert psychiatric knowledge and
training and development to MYHT staff in order to ensure parity of esteem, improve patient experience, improve patient outcomes, reduce clinical
risk, reduce inappropriate admissions and reduce length of stay by improving discharge for those with mental health problems.

Review of patient pathways and services for adults with mental health problems
Undertake a review and redesign of current mental health services phased over a five year period to include the Single Point of Access, Home
Based Treatment Team, Community Mental Health Services, IAPT and Counselling, Forensic Community Services, services for excluded patients,
services for intoxicated people and Section 136 facilities in order to ensure that no one falls through the gaps.

Early and preventative investment in Mental Health
Undertake a review of evidence regarding the impact of early and preventative investment in mental health problems, model an approach for
Wakefield and develop a Benefit Realisation Framework to monitor the impact of the investment in the short, medium and long term.

Mental Health services for children and young people
Undertake a review and implement changes to improve the services for children, adolescents and young adults with mental health problems,
ensure transition is aligned to individual needs, ensure there is appropriate capacity to meet demand and ensure care is patient focussed and
seamless supporting earlier intervention to reduce the need for more specialist services responses..

Review of services for families and carers and the role of peer support
Undertake a review and implement changes to ensure that people with mental health problems, their families and carers are supported.

Reducing stigma, creating an inclusive culture and improving awareness of mental health
Generate innovative ideas to reduce the stigma of mental health through engagement and communications.

Transformational commissioning of mental health services
Work collaboratively with all partners to explore the art of the possible, break down barriers and increase the level of partnership working.
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Citizen Participation and Empowerment

Governing Body Lead: Stephen Hardy, Lay Member

Vision: We aspire to commission quality services that will improve our patient’s experience of care by involving our
patients and the citizens of Wakefield district to drive commissioning decisions.

CCG Lead: Programme lead, Quality

System Objective
Securing additional years of life for
people of England with treatable
mental and physical health conditions

2

Improving health related quality of life
of the 15m+ people with one or more
LTC including mental health conditions

3

Reducing the amount of time people
spend avoidably in hospital through
better and more integrated care in the
community, outside of hospital

4

Increasing the proportion of older
people living independently at home
following discharge from hospital

5

Increasing the number of people with
mental and physical health conditions
having a positive experience of
hospital care

6

7

Increasing the number of people with
physical and mental health conditions
having a positive experience of care
outside hospital, in General Practice
and in the community
Making significant progress towards
eliminating avoidable deaths in our
hospitals, caused by problems in care

Personal Health Budgets (Individual Participation
Enabling interventions across all seven system objectives

1

Planned Interventions
Implement, promote and deliver Personal Health Budgets for people eligible for NHS Continuing Healthcare, in partnership with health and
care partners.

Personalised Care Plans (Individual Participation)
As part of the emerging self-care strategy
• Care planning is being implemented to support people with long term conditions across all general practices.
• Introduction of shared decision making to support care planning.

Strengthening Engagement Mechanisms (Public Participation)
Ensure the patient voice is represented and influences all our commissioning decisions:
• Involve PIPEC, PPG Network and PPAG in our commissioning plans
• Development of engagement mechanisms for Connecting Care programme
• Strengthen relationship with Healthwatch Wakefield and NOVA - including building capacity of VCS to engage, and training for staff on
working with the VCS
• Develop tailored opportunities for seldom heard groups and voices
• Continue to support Patient Participation Groups (PRGs)
• Review commissioning plans to ensure citizen engagement, assessing the need for engagement at both a CCG and clinical network level
• Utilise Our Street as a communications and engagement tool across the health and social care system to describe transformational
changes
• Demonstrate ‘you said, we did’ feedback following commissioning decisions through communications and engagement
• Build on Working Voices pilot to develop relationships with employers to enable the working population to have a voice
• Continue with the Connecting Care evaluation using Healthwatch volunteers to interview patients and carers.

Putting patients first (Insight and feedback)
Further strengthen the Putting Patients First workstreams to systematically use patient experience insight and feedback from many different
sources at each stage of the commissioning cycle:
• Quarterly patient experience reports to inform service transformation
• Comprehensive engagement to inform strategic planning and service reviews
• Quality Intelligence Group to inform the monitoring of current providers
• PIPEC, PPG Network and PPAG involvement to hold us to account as commissioners
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Contact Details
You can find out more about NHS Wakefield Clinical Commissioning Group and have
your say about local health services on our website: www.wakefieldccg.nhs.uk
Twitter: @nhswakefieldccg
If you have any questions about health services, please call the West Yorkshire Patient
Advice and Liaison Service on 0800 0525 270.
If you require this report in another format such as large print, audio tape or other
language, please contact the Communications team on 01924 213050.
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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.
approve the actions being taken to address areas of underperformance.
Executive Summary:
The Integrated Quality & Performance report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is aligned to the CCG’s six strategic priorities outlined in our Strategic Plan (NHS
Wakefield – the next 5 years).
The report is a summary of the January and February Integrated Quality & Performance reports which have
been presented to the two previous Integrated Governance Committee meetings. It reflects indicators that are
currently underperforming against target up to February 2015, with summary exception reports to highlight the
key issues and actions being taken to improve performance, as well as flagging key quality issues including
recently published CQC reports.
Key Success Stories
 YAS Cat A (Red1 and Red2) 19 minute response times have met the operational standard In February for
both CCG and provider position.
 There continues to be no reported 12 hour Trolley waits for the year to date.
 6 Week Diagnostic test waiting times have met the required standard during the period for Month and YTD
position for MYHT.
 The Trust have met all the required standards for cancer indicators for 2 week waits for both month and
YTD position,
 The Trust have met all the required standards for cancer indicators for 31 day waits for both month and YTD
position,
 The CCG and MYHT have met the monthly Referral to Treatment – Incomplete pathway performance for the
sixth consecutive month.
 The MYHT Inpatient FFT response rate increased to 37% in January, 959 patients participated.
 The trust have reported no occasions in month where patients who have had cancelled operations have not
been offered a new date within 28 days.
Key areas for improvement
 YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the operational standard for
YTD.
 The Acute Trust and Ambulance turnaround targets continue to fail to meet the required standard.










A&E performance at MYHT has not met the required standard for Month and the YTD Position.
The CCG has failed to meet in month all three 62 day cancer wait indicators,
The CCG has failed to meet YTD position 62 day cancer first definitive treatment following a consultant
decision to upgrade priority of patient and Max 62 day wait from urgent GP referral to first definitive
treatment for cancer ,
MYHT have failed to meet Max 62 day wait from referral linked to the NHS Screening Program to start 1st
treatment for all cancers for month position.
The CCG has reported one over 52 Week Wait for Incomplete pathways during the current period,
1 pre 48 hour MRSA bacteraemia case was assigned to NHS Wakefield CCG in February 2015.
MYHT staff sickness has increased in 2014/15.

Link to overarching principles
from the strategic plan:

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

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









Not applicable

Not applicable

Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arrangements.

Previously presented at
committee / governing body:

Integrated Governance Committee – 20 January and 19 February 2015

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks are
captured as appropriate in the Board Assurance Framework and Corporate
Risk Register.
Mitigating actions required to improve performance or quality are assessed
on an individual basis for any finance or resource implications

Finance/ resource implications:

Integrated Quality and Performance Report
May 2015
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Executive Summary
Report Content
Recommendations
It is recommended to:
1.
Note the current performance against the CCG’s strategic objectives and Quality Premium
2.
Approve the actions being taken to address performance areas
All data relates to February 2015 unless otherwise stated
Key Success Stories


YAS Cat A (Red1 and Red2) 19 minute response times have met the operational
standard In February for both CCG and provider position.

There continues to be no reported 12 hour Trolley waits for the year to date.


6 Week Diagnostic test waiting times have met the required standard during the
period for Month and YTD position for MYHT.


The Trust have met all the required standards for cancer indicators for 2 week waits
for both month and YTD position,



The Trust have met all the required standards for cancer indicators for 31 day waits
for both month and YTD position,

The CCG and MYHT have met the monthly Referral to Treatment – Incomplete
pathway performance for the sixth consecutive month.


The MYHT Inpatient FFT response rate increased to 37% in January, 959 patients
participated.


The trust have reported no occasions in month where patients who have had
cancelled operations have not been offered a new date within 28 days.
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Area’s for Improvement
YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the
operational standard for YTD.
The Acute Trust and Ambulance turnaround targets continue to fail to meet the
required standard.
A&E performance at MYHT has not met the required standard for Month and the
YTD Position.
The CCG has failed to meet in month all three 62 day cancer wait indicators,
The CCG has failed to meet YTD position 62 day cancer first definitive treatment
following a consultant decision to upgrade priority of patient and Max 62 day wait
from urgent GP referral to first definitive treatment for cancer ,
MYHT have failed to meet Max 62 day wait from referral linked to the NHS Screening
Program to start 1st treatment for all cancers for month position.
The CCG has reported one over 52 Week Wait for Incomplete pathways during the
current period,
1 pre 48 hour MRSA bacteraemia case was assigned to NHS Wakefield CCG in
February 2015.

MYHT staff sickness has increased in 2014/15.
Current Intelligence
YAS performance against the Cat A Red 1 and 2 operational standards remains below the required standard
RTT ‐ A local performance summit was held 20th April 2015 to detail performance for the Q1/2 and set expectations in relation to the 2014/15 closing position
A+E continues has failed to achieve the 4hr target, and has had continued unprecedented demand levels







Items also included in the March and April IGC Performance and Quality Reports
Serious incident summary

FFT (Friends and family test analysis
Complaints and compliments

MYHT elderly and surgery ward dashboard
Acute provider dashboard

Implementation of Francis action plan
Q3 CQUIN achievement

Quality accounts; reporting arrangements 2014/15
PROMSs (Patient reported outcome measures)

Executive Summary
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Executive Summary
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Strategic Performance Monitoring
Summary
•
•

6

There are a total of 28 strategic performance measures from the NHS Constitution used by the CCG to measure strategic
performance. The measures have been aligned to the thematic characteristics within the 5 Year strategic plan.
A number of additional supporting measures also been aligned to the strategic planning themes, with a view to identifying wider
system performance and effectiveness.

Strategic Performance Monitoring
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

Wakefield CCG

Trend Information

YTD

From previous
Previous months score card
Month

FOT

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead Commissioning Lead

Exception
Report

MYHT



↓

•
•
•

↑

•

Dr AS

JF



A&E 4 hour waiting time standard

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

Feb

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

91.6%

94.2%

94.2%

↓

Trolley Waits in A&E

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

Feb

0

0

Not reported at CCG Level

Not reported at CCG Level

0

0

0

↔

Acute Trust ‐ Turnaround Time

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

Feb

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

70.4%

Ambulance ‐ Turnaround Time

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

Feb

100%

73.4%

Cat A (Red 1) 8 min response time

Feb

75%

80.5%

74.3%

72.2%

72.2%

↑

Cat A (Red 2) 8 min response time

Feb

75%

76.4%

72.3%

69.6%

69.6%

↑

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

Feb

75%

98.6%

98.2%

97.0%

97.0%

↑

Dr AS

LD

Dr AS

LD

Dr AS

LD



YAS

Ambulance response times

Not reported at CCG Level

Not reported at CCG Level

Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

••••••
••••••
••••••

87.4%

71.6%

69.6%

69.6%

↑

•

Dr AS

JF



70.0%

69.0%

69.0%

↑

•

Dr AS

JF



96.2%

95.6%

95.6%

↑

•

Dr AS

JF

D.A.

Clinical Lead

Commissioning Lead

•

Dr CH

MEz

•

Dr CH

MEz

Trend Information
FOT

From previous
Previous months score card
Month

Provider
Actual

YTD

FOT

Trend from
previous
Quarter

SWYPFT

7

Care Programme Approach (CPA)

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

Q3

N/A

97.4%

97.5%

97.9%

97.9%

n/a

••••••

Improving Access to Psychological
Therapies

People entering psychological therapies

Q2

3.75 in Q4

10.6%

3.26%

6.38%

13.04%

n/a

••••

97.2%

96.7%

96.7%

Not at Provider Level

↑

Exception
Report

Strategic Performance Monitoring

8

Strategic Performance Monitoring
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Citizen Participation and Empowerment

Contents
•
•
•
•
•

10

Quality Intelligence Group February 2015 and March 2015
Quality Intelligence Group Thematic Review
Healthwatch: Acute Assessment Unit, Pinderfields ‐ Patient Survey
Healthwatch: Outpatient Survey
GP Practices: What people are telling us?

Citizen Participation and Empowerment: Quality Intelligence Group February 2015
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority, Healthwatch and the Commissioning
Support Unit working in relevant functions, such as complaints, PALS, engagement and communications. At each meeting a template captures and triangulates ‘soft’
intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff observations (including patient safety walkabouts)
and staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and
judgement on the level of concern. Quality Intelligence Group documents are now available on Skyline along with an interactive board for the sharing of intelligence.
39 items of intelligence gathered
Key theme
Staffing levels ‐ impacting on
personal care, dignity, ie
pressure areas, infection
prevention and
cleanliness. Sometimes linked to
opening up additional bed
capacity.
New Southgate (repeated
issues)
‐
Phone access
‐
Staff attitude
‐
Information
governance.
Gate 32 (surgical assessment
unit)

Queen Elizabeth House

11

Source of
evidence
Healthwatch
PALS / Complaints,
Patient Opinion,
Staff feedback
Patient Safety
Walkabout
PALS / Complaints,
Patient Opinion
Staff feedback

PALS / Complaints,
Patient Opinion

Staff feedback

Strength
of
evidence

Hard evidence link




MYHT Safe Staffing
data Friends and
Family Test
NHS Safety
Thermometer

MYHT

GP Patient Survey

New
Southgate
Surgery

Service
provider

Level of
concern

Actions
1)







MYHT Safe Staffing
data Friends and
Family Test
NHS Safety
Thermometer
MYHT Safe Staffing
data
NHS Safety
Thermometer

MYHT

MYHT

High

Medium

Medium

Low
(monitoring)

4)
5)

Raise concerns about staffing levels and the impact on patient at
MYHT Executive Quality Board.
Flag at Pressure Ulcer Group.
Continue to ask questions relating to these issues at Patient
Safety Walkabouts.
Healthwatch to raise concerns with MYHT Chief Nurse.
Cross reference with MYHT Safe Staffing data.

1)
2)

Discuss with Network Manager.
Look at GP patient survey and FFT results.

1)

Check Patient Opinions posting. (MYHT asked patient to contact
PALS)
Add to future walkabouts.
Check MYHT Safe Staffing report for Gate 32.

2)
3)

2)
3)
1)

Healthwatch undertook an unannounced visit – report at future
meeting.

Citizen Participation and Empowerment: Quality Intelligence Group March 2015
66 items of intelligence gathered
Key theme
Basic care needs not met
(previous theme)
‐ A2, AAU, G43 (previous theme)
‐ Gate 43 previously

CHC
‐ Lack of communication
Maternity
‐ 1:1 care
‐ Attitude (Patient opinion)
‐ Expectation management
Discharge
‐ Communication to other
providers
‐ Medication availability
‐ Advanced discharge planning
‐ Inappropriate discharge
GP Access
‐ Maybush
‐ Access and waiting times for
appointments

12

Source of
evidence

Strength
of
evidence

Hard evidence link

Service
provider

Level of
concern

Actions
1.

Patient Safety
Walkabout
Healthwatch
Incidents



PALS / Complaints



Healthwatch
PALS / Complaints



Incidents
PALS/Complaints
NDU / GP feedback




Healthwatch
PALS/Complaints
NDU / GP feedback
Staff feedback




FFT

1.

Discussions with CCG staff overseeing the CHC contract.

1.
2.

Cross reference with staffing and patient experience data.
MYHT maternity journey report to be completed shortly and
shared with the CCG

1.

Gold Command exercise at MYHT identified areas for
improvements at MYHT, action plan updated.
Share intelligence with Resilience Lead

2.
MYHT

Yorkshire and
Humber CSU
Maternity Safety
Thermometer

3.
4.

MYHT closed temporary medical wards to help improve
staffing levels
Patient Safety Walkabout reports highlighting examples of
basic care needs not being met to be discussed at MYHT
Executive Quality Group.
Healthwatch to discuss concerns with MYHT Chief Executive
Make CCG Exec Team aware of these examples.

High

Low

MYHT

High

MYHT
Barnsley
District
Hospital
LTHT

High

GP practices

Medium

2.

1.
GP patient survey

2.

Flag Maybush removing patients from their practice list with
NHS England and Executive Clinical Advisor
Discuss waiting times with Executive Clinical Advisor

Citizen Participation and Empowerment: Quality Intelligence Group Thematic Review
Below is a summary of the key themes which were identified at the Quality Intelligence Group from August 2014 to December 2014. A copy of the full thematic review is
available on skyline.
‐
‐
‐
‐
‐
‐
‐
‐
‐

Access to services continues to be the most common theme, especially hospital services. Intelligence collected about capacity problems in gastroenterology, ENT
and dermatology at MYHT has reduced. Intelligence about access to MYHT services is spread across a range of specialties.
There has been a significant increase in the amount of intelligence gathered relating to access to the CRISIS team and ADHD assessments.
The number of falls causing significant harm and pressure ulcers reported by MYHT continues to be a cause for concern.
Poor communication following miscarriages at MYHT has been a recurring theme.
No intelligence was received about patients having difficulties contacting the MYHT appointment line unlike previous reviews, although intelligence was received
about patients not receiving notification of appointment cancellations.
There continues to be problems with hospital discharges. The intelligence has focussed on patients being discharged without packages of care in place, social work
assessments being undertaken and inaccurate information about patients care needs being given to care homes.
Delays in hospital discharge letters being sent is no longer a key theme as intelligence has not been received on this issue.
Concerns were identified about the quality of care provided on the Acute Assessment Unit and A2 (stroke / neurology) at Pinderfields.
There has been further evidence that patients have been turned away from the King Street Walk‐in Centre.

Type of Service
Ambulance
Care home
Community
Continuing Health Care
Dentist
GP
Hospital
Mental health
Multiple
Walk in
111
Not specified

Total

13

Number of intelligence items
gathered
8
3
29
4
1
28
136
20
7
5
1
29

270

Theme
Access to services
Communication
Discharge arrangements
Environment, NHS premises + facilities
Integrated care
Patient experience
Prescribing
Privacy and dignity
Staffing
Treatment / care

Number of intelligence items
gathered
97
26
13
4
2
36
15
2
17
59

Healthwatch Patient Experience Survey – Gate 12‐ Acute Assessment Unit, Pinderfields

14

Citizen Participation and Empowerment: Healthwatch Outpatient Survey

15

Citizen Participation and Empowerment: GP practices – What are people telling us?

16

Access to the highest quality urgent and emergency care

Contents
•
•
•
•
•
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Additional Support Measures
Exception Report –Acute Trust Turnaround Times
Exception Report – Ambulance Turnaround Times
Exception Report – Ambulance Response Times
Exception Report – NHS 111

Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

A&E 4 Hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
From previous
Month

FOT

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

MYHT
A&E 4 hour waiting time standard

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

Feb

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

91.6%

94.2%

↓

94.2%

Description of underperformance identified: Description of underperformance identified: The Trust achieved performance of 91.6% against the 95% target for patients waiting less than
4 hours in A&E. Of the 16,696 patients that accessed A&E services, 1389 waited over 4 hours,

Wakefield CCG ‐ A&E 4 hour Waiting Time Standard
100.00%
96.00%
92.00%
88.00%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead
CCG Assurance
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Feb,15

Jan,15

Dec,14

Oct,14

Nov,14

Sep,14

Jul,14

Aug,14

Jun,14

May,14

Apr,14

Mar,14

Feb,14

Jan,14

Dec,13

80.00%

Nov,13

84.00%
Oct,13

Actions taken
• Further to the last month’s update the A&E standard has
not been achieved
• Weekly executive meetings continue with a particular
focus on Easter preparations across the health and social
care system.
• Following the ‘Improving Patient Flow’ exercise there
has been a continued focus on the additional beds
opened.
• The SRG under took a risk assessment of all winter
schemes and funded a number to continue to maintain
patient flow over the Easter period
• A winter review is currently being undertaken
• Awaiting clarity on the hospital discharge model –
feedback to April’s SRG meeting
• ‘Deep Dive’ into delayed transfers of care

Sep,13

Reason for Underperformance
Overall increase in demand and short
term staffing issues.
Also, there is a requirement to focus
on discharges and improving patient
flows.

Yes
451
Dr Adam Sheppard
Sally Bell
MYHT Executive Contract Board

Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

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

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
FOT

From previous
Month

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

MYHT
Acute Trust ‐ Turnaround Time

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

Feb

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

70.4%

↓

Description of underperformance identified: There were a total of 3671 handovers across the three MYHT A&E locations, of these 2504 took
place within 15 minutes, 867 took place between 15 and 30 mins, 170 between 30 and 60 mins, and 16 over 60 mins. The overall performance for
the Trust was 70.4% of handovers took place within 15 mins.

Reason for Underperformance

Actions taken

The individual site perfo rmance within M YHT
identifies P inderfields as a significant
co ntributo r to the Trust level perfo rmance
no t being achieved:
Dewsbury – 81.9%
P inderfields – 65.1%
P o ntefract - 87.8%
The three main reaso ns fo r the majo rity o f
breaches are as fo llo ws
• Clinical staff availability fo r hando vers
• No available cubicles (Specifically in
P inderfields and Dewsbury)
A co mpariso n o f hando ver perfo rmance with
the A &E 4hrs perfo rmance standards do es
identify a co rrelatio n between the two targets
and demo nstrates the co rrelatio n to the
Trusts challenges in maintaining patient flo w.
The reaso ns fo r decreasing perfo rmance
levels are multi-faceted and are stro ngly
linked to reduced patient flo w thro ugh the
acute trust, Which causes o vercro wding and
pressures in A +E which affect ability to
suppo rt YA S with hando ver."

M YHT, in particular P GH, has been identified by lead
co mmissio ners and YA S as o ne o f 4 sites acro ss Y&H where
the pro vider will wo rk mo re directly was YA S co lleagues to
impro ve turnaro und perfo rmance. The lead co nsultant fo r
emergency medicine has met with the lead paramedic and
reviewed 60 cases attending P GH. This has identified a
number o f actio ns including:- YA S to impro ve the use o f self-hando ver, a pro to co l to
impro ve the number o f patients this relates to has been
appro ved thro ugh YA S go vernance arrangements
- Identificatio n o f cases which co uld be handed-o ver in a
wheel chair to nurses – therefo re no t limited by waiting a
cubicle
- YA S to wo rk with paramedics o n educatio n aro und
alternative pathways e.g. falls pathways, to increase their
utilisatio n and avo id transfer to ED alto gether
- YA S and ED to reinfo rce with staff the need to co mplete the
hando ver screen as so o n as hando ver co mplete as appears
to be so me delays o f up to 8 minutes
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There remains at M YHT
• Named triage nurses to who are given respo nsibility fo r
po licing and achieving target fo r turnaro und times o n every
shift
•P ro mo tio n o f self-check-in
A s perfo rmance o n turn aro und and hando ver stro ngly
co rrelates to the level o f cro wding within the emergency
department and issues with the flo w o f patients thro ugh the
ho spital, System resilience has fo cussed o n reducing
pressure in these areas. This has been do ne thro ugh funding
GP ’ s in the emergency department, Extra bed capacity and
assisting M YHT with discharges.

Wakefield CCG ‐ Acute TRT‐ 15 mins between ambulance and
A&E
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%

Commissioning Lead

Yes
427
Dr Adam Sheppard
Jenny Feeley

CCG Assurance

MYHT Executive Contract Board

Action Plan in Place
Risk Register ID
Clinical Lead

Access to the highest quality urgent and emergency care : Exception Report
NHS Constitution Indicator

Ambulance Turnaround Times ‐ All crews should be ready to accept new calls within 15 mins
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

MYHT
Ambulance ‐ Turnaround Time

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

Feb

100%

Not reported at CCG Level

73.4%

Not reported at CCG Level

87.4%

↑

Description of underperformance identified: There were a total of 3557 post handovers completed across the three MYHT A&E locations, Of these 3110 took place within 15 mins,
415 between 15 and 30 mins, 29 between 30 and 60 mins, and 3 over 60 mins. The overall performance for the Trust was 87.4%

Actions taken
Same actions apply as listed in Acute
Trust Turnaround Times
• Approval of a new processes
supporting 'self handover' of patients
has been agreed through YAS
governance arrangements, and
promoting its use with paramedics
• Notices regarding handover
processes and contacts have been
displayed in or close to notify and
handover screens to remind staff.
• YAS continue to work with crews on
identifying individual staff who
experience longer “Ready” times

Wakefield CCG ‐ Ambulance TRT ‐ Crew clear within 15 mins
100%
90%
80%
70%
60%
50%
Aug,13
Sep,13
Oct,13
Nov,13
Dec,13
Jan,14
Feb,14
Mar,14
Apr,14
May,14
Jun,14
Jul,14
Aug,14
Sep,14
Oct,14
Nov,14
Dec,14
Jan,15
Feb,15

Reason for Underperformance
The individual site performance as
shown below;
Dewsbury – 83.7%
Pinderfields – 89.1%
Pontefract ‐ 85.7%

Action Plan in Place

Yes

Risk Register ID

427

Clinical Lead
Commissioning Lead
CCG Assurance
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Dr Adam Sheppard
Jenny Feeley
YAS Contract Management Group

Access to the highest quality urgent and emergency care : Exception Report
NHS Constitution Indicator

Ambulance Response times ‐ Cat A Red 1 and Red 2 ‐ 8 minute response times
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

YTD

Actual

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

MYHT
Ambulance response times

Cat A (Red 1) 8 min response time

Feb

75%

80.5%

74.3%

72.2%

72.2%

↑

Ambulance response times

Cat A (Red 2) 8 min response time

Feb

75%

76.4%

72.3%

69.6%

69.6%

↑

••••••
••••••

71.6%

69.6%

69.6%

↑

70.0%

69.0%

69.0%

↑

Description of underperformance identified: YTD Position Feb 2015, the CCG achieved a performance of 72.2% in month and 69.6% against a target of 75% for Cat
A Red 1 and Red 2 (8 Minute) response times respectively, and YAS achieved 69.6% and 69.0% against the same targets.

YAS are reviewing their workforce plan, which will include paramedic
plus band 6 role and phasing in an associate clinician role whereby
these staff will have development plans to trained into paramedic roles
The proposed Remedial Action Plan and trajectories giving YAS resilience around paramedic recruitment.
presented by YAS to commissioners is still to be
finalised in light of the Good Governance Institute
YAS are running a ‘Spring into action’ campaign which follows the
Report.
principles of the ‘perfect week’ models of impacting on operational
service delivery. They have concentrated improvements in specific
Additional investment has also been agreed in the
postcodes and they have reviewed and are deploying workforce
YAS 999 contract
around key times.
As the lead commissioner for the 999 service across Y&H, WCCG is
working closely with YAS to understand the reasons for the increase
in demand. An external consultancy has been working with YAS to
review the validity of the performance improvement trajectory, to
assist YAS further with an action plan to improve performance and to
complete a capacity review due to higher levels of demand that are
being reported through the contract.
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Wakefield CCG ‐ Ambulance Response Times Cat A ‐ Red 1 and 2 ‐ 8
mins
Red 1

92%
87%
82%
77%
72%
67%
62%

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

Red 2

87%
82%
77%
72%
67%
62%

Aug,13
Oct,13
Dec,13
Feb,14
Apr,14
Jun,14
Aug,14
Oct,14
Dec,14
Feb,15

Actions taken
YAS has already implemented a range of improvement measures:
Increase in clinical staff / use of independent sector crews / Use of
Emergency Care Assistants / Extension of meal break window /
Additional modelling by external organisation to optimise rotas and
resource deployment/ Recruitment to 70 vacancies.

Aug,13
Oct,13
Dec,13
Feb,14
Apr,14
Jun,14
Aug,14
Oct,14
Dec,14
Feb,15

Reason for Underperformance
The Trust have been unable to deliver YTD the
operational performance standard, at the contract
or at an individual WCCG level. There are 3 main
factors the Trust are citing as contributing to the
underperformance :
• an employee resource gap
• the impact of rota changes
• increased in demand Red 1 & 2.

Yes
426
Dr Adam Sheppard
Jenny Feeley
YAS Contract Management Group

A step change in the productivity of elective care

Contents
• Exception Report – Cancer 62 day wait from urgent GP referral to first definitive
treatment
• Exception Report – Max 62 day wait from referral linked to the NHS Screening Program to
start 1st treatment for all cancers
• Exception Report Max 62 Day Wait For First Definitive Treatment Following a Decision To
Upgrade
• Exception Report – 18 Week RTT – Completed Admitted Pathways
• Exception Report – 18 Week RTT – Completed Non Admitted Pathways
• Exception Report – 18 Week RTT – Incomplete Pathways
• Exception Report – RTT Waits over 52 Weeks for Incomplete Pathways
• Exception Report – Diagnostic Waits For Less Than Six Weeks
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A step change in the productivity of elective care
NHS Constitution Indicator

Cancer 62 day wait from urgent GP referral to first definitive treatment
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous Month

MYHT
Cancer Waits ‐ 62 Days

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

Feb

85%

81.4%

80.9%

83.5%

83.5%

↓

••••••

80.3%

86.0%

86.5%

↓

Description of underperformance identified: Description of underperformance identified: The latest available data for February reports month and YTD CCG under performance levels of 80.9% monthly
against the 85% target, and 83.5% for YTD position against the 85% target.

Reason for Underperformance
The under performance in WCCG Monthly
position is due to 13 breaches of the
standard; In total there have been 68
patients treated in the month.
A review of the >62 day pathways
completed by the Trust has identified the
following sites having the breaches:
• Gynaecology – 2 breached February
• Breast‐ 1 breach February
• Haematological ‐ 1 breach February
• Head & Neck – 1 breach February
• Lower Gastrointestinal – 3 breached
February
• Lung– 2 breached February
• Upper Gastrointestinal – 2 breached
February
• Urological‐ 1 breach February
These have now been treated.
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Actions taken
A local action plan is already in place with
the Trusts Cancer management team.
Other actions to address performance are:
• Ensure under‐performing tumour site
specific services achieve 7 day first seen
from referral to achieve tertiary referral by
day 38.

MYHT ‐ Cancer 62 day wait from urgent GP referral to first
definitive treatment
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Action Plan in Place

Yes

Risk Register ID

492

Clinical Lead

Dr Abdul Mustafa

Commissioning Lead

Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

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

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
Cancer Waits ‐ 62 Days

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

Feb

90%

93.7%

72.7%

91.3%

91.3%

↓

••••••

66.7%

91.3%

92.3%

↓

Description of underperformance identified: Description of underperformance identified: The latest available data for January reports monthly CCG under performance levels of 72.7% monthly against
the 90% target, and 66.7% for Trust monthly position against the 90% target.

