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BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 12 NOVEMBER 2013
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence –

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 10 September 2013
b Action sheet from the meeting held on 10 September 2013

6.

Matters arising

7.

Chief Officer Briefing

8.

Patient and Public Involvement Annual Report 2012/13

9.

Finance Report Month 6

10.

Integrated Quality and Performance Summary Report

All present

Jo Webster
Jo Pollard/
Stephen Hardy
Andrew Pepper
Andrew Pepper / Jo
Pollard

OPERATIONAL BUSINESS
11.

Winter Plan - 2013/14

Jo Pollard/
Dr Adam Sheppard

12.

CCG Assurance Process

Jo Pollard/Laura
Elliott

13.

Proposals for non recurrent investment

Andrew Pepper

14.

Care outside of hospital - verbal Update

Dr Avijit Biswas/
Helen Childs
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15.

Register of Interests

Andrew Pepper

16.

Board Assurance Framework Update

Andrew Pepper

17.

Risk Register Update

Andrew Pepper

18.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 26 September 2013
b Integrated Governance Committee
(i) Minutes of meeting held on 19 September 2013
(ii) Minutes of meeting held on 17 October 2013
c Clinical Cabinet
(i) Minutes of meeting held on 22 August 2013
(ii) Minutes of meeting held on 19 September 2013
d Health and Well Being Board
(i) Minutes of meeting held on 12 September 2013
(ii) Minutes of meeting held on 4 October 2013

19.

Any other business

20.

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

21.

Date and time of next Public meeting:
Tuesday, 14 January 2014, 1pm in the Boardroom, White Rose House
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PART 2
(to be held in private)
No.

Agenda Item

Lead officer

22

Apologies for Absence

23

a Minutes of the meeting held on 10 September 2013
b Action sheet from the meeting held on 10 September 2013

24

Chief Officer Verbal Update

Jo Webster

25

Meeting the Challenge Verbal Update

Jo Webster

26

Integrated Governance Committee
a Minutes of the private section of the meeting held on 19 September 2013
b Minutes of the private section of the meeting held on 17 October 2013

27

Audit Committee
a Extract from the minutes of the meeting held on 26 September 2013
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 10 September 2013
Boardroom, White Rose House

Present

Andrew Balchin
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Sandra Cheseldine
Dr Paul Dewhirst
Dr Phil Earnshaw
Sharon Fox
Dr Ivan Hanney
Stephen Hardy
Dr Clive Harries
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Jo Webster

In Attendance

Lee Beresford
Pia Bruhn
Katherine Bryant
Laura Elliott
Matt England
Cllr Pat Garbutt
Maureen Goddard
Warren Holroyd
Helen Laird

Corporate Director, Adults, Health & Communities; Local
Authority Representative Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
GP, Outwood Park Medical Centre
Lay Member
GP, Queen Street Surgery
Chair and Clinical Leader
Independent Nurse Member
GP, College Lane Surgery
Lay Member
GP, Chapelthorpe Surgery
Secondary Care Consultant
Lay Member & Vice Chair
Chief Financial Officer
Chief of Service Delivery and Quality
GP, Lupset Health Centre & Assistant Clinical Leader
Chief Officer
Associate Director Strategy
Senior Associate – Equality and Diversity WSYBCSU (Minute
13/124)
Governance & Board Secretary (minute taker)
Head of Quality and Engagement
(Minute 13/119 and minute 13/124)
Head of Contracting & Commercial Strategy
(Minute 13/119)
Chair, Wakefield Health and Wellbeing Board (Minute
13/120)
Associate Director ‐ Workforce and OD, WSYBCSU (Minute
13/121)
Senior Public Health Researcher, Wakefield Council (Minute
13/120)
Senior Public Health Analyst, Wakefield Council (Minute
13/120)

13/109 Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed members of the Governing Body and members of the public to
the meeting. He noted that although the summer is usually a quiet period for media
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stories about the NHS, there had been a lot happening during July and August 2013. In
particular attention was drawn to ‘Call to Action’, an NHS England initiative which asked
CCGs to consult internally and externally about the challenges facing the NHS.

13/110 Apologies for Absence
Apologies for absence were received from:
Dr Andrew Furber
Stephen Bryan

Director of Public Health
Practice Manager

It was noted that Mr Hany Lotfallah was not in attendance.

13/111 Declarations of Interest
Dr Phil Earnshaw reminded members of the Governing Body that any conflicts of interest
should be declared. There were no declarations of interest.

13/112 Public Questions and Answers
No written or verbal questions were received.

13/113 Minutes of meeting held on 9 July 2013
Sandra Cheseldine queried a reference to an ‘Audit meeting’ within minute 13/73 (c); this
was not a meeting of the CCG’s Audit Committee.
[Secretary’s note: the meeting referred to was not a meeting of the Audit Committee,
rather a meeting on 29 July with the continuing care audit report author. The minute
should therefore read; “A report is to be finalised at a meeting on 29 July 2013 with the
report author…”.]
It was RESOLVED that:
i)
the minutes of the meeting of the NHS Wakefield Clinical Commissioning
Group Governing Body Meeting held on 9 July 2013 were agreed as a correct
record with one amendment.

13/114 Action sheet from meeting held on 9 July 2013
Katherine Bryant provided the governing body with an update on progress on outstanding
actions from 9 July 2013. She noted that all were completed with the exception of:






13/64 – the continuing healthcare system report action plan is awaiting CCG/local
authority approval. Jo Pollard added that she is meeting Kim Curry of Wakefield
Council to agree release of the report. It was anticipated that this would then be
presented to Clinical Cabinet in September 2013, Integrated Governance Committee
in October 2013.
13/66 – suggestion HCAI workers are screened will be fed into the HCAI executive
directors meeting (MYHT).
13/67 – a future meeting of the Clinical Cabinet to look at demand management; a
workshop took place on 5 September and a partnership event is scheduled for end of
September. Jo Pollard added that the internal workshop on 5 September will be
followed by a second internal workshop. A joint workshop with the local authority
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will then be held.
Jo Pollard also noted that she has agreed with Kim Curry (Wakefield Council) that a joint
consultation would be held in order to agree a clear direction. Members of the Governing
Body were encouraged to feed into this process. Dr Earnshaw asked that as a priority the
Health and Wellbeing Board should also be kept up to date. Jo Webster said that
alignment of timescales was important, but this must not stop progress. Dr Carroll said
that the Joint Strategic Commissioning Board (JSCB) had held its first meeting on 6
September 2013; she reflected that she could start to see discussions about budgets
working across health and social care.

13/115 Minutes of the meeting held on 25 July 2013
Dr Brown said that a reference on page nine to his question having been answered by
Steve Eames should be amended; his question was answered by Dr Richard Jenkins.
It was RESOLVED that:
i)
the minutes of the meeting of the NHS Wakefield Clinical Commissioning
Group Governing Body Meeting held on 25 July 2013 were agreed as a correct
record with one amendment.

13/116 Matters arising
Jo Webster confirmed that the Joint Overview and Scrutiny Committee had provided the
CCGs with a draft copy of their report. The CCG had, upon invitation provided a formal
response in mid‐August. The Joint Overview and Scrutiny Committee had not yet released
the final report, nor confirmed whether they would refer the consultation process to the
Secretary of State. The Governing Body would be informed when the report was
released.
Mr Hany Lotfallah joined the meeting.

13/117 Chief Officer Briefing
Jo Webster introduced her report noting the following. NHS England National Director of
Commissioning Development had written to all CCGs about choosing and buying
commissioning support. The letter suggested more flexibility in the national timetable
and ability to extend and renegotiate the SLA with the CSU. Where CCG wish to do so,
they may be able to extend their SLA up until April 2016.
Jo Webster report that the draft CCG Assurance Framework was published by NHS
England in May. It would be delivered through two checkpoints, and assessed against six
domains. The CCG would receive balanced score card, which would be discussed at a
meeting with the Area Team on 12 September to pick out any key issues. The Governing
Body would be advised on the outcome once it was known.
NHS England had launched ‘call to action’; to shape the future of general practice services
in England; this was a big piece of work for the CCG. An integrated plan would be
available by the end of December. Although a significant amount of consultation had
been undertaken through ‘Meeting the Challenge’ but there was still more which could be
done.
Jo Webster confirmed that NHS England had approved constitutional amendments
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(considered by the Governing Body in June 2013). Lee Beresford and Katherine Bryant
were working through a review of the constitution which would be presented for approval
in early 2014.
With the formal Meeting the Challenge consultation complete attention had turned to the
transformation work streams and alignment of strategic outline cases and outline
business cases.
The Governing Body were invited to ask questions.
Sharon Fox asked for further information about the patient group directions. Jo Webster
confirmed that the CCG were supporting practices to ensure that there was proper
governance. There would be further discussion with NHS England about their
responsibilities for patient group directions.
Sandra Cheseldine asked for further information about the NHS 111 capacity review, and
the key issues it had revealed. Andrew Pepper reported although he did not have the full
detail, out of hours activity was over plan; 150% for West Yorkshire. Discussions were on‐
going with the Lead Commissioner; it was important to ensure that Yorkshire Ambulance
Service (YAS) were sustainable. Dr Adam Sheppard said that Chris Jones was the clinical
lead for this area. He was assured that the 111 service was operating within safe clinical
limits. Jo Webster noted concern that the financial challenges of the 111 service would
impact on the YAS Foundation Trust application. Dr Phil Earnshaw reflected that the CCG
were fortunate to have the involvement of Dr Chris Jones.
It was RESOLVED that:
i)
the report be noted.

13/118 Finance Report (month four)
Andrew Pepper presented the finance report; which mirrored the report presented to the
Integrated Governance Committee in August. The year to date position was £862k off
plan. The main cost drivers were non‐elective activity at MYHT and prescribing.
Medicines Management were doing an excellent job, but cheaper stock was not
obtainable, this was a national issue. Work continued on the QIPP schemes; it was
important that Governing Body members embraced the scheme and were supportive as
they were rolled out.
The Governing Body were invited to ask questions.
Dr Clive Harries asked whether the increased in spend on prescribing was the result of
altered prescribing patterns. Dr Paul Dewhirst confirmed that this was not the main
driver. Rather the NHS guide price, which in the past had benefitted the NHS with
reduced costs, was currently resulting in increased prices. Jo Webster said that intensive
support was being offered to engage practices and support them to develop and improve
the quality of their prescribing.
Andrew Pepper noted that the trading position with MYHT was over contract. A
significant proportion of this was the result on non‐elective admissions and attendance at
A&E. Dr Adam Sheppard noted the PCLIF scheme, which it intended to support a
reduction in attendance at A&E. It appeared that A&E attendances were broadly the
same as the last year; there would be further analysis of the data to better understand
the situation. Jo Webster said that on 16th September 2013 an ambulatory care pilot
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would start at MYHT.
A discussion followed about approval of large non‐recurrent spending proposals. It was
agreed that further work would be undertaken before proposals (where appropriate)
were presented to the Governing Body in November 2013.
It was RESOLVED that:
i)
the report is noted.

13/119 Integrated Quality and Performance Summary Report
Jo Pollard presented the Integrated Quality and Performance Summary Report. She
confirmed that this was a summary of the reports presented to the Integrated
Governance Committee in July and August 2013.
Laura Elliot highlighted MRSA performance, and summarised actions that were being
taken in response including improved documentation.
Matt England drew attention to the performance scorecard on pages 4 and 5; in particular
the red indicators for ambulance to A&E handover and crew clear days. He also noted the
red RTT 52 week wait for referral to treatments indication. This related to one breach in
June; the Governing Body were assured that the patient was treated in July 2013.
The RTT 18 weeks incomplete pathway indicator was also red. Jo Webster confirmed that
the Integrated Governance Committee had received a presentation from MYHT about
their proposals to reduce 18 weeks waits to zero by the end of the year. She noted a
concern about the potential impact of the proposed introduction of a new Patient
Administration System (PAS) in late September 2013.
Dr David Brown sought assurance that an Root Cause Analysis (RCA) was undertaken in
every incident the cancer 62 day wait from urgent GP referral to first definitive treatment
for cancer was breached. Matt England confirmed that this was case, and details were
presented to the Integrated Governance Committee.
It was RESOLVED that:

i)
ii)

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

13/120 Health of the people of Wakefield (presentation)
Pat Garbutt thanked the Governing Body for inviting her, Warren Holroyd and Helen Laird
to present an update on the health of the people of Wakefield.
Warren Holroyd opened the presentation with a description of the Wakefield health and
wellbeing strategy and the JSNA. He explained that information from the JSNA is available
on a website, which is constantly refreshed.
The Governing Body received information about the economic context for Wakefield.
Warren Holroyd reflected that although the economic situation had improved in recent
months, it was nowhere near the levels before the economic difficulties. With regards to
claimants of JSA, Wakefield had bucked the national fall in claimants and seen a rise.
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Warren Holroyd provided information about inequalities in life expectancy across
Wakefield, including a map which detailed the differing life expectancies across key
Wakefield bus routes. Data about mortality and life expectancy was presented. Lung
cancer, pneumonia and COPD represented three high gains, compared to the English
average. For men the highest three causes of mortality were CHD, lung cancer and
mental and behavioural disorders. It was noted that for under 18s, emergency
admissions for accidents are very high, putting Wakefield close to the worst decile
nationally. Rhod Mitchell asked whether the analysis of life expectancy via bus route had
be replicated for the under 18s accident rate. It was confirmed that this had been
prepared and was available.
The presentation then moved on to consider obesity, child obesity, tobacco control, and
maternal health, including breastfeeding levels. Andrew Balchin asked whether there was
correlation of issues between the same families, as a result of inter‐generational patterns,
because this would impact on the design of services. It was confirmed that it was difficult
to tie this up without the legal consent to access this information. The impact of recent
NHS Information Governance difficulties were noted.
Warren Holroyd outlined data related to mental health, and noted the link to socio‐
economic factors. Dr Adam Sheppard noted a welcome fall in the suicide rate amongst
people in Wakefield. The Governing Body noted that a large increase in the number of
people with dementia was expected.
Finally Warren Holroyd presented information about anticipated future trends in
Wakefield. He noted anticipated increases in obesity, falls and continence problems. Pat
Garbutt said that this analysis was used to influence the health and wellbeing strategy. Dr
Clive Harries reflected that in coming years the main pressure on the health system would
come from the elderly; those living the longest, rather than people living in deprivation.
Helen Childs said that the urgent care and care closer to home business cases were being
developed in line with the JSNA.
Jo Webster observed that this was a very timely opportunity for the Governing Body to
reflect and consider the impact of the data on the CCG’s strategy. Andrew Balchin noted
the strong evidence that there was a strong gender dimension to health inequalities.
Dr Phil Earnshaw thanked Pat Garbutt, Helen Laird and Warren Holroyd for their
presentation.
It was RESOLVED that:
(i)
the health of the people of Wakefield presentation be noted.

13/121 Developing our organisation
Mr Hany Lotfallah left the meeting.
Jo Webster introduced the Maureen Goddard, and explained that together with Lee
Beresford, Maureen would provide the Governing Body with an update on work being
undertaken to develop NHS Wakefield CCG.
Maureen Goddard outlined three phases of development. Phase one (up to 1st April) of
the organisational development plan focused on set up and authorisation of the CCG.
From April 2013 to March 2014 the focus is on establishing the organisation. Phase three
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would move the CCG towards maturity and would start from April 2014 onwards.
The organisation is therefore in phase two; developing organisational culture to support a
shared purpose. The next step would be taking this forward to turn them into objectives
which can be cascades through the organisation.
Lee Beresford explained that a bottom‐up approach was adopted for the development of
values; involving staff from across the organisation. The values were:
 “being respectful and enabling trust”
 “working together for patients”
 “committed to being one single inclusive team”
 “being the best we can be”
The values were developed by staff into a matrix, helping to define good and bad
behaviours. They would also be fed into the new staff appraisal system. Lee Beresford
explained that the next step would be to undertake a similar exercise for member
practices.
Maureen Goddard highlighted the commitment of the CCG to the Investors in Excellence
standard.
The Governing Body were invited to ask questions and make comments.
Andrew Balchin welcomed the values, and asked whether they would be used for the
Governing Body appraisals. Phil Earnshaw confirmed that they would be. Jo Webster
noted the importance of the leadership team living and breathing the values.
Stephen Hardy said that he thought it was excellent that the values were produced
following an internal discussion. He did however query how patients would judge the
values, where was the ‘bite’; would poor performance be challenged? This was echoed
by Rhod Mitchell. Lee Beresford acknowledged these points, but reflected that this was
the organisation’s first iteration of the values, they would continue to develop over time
and reference to challenge could be incorporated. Jo Webster added that the manner in
which the values were applied it was critical, it would create the environment for people
to be able to challenge.
It was RESOLVED that:
i)
the progress to date on the organisation development plan be noted.
ii)
the values noted in the Value Statement were approved.
iii)
the Values into Action Matrix and its content was approved.

13/122 Long term financial strategy
Andrew Pepper introduced the paper which outlined proposals for the CCG’s long term
financial strategy. There were a number of assumptions behind the plan, these included
the CCG should expect a challenging settlement; in addition existing resources would be
transferred to the integrated transition fund (likely to be circa £25m per annum).
There was little guidance yet available about the integrated transition fund, however the
planning timetable for development of the fund was short, with part year effect from
2014/15. Further details would be presented to the Joint Strategic Commissioning Board.
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Attention was drawn to an NHS England consultation about changes to the formulae,
which would likely result in a potential £43m (10% turnover) reduction in funding to
Wakefield CCG. Andrew Balchin asked what factor was proposed to change, Andrew
Pepper responded that this was difficult to identify, but he suspected the degree to which
the formula reflected deprivation had reduced.
Andrew concluded by reflecting that the scale of the reductions required would not be
achieved by simply ‘salami slicing’; both providers and commissioners would need to
doing things differently.
Jo Webster said that the long term financial strategy would inform the basis of planning
round for 2014/15; she noted that there would be considerable activity over the coming
few months.
It was RESOLVED that:
i)
the report be noted.

13/123 Reablement funding
Helen Childs presented the reablement funding report. She explained that the Governing
Body were invited to note the report; in order to provide assurance that the local
authority has invested reablement funds correctly.
The funding will be used to support a stable community bed case, to support the
rehabilitation of patients.
The proposals were considered by Clinical Cabinet in May 2013, Dr Carroll and Dr Biswaz
had been delegated authority by Clinical Cabinet to progress the proposal in a timely way.
The proposals were agreed by the Joint Strategic Commissioning Board (JSBC) in June
2013. The CCG and Local Authority had agreed the proposal using a s.251 agreement for
two years.
Sharon Fox asked how the Governing Body could be assured that the proposals would
meet the needs of patients with dementia. Helen Childs confirmed that the proposals
were fully aligned with mental health funding.
Jo Webster and Dr Ann Carroll noted the potential complications of differing provision of
services available for patients living outside Wakefield District. It was highlighted that this
was a national issue, which would need to be tackled. Dr Earnshaw reflected that all
patients registered with a Wakefield GP were the responsibility of the CCG.
It was RESOLVED that:
i)
the report be noted.

13/124 Communication, Engagement, Equality, Diversity and Human Rights Strategy 2013
Laura Elliott and Pia Bruhn introduced the refreshed Communication, Engagement,
Equality, Diversity and Human Rights Strategy. Laura Elliott explained that the strategy
was initially approved in June 2012. It had been updated to include equality and diversity.
Pia Bruhn drew attention to the equality objectives, which once approved would be
formally published on 13 October 2013. The objectives were drawn from the Wakefield
Equality Partnership objectives, but were specific to the CCG. Their implementation
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would be supported by the equality delivery system. A programme of public engagement
work was planned through the autumn and winter, to feed into the priorities and planned
actions for 2014/15.
An update report would be presented to the Integrated Governance Committee in
October 2013.
It was agreed that Sandra Cheseldine would be the Governing Body lead for Equality and
Diversity.
Jo Webster commended the report to the Governing Body. She reflected that this needed
to ‘bite’ in the Meeting the Challenge business case and non‐recurrent funding business
case proposals. Dr Adam Sheppard noted that all papers presented to Clinical Cabinet
include assurance that there has been an appropriate level of public engagement.
Stephen Hardy said that he thought the strategy was a good document. He queried when
the strategy would be reviewed. Pia Bruhn confirmed that a refresh review would take
place in one year.
Andrew Balchin noted the important link between the strategy and the CCG’s values
(discussed at agenda item 13/121).
It was RESOLVED that:

i)
ii)
iii)

the content of the strategy for information and approve it for publication be
noted;
the Governing Body agreed the proposed equality objectives for 2013/14.
Sandra Cheseldine would be the Governing Body lead for Equality and
Diversity.

13/125 Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee held on 18
July 2013 and 15 August 2013. He noted that the committee’s standing agenda items
included a quality and performance report, and the finance report. The committee had
received presentations from YAS and MYHT (regarding the 18 week recovery plan). A sub‐
group of the committee had been formed; the Quality Intelligence Group, which would
pull together ‘soft’ intelligence.
It was RESOLVED that:
i)
the minutes of the Integrated Governance Committee held on 18 July and 15
August 2013 be noted.