Reason for Underperformance
Actions taken
The under performance in WCCG Monthly See previous slide
position is due to 3 breaches of the
standard; In total there have been 11
patients treated in the month.
A review of the >62 day pathways
completed by the Trust has identified the
following sites having the breaches:
• Gynaecology – 1 breach February
• Lower Gastrointestinal – 2 breached
February
These have now been treated.

MYHT ‐ Max 62 day wait from referral linked to thr NHS
Screening Program to start 1st treatment for all cancers
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
45%
40%
35%
30%
Apr,14 May,14 Jun,14 Jul,14 Aug,14 Sep,14 Oct,14 Nov,14 Dec,14 Jan,15 Feb,15
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Action Plan in Place

Yes

Risk Register ID

492

Clinical Lead

Dr Abdul Mustafa

Commissioning Lead

Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

Max 62 Day Wait For First Definitive Treatment Following a Decision To Upgrade
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous Month

MYHT
Cancer Waits ‐ 62 Days

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

Feb

90%

69.6%

87.5%

84.7%

84.7%

↑

No Operating standard 2014/15

83.3%

91.4%

91.4%

↓

Description of underperformance identified: Description of underperformance identified: The latest available data for January reports month and YTD CCG under performance levels of
87.5% monthly against the 90% target, and 84.7% for YTD position against the 90% target.
Reason for Underperformance
Actions taken
The under performance in WCCG
See previous slide
Monthly position is due to 1 breach of
the standard; In total there have been 8
patients treated in the month
• Urological‐ 1 breach February
These have now been treated.

MYHT ‐ Cancer 62 day wait to first definitive treatment following
a decision to upgrade
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
45%
40%
35%
30%
Apr,14 May,14 Jun,14 Jul,14 Aug,14 Sep,14 Oct,14 Nov,14 Dec,14 Jan,15 Feb,15

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

A step change in the productivity of elective care
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Admitted pathways
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous Month

MYHT
18 Week RTT Waiting Time Standard

RTT Admitted pathways

Feb

90.0%

91.0%

78.7%

86.3%

86.3%

↓

••••••

74.0%

74.0%

74.0%

↓

Description of underperformance identified: Description of underperformance identified: In Feb – 2015, the CCG achieved 78.7% for Completed Admitted pathways (across all
providers), MYHT achieved 74.0% for Completed Admitted pathways within 18 weeks against the ≥90% target

• ENT – 46.0%
• General Surgery – 75.1%
• Gynaecology – 50.7%
• Ophthalmology – 54.3%
• Oral surgery – 84.1%
• Other – 89.8%
• Plastic surgery – 75.8%
• Trauma and orthopaedics – 54.3%
• Urology – 79.4%
• Cardiology – 88.6%

Actions taken
March validated position has been achieved for the Incomplete
pathway, for the 7th month consecutively and successfully achieved.
The target of 2378 patients on the 18week backlog was also
successfully achieved.
The NHS England match and move process (now managed by
Monitor) has now concluded with a total of 219 patients transferred
to the IS for treatment and discharge in the 8‐14 week wait
categories across ENT and T&O. All patients have been seen and
treated in line with the process.

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐
Completed Admitted
100%
95%
90%
85%
80%
75%
70%
Aug,13
Sep,13
Oct,13
Nov,13
Dec,13
Jan,14
Feb,14
Mar,14
Apr,14
May,14
Jun,14
Jul,14
Aug,14
Sep,14
Oct,14
Nov,14
Dec,14
Jan,15
Feb,15

Reason for Underperformance
There are 10 specialties in total that
have failed.

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead
CCG Assurance
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Yes
450
Dr Patrick Wynn
Matt England
MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Non Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

YTD

Actual

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
18 Week RTT Waiting Time Standard

RTT Non‐admitted pathways

Feb

95.0%

95.4%

88.1%

90.5%

90.5%

↓

••••••

85.9%

85.9%

85.9%

↓

Description of underperformance identified: In Feb ‐ 2015, the CCG achieved 88.1% for Completed NON Admitted pathways (across all
providers), MYHT achieved 85.9% for Completed NON Admitted pathways were within 18 weeks against the ≥95% target
Reason for Underperformance
The re a re 16 s pe ci a l ti es i n tota l
tha t ha ve fa i l e d.
• Ge ne ra l Me di ci ne – 92.1%
• De rma tol ogy – 75.0%
• ENT – 91.2%
• Ga s troe nte rol ogy – 88.3%
• Ge ne ra l s urge ry – 80.5%
• Ge ri a tri c Me di ci ne – 79.3%
• Gyna e col ogy – 87.8%
• Ne urol ogy – 83.4%
• Ophtha l mol ogy – 82.8%
• Ora l s urge ry – 77.9%
• Pl a s ti c s urge ry – 91.7%
• Rhe uma tol ogy – 94.6%
• Tra uma a nd Orthopa e di cs –
83.3%
• Urol ogy – 90.0%
• Thora ci c Me di ci ne – 89.8%
• Othe r – 86.3%

`
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Actions taken
S e e a c t io ns in A dm it t e d P a t hwa y

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Non Admitted
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
450
Dr Patrick Wynn
Matt England

CCG Assurance

MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

18 Week RTT Waiting times ‐ Incomplete pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
18 Week RTT Waiting Time Standard

RTT ‐ Incomplete pathways

Feb

92.0%

92.6%

93.3%

91.6%

91.6%

↑

••••••

92.9%

92.9%

92.9%

Description of underperformance identified: Description of underperformance identified: In Feb 2015, 93.3% of patients on Incomplete
pathways for the CCG (across all providers) and 92.88% of the pathways for MYHT were within 18 weeks against the ≥92% target
Reason for Underperformance
The re a re 4 s pe ci a l ti es i n tota l
tha t ha ve fa i l e d.
• Ge ne ra l Surge ry – 91.2%
• Pl a s ti c Surge ry – 89.1%
• Tra uma a nd Orthopa edi cs –
83.5%
• Urol ogy – 90.3%

Actions taken
S e e a c t io ns in A dm it t e d P a t hwa y

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Incomplete Pathways
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%

Action Plan in Place
Risk Register ID
Clinical Lead

28

Commissioning Lead

Yes
450
Dr Patrick Wynn
Matt England

CCG Assurance

MYHT Executive Contract Board

↑

A step change in the productivity of elective care
NHS Constitution Indicator

Zero tolerance RTT Waits over 52 weeks for incomplete pathways
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous Month

MYHT
Number of 52 week Referral to treatment pathways

number of patients on incomplete pathways
over 52 weeks

Feb

1

16

1

18

22

↑

••••••

2

31

38

↑

The Trust identified two patients on incomplete pathways at the end of February that had been waiting over 52 weeks. One of these patients have been identified as Wakefield CCG
responsibility.

Actions taken
The Trust has identified the following
ongoing actions to ensure these types
of breaches do not occur again:
• Re‐education awareness and
knowledge of 18 weeks across various
teams
• Validation and tracking of patients at
A full breach analysis for the
10 weeks as part of the Trust wide
occurrences has been provided by the validation programme currently taking
Trust which identifies the root causes place.
to be:
• Design of a new outcomes form.
• Incorrect clock stops
• Review of workload of key
administration staff to ensure patient
The ENT patient has been Discharged, tracking occurs robustly.
The Trauma and orthopaedics patient is
booked in for April 2015 for Surgery.
These cases have been identified
through the process of waiting list
validation undertaken as part of the
Trust’s programme to improve data
quality.
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Wakefield CCG ‐ Zero tolerance over 52 week waits ‐
incomplete pathways
4.5
4
3.5
3
2.5
2
1.5
1
0.5
0
Aug,13
Sep,13
Oct,13
Nov,13
Dec,13
Jan,14
Feb,14
Mar,14
Apr,14
May,14
Jun,14
Jul,14
Aug,14
Sep,14
Oct,14
Nov,14
Dec,14
Jan,15
Feb,15

Reason for Underperformance
The two breaches at MYHT have been
identified in:
• 1 in ENT (North Kirklees CCG)
• 1 in Trauma and Orthopaedics
(Wakefield CCG)

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
450
Dr Patrick Wynn
Matt England

CCG Assurance

MYHT Executive Contract Board

Mental Health service transformation

Contents
• Additional Support Measures
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Mental Health service transformation

SWYPFT started participating in the Mental Safety Thermometer in May 2014 during a testing phase so results should be treated with caution. The survey officially launched
in November 2014. This is a point of care survey carried out on a single day each month on all appropriate patients.
WCCG
Indicator

Dementia Diagnosis rate

31

% of people with formal diagnosis of estimated number of
people with dementia

Reporting Period

Target

Feb

67%

2013/14
Performance

YTD

Actual

68.2%

Trend Information
FOT

‐

From previous
Month

Previous months score card

↑

•••••

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

•

Dr CH

MEz

Jan

Maternity, children and young people transformation
Contents
• Additional Support Measures

32

Maternity, children and young people transformation
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous
Quarter

Exception
Report

D.A.

Clinical Lead

Commissioning Lead

•

Dr AC

MC

•

Dr AF

AM

Feb

•

Dr AF

AM

Feb

MYHT

↔

Maternal Deaths

Number of maternal deaths

Feb

0

Breast Feeding Initiation

Initiation of breast feeding

Q3

60%

60%

66.0%

63.6%

63.6%

↓

Breast Feeding at 6 weeks

% infants totally or partially breast fed at 6
weeks

Q3

36%

33.3%

31.9%

31.9%

31.9%

↓

••••••
•••
•••

Provider ‐ MYHT
Indicator

Reporting Period

Target

2013/14
Performance

0

0

0

67.8%

64.7%

64.7%

↓

Trend Information

Actual

YTD

From previous
Month

Previous months score card

D.A.

Clinical
Lead

Commission
ing Lead

Exception
Report

Jan

NHS Safety Thermometer

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

Feb

<5.1%(nat av)

9.7%

12.1%

↓

•••••

•

Dr AC

MC

NHS Safety Thermometer

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

Feb

<3.0%(nat av)

6.7%

1.8%

↓

•••••

•

Dr AC

MC

NHS Safety Thermometer

Proportion of women that had a PPH of more
than 1000mls

Feb

<10.7%(nat av)

8.9%

8.9%

↑

•••••

•

Dr AC

MC

NHS Safety Thermometer

Proportion of term babies with an apgar score
of 6 or less at 5 minutes of birth

Feb

<4.2%(nat av)

6.7%

3.8%

↓

•••••

•

Dr AC

MC

NHS Safety Thermometer

Proportion of term babies transferd to
SCBU/NNU/NICU

Feb

<8.6%(nat av)

4.4%

4.7%

↓

•••••

•

Dr AC

MC

NHS Safety Thermometer

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

Feb

<2.9%(nat av)

0.0%

0.6%

↑

•••••

•

Dr AC

MC

Feb

<7.3%(nat av)

13.3%

13.0%

↓

•••••

•

Dr AC

MC

Feb

74.5%(nat av)

73.3%

79.9%

↓

•••••

•

Dr AC

MC

NHS Safety Thermometer

NHS Safety Thermometer

Proportion of women who reported they had
concerns about safety during labour and birth
that were not taken seriously
Physical 'harm free care'
Physical: Infection, Perineal Trauma(3rd/4th),
PPH >1000mls, Apgar<7 (term only) OR Transfer
(term only)

MYHT started participating in the Maternity Safety Thermometer in February 2014 during a testing phase so results should be treated with caution. The survey officially
launched in November 2014. This is a point of care survey carried out on a single day each month on all postnatal mothers and babies. Data is collected from postnatal
wards, women’s homes and community postnatal clinics.
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System Wide Quality Measures (Organising ourselves)
Additional Support Measures
Indicator
(Source: MYHT Trust Board Performance Report)

Reporting Period

Target

2013/14
Performance

MYHT

Trend Information
From previous
Previous months score card
Month

Actual

YTD

FOT

Venous Thromboembolism

% patients risk assessed

Jan

95%

95.30%

95.00%

96.00%

96.00%

↓

Harm free care

% patients receiving harm free care

Feb

95%

90.40%

92.46%

92.87%

92.87%

↑

Never Events

Number of never events

Mar

0

3

0

3

5

↔

Serious Incidents

Number of open serious incidents

Mar

‐

‐

‐

↑

Serious Incidents

Number of new serious incidents for month

Mar

‐

39

Patient Safety Incidents

Proportion of patient safety incidents that
are harmful

Feb

<29%

Summary Hospital Mortality Indicator

SHMI score

Jan 14‐Mar 14

<100

‐

88

↑

Hospital Standard Mortality Rate

HSMR remodelled

Sep 13‐Aug
14

<100

‐

93.6

↑

Hospital Standard Mortality Rate

HSMR ‐ weekend

Aug

<100

92.45

93.13

101.28

Absence

Total sickness rate

Jan

<4%

4.49%

5.25%

4.80%

Staff turnover

Turnover rate (rolling year)

Feb

8%

Mar

95%

CQC Rating

35

224
39

276

276

↑

36.90%

44.00%

44.00%

↑

↓
4.80%

11.14%
‐

Requires improvement

↓
↓

••••••
••••••
••••••

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

D.A.

•
•
•
•
•
•
•
•
•
•
•
•

Clinical
Lead

Commissioning
Lead

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

LE

Dr PW

JP

Dr PW

JP

Dr PE

JW

Exception
Report

Mar



System Wide Quality Measures (Organising ourselves): Exception Report
Exception Report

MYHT Medicine Registered Nurse Staffing
Indicator

Sep

Oct

Dec

Trend – previous month

Registered nurse vacancies

111.4 WTE

69.36 WTE

77.84 WTE

↓

Description of underperformance identified: The number of registered nurse vacancies increased from 69.36 WTE in October to 77.84 WTE in December. In the Division
of Medicine the number of registered nurse vacancies increased from 39.6 WTE in October 2014 to 47.14 WTE in December 2014. The Trust has opened extra capacity
medicine beds on Ward 6b at Dewsbury District Hospital, and Wards A1, 46a and 37 at Pinderfields Hospital. Some surgery beds have closed with staff transferring to
Medicine. The Trust has acknowledged that this has made it harder for actual staffing levels to meet recommended levels.

Reason for Underperformance
Prior to December the Trust had been successful in
consistently reducing the number of vacancies.
Additional registered nurse posts have been created
in community services, these posts are attracting
staff from hospital inpatient wards.
MYHT have been monitoring the number of patients
in hospital who are medically fit requiring active
discharge support. On 20 January 2015 MYHT
reported there were 105 patients in this category.
Staff turnover figures are consistently above 10%,
meaning it will always be difficult to fill vacancies if
there is a high proportion of staff leaving.
The number of vacancies makes it difficult for actual
nurse staffing levels to meet planned levels. This can
increase the risk of patients suffering harm.
The adjacent table highlights those medicine wards
reporting a higher number of falls and/or hospital
acquired pressure ulcers. These are not necessarily
caused by staffing issues, but could be a factor.

Actions to be taken
Staff from MYHT visited India in
February with the intention of recruiting
70 registered nurses, it is hoped that the
nurses will be in post by the end of May
2015, but changes made to international
recruitment regulation by the Nursing
and Midwifery Council are slowing this
process down. The May start date is at
risk if this process remains slow.
MYHT have started using Safety
Guardians for patients with a high risk of
falling to help maintain their safety.
Patient safety walkabouts have been
undertaken on A2 and G43 at
Pinderfields and W2 and W6 at
Dewsbury in February. The Dewsbury
findings are included later in this section
of the report. The Pinderfields
walkabout report will be included in
next month’s report. Staff on G43 were
pleased that they were managing to
recruit staff from other trusts.
From 2 March MYHT started closing the
temporary wards, which will allow staff
to remain on their ward.
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Medicine nurse staffing Dec 14

% shifts meeting planned levels
% shifts 2 nurses below planned / 1 nurse working

100
80
60

%

40
20
0

Data for Ward 6b, A1, G37 and G46a is not included in the Safe Staffing report.
Wards reporting >10 falls or >3 hospital acquired Category 2 pressure ulcers or a hospital acquired
Category 3/ 4 pressure ulcer in December 2014
Incidents
G12
G31b&G11
G41
G43
A2
W2
W4
W6
W10
Falls reported
16
15
14
19
10
10
12
10
8
Cat 2 pressure
2
0
1
0
0
7
1
6
3
ulcers reported
Cat 3&4 pressure
0
1
3
3
0
1
0
0
1
ulcers reported

These incidents are not necessarily attributable to staffing levels, but
not meeting recommended levels increases the likelihood of occurrence.
Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

System Wide Quality Measures (Organising ourselves): MRSA
Exception Report

MRSA – Wakefield CCG
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

MRSA incidence assigned to the CCG

Feb 15

0

1

2

••••••

↓

•

Description of underperformance identified: 1 MRSA case was assigned to Wakefield CCG in February 2015, the second in 2014/5. In 2013/14 6 MRSA cases were
assigned to the CCG.

Actions to be taken
No learning identified following PIR

MRSA: NHS Wakefield CCG assigned
MRSA incidence: Target ‐ 0
5

4

Number

Reason for Underperformance
No reasons for underperformance identified at Post
Infection Review (PIR). Patient had no history of
MRSA colonisation. Seen by GP “pulled back” at
work, physiotherapy referral made and anti‐
inflammatory medication prescribed. The next day
the individual drove to Cornwall, presented at a GP
with numbness of legs. Admitted to Royal Cornwall
Hospital MRI scan undertaken epidural abscess
seen. Tissue and puss from abscess MRSA positive.
This case was deemed to be an unavoidable.

3

2

1

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

37

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

Feb‐15

Jan‐15

Dec‐14

Nov‐14

Oct‐14

Sep‐14

Aug‐14

Jul‐14

Jun‐14

May‐14

Apr‐14

Mar‐14

Feb‐14

Jan‐14

0

System Wide Quality Measures (Organising ourselves): MYHT Staff Sickness
Exception Report

MYHT Staff Sickness
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

MYHT Staff Absence Rate

Jan 15

<4%

5.25%

4.80%

••••••

↓

•

(Source: MYHT Trust Board Performance Report)

Description of underperformance identified: Sickness absence has increased in 2014/15. Absence has been higher in every month in 2014/15 compared to the same
month in 2013/14.

Reason for Underperformance
The MYHT Trust Board approved a sickness absence
recovery plan in June 2014. The recovery plan is not
on trajectory.
The Trust has not reported reasons for the increase
in staff absence recently in their Performance
Report.

Actions to be taken
HR is supporting line managers in
ensuring return to work Interviews are
completed after every episode of
absence in a timely manner.
The Trust is trying to ensure staff are
referred to Occupational Health in a
timely manner.

MYHT Sickness Absence
7

2013/14

2014/15

6

%

5

4

The Trust is reviewing the reasons for
staff absence, including stress.

3

Apr May Jun

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
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Jul Aug Sep Oct Nov Dec Jan Feb Mar

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

System Wide Quality Measures (Organising ourselves): Patient Safety Walkabout
This summarises the findings from the Patient Safety Walkabout that took place at Dewsbury and District Hospital on 4 February 2015. 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.
Ward 2 – elderly care
The standard of the medical documentation was good. Minimum and maximum drug fridge temperatures were recorded. Patients and visitors praised the caring attitude of
the staff. A student nurse said they felt really well supported and learnt more on this ward than any other ward they had been placed on. A patient was receiving 1:1
support to prevent them from falling. The far end of the ward was exceptionally warm, patients and relatives described it as being like a sauna. Some equipment was not
securely stored. Two raised toilet seats had faeces stains on them. Some eye drops in the drug fridge had passed their expiry date. One patient’s relative did not feel
involved in their relative’s care planning. Nurses said they were often understaffed.
Ward 6 and Ward 6b (gastroenterology and respiratory)
All patients that the team spoke to on Ward 6 had an overwhelmingly positive experience of care. Staff were reported as caring and kind. On Ward 6b there were a number
of issues raised by patients about timely interventions e.g. toileting, pain management.
Nurse staffing levels on the day of the visit were not in line with planned levels on both wards. A patient informed the team that they had been prescribed pain relief during
the morning round at approximately 8am but had still not received it (approximately 2.30pm). Many nursing assessment documents were left incomplete.
Accident and Emergency
The department had good leadership and strong mentorship for existing and new members of staff. Staff felt supported by colleagues. There are a number of staffing
vacancies in A&E, which are difficult to fill. There is a reliance on agency nurses. Patients in the waiting room were not aware what would happen next or who they were
waiting to see. They could not understand why people who came in after them were seen first. There seemed to be a lack of referrals from A&E into the Ambulatory Care
Unit. This was identified as a concern when the last walkabout took place in A&E in January 2014.
Ward 14 (female surgery)
There were clear management plans in the nursing notes. Patients reported call bells were answered but could take up to 10 minutes. Staff reported the use of high levels
of agency staff particularly on night shifts and felt this contributed to the number of incidents on the ward. One member of staff expressed concern that there was
insufficient time to cater adequately for their emotional needs, e.g. women suffering a miscarriage. One patient was identified as requiring 1:1 support to prevent them
from falling, but there was no resource available to provide this care. The room patients were waiting for their surgery in was sparse. Patients felt it would be useful to have
some diversion e.g. TV, magazines, noticeboards, leaflets. One lady had been waiting in this room for over 5 hours.
Key Actions
Concerns about W2, W6 and W6b were escalated to the Deputy Chief Nurse on the day of the visit and discussed at MYHT Executive Quality Board on 12 February 2015.
MYHT undertook further audits on W2, W6 and W6b following the visit.
The full report was shared at MYHT Executive Quality Board meeting on 19 March 2015.
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System Wide Quality Measures (Organising ourselves): Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Pinderfields General Hospital on 24 February 2015 and Pontefract General Infirmary on
20 March 2015. 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.
PGH: A2 – stroke / neurology
The ward was visibly clean throughout. The Ward Manager praised the impact two Spanish nurses had made. Staff spoke positively about the leadership on the ward. There
was a ‘guardian’ caring for patients at high risk of falls. The staff reported that ‘guardians’ were a valuable resource for patients with a high risk of falls, however, this
resource was limited. Some patients commented that there were three nurses who they felt were rude and not very caring. The PSW team informed the Ward Manager and
asked to investigate further. Some patients commented that calls bells could take over ten minutes to be responded to or were not always responded to during the night.
Staff said on the previous Sunday there were five stroke patients who could not be admitted onto the ward due to bed availability.
PGH: Gate 32a (orthopaedics)
DNACPR information was completed correctly and filed in the front of medical notes. Staff members were seen to interact with patients in a kind, considerate and
courteous manner. Patient notes were completed to a good level and appeared comprehensive and up to date. Actual staffing met planned levels. Minimum and maximum
drug fridge temperatures were not recorded. The PSW team witnessed a 6 minute response time to a call bell pressed by an elderly patient in a side room. There was
concern around staff understanding of when it was appropriate for a falls assessment to be undertaken.
PGH: Gate 43 (elderly care)
Patients were complimentary about the care they were receiving. The ward staff reported they are actively promoting the use of the Dementia ‘Forget me not’ passport
which enables relatives to have flexible visiting times, discounted car parking and overnight stay facilities if required. Minimum and maximum drug fridge temperatures
were not recorded. One of the medications checked was out of date. The PSW Team observed a call bell going in a side room as the patient was asking to go to the toilet.
This was cancelled by a member of staff who then left the patient and failed to return. Several call bells across the visit took longer than 4 minutes to answer. A shower
chair was stained with faecal matter.
PGH: Gate 46a (temporary medical ward)
Patients generally had a good experience of the ward. There was one registered nurse covering all twelve beds. The nurse had come from the A2 and said they were
unfamiliar with the ward. The ward appeared clean throughout. One patient call bell was activated and it took longer than five minutes before this patient was checked on
by staff. One patient had two full urinals on their bedside table which had been there for several hours and did not have a fresh urinal.
PGI: Stroke Rehabilitation Unit
Two DNACPR forms were filed in the front of the medical records and were fully completed. Staff told the PSW team that volunteers provide around 37.5 hours of help on
the ward. All patients had an estimated date of discharge documented. The PSW team were informed that so far in the month 23 patients had suffered a fall. At the time of
the walkabout there were 2 registered nurses and 2 healthcare assistants on duty, this was half the planned level. The PSW team spoke with 6 patients who described long
waits for call bells to be responded to. One of these patients said they had to wait 2 hours to be taken to the toilet.
Key Actions
The full reports were shared at MYHT Executive Quality Board meeting on 16 April 2015. Concerns about the staffing situation at Pontefract were escalated to the MYHT On
Call Manager.
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System Wide Quality Measures (Organising Ourselves): MYHT Staff Survey
Background: The annual National Staff Survey was published recently. The survey took place from September to December 2014. MYHT distributed them to a random
sample of 815 staff. Last year MYHT distributed the survey to all staff.
Areas of success
MYHT was rated as one of the best trusts for:
% of staff working extra hours (63%)
% of staff experiencing physical violence from patients, relatives or the public in the last 12
months (12%)
%of staff experiencing physical violence from staff in the last 12 months (1%)
Improvements were made on the following questions:
Fairness and effectiveness of incident reporting procedures (3.52/5)
Percentage of staff feeling pressure in last 3 months to attend work when feeling unwell
(27%)

Year

2012

2013

2014

Response Rate

53%

46%

46%

Number of responses

430

3289

375

Green (highest 20%)

5 questions

0 questions

3 questions

Green (better than average)

3 questions

1 questions

3 questions

Amber (average)

6 questions

5 questions

4 questions

Red (worse than average)

5 questions

6 questions

8 questions

Red (bottom 20%)

9 questions

16 questions

11 questions

Satisfaction improved on many of the questions, but not enough to be classed as statistically significant.
Areas for improvement
MYHT is rated in the bottom 20% of trusts for the following questions:
o Agreeing that their role makes a difference to patients (88%)
o Effective team working (3.60/5)
o Having well‐structured appraisals in the last 12 months (28%)
o Support from immediate managers (3.53/5)
o Good communication between senior management and staff (19%)
o Able to contribute towards improvements at work (62%)
o Job satisfaction (3.46/5)
o Recommendation of the trust as a place to work or receive treatment (3.16/5)
o Motivation at work (3.64/5)
o Having equality and diversity training in last 12 months (46%)
o Agreeing feedback from patients/service users is used to make informed decisions in their directorate/department (38%)
‐
33% of respondents working in the community reported that they had experienced harassment, bullying or abuse from staff in last 12 months. This figure was 24%
for staff at Pinderfields and 22% for Dewsbury and Pontefract staff. 54% of community staff reported suffering work related stress, compared 39% at the 3 hospital
sites.
‐
5% of medical/dental staff reported good communication between senior management.
Action
‐
The results and MYHT’s response were discussed at the MYHT Executive Quality Board in April 2015.

Responsible Clinical Lead: Dr Patrick Wynn
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Commissioning Lead: Jo Pollard

CCG Assurance: MYHT Executive Quality Board

System Wide Quality Measures (Organising ourselves): YAS Staff Survey
The full YAS staff survey report is available here.
Year
Response Rate

2012
53%

2013
43%

2014
42%

Number of responses

430

364

358

Green (better than ave)

6 questions

9 questions

6 questions

Amber (average)

7 questions

17 questions

19 questions

Red (worse than ave)

15 questions

2 questions

4 questions

Areas of success:
Trust remained better than average for staff:‐
Reporting effective team working.
Having appraisal in last 12 months (75%), in 2014 they were also better than average for being well structured (23%).
Believing trust provides equal opportunities for career progression or promotion (70%).
Experiencing physical violence from staff (1%) with an improvement since 2013.
Areas for improvement
The trust moved from better than average to worse than average performance for staff witnessing potentially harmful errors, near misses or incidents. 41% in
2014 compared with 34% in 2013. However, staff were amongst the best for reporting these with 88% of those witnessing them reporting.
Disappointingly only 30% of staff felt feedback from patients informed decisions.
52% staff reported suffering work related stress compared with 47% in 2013. This moved the trust from better than average to worse than average performance.
Only 37% of staff received equality & diversity training, however, there is an upwards trend and only 43% of staff received health & safety training with no signs of
improvement. In 2013 the trust failed to meet the standard for staff being properly trained and supervised, and have the chance to develop and improve their skills

Action:
The results of the survey will be discussed at the next YAS Contract Management Board in May 2015.

Responsible Clinical Lead: Dr Adam Sheppard

42

Commissioning Lead: Laura Elliott

CCG Assurance: YAS Contract Management Board

System Wide Quality Measures (Organising ourselves): SWYPFT Staff Survey
Key Headlines:
- There is little change in the 2014 survey on the previous surveys.
- Staff recommendation of the Trust as a place to work or receive treatment.
There was a statistically significant –ve change in the proportion of staff who would
recommend the trust as a place to work or receive treatment.
Below national average for mental health trusts.
- Overall indicator of staff engagement.
Fell slightly and is national average for mental health trusts.
- Staff motivation at work.
No change and is below national average.

Year

2012

2013

Response Rate

53%

50%

2014
46%

Number of responses

430

410

‐

Green (highest 20%)

3 questions

6 questions

5 questions

Green (better than ave)

9 questions

9 questions

5 questions

Amber (average)

7 questions

3 questions

7 questions

Red (worse than ave)

5 questions

6 questions

7 questions

Red (bottom 20%)

4 questions

4 questions

3 questions

Areas of success
SWYPFT is one of the 20% best performing trusts for the following 5 areas:
o 84% of staff feeling satisfied with the quality of work and patient care they are able to deliver.
o 92% agreeing that their role makes a difference to patients.
o % of staff working extra hours.
o Staff experiencing discrimination at work in the last 12 months.
o Work pressure felt by staff.

Areas for improvement
17 key findings were average or worse than average/bottom 20%.
SWYPFT is one of the worst performing 20% of trusts for the following 3 areas:
o 65% of staff received health and safety training in last 12 months. However, this is an increase from 57% in the previous survey.
o % of staff reporting errors, near misses or incidents witnessed in the last month.
o 26% reporting good communication between senior management and staff.
Changes from previous survey
There is little change on the previous survey ‐ only 4 questions had a statistically significant change in key areas. These are;
- ‐ve change in % of staff appraised in last 12 months (91%).
- ‐ve change in staff recommendation of the trust as a place to work or receive treatment. (3.60/5)
- +ve change in staff receiving health & safety training in last 12 months (65%).
- +ve change in % receiving equality & diversity training in last 12 months (67%).
Action
The findings from the staff survey were discussed at the SWYPFT Quality Board on 20 April 2015.
Responsible Clinical Lead: Dr Clive Harries
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Commissioning Lead: Alex Jeavons

CCG Assurance: SWYPFT Quality Board

System Wide Quality Measures (Organising ourselves): CQC Report
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Title of meeting:

Governing Body

Date of Meeting:

12 May 2015

Paper Title:

Finance Report Month 12 2014/15

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
Responsible Clinical Lead:

11i

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body
receive and note the contents of the report.
Executive Summary:
The Month 12 Finance Report provides a year to date position as at 31st March 2015.
The CCG achieved a surplus of £7,685k and its other required targets.
All key performance targets are green, with the exception of QIPP delivery and activity trends.