13/126 Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet held on 27 June 2013 and 25
July 2013. Dr Adam Sheppard provided a summary of the issues considered by the
committee, which included amongst other items approval for a stroke prevention project,
consideration of draft proposals for the use of non‐recurrent funds, and approval for
proposals to support additional beds in 2013/14.
It was agreed that from the next Governing Body meeting committee minutes would be
accompanied by a cover sheet summarising the headline issues discussed and proposals
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approved.
It was RESOLVED that:
i)
the minutes of the Clinical Cabinet held on 27 June and 25 July 2013 be noted.

13/127 Minutes of Health and Wellbeing Board
Jo Webster presented the minutes from the Health and Wellbeing Board held on 6 June
2013 and 18 July 2013.
She drew particular attention to the establishment of Healthwatch, a body which the CCG
was seeking to engage proactively in the future. Dr Phil Earnshaw said that he had met
the chair of Healthwatch, they had also joined the Health and Wellbeing Board.
It was RESOLVED that:
i)
minutes of the Health and Wellbeing Board on 6 June 2013 and 18 July 2013
be noted.

13/128 Minutes of Joint Advisory and Review Group
The Governing Body considered the minutes of the Joint Advisory and Review Group held
on 2 May 2013, 16 May 2013, 19 June 2013 and 11 July 2013.
It was RESOLVED that:
i)
minutes of the Joint Advisory and Review Group held on 2 May 2013, 16 May
2013, 19 June 2013 and 11 July 2013 be noted.

13/129 Minutes of the West Yorkshire Quality Surveillance Group
Jo Webster presented the minutes from the West Yorkshire Quality Surveillance Group
held on 10 July 2013, although she noted that she was not in attendance.
The West Yorkshire Quality Surveillance Group were an important part of the new NHS
architecture. Each provider is considered and there is a robust discussion about any
quality issues identified.
Dr Harries asked whether any clinicians were in attendance at the West Yorkshire Quality
Surveillance Group. Jo Webster confirmed that there was a balanced membership. Rhod
Mitchell asked whether a group with such a large membership was able to reach
decisions. Jo Pollard confirmed that the group had reached decisions swiftly.
It was RESOLVED that:
(i)
minutes of the West Yorkshire Quality Surveillance Group meeting held on 10
July 2013 be noted.

13/130 Any other business
There were two items of additional business.
MYHT – CQC 3 day visit
Jo Webster said that the CQC had undertaken a 3 day visit to MYHT in May. The report
was published on Wednesday 4 September 2013. A warning notice had been issued with
accompanying compliance actions relating to staffing and governance.
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Jo Webster noted the range of actions which were being undertaken to seek assurance.
This included a special meeting of the quality surveillance group including the Local Area
Team, CQC and Trust Development Authority (TDA).
Jo Pollard informed the Governing Body that an external quality assurance review of
commissioning and contracting processes for MYHT had been commissioned; further
details would be presented to the Integrated Governance Committee in October 2013.
Chief of Service Delivery and Quality
Jo Webster confirmed that following an external recruitment process, Jo Pollard had been
successfully appointed as Chief of Service Delivery and Quality for a two year period.
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).

13/131 Date and time of next meeting
Tuesday, 12 November 2013, 1pm in the Boardroom, White Rose House
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 10 September 2013
Minute No

Topic

Action Required

13/64

Chief Officer
Update –
Continuing Care



13/66

Quality &
Performance
Summary Report
– HCAI



13/118

Finance report



13/124

Communication,
Engagement,
Equality,
Diversity and
Human Rights
Strategy 2013
Any other
business: CQC /
MYHT



13/130



Who

Date for Completion

Progress

Final report from the
independent organisation
commissioned to undertake an
audit of local Continuing
Healthcare systems and
processes to be presented at a
future Board meeting
HCAI (Health Care Acquired
Infections) ‐ to check if
healthcare workers are screened

Jo Pollard

November 2013

To be presented at
January 2014 Governing
Body meeting

Laura Elliott

November 2013

Presentation of non‐recurrent
spending proposals for approval
by the Governing Body.
Equality and Diversity Update to
be presented to the Integrated
Governance Committee.

Andrew Pepper

November 2013

Closed. Healthcare
workers not currently
screened. Suggestion has
been fed into HCAI
Executive Directors
Meeting (MYHT)
Included at agenda item
13

Jo Pollard

October 2013

Complete

Further details of the external
quality assurance review of
commissioning and contracting
processes for MYHT to be
presented to the Integrated
Governance Committee.

Jo Pollard

October 2013

Complete
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Chief Officer Briefing
West Yorkshire Commissioning Collaborative
West Yorkshire Commissioning Collaborative known as 10CC has now been established to
enable the member Clinical Commissioning Groups (CCGs) to work effectively together with
each other and West & South Yorkshire and Bassetlaw Commissioning Support Unit and the
Local Area Team.
Attached (Appendix 1) are the Terms of Reference for the Group.
Merger of Agencies
The Wakefield District Wellbeing Consortium has now merged with Voluntary Action
Wakefield District to form Nova, the new support agency for the voluntary sector across
Wakefield district.
Nova Wakefield District provide:‐
•
•
•
•

Online and face to face support for voluntary sector groups or organisations
The Nova Assembly ‐ Creating a stronger voice for the voluntary and community
sector
Nova Assist ‐ An online tool to help you understand and grow voluntary sector groups
or organisations
Nova Contracting ‐ sourcing and managing contacts to be delivered by the sector

Information about Nova can be found on their website www.nova‐wd.org.uk and their
contact details can be found below:
Nova Wakefield District Limited
11 Upper York Street, Wakefield, WF1 3LQ
Telephone: 01924 367418
Email: info@nova‐wd.org.uk
This merger means that Nova is the host organisation for HealthWatch Wakefield.
Relationships with Nova will continue to be built as we strengthen our links with the third and
voluntary sector through our engagement work.
Planning for a sustainable NHS: responding to the ‘call to action’
Earlier this year, NHS England published a landmark document: The NHS belongs to the
people – a call to action. This document sets out the challenges facing the NHS and makes
the case for developing bold and ambitious plans for the future.
Sir David Nicholson wrote to all CCGs on 10 October 2013 (Appendix 2) to give early advice to
commissioners, about his assessment of the challenges facing commissioners and the key
actions that need to be taken. Planning guidance will be issued later in the year, but the
letter highlights ten key points.

Transformation Agenda Update
The second draft of the Outline Business Case (OBC) relating to Transformation Programme
was circulated for comments to The Mid Yorkshire Health and Social Care Transformation
Partnership Executive (the executive) on Friday 24th October 2013. Following receipt of
comments on the 4th November 2013 a ‘near final’ version of the OBC will be presented for
agreement at the Executive on Friday 15th November 2013. Subject to the outcome of this
meeting a final version will then be presented for approval to North Kirklees and Wakefield
CCG Governing Bodies. The timing of such approval is subject to the outcome of a referral to
the Secretary of State in relation to the implementation of The Mid Yorkshire Hospitals Trust
hospital reconfiguration. A response to the referral by North Kirklees and Wakefield CCGs has
been forwarded to NHS England who will provide a final response to the Independent Review
Panel, who in turn will advise the Secretary of State regarding a final response.
Developing a Local Commissioning Strategy for Mental Health
A local commissioning strategy for mental health services in Wakefield is being developed
jointly by NHS Wakefield CCG, Public Health and Wakefield Local Authority.
Key clinicians and managers from the CCG and Public Health have attended two workshops:



one initial preparatory workshop in September to set the scene and ensure that there is a
common understanding of the health priorities for mental health; and
a second health specific workshop to start to consider the vision and task ahead.

This was followed by a joint workshop with Local Authority colleagues on 15 October 2013.
The plan is to develop a joint strategy which encompasses national guidance and which truly
embraces the principles of joint commissioning, working together in a focussed way to deliver
safe and quality services for the people of Wakefield.
Joint commissioning for mental health is complex as the national priorities require funding to
meet mental health needs into the long term and investment and benefits cut across a wide
range of public, private and voluntary organisations. To challenge our thinking, we have
obtained expert advice from Hugh Griffiths, ex National Clinical Director of Mental Health.
Alongside the development of the strategy, our engagement teams will be working together
to ensure that the vision is understood and views of patients and the public are taken into
account.
Quality Assurance Review
Following the Care Quality Commission (CQC) reviews at MYHT in May 2013, NHS Wakefield
and North Kirklees CCGs and the Trust agreed to commission an independent review of the
respective governance and commissioning for quality arrangements to provide assurance that
they are fit for purpose.
Following a formal tender exercise through the West and South Yorkshire and Bassetlaw
Commissioning Support Unit, Niche Patient Safety was appointed to undertake the review
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from a commissioning perspective. This organisation is also carrying out the review of MYHT
quality assurance arrangements.
The objectives of the review are to:




understand and clarify current commissioning for quality processes and structures
including policies and governance
identify individual and corporate responsibilities and accountabilities and escalation
systems where sub‐optimal quality is identified
develop a clear prioritised action plan to place the CCGs and Trust on a trajectory for
commissioning for quality excellence

Niche has used documentary scrutiny, interviews and direct observation of meetings to
facilitate the triangulation of diverse sources of information. This is then being measured
against best practice, and also the key findings and recommendations arising from the recent
national high profile inquiries and reviews, including Francis and Keogh.
The findings will then be used to provide a final independent external assurance report of our
commissioning for quality processes with the Trust, identifying strengths and weaknesses,
and making clear time‐scaled recommendations for change where appropriate.
Niche will work in partnership with the CCGs and Trust to develop these recommendations
into a clear prioritised action plan.
A presentation on progress with the review and initial perceptions was shared with the
Integrated Governance Committee on 17 October 2013. The draft report will be available by
early November 2013, and a joint presentation to Chief Officers/Executives and Clinical
Directors from the three organisations to discuss the recommendations from both reports is
scheduled for 6 December 2013.
The intention is for the final report to be presented to the Governing Body in January 2014.
CQC Intelligent Monitoring
The CQC has developed a new model for monitoring a range of key indicators about NHS
acute and specialist hospitals. ‘Intelligent Monitoring’ replaces the former Quality and Risk
Profiles (QRPs) and will be used together with local information to guide the CQC on what,
where and when to inspect. Intelligent Monitoring includes 150 core indicators that relate to
the five key questions the CQC will ask of all services – are they safe, effective, caring,
responsive and well led.
Organisations are grouped into 6 bands based on the risk that people may not be receiving
safe, effective, high quality care ‐ with band 1 being the highest risk and band 6 the lowest.
Intelligent Monitoring will be routinely reported in the monthly Integrated Quality and
Performance Report.
The first reports were published on 22 October 2013.
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Summary of results for MYHT:





The CQC reviewed 82 applicable indicators for MYHT
4 indicators were classed as ‘risk’
2 indicators were classed as ‘elevated risk’
The proportional score placed MYHT in band 3, which is classed as medium risk.

MYHT is not one of the 19 trusts which will in inspected from January 2014 as part of the
second phase of the new CQC hospital inspection programme.
Areas of risk:
Measure

Level of
risk

Observed

Expected

NHS Staff Survey ‐ % of staff who would recommend the trust as a place to
work or receive treatment

Elevated

0.51

0.64

Whistleblowing alerts

Elevated

‐

‐

NHS Staff Survey ‐ KF21. % reporting good communication between senior
management and staff

Risk

0.19

0.27

Composite risk rating of Electronic Staff Record (ESR) items relating to staff
turnover

Risk

‐

‐

Composite risk rating of ESR items relating to staff stability

Risk

‐

‐

Proportion of reported patient safety incidents that are harmful

Risk

0.55

0.28

The following table shows where other Yorkshire & Humber Acute Trusts sit within the new Intelligent
Monitoring;
Band 1 (high)
Leeds Teaching
Hospitals NHS
Trust
Northern
Lincolnshire and
Goole Hospitals
NHS Foundation
Trust

Band 2
Hull and East
Yorkshire
Hospitals NHS
Trust

Band 3

Band 4

Bradford Teaching
Hospitals NHS
Foundation

The Rotherham
NHS Foundation
Trust

Band 5

Band 6 (low)

York Teaching
Hospital NHS
Foundation Trust

Airedale NHS
Foundation Trust
Barnsley Hospital
NHS Foundation
Trust

Calderdale and
Huddersfield NHS
Foundation Trust

Harrogate and
District NHS
Foundation Trust

Doncaster and
Bassetlaw
Hospitals NHS
Foundation Trust

Sheffield
Children's NHS
Foundation Trust

The Mid Yorkshire
Hospitals NHS
Trust

Sheffield Teaching
Hospitals NHS
Foundation Trust
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A Review of the NHS Hospitals Complaints System ‐ Putting Patients Back in the Picture
A review of the NHS Hospitals Complaints System by Ann Clwyd MP and Professor Tricia Hart
was published on 28 October 2013.
The report was commissioned by the Prime Minister and the Secretary of State for Health,
following the Francis report into Mid Staffordshire which highlighted that complaints are a
warning sign of problems in a hospital. The report examines at how complaints about care in
NHS hospitals made by patients, their carers and representatives are listened to and acted on
by hospitals and makes a number of recommendations for NHS Trusts and Boards and related
organisations.
The report focuses on the following four areas for change:
•

Improving the quality of care

•

Improving the way complaints are handled

•

Ensuring independence in the complaints procedures

•

Whistleblowing

The report also outlines the pledge to act by NHS England to review the role of
commissioners, including their own, in holding providers to account for a positive attitude
towards patient feedback, concerns, complaints and compliments, with specific reference to
using the standard contract and quality accounts as relevant existing tools. NHS England will
undertake this work by March 2014.
The relevant teams within NHS Wakefield CCG and West and South Yorkshire and Bassetlaw
Commissioning Support Unit will be examining the local implications and taking forward the
necessary recommendations.
A full copy of the report can be found at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/co
mplaints_review_report.pdf
Integration Transformation Fund (ITF)
The Integration Transformation Fund (ITF) presents a real opportunity to create a shared plan
for health and social care activity and expenditure that could deliver benefits way beyond the
effective use of a mandated pooled fund.
The letter “Next Steps in implementing the Integration Transformation Fund” (dated 17th
October, 2013 – Appendix 3) provides direction on why the fund matters and where the
funds will comes from. It also highlights the need for CCGs and Local Authorities to engage at
the outset with providers, both NHS and social care, to support the best possible use of the
fund.
Joint local decision making and planning will be crucial to the successful delivery of integrated
care for people. The ITF is intended to support and encourage delivery of integrated care at
scale and pace.
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Strategic and Operational Planning in the NHS
A letter signed jointly between Sir David Nicholson, Chief Executive, NHS England, David
Bennett, Chair and Chief Executive, Monitor, David Flory CBE, Chief Executive, NHS Trust
Development Authority and Carolyn Downs, Chief Executive, Local Government Association
was received on the 4 November 2013 detailing the strategic and operational planning for the
future of the NHS.
The letter outlines the significant challenges the NHS is likely to face due to the recently
published ‘Call to Action’ and ‘Closing the Gap’ reports. In order to respond to these
challenges CCG’s are being asked to develop and implement bold and transformative long‐
term strategies and plans for their services.
This long‐term transformation will only be achieved through our commitment to create a fully
integrated service between ourselves and the local authority. It is being suggested that the
plan for 2015/16 needs to start in 2014 and will form part of a five year strategy for health
and care with Health and Wellbeing Boards playing a leading role in developing local strategic
plans. Robust plans should be coherent long term strategic plans, underpinned by medium‐
term detailed operational plans that are consistent in their intentions across local health
economies.
The letter also recognises that given the scale of the challenges the NHS is facing, we need to
move away from incremental one year planning and instead develop bold and ambitious
plans which cover the next five years, with the first two years mapped out in the form of
detailed operating plans.
The following actions have been or will be taken by the appropriate body:
•

•
•
•

provide draft guidance now as to the process and expectations (this is set out in
Appendix 1 of the letter) and full guidance in December, including a joint set of
assumptions agreed by all parties;
align respective timelines in regards to the planning process. The detail of this joint
timetable is set out in Appendix 2 of the letter;
each body will revisit their own process to consider how these can be adapted to
better facilitate operational and strategic planning; and
further support will be provided and this will be communicated separately by each
body as appropriate.

The initial guidance gives some of detail of the planning process so that commissioners,
providers and local authorities know the expectations of them and can start working together
over the coming months before final guidance is issued in December. A full copy of the letter
with appendices can be found attached to this report (Appendix 4).

Jo Webster
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Appendix 1

10CC
TERMS OF REFERENCE
JANUARY 2013

PURPOSE
1.

This Framework sets out the basis on which 10CCs will operate. It is subject to regular
review as the emerging needs of the partner organisations evolve and are better
understood.

2.

10CC is established as a forum for member CCGs to enable them to make collective
decisions on the planning, procurement and review of services and clinical pathways
provided for populations larger than an individual health economy, where it is clear
that:



3.

There are cross boundary implications and issues to be addressed; and
There are clear benefits to be achieved by doing so.

The focus of this work will principally be the West Yorkshire geography, however the
10CCS also affords members the opportunity to develop a collective approach in
relation to services that are commissioned with partner CCGs across a wider area (e.g.
ambulance services, 111, etc.)

MEMBERSHIP
4.

The member organisations are











NHS Airedale, Wharfedale and Craven CCG
NHS Bradford City CCG
NHS Bradford Districts CCG
NHS Calderdale CCG
NHS Greater Huddersfield CCG
NHS Leeds North CCG
NHS Leeds South and East CCG
NHS Leeds West CCG
NHS North Kirklees CCG
NHS Wakefield CCG

Membership is the Chair and Chief Officer or a named deputy to attend.
The Local Area Team is invited to contribute to the debate around the following functions:

5.

 Prescribed Services
 Primary care commissioning
 Public Health England
Other organisations may be invited to attend as appropriate to the agenda, including:


Health Education England (HEE)
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Local Education and Training Board (LETB)
Clinical Networks and Senates
Specialised Commissioning Board

FUNCTIONS
6.

To support commissioners to make decisions on a consistent basis across West
Yorkshire where necessary to improve quality, productivity and efficiency. This will
include but not be limited to the following areas:




7.

To support commissioners to make decisions and recommendation to their CCG
governing bodies across West Yorkshire to improve quality productivity and efficiency.
This will include but not be limited to the following area:




8.

Make decisions and make recommendations for action to be taken in the
event of underperformance
Future commissioning intentions for strategic service redesign
Future intentions over activity and performance requirements for incorporation
into contracts

Future commissioning intentions for strategic service design
Action to be taken in the event of under performance
Monitor jointly agreed work programmes

To share information with members, providers and partners to help ensure that
commissioning intentions and current issues are well understood, that early thinking on
key issues is shared, and that commissioning intentions are better able to be
effectively implemented across the system.

PRINCIPLES OF WORKING ARRANGEMENTS
9.

Commitments made by representatives are binding within the scheme of delegation as
a member of 10CC governing bodies.

10.

Members will ensure that they share skills, knowledge and, where appropriate,
resources for the benefit of 10CC.

11.

10CC will review and reflect on its effectiveness and achievement on annual basis.

12.

Members will declare any relevant conflict of interest at meetings. Declaring any
interests as they arise.

ACCOUNTABILITY
13.

10CC is accountable to its member CCGs.

DECISION MAKING
14.

15.

CCGs are represented by their Chief Officer/Clinical Lead who is able to agree
decisions within the limits of their own Standing Financial Instructions (SFIs) or
relevant Scheme of Delegation.
Chief Officers can delegate named deputies to attend from their CCG. Decision
making will be limited for each CCG by the level of delegated authority of their
representative.
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FORMAT OF MEETINGS
16.

10CC will meet monthly.

17.

10CC will be chaired by a clinical lead member nominated and agreed by the forum

18.

10CC meetings will take place in a variety of locations around West Yorkshire.

19.

A small secretariat will be appointed to manage the business, work programme and
organise papers and administrative arrangements for meetings.
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Publications Gateway Reference No: 00542

4W12
Quarry House
Quarry Hill
Leeds LS2 7UE

To: NHS Commissioners: CCG leaders and NHS
England Area Directors
CC: Chief Executives of NHS providers
Chief Executives of upper tier Local Authorities
Chair and Chief Executive of LGA
ALB Chief Executives
Permanent Secretary, Department of Health
NHS England National and Regional Directors

10 October 2013
Dear Colleague
Planning for a sustainable NHS: responding to the ‘call to action’
Earlier this year, we published a landmark document: The NHS belongs to the
people – a call to action. This document sets out the challenges facing the NHS
and makes the case for developing bold and ambitious plans for the future.
Commissioners have embraced the call to action and are leading discussions
locally about how the NHS needs to change. Commissioners now face the task
of crystallising the conclusions of these discussions into comprehensive plans.
We heard from the NHS Commissioning Assembly last month about the
importance of giving early advice to commissioners, so I am writing to set out my
assessment of the challenges facing us as commissioners and the key actions
that need to be taken. We will be issuing planning guidance later in the year, but I
thought it would be helpful to highlight ten key points at this stage:
1. Improving outcomes - commissioners need to place improving outcomes for
patients at the heart of their work. For that reason, commissioners should
prioritise an approach to planning which combines transparency with detailed
patient and public participation. We need to construct, from the bottom up,
quantifiable ambitions for each domain of the NHS Outcomes Framework. We
will, therefore, be asking CCGs and NHS England Area Teams to work
together to determine local levels of ambition, based on evidence of local
patient and public benefit, against a common set of indicators that place our
duty to tackle health inequalities front and centre stage. This will ensure that
we can clearly articulate the improvements we are aiming to deliver for
patients across seven key areas:

High quality care for all, now and for future generations

•

•
•
•
•
•
•

Reducing the number of years of life lost by the people of England from
treatable conditions (e.g. including cancer, stroke, heart disease,
respiratory disease, liver disease);
Improving the health related quality of life of the 15 million+ people with
one or more long-term conditions;
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;
Reducing the proportion of people reporting a very poor experience of
inpatient care;
Reducing the proportion of people reporting a very poor experience of
primary care;
Making significant progress towards eliminating avoidable deaths in our
hospitals.

2. Strategic and operational plans – given the scale of the challenges we are
facing, we are asking commissioners (CCGs and NHS England
commissioners) to develop ambitious plans that look forward to the next five
years, with the first two years mapped out in the form of detailed operating
plans. Taking a five year perspective is crucial, as commissioners need to
develop bold and ambitious plans rather than edging forward on an
incremental basis one year at a time. It will be essential for commissioners to
work closely with providers and social care partners as they develop these
plans, and we are in dialogue with the relevant national bodies to define fully
aligned planning processes to facilitate this.
3. Allocations for CCGs– we want to provide certainty to commissioners. To
this end, we intend to notify CCGs of their financial allocations for both 14/15
and 15/16 to help them plan more effectively. We are currently working with a
subgroup of the Commissioning Assembly to finalise proposals for future
allocation formulae for CCGs and direct commissioning, but stability is a key
consideration and the pace of change is likely to be slow, given that we are
operating with very limited financial growth overall.
4. The tariff – we recognise the importance of stability of tariff as well as its
accuracy and responsiveness to the needs of patients. Together with Monitor,
we intend to minimise changes to the structure of the tariff for 14/15. By
December we plan to jointly publish our priorities for tariff in 15/16, giving
commissioners and providers the maximum amount of time to assess any
impact on the financial position of their services and respond systematically to
tariff signals.
5. The integration transformation fund – the financial settlement for 15/16
includes the creation of an integration transformation fund (ITF). This will see
the establishment of a pooled budget of £3.8bn, which will be committed at
local level with the agreement of Health & Wellbeing Boards. (Locally, CCGs
can decide to place additional resources into the ITF if they wish). The ITF is a
‘game changer’: it creates a substantial ring-fenced budget for investment in
out-of-hospital care. However, it will also require us to make savings of over
£2bn in existing spending on acute care. This implies an extra productivity
gain of 2-3% across the NHS as a whole in 15/16. We will work with Monitor

to determine how this is reflected in the expectations placed on
commissioners (in the form of QIPP savings from demand management,
pathway change, etc) and providers (in the form of the efficiency deflator
incorporated in tariff). We are currently exploring the feasibility of bringing
forward an element of the 15/16 saving requirement into 14/15 to avoid a
financial ‘cliff edge’ in 15/16.
6. Developing integration plans – the NHS will only be sustainable in 15/16 if
we put the ITF to the best possible use and reduce significantly the demand
for hospital services. It is my view that investment should be targeted at a
range of initiatives to develop out of hospital care, including early intervention,
admission avoidance and early hospital discharge - taking advantage, for
example, of new collaborative technologies to give patients more control of
their care and transform the cost effectiveness of local services. This will
require investment in social care and other Local Authority services, primary
care services and community health services. We are currently exploring how
an accountable clinician can be identified to coordinate the out-of-hospital
care of vulnerable older people and the ITF might be used to accelerate this
initiative. We will write to you over the next few days (jointly with the Local
Government Association) with more details on the process for developing
integration plans.
7. Working together – a critical ingredient of success for the transformation
fund will be the quality of partnership working at local level. Health &
Wellbeing Boards will need to have strong governance arrangements for
making transparent and evidence-based decisions about the use of the ITF.
The Chief Executive of NHS England will remain the accounting officer for the
ITF, accountable to parliament for its use, and in that context I am asking NHS
England Area Directors to take a close interest in the effectiveness of local
arrangements for governance and implementation.
8. Competition – there has been considerable discussion about the impact of
competition rules on commissioners over recent months. The key requirement
for commissioners is to determine how to improve services for patients
including how to use integrated care, competition and choice. Commissioners
should adopt transparent decision making processes which use competition
as a tool for improving quality, rather than as an end in itself. NHS England
and Monitor will support commissioners who adopt this approach to
competition.
9. Local innovation – while we will set a national framework for planning we
want to encourage local innovation and don’t want to be overly prescriptive.
Within the scope of the new tariff rules for 14/15 agreed with Monitor, we will
welcome innovative local approaches that enable change to happen on the
ground. For example, commissioners could add additional resources to the
transformation fund or they could agree local variations to the national tariff in
line with the recently published 14/15 national tariff system rules, where they
can demonstrate that it is in the interests of patients to do so. Commissioners
could explore new contracting models, such as giving acute providers
responsibility for patients 30-100 days following discharge from hospital and
introducing prime contractor arrangements for integrated care.

10. Immediate actions – I would encourage commissioners to focus on three
immediate tasks. First, you should progress the development of five year
plans and engage local people in this work. Second, you should strengthen
your local partnership arrangements so that you are well placed to make
decisions about the use of the ITF. Third, you should identify the things that
will make the greatest difference to patients locally and maintain a relentless
focus on putting them into action at pace.
Over the coming months we will be publishing further material to help
commissioners navigate their way through the planning process. This will include
detailed planning guidance, financial allocations and ‘commissioning for value’
packs for CCGs which will help each CCG to identify where there is the greatest
opportunity.
We are committed to working in partnership with CCGs, and I would encourage
feedback from CCGs via the Commissioning Assembly planning and finance
working group chaired by Paul Baumann, NHS England’s Chief Financial Officer.
More immediately, however, I advise you to press ahead with development of
your plans, and I hope the points I have highlighted in this letter will help you
make early progress. The challenges facing both commissioners and providers
are significant, and it is essential we start to address them without delay.
Yours faithfully

Sir David Nicholson
Chief Executive

17 October 2013
To:

CCG Clinical Leads
Health and Wellbeing Board Chairs
Chief Executives of upper tier Local Authorities
Directors of Adult Social Services

cc:

CCG Accountable Officers
NHS England Regional and Area Directors

Dear Colleagues

Next Steps on implementing the Integration Transformation Fund
We wrote to you on 8 August 2013 setting out the opportunities presented by the
integration transformation fund (ITF) announced in the spending review at the end of
June. While a number of policy decisions are still being finalised with ministers, we
know that you want early advice on the next steps. This letter therefore gives the
best information available at this stage as you plan for the next two years.
Why the fund really matters
Residents and patients need Councils and Clinical Commissioning Groups (CCGs)
to deliver on the aims and requirements of the ITF. It is a genuine catalyst to improve
services and value for money .The alternative would be indefensible reductions in
service volume and quality.
There is a real opportunity to create a shared plan for the totality of health and social
care activity and expenditure that will have benefits way beyond the effective use of
the mandated pooled fund. We encourage Health and Wellbeing Boards to extend
the scope of the plan and pooled budgets.
Changing services and spending patterns will take time. The plan for 2015/16 needs
to start in 2014 and form part of a five year strategy for health and care. Accordingly
the NHS planning framework will invite CCGs to agree five year strategies, including
a two year operational plan that covers the ITF through their Health and Wellbeing
Board.
A fully integrated service calls for a step change in our current arrangements to
share information, share staff, share money and share risk. There is excellent
practice in some areas that needs to be replicated everywhere. The ingredients are
the same across England; the recipe for success differs locality by locality.

1

Integrated Care Pioneers, to be announced shortly, will be valuable in accelerating
development of successful approaches. We are collaborating with all the national
partners to support accelerated adoption of integrated approaches, and will be
launching support programmes and tools later in 2013.
Where does the money come from?
The fund does not in itself address the financial pressures faced by local authorities
and CCGs in 2015/16, which remain very challenging. The £3.8bn pool brings
together NHS and Local Government resources that are already committed to
existing core activity. (The requirements of the fund are likely to significantly exceed
existing pooled budget arrangements). Councils and CCGs will, therefore, have to
redirect funds from these activities to shared programmes that deliver better
outcomes for individuals. This calls for a new shared approach to delivering services
and setting priorities, and presents Councils and CCGs, working together through
their Health and Wellbeing Board, with an unprecedented opportunity to shape
sustainable health and care for the foreseeable future.
Working with providers
It will be essential for CCGs and Local Authorities to engage from the outset with all
providers, both NHS and social care, likely to be affected by the use of the fund in
order to achieve the best outcomes for local people. They should develop a shared
view of the future shape of services. This should include an assessment of future
capacity requirements across the system. CCGs and Local Authorities should also
work with providers to help manage the transition to new patterns of provision
including, for example, the use of non-recurrent funding to support disinvestment
from services. It is also essential that the implications for local providers are set out
clearly for Health and Wellbeing Boards and that their agreement for the deployment
of the fund includes agreement to the service change consequences.
Supporting localities to deliver
We are acutely aware that time is pressing, and that Councils and CCGs need as
much certainty as possible about how the detail of the fund will be implemented.
Some elements of the ITF are matters of Government policy on which Ministers will
make decisions. These will be communicated by Government in the normal way. The
Local Government Association and NHS England are working closely together, and
collaborating with government officials, to arrive at arrangements that support all
localities to make the best possible use of the fund, for the benefit of their residents
and patients. In that spirit we have set out in the attached annex our best advice on
how the Fund will work and how Councils and CCGs should prepare for it.
The Government has made clear that part of the fund will be linked to performance.
We know that there is a lot of interest amongst CCGs and Local Authorities in how
this “pay-for-performance” element will work. Ministers have yet to make decisions
on this. The types of performance metrics we can use (at least initially) are likely to
be largely determined by data that is already available. However, it is important that
local discussions are not constrained by what we can measure. The emphasis
should be on using the fund as a catalyst for agreeing a joint vision of how integrated
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care will improve outcomes for local people and using it to build commitment among
local partners for accelerated change.
Joint local decision making and planning will be crucial to the delivery of integrated
care for people and a more joined up use of resources locally. The ITF is intended to
support and encourage delivery of integrated care at scale and pace whilst
respecting the autonomy of locally accountable organisations.
This annex to this letter sets out further information on:


How the pooled fund will be distributed;



How councils and CCGs will set goals and be rewarded for achieving them;



Possible changes in the statutory framework to underpin the fund;



The format of the plans for integrated care and a template to assist localities
with drawing up plans that meet the criteria agreed for the fund;



Definitions of the national conditions that have to be met in order to draw on
the polled fund in any locality; and



Further information on how local authorities, CCGs, NHS England and
government departments will be assured on the effective delivery of integrated
care using the pooled fund.

Leads from the NHS and Local Government will be identified to assist us to work
with Councils and CCGs to support implementation. More details on this can be
found in the annex. We will issue a monthly bulletin to Councils and CCGs with
updates on the Integration Transformation Fund.

Yours faithfully

Carolyn Downs
Chief Executive
Local Government Association

NHS England Publications Gateway Ref. No.00535
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Bill McCarthy
National Director: Policy
NHS England

Annex

Advice on the Integration Transformation Fund
What is included in the ITF and what does it cover?

1. The Integration Transformation Fund will be £3.8 billion worth of funding in
2015/16 to be spent locally on health and care to drive closer integration and
improve outcomes for patients and service users. In 2014/15 an additional £200m
transfer from the NHS to social care in addition to the £900m transfer already
planned will enable localities to prepare for the full ITF in 2015/16.
2. In 2014/15 use of pooled budgets remains consistent with the guidance1 from the
Department of Health to NHS England on 19 December 2012 on the funding
transfer from NHS to social care in 2013/14. In line with this:
3. “The funding must be used to support adult social care services in each local
authority, which also has a health benefit. However, beyond this broad condition we
want to provide flexibility for local areas to determine how this investment in social
care services is best used.
4. A condition of the transfer is that the local authority agrees with its local health
partners how the funding is best used within social care, and the outcomes expected
from this investment. Health and wellbeing boards will be the natural place for
1

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213223/Fundingtransfer-from-the-NHS-to-social-care-in-2013-14.pdf
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discussions between the Board, clinical commissioning groups and local authorities
on how the funding should be spent, as part of their wider discussions on the use of
their total health and care resources.

5. In line with our responsibilities under the Health and Social Care Act, NHS England
is also making it a condition of the transfer that local authorities and clinical
commissioning groups have regard to the Joint Strategic Needs Assessment for their
local population, and existing commissioning plans for both health and social care, in
how the funding is used.
6. NHS England is also making it a condition of the transfer that local authorities
demonstrate how the funding transfer will make a positive difference to social care
services, and outcomes for service users, compared to service plans in the absence
of the funding transfer”
7. In 2015/16 The fund will be allocated to local areas, where it will be put into
pooled budgets under joint governance between CCGs and local authorities. A
condition on accessing the money in the fund is that CCGs and local authorities
must jointly agree plans for how the money will be spent, and these plans must
meet certain requirements.

How will the ITF be distributed?
8. Councils will receive their detailed funding allocation following the Autumn
Statement in the normal way. When allocations are made and announced later
this year, they will be two-year allocations for 2014/15 and 2015/16 to enable
planning.
9. In 2014/15 the existing £900m s.256 transfer to Local Authorities for social care
to benefit health, and the additional £200m will be distributed using the same
formula as at present.
10. The formula for distribution of the full £3.8bn fund in 2015/16 will be subject to
ministerial decisions in the coming weeks.
11. In total each Health and Wellbeing Board area will receive a notification of its
share of the pooled fund for 2014/15 and 2015/6 based on the aggregate of these
allocation mechanisms to be determined by ministers. The allocation letter will
also specify the amount that is included in the pay-for-performance element, and
is therefore contingent in part on planning and performance in 2014/5 and in part
on achieving specified goals in 2015/6.

How will Councils and CCGs be rewarded for meeting goals?
12. The Spending Review agreed that £1bn of the £3.8bn would be linked to
achieving outcomes.
13. In summary 50% of the pay-for-performance element will be paid at the beginning
of 2015/16, contingent on the Health and Wellbeing Board adopting a plan that
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meets the national conditions by April 2014, and on the basis of 2014/15
performance. The remaining 50% will be paid in the second half of the year and
could be based on in-year performance. We are still agreeing the detail of how
this will work, including for any locally agreed measures.
14. In practice there is a very limited choice of national measures that can be used in
2015/6 because it must be possible to baseline them in 2014/5 and therefore they
need to be collected now with sufficient regularity and rigour. For simplicity we
want to keep the number of measures small and, while the exact measures are
still to be determined, the areas under consideration include:






Delayed transfers of care;
Emergency admissions;
Effectiveness of re-ablement;
Admissions to residential and nursing care;
Patient and service user experience.

15. In future we would hope to have better indicators that focus on outcomes for
individuals and we are working with Government to develop such measures.
These can be introduced after 2016/7 as the approach develops and subject to
the usual consultation and testing.
16. When levels of ambition are set it will be clear how much money localities will
receive for different levels of performance. In the event that the agreed levels of
performance are not achieved, there will be a process of peer review, facilitated
by NHS England and the LGA, to avoid large financial penalties which could
impact on the quality of service provided to local people. The funding will remain
allocated for the benefit of local patients and residents and the arrangements for
commissioning services will be reconsidered.

Does the fund require a change in statutory framework?
17. The Department of Health is considering what legislation may be necessary to
establish the Integrated Transformation Fund, including arrangements to create
the pooled budgets and the payment for performance framework. Government
officials are exploring options for laying any required legislation in the Care Bill.
Further details will be made available in due course. The wider powers to use
Health Act flexibilities to pool funds, share information and staff are unaffected
and will be helpful in taking this work forward.

How should councils and CCGs develop and agree a joint plan for the fund?
18. Each upper tier Health and Wellbeing Board will sign off the plan for its
constituent local authorities and CCGs. The specific priorities and performance
goals are clearly a matter for each locality but it will be valuable to be able to:
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Aggregate the ambitions set for the fund across all Health and Wellbeing
Boards;



Assure that the national conditions have been achieved; and



Understand the performance goals and payment regimes have been agreed
in each area.

19. To assist Health and Wellbeing Boards we have developed a draft template
which we expect everyone to use in developing, agreeing and publishing their
integration plan. This is attached as a separate Excel spread sheet.
20. The template sets out the key information and metrics that all Health and
Wellbeing Boards will need to assure themselves that the plan addresses the
conditions of the ITF. We strongly encourage Councils and CCGs to make
immediate use of this template while awaiting further guidance on NHS planning
and financial allocations.
21. Local areas will be asked to provide an agreed shared risk register, with agreed
risk sharing and mitigation covering, as a minimum, steps that will be taken if
activity volumes do not change as planned. For example if emergency
admissions increase or nursing home admissions increase.

What are the National Conditions?
22. The Spending Review established six national conditions:
National Condition
Plans to be jointly
agreed

Definition
The Integration Plan covering a minimum of the pooled
fund specified in the Spending Review, and potentially
extending to the totality of the health and care spend in
the Health and Wellbeing Board area, should be signed
off by the Health and Well Being Board itself, and by the
constituent Councils and Clinical Commissioning Groups.
In agreeing the plan, CCGs and Local Authorities should
engage with all providers likely to be affected by the use
of the fund in order to achieve the best outcomes for
local people. They should develop a shared view of the
future shape of services. This should include an
assessment of future capacity requirements across the
system. The implications for local providers should be set
out clearly for Health and Wellbeing Boards so that their
agreement for the deployment of the fund includes
recognition of the service change consequences.

Protection for social
care services (not
spending)

7

Local areas must include an explanation of how local
social care services will be protected within their plans.
The definition of protecting services is to be agreed
locally. It should be consistent with the 2012 Department
of Health guidance referred to in paragraphs 2 to 6,

National Condition

As part of agreed
local plans, 7-day
services in health
and social care to
support patients
being discharged
and prevent
unnecessary
admissions at
weekends

Better data sharing
between health and
social care, based
on the NHS number

Definition
above.
Local areas are asked to confirm how their plans will
provide 7-day services to support patients being
discharged and prevent unnecessary admissions at
weekends. If they are not able to provide such plans,
they must explain why. There will not be a nationally
defined level of 7-day services to be provided. This will
be for local determination and agreement.
There is clear evidence that many patients are not
discharged from hospital at weekends when they are
clinically fit to be discharged because the supporting
services are not available to facilitate it. The forthcoming
national review of urgent and emergency care sponsored
by Sir Bruce Keogh for NHS England will provide
guidance on establishing effective 7-day services within
existing resources.
The safe, secure sharing of data in the best interests of
people who use care and support is essential to the
provision of safe, seamless care. The use of the NHS
number as a primary identifier is an important element of
this, as is progress towards systems and processes that
allow the safe and timely sharing of information. It is also
vital that the right cultures, behaviours and leadership
are demonstrated locally, fostering a culture of secure,
lawful and appropriate sharing of data to support better
care.
Local areas will be asked to:
 confirm that they are using the NHS Number as the
primary identifier for health and care services, and if
they are not, when they plan to;
 confirm that they are pursuing open APIs (ie. systems
that speak to each other); and
 ensure they have the appropriate Information
Governance controls in place for information sharing
in line with Caldicott 2, and if not, when they plan for
it to be in place.
NHS England has already produced guidance that
relates to both of these areas, and will make this
available alongside the planning template. (It is
recognised that progress on this issue will require the
resolution of some Information Governance issues by the
Department of Health).
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National Condition

Definition

Ensure a joint
approach to
assessments and
care planning and
ensure that, where
funding is used for
integrated packages
of care, there will be
an accountable
professional

Local areas will be asked to identify which proportion of
their population will be receiving case management and
a lead accountable professional, and which proportions
will be receiving self-management help - following the
principles of person-centred care planning.

Agreement on the
consequential
impact of changes
in the acute sector

Local areas will be asked to identify, provider-byprovider, what the impact will be in their local area.
Assurance will also be sought on public and patient
engagement in this planning, as well as plans for political
buy-in.