Highlights for this month are:
 The CCG achieved the required year‐end surplus whilst managing several areas of risk such as Category
M drugs, Continuing Healthcare, management of the costs of excluded drugs and delivery of elective
activity.
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

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

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

Reference document(s) /
enclosures:

Month 12 Finance Report.

Risk Assessment:

Not Applicable

Finance/ resource implications:

Out‐turn position surplus is £7,685k

Finance Report
Month 12
2014/15
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1. Executive Summary


Key financial headline position
Key financial headline position
Annual budget
£000
Surplus



FOT
£000

6,505

7,685

Managing within overall resource

482,617

474,932

Managing running cost allowance

9,043

7,753

Summary of Overall Position
In delivering the year‐end position, the CCG managed a number of risk, pressures and
opportunities including
‐
‐
‐
‐
‐
‐



Managing delivery of elective activity in line with national requirements and
excluded drugs at Mid Yorkshire Hospitals NHS Trust
Managing critical care, maternity pathway and radiology outpatients at Leeds
Teaching Hospitals NHS Trust
Managing an increase in non‐contracted activity
Responding to the activity movements associated with AQP’s
Managing costs in Adults and Children’s Continuing Healthcare
Managing the increase in cost of Category M GP prescribed drugs

15 / 16 Budget
The 15/16 budgets have been based on 14/15 forecast out‐turn at month 8 and adjusted
for any known pressures such as Category M drugs. Nationally or locally determined
growth and efficiencies have been applied to contracts to form the basis of the 15 / 16
financial plan.



Running Costs

Page 3 of 7

In managing the running costs allowance (RCA), the CCG was able to deliver QIPP and
manage quality premium and staffing vacancies
In 15/16 recurrent efficiencies have been identified but additional cost pressures need to
be managed to achieve the running cost target.


Risks
All identified risks have been embedded in the financial position at year‐end

2.

Recommendation

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

Elizabeth Goodson
Commissioning Accountant
08 May 2015
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3. Finance and Activity Dashboards & Trends
NHS Wakefield CCG key financial performance indicators are detailed below:

Financial Performance
No.

Indicator

RAG Measure

Green: >= 2% Amber/Green: 1‐1.99%
Amber Red: 0‐0.99% Red: <0%
Green: <= 0.1% Amber/Green:
Surplus ‐ year to date performance
2
<=0.25% Amber/Red: <0.5% Red:
(variance to plan as % of allocation)
>=0.5%
Green: <= 0.1% Amber/Green:
Surplus ‐ Full year (forecast variance
3
<=0.25% Amber/Red: <0.5% Red:
to plan as % of allocation)
>=0.5%
Management of 2.5% NR funds
4
Green=Yes Red=No
within agreed processes
Green: >= 95% of plan Amber: >=95%
5
QIPP ‐ year to date delivery
of plan Red: <75% of plan
Green: >= 95% of plan Amber: >=95%
6a
QIPP ‐ full year in‐year forecast
of plan Red: <75% of plan
Green: >= 95% of plan Amber: >=95%
6b
Recurring full year QIPP delivery
of plan Red: <75% of plan
Green: <101% of plan Amber/Green:
7
Activity trends ‐ year to date
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
Green: <101% of plan Amber/Green:
8
Activity trends ‐ full year forecast <102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
9
Running costs
Green: <= RCA Red: >RCA
1

10

Underlying recurrent surplus

Green: Indicator met in full
Amber/Green: Indicator partially met
Clear identification of risks against
limited uncovered risk Amber/Red:
financial delivery and mitigations
Indicator partially met material
uncovered risk Red: Indicator not met

Assessment of internal and external
11 audit opinion and on timeliness and
quality of returns
12

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

Based on assessment of returns

BPPC: Green 95% of invoices to be
paid within 30 days
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RAG ‐
Month
12 11 10

Value
Exit level >2% of total CCG
allocation
£1180k above plan

As above
Full year spend of £10.3m
£14m QIPP achieved of which
£4.3m is non recurrent
£14m QIPP achieved of which
£4.3m is non recurrent
Forecast full year recurrent
achievement £9.7m against £14m
1.29 % year to date overtrade on
Month 11 Activity
1.29% overtrade on MYHT
Underspend of £1290K
All risks indentified have been
embedded in the financial position
at year‐end
No matters arising as part of year‐
end audit regarding quality or
timeliness
Cash at bank: £145k held at 31st
March. BPPC: 95% (YTD) of invoices
paid by number and 98%(YTD) paid
by value.

NHS Wakefield CCG is notified of its allocation from NHSE prior to the start of the year. Adjustments
to allocations can be made throughout the year. In 2014/2015 allocations received are details
below:

Total
14/15 Opening Programme Allocations
14/15 Running Cost Allocation
14/15 Non‐recurrent b/f surplus
Total Allocation at 30th April and 31st May 2014
GP IT allocation
Total Available Resources 30th June 2014
Offender Health
Total Available Resources 31st July 2014
Referral to Treatment
King Street Walk in Centre
Harrogate Contract ( Duchy )
Cytology
Total Available Resources 31st August 2014
2 mths King Street Walk in Centre
14/15 CEOV and non‐rechargable services
Total Available Resources 30th September 2014
Winter Resilience Funding
Referral to Treatment
Winter Resilience Funding 2nd tranche
Paediatric metabolic dietetic procedures
Total Available Resources 31st October and 30th November 2014
Quality Premium Awards 2013‐14
Mental Health Resilience 14/15
Total Available Resources 31st December 2014
LTH allocation transfer as per agreement with LW CCG
Total Available Resources 31st January 2015
Referral to Treatment
Total Available Resources 28th February 2015
RTT Allocation
Total Available Resources 31st March 2015
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‐
‐
‐

‐

457,483
8,560
5,505
471,548
905
472,453
544
472,997
2,466
1,056
50
334
476,235
176
403
475,656
2,486
88
1,954
14
480,170
483
208
480,861
62
480,923
1,194
482,117
500
482,617

QIPP Achievement 2014 / 15

Total
£ 000's

Target QIPP Schemes

YTD
£ 000's

Variance
£ 000's

Budget Holder

Planned Care
Improving outcomes, reducing variation & demand
ENT service / pathway transformation
Urology Service pathway transformation

Linda Driver
Linda Driver

Gynaecology service / pathway transformation
Gastroenterology ‐ redesign FCP testing pathways
Opthalmology ‐ Single Point of Access
Dermatology ‐ utilisation of pathway
Community cardiology pathway redesign
Capita Report coding
Continuing Healthcare
Risk Sharingre : outpatients

Linda Driver
Linda Driver
Linda Driver
Linda Driver
Linda Driver
Matt England
Rosemary Davison
Matt England

50
65

0
0

‐50
‐65

75
350
225
170
80
2,400
500
560

0
381
914
307
0
2,069
500
245

‐75
31
689
137
‐80
‐331
0
‐315
0

Urgent Care
Patient Transport Transformation
Risk Share arrangements
Conveyance review with YAS

Jenny Feeley
Matt England
Jenny Feeley

210
1,840
200

0
2,088
0

0
0
‐210
248
‐200
0
0

400
50

400
50

0
0
0
0

Corporate
Running costs reduction for 15/16
Review contributions to posts at other Organisations

Andrew Pepper / Jo Pollard
Andrew Pepper / Jo Pollard

Primary Care

0

Manage inflation through initiatives in primary care

Joanne Fitzpatrick

2,000

2,000

0

Management of excluded drugs arrangement

Joanne Fitzpatrick

500

0

‐500

Review of diagnostics

Linda Driver

50

0

‐50
0

Mental Health

0

Mental Health services transformation Scheme

0
0

Aligning funding to service utilisation

Michele Ezro

295

0

‐295

Out of Area Placements

Michele Ezro

205

230

25

Reduction in baseline SLA

Michele Ezro

250

250

0

‐

300

300

10,475

9,734 ‐

3,525

3,525

0

741

741

Horizon Centre
sub total identified QIPP
Restriction of non‐recurrent investment (formerly
unidentified QIPP)
Unidentified QIPP

14,000
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14,000

741

‐
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Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body note that the underlying principles of the previously agreed
financial plan remains broadly unchanged as part of the resubmission of operational plans.
Executive Summary:
The purpose of the paper is to update the Governing Body on the current financial planning parameters and key
areas of focus for the CCG in securing its financial position‐ which will inform the resubmission of the
operational plan.
It includes a description of the underlying principles, key areas of focus and gain‐share arrangements with
providers.
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

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

The CCG has to submit financial plans and monthly monitoring summaries to
NHS England throughout the year.

Reference document(s) /
enclosures:

2015‐16 Financial Planning Update

Risk Assessment:

All risks identified will be reported monthly and included in the CCG risk
register.

Finance/ resource implications:

Not applicable

Operational Plan previously presented at Governing Body on 10th March
2015.

2015‐16 Financial Planning Update
Purpose
1.

The purpose of this paper is to update the Governing Body on the current financial planning
parameters and key areas of focus for the CCG in securing its financial position ‐ which will
inform the resubmission of the operational plan.

Background
2.

The previous paper presented to the Governing Body on 10 March 2015 regarding the
operational plan described the overall financial settlement for the NHS and how that had
translated into the CCG allocation including the minimum inflation uplift, the reduced CCG
running cost allowance and additional transactional allocations relating to surplus drawdown
and the Better Care Fund.

3.

Subsequently, the CCG has received additional allocations including systems resilience
resources at Yorkshire Ambulance Service (as lead commissioner) and a share of the available
national tariff support fund plus a number of other minor adjustments. The overall CCG
allocation has increased to £492m before delegated budgets relating to co‐commissioning of
£54m.

Underlying Principles
4.

The underlying parameters of the plan are unchanged from those previously presented:
a.
b.
c.
d.
e.

The CCGs in‐year surplus for 2015/16 is £5.9m (1.2%).
Retention of a 1% contingency to manage risks and opportunities
An efficiency target of £13.7m (2.8%)
A detailed non‐recurrent investment plan to support national and local priorities
A reduced level of running cost allowance

5.

A revised schedule of risks and opportunities is currently being finalised which reflects the
outcome of contract negotiations with providers in a challenging financial environment. Each
risk has a mitigation plan and owner and a key component of mitigating risk will be the
successful delivery of QIPP targets and management of demand into the acute sector.

6.

In relation to Primary Care, the net delegated budget of £54.2m, is not reflected in CCG plans to
date. The pro‐rata share of co‐commissioning QIPP of £1m is subject to a separate QIPP plan to
deliver efficiencies.

Key Areas of Focus
7.

In order to deliver its financial plan, the CCG will need to:
a. Manage QIPP delivery ‐ through the successful achievement of schemes which have been
identified but not transacted – including working with providers to manage the costs of
excluded drugs, review of pathology requests, revisit areas of joint working to ensure

arrangements continue to represent value for money and reduce the level of out‐of‐area
placements to improve patient experience.
b. Manage budget positions – particularly in regard to high risk budget areas including
prescribing and continuing healthcare expenditure to ensure that systems and governance
are both supporting patients and representing best value;
c. Manage elective demand – through innovative schemes which influence elective care
activity and processes which will improve access times, manage variation and control
expenditure.
d. Manage non‐elective demand – by expediting at pace the recurrent benefit of the agreed
schemes which impact urgent care in line with the principles of integration and the Better
Care Fund;
e. Deliver transformation in a reduced running costs envelope ‐ which will require a review of
current vacancies and non‐pay in order to manage some uncertainty in timing and scope
associated with the changes to the CSU arrangements which are being managed at a
regional and national level;
f.

Embrace innovation – through the expansion of non‐face‐to‐face appointments for follow‐
up outpatients which improve system efficiency and patient experience;

g. Manage emergent risks – in partnership with the local authority to ensure that sustainable
integrated service provision can be delivered from existing resources which do not increase
cost‐exposure to the system overall.
8.

A number of gain‐share schemes have been agreed with Mid Yorkshire Hospitals NHS Trust
which incentivises change in elective care, non‐elective care and outpatients in line with the
above strategy. In addition, a number of initiatives have been agreed in principle with South
West Yorkshire Partnership Foundation Trust which aim to reduce out‐of‐area placements and
review overall cost of provision. Furthermore, significant investment has been made available
to Yorkshire Ambulance Service NHS Trust in order to improve performance across the region.

Looking ahead
9.

Looking ahead into 2016/17 and beyond, the CCG has previously identified that the net
efficiency requirement will be c2.5%. This level of financial challenge over the medium term will
require a transformational approach to managing demand and a partnership approach to
managing services.

10. The local health economy has agreed to share long term financial plans to ensure that the
overall scale and scope of challenge, risks and opportunities is properly understood across the
system.

Summary
11. 2015‐16 represents a challenging year for the NHS as a whole, and this is reflected in the CCGs
financial plans.
12. The CCG is required to prepare a credible and coherent plan which meets the business rules and
links activity, service and finance. The current iteration of the financial plan is one which
delivers that but with residual risk which needs to be carefully managed; through ensuring that
QIPP is delivered sustainably and that non‐recurrent investment delivers transformational
benefits.
13. A detailed analysis and budget book is currently being finalised and will be presented to the
Integrated Governance Committee in order to provide assurance to the CCG of the financial
controls in place and necessary areas of focus. Additionally, work will continue in the CCG via
the Planning & Delivery Group to ensure that progress continues to be made to deliver the local
plans, in line with the assurance processes and frameworks set out by NHS England during
2015/16.
Recommendations
14. The Governing Body is asked to note that the underlying principles of the previously agreed
financial plan remains broadly unchanged as part of the resubmission of operational plans.

Andrew Pepper
Chief Finance Officer
NHS Wakefield CCG
6 May 2015
v:\wakefield ccg\finance & governance\chief finance officer\administration team\typing\2015‐16\2015‐16 financial planning update ‐ 2015‐05‐06.docx
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Information

It is recommended that the Governing Body:



Approve the Connecting Care Executive terms of reference.
Note the new reporting requirements for the Better Care Fund from NHS England.

Executive Summary:
In March 2015 the Governing Body received the proposed revised governance arrangements for the Health and
Wellbeing Board and joint commissioning between the Council and the CCG. In these arrangements it was
proposed that the current Joint Strategic Commissioning Board and the Integration Executive, groups which
previously reported into the Health and Wellbeing Board would be replaced by the Connecting Care Executive.
The Connecting Care Executive is a standalone Partnership Board / Joint Committee reporting to Wakefield
Council and NHS Wakefield Clinical Commissioning Group (CCG). It has a broader remit than the statutory
functions for the Better Care Fund and the membership of the group reflects both Adults and Children clinical
leads and officers who work in both Children and Young People and Adults arena. The transactional statutory
functions Wakefield must undertake will be responsibility of the Connecting Care Executive but these will not be
the sole purpose of the group.
On 20th March 2015 NHS England required Wakefield CCG to use a quarterly reporting template, as well as an
annual reporting template which is currently in development and will be released in due course. The template
covers reporting on: income and expenditure, payment for performance, the supporting metrics, and the
national conditions. It is suggested that these reports are discussed and signed‐off by HWBs given their lead role
in the BCF before submission.

Link to overarching principles
from the strategic plan:

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



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

Not applicable

CCG Governing Body members who are also members of the Health and
Well‐being Board have considered these proposals
Public engagement ‐ ‘not applicable’

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

Finance (Chief Finance Officer)
Commissioning (Associate Director ‐ Service Delivery and Quality)
Clinical leads (Chair of Clinical Cabinet, Care Outside Hospital Lead, GP
Children’s Lead & GP Safeguarding Lead)
Public Health (Director Public Health & Public Health Consultant)

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

Not applicable

Finance/ resource implications:

Not applicable for this stage

Connecting Care Terms of Reference and Better Care Fund (BCF) Operational Guidance

1

Introduction
Governing Body members received a briefing at the meeting on 13 January 2015 which
outlined the monitoring arrangements that would need to be in place to oversee and
manage Wakefield’s Better Care £42 million pooled fund. Following this meeting the
Governing Body received in March 2015 the proposed revised governance arrangements for
the Health and Wellbeing Board and joint commissioning between the Council and the CCG.
In these arrangements it was proposed that the current Joint Strategic Commissioning Board
and the Integration Executive, groups which previously reported into the Health and
Wellbeing Board would be replaced by the Connecting Care Executive. Since the last
Governing Body meeting these governance arrangements have been considered by the
Health and Wellbeing Board on 19th March 2015 and agreed.
Additionally on 20 March 2015 Wakefield CCG received the guidance for the
Operationalisation of the BCF in 2015/16 from NHS England. The guidance sets out in detail
the reporting and monitoring requirements for the fund and how progress against conditions
of the fund will be managed.
This paper asks the Governing Body of Wakefield Clinical Commissioning Group to consider
the proposed recommendations to approve the Connecting Care Executive Terms of
Reference and to be aware of some new requirements for the Better Care Fund that have
been published in March 2015, after the previous Governing Body meeting.
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Connecting Care Executive Development
In developing these new governance arrangements described above a period of consultation
commenced from 22 January 2015 until 19 February 2015. This resulted in feedback being
received from the following organisations:





Healthwatch Wakefield
Wakefield Clinical Commissioning Group
Wakefield District Housing
Wakefield Council

The result of this consultation was the following:
 colleagues asked for representation from Healthwatch to be involved in the new
governance arrangements,
 it was highlighted that the new arrangements must not simply undertake the BCF
statutory functions but needed to respond to Wakefield’s ambition to work
differently as commissioners between Council and the CCG
 members of the Health and Wellbeing Board wanted assurance that both the
Children’s and Adult’s integration agendas would work more closely together
through these new arrangements
 it was identified that discussions would commence with colleagues across CCG and
Council to identify two priority areas for transformation across both children and
adults integration arena for 2015/16

To respond to this the attached Terms of Reference outlined in appendix one has a broader
remit for the Connecting Care Executive than the statutory functions for the Better Care
Fund. The membership of the group reflects both Adults and Children clinical leads and
officers who work in both Children and Young People and Adults arena. The transactional
statutory functions Wakefield must undertake will be responsibility of the Connecting Care
Executive but these will not be the sole purpose of the group.
The Connecting Care Executive is a standalone Partnership Board / Joint Committee reporting
to Wakefield Council and NHS Wakefield Clinical Commissioning Group (CCG). The Chair of
the Connecting Care Executive will be the Corporate Director, Adults, Health and
Communities of the Council and the Deputy Chair will be Chief Officer of the CCG. The
Connecting Care Executive has a reporting relationship as illustrated in the terms of
reference to the Health and Wellbeing Board.
The Connecting Care Executive will be responsible for the review of performance and
oversight of the Better Care Fund and to deliver the ambition of the Health and Wellbeing
Board to achieve more effective integration between the commissioning of children’s,
adults’, public health and NHS services.

3

Better Care Fund reporting requirements
Wakefield CCG received the Guidance for the Operationalisation of the BCF in 2015/16
document from NHS England on 20 March 2015. The guidance sets out in detail the reporting
and monitoring requirements for the fund and how progress against conditions of the fund
will be managed.
NHS England requires CCGs and Councils to use a quarterly reporting template in appendix
two, as well as an annual reporting template which is currently in development and will be
released in due course. The template covers reporting on: income and expenditure, payment
for performance, the supporting metrics, and the national conditions. It is suggested that
these reports are discussed and signed‐off by HWBs given their lead role in the Better care
Fund as part of discharging their duty under s.195 of the Health and Social Care Act (2012) to
encourage commissioners to provide health and social care services in an integrated manner.
Furthermore, NHS England recommends to CCGs that this approach is built into their local
s.75 agreements, and require CCGs to report back on this which should also include
confirmation that the Health and Well‐being Board has signed it off.
The first submission to NHS England is on 29 May however due to the upcoming election
there is not a Health and Wellbeing Board before this date therefore we are proposing to ask
the Chair and Vice Chair of the Health and Wellbeing Board to sign off May’s 2015 quarterly
return prior to submission to NHS England.
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Key recommendations to consider:


The Governing Body approve the Connecting Care Executive terms of reference.



The Governing Body note the new reporting requirements for the Better Care Fund.

2

Appendix 1 ‐ Connecting Care terms of reference

SCHEDULE 2 – GOVERNANCE

CONNECTING CARE EXECUTIVE AS THE PARTNERSHIP BOARD
(CHILDREN AND ADULTS)
WAKEFIELD COUNCIL
NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
TERMS OF REFERENCE
1. Introduction
The purpose of the Connecting Care Executive is to be the Partnership Board responsible for
review of performance and oversight of the Better Care Fund and to deliver the ambition of
the Health and Wellbeing Board to achieve more effective integration between the
commissioning of children’s, adults’, public health and NHS services.
The Connecting Care Executive needs to also undertake the statutory functions outlined in
the Care Act 2014 and managing the implementation of the Better Care Fund Plan and
associated section 75 agreement.
Constitution
The Connecting Care Executive will be a stand alone Partnership Board / Joint Committee
reporting to Wakefield Council (Council) and the NHS Wakefield Clinical Commissioning
Group (CCG) (the Partners).
2.

Membership
2.1 The membership of the Connecting Care Executive will be as follows:
2.1.1

the Council:
 Corporate Director, Adults, Health and Communities
 Corporate Director, Children’s Services
 Group Finance Manager, Adults, Health and Communities
 Group Finance Manager, Children’s Services
 Service Director Strategy and Commissioning

 Director of Public Health
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or a deputy to be notified in writing to the Chair in advance of any meeting;
2.1.2

the CCG :
 Chief Officer
 Chief Finance Officer
 Chair of Clinical Commissioning Group
 Director of Commissioning for Integrated Care
 CCG Governing Body Clinical lead for Children and Young People
 Chief of Service Delivery and Quality
or a deputy to be notified in writing to the Chair in advance of any meeting;

2.1.3

The Chair of Healthwatch Wakefield (or a deputy to be notified in writing to the Chair in
advance of any meeting) shall be a non‐voting observer.

2.2

Appointments
Appointment to the Connecting Care Executive will be agreed by the Council and CCG.

2.3 Chair
The Chair of the Connecting Care Executive will be the the Corporate Director, Adults, Health
and Communities of the Council and the Deputy Chair will be Chief Officer of the CCG .If the
Chair is absent then the Deputy Chair will preside. If both the Chair and Deputy Chair are
absent such member as the members present choose will preside. The member presiding at
the meeting will exercise any power or duty of the Chair.
3

Arrangements for the Conduct of Business

3.1

Quorum
The quorum for meetings of the Connecting Care Executive shall be a minimum of two
members from the Council and a minimum of two members from the CCG.

3.2

Frequency of Meetings
Meetings will be held monthly.

3.3

Frequency of Attendance by Members
Members are required to attend at least 75% of the meetings held in any calendar year.

3.4

Declaration of Interests
The Partners shall ensure that those officers with decision‐making responsibilities in the
Connecting Care Executive will comply with the relevant provisions of their respective
organisation’s Code of Conduct policies for managing conflicts of interest to the extent
relevant. In addition to each Partner’s own Code of Conduct Policy the following principles
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for the management of conflicts of interest will also apply to members of the Connecting
Care Executive:

As commissioners and providers the Partners will be jointly developing new models of
integration, careful consideration will need to be given to potential conflicts of interest.
Members of the Connecting Care Executive are expected to conduct themselves in an
appropriate manner. They must refrain from actions that are likely to create any real or
perceived conflict of interest, save those that are inherent in the institutional interests of the
organisations that members represent.
Conflicts of interest may arise where a member of the Connecting Care Executive has:
•An institutional or financial (pecuniary) interest in a specific service change that is being
considered; and
•A close personal or professional connection with any individuals that may be directly
affected by proposed service changes.
If any member of the Connecting Care Executive has an interest, pecuniary or otherwise, in
any matter and is present at the meeting at which the matter is under consideration, they
must disclose, to the Chair of the Connecting Care Executive, the nature of the interest at the
meeting. This member will declare that interest as early as possible and shall not participate
in the discussions and decision on that matter. The Chair will have the power to request that
the member withdraw until the Connecting Care Executive has considered and made a
decision on that matter.

Information obtained during the business of the Connecting Care Executive must only be
used for the purpose it is intended.
Particular sensitivity should be applied when
considering financial, activity and performance data associated with individual services and
institutions. The main purpose of sharing such information will be to inform new service
models and such information should not be used for other purposes (e.g. performance
management, securing competitive advantage in procurement).
Members are expected to protect and maintain as confidential any privileged or sensitive
information divulged during the work of the Connecting Care Executive. Where items are
deemed to be privileged or particularly sensitive in nature, these should be identified and
agreed by the Chair. Such items should not be disclosed until such time as it has been agreed
that this information can be released.

All declarations of interest will be minuted.
3.5

Urgent matters arising between meetings
Any urgent matters arising between meetings will be dealt with by the Chair’s action after
agreement between the Chair and Deputy Chair or their representatives.

3.6

Secretariat Support
Secretariat support for the Connecting Care Executive will be provided by both the Council
and CCG.
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Minutes of all decisions shall be kept and copied to the members within seven (7) days of
every meeting.
4.

Authority
The Connecting Care Executive is authorised within the limits of the delegated authority
given to either Partner and exercised by its members (which is received through their
respective organisation’s own scheme of delegation).
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework that the
resources identified as part of the Better Care Fund are required to be placed into pooled
budgets under section 75 joint governance arrangements between the CCG and the Council.
The Connecting Care Executive shall haveoversight and responsibility forthe statutory
arrangements for the Better Care Fund.
Voting
Both the CCG and the Council will have three votes per organisation, in relation to decisions.
The following officers of the CCG and the Council through their delegated authority from
their respective organisation’s own scheme of delegation will have voting powers in the
Connecting Care Executive:
the Council
Director of Public Health
Corporate Director, Adults, Health and Communities
Corporate Director, Children and Young People Services

the CCG
Chief Officer
Chief Finance Officer
Chair of Clinical Commissioning Group

5.
5.1

Role of the Connecting Care Executive
Role
The role of the Connecting Care Executive across Adult and Children and Young People
arenas is :
a. To promote the agenda for integrating care, both in terms of sharing commissioning
resource but also in terms of delivering a far more joined up service for people living in
the Wakefield District
b. To have a forum where both the Council and the CCG can make commissioning decisions
collectively on areas of joint activity
c. To ensure individual organisational commissioning decisions which could have
implications or consequences for broader partners are shared through this forum in a
transparent manner
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d. Whilst there will be a ‘host’ partner organisation for the management of the Better Care
pooled fund, it is intended that each partner organisation will follow their own
organisational policies and procedures for responsibility of expenditure, commissioning
and procurement policies. This is outlined in the flowchart in the attached appendix 1.
e. Have oversight and assurance that commissioning strategy and commissioning delivery
plans drive forward the strategic intentions of the Health and Wellbeing Board in relation
to Wakefield’s published Joint Strategic Needs Assessment.
f. To have responsibility for the development and implementation of joint commissioning
strategies in line with the Joint Strategic Needs Analysis, Joint Health and Wellbeing
Strategy as approved by the Health and Wellbeing Board, Children’s Partnership
arrangements and the Better Care Fund arrangements.
g. Oversee all joint commissioning arrangements within agreed budgets. Ensure the
Connecting Care Executive are sighted throughout the commissioning cycle on any joint
commissioning activity (from understanding the need to reviewing the commission that
has been procured)
h. To ensure the quality, improvement, innovation and productivity (QIPP) challenges are
managed effectively through the joint commissioning process
i. The Connecting Care Executive will oversee joint decommissioning of services and
develop a prioritisation methodology to ensure as a District we invest in services most
likely to improve outcomes.
j. Collectively the Connecting Care Executive needs to be able to be responsive to resolving
commissioning issues that need addressing, regardless of their threshold value.
k. The Connecting Care Executive needs to make decisions about the position it will adopt
in relation to any joint commissioning activity and consider the approach of joint
procurement arrangements and and market management issues collectively.
l. To oversee partnership agreements under Health Act flexibilities
m. To monitor the formal Better Care Fund pooled budget arrangements and any other
appropriate informal aligned budgets
n. To take a strategic approach to commissioning for transformation
o. To build effective partnerships to promote collaborative commissioning to achieve better
outcomes with other local partners, including third sector and independent sector
p. To oversee a joint transformation programme across the Children and Young People and
Adult’s arena that will support implementation of Connecting Care by focusing on two
specific areas of joint interest in 2015/2016, these joint areas will be reviewed annually:



Personalised Budgets
Mental Health

It is intended that in April 2015 scoping workshops will be held with appropriate stakeholders
to define the areas of specific joint interest in more detail and these proposals will be
considered by the Connecting Care Executive.
q. To oversee a joint transformation programme across the Children and Young People and
Adult’s arena that will support implementation of Connecting Care over the following key
enablers:





Estates
Information, Communications and Technology (ICT)
Communications and Engagement
Contracting and Commissioning models for Integrated Care
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r.

To undertake the statutory requirements outlined in the Children and Families Act 2014
introducing a new statutory framework for local authorities and CCG’s to work together
to secure services for children and young people (up to the age of 25) who have Special
Education Needs or Disability (SEND), including a new statutory code of practice which
captures key actions and behaviours.

s. To undertake the statutory requirements outlined in the Care Act 2014.
t.

To undertake the role of Partnership Board for the Better Care Fund and carry out the
following in connection with the Better Care Fund:






to agree the strategic planning and direction on the Individual Schemes;
to receive the financial and activity information;
to oversee, review and performance manage the planning as well as the practical
and financial implementation of the Better Care Fund;
to review the operation of this Agreement and Schedules and agree such variations
from time to time as it thinks fit;
to promote a creative and innovative approach to health and wellbeing using the
freedoms afforded by the pooled funds of the Better Care Fund

6.

Relationships and Reporting

6.1

Reporting arrangements from sub‐committees/groups
Existing commissioning and operational and transformational boards/groups between the
CCG and the Council will report into the Connecting Care Executive as outlined in Appendix
1.1.

6.2

Reporting Arrangements
The Connecting Care Executive will ensure the progress on the work programme and minutes
that record commissioning decisions are provided to and published by the Wakefield District
Health and Wellbeing Board and the CCG’s Governing Body.

6.3

Sub groups for Connecting Care Executive
The structure highlighted in Appendix 1.2 outlines the groups that will continue to exist and
report into the Connecting Care Executive these include for example the existing
transformation programmes on Urgent Care, Planned Care, Mental Health and Children and
Young People’s partnership Transformation Boards. Some workstreams of enablers will be
developed to go across both adults and children and young people arena, these will include
ICT, communications and engagement, Estates and contracting and commissioning models
for integrated care.
It is proposed in 15/16 two areas of transformation are scoped out across both Adults and
Children and Young People arena and these are recommended to be focused on mental
health and personalised budgets. More work is required to define the scope of this work to
ensure this adds value and doesn’t duplicate existing work programmes.
A formal sub‐group of the Connecting Care Executive will be held following the
commissioning aspect of the Connecting Care Executive has been undertaken. This formal
sub‐group (Connecting Care Health and Social Care Partnership) will be a broader business
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meeting with wider colleagues across Health, Social Care, VCS and other appropriate
organisations invited. It will adopt it’s own terms of reference and have its own distinct
membership. This meeting will provide Wakefield with the opportunity to resolve challenges
and issues collectively with partners and ensure the richness of co‐production is not lost in
this revision of governance arrangements.
7.

Monitoring of Compliance
The Chair and Deputy Chair will monitor compliance with these terms of reference.

8.

Connecting Care Executive Decision making
Decisions of the Connecting Care Executive shall be made unanimously. Where unanimity is
not reached then the item in question will in the first instance be referred to the next
meeting of the Connecting Care Executive. If no unanimity is reached on the second occasion
it is discussed then the matter shall be dealt with in accordance with the dispute resolution
procedure set out in the s.75 Agreement.

9.

Monitoring

Information and Reports

The following reporting arrangements will be monitored by the Connecting Care Executive:












10.

Connecting Care Adults Assurance Framework will be reported by Public Health quarterly
Children and Young People’s Performance Framework will be reported quarterly
All areas of joint commissioning activity or pooled budget activity across Adults and
Children’s arena will be reported to the Connecting Care Executive monthly
Better Care Fund Pooled Fund Manager shall supply to the Connecting Care Executive on
a Monthly basis the financial and activity information as required under the Agreement.
NHS England has published a template for the Better Care Fund assurance and
monitoring. These will be available as both quarterly reports and as a annual report and
will be shared at the Connecting Care Executive before formal sign off at the Health and
Well‐being Board. These requirements are to ensure the ability to monitor the
effectiveness of the pooled fund arrangements and provide assurance to NHS England as
to the appropriate use of the fund.The assurance template covers reporting on: income
and expenditure, payment for performance, supporting metrics, and the national
conditions. This template is available in the Better Care Fund: Guidance for the
operationalisation of the BCF in 2015‐16.
NHS England require submission of the reports at 5 points in the year:
29 May 2015 – for the period January to March 2015
28 August 2015 – for the period April to June 2015
27 November 2015 – for the period July to September 2015
26 February 2016 – for the period October – December 2015
27 May 2016 – for the period January – March 2016

Review of Terms of Reference
These terms of reference will be reviewed in May 2016 or earlier in the light of national/local
policy changes.
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Appendix 1.1 – Governance and financial processes for Better Care Fund

10

Appendix 1.2 – Management of the Better Care Fund structure
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Appendix 2 – Better Care Fund quarterly reporting template

Wakefield

Q1 2015/15 Report

Income and Expenditure Summary
Figures in £000
Summary of Total BCF Funding
Local Authority Social Services ‐Minimum Contribution
Wakefield
Total Local Authority Minimum Contribution

Year to Date
2015/16 2015/16 2015/16
Plan
Forecast Variance
‐
‐
‐
‐
‐

Forecast Outturn
2015/16 2015/16 2015/16
Plan
Forecast Variance
‐
‐
‐
‐
‐

‐

‐
‐
‐

‐

‐
‐
‐

‐

‐
‐
‐

‐

‐
‐
‐

‐

‐

‐
‐
‐

‐

‐

‐

Additional Local Authority Contribution
Wakefield
Total Additional Local Authority Contribution

‐

CCG Minimum Contribution
NHS Wakefield CCG
Total Minimum CCG Contribution

‐

Additional CCG Contribution
NHS Wakefield CCG
Total Additional CCG Contribution

‐

‐

‐
‐
‐

Total Contribution

‐

‐

‐

‐

‐

Summary of Total BCF Expenditure
BCF Expenditure
Acute
Mental Health
Community Health
Continuing Care
Primary Care
Social Care
Other
Total

‐

‐

‐

‐

‐

‐
‐
‐
‐
‐
‐
‐
‐

Contribution less Expenditure

‐

‐

‐

‐

‐

‐

‐

‐
‐
‐

‐

‐
‐
‐

‐

‐
‐
‐
‐
‐
‐
‐

‐

CCG Share of £1.1bn Contribution to Social Care
NHS Wakefield CCG
Total Minimum CCG Share of £1.1bn Contribution to Social Care

‐

‐

‐

‐

‐
‐
‐

CCG Share of £2.4m Minimum Contribution
NHS Wakefield CCG
Total CCG Share of Minimum £2.4bn Contribution

‐

Summary of NHS Commissioned out of hospital services spend from MINIMUM BCF Pool
Mental Health
Community Health
Continuing Care
Primary Care
Social Care
Other
Total
‐

‐

‐

‐

‐

‐
‐

‐
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Summary of Benefits
Reduction in permanent residential admissions
Increased effectiveness of reablement
Reduction in delayed transfers of care
Reduction in non‐elective (general + acute only)
Other
Total

‐
‐

‐

‐

‐

‐

‐

‐
‐
‐
‐
‐
‐

Has the housing authority received its DFG allocation?
Have the funds been pooled via a s.75 pooled budget arrangement?

Wakefield
Payment for Performance

Plan

Variance
against
Revised
Forecast
Plan

1. Reduction in non elective activity
Baseline of non elective activity
Change in non elective activity
% change in non elective activity
2. Calculation of performance and NHS commissioned ringfenced funds
Financial value of non elective saving / performance fund
Combined total of performance and ringfenced funds
Ringfenced funds
Value of NHS commissioned services
Shortfall of contribution to NHS commissioned services

Q4 14/15

Q1 15/16

Revised Plan

Q2 15/16

Q3 15/16

Revised Plan

Revised Plan

Revised Plan

‐

‐

‐

‐

‐

‐

Cumulative quarterly baseline of non elective activity
Cumulative change in non elective activity
Cumulative % change in non elective activity
Financial value of non elective saving / performance fund (£)
Value of payment made over to BCF
Variance
Commentary on Variance

‐
Payment not due

Payment not due

Payment not due
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Q1 2015/15 Report

Wakefield
Non ‐ Elective admissions (general and acute)

Plan
Metric
Total non‐elective admissions in to hospital (general & acute),
all‐age, per 100,000 population

Baseline
Q1
Q2
(Apr 14 ‐ Jun 14)
(Jul 14 ‐ Sep 14)

Q4
(Jan 14 ‐ Mar 14)

Q3
(Oct 14 ‐ Dec 14)

Pay for performance period
Q2
Q1
(Jul 15 ‐ Sep 15)
(Apr 15 ‐ Jun 15)

Q4
(Jan 15 ‐ Mar 15)

Q3
(Oct 15 ‐ Dec 15)

Q4
(Jan 16 ‐ Mar 16)

Q3
(Oct 15 ‐ Dec 15)

Q4
(Jan 16 ‐ Mar 16)

Q3
(Oct 15 ‐ Dec 15)

Q4
(Jan 16 ‐ Mar 16)

Quarterly rate
Numerator
Denominator
P4P annual change in admissions
P4P annual change in admissions (%)
P4P annual saving

0

Please enter the
average cost of a
non‐elective
admission

Peformance against plan
Metric
Total non‐elective admissions in to hospital (general & acute),
all‐age, per 100,000 population

Baseline
Q1
Q2
(Apr 14 ‐ Jun 14)
(Jul 14 ‐ Sep 14)

Q4
(Jan 14 ‐ Mar 14)

Q3
(Oct 14 ‐ Dec 14)

Pay for performance period
Q1
Q2
(Apr 15 ‐ Jun 15)
(Jul 15 ‐ Sep 15)

Q4
(Jan 15 ‐ Mar 15)

Quarterly rate
Numerator
Denominator
P4P annual change in admissions
P4P annual change in admissions (%)
P4P annual saving

0

Please enter the
average cost of a
non‐elective
admission

Variance against plan
Metric
Total non‐elective admissions in to hospital (general & acute),
all‐age, per 100,000 population

Q4
(Jan 14 ‐ Mar 14)
Quarterly rate
Numerator
Denominator

‐
‐
‐

Baseline
Q1
Q2
(Apr 14 ‐ Jun 14)
(Jul 14 ‐ Sep 14)
‐
‐
‐
‐
‐
‐

Q3
(Oct 14 ‐ Dec 14)

Q4
(Jan 15 ‐ Mar 15)
‐
‐
‐

‐
‐
‐

Pay for performance period
Q1
Q2
(Apr 15 ‐ Jun 15)
(Jul 15 ‐ Sep 15)
‐
‐
‐
‐
‐
‐

‐
‐
‐

‐
‐
‐

Wakefield

Q1 2015/15 Report

Residential admissions
Plan

Reablement
Plan
Baseline Planned Planned 15/16
(2013/14) 14/15

Metric
Permanent admissions of older people (aged 65 and Annual rate
over) to residential and nursing care homes, per
Numerator
100,000 population
Denominator

Baseline
(2013/14)

Metric

Planned
14/15

Planned 15/16

Proportion of older people (65 and over) who were still Annual %
at home 91 days after discharge from hospital into
Numerator
reablement / rehabilitation services
Denominator

Annual change in admissions
Annual change in admissions %

0
0.0%

0
0.0%

Performance against plan

Annual change in admissions
Annual change in admissions %

0
0.0%

0
0.0%

Performance against plan
15/16
Baseline Planned
(2013/14) 14/15 Performance

Metric
Permanent admissions of older people (aged 65 and Annual rate
over) to residential and nursing care homes, per
Numerator
100,000 population
Denominator

‐
‐
‐
Annual change in admissions
Annual change in admissions %

‐
‐
‐
0
0.0%

Baseline
(2013/14)

Metric

Planned
14/15

15/16
Performance

Proportion of older people (65 and over) who were still Annual %
at home 91 days after discharge from hospital into
Numerator
reablement / rehabilitation services
Denominator

0
0.0%

Variance against plan

Annual change in admissions
Annual change in admissions %

0
0.0%

0
0.0%

Variance against plan
Metric

Permanent admissions of older people (aged 65 and Annual rate
over) to residential and nursing care homes, per
Numerator
100,000 population
Denominator

Baseline 14/15 15/16 Variance
(2013/14) Variance
Variance
‐
‐
‐
‐
‐
‐
‐
‐
‐

Patient / Service User Experience Metric
Plan
Metric

Baseline
(2013/14)

Metric
Proportion of older people (65 and over) who were still Annual %
at home 91 days after discharge from hospital into
Numerator
reablement / rehabilitation services
Denominator

Planned
14/15

Planned 15/16

‐
‐
‐

‐
‐
‐

Local Metric
Plan
Baseline Planned Planned 15/16
14/15
Apr'13‐
(if
Mar'14 available

Proportion of people with LTC who feel
Metric Value
supported to manage their condition (as
Numerator
measured through national GP patient survey) Denominator
Improvement indicated by:

Baseline Planned 14/15 Planned 15/16
(if available)
Apr'12 to
Mar'13

Metric
Prevention of Falls (per 100,000)

Metric Value
Numerator
Denominator

Improvement indicated by:
Performance against plan

Performance against plan
Metric

Baseline Planned
15/16
14/15 Performance
Apr'13‐
(if
Mar'14 available

Metric Value
Proportion of people with LTC who feel
Numerator
supported to manage their condition (as
measured through national GP patient survey) Denominator
Improvement indicated by:

Baseline Planned 14/15
15/16
(if available) Performance
Apr'12 to
Mar'13

Metric
Prevention of Falls (per 100,000)

Metric Value
Numerator
Denominator

Improvement indicated by:
Variance against plan

Variance against plan
Baseline
Metric
Proportion of people with LTC who feel
Metric Value
supported to manage their condition (as
Numerator
measured through national GP patient survey) Denominator

Apr'13‐
Mar'14
‐
‐
‐

14/15 15/16 Variance
Variance

‐
‐
‐

‐
‐
‐

Baseline 14/15 Variance 15/16 Variance
Metric
Prevention of Falls (per 100,000)

Metric Value
Numerator
Denominator

Apr'12 to
Mar'13
‐
‐
‐

‐
‐
‐

‐
‐
‐
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Delayed transfers of Care
Metric
Delayed transfers of care (delayed
days) from hospital per 100,000
population (aged 18+).

14/15 plans
Q2
Q3
(Jul 14 ‐
(Oct 14 ‐
Sep 14)
Dec 14)

Q1
(Apr 14 ‐
Jun 14)

Q4
(Jan 15 ‐
Mar 15)

Q1
(Apr 15 ‐
Jun 15)

15‐16 plans
Q2
Q3
(Jul 15 ‐
(Oct 15 ‐
Sep 15)
Dec 15)

Q4
(Jan 16 ‐
Mar 16)

Q4
(Jan 15 ‐
Mar 15)
‐

Q1
(Apr 15 ‐
Jun 15)

15‐16 performance
Q2
Q3
(Jul 15 ‐
(Oct 15 ‐
Sep 15)
Dec 15)

Q4
(Jan 16 ‐
Mar 16)

Q1
(Apr 15 ‐
Jun 15)
‐
‐
‐

15‐16 variance
Q2
Q3
(Jul 15 ‐
(Oct 15 ‐
Sep 15)
Dec 15)
‐
‐
‐
‐
‐
‐

Q4
(Jan 16 ‐
Mar 16)
‐
‐
‐

Quarterly rate
Numerator
Denominator

Performance against revised plan
Metric
Delayed transfers of care (delayed
days) from hospital per 100,000
population (aged 18+).

Quarterly rate
Numerator
Denominator

Q1
(Apr 14 ‐
Jun 14)
‐
‐
‐

14/15 plans
Q2
Q3
(Jul 14 ‐
(Oct 14 ‐
Dec 14)
Sep 14)
‐
‐
‐
‐
‐
‐

‐
‐

Variance against revised plan
Metric
Delayed transfers of care (delayed
days) from hospital per 100,000
population (aged 18+).

Quarterly rate
Numerator
Denominator

Q1
(Apr 14 ‐
Jun 14)
‐
‐
‐

14/15 variance
Q2
Q3
(Jul 14 ‐
(Oct 14 ‐
Sep 14)
Dec 14)
‐
‐
‐
‐
‐
‐

Q4
(Jan 15 ‐
Mar 15)
‐
‐
‐

16

National Conditions
The Spending Round established six national conditions for access to the Fund.
Please confirm by selecting 'yes' or 'no' against the relevant condition as to whether these are on track as per your final BCF plan.
Further details on the conditions are specified below.
If no is selected for any of the conditions please include a comment in the box below

Condition
1) Have plans have been jointly
agreed?
2) Have Social Care Services (not
spending) been protected?
3) 7 day services to support patients
being discharged and prevent
unnecessary admission at
weekends are in place and
delivering?
4) In respect of data sharing ‐
confirm that:
i) The NHS Number is being used as
the primary identifier for health
and care services
ii) You are pursuing open APIs (i.e.
systems that speak to each other);
iii) Appropriate Information
Governance controls are in place for
information sharing in line with
Caldicott 2
5) A joint approach to assessments
and care planning is in place and
where funding is used for
integrated packages of care, there
will be an accountable
professional?
6) Agreement on the consequential
impact of changes in the acute
sector?

Please Select
(yes or no)

Comment

Title of meeting:

CCG Governing Body

Date of Meeting:

12 May 2015

Paper Title:

General Practice Co‐Commissioning Update

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this

Decision
Discussion
Assurance 
Information
paper is for):
Report Author and Job Title: Martin Smith – Programme Manager, Commissioning and Integrated Care
Katherine Bryant – Governance & Board Secretary
Responsible Clinical Lead:

Dr Greg Connor – Executive Clinical Advisor

Responsible Governing
Pat Keane – Director of Strategy and Organisational Design
Board Executive Lead:
Recommendation (s):
It is recommended that the Governing Body:
i.
Note the approach taken in the management of co commissioning responsibility.
ii.
Note the assurance process for the transition of co‐commissioning functions.
Executive Summary:
NHS England signed and returned the delegation agreement on 2nd April 2015. As part of this delegation
agreement Wakefield CCG added to the Schedule 7 local terms that both NHS England and Wakefield CCG
agreed to work in partnership to ensure a transparent and managed process for the operational transfer of the
Delegated Functions from NHS England to the CCG and to produce a transition plan that will clarify existing
tasks and functions undertaken by the ‘Primary Care Team’ in the NHS England West Yorkshire locality.
Wakefield CCG and NHS England have developed a transition plan in line with the local schedule 7 within the
delegation agreement. This transition plan details the functions that will transfer from NHS England to
Wakefield CCG and provides a phase approach to ensure due diligence is adhered to
Wakefield CCG commissioned the West Yorkshire Audit Consortium to externally audit its readiness for co‐
commissioning. The audit gave Wakefield CCG a rating of ‘Significant Assurance’.
In accordance with guidance from NHS England the first Probity Committee meeting was held in public and
Wakefield Healthwatch and a Wakefield Health and Wellbeing Board were in attendance.
Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable





Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Finance (Chief Finance Officer)
Quality (Head of Quality and Engagement)
Governance (Governance & Board Secretary)
Contracting (Head of contracting)
Co commissioning: Update and assurance paper on 10th March 2015

Delegation Agreement – available upon request from
katherine.bryant@wakefieldccg.nhs.uk
Letter from NHS Wakefield Clinical Commissioning Group to NHS England
available upon request from katherine.bryant@wakefieldccg.nhs.uk

Risk Assessment:

No risks were identified by the Internal Audit review of the CCG’s readiness
for co‐commissioning.

Finance/ resource implications:

Allocations for GP primary care service have been confirmed at £54.2m
under the application for full delegation. Actual contractual amounts are
currently being reconciled to the allocation however West Yorkshire Area
Team have indicated that there is a deficit which will resulting in a QIPP
saving of £1m.
In addition internal resources will be required within the CCG to manage the
workload of primary care commissioning and contracting. This is still being
worked through and until then NHS England will continue to provide the
service.

General Practice Co‐Commissioning Update
1

Introduction
Governing Body members received a briefing at the meeting on 10th March 2015 which
informed them that Wakefield Clinical Commissioning Group were one of 64 CCGs given full
delegation (level 3) approval to take forward delegated general practice commissioning
responsibility as of the first of April 2015. Members were also advised that NHS England
recognised that CCGs faced challenges related to the transfer of related commissioning
responsibilities and have provided assurance that CCGs will be supported through this
transition.
At the meeting on 10th of March Governing Body members were also advised that a new
committee of the Governing Body would be formed; the Probity Committee to manage
conflicts of interest. Following the meeting on 10th March the probity committee has met for
the first time. This paper will update Governing Body members of the progress and update
on the audit results.
This paper asks the Governing Body of Wakefield Clinical Commissioning Group to note the
approach taken for the assurance of transfer of function from NHS England to Wakefield
CCG.

2

Assurance
NHS England signed and returned the delegation agreement on 2nd April 2015 (copy
available on Skyline or from katherine.bryant@wakefieldccg.nhs.uk) As part of this
delegation agreement Wakefield CCG added to the Schedule 7 local terms that both NHS
England and Wakefield CCG agreed to work in partnership to ensure a transparent and
managed process for the operational transfer of the Delegated Functions from NHS England
to the CCG and to produce a transition plan that will clarify existing tasks and functions
undertaken by the ‘Primary Care Team’ in the NHS England West Yorkshire locality and the
working arrangements for both Parties during 2015/16.
As part of the assurance phase Andrew Pepper, Deputy Chief Officer, wrote an ancillary side
letter (copy available from katherine.bryant@wakefieldccg.nhs.uk) to NHS England to clarify
the due diligence needed during transition which was responded to on 9 April 2015.

3

Transition plan
Wakefield CCG and NHS England have developed a transition plan copy available from Martin
Smith, martin.smith@wakefieldccg.nhs.uk in line with the local schedule 7 within the
delegation agreement. This transition plan details the functions that will transfer from NHS
England to Wakefield CCG and provides a phase approach to ensure due diligence is adhered
to. The final timescale for the transition plan is still to be agreed between CCG and NHS
England.

4

Audit Results
Wakefield CCG commissioned the West Yorkshire Audit Consortium (Internal Audit) to audit
its readiness for co‐commissioning. The audit gave Wakefield CCG a rating of ‘Significant

Assurance’ that it has measures in place to meet the requirements associated with co‐
commissioning.
5

Governance arrangements
The first Probity Committee was held on 14 April 2015. In accordance with guidance from
NHS England the meeting was held in public and a representative from Wakefield
Healthwatch was in attendance. Additionally on 17 March NHS Wakefield’s three Lay
Members attended training commissioned by NHS England. The training built on their
understanding about what conflicts of interest mean and how lay members can support the
organisation to address conflicts of interest.
To manage the operational elements of the transition plan a Co Commissioning Working
Group has been established. This group has representatives from across Wakefield CCG and
NHS England has been invited to become a member.

6.

Key recommendations to consider:
It is recommended that the Governing Body:
i.
ii.

Note the approach taken in the management of co commissioning responsibility.
Note the assurance process for the transition of co‐commissioning functions.

2

Title of meeting:

Governing Body

Date of Meeting:

12 May 2015

Paper Title:

Committee Annual Reports 2014/15

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Katherine Bryant, Governance & Board Secretary
Committee chairs:
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Information

Sandra Cheseldine – Chair, Audit Committee
Dr Adam Sheppard – Chair, Clinical Cabinet
Rhod Mitchell – Chair, Integrated Governance Committee
Rhod Mitchell – Chair, Remuneration Committee

Recommendations:
Members of the Governing Body are invited to:
a) Note the committee annual reports and agree that the reports provide appropriate assurance to the
Governing Body.
b) Reappoint the members to the Audit Committee, Clinical Cabinet and Integrated Governance Committee
for a further twelve month term of office.
Executive Summary:
This report presents a summary of the activities of the Audit Committee, Clinical Cabinet, Integrated
Governance Committee and Remuneration Committee throughout the financial year 2014/15.
Collectively the annual reports provide the Governing Body with assurance that these committees are operating
effectively. All of the committees have complied with their terms of reference and fulfilled their duties.
In accordance with the terms of reference for the Audit Committee, Clinical Cabinet and Integrated Governance
Committee the Governing Body are invited to reappoint the members for a further twelve month period of
office.
Link to overarching principles
from the strategic plan:

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

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











Not applicable

Not applicable

These reports have been considered by the Audit Committee, Clinical
Cabinet, Integrated Governance Committee and Remuneration Committee
during April 2015.

Previously presented at
committee / governing body:

No

Reference document(s) /
enclosures:

Appendix One – Audit Committee Annual Report 2014/15
Appendix Two – Clinical Cabinet Annual Report 2014/15
Appendix Three – Integrated Governance Committee Annual Report 2014/15
Appendix Four – Remuneration Committee Annual Report 2014/15

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.

Audit Committee – Annual Report 2014/15
1.

Purpose
This report presents a summary of the activities of the Audit Committee throughout the
financial year 2014/15. It is intended to provide the Governing Body with assurance about
the effectiveness of the Committee.

2.

Overview of Committee
The Audit Committee was established to review and provide assurance on the adequacy and
effective operation of the overall internal control system for the CCG.

2.1.

Duties within Terms of Reference
The Audit Committee’s primary duty is to ensure adequate assurance is provided to the
Governing Body that the CCG is a well‐run organisation.






2.2.

Financial Reporting
Internal Audit
External Audit
Whistleblowing
Other assurance functions





Counter Fraud
Assurance on management
Integrated Governance, Risk
Management and Internal
Control

Membership and meetings
The Audit Committee have met six times during 2014/15.
Members of the Audit Committee are:
Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell
Dr Adam Sheppard

6
5
4
3
2
1
0
Sandra Cheseldine
(Chair)

2.3.

Rhod Mitchell

Communication from the Committee

Dr Adam Sheppard

Dr Clive Harries

The minutes of meeting of the Audit Committee are presented to the Governing Body on a
regular basis.
3.

Principal activities

3.1.

Terms of Reference
The Committee undertook a review of the terms of reference in September 2014. The
review was informed by model terms of reference included within the NHS Audit Committee
Handbook. The revised terms of reference were approved by the Governing Body in
November 2014.

3.2.

Delivery of the Work Programme
The Audit Committee covered all items included within the terms of reference. The work of
the Committee in discharging its duties was as follows:
Integrated Governance, Risk Management and Internal Control
 KPMG undertook a review of the CCG’s Statutory Functions. The Committee received an
update in April, September and December 2014. It was noted that of the 171 statutory
requirements, 154 had been met by the CCG and the remaining 17 had been met in part.
 At every meeting the Committee received the ‘Governance Exceptions Report’. This
report summarised declarations under the CCG’s Standard of Business Conduct,
quotation / tender waivers.
 In September 2014 the Committee received an update about the CCG’s policy register
and policy review process. A further assurance report was provided in December 2014,
this report detailed progress made to ensure all policies have been reviewed and
approved by the scheduled review date.
 Internal Audit undertook a benchmarking exercise comparing CCG risk registers; this was
presented in September 2014.
 In December 2014, in line with good practice and recommendations in the NHS Audit
Committee Handbook a report outlining the findings of a review of Audit Committee
processes was presented.
 An update on arrangements to manage conflicts of interest was presented in December
2014.
 The Committee received a report about the Governing Body Assurance Framework in
December 2014.
 In February an update about the Yorkshire and Humber Commissioning Support Service
Auditor Report for 2014/15 was presented.
Financial Reporting
 In April and May 2014 the Committee met on three occasions and considered the CCG’s
annual report and accounts. This included a ‘page turn’ meeting on 8 May 2014 when
the annual report and accounts were discussed page by page and amendments agreed.
The Committee approved the annual report and accounts on behalf of the Governing
Body.
 In September the Committee received confirmation that the CCG’s annual report and
accounts were consolidated with NHS England and then laid before Parliament. The
Committee also received the annual Audit Letter 2013/14 which confirmed that the CCG
had received an unqualified opinion on the CCG’s 2013/14 financial statements.
Furthermore the CCG’s external auditors confirmed that there were no post Balance
Sheet events to report.
 As part of the review of the annual accounts, the Committee considered a provision in
respect of Continuing Health Care Restitution Claims and Learning Disability
2








Resettlement Patients. This was considered in May, September, December 2014 and
February 2015.
The Committee received details about the 2014/15 accounts planning process in
September 2014 and February 2015.
The Committee received regular reports about issues related to the accounting
treatment and necessary disclosures of payments to GPs.
The accounting treatment of Capital Expenditure was considered in September. This
related to two capital projects for White Rose House.
The Committee received regular reports about losses and special payments (April,
September, December 2014 and February 2015).
In December the Committee received a paper about Legacy Balances.
The Committee received a report in February 2015 about accounting estimates and
judgements as part of the annual accounts 2014/15. This included details about the
treatment of pooled budgets the CCG hold with the Local Authority.

Internal Audit
 An Internal Audit progress/update report was presented to the Committee on a regular
basis (April, May, September, December 2014, and February 2015).
 In April 2014 the Internal Audit and Counter Fraud Progress Report presented noted that
the handling of complaints was being brought back in house and the complaints policy
would be revised.
 22 May ‐ Final versions of the Internal Audit Annual Report and Head of Internal Audit
Opinion were presented and noted.
 In September the Internal Audit and Counter Fraud Progress Report was presented
noting that the Commissioning Support Unit assurance audit has now been issued and
scoping is underway for planned audits in respect of Contract Management Quality and
Safeguarding.
 In December 2015 an internal audit and Counter Fraud Progress Report was presented.
This included details of a review of planned arrangements for the Better Care Fund.
External Audit
 The Committee was provided with details of the External Audit work programme for
2014/15 in April 2014. The associated fee was approved.
 Updates were provided about the provisions of the Local Audit and Accountability Act
2014. It was noted that the Act abolishes the Audit Commission from April 2015 and a
new public audit framework setting the local arrangements for auditing England’s local
public bodies including CCGs will come into place. It was proposed and agreed that the
Audit Committee will operate as the CCG Auditor Panel.
 KPMG (the CCG’s external auditors) presented a ‘technical update’ at every meeting; this
report highlighted the main technical issues having an impact on the health sector.
Counter Fraud
 A Counter Fraud progress/update report was presented (as part of the Internal Audit
report) to the Committee on a regular basis (April, May, September, December 2014,
and February 2015). This included an annual summary in April 2014.
 During the year the CCG took part in an Audit Commission’s National Fraud Initiative (a
data matching exercise). Regular updates about the CCG’s participation and the outcome
of the report were presented.
Management
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A contract award Update, detailing all contracts awarded by the CCG was reported in
April, May, September, December 2014 and February 2015.
In September the outcome of a routine HMRC VAT compliance visit was reported. In
February a further update was provided, it was reported that HMRC had decided that
the penalty they could levy would be cancelled.

Other assurance functions
 The CCG was unable to sign the PCT Modification Transfer Scheme by 31 March 2014
due to concerns over a number of incorrect entries on the document. The Committee
received regular reports about measures taken to resolve these concerns, this included
expert legal advice.
 In September 2014 a summary of the National Audit Office report titled “Funding
Healthcare – Making allocations to local areas” was shared for information.
 A report summarising the findings of an audit undertaken at Mid Yorkshire Hospitals
NHS Trust (MYHT) focused on Payment by Results (Data Assurance Framework ‐
admitted) was presented in September 2014. It was reported that an action plan had
been agreed and would be monitored by the MYHT Contract Management Group.
 The Committee received a review of activity classification at MYHT in September 2014.
The report reviewed areas including maternity pathway, day cases, minor trauma and
mental health diagnosis. It was reported that an action plan had been agreed and would
be monitored by the MYHT Contract Management Group.
 In December 2014 the Committee noted a report from CHKS about MYHT.
Whistleblowing
 One area included within the Committee’s terms of reference was not covered in detail
during 2014/15; whistleblowing. ‘Whistleblowing’ was added to the Committee’s
terms of reference in November 2014 following consideration of the Audit Committee
Handbook. Whistleblowing will be added to the Committee’s work plan for 2015/16.
4.

Review of Effectiveness
In February 2015 members of the Committee completed a self‐assessment questionnaire.
The results were considered by the Committee in April 2015.

5.
5.1.

Forward view
A work programme for 2015/16 will be presented to the Committee in May 2015.

5.2.

The terms of reference will be reviewed in autumn 2015 and presented to the Governing
Body for consideration in November 2015.

5.3.

It is recommended that the Governing Body reappoint all members for a further twelve
month term of office on the Committee.

5.4.

Conclusion
This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties.

6.

Recommendations:
Members of the Governing Body are invited to:
a) note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) reappoint the members of the committee for a further twelve month term of office on
the committee.
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Clinical Cabinet Committee – Annual Report 2014/15
1.

Purpose
This report presents a summary of the activities of the Clinical Cabinet throughout the
financial year 2014/15. It is intended to provide the Governing Body with assurance about
the effectiveness of the Committee.

2.

Overview of Committee
The Clinical Cabinet was established to:
 Provide strong clinical leadership for commissioning, service transformation and
pathway redesign and to provide robust assurance of this to the Governing Body.
Including promotion of a culture of continuous improvement and innovation in respect
of safety of service, clinical effectiveness and patient experience/feedback.
 Provide advice and assurance on agreed commissioning strategies and intentions and
strategic alignment with the forward strategy that is agreed for the population of
Wakefield by the Governing Body.
 Ensure initiatives are in place to support the development of Quality, Improvement,
Productivity and Prevention (QIPP) through embedding clinical advice, support and
leadership into key commissioning work streams and interlinking portfolio working
across the organisation.
Duties within Terms of Reference
 Service Transformation and Commissioning
 Strategy
 Medicines Optimisation
 Quality, Improvement, Productivity and Prevention (QIPP)

2.1.