How will preparation and plans be assured?
23. Ministers will wish to be assured that the ITF is being used for the intended
purpose, and that the local plans credibly set out how improved outcomes and
wellbeing for people will be achieved, with effective protection of social care and
integrated activity to reduce emergency and urgent health demand.
24. To maximise our collective capacity to achieve these outcomes and deliver
sustainable services we will have a shared approach to supporting local areas
and assuring plans. This process will be aligned as closely as possible to the
existing NHS planning rounds, and CCGs can work with their Area Teams to
develop their ITF plans alongside their other planning requirements.
25. We will establish in each region a lead local authority Chief Executive who will
work with the Area and Regional Teams, Councils, ADASS branches, DPHs and
other interested parties to identify how Health and Wellbeing Boards can support
one another and work collaboratively to develop good local plans and delivery
arrangements.
26. Where issues are identified, these will be shared locally for resolution and also
nationally through the Health Transformation Task Group hosted by LGA, so that
the national partners can broker advice, guidance and support to local Health and
Well Being Boards, and link the ITF planning to other national programmes
including the Health and Care Integration Pioneers and the Health and Well
Being Board Peer Challenge programme. We will have a first review of readiness
in early November 2013.
27. We will ask Health and Well Being Boards to return the completed planning
template (draft attached) by 15 February 2014, so that we can aggregate them to
provide a composite report, and identify any areas where it has proved
challenging to agree plans for the ITF.
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Publications Gateway Reference No: 00658
To:

CCG Clinical Leads
CCG Accountable Officers
Chief Executives of NHS Trusts
Chief Executives of NHS Foundation Trusts
Chief Executives of Local Authorities
Directors of Adult Social Services
CSU Managing Directors

cc:

NHS England Regional and Area Directors
Monitor Regional Directors
NHS TDA Directors of Delivery and Development
4 November 2013

Dear Colleagues

Strategic and operational planning in the NHS
The NHS faces an unprecedented level of future pressure. This is the definitive
conclusion of the recent ‘Call to Action’ and ‘Closing the Gap’ reports issued by NHS
England and Monitor respectively, which warns of substantial impending challenges
driven by an ageing population; increase in long-term conditions; and rising costs
and public expectations within a challenging financial environment.
In order to respond to these significant challenges the NHS is likely to have to
change; all parties - CCGs, foundation and non-foundation trusts - need to play a
leading role. They must develop and implement bold and transformative long-term
strategies and plans for their services, otherwise many will become financially
unsustainable and the safety and quality of patient care will decline.
This long-term transformation will only be achieved through our commitment to
create a fully integrated service between the NHS and local government. NHS
England and the Local Government Association have recently written to outline the
next steps for implementing the £3.8bn Integration Transformation Fund for 2015/16,
which will have significant implications for commissioners and providers alike. But
changing services and spending patterns will take time. The plan for 2015/16 needs
to start in 2014 and form part of a five year strategy for health and care. This is why
Health and Wellbeing Boards must also play a leading role in developing local
strategic plans and why the LGA is a co-signatory of this letter.
All four bodies, NHS England, NHS Trust Development Authority, Monitor and LGA
consider robust planning to be of paramount importance to both providers and
commissioners. Robust plans should be coherent long term strategic plans,

underpinned by medium-term detailed operational plans that are consistent in their
intentions across local health economies and are developed applying consistent
ground rules as articulated in national policy e.g. standard national contract and
Payment by Results. Given the scale of the challenges we are facing, we are moving
away from incremental one year planning and instead asking bodies to develop bold
and ambitious plans which cover the next five years, with the first two years mapped
out in the form of detailed operating plans. This is crucial to enabling us to take a
longer term, strategic perspective of the direction of travel across the health and
social care landscape.
We recognise it is our role and responsibility to provide the right framework for this to
happen. We have recently engaged with a range of stakeholders to understand the
needs of the sector. We have heard the importance of making the planning process
as rigorous and consistent as possible, to ensure alignment and agreement to the
key dates across all parties and to release information and guidance as early as
possible.
We have taken this feedback on board and we have taken, or will take, the following
actions:






provide draft guidance now as to the process and expectations (as set out in
Appendix 1) and full guidance in December, including a joint set of
assumptions agreed by all parties;
align our respective timelines in regards to the planning process. The detail of
this joint timetable is set out in Appendix 2;
each body is revisiting their own process to consider how these can be
adapted to better facilitate operational and strategic planning; and
further support will be provided and this will be communicated separately by
each body as appropriate.

The initial guidance gives some of detail of the planning process so that
commissioners, providers and local authorities know the expectations of them and
can start working together over the coming months before final guidance is issued in
December.

Sir David
Nicholson
Chief Executive
NHS England

David Bennett
Chair and Chief
Executive
Monitor

David Flory CBE
Chief Executive
NHS Trust Development
Authority

Carolyn Downs
Chief Executive
Local
Government
Association

Appendix 1: Initial guidance – key objectives of planning process
and changes made
1. Improving outcomes – improved outcomes must be at the heart of the strategic
and operational planning process. All bodies should prioritise an approach to
planning which combines transparency with detailed patient and public
participation.
We need to construct, from the bottom up, quantifiable and deliverable ambitions
for each domain of the NHS Outcomes Framework. We will, therefore, be asking
providers and commissioners to work together to determine local levels of
ambition, based on evidence of local patient and public benefit, against a
common set of indicators.
Setting levels of ambition against the NHS Outcomes Framework is intended to
galvanise the whole commissioning system around a clear and common purpose,
aligning the development of our long term strategy and the Call to Action with the
development of our 5 year strategic and 2 year operating plans and allowing us to
articulate the improvements we are collectively aiming to deliver for patients
across the seven ambitions.
2. Quality, Expectations and Sustainability – while we want the five year plans to
reflect local need and be ambitious we are keen to ensure that actions are taken
as early as possible in order to deliver the maximum benefit over the period. With
that in mind we shall expect more granular detail covering the first two years that
set out the measures that will be used to demonstrate progress against improving
outcomes while delivering patients’ rights and pledges under the NHS
Constitution and operating with robust financial control.
3. Joint assumptions – a number of planning assumptions are included under the
relevant headings in this document, and further joint planning assumptions will be
published in December. NHS England, Monitor and the NHS TDA also have
planning expectations that relate to the organisations which each of us oversee
and these are set out in Appendix 3.
4. Tariff – Monitor and NHS England plan to publish the 2014/15 tariff in December.
The 2014/15 tariff guidance has been strengthened to confirm that where a Trust
is being reimbursed at less than 100% of the national tariff, both the provider and
commissioner will be jointly engaged in the reinvestment decision. The scope of
this improved arrangement includes the non-payment for emergency
readmissions and the marginal rate emergency tariff and we would expect to see
plans that demonstrate how this funding has been transparently re-invested in
appropriate demand management and improved discharge schemes.
5. Allocations – we will be able to notify CCGs of their financial allocations for both
14/15 and 15/16 in the week commencing 16 December and will also provide
broad assumptions regarding allocations for years 3 – 5 to the same timescale.

6. Efficiencies

Efficiencies -

2014/15

2015/16 – 2019/20

4.0%*

Published in December

2014/15

2015/16 – 2019/20

2.1%*

Published in December

2014/15

2015/16 – 2019/20

1.9%*

Published in December

* Subject to consultation
7. Cost Inflation

Weighted average cost inflation
* Subject to consultation
8. Price deflation – tariff

Average tariff deflation

* Subject to consultation. The 1.9% excludes the impact of CNST on specific
HRG groups.
Any further forward guidance provided in December will be indicative only and
will not represent a commitment to future tariff pricing beyond 2014/15, which will
be subject to consultation in future years.
9. CQUIN – NHS England is refreshing the CQUIN scheme and associated
guidance for 2014/2015. It is proposed that the final CQUIN scheme will be
agreed and published in December 2013.
10. Integration Transformation Fund – the Local Government Association and
NHS England published further guidance on 17 October 2013 on how CCGs and
councils should work together to develop their plans for the pooling of £3.8 billion
of funding, announced by the Government in the June spending round, to ensure
a transformation in integrated health and social care.
The ‘Integration Transformation Fund’ is a single pooled budget to support health
and social care services to work more closely together in local areas. The
publication provides further advice, ahead of the formal planning guidance in
December, on how the Fund will operate. The publication also includes a draft
plan submission template.
Whilst the fund itself does not address the financial pressures faced by local
authorities and CCGs, it can act as a catalyst for developing a new shared
approach to delivering services and setting priorities.
It is essential, therefore, that CCGs and Local Authorities engage from the outset
with all providers likely to be affected by the use of the Integration Transformation

Fund so that plans are developed in a way that achieves the best outcomes for
local people. Commissioner and provider plans should have a shared view of the
future shape of services. This should include an assessment of future capacity
requirements across the system. CCGs and Local Authorities should also work
with providers to help manage the transition to new patterns of provision
including, for example, the use of non-recurrent funding to support disinvestment
from services.
This new shared approach to delivering services needs to be reflected in the
planning units chosen for the development of 5 year strategic plans.
11. Joint working – it will be essential for all health (commissioners and providers)
and social care practitioners to work together with other partners to develop
locally owned and agreed plans. We expect the shape of size of planning units to
depend on local arrangements, but all relevant parties should be included and
national coverage is required.
To support mutual working between commissioners and providers, we expect
local organisations to share their own assumptions with each other. For
commissioners, this will mean ensuring plans reflect the local Health and
Wellbeing Strategy and have been discussed with providers. Providers will need
to be satisfied that their plans reflect the commissioning intentions of CCGs and
NHS England’s Area Teams.
12. Unit of planning – as CCG sizes and local configurations differ, a larger unit of
planning is required for the development of consistent and integrated long-term
strategic plans. Each statutory body (CCG, Trust, FT) must produce its own
operational plan that reflects the wider strategic plan. For the five year strategic
plans CCGs will work with Trusts and local government to identify and
communicate the larger footprint within which they will sit. The guidance is that
each CCG should only sit in one larger footprint. This unit of planning will consist
of at least one CCG and CCGs will contribute to a larger footprint where one
CCG is too small. CCGs will be required to nominate their choice of planning unit
to NHS England by 12 November 2013 through Area Team Directors of
Operations and Delivery.
Table 1 – unit of planning guidance
Each commissioner is asked to cast its strategic plan in a wider footprint that
meets the following characteristics:


each CCG to belong to one unit only;



the unit has been locally agreed and has clear clinical ownership and
leadership;



it is based on existing health economies that reflect patient flows across
Health & Wellbeing Board(s) and local provider footprints with no CCG to be
split across boundaries;



it includes significant local trusts (e.g. where CCG spend is > 25%) and some
trusts may participate in more than 1 unit of planning;



it has sufficient scale to deliver geography wide clinical improvements;



it enables the pooling of resources to reduce risk associated with large
investments;



it does not cut across existing locally agreed collaboration agreements; and



engagement has been secured from Local Authorities.

The Integration Transformation Fund will need to be identified within each plan so
that the CCG can identify its contribution to the amount and approach to be
agreed by its Health & Wellbeing Board(s).

13. Support – we recognise that producing fully integrated and assured strategic
plans is a challenging task and to support this programme NHS England, NHS
TDA, Monitor and LGA are exploring the possibility of a joint approach to support
packages.
14. Proposed assurance / challenge process – the assurance processes used in
the 2013/14 planning will be enhanced. For 2014/15 planning we are including an
additional step to ensure that commissioner and provider plans are aligned by
reconciling activity and revenue figures between CCGs, foundation and nonfoundation trusts. The assurance on alignment will be conducted jointly between
NHS England, Monitor, NHS TDA and LGA. Please note that every step will be
taken not to prejudice the position of any provider or commissioner, no
information will be shared without first contacting the appropriate party. This
exercise is to highlight risk where parties within the local health economy are
planning on a directional inconsistent basis.
15. Further guidance – further detailed guidance will be issued in December 2013
and will be tailored to providers and commissioners respectively.

Appendix 2: Key dates
Key dates – NHS England
Planning Units received from CCGs

12 November 2013

Final guidance, templates and tools issued

w/c 16 December 2013

Allocations issued

w/c 16 December 2013

st

1 Submission

14 February 2014

Contracts signed

28 February 2014

Refresh of plan post contract sign off

5 March 2014

Dispute resolution for 2014/15 with NHS TDA

From 5 March 2014

Plans approved by Boards

31 March 2014

Submission of final 2 year plans and draft 5 year

4 April 2014

Submission of final 5 year plans
 Years 1 & 2 of the 5 year plan will be fixed per
the final plan submitted on 4 April 2014

20 June 2014

Key dates – Monitor
Final guidance, templates and tools issued
Planned publication date of the 2014/15 National tariff
Payment System (subject to the outcome of a
statutory consultation process)
Contracts signed

w/c 16 December 2013

Submission of final 2 year plans

4 April 2014

Submission of final 5 year plans
 Years 1 & 2 of the 5 year plan will be fixed per
the final plan submitted on 4 April 2014

June 2014

December 2013

28 February 2014

Key dates – NHS TDA
Final Guidance, templates and tools issued

w/c 16 December 2013

Initial, high level plans

13 January 2014

Contracts signed

28 February 2014

Full plan collection

5 March 2014

Dispute resolution for 2014/15 with NHSE

From 5 March 2014

Plans approved by Boards

31 March 2014

Submission of final 2 year plans

4 April 2014

Submission of 5 year LTFMs and IBPs
 Years 1 & 2 of the 5 year plan will be fixed per
the final plan submitted on 4 April 2014

20 June 2014

Key dates – LGA
HWBs to return completed template on the ITF

15 February 2014

Appendix 3: Assumptions
Further guidance to commissioners on the feasibility of bringing forward an element
of the 15/16 saving requirement into 14/15 to avoid a financial ‘cliff edge’ in 15/16, in
order to fund strategic change, will be given by December.
Table 2 – NHS England specific assumptions

CCGs
Demographic growth

Local determination using ONS age profiled
weighted population projections

Non-demographic growth

Local determination based on historic analysis and
evidence.

Price inflation - prescribing

Local determination - would expect this to be in a
range of 4% to 7% per annum increase

Price inflation – continuing
health care

Local determination - would expect this to be in a
range of 2% to 5% per annum increase

Business rules






Minimum 0.5% contingency fund held
1% surplus carry forward
2% underlying surplus
2% non-recurrent spend
 Local determination of impact of ITF on plans
Primary care

Demographic growth

Local determination based on resident population
in line with crude population projections

Price increase

1.3% per annum increase

Business rules

 Minimum 0.5% contingency fund held
 1% surplus carry forward
 2% underlying surplus
 2% non-recurrent spend

Direct commissioning (excluding Primary Care and Public Health)
Demographic growth

Local determination using ONS age profiled
weighted population projections for population
covered by Area Teams

Non-demographic growth

Local determination based on historic analysis and
evidence

Business rules

 Minimum 0.5% contingency fund held
 1% surplus carry forward
 2% underlying surplus

 2% non-recurrent spend

Public health
Demographic growth

Local determination using ONS age profiled
weighted population projections for population
covered by Area Teams

Price increase

0% per annum increase

Business rules

 Minimum 0.5% contingency fund held
 0% surplus carry forward
 0% underlying surplus
 0% non-recurrent spend

Table 3 – NHS TDA specific assumptions
Business Rules

 Minimum 0.5% contingency fund held

 1% surplus requirement or for those NHS Trusts
in formal recovery the planned outturn should
be consistent with the recovery plan signed off
by the NHS TDA

Table 4 – Monitor specific assumptions
Business rules

Monitor does not require foundation trusts to deliver
a surplus. The provider licence requires foundation
trusts to have regard to the desirability of
maintaining an acceptable continuity of service risk
rating. In practice, a lower risk rating will prompt
Monitor to ask whether there is a risk to the
continuity of services. Where foundation trusts plan
for a lower risk rating, they should explain their
rationale to Monitor.

Appendix 4 - Joint Timeline
2013
SEPT

OCT

2014
NOV

DEC

JAN

FEB

MAR

APR

MAY

JUN

JUL

AUG

SEPT

PHASES

PHASE 1: ENGAGEMENT
PHASE 2: DESIGN
PHASE 3: BUILDING PLANS

NHS ENGLAND

PHASE 4: ASSURING PLANS
PID finalised

Mandate published

Final 2014/15 allocations issued

Initial Guidance Issued

1ST SUBMISSION
Draft 2YR Operational

Final Guidance Issued

2ND SUBMISSION
Final 2YR Operational
Draft 5YR Strategic

REVIEW

3RD SUBMISSION
Same 2YR Operational
Final 5YR Strategic

REVIEW

FINAL PLANS SUBMISSION

REVIEW

Contracts signed

CCGS & ATS

PREPARE DRAFT PLANS
FINALISE PLANS

REVISIONS

FURTHER REVISIONS

FINAL REVISIONS

MEETINGS WITH PARTNERS

JOINT
WORKING

MEETINGS WITH ATs / REGIONAL TEAMS

RECONCILIATION &
DISPUTE RESOLUTION

DEVELOP 2 YR OPERATIONAL PLANS

RECONCILE 2 YR PLANS

Contracts signed

NTDA

INITIAL PLAN SUBMISSION
FINALISE 2 YR OPERATIONAL PLANS

TRUSTS’ BOARDS SIGN OFF 2 YR PLANS

FULL 2 YR PLAN SUBMISSION

Submission of 5 year LTFMs and IBPs
(years 1 & 2 fixed per final plan submitted in April)

BOARD APPROVED PLANS SUBMITTED

MONITOR

TARIFFS PUBLISHED

Contracts signed

2YR & 5YR PLAN DEVELOPMENT
SUBMISSION OF FINAL 2 YEAR PLANS
PLAN REVIEW
PLANS RE-SUBMITTED (EXCEPTIONS)

H&SC INTEGRATION

PLANNING GUIDANCE
DRAFT PLANNING TEMPLATE ISSUED

DETAILED GUIDANCE PUBLISHED

HWBs TO RETURN COMPLETED TEMPLATE

SUPPORT WORKSHOPS
LOCAL PLAN DEVELOPMENT

PLAN SUBMITTED
ASSURANCE

SUBMISSION OF FINAL 5 YEAR PLANS
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Laura Elliott, Head of Quality & Engagement
Dasa Farmer, Senior Associate – Engagement
Stephen Hardy, Lay Member
Jo Pollard, Director of Commissioning and Quality Improvement

It is recommended that the Governing Body:
i.
Note the content of the report for information; and
ii.
Ensure public engagement is considered and undertaken for all commissioning intentions
Executive Summary:
One of the aspirations of the CCG is “to commission quality services that will improve our patient’s experiences
of care and their health outcomes. A key part of this will be to involve and listen to our patients, practices,
partners and staff when redesigning services.” Based on this, and in line with the current legislation, the CCG is
required to produce and publish an annual report highlighting all the consultation activity that had taken place.
This report includes information on consultations that have been undertaken and completed during 2012/13,
including any that started before 1st April 2012 or that started during the period of this report, but are not yet
completed. It also includes details of the consultations planned for 2013/14, where known.
Although the report captures the information within the given reporting period, it would be of interest to note
that there had been several developments since March 2013, which will be incorporated into the next annual
report on engagement. For example, the following had been progressed:






Meeting the Challenge Consultation has concluded with feedback collated, analysed and published.
The support provided to local practices in setting up PRGs has continued and the number of PRGs
locally has grown to a current 39 out of 40 practices.
The Patient Participation Network has also grown in the number of PRGs represented and the link to
the CCG structure has been strengthened.
Similarly, the membership of PIPEC has been strengthened to widen the representation including
communities previously not represented.
We are continuously working to develop a positive relationship with Healthwatch, both operationally
and strategically by proposing to develop a Joint Compact.

Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients
at our centre
Safe and high quality experiences and clinical
outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance





Outcome of Equality Impact
Assessment:

Not applicable, however, equality aspects are reflected within the report.

Outline public engagement:

The report covers consultation and engagement activities during the
financial year and beyond, capturing where and how feedback was obtained
from the public and stakeholders.

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

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

The Board Assurance Framework reflects the key controls and assurances
against Principle 5: Understanding our population and putting patients at the
centre.
None

Finance/ resource implications:

The report was presented at the Integrated Governance Committee on 19th
September 2013.

Agenda item: 8

Patient and Public Involvement Annual Report 2012/13
To access this report please follow this link:
http://www.wakefieldccg.nhs.uk/wp-content/uploads/2013/10/Report-on-consultation-2012-13-v12-Web.pdf

alternatively
hard copy available from the Governance Team,
please contact Angela Peatfield, 01924 213765 or email
angela.peatfield@wakefieldccg.nhs.uk

Title of meeting:

Governing Body

Date of Meeting:

12 November 2013

Paper Title:

Finance Report Month 6 2013/14

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Karen Parkin, Head of Finance & Governance
Responsible Clinical Lead:

Not applicable

Responsible Governing
Board Executive Lead:
Recommendation:

Andrew Pepper, Chief Finance Officer
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Information

It is recommended that the Governing Body note the contents of the report.
Executive Summary:
The Month 6 Finance Report provides a year to date and year end forecast position as at 30th Sept 2013.
Overall the CCG has a year to date surplus of £2,751k against a planned surplus of £2,751k and year‐end
forecast of £5,502k which is equal to plan. There are 12 key financial performance indicators:
 8 indicators are green: underlying recurrent surplus, surplus year to date, surplus forecast, 2% NR funds,
QIPP full year forecast, running costs, risk management and timeliness & quality of returns.
 2 indicators are amber/red: QIPP year to date and activity forecast.
 1 indicator is red: Activity trends – year to date.
 1 indicator is not yet scored: Balance sheet indicators have yet to be defined by NHS England.
The report highlights any significant adverse variances, the main one being a £2.6m overtrade year to date
against the MYHT contract, with a forecast of £5.4m. Both the contingency reserve and the brought forward
surplus reserve have now been fully utilised to match the net adverse position.
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance

Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

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

Not applicable



Previously presented at
committee / governing body:

Month 4 Finance Report was presented at Governing Body meeting on 10
September 2013. This Month 6 Finance Report has previously been
presented at Integrated Governance Committee on 17 October 2013.