Membership and meetings
The Clinical Cabinet have held twelve meetings during 2014/15.
Clinical Cabinet membership:
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Dr Paul Dewhirst
Dr Phillip Earnshaw
Sandra Greenwood

Dr Ivan Hanney (part year)
Stephen Hardy
Dr Clive Harries
Andrew Pepper
Jo Pollard
Dr Adam Sheppard (Chair)

In addition to the formal membership outlined above Dr Som DeSilva, Dr Andrew Furber
and Dr Patrick Wynn regularly attend meetings of Clinical Cabinet.
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2.2.

Sub‐committees/groups
Clinical Cabinet has established one sub‐committee, the Medicines Optimisation Group.
Minutes of the Group’s meetings are regularly presented to Clinical Cabinet.
In addition the Planning and Delivery Group (a meeting of officers) was formed to support
Clinical Cabinet in relation to the achievement of QIPP.

2.3.

Communication from the Committee
The minutes of meetings of Clinical Cabinet are presented to the Governing Body on a
regular basis. In addition a summary of Clinical Cabinet meetings is circulated to member
practices via the Network Development Unit.

3.

Principal activities

3.1.

Terms of Reference
During the year Clinical Cabinet undertook a review of the Terms of Reference. The revised
terms of reference were approved by the Governing Body in November 2014.

3.2.

Delivery of the Work Programme
Clinical Cabinet covered all items included within the terms of reference. The work of the
Committee in discharging its duties was as follows;

Service Transformation and Commissioning
April 2014:
 An update from Rightsteps took place regarding Improving Access to Psychological Therapy
services.
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A report summarising patient experience of mental health services was presented.
The committee noted an update of the urgent and emergency care strategy.
Findings were received of a review of winter monies.
A report about the review of the walk‐in centre was received.
Approved the release of non‐recurrent funds for the Care Closer to Home programme.
Update took place regarding plans to ensure services for which contracts will expire during
2014‐15 will be reviewed.
Approved proposals about the CCG’s Practice Support Unit, it was agreed the team would be
renamed the Network Development Unit.
Update about sexual health services in Wakefield took place.
Resolved to support the data quality toolkit.

May 2014:
 Update about plans for future Service Reviews took place.
 The Urgent Care Project Plan was noted. It was agreed that urgent care should be discussed
at the June Informal Clinical Cabinet. Further assurance is required about MYHT Discharge
Planning.
 MSK Update ‐ Noted the verbal update and that a Business Case Paper would be brought
back to the July Clinical Cabinet.
 Update about King Street ‐ Noted the Walk in Centre specification review. The contract
content to be reviewed by the Executive Team.
 Gastroenterology Redesign – The presentation was noted. Progress update on the Clinical
Cabinet agenda for June.
 Children’s Continuing Care Personal Health Budgets – noted. The recommendations were
supported subject to negotiations being transparent in terms of the process, price and cost.
 Star Bereavement Counselling Services ‐ To fund the continuation of the service for six
months. To support the procurement exercise. To have further discussions with the Local
Authority.
 CSU Business Intelligence/Analytics Project ‐ noted the content of the presentation.
July 2014 (early):
 Neuropsychology – there is a need to be clear on the business models, Options appraisal in
Business Case re procurement of a new service (Commissioners fund services). There is a
need to understand North Kirklees activity. Tariff is not included but there was a need for
governance assurances. Query around quality assessment of the service.
 Approved the CCG’s IVF commissioning policy –
Adopt the revised policy in relation to age extension but keep the number of cycles the same
as the CCG’s existing policy, which is 1 cycle. This is in line with 6 out of the 10 CCG’s
mentioned in the paper and in line with all West Yorkshire CCG’s and mitigates risks in
relation to additional cost pressures. Review in 12 months.
 GP IT update paper ‐ Noted the contents of the Report, the present position was noted. GP
conflict of interest noted.
 Special Educational Needs (SEN) policy ‐ The contents of the report were noted. Informal
negotiations with MYHT. Proposal to be discussed at Informal Clinical Cabinet.
 Clinical Cabinet commissioning decisions 2014 ‐ Clinical Cabinet Annual Report, note the
contents of the report. Note the current position of the Clinical Cabinet and the work in
progress.
 Patient experience report maternity ‐ paper focused on maternity services with a hospital
based analysis by site at Mid Yorkshire sites at Dewsbury District Hospital, Pinderfields and
Pontefract indicating that PALS and patient feedback was positive. Reported noted.
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Operational resilience and planning 2014/15 ‐ Noted the contents of the paper. Approval
given subject to clearance of governance issues.
RTT recovery plan ‐ External validation re waiting list. Additional joint admin capacity to
support the process. Additional validations and diagnostics to reduce waiting times.
Transfer to internal capacity or to an independent provider with capacity. There was a risk
regarding transfer and a need to carry out a detailed assessment.
Network updates ‐ Members discussed Network Chair feedback to Clinical Cabinet and
members thought that this could be done through the Network Development Unit Manager.
Service reviews update ‐ update on the progress made in respect of service reviews which
included gastroenterology. Service Review item to be on the agenda of the August Informal
Cabinet meeting.
Gastroenterology – update and progress ‐ Soft market testing was ongoing and the service
specification had been shared with the Steering Group.
Summary of agreements with WMDC ‐ analysis provided by the local authority and agreed
by the CCG, detailed the individual reserve amounts held over the year end by the local
authority for jointly commissioned services such as CHC, Enablement. Contents of the report
noted.
Update from Governing Body development session on Mental Health ‐ an interesting session
which captured rich information around cases and patient scenarios.
Croydon List project end and lessons learnt report ‐ noted the contents of the report.

July 2014 (a second meeting was held in late July):
 Gastroenterology service ‐updated national guidance received to promote the case for
change. The paper was noted. The recommendations were supported. Gastroenterology
Service Flow Chart to be discussed at the August Informal Clinical Cabinet.
 King Street evaluation ‐ The recommendations were noted as: Approve the final Service
Evaluation Report on the Walk‐in Centre review and Communications Plan to be presented
at the Executive Team meeting.
 Arthroscopic knee washout‐ noted that the clinical compact for knee washout was
introduced following an evidence based review. Contents of the Report noted.
 Urgent Care Practitioner business case ‐ UCP proposal presented by YAS; report noted.
 365 Transport ‐ 365 Urgent Care Transport paper, Clinical Cabinet to approve the Business
Case for the provision by 365 ‐ recommendations approved.
 Children and Young People Strategy report noted and recommendations approved. The
Childrens Maternity Services would be brought to a future Clinical Cabinet.
 ASD/ADHD Transformation Programme update was deferred.
 CCG Strategy and Annual Delivery Plan report was noted, updates to be brought to Clinical
Cabinet on an exception basis.
 Clinical Network update noted.
 Acute Service Reconfiguration proposal noted.
 Service Integration update noted and the significant progress made.
August 2014:
 Neuropsychology – agreed to progress the business case for support to stroke patients.
 IVF commissioning policy – agreed for the next year to follow NICE Guidance for extending
the age limit and to retain one funded cycle. In parallel, the question of whether to increase
the number of cycles will be put to public debate.
 GPIT update paper – noted.
 SEN policy – noted.
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Clinical Cabinet commissioning decisions 2014 – noted and agreed the good work should be
publicised.
Patient experience report on maternity services was noted.
Operational resilience and planning 2014/15 – guidance noted and discussion took place
around how to involve networks.
RTT recovery plan – a 7 point action plan was discussed.
Network updates – update received on a meeting with network chairs.
Service reviews update – proposals agreed.
Gastroenterology – update and progress noted. Business Case, specification and
procurement option to be discussed at the next Clinical Cabinet.
Summary of agreements with WMDC – noted.
Update from Governing Body development session on Mental Health – noted.
Croydon List project end and lessons learnt report – noted.

September 2014:
 Integrated sexual Health Service clinical model – The presentation was noted. Further
discussion outside of the meeting to take place and a formal letter to be sent to Dr Andrew
Furber on the potential service gap following the report on Rotherham to instigate a formal
response.
 Supporting the Third Sector: Nova’s role in supporting the social prescribing agenda
approved. The Content of the paper noted and supported subject to approval at Council’s
Cabinet.
 Cataract Service clinical model approved. Note the contents of the report and to approve
the recommendations subject to Ann Carroll’s review and rewrite of the IT Section and
further clinical debate outside of the meeting.
 Review of community Ophthalmology service – paper was noted. Members were not
assured and required the matter to be discussed at the November Informal Clinical Cabinet.
 Clinical Network updates – noted.
 Working Together – noted.
October 2014:
 Cancer Update‐ noted the contents of the presentation and update to be brought back in 3
months.
 Patient Experience report – Children and Young People’s Services – what are people telling
us? The report was noted.
 Integrated Childrens’ and Young People’s Services. To note the contents of the presentation.
 Update from Wakefield Council on Homestart‐ Note the service. To support Local Authority
in terms of reappraisal of the service. Cannot ring fence due to QIPP pressure. To consider
alternative services to be jointly commissioned in the future.
 Continuous positive airway pressure business case.
 System Resilience Update – To note the updates.
 CCG achievement of the dementia diagnosis rate – a proposal. To support
recommendations.
 Non urgent ophthalmology care was also discussed.
 Clinical Network updates – noted.
November 2014:
 Presentation about End of Life Care.
 Note and approved a report about reablement funding prior to consideration by the Health
& Wellbeing Board.
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Note and support the funding for the Stroke Association after March 2015; 40K for two years
subject to the Local Authority joint support.
Noted recommendations about an integrated ED model. It was agreed that model would be
developed further and shared again with Clinical Cabinet.
Note and support the Muscular‐Skeletal (MSK) service specification and business case
model.
Considered the cost implications of self‐referral.
Considered lessons learned from the dermatology service.
Noted a review of the Commissioning Guidelines for Specialist Plastic Surgery procedures.
Update about the development of 2015/16 CQUINs.
Clinical Network update.
Noted ‐ West Yorkshire Commissioning Collaborative 10cc Programme Report.
Considered feedback from the stakeholder event group.

December 2014:
 Presentation by MYHT about the Future Hospital.
 Presentation by MYHT on the Acute Service Reconfiguration and Connecting Care.
 Considered the Children’s new ASD/ADHD clinical pathway and noted the MYHT recovery
plan for the current backlog. It was agreed that a further report will be presented to Clinical
Cabinet.
 Approved the specialist contact lenses specification and the low vision aids specification.
 Agreed that the CCG should cease funding for the Star Bereavement service from April 2015.
An action plan will ensure children receive continuing care.
 Noted an update about mental health clusters.
 Noted and agreed support for 24/7 Hospice admissions service.
 Update about the development of 2015/16 CQUINs.
January 2015:
 Presentation about the Electronic Palliative Care Co‐ordination Systems (EPaCCS).
 Approved the urgent care strategy.
 Update about the Health Inequalities Project, it was agreed there would be a further
discussion outside the meeting about funding.
 Approved a service specification for non‐ urgent ophthalmology.
 Considered the Crisis Care Concordat Joint Action Plan.
 Update about Muscular‐Skeletal (MSK) service transformation.
 Update about planned care transformation.
 Approved the first tranche Commissioning Criteria Based Policies.
 Agreed continuation of the Multi‐Agency Safeguarding Hub (MASH).
 Noted an update about the CCG’s commissioning Specialised Services.
 Considered a patient experience report about General Practice.
 Noted a summary of s256 agreements with Wakefield Council.
February 2015:
 Noted an update on the urgent care practitioner evaluation report.
 Received an urgent care strategy implementation plan and noted the key risks.
 Approved the non urgent ophthalmology business case.
 Considered initial findings from a workshop about the West Yorkshire Urgent Care Service.
It was agreed further work was needed regarding the WCCG’s position before further
discussion at Clinical Cabinet in September 2015.
 Considered and supported the prevention strategy.
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Noted an update on the Community Consultant led General Surgery. A draft service
specification will be emailed to Clinical Cabinet members for review.
Noted a report about the 2015/16 CQUINs.
Agreed a proposal to continue extension of hours for COPD Admission Avoidance Service.
However funding for the proposal is to be agreed.
Noted the proposed non‐recurrent 2015/16 budget.

March 2015:
 The Committee received a presentation about the CCG’s operational plan delivering
efficiency targets.
 Update about excluded drugs, it was agreed that a business case should be prepared.
 Noted the output of an A&E integrated workshop.
 Reported that the Local Service Provider Contract will expire in July 2016.
 Update about the 2015/16 CQUINs and Quality Premium. It was agreed that there should be
a further review of the Emergency Department Indicators by the CCG’s quality team.
 Agreed a model of delivery for urgent care practitioners, subject further review of the
financial model.
 Considered a report about morbid obesity pathways and services.
Strategy
 May 2014 ‐ Strategic Work Programme Follow Up.
 Regular updates from Member Network meetings.
 Further update on the CCG’s five year Strategic Plan in July 2014, August 2014.
 A update about the CCG’s Annual Delivery Plan was provided in September 2014.
 Update on the new CCG Planning Framework in October 2014.
 Update about Strategic Planning for 2015/16 in November 2014.
 In December 2014 a CCG strategy update.
 Further update in February about the CCG Strategy and Annual Delivery Plan.
Medicines Optimisation
 Regular update were provided by the Medicines Optimisation Group (July, December 2014,
and February 2015).
Quality, Improvement, Productivity and Prevention (QIPP)
 QIPP updates were provided to every meeting of Clinical Cabinet. These update reports
detailed arrangements in place to ensure the CCG achieves targets for QIPP. In addition in
April 2014 there was a Year End Financial Position and 2014/15 QIPP Update.
3.3.

Informal Clinical Cabinet
In order to provide members of Clinical Cabinet with an opportunity to develop ideas,
strategy and contribute to service reviews at an early stage ‘informal’ meetings of the
Clinical Cabinet are held on a regular basis. No formal decisions are made at informal
Clinical Cabinet meetings.

4.

Review of Effectiveness
In March 2015 members of the Committee completed a self‐assessment questionnaire. The
results will be considered by the Committee in April 2015. Further details are included at
Appendix One.

7

5.

Forward view

5.1.

Work is underway to develop a work programme to support Clinical Cabinet during 2015/16,
this will be done as part of the CCGs delivery plan for 2015/16.

5.2.

The terms of reference will be reviewed in autumn 2015 and presented to the Governing
Body for consideration in November 2015.

5.3.

Subject to the outcome of elections to the Governing Body, it is recommended that the
Governing Body reappoint all members for a further twelve month term of office on the
Committee.

6.

Conclusion
This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties.

7.

Recommendations:
a) Members of the Committee are invited to comment on this annual report, and subject
to any necessary amendments, recommend the annual report to the Governing Body.
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Integrated Governance Committee – Annual Report 2014/15
1.

Purpose
This report presents a summary of the activities of the Integrated Governance Committee
throughout the financial year 2014/15. It is intended to provide the Governing Body with
assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Integrated Governance Committee was established to:




ensure that the CCG has robust systems in place to identify, manage and report on key
governance and quality issues and the risks associated with them;
review the CCG’s performance against its strategic and operational plans;
be accountable for the performance and reporting of any groups, as delegated by the
Governing Body, ensuring all appropriate risks are appropriately managed and reported
within the risk management/assurance framework approach.

2.1.

Duties within the Terms of Reference
 Risk Management
 Quality and Patient Safety
 Safeguarding
 Finance and efficiency
 Information governance
 Performance, contracting and activity
 Workforce
 Equality and diversity
 Emergency Preparedness
 Research
 Individual Funding requests
 Continuing Healthcare

2.2.

Membership and meetings
The Committee have held twelve meetings during 2014/15.
Members of the Integrated Governance Committee:
Dr Avijit Biswas
Dr David Brown
Dr Phil Earnshaw
Sharon Fox
Stephen Hardy
Rhod Mitchell (Chair)
Andrew Pepper
Jo Pollard
Jo Webster
Sandra Cheseldine (in attendance)
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2.3.

Sharon Fox

Jo Webster

Jo Pollard

Andrew Pepper

Dr Phil Earnshaw

Dr David Brown

Dr Avijit Biswas

Stephen Hardy

Rhod Mitchell (Chair)

0

Sub‐committees/groups
The Integrated Governance Committee has one standing sub group, the Quality Intelligence
Group. Minutes from the Quality Intelligence Group are shared with the Committee on a
regular basis. The terms of reference of the Quality Intelligence were reviewed and
approved the Committee in September 2014.
In addition the Integrated Governance Committee established an ad‐hoc sub group to
consider policies before they are presented to the Committee for approval. The Policy sub
group met three times during 2014/15.

2.4.

Communication from the Committee
The minutes of meetings of the Integrated Governance Committee are presented to the
Governing Body on a regular basis. The minutes are accompanied by a brief summary of the
key decisions taken.

3. Principal activities
3.1.

The Committee undertook a review of the Terms of Reference. The revised terms of
reference were approved by the Governing Body in November 2014.

3.2.
Delivery of the Work Programme
The committee covered all items included within the terms of reference. The work of the
Committee in discharging its duties was as follows; key items considered by the Integrated
Governance Committee include:
Quality, Performance and Patient Safety:
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The Committee received a monthly update on quality, performance and patient safety through
the Integrated Quality and Performance Report. The report highlights areas of success and also
key areas of concern. These concerns included a failure by MYHT to meet some Referral to
Treatment (RTT) targets and also Cancer targets. In addition the Committee sought assurance
about measures taken in relation to a failure by Yorkshire Ambulance Service to achieve
ambulance targets. The report detailed serious incidents, any never events and also complaints
received by the CCG. CQC Inspection reports (from Wakefield district) were summarised within
the report. Results from friends and family tests were also included. Performance against
CQUIN indicators was reported. Furthermore any instances of MRSA infections were reported.
An Infection, Prevention and Control Report was presented for the period 1 April to 20 June
2014. It was agreed that moving forward this would be included within the Integrate Quality
and Performance Report.
A year‐end report summarising Integrated Quality and Performance during 2013/14 was
presented in June 2014.
In June 2014 an update was presented on progress to implement the recommendations of the
Niche Quality Assurance Review.
The committee received minutes from the Quality Intelligence Group and the MYHT Executive
Quality Board.
The Committee introduced regular ‘deep dive’ presentations:
 April 2014 ‐ following the concern raised regarding the 62 day cancer performance, Dr Nick
Spencer, Lead Clinician for Cancer at MYHT attended the meeting.
 May 2014 ‐ presentation of Performance of Access Targets was given by staff from MYHT.
 July 2014 ‐ Dr Nick Spencer, Lead Clinician for Cancer at MYHT attended the meeting to
provide an update on the Cancer Waiting Times and the 62 day cancer performance
improvement plan.
 October 2014 – consideration of the CCG’s Quality Impact Assessment process.
 November 2014 – presentation from MYHT Stroke and Transient Ischaemic Attack (TIA)
Services.
 February 2014 – Presentation from MYHT about the Hip Fracture Pathway.

Finance and efficiency:



The Committee received a monthly update on the CCG’s financial performance. The report
includes details of the year to date position and forecast year end position, key finance
performance indicators and risk/opportunities for the CCG.
In addition each report includes a ‘key focus area’. These have included Continuing Healthcare,
NHS Property Services, non‐recurrent expenditure, programme budgeting, agreement of
balances and preparation for the Annual Accounts.

Continuing Healthcare:
 Following an independent audit of continuing care which was commissioned by the Joint
Strategic Commissioning Board in 2012 a Continuing Health Care Audit Report was presented in
April 2014, together with an action plan to support the proposed transfer of the Continuing
Health Care Service to the Commissioning Support Unit in May 2014.
 Throughout the year regular update reports from the Continuing Healthcare function were
presented (July, September, October, December 2014 and March 2015).
 In December the Committee approved the Continuing Health Care Policy on the Commissioning
of Care Provision and also the Adult Personal Health Budget Policy. In July 2014 the committee
commented on the Children and Young People’s Personal Health Budget Policy before it was
presented to the Governing Body for approval.
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Business Continuity:
 In April 2014 the Business Continuity Plan was amended to bring it up to date with the new
arrangements for facilities management support to White Rose House.
 Regular updates about the CCG’s Business Continuity arrangements were presented (June,
November 2014 and March 2015).
Workforce:
 Regular workforce update reports were presented (April, June, September 2014 and February
2015). Amongst other things this included consideration of mandatory training compliance,
appraisals, and sickness rates.
 In May 2014 the Committee received a presentation about Workforce and Organisational
development, this work was further developed and then considered by the Governing Body.
 The Committee approved a number of HR policies during the year.
Information Governance:
 Reports about activities to ensure the CCG complies with information governance requirements
were considered in July, August, December 2014 and March 2015. These reports included
details of progress by the CCG to achieve IG toolkit level 2.
 A number of information governance policies were approved in December 2014.
 In April 2014 the SIRO Annual Report 2013/14 was received and approved.
 Reports providing assurance about the CCG’s involvement in risk stratification were provided in
July, September 2014 and March 2015.
 A new Freedom of Information policy was approved in June 2014. Reports about the CCG’s
management of freedom of information requests were provided in September, December 2014
and March 2015.
Contract Governance & Assurance:
 A report providing details of contracts awarded, varied and notices served were presented in
June, August, October 2014 and February 2015.
 It was noted that the CCG experienced ongoing difficulties with the provider management
service delivered by Yorkshire & Humber Commissioning Support (YHCS).
 The committee considered and agreed the procurement method for a number of services, this
included amongst others:
o Non urgent Gastroenterology
o Direct Access Endoscopy
o Minor Hand Surgery and Treatment Service
o Direct Access Non‐obstetric Ultrasound.
Safeguarding
 Approved new Safeguarding Children and Vulnerable Adults Commissioning Policy in April 2014.
 The Chair of the Wakefield and District Safeguarding Adults Board attended the committee in
July 2014 and provided an update about the new Care Act 2014.
 An update on actions taken by the CCG in response to the Winterbourne View review were
considered in June, September 2014 and March 2015.
Risk Management:
 The committee considered the CCG’s Risk Register in May, August, November 2014 and February
2015. This included details of all high level risks, new risks and closed risks.
 Regular reports about incidents reported (May, July, November 2014 and February 2015). This
included trend analysis, details of lessons learned and associated actions taken in response.
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Governing Body Assurance Framework was considered in advance of presentation to the
Governing Body (June, August 2014 and February 2015).
A new Complaints Policy (August 2014) and Procedure (September and November 2014) were
approved.
A new Health and Safety Policy was approved in October 2014. In additional regular reports
about Health and Safety were presented (November 2014 and February 2015).

Individual Funding requests:
 A new Individual Funding Request policy was approved in May 2015, and reviewed again in
March 2015.
 Update reports about the management of Individual Funding Requests was received in October
2014 and March 2015.
Equality & Diversity:
 Update reports were presented in June, September 2014 and January 2015. These reports
provided assurance about how evidence has been used in taking forward the equality objectives
the CCG committed to in 2014.
Research:
 Reports about activities undertaken by the YHCS Research and Development team on behalf of
the CCG were provided in July, January 2014 and March 2015.
4.

Review of Effectiveness
In March 2015 members of the Committee completed a self‐assessment questionnaire. The
results were considered by the Committee in April 2015.

5.
5.1.

Forward view
A work programme for 2015/16 will be presented to the Committee in May 2015.

5.2.

The terms of reference will be reviewed in autumn 2015 and presented to the Governing
Body for consideration in November 2015.

5.3.

It is recommended that the Governing Body reappoint all members for a further twelve
month term of office on the Committee.

6.

Conclusion
This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties (detailed in section 2.1 above).

7.

Recommendations:
Members of the Governing Body are invited to:
a) note this annual report and agree that it provides appropriate assurance to the
Governing Body.
b) reappoint the members of the committee for a further twelve month term of office on
the committee.
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Remuneration Committee – Annual Report 2014/15
1.

Purpose
This report presents a summary of the activities of the Remuneration Committee throughout
the financial year 2014/15. It is intended to provide the Governing Body with assurance
about the effectiveness of the Committee.

2.

Overview of Committee
The Remuneration Committee was established to:
 have an overview on the terms and conditions provided for the employees/officers of
NHS Wakefield CCG;
 determine remuneration and conditions of service for members of staff employed by,
and those who provide services to, NHS Wakefield CCG outside of Agenda for Change or
other nationally agreed NHS Terms and Conditions;
 determine remuneration and conditions of service for Governing Body members, with
the exception of lay members, whose remuneration is determined by the Governing
Body itself;
 ensure that any payments made as a result of termination of employments are made
with due regard to employment law, the policies of the CCG and in line with reasonable
best practice in the Public Sector;
 have due regard for employment legislation, contractual law, and equal opportunities in
its deliberations.

2.1.

Duties within Terms of Reference
 Make decisions about the remuneration, allowances and terms of service for all
members of the Governing Body (with the exception of lay members).
 Make decisions about the remuneration, allowances and terms of service of senior
managers covered by the Very Senior Manager pay framework.
 Make decisions remuneration, allowances and terms of service not covered by Agenda
for Change.
 Make decisions on behalf of NHS Wakefield CCG on arrangements for termination of
employment.
 Should it be proposed that individual executive members will receive bonus payments
the committee will receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate bonus payments.
 Make recommendations to the CCG Governing Body on the approach to allowance
under any pension scheme it might establish as an alternative to the NHS pension
scheme.

2.2.

Membership and meetings
The Audit Committee have met four times during 2014/15.

2.3.

Members of the Audit Committee are:
Sandra Cheseldine (Chair)
Rhod Mitchell
Stephen Hardy
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3

2

1

0
Rhod Mitchell

Sandra Cheseldine

Stephen Hardy

2.4.

Communication from the Committee
A summary of items considered by the Remuneration Committee was presented to the
Governing Body in November 2014. This report also clarified decisions made by the
Committee and any resulting actions taken.

3.

Principal activities

3.1.

Terms of Reference
The Committee undertook a review of the terms of reference in October 2014. The revised
terms of reference were approved by the Governing Body in November 2014.

3.2.

Delivery of the Work Programme
The Audit Committee covered all items included within the terms of reference. The work of
the Committee in discharging its duties was as follows:

2014/15
19 June 2014



Considered a business case for
compulsory redundancy



8 July 2014



Engagement of the Executive Clinical
Advisor – Commissioning and Quality
Improvement.
Engagement of a GP Commissioning
Fellow for a period of secondment





17 July 2014



Engagement of the Executive Clinical
Advisor – Commissioning and Quality
Improvement.





Unless the post holder can be
supported into alternative
employment, business case for
compulsory redundancy was
approved.
No decision regarding Executive
Clinical Advisor – further information
required.
GP Commissioning Fellow will be
seconded for four sessions per week
for 12 months.
Executive Clinical Advisor –
Commissioning and Quality
Improvement will be employed on a
permanent contract of employment.

14 October 2014




Amendments to the Remuneration
Committee terms of reference
considered.
Further professional advice regarding
GP remuneration; including
contractual status, HMRC and NHS
Pensions regulations.




Proposed changes to the terms of
reference will be presented to the
Governing Body in November 2014.
GP remuneration: ensure contract for
service with GPs has explicit reference
to how NI, Tax and Superannuation
(including employer contributions to
NHS pensions agency) will be dealt
with at source and that individuals
are treated as an “officer” of the CCG.

4.
4.1.

Forward view
As a result of the items included within committee’s terms of reference it is not necessary
for the Committee to have a work programme for 2015/16.

4.2.

The terms of reference will be reviewed in autumn 2015 and presented to the Governing
Body for consideration in November 2015.

4.3.

Conclusion
This report provides assurance that the Committee has complied with its terms of reference
and fulfilled its duties.

5.

Recommendations:
Members of the Governing Body are invited to:
a) note this annual report and agree that it provides appropriate assurance to the
Governing Body.
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Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 26
February 2015.
Executive Summary:
26 February 2015














Regular Governance Exceptions Report presented for the period since the Audit Committee meeting held
on 16 December 2014.
Losses and Special Payment report presented and it was agreed that in future this report will be included as
part of the Governance Exceptions Report.
GP Remuneration/Greenbury accounting update
Accounts Planning for 2014/15 was presented noting that the final version of the Department of Health
Group manual has now been published and there are no fundamental changes from 2013/14.
A verbal update on the 2014/15 Annual Report was provided advising that a draft report will be presented
to the Audit Committee on 30 April and the final version will be presented to the Governing Body in May. A
summary version of the final approved report will be produced and included in the quarterly newsletter to
stakeholders.
A verbal update on the 2014/15 Annual Governance Statement was provided noting that the guidance has
recently been received and was similar to last year. A draft of the Annual Governance Statement will be
circulated to relevant colleagues for comment and then presented to the Audit Committee on 30 April.
A paper was presented confirming that following legal advice to clarify the CCG’s position in relation to the
Transfer Scheme it is concluded that there are no significant risks faced by the CCG and no further actions
are required at this time.
A report on the Accounting Estimates and Judgements as part of the Annual Accounts 2014/15 process was
presented noting that with regard to pooled budgets the Local Authority have a different accounts
timetable to the CCG and this may result in their accounts information being different due to the differing
timescales.
On the 4 August 2014 the CCG had a routine HMRC VAT compliance visit and a net underpayment of
£9,942.62 was identified and this was paid to HMRC by adjusting the CCG’s next VAT return but reclaimed
by the raising of VAT only invoices. A penalty of £1,941.38 was suspended on two conditions, the CCG
fulfilled both conditions and the CCG received confirmation from HMRC that the penalty has now been
cancelled.
A Continuing Health Provision update was presented noting there is an indication that the number of cases
and the average cost per claim is lower than provided for. The CCG are providing a monthly monitoring
return to NHS England to estimate the potential restitution claims pending, paid and the subsequent
balance against the provision. The 2014/15 national resettlement risk pool shares have been revised. The









share has been reduced and the surplus position has been increased by this amount as required by NHS
England.
National Fraud Initiative 2014/15 is a data matching exercise and the CCG submitted data via the Shared
Business Service for creditor data and Payroll for payroll in October 2014. A full report will be presented to
the Audit Committee at the meeting to be held on 30 April 2015.
Yorkshire and Humber Commissioning Support Service Auditor Reports 2014/15 paper presented which
advised that Y&HCS will not be undertaking a full suite of Service Auditor Reports in 2014/15 and will be
limiting the scope to finance, payroll and recruitment. Y&HCS proposed that they work with the CCG
Internal Auditors to review services and provide the CCG with some assurance. Following discussion it was
recommended that delegated authority is given to Andrew Pepper, Chief Finance Officer to put
arrangements in place to scope what Internal Audit are able to assist with and negotiate the cost.
Regular Contract Award Update presented for the period December 2014 to January 2015.
Internal Audit and Counter Fraud Progress report was presented and following discussion of the three year
internal audit plan, Sandra Cheseldine requested to meet with Internal Audit to review the plan.
External Audit Technical Update was presented for information.
The External Audit Plan 2014/15 was presented advising that the judgement from this work will be included
as part of the audit opinion with the CCG’s financial statements to be issued by 29 May 2015. The results of
this work will inform KPMG’s Value for Money conclusion.