Reference document(s) /
enclosures:

Month 6 Finance Report
3 Appendices are included to provide further detail on specific issues:
 Appendix 1: Prescribing Information
 Appendix 2: QIPP – updated position statement on the 13/14
programme
 Appendix 3: Letter to NHS England re. The Fundamental Review of
Allocations Policy
A separate paper is presented at this Governing Body meeting on the use of
the 2% reserve for non‐recurrent investment. This is under a separate
agenda item.

Risk Assessment:

Section 6 of the paper gives details of the financial risks including mitigation.

Finance/ resource implications:

Not applicable

NHS WAKEFIELD CCG
Finance Report – Month 6 2013/14
1. Introduction
This report shows the financial position at 30th September 2013.
2. Key Financial Performance Indicators
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%

RAG
Green

Value
13/14 surplus £5.5m + NR £9m =
£14.5m = 3.3%
£0k variance as a % of YTD budget
£231,042k = 0.0% after phasing in
£1.6m of reserves

1

Underlying recurrent surplus

2

Surplus ‐ year to date performance
(variance to plan as % of allocation)

Green: <= 0.1% Amber/Green: <=0.25%
Amber/Red: <0.5% Red: >=0.5%

Green

3

Surplus ‐ Full year (forecast variance to
plan as % of allocation)

Green: <= 0.1% Amber/Green: <=0.25%
Amber/Red: <0.5% Red: >=0.5%

Green

£0k full year forecast to plan = 0%

4

Management of 2% NR funds within
agreed processes

Green=Yes Red=No

Green

Plans submitted to WYAT within
agreed process and timescales. WYAT
fully informed of all CCG intentions

5

QIPP ‐ year to date delivery

Amber/Red

£2.5m delivered against YTD plan of
£4.1m = 61%.

6

QIPP ‐ full year forecast

Green

£10m forecast delivery in line with
plan = 100%

Green: >= 95% of plan Amber/Green:
>=80% of plan Amber/Red: >=50% of
plan Red: <50% of plan
Green: >= 95% of plan Amber/Green:
>=80% of plan Amber/Red: >=50% of
plan Red: <50% of plan

YTD Month 4 activity received for
MYHT, LTH, CHFT, BTHFT, ANHST.
Total overtrade = 4% against YTD
month 4 plan. Detail on other
contracts not yet available
Forecast activity received for MYHT,
LTH, CHFT, BTHFT, ANHST. Total
overtrade = 2.5% against plan. Detail
on other contracts not yet available

7

Activity trends ‐ year to date

Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan

8

Activity trends ‐ full year forecast

Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan

Amber/Red

9

Running costs

Green: <= RCA Red: >RCA

Green

£108k underspend at M6

10

Clear identification of risks against
financial delivery and mitigations

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

Green

All risks identified with value and
mitigation (see section 6)

11

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

Based on assessment of returns

Green

12

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

to be defined

TBC
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Red

No audits undertaken to date. Self
assessed green based on timeliness
and accuracy of returns to WYAT
Cash: £1.1m held at 30th Sept = 3% of
monthly cash draw down. BPCC: 96%
of invoices paid by number and 99%
paid by value.

3. Overall Financial Performance
There were four allocation adjustments during September. Total Allocations for 13/14 are presented
below:
13/14 Opening Programme Allocation
13/14 Running Cost Allocation
Specialist Commissioning transfer to NHSE
Offender Health
Angel Lodge
B/F surplus
Total Allocation at 31st August 2013
Cervical Cytology Screening
Specialist Commissioning Service Cross Boundary
Mid Yorkshire Critical Care/Rehab
Movement to surplus per final accounts
Total Allocation at 30th September 2013

£’000
450,210
8,580
(7,624)
544
295
4,231
456,236
(302)
(598)
6,212
1
461,549

A high level analysis of budget headings and financial performance is provided in Table 1 below:
Table 1:
Annual Budget

Budget to
Date

Community Health Services
Acute
Mental Health
Continuing Care
Primary Care
Bfwd Surplus
Other
Programme Allocation (exc planned surplus)
Running Costs
Total

£'000
29,563
266,072
40,084
25,613
67,656
4,230
14,250
447,467
8,580
456,047

£'000
14,782
133,036
20,042
12,807
34,128
2,115
7,125
224,032
4,258
228,290

13/14 Surplus
Total Allocation

5,502

2,751

0

‐2,751

‐5,502

461,549

231,041

228,290

-2,751

-5,502

Provider

Expenditure to Variance to
Date
Date
£'000
14,653
135,333
19,876
13,131
33,772
477
6,900
224,141
4,150
228,290

£'000
‐128
2,297
‐165
324
‐356
‐1,638
‐225
108
‐108
‐0

Forecast year
end Variance
£'000
56
5,138
‐210
904
‐1,041
‐4,230
‐538
78
‐78
0

Non‐recurrent resources have been phased to match the net adverse variance of £1.6m. Programme
budgets are further analysed below. Running costs is under budget which is a combination of vacancies
and organisational development training costs.
Year to Date expenditure reflects activity information received for April to July of some acute providers.
However there remain validation queries outstanding; challenges and penalties to finalise; and availability
of activity information for a number of providers.
4. Programme Budgets
Variances against Programme budgets are shown in Table 2 below. Significant variances can be explained
as follows:


MYHT Acute – contracted activity for April to July shows a gross overtrade position of £3m (4%)
with some validation outstanding. Estimated challenges and penalties are still being worked
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through and estimate this net overtrade to be c£1.8m. This information has been used to accrue a
YTD position for month 6. Further analysis of the overtrade position shows:
o Non Elective total overtrade £1,276k (8%)
o Day Case overtrade £929k (12%)
o Outpatient procedures overtrade £283k (10%)


Prescribing is showing a YTD underspend and is also forecast to underspend. This is part of the QIPP
programme and is therefore offset by the QIPP reserve line. The QIPP target for prescribing is to
underspend by £2m by the end of the year which is being hindered by cost pressures on ‘no cheaper
stock obtainable’ products (NCSO) due to general stock shortages. Prescribing trends and month 4
actual spend by practice is presented at appendix 1. Additionally there is also an overspend against the
oxygen budget which is predicted to continue.
The impact of increased costs and productivity opportunities for the remainder of this financial year is
estimated to leave a £1m risk to the QIPP prescribing savings that had been put into the plan; and
evaluation and plans are to be put into place that will be in force from October to address this. An area
that needs to be evaluated is whether the increase in cost growth in Wakefield is due to increased
diagnosis and treatment of disease leading long term to a prevention of ill health and hospitalisation
and better care in patients.
A YTD contingency reserve of £2.3m has been released to mitigate the overtrade position with a YTD
impact of £1.1m.
The brought forward surplus reserve has been released to also mitigate the overtrade with a year to
date impact of £1.6m.

Table 2:
Provider

Annual Budget Budget to Date
£'000
20,042
102,169
6,826
7,606
16,435
30,543
3,585
12,807
14,782
3,964
‐1,820
2,326
2,655
2,115
224,032
4,258
228,290

Expenditure to
Date

Variance to
Date

Forecast year
end Variance

£'000
19,876
104,810
6,929
7,567
16,028
30,297
3,474
13,131
14,653
4,036
‐991
1,200
2,655
477
224,141
4,150
228,290

£'000
‐165
2,641
103
‐40
‐407
‐245
‐111
324
‐128
72
828
‐1,126
0
‐1,638
108
‐108
‐0

£'000
‐210
5,392
204
0
‐458
‐941
‐100
904
56
‐15
1,728
‐2,251
0
‐4,230
78
‐78
‐0

Mental Health
Acute ‐ Mid Yorkshire Hospitals Trust
Acute ‐ Leeds
Acute ‐ YAS
Other Acute
Prescribing
Primary Care and Out of Hours
Continuing Care & Free Nursing Care
Community Services
Other Contracts
QIPP
Other Reserves
Non Recurrent Reserve
Bfwd Surplus
Programme Allocation (exc planned surplus)
Running Costs
Total

£'000
40,084
204,337
13,652
15,213
32,869
60,486
7,170
25,613
29,563
7,928
‐3,639
4,651
5,310
4,230
447,467
8,580
456,047

13 / 14 Surplus
Total Allocation

5,502

2,751

0

‐2,751

‐5,502

461,549

231,041

228,290

-2,751

-5,502

5. QIPP and Non Recurrent Reserve


QIPP annual budget has reduced from the original £10m target as some agreed QIPP schemes
have now been transacted. It is presented here as an overspend to offset the saving on
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prescribing and the undertrade positions relating to ophthalmology and dermatology as these are
all QIPP schemes. Risks include £1m prescribing and £0.9m previously unidentified. An updated
position on the QIPP programme is shown in appendix 2.


Non‐Recurrent plans for the 2% reserve have continued to be developed in discussion with WYAT.
To aid the approval process a board briefing session was held on 24th September and further
business cases will be presented to Clinical Cabinet over the next 2 months.

6. Risks & Opportunities
Key risks are outlined in Table 3 below:
Table 3:

Risk
Acute provider contracts risk of £3.9m of non recurrent
income
Running Cost Allowances (RCA). Awaiting outcome of
national rebasing of RCA regarding NHS Property Services in
order to enter into lease/other HQ contracts. CCG
considers that the original baseline amount should be
adjusted downwards to reflect changes to the definition of
what was included and economies made in‐year. Outcome
awaited in Q3.

Specifically
Provided
Risks £m

Expenditure Risks
£m

2.5

WCCG share is provided for as a contingency.

1.3

Fully provided for in RCA budgets

Acute Contract over‐trade ‐ MYHT

5.4

Acute Contract and other Acute Provider over‐trade

1.0

Continuation of prescribing overspend and inability to
mitigate whilst delivering a cash releasing QIPP.

1.0

CHC

0.9

QiPP schemes in development do not materialise full values

0.9

3.8

Contingency Held
Running Costs allowance ‐ ring fenced for property services
reconciliation
Non Recurrent Measures ‐ ring fenced for MYHT within 2%
NR reserve
Non Recurrent Measures ‐ Slippage on 2% NR reserve +
emergency re‐admissions reserve
Non Payment of remaining balance of PCLIF due to non‐
achievement of target reductions

9.2

Expenditure
Opportunity £m
2.3

Opporunites

Mitigation

1.3
2.5
1.9
0.8

Non Recurrent Measures ‐ brought forward surplus reserve

4.2
3.8
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9.2

Month 4 gross position is £3m overtrade. Challenges average
£200k per mth and penalties average £47k per month. Possible
additional challenges re coding changes and potential non‐
delivery of CQUINS
Estimated position based on month 3 overtrade position from
CSU
Medicine management assessment of net underperformance
against Prescribing QIPP based on Mth 4 PPA data and adjusted
for local intelligence
On‐going review of cases and cost pressures presents potential
risk. Unlikely to mitigate through review of CHC brought forward
provision due to the potential change in accounting
arrangements
£400k risk on criteria based commissioning + £500k risk on in
year contract variations / challenges etc is the minimum risk
number. On‐going scruntiny on a weekly basis and via monthly
Clinical Cabinet.

7. Better Payment Practice Code
The NHS target is 95% of invoices to be paid within 30 days both in terms of value and on number of
invoices. Actual performance for month 6 is shown below. Section 251 data validation issues relating to
patient confidentiality are resulting in some invoices not being paid within the 30 days and are also causing
problems with month end cash balances. This issue is being addressed together with the CSU.

Month 6 2013/14 ‐ 30th September 2013
Non NHS Creditors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target
NHS Creditiors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target

Number

£000's

686
660
96%

6,550
6,424
98%

341
329
96%

27,397
27,058
99%

8. Cash
Cash held at 30th September was £1.1m, 3% of the monthly cash allocation and hence was within the 5%
tolerance target.

9. Statement of Financial Position
The analysis of the brought forward Statement of Financial Position (balance sheet) remains to be
completed post final accounts and final closedown of PCT accounts. The audit of these balances is due to
be completed in December 2013 according to the current national timetable.

10. Legacy Issues
The closedown of the former Wakefield District PCT continues to progress. The ledgers on the financial
system closed on 31 August. Final balances and Accounts Payable and Receivable invoices for transfer to
the new NHS bodies have been analysed and circulated to the receiving organisations. The deadline for
this was delayed due to the volume of data for all PCTs nationally to analyse. All receiving organisations
have until 18 October to query and confirm their acceptance of the invoices, transactions and balances
allocated to them, when a final submission of the agreed transfers will be made to the Department of
Health. The DH have requested additional detail from all PCTs in the analysis of the balances and
transactions, which is currently being worked on.
Attention within Wakefield CCG is now also on compiling good audit and handover files of those
transactions and balances which have been allocated to us, in order that those remaining for the CCG to
resolve (to be held within the X25 area of the ISFE) can continue to be cleared by the end of the financial
year. Guidance details on what will specifically be required and how everything will work within X25 is
awaited. Discussions with External Audit have commenced for the audit of the work but we are awaiting
further guidance on what will be required before this can be confirmed.
In addition, a Programme Budgeting Return has been completed for the 2012/13 financial year for the
former PCT. This analyses the income and expenditure across various categories of treatment. The final
return has been completed, with two minor amendments, in line with the deadline of 3 October.
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11. Fundamental Review of Allocations Policy
As previously described at Governing Body, the CCG has reviewed the potential impact of the Fundamental
Review of Allocations and made representations to NHS England, which is attached at Appendix 3
12. Recommendations
Members are asked to receive and note the contents of the report.
Karen Parkin,
Head of Finance & Governance
05/11/2013
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Appendix 1: Prescribing Spend
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Appendix 2: 13/14 QIPP Schemes – Update as at 08/10/13

Forecast Savings

QIPP
Number

Programme

Scheme Name

Clinical Lead

HoS

Lead

Savings Start
Date

RAG
(ASSESSED
DELIVERY)
PYE 13/14 FYE 14/15

MC001

Other Services

Childrens Complex & Continuing Care Packages

Ann Carroll

Ian Carr

Ian Carr

1st Apr 13

67

101

green

MC002

Other Services

Unplanned Care for Paediatrics and LT conditions: rotivirus
immunisation; public health programme including accident
prevention; epilepsy nurse specialist service; respiratory nurse
specialist service; family centric primary care

Ann Carroll

Ian Carr

Morna Cooke

1st Apr 13

360

387

amber

MH001

Mental Health

Psychiatric Intensive Care Unit ( PICU )

Clive Harries

Michelle Ezro

Phil Smedley

1st Apr 13

300

398

amber

MH002

Mental Health

Community Unit for the Elderly ( CUE )

Clive Harries

Michelle Ezro

Phil Smedley

1st Apr 13

250

250

green

PC003

Planned Care

Criteria Based Commissioning

Patrick Wynn

Linda Driver

Jenny Feeley

1st Oct 13

34

132

amber

PC004

Planned Care

Dermatology

Patrick Wynn

Linda Driver

Debra Taylor Tate

1st Apr 13

632

632

green

PC005

Planned Care

Ophthalmology Transformation

Patrick Wynn

Linda Driver

Debra Taylor Tate

1st Apr 13

693

693

green

PH004

Urgent Care

Community Respiratory Service

Avijit Biswas

Jo Hanlon

Lisa Chandler

1st Sept 13

60

156

amber

PR001

Prescribing

Nutrition redesign

Paul Dewhirst

Jo Fitzpatrick

Corrine McDonald

1st Nov 13

20

180

amber
green

PR002

Prescribing

Prescribing QiPP (inc. repeat prescriptions)

Paul Dewhirst

Jo Fitzpatrick

Lyndsey Clayton

1st Apr 13

2,000

2,000

UC001

Urgent Care

Urgent Care PCLIF

Adam Sheppard

Matt England

Sandy Smith (CSU)

1st July 13

3,490

3,032

green

UP002

Primary Care

Primary care Streaming

Adam Sheppard

Linda Driver

Simon Rowe

1st Apr 13

78

78

green

PH005

Community Services

Nephrology

Avijit Biswas

Jo Hanlon

Janet Wilson

1st Apr 14

0

35

green

Planned Care

Opthalmology Contract (The Practice)

Linda Driver

Matt England

1st Apr 13

500

500

green

Planned Care

Contract Challenges: Including a review of Pathology Tests, Intra
Vitreal Injections, Review of local tariffs.

Maciej / Andy Mobbs

0

0

red

All

Surplus budget review

Andrew Pepper

Karen Parkin

1st Apr 13

200

0

green

All

Detailed Budget Review and transaction of CCG reserves

Andrew Pepper

Karen Parkin

1st April 13

1,384

0

green

10,068

8,574

Patrick Wynn

SubTotal
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1st Sept 13

Appendix 3: letter from Andrew Pepper and Jo Webster regarding Fundamental Review of Allocations
Policy
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Title of meeting:

Governing Body

Date of Meeting:

12 November 2013

Paper Title:

Integrated Quality and Performance Report (Board
Summary)

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Andrew Singleton, Quality Co‐ordinator
Miranda Berry, Quality Manager
Luke Streeting, Performance and Planning Manager
Responsible Clinical Lead:
Dr David Brown, Quality lead
Responsible Governing
Board Executive Lead:
Recommendations:

Information
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Jo Pollard, Director of Commissioning and Quality Improvement
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;
ii.
note the actions taken following the Care Quality Commission (CQC) reviews of the Mid Yorkshire
Hospitals Trust; and
iii. approve the actions being taken to address areas of underperformance.
Executive Summary
The Integrated Quality & Performance Report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is a summary of the September and October Integrated Quality & Performance
reports which have been presented to the monthly Integrated Governance Committee, at the time of
preparation data to August was available. It reflects indicators that are currently underperforming against
target, with an exception report to highlight the key issues and actions being taken to improve performance, as
well as flags key quality issues including recently published CQC reports and patient surveys.
The report also includes a detailed update on the outcomes of the CQC inspections at MYHT in May 2013, and
the resulting action taken by the Trust, commissioners and NHS England Area Team (West Yorkshire) to
improve standards of care in the areas identified as non‐compliant.
Key Areas of Achievement
 In the reporting period there have been no MRSA bacteraemia cases reported for Wakefield CCG.
 MYHT reported 7 cases of C.Diff, which places their forecast annual outturn within the operating standard.
 The Cancer 62 day Urgent GP referral target has been achieved for the CCG and MYHT for the period and
year to date.
 The 18 week referral to treatment targets for admitted, non admitted and incomplete pathways has been
met for the CCG and MYHT.
 MYHT are now placed in the top 25% of acute trusts for its incident reporting rate.
 The CCG achieved the performance standards across all Ambulance Response Time targets.
 YAS achieved the performance targets for Cat A (Red 1) and Cat A (Red 1 and 2 combined)
Key areas for improvement
 MYHT reported 1 post 48 hour MRSA bacteraemia infection in August 2013.
 Wakefield CCG reported 12 cases of C.Diff in August, which is above the monthly tolerance and places the
forecast outturn above the annual limit of 86.







YAS have failed to achieve the 75% target for Cat A Red 2 8 minute response times for the period, but
remain on target for the cumulative position year to date.
MYHT reported 3 mixed sex accommodation breaches during July.
There has been a never event for a Wakefield patient who underwent surgery at Leeds Teaching Hospital
Trust in September 2013.
There has been one 52 week breach reported for the month, this corresponds to a Wakefield patient at
MYHT within Trauma and Orthopaedics.
YAS received 2 CQC Compliance Actions in September following an unannounced inspection in July 2013.

Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance





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:

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

The Board Assurance Framework reflects the key controls and assurances
against overarching principles from the strategic plan listed above.