Agenda item: 15a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday, 26 February 2015
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member

In Attendance:

Andrew Pepper
Katherine Bryant
Karen Parkin

Chief Finance Officer
Governance & Board Secretary
Associate Director Finance, Governance &
Contracting
West Yorkshire Audit Consortium
West Yorkshire Audit Consortium
Corporate Financial Accountant
KPMG
Senior Governance Officer
Account Manager – Client Delivery, YHCS (item
15/9)
Chief Finance Officer of YHCS (item 15/17)
Minute taker

Nigel Bell
Michelle Marsden
Eamonn May
Linda Wild
Gemma Reed
Tony Rider
Jon Cooke
Angela Peatfield
15/01

Apologies for absence
Apologies for absence were received from Dr Adam Sheppard.

15/02

Minutes of the meeting held on 16 December 2014
The minutes of the meeting held on the 16 December 2014 were approved as an
accurate record.

15/03

Action Sheet from the meeting held on 16 December 2014
The action sheet was noted.

15/04

Declarations of interest
Sandra Cheseldine invited members of the Committee to declare any conflicts of
interest.
Dr Clive Harries declared an interest in Paper 7 – GP Remuneration/Greenbury
accounting update.

15/05

Governance Exceptions Report
Katherine Bryant presented this report noting that in the period since the Audit
Committee meeting held on 16 December 2014:
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There have been nine declarations under the CCG’s Standards of Business Conduct
policy
There have been no Rebate Scheme approvals
The CCG’s seal has not been used
There has been no suspensions of Standing Orders
One quotation waiver has been approved
Seven tender waivers have been approved

Sandra Cheseldine commented that there have been quite a few tender waivers
approved. Andrew Pepper advised that several of the tender waivers are in
connection with system resilience monies.
It was RESOLVED that:
i)
15/06

the Committee noted the report.

Losses and Special Payments
Karen Parkin presented this report confirming that there have been no losses or
special payments since the Audit Committee meeting held on 16 December 2014.
A discussion took place regarding the future reporting of losses and special payments
noting that these types of payments are rare in the CCG. It was agreed that in future
this information will be included as part of the Governance Exceptions report.
It was RESOLVED that:
i)
ii)

15/07

The Committee notes the report; and
Agreed future reports will be included as part of the Governance Exceptions
report.

GP Remuneration/Greenbury accounting update
Karen Parkin presented this update noting that this is a very complex area and
guidance has been received from Baker Tilly, Chartered Accountants, the NHS Business
Services Authority (NHSBSA) and the local Payroll and Pensions Manager (South West
Yorkshire Partnership Foundation Trust) for the organisation, together with knowledge
taken from the HR team across the geographical area.
The paper sought to provide assurance to the Audit Committee in relation to GPs
undertaking work on behalf of the organisation in terms of their contractual and
remuneration arrangements including tax, national insurance and superannuation.
Karen advised that payments in respect of the relevant deductions have been paid to
the NHS Pensions Agency by the GP NHS Pension Administrator in NHS England’s West
Yorkshire Area Team in January 2015. The CCG has engaged Baker Tilly, Chartered
Accountants, to review the backdated payments with regard to tax and NI and if
required make a declaration to HMRC. This work was not complete at the time of
preparing this report but is substantially progressed and a conclusion is expected from
Baker Tilly shortly.
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NHSBSA current guidance states that the pension disclosure requirements do not
apply to self‐employed GPs who are employed by the CCG under a contract for
service. This matter has been discussed with the CCG’s auditors to ensure it is
compliant with audit requirements. Other disclosure requirements continue to apply
in full.
Discussions are continuing between Andrew Pepper and External Audit to ensure that
the disclosure in the accounts correctly reflects the relevant terminology regarding self
employed status.
Linda Wild confirmed that on the basis of the current contractual status of GP
members of the Governing Body, the planned disclosures appeared consistent with
the guidance (but this is still subject to formal audit). However, some clarification is
still required regarding the HR and Payroll advice associated with senior appointments
and this was being progressed with officers.
Sandra Cheseldine requested to be kept informed of progress.
It was RESOLVED that:
i)
15/08

the Committee noted the actions being taken with regard to GP remuneration

2014/15 Accounts Planning
Eamonn May presented this paper providing assurance to the Committee that the CCG
is accessing appropriate training and is preparing to deliver the year end accounts in a
robust, timely and accurate manner. It was noted that External Audit supports the
timeline.
The final version of the Department of Health Group manual has now been published,
two months earlier than last year. There are no fundamental changes from 2013/14.
Unlike last year there is no separate CCG accounts guidance in respect of the Annual
Report and Accounts. The guidance is now contained as an appendix in the manual.
The CCG corporate governance reporting requirements are also included in the
appendices.
Eamonn highlighted that NHS England will issue guidance with regard to the NHS
Property Services leases, which have not been signed by CCGs.
It was acknowledged that the agreement of balances toolkit has made the process
much easier. Linda Wild advised that details of any variance in the agreement of
balance exercise is no longer required and External Audit will instead undertake this
exercise on a sample basis. Wakefield CCG will not be included as part of this exercise.
However, it was noted that External Audit will still need to check that the accounts
template agrees with the published accounts.
Sandra Cheseldine noted that there is still a national gap in the agreement of balances.
It was RESOLVED that:
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i)

15/9

the Committee noted the processes outlined and are assured that the CCG is in a
positon to deliver the year end accounts in a robust, timely and accurate manner.

2014/15 Annual Report
Tony Rider attended the meeting to give a verbal update advising that now the
guidance has been received a small working group has been set up to review the
guidance. A template has been produced matching the guidance and work is
underway to identify owners to populate this template.
Tony advised that the draft report will be presented to the Audit Committee on 30
April and the final version will be presented to the Governing Body in May.
A discussion took place on how the report could be more widely circulated and it was
agreed that a summary version will be produced and included in the stakeholder
quarterly newsletter.
It was RESOLVED that:
i) the Committee noted the verbal update; and
ii) agreed a summary of the final version will be circulated wider through the
stakeholder quarterly newsletter.

15/10

2014/15 Annual Governance Statement
Katherine Bryant gave a verbal update regarding the Annual Governance Statement
advising that the guidance was received last week and is similar to last year.
A draft of the Annual Governance Statement will be circulated to relevant colleagues
for comment and then presented to the Audit Committee on 30 April.
Katherine will be looking at other examples to identify and learn from other CCG
Annual Governance Statements.
It was RESOLVED that:
i)

15/11

the Committee noted the verbal update

Transfer Scheme
Katherine Bryant presented this paper noting that this confirms what was verbally
updated at the December Audit Committee meeting.
Katherine advised that legal advice has been sought to clarify the CCG’s position in
relation to the Transfer Scheme and Modification Scheme. There are no opportunities
for the CCG to amend either the Transfer Scheme or the Modification Scheme.
The paper considers each of the outstanding errors/items and concludes that there are
no significant risks faced by the CCG and no further actions are required at this time.
Following discussion it was agreed that this matter is now closed.
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It was RESOLVED that:
i)
ii)

15/12

the Committee noted the progress to clarify the CCG’s position in relation to
the NHS Wakefield District PCT Transfer Scheme; and
noted the positions adopted on outstanding items from the Transfer Scheme and
no further actions are required.

Annual Accounts 2014/15 – Accounting Estimates and Judgements
Eamonn May presented this report advising that as part of the preparation of financial
statements, it is necessary to make estimates and judgements that affect the reported
amounts of assets and liabilities, the disclosure of contingent assets and liabilities and
the reported amount of review and expenses during the year.
Sandra Cheseldine queried the CCG provision for continuing care and Andrew Pepper
responded advising that this will probably be on a similar scale to 2014/15 although
the work to finalise that remains in progress.
Sandra also referred to pooled budgets and Karen Parkin advised that the Local
Authority have a different accounts timetable to the CCG and this may result in their
accounts information being different due to the differing timescales. Andrew Pepper
advised that a report is presented monthly to the Joint Strategic Commissioning Board
and this enables the CCG to be sighted on the current position.
Linda Wild commented that this was a good paper providing an early sighting prior to
the ‘accounts page turner’ meeting in May.
It was RESOLVED that:
i)

15/13

the Committee noted the processes and procedures in place for the purposes of
determining the appropriate accounting estimates and judgements to be made
within the CCG’s 2014/15 Annual Accounts.

The Practice – Community Ophthalmology Service
This minute will be reported to the private section of the NHS Wakefield CCG Audit
Committee on 26 February 2015.

15/14

HMRC VAT compliance visit
Eamonn May presented this update noting that as previously reported the CCG had a
routine HMRC VAT compliance visit on 4 August 2014. A net underpayment of
£9,942.62 was identified and this was paid to HMRC by adjusting the CCG’s next VAT
return but reclaimed by the raising of VAT only invoices.
A penalty of £1,941.38 was suspended on condition that:



the CCG must meet all notification and filing obligations; and
the CCG will complete a monthly review of debtor’s invoices where no VAT has
been charged and ensure this is the correct VAT liability. The CCG will keep a
record of all checks completed.
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Eamonn confirmed that the CCG has fulfilled both conditions and the CCG has received
confirmation from HMRC that the penalty has now been cancelled.
It was RESOLVED that:
i)
15/15

the Committee noted the CCG’s revised processes to ensure full VAT compliance

Continuing Health Provision
Eamonn May presented this report advising that provisions were set up at 31 March
2013 for Restitution Claims and Learning Disability Resettlement patients. Present
indications are that the number of cases and the average cost per claim is lower than
provided for. A further provision was established at March 2014 to cover 2013/14
cases and it is expected that the provision will be reviewed in 2014/15.
Eamonn advised that at period 9, NHS England undertook a review of legacy provisions
in preparation for year‐end accounts. They have requested that CCG’s complete a
monthly monitoring return to estimate the potential restitution claims pending, paid
and the subsequent balance against the provision.
The Committee were asked to note that the 2014/15 national resettlement risk pool
shares have been revised. The share has been reduced and the surplus position has
been increased by this amount as required by NHS England.
It was RESOLVED that:
i)

15/16

the Committee noted the contents of the report and the processes outlined

National Fraud Initiative 2014/15 Update
Eamonn May presented this paper regarding the Audit Commission’s National Fraud
Initiative which is a data matching exercise. As previously reported the CCG submitted
data via the Shared Business Service for creditor data and for payroll in October 2014.
The distribution of the results has been made and the CCG in conjunction with Internal
Audit and the Local Counter Fraud Officer are going through the data.
It was noted that a full report will be presented to the Audit Committee at the meeting
to be held on 30 April 2015.
It was RESOLVED that:
i)

15/17

the Committee noted the processes outlined

Yorkshire and Humber Commissioning Support Service (Y&HCS) Auditor Reports
2014/15
Karen Parkin provided some background information highlighting that the CCG has
been advised that Y&HCS will not be undertaking a full suite of Service Auditor Reports
(SARs) in 2014/15 due to financial constraints and will be limiting the scope to finance,
6

payroll and recruitment. From these services, the CCG only buys recruitment from
Y&HCS. This will mean that the CCG will have lower levels of assurance than in
previous years, particularly around the key business areas including Business
Intelligence, Continuing Health Care and Information Management Technology. This
concern has been raised with the Y&HCS Chief Financial Officer.
The impact of this could be that the Head of Internal Audit’s Opinion would be
compromised. This is a West Yorkshire wide issue and has been raised with the West
Yorkshire Audit Consortium and added to the CCG’s risk register.
Jon Cooke attended the meeting and tabled a Y&HCS Auditor Reporting Update and a
rectification plan.
Jon explained that in year 1 of Y&HCS the responsibility for delivering a Service Auditor
Report (SAR) was that of NHS England. For 2014/15 it became the responsibility of
Y&HCS and the SAR testing was split into two half years to form two audits rather than
one, this in effect doubled the cost of providing these reports.
Jon proposed that for 2014/15 Y&HCS work with the CCG Internal Auditors to review
services and provide the CCG with some assurance. Andrew Pepper thanked Jon for
the explanation of the Y&HCS’s position regarding cost pressures and commented that
it was a sensible idea to pool resources at this time.
Sandra Cheseldine advised that the mandatory areas are only one element and
assurance of other areas would be welcome.
Rhod Mitchell asked what plans are in place for next year and it was suggested that
the first six months of the year should concentrate on SARs for the mandatory areas
and the remaining six months should review optional areas following discussion with
NHS England.
Michelle Marsden referred to boundary reviews already undertaken and these will be
re‐visited to see what has already been done. Sandra Cheseldine asked for the report
provided by Deloittes, the auditors for Y&HCS, to be shared with the CCG when it is
finalised.
Following a detailed discussion it was recommended that delegated authority should
be given to Andrew Pepper to put arrangements in place to scope what Internal Audit
are able to assist with and negotiate the cost.
It was RESOLVED that:
i)
ii)

15/18

the Committee noted the verbal update; and
Andrew Pepper has delegated authority to scope what Internal Audit are able to
assist with and negotiate the cost.

Contract Award Update
Andrew Pepper presented this update providing details of the contracts awarded in
the period from December 2014 to January 2015.
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It was RESOLVED that:
i)
15/19

the Committee noted the content of the paper

Internal Audit and Counter Fraud Progress Report
Michelle Marsden presented this progress report noting that final reports have been
issued as follows:



Financial Transactions – Significant Assurance
Information Governance Toolkit – Internal Audit opinion not applicable

It was noted that draft reports have been issued in respect of; Assurance Framework;
Continuing Healthcare; Risk Management and Safeguarding.
Nigel Bell advised that the West Yorkshire Audit Consortium (WYAC) has been
successful in winning the contract for internal audit and Counter Fraud for the three
Leeds CCGs from 1 April 2015. This follows on from the successful bid for Leeds and
York Partnership Foundation Trust. With regard to the renewal of the WYAC contract
it was agreed that Sandra Cheseldine and Andrew Pepper would discuss outside of the
meeting.
Appendix B of the report provides details of the progress against the counter fraud
plan, including the work completed since the last Audit Committee meeting in
December 2014.
A discussion took place regarding the three year internal audit plan and Sandra
Cheseldine commented that following the completion of the first year of the plan she
would like to review the plan. Michelle Marsden confirmed that she had met with
Andrew Pepper to review the plan and would contact Sandra to arrange to discuss the
plan.
It was noted that the Mobile Policy had been presented and reviewed at the February
Integrated Governance Committee meeting and approved, subject to some minor
amendment following final contract details with the new supplier of mobile devices.
Dr Clive Harries wanted the option to be considered for staff being able to use their
own mobile devices in the workplace at some time in the future.
It was RESOLVED that:
i)

15/20

the Committee noted the content of the Internal Audit and Counter Fraud
progress report

External Audit Technical Update
Linda Wild presented this update and confirmed that KPMG were holding an Audit
Committee Seminar at their Leeds Office on 5 March 2015. Linda agreed to share the
slides from this event including any outcomes with the Audit Committee members.
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It was RESOLVED that:
i)
15/21

the Committee noted the report

Audit Plan 2014/15
Linda Wild presented the Audit Plan detailing the work KPMG will be undertaking. It
was noted that the plan is in the usual format and the judgement from this work will
be presented in the audit opinion included within the CCG’s financial statements to be
issued by 29 May 2015. The results of this work will inform KPMG’s Value For Money
(VFM) conclusion.
Linda informed the Committee that with regard to specific VFM audit work, KPMG
have considered the VFM risks at the planning stage of the audit and highlighted a key
issue arising, this is detailed in the plan. Although this has not been identified as a
significant risk to the VFM conclusion it is an area requiring additional audit focus.
It was RESOLVED that:
i)

15/22

the Committee noted the Audit Plan for 2014/15

Any other business
No other business was raised.

15/23

Date and time of next meeting
Thursday, 30 April 2015, 9.30 to 11.30 am, Boardroom, White Rose House.
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Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 19 February and 19 March 2015.
Executive Summary:
19 February 2015
 Deep Dive Presentation by MYHT on the Hip Fracture Pathway.
 Integrated Quality and Performance report noting:
o due largely to unprecedented demand A&E performance has not met the target for December
o the CCG and MYHT have not met the required standards for cancer indicators for 62 day waits for
referrals from NHS screening programme for the month;
o the CCG has not met the required standards for cancer indicators for 62 day waits from GP referrals
for the month and year to date position;
o the CCG and MYHT have met the monthly Referral to Treatment – incomplete pathway
performance for the fourth consecutive month;
o following discussion it was agreed an analysis of complaints received would be included in next
month’s report.
 Quarter three Health and Safety report was presented and included the results of a recent planned audit of
health and safety. As part of the audit a sample check was undertaken to ascertain whether staff know how
to report an incident. 88% of staff surveyed knew how to report an incident and 53% of staff had read the
Incident Reporting policy. A request will be made to all line managers to ensure staff read the policy.
 The CCG Assurance Framework was presented following a refresh of the document that took place during
January and February 2015.
 Risk Register report was presented noting as at 11 November 2014 there are 59 risks on the risk register.
The report will be presented to the Governing Body in March 2015.
 Quarter three Incident Report presented noting that eight information governance incidents were reported
during the period and a number of the incidents relate to information governance errors from external
organisations.
 Revised Claims Policy was presented and approved.
 Mobile Policy was presented and the Committee approved delegated authority to the Chief Finance Officer
to sign off the policy after any amendments made following final contract details with the new supplier of
mobile devices.
 Month 10 Finance Report presented advising that the CCG has a year to date surplus of £6,528k with a
forecast year end position of £7,612k.
 Financial Plan 2015/16 tabled noting that the CCG programme allocation in 2015/16 is £467,131k and
running costs have been set at £7,695k including the 10% reduction from 2014/15. A further iteration of
the financial plan is to be submitted on 27 February 2015 and this will inform the 2015/16 strategic plan for
the Governing Body in March.
 Contract Governance and Assurance bi‐monthly report was presented.



Verbal update on IM&T noting the successful launch of Skyline, the CCG’s new intranet.

19 March 2015
 Month 11 Finance Report presented noting:
o Year to date surplus of £7,070k with a forecast year end position of £7,612k;
o All key performance targets are green with the exception of QIPP delivery and activity trends;
o Discussions are ongoing with Mid Yorkshire Hospitals NHS Trust to agree the forecast outturn;
o Difference identified in data from the CCG and NHS England regarding vascular coding activity,
discussions are ongoing.
 Information Governance Quarterly Update noting that the Information Governance toolkit was almost
complete and a copy of the draft IG work programme was shared for information.
 The regular SIRO/Caldicott Guardian Update was presented noting that there are currently three open
items on the register.
 Freedom of Information report presented confirming that for the period April 2014 to February 2015 the
CCG responded to all FOI requests within the statutory deadline of 20 days. Also confirmed that the
Publication Scheme will go live on the CCG website from next week.
 The Committee approved the Any Qualified Provider process for the procurement of community
consultant‐led general/vascular surgery and non‐urgent ophthalmology care.
 A verbal update of Business Continuity was received noting that a joint draft Business Continuity Strategy
for both Wakefield and North Kirklees CCGs is being developed together with a Business Continuity policy
and workplan.
 Individual Funding Requests Improvement Plan 2015 update was presented detailing improvements made
over the last six months with a recommendation for the plan to be closed down and this was approved. It
was acknowledged that improvements are still required regarding the process and receipt of papers for the
Individual Funding Requests panel and it is hoped the use of the Bluteq system will improve the process.
 Individual Funding Requests policy was presented and amendments were agreed. Delegated authority to
approve the amended policy was given to the Chair of the Audit Committee.
 A position statement in respect of the Continuing Health Care Team was presented including retrospective
reviews and the contracts and invoices position.
 Research Activity paper presented including a description of the research work undertaken for the period 1
April to 31 December 2014.
 An update on Risk Stratification was presented noting that all GP practices have access to the risk
stratification tool and 39 of the 40 practices are taking part in the enhanced service. In light of the progress
outlined in the paper it is recommended that the Chief Officer, Caldicott Guardian and Chief Finance Officer
sign the assurance statement.
 The regular Integrated Quality and Performance report was presented noting:
o A&E performance at MYHT has not met the required standard for Month and the year to date
position;
o The CCG and MYHT have met the monthly Referral to Treatment – incomplete pathway
performance for the fifth consecutive month;
o 18 week Referral to Treatment Waiting Times – Completed Non Admitted pathways target not
achieved for month and year to date with 16 specialities in total that have failed at trust level;
o MYHT have failed to meet maximum 62 day wait from referral linked to the NHS Screening
Programme to start first treatment for all cancers for month position;
o The Friends and Family test is showing positive results;
o MYHT achieved all Q3 CQUINs
o Francis Action Plan has been completed and reviewed by the Quality Intelligence Group with a
recommendation to the Committee to formally sign off the plan.
 Winterbourne Update was presented providing a summary of the current position noting that CCGs are
required to complete a weekly tracker of all inpatients (in and out of district) with a learning disability, this is
also backed up a weekly conference call with NHS England.

Agenda item: 15b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 February 2015
Present:

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

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

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
and Contracting
Associate Director of Service Delivery &
Quality
MYHT Consultant Geriatrician (item 15/28)
MYHT Orthopaedic Consultant (item 15/28)
MYHT Patient Services Manager (item
15/28)
MYHT Performance Manager (item 15/28)
MYHT Graduate Trainee (item 15/28)
Quality Manager (item 15/28)
Head of Contracting and Commercial
Strategy (item 15/29 )
Quality Co‐ordinator (item 15/29)
Planning and Performance Manager (item
15/29)
Senior Associate Governance & Risk – YGCS
(item 15/30)

Michele Ezro
Dr Vidhya Nair
Mr Manjit Bhamra
Paul Cunningham
Shaun Boffey
Nilam Tai
Elaine Horder
Matt England
Andrew Singleton
Jamie Marsh
Louise Handley

15/23

Adam Bassett

Senior Associate Governance & Risk –
YHCS (items 15/31/, 15/32, 15/33,
15/34)

Susan Allan‐Kirk
Angela Peatfield

HQ Services Manager (item 15/35)
Minute taker

Apologies for Absence
Apologies for absence were received from Jo Webster, Jo Pollard, Katherine Bryant.

15/24

Declarations of Interest
No declarations of interest were declared.
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15/25

Minutes of the Meeting held on 20 January 2015
The minutes of the meeting held on 20 January 2015 were approved as an accurate
record.

15/26

Action Sheet from the Meeting held on 20 January 2015
It was noted all actions from the meeting held on 20 January were complete.

15/27

Matters Arising
There were no matters arising.

15/28

Deep Dive – Hip Fracture Pathway
Dr Nair and colleagues attended the meeting to give a presentation on the Hip
Fracture Pathway. Dr Nair presented the successes as:




Joint care model
Perioperative assessment by a Geriatrician within 72 hours
Good falls and bone health assessment

And the challenges as:








Timely access to theatre
Pressure ulcers
Length of stay – access to ICT and long term care
September 2013 – removal of Hip Fracture Specialist Nurse
October 2014 – removal of Hip Fracture Health Care Assistant
Trauma Co‐ordinator vacancies
Workforce vacancies

Dr Nair advised that in August 2014 a Quality Improvement Group developed an action
plan including the need for patients to have access to physiotherapy services 7 days a
week and the requirement for a Hip Fracture Specialist Nurse.
A discussion followed and Dr Phil Earnshaw acknowledged the workforce issues and
asked what the CCG could do to help achieve improvements in the service. Paul
Cunningham confirmed that a full review of the service and development of a new
pathway is currently being undertaken. Shaun Boffey advised that both the medical
and surgical teams have the same Director and there is a weekly meeting held where
issues can be raised.
Dr David Brown asked when the plan would be shared with the CCG and Paul
Cunningham advised that it should be available to the CCG in the next few months.
Shaun Boffey confirmed that he would be ensuring that the actions are completed and
the CCG are kept up to date with progress.
It was agreed that Dr Nair would attend the Integrated Governance Committee in
approximately three months to provide an update on the actions completed.
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It was RESOLVED that:
i)
15/29

the Committee noted the Hip Fracture Pathway Presentation

Integrated Quality and Performance Report
Matt England, Jamie Marsh and Andrew Singleton attended the meeting to present
this report providing an update against the CCG strategic objectives, quality premium
and details of key exceptions and successes.
Matt highlighted the following:





A&E performance has not met the target for December, as previous intelligence
anticipated. This is due largely to unprecedented demand.
The CCG and Trust have not met the required standards for cancer indicators for
62 day waits for referrals from NHS screening programme for the month.
The CCG has not met the required standards for cancer indicators for 62 day waits
from GP referrals for the month and YTD position.
The CCG and MYHT have met the monthly Referral to Treatment – Incomplete
pathway performance for the fourth consecutive month.

Dr Phil Earnshaw queried what improvements are being made in respect of the Stroke
Service. Andrew Singleton responded saying an update on the trial of the new
pathway is being provided on a quarterly basis to the MYHT Executive Quality Board.
It was noted there are considerable workforce issues within the service and Dr Phil
Earnshaw advised that he had raised concerns with the Trust Development Agency,
Care Quality Commission and NHS England to seek assurance that staffing levels at
MYHT are safe.
Rhod Mitchell referred to page 33 of the report detailing the complaints received and
asked whether any analysis is being done regarding complaints received. Following
discussion Andrew Singleton agreed to provide an update in the Integrated Quality
and Performance report next month.
Dr David Brown queried whether the numbers of transfer of care out of area were
available. Matt England agreed to raise this with Sally Bell, MYHT Systems Resilience
Lead.
It was RESOLVED that:
i)
ii)
15/30

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.

Health and Safety Report
Louise Handley attended the meeting to present the Health and Safety report
providing an overview of the operational health and safety activity during quarter
three. It was noted that the Display Screen Equipment and New and Expectant
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Mothers policies have been reviewed and scheduled to be discussed at the Staff
Forum on 3 February. The policies will be presented to a future meeting of the
Integrated Governance Committee for approval.
The latest figures for staff training were included in the report. It was agreed that a list
of the staff who have not yet completed their mandatory training will be forwarded to
Andrew Pepper.
The report also included the results of a recent planned audit of health and safety. As
part of the audit a sample check was undertaken to ascertain whether staff know how
to report an incident. It was noted that 88% of staff surveyed were aware of how to
report an incident and 53% of staff had read the CCG’s Incident Reporting Policy. It is
proposed that a request is made to all line managers to ensure that staff read the
Incident Reporting Policy.
It was RESOLVED that:
i)

ii)

15/31

the Committee noted the actions taken in Quarter 3 to ensure compliance with
relevant Health and Safety Executive legislation, national priorities and guidance;
and
a request is sent to line managers to ensure that all staff read the Incident
Reporting Policy and communicate to all staff how to access the incident
reporting form following the audit results detailed in the report.

CCG Assurance Framework
Adam Bassett attending the meeting to present this paper and advised that the
Assurance Framework was considered by the Audit Committee on 16 December 2014
and several recommendations were made and these are detailed in the paper.
It was noted that during January and February 2015 the Assurance Framework has
been refreshed through discussions with each lead and 11 risks are identified and it
was acknowledged the process had worked well.
It was RESOLVED that:
i)
ii)

15/32

the Committee noted the updated 2014/15 Board Assurance Framework for
NHS Wakefield Clinical Commissioning Group; and
agreed that the 2014/15 Board Assurance Framework is presented at the
Governing Body meeting on 10 March 2015.

Risk Register Report
Adam Bassett presented this report detailing the results following the latest review
cycle consisting of a review by the Risk Owner, Senior Manager and Director.
As of 11 November 2014 there are 59 risks on the risk register and these are detailed
in the report.
Sandra Cheseldine suggested that the score for risk number 433 should be reviewed
following a process being put in place and a number of the service reviews already
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having been completed with the details shared at recent Integrated Governance
Committee meetings.
It was RESOLVED that:
i)
ii)

15/33

the Committee noted the Risk Register for NHS Wakefield Clinical Commissioning
Group as a correct reflection of the current position; and
agreed that the Risk Register be considered by the Governing Body on 10 March
2015.

Incident Report
Adam Bassett presented this report advising that eight information governance
incidents were reported during quarter three noting this was a reduction on the
information governance incidents reported in quarters one and two, indicating that
the actions recently taken by the CCG and outlined in the report are proving successful
in reducing the number of these incidents. It was acknowledged that a number of the
incidents relate to information governance errors from external organisations.
There were no health and safety or security incidents reported during this period.
It was RESOLVED that:
i)

15/34

the Committee noted the incidents reported during Quarter 3 2014/15

Claims Policy
Adam Bassett presented this revised policy taking into account the new reporting
guidance from the CCG’s insurers, the NHS Litigation Authority and to include a new
procedure for the management of claims. The claims handling procedure provides
guidance to staff on the process to be followed and their role and responsibilities.
Claims will be viewed in conjunction with complaints and incidents and learning will be
reported back to the Integrated Governance Committee. As a commissioner of NHS
services, the number of claims received by the CCG is likely to be limited.
It was RESOLVED that:
i)

15/35

the Committee approved the revised NHS Wakefield Clinical Commissioning
Group Claims Policy and Procedure

Mobile Policy
Susan Allan‐Kirk attended the meeting to present this policy following the decision to
bring the management of its mobile devices in‐house to enable the CCG to better
monitor and control the use of the devices.
Staff will have the choice of two options for using their mobile devices. Option two
allows individuals to use CCG devices for personal use, a regular fixed fee will be
charged. A discussion followed regarding the fixed fee and one suggestion was that a
fixed fee would be set and a six month review of the costs would take place. If
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individual costs are significant there may be a need to consider personalising the
costings.
All mobile devices will be configured for national access only. International use can
only be arranged with the approval of the CCG’s Chief Finance Officer. It was noted
that a data cap will be applied to mobile devices when the CCG takes control of mobile
devices.
It was RESOLVED that:
i)
ii)

15/36

the Committee reviewed the policy; and
approved delegated authority to Andrew Pepper, Chief Finance Officer to
sign off this policy following any amendments made following final
contract details with EE the new supplier of mobile devices.

Finance Report Month 10
Karen Parkin presented month 10 Finance report advising that the CCG has a year to
date surplus of £6,528k with a forecast year end position of £7,612k. All key
performance targets are green with the exception of QIPP delivery and activity trends.
This month’s Key Focus Area is on budget setting.
Karen highlighted the following:






The running costs allowance has increased by £483k which relates to the Quality
Premium Allocation (QP). NHSE have advised that expenditure for QP can be
within programme or running costs, but the allocation should be included in
running costs for NHSE accounts consolidation purposes;
Prescribing data has been received for month 8. Using this data and applying
profiles published by NHS Business Service Authority the position to date is
overspending, however the overspend has reduced from last month due to the
recalculation and profiling by NHS Business Service Authority;
The application for Prime Ministers Challenge Fund wave 2 was submitted to NHSE
on 16 January 2015. The bid has progressed through to a shortlist and the bid
team are currently working on additional information that NHSE have requested.