Integrated Governance Committee – 19 September and 17 October 2013

Mitigating actions have been included within the report and risks are
captured as appropriate in the Board Assurance Framework and Corporate
Risk Register
Finance/ resource implications:

Mitigating actions required to improve performance or quality are assessed
on an individual basis for any finance or resource implications

NHS Wakefield Clinical Commissioning Group
Integrated Quality and Performance Report (Board Summary)
November 2013
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NHS Wakefield Clinical Commissioning Group
Integrated Quality & Performance Report
November 2013
Report Content
This month’s report represents the next stage of development with the inclusion of the Quality Dashboard for Yorkshire Ambulance Service and SWYPFT. A Development Action Plan
has been agreed with CSU which identifies a staged implementation of report evolution that will include individual contract performance, activity and finance trading positions.
The information contained in this report relates to NHS Wakefield CCG across all providers including Mid Yorkshire Hospitals NHS Trust for August 2013 (unless otherwise stated).
Recommendations:
 To note the content of the report and actions

Key Messages
Key Success Stories








There have been no MRSA reports for Wakefield CCG.
MYHT reported 7 cases of C.Diff, which places the forecast annual
outturn within the operating standard.
The Cancer 62 day Urgent GP referral target has been achieved for
the CCG and MYHT for the period and year to date.
The 18 week referral to treatment targets for admitted, non
admitted and incomplete pathways have been met for the CCG
and MYHT.
MYHT have been placed in the top 25% of acute trusts for its
incident reporting rate.
The CCG achieved the performance standards across all
Ambulance Response Time targets.
YAS achieved the performance targets for Cat A (Red 1) and Cat A
(Red 1 and 2 combined)

Areas for Improvement









MYHT have 1 reported MRSA for the period making it a YTD total of
4 cases.
Wakefield CCG had 12 reported cases of C.Diff in August, which is
above the monthly tolerance and places the forecast outturn above
the annual limit of 86.
MYHT and the CCG failed to meet the Cancer 62 day referral from
NHS Screening Service target for the period but remain on target
year to date.
YAS have failed to achieve the 75% target for Cat A Red 2 8 minute
response times for the period, but remain on target for the
cumulative position year to date.
MYHT reported 3 mixed sex accommodation breaches during July.
There has been a never event for a Wakefield patient who
underwent surgery at Leeds Teaching Hospital Trust.
There has been one 52 week breach reported for the month, this
corresponds to a Wakefield patient at MYHT within Trauma and
Orthopaedics.
YAS have received 2 CQC Compliance Actions in the period.
2

Level 2a: Key Performance Indicators
Wakefield CCG performance against CCG Strategic Objectives
Source – CCG Outcomes Framework, Everyone Counts, NHS Constitution
Data –Aug 2013 (Year to date position)

Wakefield CCG Strategic Objectives Balanced Scorecard

CARE CLOSER TO
HOME AND OUT OF
HOSPITAL

PREVENTION OF ILL‐
HEALTH AND ILLNESS

Cancer ‐ Max 2 week wait urgent
GP Referral
Cancer ‐ Max 2 week wait breast
symptoms
Cancer ‐ max 31 days wait from
diagnosis to first definitive
treatment for all cancer
Cancer ‐ max 31 days for
subsequent treatment where that
treatment is surgery
Cancer ‐ max 31 for treatment
where that treatment is an anti‐
cancer drug regieme

Cancer ‐ max 62 day wait from
urgent GP referral to first
definitive treatment for cancer
Cancer ‐ max 62 days wait from
referral from a NHS Screening
Service to first definitive
treatment
Cancer ‐ max 62 days wait for first
definitive treatment following a
consultant decision to upgarde
priority of patient
Mixed Sex Accommodation (MSA)
Breaches

RTT 18 weeks ‐ Admitted
pathways

RESPONSIVE URGENT
CARE

Ambulance R1 8 min response

SAFE EARLY YEARS AND
HEALTHY TRANSITION TO
ADULTHOOD

Smoking in pregnancy

Ambulance R2 8 min response
RTT 18 weeks ‐ Non Admitted 18
weeks
RTT 18 weeks ‐ Incomplete
pathways
RTT ‐ 52 weeks wait from referral
to treatment
Diagnostic test waits ‐ no more
than 6 weeks

Ambulance 19 min transportation
Ambulance to A&E handover
Crew clear delays
A&E waits no more than 4 hrs
Trolley waits ‐ no more than 12
hrs

Changes from previous month
1. RTT !8 Weeks Incomplete has
turned green

MRSA
CDiff

Cancer ‐ max 31 days for
treatment where that treatment is
a course of radiotherapy
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Level 2a: Key Performance Indicators

Key Performance Indicators – Exceptions
Source – CCG Outcomes Framework, Everyone Counts, NHS Constitution
Data – Aug 2013
Trend Information

Wakefield CCG

Provider

Direction of travel

Direction of travel

Domain

Wakefield CCG Strategic Objective

Data Availability Reporting Period

Period Target/
2013/14 Plan

Actual

YTD

FOT

Month

2012/13

Previous months score card

Actual

YTD

Responsive Urgent Care

Data
Assurance

FOT

Clinical Lead

Month

YAS

1

Ambulance ‐ Response Times

Cat A (Red 2) 8 min response
time

1

Ambulance ‐ Turnaround Time

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

monthly

Aug

75%

monthly

Aug

95%

75.3%

77.9%

77.9%

↓

↑

••••••

Not reported at CCG Level

74.3%

78.5%

63.3%

66.4%

78.5%

↓

Ada m Sheppa rd

66.4%

↑

Ada m Sheppa rd

↑

Ada m Sheppa rd

MYHT
1

Acute Trust ‐ Turnaround Time

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

monthly

Aug

Not reported at CCG Level

95%

80.0%

70.7%

MYHT

Prevention of ill health and illness
5

5

1

Heathcare Associated Infections

Heathcare Associated Infections

MRSA

monthly

Aug

0

0

6

14

↑

↓

Clostirdium Difficile

monthly

Aug

7/86

12

38

91

↓

↓

monthly

Aug

85%

85.5%

95.3%

95.3%

↓

↓

Max 62 day wait from urgent
GP referral to first definitive
treatment for cancer
Care closer to home and out of hospital care
Cancer Waits ‐ 62 Days

5

••••••
••••••
••••••

1

4

10

↓

Andrew Furber

7

16

38

↓

Andrew Furber

87.5%

96.2%

96.2%

↑

Abdul Mus tafa

MYHT

RTT Admitted pathways

monthly

Aug

90.0%

90.5%

90.5%

90.5%

↑

↑

RTT ‐ Incomplete pathways

monthly

Aug

92.0%

92.6%

92.6%

92.6%

↑

↓

Number of 52 week Referral to
treatment pathways

number of patients on
incomplete pathways over 52
weeks

monthly

Aug

0

1

13

32

↑

↑

Improving Access to Psychological
Therapies

People entering
psychological therapies

1/4ly

April

2.6%/10%

1.2%

1.2%

1.2%

↓

↓

18 Week RTT Waiting Time Standard
4

70.7%

••••••
••••••
••••••
•••••

90.2%

89.8%

89.8%

↑

Pa tri ck Wynn

92.1%

91.5%

91.5%

↑

Pa tri ck Wynn

1

1

1

↔

Pa tri ck Wynn

Not at Provider Level

Key

↑ ‐ Below target and improving ↑ ‐ Above target and improving
↓ ‐ Below target and worsening ↓ ‐ Above target and worsening
↔ ‐ No change

Nationally published validated data supply

National validated data supply with identified compliance issues
Provisional data ‐ not yet fully validated
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Level 2a: Key Performance Indicators

Strategic Monitoring
Performance is above target this month on the following indicators however, they continue to be monitored.
Wakefield CCG

Trend Information

Provider
Direction

Direction of travel

Domain

Wakefield CCG Strategic Objective

Data Availability Reporting Period

Period Target/
2013/14 Plan

Actual

YTD

FOT

Previous months score card
Month

Actual

YTD

Clinical Lead

Month

Responsive Urgent Care

1

Data Assurance

FOT

2012/13

YAS
Cat A (Red 1) 8 min response time

monthly

Aug

75%

86.4%

81.6%

81.6%

↑

↑

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

monthly

Aug

95%

9/.8%

98.8%

98.9%

↑

↑

Ambulance response times

••••••
••••••

83.1%

79.0%

79.0%

↑

Adam Sheppard

97.3%

97.5%

97.5%

↑

Adam Sheppard

MYHT
4

A&E 4 hour waiting time standard

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

Weekly

Aug

95%

Not reported at CCG Level

97.4%

97.4%

97.4%

↑

Adam Sheppard

4

Trolly Waits in A&E

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

Weekly

Aug

0

Not reported at CCG Level

0

0

0

↔

Adam Sheppard

Prevention of ill health and illness

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

monthly

Aug

93%

96.6%

96.7%

96.7%

↔

↑

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

monthly

Aug

93%

97.2%

96.9%

96.9%

↑

↑

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

monthly

Aug

96%

99.2%

98.0%

98.0%

↑

↑

Max 31 day wait for subsequent treatment
where treatment is surgery

monthly

Aug

94%

100.0%

98.9%

98.9%

↑

↑

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

monthly

Aug

98%

100.0%

100.0%

100.0%

↔

↔

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

monthly

Aug

94%

100.0%

99.6%

99.6%

↔

↓

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

monthly

Aug

85%

88.9%

85.2%

85.2%

↑

↓

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

monthly

Aug

tba

N/a

N/a

N/a

monthly

Aug

0

0

0

0

Cancer Waits ‐ 2 Weeks

1

Cancer Waits ‐ 31 Days

Cancer Waits ‐ 62 Days

4

Mixed sex accomodation breaches Minimise breaches

0

↔

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

96.7%

96.8%

96.8%

↓

Abdul Mus ta fa

95.2%

96.3%

96.3%

↓

Abdul Mus ta fa

100.0%

99.2%

99.2%

↔

Abdul Mus ta fa

100.0%

100.0%

100.0%

↔

Abdul Mus ta fa

100.0%

100.0%

100.0%

↔

Abdul Mus ta fa

n/a

n/a

n/a

90.2%

88.0%

88.0%

n/A

n/A

n/A

0

3

7

↑

Pa tri ck Wynn

Care closer to home and out of hospital care
18 Week waiting time standard

RTT Non‐admitted pathways

monthly

Aug

95.0%

95.8%

95.8%

95.8%

↓

↑

4

Diagnostic test waiting times

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

monthly

Aug

1%

99.5%

99.5%

99.5%

↑

↑

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

1/4ly

Q1

95%

96.7%

96.7%

96.7%

↑

↑

Care Programme Approach (CPA)

↑

Abdul Mus ta fa

Abdul Mus ta fa

MYHT

4

5

Abdul Mus ta fa

••••••
••••••
••••

95.2%

96.2%

96.2%

↓

Pa tri ck Wynn

99.3%

99.5%

99.5%

↑

Pa tri ck Wynn

No data

Clive Harries
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Level 2a: Strategic Plan – Quality Premium Performance Scorecard

Performance against Strategic Plan Quality Premium Objectives (Year to date)

NHS Constitution
18 weeks RTT
(Target: Admitted 90%,
Non admitted 95% Incomplete
92%)

CCG Financial Status

62 day cancer wait
for 1st definitive
treatment

4 hour A&E
(Target: 95%)

NHS Constitution Indicators
A CCG will have its Quality Premium reduced
if the providers from whom it commissions
services do NOT meet the NHS Constitution
requirements for the patient pledges/ rights
identified here.
As stipulated in national guidancetified
performance is measured for all providers at
the CCG level, with the exception of the
ambulance service which is at provider level

YAS RED 8 mins
(Target: 75%)

(Target: 85%)

The CCG will not receive a Quality Premium if it
has failed to manage its total resource envelope
or has exceeded the agreed level of surplus

Admitted Patients

4 hour A&E Wait

YAS RED 1&2
(8 mins)

62 day Cancer wait GP Referal
62 day Cancer wait Screening
Service Referal

Non‐admitted Patients

YAS RED 1 (8 mins)

Patients on Incomplete
pathways
Patients waiting
52 week or more

Local Measures

National Measures

DOMAIN 1: Preventing
people from dying
prematurely

Potential years of life lost
from causes considered
amenable
topeople
health care:
young
adults, children and young
people

DOMAIN 2: Enhancing the
quality of life for people
with long term conditions
and DOMAIN 3: Helping
people to recover from
episodes of ill health or
following injury

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

Avoidable Emergency
Admissions

Roll‐out of Friends and Family
Test to maternity services
Friends and Family Test: acute
inpatient care
and yo
ung people
Friends and Family Test: A&E
Services

DOMAIN 5. Treating and
caring for people in a safe
environment and
protecting them from
avoidable harm

Number of MRSA reported
infections (HPA reported)

Smoking in
pregnancy

Improve access to
talking therapies

(Target: 23.1%)

(Target: 11.4%)

Smoking in pregnancy

Talking Therapies

Improve stroke recovery
with 4‐8 month follow‐
up
(Target: 70.0%)

Stroke Improvement

and young people

Number of C‐Diff blood stream
infections

Data set
1. The data represents the YTD position for the CCG, and colour coded against the national target threshold.
2. If data is not available for the current period it is reflected by a grey box
Quality Premium financial value calculations.
1. The total QP is calculated on a £5 per head population for the CCG.
2. The current population baseline for Wakefield CCG is 356,679
3. The estimated current QP for Wakefield CCG is £1,783,395
4. Each measure is worth 12.5% (223k) of the total QP value, with the exception of the combined Domain 2
and 3 which is worth 25% (446k).
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Level 2: Quality Dashboard – MYHT

The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of the Mid Yorkshire Hospitals NHS Trust against key quality
indicators. The indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available at the time of writing will be used,
and may be subject to change due to validation between deadline for papers and Integrated Governance Committee meeting. Quality Dashboards for the Yorkshire Ambulance Service are
being developed and will be included in future reports.
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Level 2: Quality Dashboard – Yorkshire Ambulance Service

The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of Yorkshire Ambulance Service against key quality
indicators. The indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available at the time of writing will be used,
and may be subject to change due to validation between deadline for papers and Integrated Governance Committee meeting.
YAS

Trend Information
Direction of
Previous months score
travel
card
Month

Reporting Period

Period Target/
2013/14 Plan

Actual

YTD

Rate of patient related incidents (ops and A&E)

August

N/A

0.03%

‐

Staff related incidents (ops and A&E all staff)

August

N/A

2.07%

‐

SI’s number open

September

N/A

2

2

SI’s new for the month

September

N/A

1

2

↑
↑
‐
↑

Patient Safety

Clinical Effectiveness – Ambulance Quality Indicators
Stemi: Proportion of patients with ST‐elevation myocardial infarction who received an
appropriate care bundle
Cardiac arrest: Proportion of patients who were discharged from hospital alive following
resuscitation by ambulance service following a cardiac arrest
Stroke: Proportion of FAST positive patients potentially eligible for stroke thrombolysis
arriving at a hyperacute stroke unit within 60 minutes of the call being received

National average
April

79.0%

83.7%

83.7%

‐

April

8.7%

11.7%

11.7%

‐

April

62.6%

63.2%

63.2%

‐

↓
↓

••••

↓
↓

•••••
•••••

↑
↓

•
•••••••

Patient Experience (Calderdale, Kirklees and Wakefield cluster )
Family and Friends Test Score

Target
July

75‐100%

74.0%

78.5%

August

TBC

35.2%

49.2%

Staff sickness rate (West Yorkshire A&E)

June

5%

5.42%

5.3%

PDRs for all of workforce within the last 12 months (all staff)

June

TBC 100??

64%

64.4%

Q1

Green

Green

Green

September

0

2

2

Concerns, complaints, comments: Response within 24 working days
Operational

External Assurance
Monitor Governance Rating
CQC Conditions or Warning Notice
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Level 2: Quality Dashboard – South West Yorkshire Partnership FT

The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of the South West Yorkshire Partnership FT against key
quality indicators. The indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available at the time of writing will be
used, and may be subject to change due to validation between deadline for papers and Integrated Governance Committee meeting. Quality Dashboards for Yorkshire Ambulance Service are
being developed and will be included in future reports. The data covers the whole Trust unless otherwise indicated.
SWYPFT
Reporting Period

Period Target/
2013/14 Plan

Actual

Trend Information
YTD

Direction of
travel
Month

Previous months score
card

Patient Safety
MRSA

June

0

0

0

C. Difficile (Wakefield bdu)

June

0

0

0

↔
↔

Harm Free Care (new VTE, falls, pressure ulcers and catheters & urinary tract infections)

April

‐

94.52%

n/a

↑

Never Events

July

0

0

0

‐

SIs Number Open (Wakefield bdu)

July

n/a

13

n/a

‐

SIs New for month (Wakefield bdu)

July

n/a

1

3

‐

% service users on CPA followed up within 7 days of discharge

June

95%

97.0%

‐

↑

% service users on CPA having formal review within 12 months

June

95%

95.3%

‐

↑

Delayed transfers of care

June

≤7.5%

3.9%

‐

↓

% of admissions who have had access to crisis resolution team

June

95%

97.2%

‐

↓

•••
•••
•••
•••

Single sex Accomodation Breaches

July

0

0

0

↔

•••

Service user survey ‐ inpatients (% rating care as excellent or good)

Q1

90%

86%

n/a

‐

•

Service user survey ‐ community (% rating care as excellent or good)

Q1

90%

95%

n/a

‐

June

<30%

17%

17%

↑

•
•••

June

4.00%

4.11%

‐

↑

•••

Monitor Governance Rating

June

Green

Green

n/a

‐

CQC Conditions or Warning Notice

June

0

0

0

‐

•••
•••

•••
•••
•••
•••

Clinical Effectiveness

Patient Experience

Complaints including staff attitude as an issue
Operational
Staff sickness rate

(Wakefield bdu)

External Assurance
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Level 2b: Mortality

Summary Hospital Mortality Indicator 2012/13
The latest SHMI and HSMR data was discussed at the MYHT Executive Quality
19th September 2013.
The SHMI improved significantly for Quarter 2 and Quarter 3 of 2012/13. The HSMR
period April 2012 – March 2013 is 92, this compares to 108 for the previous 12
Performance is now better than the national average on both measures.

Board on
for the
months.

The Trust’s Mortality Steering Group has agreed actions to build on this progress. They include:
-

Procure and roll out and electronic observation
and escalation system across the Trust

-

Implementation of 24/7 emergency department
consultant cover

-

-

Development and implementation of ward
round safety check list
Development of 7 day working business case for
acute inpatient care

-

Implementation of RCA’s on hospital acquired
VTE’s
Development of new models to improve elderly
acute assessment

-

-

-

Development of a business case to increase the
access to elderly care consultants across a wider
range of orthopaedic fractures
Implement best practice by coding from patient
notes
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Level 2b: MYHT Friends & Family Test ‐ August

Monthly Friends and Family data (since April 2013) is now available on the NHS England website. The Friends and Family Test (FFT) is a single question survey which asks patients whether
they would recommend the NHS service they have received to friends and family who need similar treatment or care.
The FFT score is calculated using the proportion of patients who are extremely likely to recommend minus those who would not recommend or indifferent.
A&E (patients discharged from A&E only)
Month

% Response Rate
Trust

Target

National

% Extremely likely and
likely responses

Score
Trust

National

Trust

% Response Rate

National

Trust

National

Trust

National

50 ‐100

50 ‐100

Trust

National

Apr‐13

9.40

5.60

68.00

49.00

94.74

85.00

21.70

68.00

71.00

94.12

93.78

May‐13

19.70

7.50

73.00

55.00

96.57

88.00

30.10

24.40

66.00

72.00

94.57

94.49

Jun‐13

18.20

10.30

64.00

54.00

92.51

88.20

28.30

27.10

71.00

72.00

94.98

94.20

Jul‐13

15.70

10.40

62.00

54.00

92.95

87.79

27.30

28.80

70.00

71.00

95.18

94.02

87.89

35.30

28.90

71.00

72.00

96.25

93.88

23.00

50 ‐100

% Extremely likely and
likely responses

Score

20
23.50

Aug‐13

20

Inpatient

11.30

64.00

56.00

94.27

Key Messages
- The Trust response rate of 25.4% for August is the highest achieved so far.
- 94.80% of all respondents would recommend MYHT to their friends and family.
- Pinderfields achieved the highest scores of the 3 sites on both the A&E and Inpatient measures, an improvement on the previous month.
- The following wards all had response rates of below 20% and at least 10 eligible patients:
PGH G41 – 7.7% PGH G33a – 17.4% DDH W5 – 17.6% DDH W14 – 19.8%
- The discharge lounges at Dewsbury and Pinderfields had 0% response rates but patients do not spend the majority of their stay on these wards.
FFT Scores by site and ward
The wards with the highest FFT scores were;
The wards with the lowest FFT scores were;






PGH G11 (CCU): 97
DDH CCU: 96
DDH (ICU): –100 (1 response)
DDH W4: 21






DDH W5: 92
DDH W12: 91
DDH W14: 21
DDH HDU/W20: 25



PGH G21: 90



PGH G43: 48
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2b. Quality Intelligence

Quality Intelligence Group
One of the actions identified by the Francis Taskforce – a task and finish group with representation across the CCG established to review the recommendations from The Mid Staffordshire
NHS Foundation Trust Public Inquiry – was to develop a Quality Intelligence Group to gather ‘soft’ intelligence from various sources about local services or providers. The Group represents
every team within the CCG, plus colleagues from 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 against the domains of the NHS Patient Experience Framework
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215159/dh_132788.pdf 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. The completed templates allow us to effectively use this ‘soft’ intelligence in our commissioning
decisions and contractual management arrangements.
August 2013 – 34 pieces of ‘soft’ intelligence mapped
Source of
evidence

Strength of
evidence

Staffing Levels

Other
Patient Safety
Walkabouts



Care homes ‐ monitoring
of minimum standards

Incidents
Observations
Other



Key theme

Booking appointments

Discharge

Examples of ‘soft’
intelligence

Media
PALS
Other
PrSU/GPs
Patient Safety
Walkabouts










Hard evidence
link
Previous CQC
reports
Nurse:bed
ratios
CQC reports
CLASS project
Catheter care ‐
avoidable MRSA
bacteraemia
Outpatient
Improvement
Programme
National
inpatient survey

Service
provider

Level of
concern

MYHT

High

1. Discussed at MYHT Quality Board
2. Addressed in MYHT response to recent CQC report
3. Use of safer nursing care tool on staff establishment per ward

Care
Homes

High

1. Raise individual cases through reportable concerns
2. Discuss with LA contracting team

MYHT

Medium

1. Previously discussed at MYHT Quality Board
2. Raise on‐going concerns at MYHT Contract Management Group

MYHT

Medium

1. Included in MYHT's patient experience action plan
2. Roll‐out of electronic discharge letters
3. Backlog of discharge letters in medicine ‐ plans in place to address backlog

Actions

Audiology patients attended a provider’s old address and missed their appointment
Lack of assistance for wheelchair user at a provider
Waiting times for CAMHs
Waiting for admission date for knee operation
Poor discharge information
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Quality Intelligence ‐ continued
September 2013 – 46 pieces of ‘soft’ intelligence mapped
Source of
evidence

Strength of
evidence

Hard evidence
link

Service
provider

Level of
concern

Discharge communication

PrSU/GP
PALS
Other



Not applicable

MYHT

High

Staffing

Incidents
Patient Safety
Walkabouts
Media
PALS



Previous CQC
reports
Nurse:bed
ratios

Care
Homes
MYHT

High

1. Raise individual cases regarding care home staffing through reportable
concerns
2. Discuss concerns relating to health visitors with NHS England.

Pharmacy stocks at
Pinderfields (prescribing)

PrSU/GP
Patient
Opinion

Medium

1. Gather further intelligence to determine the scale of the problem and
raise concerns with contracting team.
2.
Concerns to be raised at Drug and Therapeutics Committee, Interface
Meeting and Medicines Optimisation Group

Key theme

Access

Examples of ‘soft’
intelligence



Not applicable

MYHT

Actions
1. Discussed monthly at MYHT Quality Board
2.
Medicine Management communicate issues to the Chief Pharmacist at Mid
Yorks
3. Raise specific concerns with contracting team

PrSU/GP
MYHT
PALS
18 week RTT
NHS
1. Action plan in place to meet all 18 week RTT targets.

Medium
Patient
performance
dentist
2. Investigation undertaken for all 62 day breaches.
Opinion Other
Other
 Patient attended outpatients and told to see GP for drug that pharmacy didn’t stock
 Quality of care and inconsistent advice
 Choice of provider through Choose and Book
 Quality and timeliness of discharge letters
 Privacy and dignity of service user in a care home
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Level 3: Exceptions & Narrative ‐ Summary
Indicator
Healthcare
Associated
Infections – MRSA
Clinical Lead
Dr Andrew Furber
Commissioning
Lead
Jane O’Donnell

Key Issues

Key Actions

Key Issues
 MYHT reported one post 48 hour MRSA
bacteraemia cases in the period August
2013.
 The cumulative total for MYHT is 4 post 48
hour MRSA bacteraemia cases, two of
these cases were deemed contaminants.
The case in August was deemed an
avoidable contaminant. The patient is not
registered with a Wakefield GP. A robust
action plan is in place to address the
findings from the investigation.
 In August 2013, no MRSA bacteraemia case
were allocated to Wakefield CCG, the
cumulative total is 6 cases. Of these
following the post infection review process,
four of the cases are CCG assigned and two
MYHT assigned.
 MRSA bacteraemia action plans are
monitored/performance managed at the
monthly HCAI Task and Finish Group
meeting chaired by the MYHT Chief
Executive and includes attendance from
both Wakefield and North Kirklees CCGs.
No exceptions to report on MYHT action
plans to Executive Quality Board. The
Executive Directors HCAI meeting formally
held weekly is now fortnightly to allow
divisions to undertake the actions required.
The meeting is attended by the infection
prevention team from Public Health.
 On 30 September MYHT reported a post 48
hour MRSA bacteraemia case in a
Wakefield resident. The post infection
review has commenced and will be
discussed at the next MYHT Executive
Quality Board on 31 October 2013.

Key Actions
 Aseptic non touch technique training (ANTT) and
competence assessment data for staff assessed as
competent by end of August 2013 was 78%. This is
a decrease in the percentage from July 2013;
however the number of individuals has increased.
 Revised inpatient prescribing chart was launched 1
August 2013 with a section for antimicrobials to
facilitate compliance with prescribing. An
indication for use is recorded on the prescription
chart. A review/stop date is recorded to ensure
this is acted upon in a timely manner and the day 3
review box to be completed as stated in MYHT
Antimicrobial Prescribing Policy.
 Routine weekly MRSA screening for all inpatients
will stop in September 2013. Routine screening
will continue for augmented care, high risk areas
and those wards on enhanced infection control
measures. This is in line with national guidance.
 Urinary Catheter training package has been
developed for use across the health economy; the
delivery of training to care home staff is yet to be
determined.

Action Owner

Forum/ Date

Jane O’Donnell

Jane O’Donnell

Jane O’Donnell

Jane O’Donnell
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Indicator
Healthcare
Associated
Infections – C.Diff
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Jane O’Donnell

Key Issues
Key Issues
 MYHT reported 7 C.difficile breaches in the
period August 2013.
 The cumulative total for MYHT is 16
C.difficile breaches. The target is a
maximum of 49.
 To achieve the target of 49 breaches allows
for an average of 4 breaches per month.
This is the first month that MYHT reported
more than 4 breaches.
 Cases in August have been reviewed and no
clusters were identified.
 The Post Incident Review identified that
two of the cases were avoidable (one of
these cases did not have diarrhoea).
 The remaining five cases were unavoidable.

Indicator
Mixed Sex
Accommodation







For the first time since June 2012, MYHT
reported 3 mixed sex accommodation (MSA)
breaches in July 2013. These were both at
Dewsbury Hospital and the two patients
affected were Kirklees residents – the first
patient breached for 2 days so counts as 2
breaches.
MYHT have demonstrated a significant
improvement in MSA breaches since 2011‐12
when there were 152 breaches. This improved
to 4 breaches in 2012‐13.
Breaches across the North of England are now
very low with the May data demonstrating a
rate of 0.01 breaches per 1,000 finished
consultant episodes (FCEs) with only two Trusts
reporting breaches in that month.

Action Owner

Forum/ Date

Key Actions



The PIR identified inappropriate sampling and
education sessions have been delivered to address
this.
There is also on going work with gastroenterology
due to the number of samples requested.

Key Issues

Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Laura Elliott

Key Actions

Key Actions

Jane O’Donnell

MYHT

Action Owner

Forum/ Date

Key Actions




This was discussed at MYHT Executive Quality
Board on 22 August 2013.
The Trust were experiencing a period of high activity
at the time of the breaches and there were conflicting
demands on available beds.
There has been refresher training for relevant
managers – including site coordinators and managers
on‐call – to remind them of the requirement to ensure
privacy and dignity for patients being placed in single
gender accommodation.

Laura Elliott

MYHT
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Indicator
18 Weeks RTT
Waiting Time
Standards –
Admitted and
Incomplete
Pathways

Key Issues




Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Linda Driver



The Wakefield CCG performance across all
Referral to Treatment (Admitted, Non Admitted
and Incomplete pathways has achieved the
individual performance requirements at the
cumulative level.
MYHT have achieved the required performance
across all three pathways for the current period,
however, the performance year to date remains
marginally below the required standards for the
admitted and incomplete pathways.
Performance has not been achieved at the
operating standard for individual specialties for
either the CCG or the Trust

Key Actions

Action Owner

Forum/ Date

Key Actions



A more detailed examination of the demand increase
is being undertaken.
Joint presentation to ECB to explore options for
tackling the demand increase and commissioning
decisions regarding the levels of activity required to
deliver a sustainable and affordable response to
managing patient waiting lists for the remainder of
2013/14.

Matt England
Shaun Boffey

ECB October

Current Performance
 The implementation of the new Patient
Administration system within MYHT has casued
delays in delivering accurate Patient Treatment
Lists which enable the assessment of waiting
times across specialties and pathways – this has
now been rectified.
 The Trust performance improvement plan has
not delivered the expected failure of
performance targets at the cumulative level as
predicted, however, there has been the
expected failure within the individual specialties
where significant waiting lists have historically
been evident.
 The proposed plan has not reduced the overall
volume of patients waiting as was initially
predicted. Although there has been a significant
increase in the operational activity delivered
within the Trust (as demonstrated by the
overtrading within certain specialties) there
continues to be a position where by the number
of patients remaining to be treated has not
reduced.
 Initial assessment appears to indicate there has
been an increase in the number of GP referrals
for treatment into MYHT against the same
period in 2012/13, considering the first four
months of 2013/14 there is an average of 10%
more referrals than the same period last year.
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Indicator
18 Week RTT
Pathways –
Number of Patients
on an incomplete
pathway after 52
Weeks
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Linda Driver

Key Issues
Key Issues
 During the period, one 52 week breach
has been reported for the CCG at MYHT.
This brings the CCG total YTD to 13, but is
the first breach at MYHT during the
current reporting year.
 The breach was discovered during the
Trusts routine data validation processes
and was caused by incorrect pathway
information being held on the patient
administration system.
 The patient has now been treated (during
September).
 A further audit of patients to identify any
further incorrect pathway information ‐ this
has identified 7 additional patients where
the same error has occurred, these patients
will be reported in the September data
returns. 6 of these are Wakefield patients.
 MYHT have advised these patients have
been treated in September.

Key Actions
Key Actions
 Wakefield CCG have implemented a process of
requesting that all 52 week breaches are responded
to by requesting the provider completes the
following:
- Individual breach analysis for each patient –
identifying the root cause analysis for the
patient journey to understand why the
breach occurred.
- Identification of any corrective actions that
have been implemented to improve
performance.
- Confirmation of the status of the patient’s
treatment pathway and scheduled date.
- The financial penalties to be applied by the
host CCG, and Wakefield CCG’s level of
reimbursement.




CSU Business Intelligence has provided a new RTT
Dashboard that enables a more detailed assessment
of provider performance, including a profiling of over
18 week waits at the 26 week and 40 week phasing.
Continued dialogue with CSU Provider Management
to engage CCG leads for Trusts where there have
been 52 Week Breaches reported, requiring the
delivery of performance improvement plans and
breach notifications.

New Actions
 MYHT have implemented a new procedure within
their data validation strategy to prevent these errors
occurring in the future.

Action Owner

Forum/ Date

Matt England

CSU

Balrajjit Leighton

MYHT
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Indicator
Cancer Waiting
Times – 62 day
wait – Referral
from NHS
Screening
Service
Clinical Lead
Dr Abdul
Mustafa
Commissioning
Lead
Linda Driver

Key Issues

Key Actions

Key Issues
 Wakefield CCG and MYHT have both failed to
meet the required operational standard for
this indicator during the reporting period. This
relates to 1 Wakefield patients, but counts as
have a breach for the Trust due to the Inter
Provider Transfer of the patient.

Key Actions
 A root cause analysis has been requested from
MYHT.
 The Commissioner has been made aware and will
be raising the issue of inter trust transfers and the
next Cancer Locality meeting



Both organisations breached the standard due
to the same individual patient journey.



The numbers of patients within this indicator
are so low that a single breach of timescales
will cause the indicator to performance to
drop below the required level.



There were a total of 7 Wakefield patients
that were referred from a screening service
during the period. The breach occurred
between LTHT and MYHT, and the patient was
not referred from LTHT until day 40 of the
pathway.

Indicator

Key Issues

Ambulance
Response Times

Key Issues
 The YAS performance for Cat A (Red 2) 8
Minute response time for the period of August
has dropped below the operating target of
75% by reporting achieving 74.3%.
 The cumulative position year to date is
however, above the threshold and it is
anticipated from this performance that YAS
will achieved the required standard at year
end.

Clinical Lead
Dr Adam
Sheppard
Commissioning
Lead
Jenny Feeley

Key Actions
Key Actions
 Issue to be raised at the October CBU regarding
the periods performance

Action Owner

Forum/ Date

Matt England
Michelle Ashbridge

Action Owner
Matt England

Forum/ Date
YAS CBU October
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Indicator
Ambulance
Handovers
Clinical Lead
Dr Adam Sheppard
Commissioning
Lead
Jenny Feeley

Key Issues

Key Actions

 Both the Ambulance and Acute Trust Turnaround
targets fail to be met within period and YTD
(target 100% compliance).
 Compliance figures have improved in the first five
months of the year. Due to improved data
collection (first two columns) the percentages
relating to actual handover and handover to clear
become more reliable, and may account for the
lower performance in July and August of handover
times. Handover to clear times continue to
improve month on month.
 MYHT continue to look at work‐force modelling
within the A&E department of which dedicated
nurse to ‘meet and greet’ the ambulance crews
would support improved handover performance.
Both providers, YAS & MYHT, continue to meet to
monthly to progress joint working and
improvement in performance through operational
developments. Notes of meetings are shared with
commissioners.

CCG/local actions
 The MYHT CMB confirmed that penalties would
be applied from Q3.
 The quality team are leading on discussions
regarding the improvement trajectories
required to meet CQUIN improvement plan for
the remaining quarters.
 Commissioners have offered to attend the joint
provider operational meetings.

 Performance at DDH remains a concern – YAS
have reported issues with crew‐ nursing staff
relationships at this site.
 YAS and MYHT CMGs have been clear the
penalties will be applied from Q3. At the WYCBU
meeting discussion with other CCG colleagues
occurred as to the application of acute Trust
penalties across the local region – Bradford have
applied these penalties since Q1, other areas
intend on applying them from Q3.

Regional action
 The Yorkshire and Humber Turnaround
collaborative is managing the programme to
improve both compliance and performance.
Representatives from Wakefield CCG attend this
group which meets quarterly.
 The West Yorkshire CBU meeting and the YAS
Contract Board monitor progress against these
standards and have asked YAS to provide
assurance of actions to improve performance of
which the Turnaround lead presented at the last
YAS CMB.
 The standard contract includes financial
penalties for both Acute and Ambulance
providers. These penalties will commence from
Quarter 3.

Action Owner

Forum/ Date

Matt England
Laura Elliott

Jenny Feeley

Jenny Feeley

Matt England

Luke Streeting

 There have been no further updates from the
turnaround collaborative since the last report as
this meets quarterly
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Indicator
MYHT Complaints
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Laura Elliott

Indicator
YAS Staff Sickness
Clinical Lead
Adam Sheppard
Commissioning
Lead
Laura Elliott

Key Issues

Key Actions

Key Issues
 73.8% of complaints were handled within
timescales (August 2013 data).
 This represents the first dip in performance
following 5 months of continuous
improvement.
 This is below the national 85% compliance rate
and the 95% target set by the MYHT Chief
Executive.

Key Actions
 This was discussed at MYHT Executive Quality
Board on 19 September 2013.
 MYHT are undertaking a number of actions, led by
Helen Hay (Assistant Chief Nurse).
 Actions include;
- Reviewing the complaints policy and process,
- Reinforcing accountability to respond to
complaints in a timely way,
- Staff training in complaints management to
improve quality and timeliness of response and
implement new policy,
- Moving PALs from Trust HQ to Pinderfields main
building and establishing PALs presence at
Pontefract and Dewsbury to ensure visibility to
patients,
- Reviewing the grading of complaints and how
investigations are undertaken.
 A meeting between the CCG and the Trust leads for
complaints has been arranged for 22 October 2013.
 Progress will be reviewed at MYHT Executive Quality
Board on 31 October 2013.

Key Issues
Key Issues
 Staff sickness rate for West Yorkshire A&E
division is 5.42% (above the 5% target) for
August 2013.

Key Actions

Action Owner

Forum/ Date

MYHT

Laura Elliott
Laura Elliott

Action Owner

EQB October 2013

Forum/ Date

Key Actions
 The Trust anticipates that the introduction of a
new Occupational Health Service and the national
removal of unsocial hours payments for sick pay
will reduce absence rates.
 The Trust has been issued with a minor compliance
for ‘supporting workers in a recent CQC inspection.
Gaps in mandatory training such as moving and
handling and poor quality staff development
reviews were cited as reasons for this judgement.
Addressing these issues may help reduce absence
rates.
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Indicator

Key Issues

SWYPFT Staff
Sickness



Clinical Lead
Clive Harries



Commissioning
Lead
Phil Smedley






Indicator
Never Event
Clinical Lead
David Brown
Commissioning
Lead
Laura Elliott

Staff sickness rate for Wakefield Business
Delivery Unit is 4.11% (above the 4% target) for
June 2013.
This is above target, but has seen month on
month reductions from January 2013 and is the
lowest the BDU has seen in the last 5 years.
Absence is projected to rise from this low for
the BDU as absence seasonality occurs and
increases are experienced through the holiday
period and into autumn and winter months.
Wakefield is projected to reduce its cumulative
absence rate from 5.23% last year down to
4.95% this year.
As an organization, stress related absence
continues to be the main reason for absence
across the Trust, accounting for approximately
1 in every 4/5 days lost.

Key Actions

Forum/ Date

Key Actions





Long term absence will continue to be a focus for
reduction going forward. The Trust sees an
average of around 70% of its absence attributed to
long term sickness.
Other actions will focus on the reduction of stress
related absence.
This will continue to be monitored, as part of regular
Quarterly Quality Compliance Monitoring, at the
SWYPFT Quality Board.

Key Issues
 An SI was reported by Leeds Teaching Hospitals
NHS Trust on 23 September 2013 but concerns
a patient registered with a GP practice in the
Wakefield district. An x‐ray taken in the
recovery area following surgery identified a
screw had not been removed. The patient was
returned to theatre for the screw to be
removed.
 This SI has been classed as a Never Event. The SI
will be performance managed by Leeds West
CCG.

Action Owner

Key Actions

SWYPFT

Phil Smedley

Action Owner

Forum/ Date

Key Actions




The investigation is underway and Wakefield CCG
will be kept informed of the progress of the
investigation although the performance
management of the SI falls to Leeds West CCG.
The RCA report is expected within 60 days of the
incident.