Andrew Pepper commented that the main risks to the position including the Acute
Sector were the high cost of drugs and it was noted that discussions continue with
MYHT regarding this issue. MYHT have advised that there has been increased demand
and there is overtrade on elective work. Clarification is also being sought from NHS
England regarding the funding of the increased elective work.
A discussion took place regarding Continuing Care noting that a revised forecasting
method has been introduced resulting in a stabilised position over the last few
months. With effect from 1 April 2014 patients are able to request a Personal Health
Budget (PHB), this will be closely monitored as patients may choose to have care
delivered in a different way to meet their need. It was acknowledged that there may
be a need to reduce block contracts in the future.
It was RESOLVED that:

Page 6 of 8

i)
15/37

the Committee noted the contents of the report

Financial Plan 2015/16
Andrew Pepper tabled this report providing highlights from the 2015/16 budget for
the CCG. On 19 December 2014 NHS England published the funding allocations that
CCGs will receive for 2015/16. It was noted that the CCG programme allocation in
2015/16 is £467,131k and Running Costs have been set at £7,695k including the 10%
reduction from 2014/15.
Andrew informed the Committee of an early assessment of the revised tariff approach
for 2015/16 which was issued earlier that day.
A discussion took place regarding risks and mitigations including risks relating to
surplus drawdown assumptions, changes to specialised commissioning and delegated
co‐commissioning, Continuing Health Care demand and risk to the delivery of QIPP. It
was noted that at present the assessments of risk exceed available opportunities.
An assessment of QIPP is underway with actions for lead managers to “turn green” as
many QIPP plans as possible with an action to also consider new QIPP plans.
The Yorkshire and Humber Commissioning Support pricing schedule is still awaited and
meetings are arranged to discuss the detail.
The CCG is required to submit a further iteration of the financial plan on 27 February
2014. There are likely to be some changes to the information presented in the draft
budget between now and planned submission date including:







Update on current contract negotiations
Reflect output of NHS England guidance in the absence of an agreed 15/16 tariff
and impact on providers and non‐recurrent resources
Confirmation of surplus drawdown which impacts both brought forward surplus
(due to CHC risk pool) and carried forward surplus (limited to level of permitted
drawdown)
Further iteration of QiPP via the Planning and Delivery Group
Emergent actions with regard to running costs
Reflection of national guidance (awaited) regarding the operationalization of the
Better Care Fund

It was RESOLVED that:
i)

15/38

the Committee noted that the budget approach forms the basis of our financial
planning assumptions in February which will inform the 2015/16 strategic plan for
Governing Body in March

Contract Governance and Assurance
Matt England attended the meeting to present this paper detailing the commissioning
procurement decision timetable and contract re‐negotiation process by service and
provider.
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One healthcare contract remains outstanding relating to Marie Curie, although the
grant was made in April 2014 and will form part of the review of Provider
Management from Yorkshire and Humber Commissioning Support.
It was RESOLVED that:
i)
15/39

the Committee noted the update regarding contract governance and assurance

IM&T
Matt England gave a verbal update on IM&T noting the successful launch of Skyline,
the CCG’s new intranet.
It was noted that a development plan for the next 12 months including future plans for
IT support is to be produced.
It was RESOLVED that:
i)

15/40

the Committee noted the verbal update

Minutes of meetings
The minutes of the following meetings were shared for information:
(i) Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of
meeting held on 15 January 2015
(ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 11 December 2014
(iii) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held
on 14 January 2015
(iv) Quality Intelligence Group – minutes of meeting held on 20 January 2015
(v) System Resilience Group – minutes of meetings held on 23 December 2014
Sandra Cheseldine raised a query regarding the MYHT Executive Quality Board minutes
from the meeting held on 15 January and the issue regarding delayed discharges. It
was proposed that a Deep Dive on Delayed Discharges should take place.

15/41

Consider future topics for Deep Dive
Delayed Discharge was suggested as a future deep dive topic.

15/42

Any other business
No other business was raised.

15/43

Date and time of next meeting:
Thursday, 19 March 2015, 2.00 to 5.00 pm 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 March 2015
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr David Brown
Andrew Pepper
Jo Pollard

Lay Member
Lay Member
Nominated Clinical Member
Chief Finance Officer
Chief of Service Delivery and Quality

In Attendance:

Sandra Cheseldine
Katherine Bryant
Gemma Reed
Caroline Wray

Lay Member
Governance & Board Secretary
Senior Governance Officer
Head of Information Governance – YHCS
(item 15/60)
Senior Commissioning Manager (item 15/63
& 15/64)
Mid Yorkshire Systems Resilience Lead
(item 15/65)
Head of Individual Funding Requests – YHCS
(item 15/66 & 15/67)
Deputy Lead Nurse – YHCS (item 15/68)
Operational Clinical Lead ‐ YHCS (item
15/68)
Research – YHCS (item 15/69)
Public Health Manager – Local Authority
(item 15/70)
Quality Co‐ordinator (item 15/71)
Planning and Performance Manager (item
15/71)
Senior Commissioning Manager (item
15/72)
Minute taker

Tracy Morton
Sally Bell
Allison Ball
Alison Hall
Jo Harrison
Stella Johnson
Gill Day
Andrew Singleton
Jamie Marsh
Chris Makin
Angela Peatfield
15/54

Apologies for Absence
Apologies for absence were received from Jo Webster, Dr Phil Earnshaw, Dr Avijit
Biswas and Sharon Fox

15/55

Declarations of Interest
Dr David Brown declared an interest in Paper 7i regarding Community Consultant‐Led
General/Vascular Surgery.

15/56

Minutes of the Meeting held on 19 February 2015
The minutes of the meeting held on 19 February 2015 were approved as an accurate
record.
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15/57

Action Sheet from the Meeting held on 19 February 2015
It was noted all actions from the meeting held on 19 February were complete except
action 15/28 which will be presented at the May meeting.

15/58

Matters Arising
There were no matters arising.

15/59

Finance Report Month 11
Andrew Pepper presented this report noting that the CCG has a year to date surplus of
£7,070k with a forecast year end position of £7,612k. All key performance targets are
green with the exception of QIPP delivery and activity trends. This month’s Key Focus
Area is on budget setting.
Andrew highlighted the following:





NHS England match and move process managed by Monitor is on track and being
monitored weekly albeit fundflows remain to be agreed;
Discussions are ongoing with Mid Yorkshire Hospitals NHS Trust to agree the
forecast outturn;
Difference identified in data from the CCG and NHS England regarding vascular
coding activity, discussions are ongoing;
National Fraud Initiative is a data matching exercise, 144 possible matches were
identified by the initiative, all were thoroughly investigated and no duplicate
payments were found.

A discussion followed and Sandra Cheseldine referred to the Better Payment Practice
Code and queried whether invoices will be turned around in time. Andrew responded
that vacancies in the Yorkshire and Humber Commissioning Support were causing
some issues with receiving invoices and dealing with the invoices. Andrew
commented that the system will improve once the service is amended as part of the
YHCS charges.
It was RESOLVED that:
i)
15/60

the Committee received and noted the contents of the report.

Information Governance Quarterly Update
Caroline Wray attended the meeting to present this report. Katherine Bryant opened
the discussion by advising that the Information Governance toolkit was almost
complete and will be submitted next week. Katherine confirmed that the issue
regarding the Virtual Private Network (VPN) had been resolved.
Caroline highlighted the following from the report:


Six additional signatories have been added to the Inter Agency Sharing Protocol;
Barnsley Hospital NHS Foundation Trust, Berneslai Homes, Healthwatch
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Wakefield, Manningham Housing Association, Sheffield City Council and Turning
point;
ICO Registration has been renewed;
A full report following an information governance survey will be completed in April
2015;
The conclusion of the Subject Access Request Audit held in January 2015 is that
the CCG maintains comprehensive records and there are clear procedures in
operation for recognising and responding to individual’s request for access to their
personal data;
A total of 9 data flows were documented in the Data Flow Report for 2014/15, no
major concerns were identified as part of the flow mapping exercise;
A copy of the draft IG work programme was shared for information; and
The next YHCS SIRO forum is scheduled for 15 April 2015. Following notification
that there is no longer a requirement by the Health and Social Care Information
Centre to produce an action plan based on the Caldicott Principles, the CCG are
considering how to proceed.

Rhod Mitchell queried whether there would be any information governance actions
following the recent success of two local initiatives chosen as national ‘vanguards’ to
pioneer new models of care. It was noted that if any information governance actions
are highlighted they will be included in the IG Workplan for 2015/16.
It was RESOLVED that:
i)

15/61

the Committee noted and approved the content of the IG update report,
including the IG toolkit overview and workplan.

SIRO/Caldicott Guardian Update
Katherine Bryant presented this paper providing an update on the Caldicott Guardian /
Senior Information Risk Owner requests received up to and including 13 March 2015.
Katherine advised that there are currently three open items on the register.
It was RESOLVED that:
i)

15/62

the Committee noted the report.

Freedom of Information
Katherine Bryant informed the Committee that her colleague, Gemma Reed, Senior
Governance Officer, is now the Freedom of Information (FOI) lead and will be
presenting the report at future meetings.
Katherine confirmed that for the period April 2014 to February 2015 the CCG
responded to all FOI requests received within the statutory deadline of 20 days. It was
noted that one FOI request response had been challenged and the requestor asked for
an internal review. The internal review was carried out and the complaint was not
upheld.
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Two exemptions were applied to two FOI requests in total for the last three months.
It was noted that the Publication Scheme will go live on the CCG website with effect
from next week. Andrew Pepper advised the members that this was an excellent piece
of work and Governing Body members will receive an email with a link to the website
when it goes live.
It was RESOLVED that:
i)

15/63

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

Community General Surgery Procurement Recommendation
Tracy Morton attended the meeting to present this report advising that in February
2015 the Clinical Cabinet recommended to continue with the community consultant‐
led general/vascular service. The service is currently provided by two community
providers in the South East of the district. The CCG’s contract for these services ends
on the 30 June 2015.
The paper outlines a critical appraisal of the two procurement options:
a Advertise an Any Qualified Provider Process, with an accreditation period of 1 July
2015 to 1 July 2018; or
b Commence a competitive procurement for a single provider of non‐urgent
community consultant led general/vascular services .
Tracy highlighted that undertaking an Any Qualified Provider process may identify
other providers who may wish to provide this service and this will increase choice for
patients. Tracy confirmed that the Consultant led national tariff will apply, if not
consultant led a local tariff will be agreed.
A discussion followed and it was agreed that Tracy would arrange for the existing
providers of the service to receive a letter advising of the Any Qualified Provider
process.
Stephen Hardy raised a concern that this felt like opening up a private market.
Andrew Pepper responded confirming that a Market Engagement Strategy will be
developed within the next couple of months.
It was RESOLVED that:
i)

15/64

the Committee approved the Any Quality Provider process for the procurement
of community consultant‐led general/vascular surgery.

Community Ophthalmology Procurement Recommendation
Tracy Morton presented this paper outlining two options for the procurement of ‘non
urgent’ ophthalmology care:
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a Advertise an Any Qualified Process with an accreditation period of 1 July 2015 to
1 July 2018; or
b Commence a competitive procurement for a single provider of non‐urgent
ophthalmology care, with the need to extend the CCG’s current contract for the
community ophthalmology service, whilst this exercise is undertaken.
It was noted that the business case and clinical specification was approved by the
Clinical Cabinet in February 2015.
Tracy explained that when the CCG’s contract for a community ophthalmology service
ends on 1 July 2015. Following a previous Any Qualified Provider process for cataract
surgery this has highlighted that there are five new providers and MYHT who are able
to provide this care within the Wakefield District. This will help ease the pressure on
the MYHT service.
A discussion followed and a more pro‐active approach in highlighting the referral
options available was suggested in changing the behaviour of referrers, acknowledging
that a large number of referrals are received through community opticians. It was
agreed that Tracy Morton would take this forward.
Dr David Brown asked whether the service would be available on Choose and Book
and Tracy confirmed that it would. This will also help to highlight the referral options
and make the process easier.
It was RESOLVED that:
i)

15/65

the Committee approved the Any Qualified Provider process for the procurement
of non‐urgent ophthalmology care.

Business Continuity Update
Sally Bell attended the meeting to give a verbal update advising that a joint draft
Business Continuity Strategy for both Wakefield and North Kirklees CCGs is being
developed together with a Business Continuity policy and workplan. These will be
presented at a future Integrated Governance Committee meeting.
It was acknowledged that Sally Bell is receiving requests for information from NHS
England on a regular basis at the moment. Dr David Brown commented that the
pressure in GP practices is not acknowledged or included in these national information
gathering requests. Sally Bell responded that this gap has been acknowledged.
It was RESOLVED that:
i)

15/66

the Committee noted the verbal update.

Individual Funding Requests Improvement Plan 2015
Allison Ball attended the meeting to present an update on the Individual Funding
Request Improvement Plan that was put in place following concerns raised by the CCG
in September 2014 regarding the quality of the service following staff changes. This
paper provides details of the improvements made over the last six months with a
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recommendation for the plan to be formally closed down.
Allison advised that there is one outstanding issue from the improvement plan
regarding training for new Panel members and this issue has been added to the IFR
workplan. It was agreed that Sandra and Jo Pollard would review the training
programme once it has been completed.
Sandra Cheseldine acknowledged that improvements had been made, however there
are still issues with papers received for panel meetings. Allison advised that papers
are to be sent out to panel members using the Bluetq system as well as the paper
based system. It is anticipated that the use of Bluteq should see greater improvement
regarding the issuing of paper for panel meetings. It was agreed that Jo Pollard would
arrange to meet with Sandra Cheseldine to pick up any issues on the process and this
would be reviewed on a monthly basis with feedback being provided through the
regular contracting meetings.
Dr David Brown commented on the issue of open MRI scans and Allison Ball agreed to
seek clarification on the progress of the policy regarding MRI scans.
It was RESOLVED that:
i)

ii)

15/67

the Committee approved the improvement plan to be closed down, noting that
the outstanding issue regarding the training of new panel members will be added
to the IFR work plan; and
agreed to the sending out of papers to panel members using the Blueteq system
as well as the current paper based system for a period of three months .

Individual Funding Requests Policy
Allison Ball presented the Individual Funding Requests policy for approval. Allison
advised that the contact details in the policy have been updated and also the section
on urgent requests to ensure they are considered within an appropriate timescale.
A discussion took place regarding who should be contacted when an urgent clinical
decision was required and it was agreed that GP members of the Governing Body
would be contacted regarding urgent clinical decisions and the policy would be
amended to reflect this. Contact details for the GP members of the Governing Body
would be forwarded to Allison Ball.

Allison agreed to review the Terms of Reference to ensure they were correct and
would arrange for these to be added to the policy as an appendix.
Following the amendments to the IFR policy it was agreed that authority would be
delegated to Sandra Cheseldine to approve the policy on behalf of the Integrated
Governance Committee.
It was RESOLVED that:
i)

the Committee agreed the amendments to the policy and gave delegated
authority to Sandra Cheseldine to approve the amended policy on behalf of the
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Integrated Governance Committee
15/68

Position Statement for Continuing Health Care Team
Allison Hall and Jo Harrison attended the meeting to present this paper providing a
position statement in relation to the Continuing Health Care Team, retrospective
reviews and the contracts and invoices position.
Allison highlighted the following:





A service redesign process and revised staffing structure has been undertaken and
is awaiting sign off by the CCG lead;
Overdue CHC reviews have been a high priority for 2014/15 and there is an action
to increase the completed Decision Support Tools to five per week, this remains in
place and all staff are receiving support in order to achieve this;
Progress has been made with regard to retrospective cases and it is anticipated
that the August deadline will be met;
Implementation of the Personal Health Budget strategy continues to be
progressed and performance information is included within this paper;

Stephen Hardy queried the cost of some of the care packages and Allison responded
advising that there are a small number of bespoke packages including learning
disability packages that are high cost. Allison also informed the Committee that the
Wakefield district has a higher cost for care than some other areas across the district.
Following discussion it was suggested that a cost analysis of how many cases there are
on each care package would be helpful.
Sandra Cheseldine raised a concern as to whether all the retrospective cases would be
completed by August 2015 and Allison confirmed that the target would be achieved.
Andrew Pepper advised that with regard to the provision for the year end this is as
reasonable and accurate as possible. Andrew also advised that there are some shared
care packages with the Local Authority which need to be discussed with Local
Authority colleagues.
It was RESOLVED that:
i)
15/69

the Committee noted the content of the report.

Research Activity
Stella Johnson attended the meeting to present this paper providing a description of
the work that Yorkshire and Humber Commissioning Support has undertaken with
regard to research on behalf of the CCG for the period 1 April to 31 December 2014.
Stella highlighted the following:




Three amendments to existing open studies have been processed;
49 participants have been recruited into ongoing research studies up to 31
December 2014; and
Two ARC forums, one focusing on End of Life and Palliative Care and one on
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Patient Experience have continued to provide a unique opportunity for the CCG
lead commissioners to discuss research evidence relevant to their area of
commissioning. Following the CCG endorsement of the ASPIRE opt‐out approach
for phase two of the study this has now received National Research Ethics Service
approval.
It was noted that YHCS is seeking to increase awareness and engagement with
research through attendance at Target events and they continue to provide statutory
governance for all West Yorkshire CCGs.
It was RESOLVED that:
i)

15/70

the Committee agreed for the YHCS to continue to support the areas that the
Committee feel are beneficial for the YHCS to target on behalf of the CCG in order
to increase engagement and recruitment of research in the Wakefield area.

Risk Stratification Update
Gill Day attended the meeting to present this paper providing an update regarding risk
stratification. The Yorkshire and Humber Commissioning Support risk stratification
tool has been operational in Wakefield since August 2013, all GP practices have access
and 39 of the 40 practices are taking part in the enhanced service.
It was highlighted that Wakefield CCG has not completed/returned the risk
stratification assurance statement to NHS England as there are a number of actions
outstanding. It was noted there are elements of the risk stratification action plan to
support CCGs with CAG approval that have been updated. Gill advised that there are
other CCGs who, like NHS Wakefield CCG, have not yet signed the Section 251
assurance statement.
The Committee discussed the areas of assurance outlined in the paper. In light of the
progress outlined in the paper it is recommended that the Chief Officer, Caldicott
Guardian and Chief Finance Officer (as SIRO) sign the assurance statement.
It was RESOLVED that:
i)

ii)

15/71

the Committee discussed the updated Risk Stratification Action Plan to support
the CCG with CAG approval to ensure that NHS Wakefield CCG is compliant with
the requirement placed on the CCGs by NHS England; and
the Chief Officer, Caldicott Guardian and Chief Finance Officer (as SIRO) sign the
s251 assurance statement to NHS England.

Integrated Quality and Performance Report
Jamie Marsh and Andrew Singleton attended the meeting to present this report
providing an update against the CCG strategic objectives, quality premium and details
of key exceptions and successes.
Jamie highlighted the following:
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A&E performance at MYHT has not met the required standard for Month and the
Year to Date position;
The CCG and MYHT have met the monthly Referral to Treatment – Incomplete
pathway performance for the fifth consecutive month;
18 Week Referral to Treatment Waiting Times – Completed Non Admitted
pathways target not achieved for month and year to date with 16 specialities in
total that have failed at trust level. Weekly reports highlight the target may have
improved in February but this is un‐validated at present; and
MYHT have failed to meet maximum 62 day wait from referral linked to the NHS
Screening Programme to start first treatment for all cancers for month position.
The underperformance in CCG monthly position is due to two breaches of the
standard.

Andrew highlighted the following:




the Friends and Family test is showing positive results;
MYHT achieved all Q3 CQUINs
Francis Action Plan has been completed and reviewed by the Quality Intelligence
Group with a recommendation to the Committee to formally sign off the plan

It was also noted that the CHKS report has been received and is being considered.
It was RESOLVED that:
i)
ii)
iii)
15/72

the Committee noted the current performance in the report;
approved the actions being taken to address areas of performance; and
approved the closure of the Francis Action Plan

Winterbourne Update
Chris Makin attended the meeting to provide a summary of the current position in
relation to the Winterbourne View cohort of people with a learning disability placed in
a hospital setting from Wakefield. It was noted that Wakefield, like other CCGs,
completes a weekly tracker of all inpatients (in and out of district) with a learning
disability, backed up by a weekly conference call with NHS England.
Andrew Pepper asked whether there is anything regarding this matter on the Risk
Register. Chris agreed to clarify and confirm.

It was RESOLVED that:
i)
15/73

the Committee noted the updated Winterbourne View summary.

Minutes of meetings
The minutes of the following meetings were shared for information:
(i)

Mid Yorkshire Hospitals NHS Trust Executive Contract Board –
minutes of meeting held on 19 February 2015
(ii) South West Yorkshire Partnership Foundation Trust Quality Board – minutes
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of meeting held on 24 February 2015
(iii) Quality Intelligence Group – minutes of meeting held on 10 February 2015
(iv) MYHT System Resilience Group – minutes of meeting held on 22 January 2015
(v) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held
on 10 February 2015
(vi) Public Involvement and Patient Experience Committee – minutes of meeting held
on 11 December 2014
Sandra Cheseldine commented on the Quality Intelligence Group minutes noting that
concerns were still being raised regarding the quality of care provided on the Acute
Assessment Unit and A2 (stroke/neurology) at Pinderfields. Andrew Singleton
responded confirming that the staff who work on the wards are committed to
improving the quality of care provided, however it is acknowledge that further
improvements are needed.
Stephen Hardy asked whether MYHT are fully staffed in these areas and it was noted
that recruitment of additional staff at the Trust is ongoing.
15/74

Consider future topics for Deep Dive
Following the conversation in the previous item regarding the Stroke Unit, members
suggested a further deep dive into the Stroke Service.

15/75

Any other business
No other business was raised.

15/76

Date and time of next meeting:
Thursday, 16 April 2015, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Dr Adam Sheppard, Assistant Clinical Leader
26 February 2015 and 26 March 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 26
February 2015 and 26 March 2015.
Executive Summary:
26 February 2015
The following items were discussed at Clinical Cabinet in February:
 Urgent Care Practitioners evaluation update;
 Urgent Care Strategy implementation plan;
 Non urgent Ophthalmology business case;
 Initial findings from the workshop about the West Yorkshire Urgent Care Service;
 Prevention strategy;
 Community Consultant led General Surgery;
 2015/16 CQUINs;
 Proposal to continue extension of hours for COPD Admission Avoidance Service;
 CCG Strategy and Annual Delivery Plan;
 Proposed non‐recurrent 2015/16 budget; and
 Minutes of Medicines Optimisation Group meeting 6 November 2014 and JSCB 8 January 2015..
26 March 2015
The following items were discussed at Clinical Cabinet in March:
 Operational plan delivering efficiency targets
 PbR excluded drugs
 A&E Integrated workshop output
 Local Service Provider Contract expiry July 2016
 2015/16 CQUINs and Quality Premium
 Urgent Care Practitioners
 Morbid obesity pathways and services Tier3

15c

Agenda item : 15c(i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 26 February 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Sandra Greenwood
Andrew Pepper
Stephen Hardy
In Attendance:
Michele Ezro
Dr Som DeSliva
Dr Andrew Furber
Sharon Fox
Anna Middlemiss
Simon Rowe
Tracy Morton
Valerie Agguirregoicoa
Lisa Chandler
Nyasha Mareya
Kate Trevelyan
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Assistant Clinical Chair, WCCG, (Chair)
Clinical Chair, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Nurse, WCCG
Chief Financial Officer, WCCG
Lay Member, WCCG

Associate Director, Service Delivery & Quality, WCCG
GP, WCCG
Director of Public Health
Nurse Member, WCCG
Public Health Consultant Service Manager, Strategy and
Support Team (Item 9)
Senior Commissioning Manager, (Item 6, 7 and 8)
Senior Commissioning Manager (Item 10)
Quality Manger, WCCG (Item 11)
Public Health Principal (Item 12)
Senior Commissioning Manager, WCCG
Senior Management Support, NHS WCCG (minutes)

APOLOGIES FOR ABSENCE
Apologies were received from Dr A Carroll, Dr P Dewhirst, Jo Pollard, Kerry Munday,
Dr P Wynn, Matt England

2

DECLARATIONS OF INTEREST
1)

Item 9 – Ophthalmology – Dr Sheppard re service at Lupset Surgery

1

3

MINUTES OF THE MEETING HELD ON 22 JANUARY 2015
Minutes of the last meeting for 22 January 2015 were agreed as a correct record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

UCP Evaluation Update
Michele Ezro provided an update on behalf of Matt England which outlined a proposal that
had been made to YAS regarding tariff and risk share on conveyance improvement. The
WCCG were due to meet yesterday to try and jointly finalise a proposal to update at Clinical
Cabinet but unfortunately YAS have stated they cannot meet this week and are still
considering the proposal.
Dr Sheppard referred to the pilot project between the CCG/YAS with £400K to mobilise
which was included in the contract negotiations moving forward. It was noted that the
project was working well but there was a need for long term assurance. Members queried
whether it was good value for money and referred to the Prime Minister’s Challenge output
agreeing to wait for the outcome of the evaluation.
IT WAS RESOLVED:
i)

6

To note the update

URGENT CARE STRATEGY IMPLEMENTATION PLAN
Simon Rowe attended to present the plan which had been produced in response to a query
at the January Clinical Cabinet to see the Urgent Care timeline, and to highlight the main
points.
Dr Brown referred to GPs working in A&E from Network 7 requesting a summary of
experience of the GPs working the A&E. Simon responded by explaining how the care
streams would work with a rotation of clinicians. Dr Brown thought the real issues included
System One running slowly. Dr Furber commented that the intervention does not reflect
adult social care and Simon responded that would be part of the working together re the
connecting care agenda. Dr Earnshaw indicated that there will always be GP input in A&E
but it needs to be well designed with GP/ANP and other partnerships working closely
together. There was also a need to understand the criteria for CCG engagement and
members discussed urgent care access at Pontefract and Simon updated members around
the 7 day working.
Andrew Pepper updated members that the walk in centre decision would be taken in May or
as soon as thereafter. Members thought that a paper on the Walk in Centre should be
brought back to a future meeting highlighting the details around the change of hours to 10‐
10 pm.
2

It was noted that there was a big issue in terms of timescale and Dr Sheppard concluded that
it was work in progress.
Members requested that the output from the A&E Integrated Workshop held on the 20
February 2015 should be brought back to the next meeting.
Action: A&E Integrated workshop 20 February 2015 output to be brought back to the next
meeting.
IT WAS RESOLVED:
i)
7

To note the report and key risks

NON URGENT OPHTHALMOLOGY BUSINESS CASE
Simon Rowe updated members on the highlights of the report and next steps with cataract
provision for the next two years. Andrew Pepper referred to the detailed budget indicating
support for the proposal with the clinical modelling being processed though Clinical Cabinet
and procurement through IGC.
The recommendations were:



Approved the forecast activity and expenditure profile for the commissioning of
non‐urgent ophthalmology;
Approve the commissioning of non‐urgent ophthalmology care from the 1 July 2015
to the 1 July 2018, to continue and built on the care what the community
ophthalmology service will provide until the 1 July 2015.

Dr Harries queried cataract surgery being a separate business case and Simon updated
members around this point. Dr Harries commented that it would promote choice but
queried how it would happen and members discussed further including single point of
access. Dr Harries was concerned about losing control because of fragmentation and
Choose & Book patient choice. Simon advised that lots of issues would be solved through
the procurement process.
Dr Earnshaw expressed concern that something would need to be done about the volume of
work with a new referral system being in place to continue treatment. This may be one
area of work which may require control to come back to GPs. Members discussed this
further around clinical risks and issues re ENT.
IT WAS RESOLVED:
i)

8

to note and approve the paper

INITIAL FINDINGS FROM THE WORKSHOP ABOUT THE WEST YORKSHIRE
URGENT CARE SERVICE
Simon Rowe updated members on the background indicating that the paper summarises the
initial findings from the West Yorkshire Urgent and Emergency Care Network workshop on
the future delivery of the West Yorkshire Urgent Care Service. These findings have been
3

circulated as a series of recommendations, in advance of the March meeting of the 10 West
Yorkshire Clinical Commissioning Group Chief Executives. It was noted that if it was agreed
that notice needed to be served, then this would need to be done by the September 2015
break clause.
Dr Sheppard reported that the CCG were not ready to instigate the break clause as there
was a need to understand how an 8am ‐8pm service could be funded and members
discussed issues around undertrading/overtrading . Dr Sheppard queried the Pontefract
LCD service and Simon responded around the staffing issues. Members discussed
implementation across the whole of Wakefield, noting issues around 111, Sytem One
support and the need to change the way the service is run.
IT WAS RESOLVED :
i.
ii.
iii.

9

Note the paper
Further work to be undertaken in terms of WCCG’s position
Bring back for further discussion before September 2015

PREVENTION STRATEGY
Anna Middlemiss presented an update on the Prevention Strategy indicating that work had
been ongoing since November 2014. The CCG had been approached to undertake a Primary
Care prevention strategy which reports into the Health and Well Being Board. A Task and
Finish Group has been set up and the key issues for Wakefield identified the need to look for
gaps which will form a multi disciplinary action with a need to identify utilities, align with
other priorities (Care Act, Primary Care agenda and Prime Minister Challenge).
Members felt that the strategy was vital but that there were a few issues around building
the infrastructure e.g. Public Health and Commissioning being brought back together,
possibility of a Health & Well Being acting as advocates for the health of people in
Wakefield. Dr Furber commented on the governance implications. Although members
supported the strategy , concern was expressed around low level intervention for Children
and Young People and Dr Harries emphasised that joint commissioning would require a way
to work differently.
Dr Sheppard indicated member’s support.
IT WAS RESOLVED:
i)

10

To support the prevention strategy

COMMUNITY CONSULTANT LED GENERAL SURGERY
Tracy Morton reported that a rapid Service Review on the community consultant led
general/vascular surgery had been undertaken with a positive outcome and no quality
issues. If the service continues then a detailed service specification would be drafted and
shared with clinical cabinet and IGC.

4

It was proposed that the Clinical Cabinet approves the recommendations made, subject to
their clinical views about the services and it was noted that:






A rapid service review has been undertaken for community consultant – led general
/vascular surgery;
The current contract is due to end 30 June 2015;
These services are provided in two medical centres/practices (The Grange and White
Rose) under PMS+ contracting arrangements;
There are no known issues with the current services. The services provide improved
access, choice and care closer to home for patients; and
There is currently no detailed service specification, should the services continue a
detailed service specification will be drafted.

Members commented that it was important to establish who was the registered the
responsible organisation for provisioning the services. Tracy Morton indicated she would
ensure this was clarified in the contract. Andrew also asked Tracy to check whether any of
the vascular services were transferring to NHS England under specialised commissioning.
Members expressed concern around the older smoking population and the increasing
amount of vascular issues which required education, prevention and supported healthcare.
Members noted constraints on clinical skills re vascular opinion.
Members also commented:





Full procedures should be in place in the event of a transfer to hospital if required;
That the service specification be up to date with all latest developments around
IM&T;
That services be directly bookable in C&B; and
Clarity is required on whether it would be a standalone service or an out post.

Members agreed the service specification could be emailed to them for comment.
Action: Tracy Morton to email draft service specification to Clinical Cabinet members
for review
IT WAS RESOLVED:
i)
ii)
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To note the contents of the paper;
Draft Service Specification to be emailed to Clinical Cabinet members for review.

2015/16 CQUINS
Valerie Agguirregoicoa attended to present the 2015/16 CQUINS paper and updated
members on the main themes indicating that all indicators for Mid Yorks and SWYPFT were
in draft.
Andrew Pepper commented that it was a good report stating that there was a Better Care
Fund risk share for both SWYPFT and MYHT with a need to have develop a core CQUIN to

5

reduce admissions . Andrew emphasised that all parties should be sighted on this.
Engagement issues were discussed further.
IT WAS RESOLVED:
i.
12

Note the report

PROPOSAL TO CONTINUE EXTENSION OF HOURS FOR COPD ADMISSION
AVOIDANCE SERVICE
Lisa Chandler attended to present the paper which requested funding for COPD of £50K to
continue the increased hours of the CRS Admission Avoidance service for a further 6 months
from April 2015. The project started in November 2014 running to March 2015 to support
the reduction in unnecessary admissions for patients with COPD. Members felt that it was
right to support but there was an issue around how it would be funded.
Members noted that Karen Parkin had already reviewed and advised that if the service was
funded then no further money would be available for other schemes which members
discussed further.
Dr Sheppard summarised that Clinical Cabinet supported the service but the funding issue
would need to be resolved via SRG money/MYHT Contract. It was agreed that Dr Sheppard
would discuss further with Andrew Pepper about the possibility of utilising SRG/MYHT
monies with a recommendation being made as appropriate.
IT WAS RESOLVED
i)
ii)

13

Fully support the service but funding to be agreed, potentially via SRG money or
MYHT Contract;
Dr Sheppard/Andrew Pepper to discuss with possibility of recommendation
being made to the SRG/MYHT Contact monies being allocated and Lisa Chandler
to attend SRG to present the case.

CCG STATEGY AND ANNUAL DELIVERY PLAN
Pat Keane updated members on the operational plan advising the position since Christmas
with the main focus being on operational planning as reported to the Health & Well Being
Board. The emphasis was on prevention, public engagement re relationships, Primary Care,
roles of GPs, pathway development especially long term conditions, and urgent care
through to Co‐commissioning on 1 April 2015.
It was noted that the challenge for the CCG would be to work differently towards the
sustainability plan including a level of effective engagement and organisational
development.
Dr Sheppard commented that it was exciting but there was concern about the £13.7m QIPP
to find for next year. Andrew Pepper responded that the Planning & Delivery Group
supports the capacity and there was a need to prioritise around excluded drugs and practice
led surgery. Andrew requested that the next Clinical Cabinet should focus on QIPP which
members supported. Dr Brown commented on the need to improve existing services and
6

workforce issues. It was agreed that these would be discussed outside of the meeting
between Pat Keane and Dr Brown.
IT WAS RESOLVED:
i) To note the contents of the presentation
ii) March agenda to focus on QIPP

14

QIPP
QIPP issues were discussed under Item 13.

15

CLINICAL NETWORK
Dr Earnshaw updated members indicating that networks were developing well with GPs
understanding the power of working together. After further discussion it was agreed that
Network Chairs would be invited again to attend Clinical Cabinet.
Action: Network Chairs to be invited to attend Clinical Cabinet

16

PROPOSED NON RECURRENT 2015/16 BUDGET
Andrew Pepper updated members on the background to the paper indicating that it was
helpful to share the current situation re future investments and the proposed schemes for
next year. Dr Brown emphasised the need for more staffing/nurses and was concerned
over the workforce implications and Andrew commented that there was some flexibility
before the budget was finalised.
IT WAS RESOLVED:
i)

17

To note the paper

MINUTES OF MEETINGS
Members noted the minutes of both the Medicines Optimisation and JSCB meetings.
IT WAS RESOLVED :
i.
ii.
iii.

18

Note the content of the minutes of the
Medicines Optimisation dated 6 November 2014;
JSCB held on 8 January 2015;

ANY OTHER BUSINESS
No other matters were discussed.

7

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 12 March 2015
11.30 am – 1.00 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 26 March 2015
09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item : 15c(ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 26 March 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Jo Pollard
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Sandra Greenwood
Andrew Pepper

Assistant Clinical Chair, WCCG, (Chair)
Clinical Chair, WCCG
Chief of Service Delivery & Quality, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Nurse, WCCG
Chief Financial Officer, WCCG

In Attendance:
Michele Ezro
Dr Som DeSliva
Dr Andrew Furber
Tracy Morton
Greg Fell
Pat Keane
Rita Trewartha
Gary Crellin
Jo Fitzpatrick
Jenny Feeley
Simon Rowe
Ian Wightman
Elaine Horder
Linda Driver
Joanne Hinchcliffe
Rachel Wilcox

Associate Director, Service Delivery & Quality, WCCG
GP, WCCG
Director of Public Health
Senior Commissioning Manager (Item 5)
Consultant in Public Health, Bradford MDC (Item 5)
Director of Strategy & Organisational Design (Item 5)
Senior Associate, YHCS (Item 5)
Senior Associate, YHCS(Item 5)
Head of Medicines Optimisation, WCCG (Item 5a)
Urgent Care Transformation Lead (Item 7, 10)
Senior Commissioning Manager, WCCG (Item7)
Principal Associate, YHCS (Item 8)
Quality Manager, WCCG (Item 9)
Head of Service Transformation & Delivery, WCCG (Item11)
Public Health Commissioning Manager (Item 11)
Health & Wellbeing Manager (Item 11)

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)
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APOLOGIES FOR ABSENCE
Apologies were received from, Dr P Dewhirst, Stephen Hardy, Dr A Biswas
It was noted that it was Sandra Greenwood’s last attendance at Clinical Cabinet as a member
of the group. Dr Sheppard thanked Sandra for her hard work and valuable input.

1

2

DECLARATIONS OF INTEREST
No items were identified with the exception of Greg Fell who attended against Item 5
who declared an interest under this item.

3

MINUTES OF THE MEETING HELD ON 22 JANUARY 2015
Minutes of the last meeting for 26 February 2015 were agreed as a correct record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

Operational Plan delivering efficiency Targets
Pat Keane introduced the presentation outlining that the operational plan which would be
finished by end of May moving then into the Delivery Plan which had previously been
discussed at Clinical Cabinet and Governing Body. Pat explained that they would be going
through the transitional agreement, clinical activity, microsuction and planned care issues
highlighting specific relative themes for 2015/16.
It was noted that the transitional programme target for the year was not sustainable in its
present mode. A deep dive would be undertaken with more work required around how it
will be managed contractually and on the clinical pathway which was discussed weekly at
the Planning & Delivery Group meeting.
Jo Pollard commented that work had been ongoing for over a year and explained that in
order to translate to clinical services the leadership of members would be vital. Good work
had been undertaken by Heads of Service relating to a service change plan which gave
greater transparency. Other strategic priorities are mental health, planned care and
services for Children and Young People.
Members were concerned about pathology costs and agreed that the whole plan should be
brought back to Clinical Cabinet to enable discussions around innovation, 7 day working and
services which were ‘locked’ into contracts. Members thought that pathology had to be
made a priority acknowledging the huge amount of work involved around the guidelines,
rework and charging. Andrew Pepper informed that the pathology baseline varied updating
members around the pricing differential and the price increases which were part of the
negotiations with MYHT. Dr DeSilva believed that Barnsley should be invited to attend
Clinical Cabinet if appropriate.
Dr Sheppard believed there was a need to understand the pricing position, trade off and
proposed that it should be part of an informal discussion.
With regard to Mental Health, Michele indicated that the transactional part of the
transformation on commissioning and consulting would be achieved by sharing both risks
and benefits.
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Jo Pollard updated members on the background to the Commissioning and Contracting
levers which was critical to clinical commissioning issues. Dr Furber advised that this was
being reviewed as part of the Health & Well Being Board health needs assessment.
Members thought that there should be a CCG/Public Health discussion which could be
addressed through commissioning for value acknowledging that prevention was also an
important issue. It was noted that the detail (children, cancer, MSK) would be reflected in
the Delivery Plan.
Pat highlighted the transformational programme indicating that the list would be built into
the CCG’s delivery plan. Michele emphasised that there was a need to prioritise intelligently
to achieve .
Dr Brown queried ENT around achievement and timescale which members discussed
further. There were two specific threshold/ plan care delivery plans and Greg Fell referred
to a paper re Ophthalmology which would be shared post meeting. Greg updated members
on the main themes and highlighted the issues. Members discussed this in great detail and
Andrew Pepper noted that the tandem trial should be worked on towards a draft
commissioning policy.
Jo Pollard asked Jo Fitzpatrick to draft the commissioning policy with the Tandem Trial being
progressed by Gary Crellin and Rita Trewartha. Clinical Leads would need to be identified
and Greg Fell was asked to support discussions.
Action: Gary and Rita to progress the Trial with Clinical Leads (to be identified)
Jo Fitzpatrick to draft the commissioning Policy
Dr Sheppard thanked Greg Fell for taking the time to attend Clinical Cabinet.
Rita Trewartha provided an overview on the four portfolios and Dr Brown queried cancer.
Rita explained the work done around this. It was agreed that Rita would send a copy of the
information to Dr Brown and Dr Earnshaw following Clinical Cabinet acknowledging that
there was a need for transparency and to create a virtual update on progress for Network
and Practice meetings.
Action: Rita to send Duncan’s paper to Dr Brown and Dr Earnshaw
Members discussed Microsuction/ENT issues around origin of referrals, current
spend/savings and variation with a report to be brought back to Clinical Cabinet. Tracy
Morton updated members that review data was expected to be received from Rotherham.
It was agreed Dr Brown and Dr DeSilva would review the data from a clinical perspective.
Gary Crellin updated members on the Clinical Threshold management indicating that various
case studies had been reviewed which reflected an improvement in RTT, education, case
management, increase in C&B, patient satisfaction with a positive impact on staff. Gary
indicated that his discussion paper was on Skyline and requested members for feedback.
Gary further requested that he needed members to help recognise the problems, system
choice, risk sharing and clinical support. Dr Earnshaw stated that it was about developing
our own ideas and everything to support.

3

The shared decision making was highlighted re developing the Wakefield Model as soon as
possible and members indicated that some of the pathways would need to be changed. Dr
Sheppard proposed that the work plan with timelines should be brought back as soon as
possible
Action: Clinical Threshold Work plan with timelines to be brought back to the earliest
possible Clinical Cabinet
IT WAS RESOLVED:
i. To note the presentation
5a

Excluded Drugs
Jo Fitzpatrick presented the paper updating members on the issues PBR‐excluded drugs
expenditure.
Members noted that AMD was a separate pressure locally as agreed earlier with regard to
Ophthalmology. Rheumatology was the highest growth area and there was concern that it
had not been audited. It was noted that Dr Dewhirst had previously put forward a case on
rheumatology looking at commissioning stances. Jo Fitzpatrick commented on the
assurances requested that the guide lines reflected NICE guidance and risks were discussed.
Implementation was being taken through the Medicines Optimisation sub group. Andrew
Pepper commented on the MYHT Business Case and indicated support for the paper.
Dr Earnshaw queried the investment at CCG level and was concerned about the level of
control over excluded drugs. Jo Fitzpatrick responded that the CSU were also undertaking a
West Yorkshire and Mid Yorks Excluded drugs challenge to MYHT.
Members noted that Jo Fitzpatrick would support the development of a Business Case (as
part of the transition work which is being led by Karen Parkin) for the continued shared
Medicines Management Support across WY CCGs which was being led by Eric Power.
Action: Jo Fitzpatrick to support the development of a CSU Business Case for the
continued shared Medicines Management support across WYCCSs
IT WAS RESOLVED:
i) Note actions and assurances
ii) Jo Fitzpatrick to write Business Case

6

Future Hospitals
Dr Nagi had informed that due to clinical commitments he was unable to attend but has
confirmed attendance at the May Clinical Cabinet.

7

A&E Integrated Workshop output
Jenny Feeley updated members on the feedback from the A&E Integrated Workshop and the
design specification which was in draft form. Members noted that the specification had
been shared with MYHT and an initial response requested. Jenny discussed with members
the procurement route and that this was different from normal due to A&E services being an
4

a “essential service” which requires a sustainable service model needed to be maintained.
The context and importance of a fully integrated department were discussed.
Collaborative work to develop the specification had been followed by clinical engagement
through an A&E integrated workshop in February from which feedback has been
incorporated into the specification. There was a need for strong links to other services but
it was noted that there would be workforce issues. Dr Brown felt that delivery would be an
issue and indicated that it was important there was a primary care stream in the Emergency
Department. Dr Brown also raised concerns re SI issues and the possibility of an integrated
Emergency Department at Pontefract in 2017. Jenny noted that the integrated service
specification was to cover all three ED sites (Pinderfields, Dewsbury and Pontefract).
Jo Pollard responded that the Integrated Emergency Department was part of Meeting the
Challenge and updated on the ongoing discussions around Services and the business
model. Dr Brown and Dr Harries commented on Clinical Primary Care leadership and the
need for a Director of Primary Care to lead alongside an A&E consultant. Members noted
that the model would be costed when finalised.
IT WAS RESOLVED:
i)

8

to note and approve the paper

Local Service Provider – Contract expiry July 2016
Ian Wightman attended to present the Local Service Provider paper.
All organisations/users on the current LSP systemOne (presently centrally funded until 7 July
2015) and then provider organisations will either need to re‐procure the system or migrate
to an alternative Clinical IT system. It was noted that both options carry a cost to the
provider organisation for licencing SystmOne.
Dr Carroll referred to the provider and the influence on the Local Authority to support to
the provider re SystmOne in respect of the 0‐19 services.
Members agreed on the present requirement to keep SystmOne whilst at the same time
acknowledged that as commissioners they could not could not influence providers to use
SystmOne noting the massive national risk.
Andrew Pepper acknowledged the need for the CCG to write to provider organisations with
timelines and intentions. Members also noted the issues around co‐commissioning.
IT WAS RESOLVED:
i)
ii)

Note the paper
Letter to be sent out to provider organisations indicating timelines and intentions

5

9

2015/16 CQUINS/QUALITY PREMIUM
Elaine Horder attended to present the CQUINS papers which outlined the further
development of the 2015/16 CQUINS schemes for providers which have gone through the
various stages to the CQC. It was noted the SWYPFT and YAS were presently going through
the process.
Andrew Pepper queried the Emergency Department indicators and asked for this to be
reviewed before sign off.
Action: Elaine Horder to review the Emergency Department indicators.
Michele Ezro updated members on the position in respect of the Quality Premium in that
guidance on what the local premium would be was still awaited from NHS England.
Members were advised that the issue for Clinical Cabinet was that if the guidance from NHS
England was received by the end of the week, the expectation was that a choice would need
to be made by the CCG around the local premium to support the submission on the 7 April.
It was noted that last year Clinical Cabinet agreed that in such circumstances, Chair’s action
would be taken outside of the meeting . Members agreed to the delegation to Chair and
Andrew Pepper asked for the decision to be shared so that all parties were aware.
Action:

Elaine Horder to review the Emergency Department indicators;
Michele to share the outcome of the delegated decision

IT WAS RESOLVED:
i)
ii)
iii)
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Note the contents of the paper ;
Elaine Horder to review the Emergency Department Indicators;
Outcome of delegated decision re Quality Premium to be shared

Urgent Care Practitioner Scheme – Pilot Extension
Jenny Feeley, Dr P Foster (YAS), Angela Harris (YAS) presented the paper on the Urgent
Care Practitioner Scheme which forms part of the urgent care strategy and Meeting the
Challenge. The scheme went live on 10 November 2014 as a pilot until 31 March 2015.
The recommendations were noted as




Option 1: to extend the pilot for 2015/2016 under the finance model proposed;
Option 2: to not extend the pilot recognising the cost implications to the CCG and
request commissioning managers to review alternatives;
Option 3: agree to a 6 month extension to the pilot with YAS, with the agreement
that further evaluation needs to take place.

Jenny advised members around the risks and the proposal around the PBR tariff being
‘topped up’ based on delivery of the desired outcomes of the UCP scheme, minimising the
risk to the CCG. Dr Sheppard updated members on intervention / Urgent care changing the
way patients are being treated under a reasonable financial model. Dr Brown queried the
non conveyance rates and noted that this would be subject to further CCG/YAS discussions.
6

Dr Earnshaw queried the reasoning around the paper acknowledging that it was part of the
transformation process. Members agreed that for future development of the scheme more
detail would need to be provided around how UCPs integrated with Primary Care,
communication and how an integrated service model is provided to take forward.
Dr Foster commented on innovation and emphasised that UCP was a part of a
modernisation service off in line with national recommendations on urgent care
transformation.
Andrew Pepper commented on the YAS contract negotiations across the 20 CCGs on the
999 contract recommending that it was important to conclude negotiations first before
getting into detail around local funding which Dr Foster agreed. Further discussion around
the accuracy of the financial modelling which members found difficult to interpret and
understand was undertaken.
Dr Sheppard concluded that members needed to be mindful of the transformational
strategy ethos to work with YAS and recommended support for Option 1 on the proviso that
more work would be done on the figures.
IT WAS RESOLVED:
i.
ii.
iii.

The paper was noted;
Option 1 was supported SUBJECT TO
Further review of the financial model required

Andrew Pepper left the meeting at this stage to attend another meeting and Jo Pollard had
also left the meeting to take part in a priority conference call. Dr Earnshaw stated that no
formal decisions could be agreed as the meeting was not quorate but it was agreed to
continue with the rest of the agenda.
11

Morbid Obesity pathways and services Tier 3
Linda Driver, Rachel Wilcox and Joanne Hinchcliffe attended the meeting to present the
paper which Linda introduced outlining that the commissioning arrangements required in
Wakefield possibly coming to the CCG for local weight management services specialised
commissioning from the 1 April 2015. The emphasis was working together on the pathways
with various reviews undertaken by the Local Authority within a limited procurement
timescale. Joanne updated members around the timescales for a service to start in
October 2016, Tier 2 and 3 services and the implications around the possible transition to
the CCG of T3/4. Linda emphasised that the procurement was not the issue for the CCG but
rather the model and service being proposed and the underpinning policy.
Members noted that the amount of spend for T2/T3 was about £870K and there was a
discussion around patient preferences with concern expressed around value for money and
how the service would be monitored. Linda reminded members that the recommendation
was that the Cabinet accepts the proposed weight management commissioning model as
outlined in the paper and adopts the obesity commissioning policy for T1,2 and 3 and
bariatric surgery. Members agreed that it was clinically correct to support this and Dr
Sheppard indicated that it would be ratified outside of the meeting.
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Linda advised members that the Local Authority had indicated that they would like someone
from the CCG to be part of the procurement process evaluation.
IT WAS RESOLVED:
i.
ii.
iii.
12

To note the contents of the paper
To support the paper
Agreement to be ratified outside of the meeting.

Clinical Network
No items were discussed.

13

Minutes from Sub Group
Members noted the minutes of the JSCB dated 12 February 2015.

14

Chair’s Actions
It was noted that in the Informal Clinical Cabinet the Three year Plan starting with nutritional
supplements (Jo Fitzpatrick) and DVT pathway were supported informally which members
agreed. Chair’s action was confirmed to support.

15

Any Other Business
Sandra Greenwood raised a query from Middlestown re Community Matrons resource being
used by MYHT/Care Homes on a rota basis and therefore not being available to see patients
re rapid response. Members believed the issues were around delayed discharges.
Members requested Michele to take action to investigate the issue.
Action: Michele Ezro to investigate Community Matrons issue

16

MINUTES OF MEETINGS
Members noted the minutes of the JSCB meeting dated 12 January 2015.
IT WAS RESOLVED :
i.
ii.

17

Note the content of the minutes of the
JSCB held on 12 February2015;

ANY OTHER BUSINESS
No other matters were discussed.

8

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 09 April 2015
12.00 – 1.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 23 April 2015
09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item: 15d(i)

NHS Wakefield Clinical Commissioning Group
EXECUTIVE APPROVALS GROUP
Minutes of the Meeting held on 9 December 2014
Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Stephen Hardy
Jo Webster
Andrew Pepper
Hany Lotfallah

Lay Member
Lay Member
Lay Member
Chief Officer
Chief Finance Officer
Secondary Care Consultant

In Attendance:

Joanne Fitzpatrick
Angela Peatfield

Head of Medicines Optimisation
Minute Taker

1

Apologies
Apologies received from Jo Pollard and Sharon Fox.

2

Additional Monitoring for Patients on ‘Amber’ Drugs – Recommendations from
a review of current services
Joanne Fitzpatrick attending the meeting to present this paper. NHS Wakefield
CCG currently commissions a Disease‐modifying anti‐rheumatic drugs (DMARDS)
Shared Care Drug Monitoring service from all GP practices within the district
(excluding the King Street Walk‐in Centre). The CCG standard NHS contract with
primary care providers for the DMARDs drug monitoring service is due to end 31
March 2015 and a desktop service review has been undertaken to inform future
commissioning intentions.
As part of the review of the current DMARDs Shared Care Drug Monitoring
service, an opportunity has been identified to expand this service to encompass
additional amber drugs and to strengthen the key performance indicators for
quality in the service specification.
Joanne explained that there are a number of other amber drugs with shared care
protocols in place, which require additional patient monitoring. The service
specification does not currently cover patient monitoring for any of these drugs.
Monitoring for these drugs is currently provided by GP practices, but does not
attract any additional tariff. It was noted that in other areas of the country,
similar commissioned services cover a ‘basket’ of amber drugs, rather than just
those amber drugs that are also DMARDs.
It is therefore proposed that the service is re‐specified as ‘Primary care provision
of amber drugs shared care drug monitoring’ and covers a broader list of amber
drugs to ensure that there is a written agreement and understanding with the
providers regarding patient monitoring for all of these drugs.
A full discussion took place and the following queries and comments were noted:
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 Sandra Cheseldine queried whether the new GP contract would include the
requirement for the drug monitoring? Jo Webster confirmed that this probably
would not be included in the new GP contract. However, if the national GP
contract includes the monitoring requirement the payment will stop to ensure
no double payments occur. Joanne agreed to include a caveat in the contract
to ensure this is clear.
 Jo Webster commented that this proposed arrangement provides clear
guidelines and safeguards the patient.
 The new arrangement would help to eradicate future cost pressures.
 Stephen Hardy raised a concern regarding ensuring that there is continuity of
care for the patient and this was acknowledged.
 Discussion with practices will take place regarding the monitoring process.
It was RESOLVED that:
Following discussion Option 3 was agreed. Commission primary care monitoring
for a ‘basket’ of amber drugs, within the current cost envelope.
The next steps are to amend the service specification to include other amber
drugs and to include further key performance indicators for quality. Determine
the appropriate levels of payment for a two care level tariff system, ensuring as
much as possible that overall costs for monitoring of patients on amber drugs do
not increase.
3

Any other business
No other business was raised.

4

Date of next meeting
Thursday, 15 January 2015, 4.30 pm in the Seminar Room, White Rose House.
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Agenda item: 15d(ii)

NHS Wakefield Clinical Commissioning Group
EXECUTIVE APPROVALS GROUP
Minutes of the Meeting held on 20 January 2015
Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Stephen Hardy
Sharon Fox
Jo Webster
Andrew Pepper
Jo Pollard

Lay Member
Lay Member
Lay Member
Independent Nurse Member
Chief Officer
Chief Finance Officer
Chief of Service Delivery & Quality

In Attendance:

Greg Connor
Angela Peatfield

Executive Clinical Advisor
Minute Taker

1

Apologies
Apologies received from Hany Lotfallah.

2

Minutes of the meeting held on 16 October 2014
The minutes of the meeting were agreed as a correct record.

3

Network Development Framework (NDF) 2014/16 –Scrutiny Panel Report on Q3
results and recommendations for Q4
Greg Connor presented this paper confirming that the National Development
Framework Scrutiny Panel had met on 8 January 2015 and reviewed the Q3
(October to December 2014) performance of each practice.
Greg commented that the performance was good news and confirmed that the
six monthly visits post‐payment verification visits to one practice practices had
confirmed that the work undertaken was additional to practices base work. Greg
highlighted the following from the report:
 38 practices have met or exceeded the Key Performance Indicator target for
additional clinical activity in Q3
 One practice had underachieved and remedial action was recommended.
 Local Care Direct practice at King Street has underachieved and has not
proposed a remedial action plan.
 The NDF has funded 37,964 additional patient contacts in Q3, an increase of
1,500 on Q2 and 6,000 on Q1
 All practices have achieved five of the other six KPIs for Q3
 One KPI requires review due to factors outside the control of practices
A discussion took place regarding the King Street practice which provided 22
contacts in Q3 which is 43 short of the 90% utilisation target of 65 contacts for
the quarter. The practice does not think it can make up this shortfall in Q4. It is
proposed that the practice does not receive a Q4 payment for additional capacity
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and is not required to provide any additional contacts in Q4. Also the practice’s
Q3 payment of 50 pence per patient for the other KPIs is not made instead of the
practice repaying 66% of the Q3 additional activity payment.
Andrew Pepper commented that there could be a risk with payment for
additional clinical activity in advance. Greg Connor agreed that the need to claw
back payments is not ideal and the Scrutiny Panel and NDU try to avoid this by
spotting underperformance early and ensuring that remedial plans are credible.
This is more difficult in the final quarter but because part of the NDF funding is
paid in arrears this could be withheld as in the King Street case. It was agreed
that the payments process requires consideration.
A discussion followed regarding how health gain can be measured in the Network
Implementation Plans. It was acknowledged that the current network plans were
a good start and there is a need to be realistic as to what can be achieved. Rhod
Mitchell commented that he felt the information regarding what is required by
member practices to train staff and implement improvements to move forward
are missing from the current plans.
How the GP contract links with the NDF was raised and the suggestion that
targets in the NDF could in the future be included in the main contract. It was
agreed that there needs to be key performance indicators that can be measured
for all networks and the work should be output based. Greg highlighted that the
documents are currently in draft and will be amended for year two when they will
include more measurable benefits regarding patient safety, patient care and
value for money.
It was suggested that a Governing Body Business Session could be used to
consider the improvements that need to be made.
It was RESOLVED that:
i the Executive Approvals Group approves the report of the Network
Development Framework Scrutiny Panel, including the proposals for
payments and remedial action required by the Network Development
Framework
4

Any other business
No other business was raised.

5

Date of next meeting
Tuesday, 14 April 2015, 4.00 pm. Venue to be confirmed.
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Agenda item: 15d(iii)
NHS Wakefield Clinical Commissioning Group
EXECUTIVE APPROVALS GROUP
Minutes of the Meeting held on 24 February 2015
Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Stephen Hardy
Sharon Fox
Jo Webster
Andrew Pepper

Lay Member
Lay Member
Lay Member
Independent Nurse Member
Chief Officer
Chief Finance Officer

In Attendance:

Greg Connor
Joanne Fitzpatrick
Katherine Bryant
Gemma Reed

Executive Clinical Advisor
Head of Medicines Optimisation
Governance and Board Secretary
Minute Taker

1

Apologies
Apologies received from Hany Lotfallah and Jo Pollard.

2

Proposed Network Development Framework 2015/16
Greg Connor presented this paper informing members that The Network
Development Framework (NDF) is a two year scheme funded by the £5 per
patient investment in primary care. It is proposed that the second year of the
NDF builds on the progress of the first year. Work has taken place within
Networks to develop implementation plans, highlighting priority areas and build
on workforce.
Year 2 of the NDF can be seen as a practice level contract for clinical services (£3
per head) and a network level contract for commissioning services (£2 per head).
Greg Connor updated members regarding the seven domains of the NDF. The £3
per head for clinical services will have delivered 140,000 additional GP, nurse and
HCA consultations by 31 March 2015 and practices will be expected to roll
forward existing activity plans or submit plans of equivalent value to the NDF
Scrutiny Panel. The £2 per head will be paid for the other six domains which
support the system objectives within the CCG’s strategic plan.
Members of the committee acknowledged the success of the NDF in improving
patient access (including its apparent impact on reducing the additional demand
on Accident and Emergency) and supporting the development of practice
networks. Discussion took place about the need to ensure that the exit strategy
for the NDF is determined by summer 2015 when there will be more certainty
about the context in which the CCG will be co‐commissioning general practice and
the need for recurrent local investment in primary care access will be clearer.

Members of the committee discussed the proposed outcome indicators in the
NDF and required two amendments ‐ the inclusion of CCG planned care priorities
in the peer review domain and a public health evaluation of the impact of the
maternal smoking and cancer screening interventions. There was discussion
about using some of the £2 per head funding as a development fund but it was
agreed that the proposed scheme, subject to the two amendments indicated,
should be funded as proposed.
It was RESOLVED that:
i the Executive Approvals Group approves the proposed Network
Development Framework for 2015/16 subject to two amendments.

3

Improvement in prescribing plan 15/16 (ImPP)
Joanne Fitzpatrick informed members of the improvement in prescribing plan for
2015/16. It was noted that 10 prescribing indicators have been reviewed and
refreshed following consultation with member practices; some indicators have
been retired, some have remained, and new ones have been introduced to keep
the ImPP current and abreast of current national and local prescribing guidelines
for quality and cost‐effectiveness.
Concerns were raised regarding medication reviews, issuing of repeat
prescriptions and the possibility of introducing a gateway for medication reviews.
Jo Fitzpatrick informed the group that there is currently a post in place that is
working with practices on medication reviews; however there is a need to explore
the option of this post supporting the ImPP with practices.
Discussion took place regarding the development of an initiative in relation to
medicine reviews and working up a feasibility relating to people with long term
conditions and those that are house bound.
Action: Joanne Fitzpatrick to follow up via planning and delivery group.
Discussion took place regarding the achievement of the total number of
indicators for practices to receive an award. The Group agreed that 5 out of 10
indicators should be achieved, however with the aspiration of each practice
achieving 6 out of the 10 indicators to generate an award. There will be an
initiative for practices within networks to work together to achieve a further
award.
The Group asked that in future the integrated performance and quality report
includes a section regarding medicines optimisation which is discussed at the
Integrated Governance Committee.
It was RESOLVED that:
i the Executive Approvals Group approve the Improvement in Prescribing
Plan (ImPP) for 2015/16.

4

Any other business
No other business was raised.

5

Date of next meeting
Tuesday, 14 April 2015, 4.00 pm. Venue to be confirmed.