Laura Elliott

Laura Elliott
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Deep Dive

MYHT Patient Safety Walkabout – July 2013
This summarises findings from a Walkabout that took place at Dewsbury on the 24 July 2013. Walkabouts involve a small team of clinical and non‐clinical staff walking onto ward areas
to note their first impressions. Members of the team also talk to patients and carers during the visit to listen, understand their experience of care and identify areas for improvement.
The team is accompanied by a MYHT senior nurse / manager. The methodology was developed based on the NHS Institute for Innovation and Improvement’s 15 Step Challenge, the
CQC Essential Standards to Quality and Safety, and modified to include good practice adopted from elsewhere.
Key Issues


The Walkabout took place at Dewsbury (Ward 4 and Ward 5). Feedback included;
Areas of good practice
‐ Infection Control: the environment & equipment was clean and well maintained. Hand gels were available and used and staff were bare below elbow. Patients with infection were
inside rooms and status clearly displayed on the door.
‐ Patient information: information about the ward manager and a poster indicating the different uniforms / staff roles was displayed.
‐ Dignity & respect: patients were dressed in their own clothes and the team observed positive staff / patient interactions.
‐ Positive patient feedback given.
Areas of concern
Call bells: not available for 1 patient who had to shout if they needed help. Another buzzer was heard for a long period of time.
Care planning: 1 patient was in an isolation room although there was no documentation to indicate the reason.
Safety and Suitability of Premises: Fire doors were obstructed

Key Actions
Verbal feedback was given to the senior manager once the walkabout was completed. Feedback is fed to the MYHT Chief Nurse and discussed at MYHT monthly Quality & Clinical
Governance Committee. The report was shared at MYHT Executive Quality Board meeting on 19th September 2013.
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MYHT Patient Safety Walkabout – August 2013
This summarises findings from a Walkabout that took place at Pinderfields on 29 August 2013.
Key Issues


The Walkabout took place at Pinderfields (Gate 43). Feedback included;
Areas of good practice
Call bells: Call bells were accessible and answered promptly.
Staffing: Staff handled an incident which occurred on the ward professionally, which minimised disruption to patients, anxiety and prevented conflict.
Cleanliness and infection control: The ward was clean with the exception of a couple of items of equipment. Infection control policies were adhered to for patients with an
infection or suspected infection.
‐ Nutrition: Patients were complimentary about the choice and quality of food available, one lady said “the salads are to die for”.
‐ Assessing performance: Ward performance data clearly displayed behind reception.
‐
‐
‐

Areas of concern
Staffing: The team asked for clarification on the support available for senior nursing staff as it has 41 beds and a lot of vulnerable patients.
Patient feedback: Friends and family questionnaires appeared to be given out to patients on the day of admission, rather than at the end of the patient’s stay.
Dignity and respect: A patient stated that a nurse had told her “on elderly wards you leave your dignity at the door”. However, the patient did not feel that her privacy and
dignity had been undermined.
Infection Control: Flower vases were stored in the dirty utility / sluice area.
Assessing performance: High Impact Intervention audit data not displayed.
Key Actions
Verbal feedback was given to the senior manager once the walkabout was completed. Feedback is fed to the MYHT Chief Nurse and discussed at MYHT monthly Quality Committee.
The report was shared at MYHT Executive Quality Board meeting on 31st October 2013.
Since the visit the ward has been split into 2 smaller wards with a senior band 7 sister responsible for each ward, similar to Gate 41. MYHT are undertaking measures to develop the
team with support of the Organisational Development team, have secured funding to build a reminiscence room and introduced ward safety briefings at each handover.
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In the Spotlight

5.1 CQC Reviews: The Mid Yorkshire Hospitals NHS Trust (MYHT)
The CQC undertook unannounced inspections across the three main hospital sites of MYHT between 28‐30 May 2013. The reports from these inspections were published on 4 September
2013 and the outcome from the reports and subsequent enforcement action are detailed below.
Provider
Date of Inspection
Review Type
Link to Report
Outcomes
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
08 – Cleanliness & infection control
13 – Staffing
16 – Assessing and monitoring the quality of service provision
17 ‐ Complaints

Pinderfields Hospital
28‐30 May 2013
Unannounced routine inspection
Pinderfields report
Warning Notice
Action needed, minor impact
Enforcement Action
Compliant
Action needed, moderate impact
Action needed, moderate impact
Compliant

Dewsbury Hospital
28‐30 May 2013
Unannounced routine inspection
Dewsbury report
Action Needed
Compliant
Action needed, moderate impact
Compliant
Action needed, moderate impact
Action needed, minor impact
Compliant

Pontefract Hospital
28‐30 May 2013
Unannounced routine inspection
Pontefract report
Compliant
Compliant
Compliant
Compliant
Compliant
Compliant
Compliant

Prior to the inspections MYHT had two outstanding compliance actions following previous inspections – a ‘minor’ concern against outcome 4 at Pinderfields following an inspection
in November 2012, and a ‘minor’ concern against outcome 16 at Dewsbury following an inspection triggered by anonymous concerns raised with the CQC in February 2013 – and a
condition of registration on the Day Surgery Unit (Gate 40) at Pinderfields (the Trust should not admit any service users for a period exceeding 23 hours) issued in September 2012.
As the table above shows the CQC identified a number of concerns which led to the issuing of compliance actions against outcomes 1, 13 and 16, and a warning notice for Pinderfields for
outcome 4. The CQC verbally shared their concerns with the Trust, commissioners and the Area Team immediately after the visits, and the CCG was present for the initial feedback
following the inspections. A number of immediate actions were taken by the Trust with the support of commissioners which include:‐






Consideration of three individual cases deemed by the CQC as possible safeguarding cases via the safeguarding procedure. Outcome ‐ All cases have been investigated and none are
deemed to be safeguarding cases and have been closed.
The Trust reviewed staffing, quality assurance and patient safety indicators at Gates 41 and 42 at Pinderfields and the reports from these reviews provided positive assurance.
The Trust reviewed staffing, quality assurance and patient safety indicators at Wards 2 and 5 at Dewsbury and the reports from these reviews provided positive assurance.
The Trust reviewed the application of the Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) policy on wards 2 and 5 at Dewsbury and the report provided some additional
assurance, however it was agreed that a more comprehensive Trust wide DNACPR audit planned for later in the year would be brought forward. The outcomes will be reported to MYHT
Executive Quality Board on the 21 November 2013.
The CCGs and the Trust agreed to commission an independent review of the respective governance and quality assurance arrangements. These reviews are being carried out by Niche
Patient Safety and the CCGs draft report will be available by November 2013. A presentation on progress with the review and initial perceptions from the reviewer was shared with the
Integrated Governance Committee on 17 October 2013.
As a result of the concerns raised NHS England (West Yorkshire) convened an extraordinary Quality Surveillance Group (QSG) on 14 June 2013. At this meeting the CQC advised that no
‘major’ concerns had been identified at Pinderfields or Dewsbury, and that the condition of registration would be lifted on the Pinderfields Day Surgery Unit. Commissioners described
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the actions being taken by the Trust, and the QSG commended the CCGs for taking prompt action. Two additional actions were agreed by the Group ‐ a) a wider review of the application
of the DNACPR procedure (described above); and b) patient safety walkabouts at Gates 41 and 42 and the discharge lounge at Pinderfields, and Wards 2 and 5 at Dewsbury. Ward 2 and
Gate 41 have been revisited in September and October respectively.
The QSG was assured that all necessary action was being taken, and in view of this, agreed not to convene a risk summit, although agreed a further QSG would be held once the final CQC
reports were published. A subsequent meeting with the Trust was held on 18 June 2013 to inform them of the outcome of the QSG. The Trust was fully supportive of the additional
actions identified, and that the positive progress being made by the Trust in responding to a wide range of quality, performance, finance and strategic issues was acknowledged.
The CCG also provided the Area Team with assurance of the progress made against the actions agreed at the Risk Summits on 1 October and 21 November 2012 and the Quality Summit
on 25 October 2012. This was shared with the Integrated Governance Committee in September 2013.



Since the first extraordinary QSG additional actions taken include:‐
The terms of reference for the wider review of the audit of the application of the DNACPR policy have been approved and the audit has commenced.
Patient safety walkabouts were undertaken on all the areas specified on 25 June 2013, with the exception of Ward 5 which was visited on Wednesday 24 July 2013. These were
considered at the Executive Quality Board on 18 July 2013 and 19 September 2013 respectively, and have been reported through the Integrated Quality & Performance Report. To gain
additional assurance on the impact of changes made to the leadership for some of the wards, Ward 2 and Gate 41 have been revisited by the walkabout team in September and October
2013 respectively. The outcomes from these visits will be discussed at future Executive Quality Board meetings and reported through the Integrated Quality & Performance Report.
On 22 July 2013 the CQC confirmed that the Trust’s application to remove the condition of registration applied to the Day Surgery Unit at Pinderfields had been successful.
A second extraordinary QSG was convened on 29 July 2013 to review progress with the actions agreed at the QSG on 14 June 2013. It was confirmed that the actions agreed following the
CQC visits have been taken, or are being actioned within the agreed timescales. It was agreed to hold a further extraordinary QSG when the final CQC reports are published.
The draft action plan was shared with the CCG and reviewed at the MYHT Executive Quality Board on 19 September 2013. It presented to the Trust Board on the 26 September 2013 and
submitted to the CQC within the required time frame (Appendix Two). The box below is an example of the actions taken on one of the wards inspected.

What action did the Trust take to improve standards on Gate 41?






Increasing support to the ward, with new visible leadership and support for the ward sister. A Matron is using a daily assurance tool to audit standards of care.
Splitting the ward into two smaller wards, each headed by a Band 7 ward sister. This has increased the supervision of care, ensured compliance with care planning and increased
the visibility of ward sisters for families.
Strengthening leadership teams on each ward by rotating the Band 6 deputy sisters across all elderly wards.
Addressing staffing issues. Vacant posts have been recruited to with new starters beginning in late September / early October. Active management of staff sick leave is in place
and cover arrangements for maternity leave has been agreed and actioned.
Three patient and relative listening events have taken place in June and July. This was the first part of an appreciative enquiry in elderly care that took place across the Trust.

The third extraordinary QSG was held on 17 September 2013 following publication of the reports.
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In the Spotlight
5.2 CQC Reviews: Yorkshire Ambulance Service
The CQC made unannounced visits to four ambulance stations, visited an emergency control centre and a 111 control centre. The CQC spent time at three hospital sites and spoke with
people who had used either the emergency ambulance or Patient Transport Service (PTS). They visited one of YAS’s training centres to look at the staff training arrangements within the Trust
and also spent time at the Trust Headquarters. The reports from these inspections were published on 25 September 2013.
Date of Inspection
Review Type
Link to Report
Outcomes
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
07 – Safeguarding people who use services from abuse
09 – Management of medicines
13 – Staffing
16 – Assessing and monitoring the quality of service provision

2‐4 July 2013
Unannounced routine inspection
YAS report
Action needed
Compliant
Compliant
Compliant
Action needed, minor impact
Action needed, minor impact
Compliant

Action
YAS submitted a report to the CQC detailing what action they are taking to meet these essential standards by 1 October 2013. Prior to the submission of the action plan YAS confirmed that
the following actions have been undertaken to address the concerns highlighted in the report, and these were discussed at the YAS 999 Contract Management Board on 30 September 2013.
Management of medicines
- Actions will ensure that the controlled drug audit policy is consistently adhered to at all stations, including monthly vehicle medication audits, implementation of improved tagging
system, updated drugs management protocol, and review of medicines incidents on entry to DATIX by Trust Pharmacist .
Appraisal/Personal Development Reviews
- Guidance on Personal Development Reviews reviewed and re‐issued to all appraisers, introduction of PDR quality audit, mandatory PDR training for all appraisers, and increase
visibility of training to support personal development planning process.
Clinical Supervisor role recruitment
- Recruitment to the vacant posts will be completed by the end of September. The role will be embedded in practice, which will be regularly reported against in the Trust performance
dashboard by November.
Access to training
- YAS have a risk‐based prioritised training plan which is in place and on‐track for 2013/14. Priorities are based on workforce plan and targeting identified individuals and include new
statutory and mandatory training handbook, provision of tutor‐led mandatory training, and review training records to clarify mandatory and non‐mandatory provision.
The action plan has been shared with commissioners and implementation will be monitored through the YAS Clinical Quality Review and Development Group which meets on 10 October
2013.
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Response time targets
Prior to the inspection, the CQC received information which suggested that calls to the emergency services were being manipulated to meet national targets for arrival on scene. Inspectors
observed call handlers at the Trust’s emergency operation centre follow the on screen script without deviation to reach the clinical decision for the response time. The CQC did witness a
response time target increased to twenty minutes from eight minutes, but this was due to clinical reasons. The call was re‐triaged by clinical staff using the ‘Manchester triage’ system, which
resulted in the person’s condition being deemed to be non ‐ life threatening. Staff told inspectors that the ambulance would still try to reach the person as quickly as possible, but might be
diverted if a more urgent call came through. Staff felt that these decisions were made on a clinical basis and were not target driven. Ambulance crews told the CQC that calls are generally
coded correctly. On the occasions when they are not this was usually because jobs were rated higher than they needed to be as the control team err on the side of caution.

27

5.3 CQC Reviews: Care Homes
The following tables show the outcomes of recent CQC inspections to local care homes. The actions being taken by the CCG in response to moderate concerns or compliance actions are
discussed through the Adult Safeguarding Updates presented to the Integrated Governance Committee and Governing Body.
The Chestnuts
The Chestnuts provides care with nursing for up to 41 people.
Provider

The Chestnuts Care Home
Normanton
Date of Inspection
2 August 2013
Review Type
Unannounced routine inspection.
Link to Report
The Chestnuts
Outcomes
Compliant
02 – Consent to care and treatment
Compliant
04 – Care and welfare of people who use services
Compliant
07 – Safeguarding people who use services from abuse
Compliant
13 – Staffing
Compliant
21 – Records
Compliant

CQC history:
11 May 2013 – routine inspection (ownership changed since this inspection)
What patients said:
We spoke with three relatives who visited their family members. They said they were
mostly happy with the care their family member received.
They told us staff always asked their permission before helping them with daily care.
People told us they could get up and go to bed when they chose to and they were
always asked what they wanted to eat or drink.
People told us they could usually see staff busy around the home. One person said: "the
staff are marvellous but they are so busy all the time". One person said: "staff are first
class, but they are always busy or working overtime". Another person said they thought
there were enough staff and staff always checked to see if they were alright.

Roop Cottage
Roop Cottage provides accommodation, personal care and nursing care for up to 35 people, some of who may also have physical disabilities.
Provider

Roop Cottage Nursing & Residential Home
Fitzwilliam, Pontefract
Date of Inspection
18 July 2013
Review Type
Unannounced routine inspection.
Link to Report
Roop Cottage
Outcomes
Action needed
01 – Respecting and involve people who use services
Compliant
04 – Care and welfare of people who use services
Compliant
08 – Cleanliness & infection control
Compliant
10 – Safety and suitability of premises
Action needed, minor impact
14 – Supporting workers
Action needed, minor impact
13 – Assessing and monitoring the quality of service
Compliant
provision

CQC history:
30 April 2012: routine inspection
What patients said:
People spoken to said they liked living at the service, that they felt safe and were well looked
after. Relatives stated that the service was very good and staff kept them informed of any
issues or changes to their relative's health.
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Priory Gardens
Priory Gardens provides personal care and nursing care for up to 72 older people, some of who may have physical disabilities or dementia.
Provider
Priory Gardens, Pontefract
Date of Inspection
15 July 2013
Review Type
Routine inspection
Link to Report
Priory Gardens
Outcomes
Action needed
01 – Respecting and involving people who use services Compliant
04 – Care and welfare of people who use services
Action needed, minor impact
09 – Management of medicines
Action needed, moderate
impact
13 – Staffing
Action needed, minor impact
14 – Supporting workers
Compliant
16 – Assessing & monitoring quality of service
Compliant

CQC history:
27 November 2012: inspection in response to concerns
16 May 2012: routine inspection
What patients said:
The CQC spoke with spoke with four people who used the service, four relatives, seven staff, the
registered manager and the quality assurance manager. One person said, "Staff are lovely and
treat me with respect".
Four relatives stated they were generally satisfied with the care however concerns were raised
about the staffing levels and how that impacted on the care people received. One person stated
that they felt reassured their relative would receive the care and support they needed when the
regular staff were on. However, they were worried when staffing levels were low and when
agency staff were working who did not know their relative.

Langtree Park
Langtree Park Nursing Home provides accommodation and nursing care for up to 60 people.
Provider
Date of Inspection
Review Type

Langtree Park, Castleford
4 June 2013
Unannounced inspection to check improvements required
have been made
Link to Report
Langtree Park
Outcomes
Action needed
02 – Consent to care and treatment
Compliant
04 – Care and welfare of people who use services
Action needed, minor impact
09 – Management of medicines
Action needed, minor impact
13 – Staffing
Compliant
14 – Supporting workers
Action needed, moderate
impact
16 – Assessing & monitoring quality of service
Compliant

CQC history:
1 October 2012: routine inspection
24 August 2011: inspection in response to concerns
What patients said:
The CQC spoke with spoke people who used the service, relatives, staff and
the acting manager. One staff member stated: "This is a good team. We get
along." Other staff stated morale was very low due to the number of
changes in the home over the past year. People who lived in the home and
their relatives said they were happy with the care and support provided. A
relative said: "It's like we are part of a happy family." However one person
commented: "The staff are always changing. You never know where you
are."

29

Atlee Court
Attlee Court provides accommodation and nursing care for up to 66 people.
Provider
Date of Inspection
Review Type

Atlee Court, Normanton
11 July 2013
Unannounced inspection in response to significant
number of safeguarding incidents reported.
Link to Report
Atlee Court
Outcomes
Action needed
04 – Care and welfare of people who use services
Action needed, minor impact
16 – Assessing & monitoring quality of service
Action needed, minor impact

CQC history:
25 April 2013: routine inspection
27 September 2012: inspection in response to concerns
30 July 2012: routine inspections
21 December 2010: inspection in response to concerns
What patients said:
The inspection focussed on the dementia unit. The CQC were unable to
communicate effectively with residents. The CQC spoke with two relatives.
One relative said; "Staff don't take notice when people don't eat their
meals." Another relative we spoke said; "There is always staff about. They
are kind and caring."

Manor Park
Manor Park Care Home provides accommodation and nursing care for people, some of who may have dementia.
Provider
Date of Inspection
Review Type

Manor Park Care Home, Castleford
6 June 2013
Unannounced inspection to check improvements required
have been made
Link to Report
Manor Park
Outcomes
Compliant
02 – Consent to care and treatment
Compliant
04 – Care and welfare of people who use services
Compliant
09 – Management of medicines
Compliant
13 – Staffing
Compliant
17 – Complaints
Compliant

CQC history:
10‐11 January 2013: routine inspection
10 August 2012: check to see improvements required have been made
3 August 2012: inspection in response to concerns
What patients said:
Relatives spoken to spoke positively about how the staff involved people in
decisions about their treatment and care and how they acted in accordance
with their wishes. Relatives stated that communication with the home was
good. People spoken to said they had no concerns or complaints about the
home and knew who to speak to if they had a worry or concern. They felt
able to make comments and were confident the staff or manager would do
all they could to put it right.

30

Jenkin House
Jenkin House is a residential care home which provides accommodation and personal care to older adults.
Provider
Date of Inspection
Review Type

Jenkin House, Horbury
18th July 2013
Unannounced inspection in response to concerns that one or
more essential standards of quality not met
Link to Report
Jenkin House
Outcomes
Enforcement action taken
02 – Respecting and involving people who use services
Action needed, minor impact
04 – Care and welfare of people who use services
Action needed, moderate impact
08 – Cleanliness and infection control
Action needed, moderate impact
13 – Safety and suitability of premises
Action needed, moderate impact
16 – Assessing & monitoring quality of service
Enforcement action taken
21 – Records
Action needed, moderate impact

CQC history:
12 December 2012: routine inspection
1 November 2011: routine inspection
What patients said:
Patient views not included in CQC report.

The CQC have served a warning notice to be met by 13 September 2013.
Action taken by Wakefield CCG ‐ The CCG currently fully funds an ex Stanley Royd resettlement resident, with an agreement for Case Management to be undertaken by SWYPFT. In order to
assure the safety of the funded resident, the SWYPFT case manager undertook a review of the care plan and ensured the service user was not having any detrimental impact by the standards
in the care home. The resident's care was found to be appropriate and no concerns were raised re her care.
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In the Spotlight

5.4 Community Mental Health Survey 2013
People's experiences of community mental health services 2013 Performance in line with national average
Responses were received from 244 service users at South West Yorkshire Partnership NHS Foundation Trust.
Performance better than other Trusts
‐ Explanation given about the purpose of the new medication
‐ Receiving enough support, if they needed it, from mental health services in getting help with finding or
keeping accommodation
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Performance compared to other Trusts
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2
2
Performance worse than other Trusts
‐ Being given or offered a copy of their NHS care plan (those that had a care plan)
Best Trusts
average
Worst Trusts
‐ Having had a review of their care in the last 12 months
Changes from 2012 survey
‐ The Trust was listed as one of the worst in the 2012 survey for the same 2 measures as the 2013 survey.
‐ It was also listed one of the worst Trusts for asking service users about any physical health needs they might have in the previous 12 months. In the 2013 survey the
Trust was listed as performing in line with other trusts.
Score for each category (0‐10)

Areas for improvement
The Trust’s worst category was day to day living, it achieved a score of 5 out of 10. The
Trust received scores of 5 or less for the following questions within this category:
- For those with physical health needs, receiving enough support from mental
health services in getting help, if they needed it.
- For those with care responsibilities, receiving enough support from mental
health services in getting help, if they needed it.
- For receiving enough support, if they needed it, from mental health services
in getting help with finding or keeping work.
- For receiving enough support, if they needed it, from NHS mental health
services in getting help with financial advice or benefits
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2
0

This will be discussed at the next SWYPFT Quality Board on 24 November 2013
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In the Spotlight

5.5 National Cancer Patient Experience Survey 2012/13
Background:
The Cancer Patient Experience Survey 2012/13 (CPES) follows on from the 2010 and 2012 CPES. The national survey included all adult patients (aged 16 and over) with a primary diagnosis of
cancer who had been admitted to an NHS hospital as an inpatient or as a day case patient, and had been discharged between 1st September 2012 and 30th November 2012. Postal surveys
were sent to patients’ home addresses following their discharge. Up to two reminders were sent to non‐responders.
MYHT were scored 'about the same' as other Trusts or were listed in the top 20% of trusts for the majority of questions.
2010
2011/12
2012/13
Number of responses
441
487
446
Number of questions
67
70
70
Highest scoring 20% of trusts
14
14
15
Amber (same as most other trusts)
51
51
51
Lowest scoring 20% of trusts
2
5
4

MYHT comparison with other trusts
60

%

40
20
0

2011/12
2012/13

Significant improvements were made in the following areas:
 Clinical Nurse Specialist definitely listened carefully the last time spoken to
 Patient’s family definitely had an opportunity to talk to the doctor
 Staff told patient who to contact if worried post discharge
New questions in which MYHT is listed as one of the lowest scoring 20% of trusts
Question
Got understandable answers to important questions all/most of the time
Patient had confidence and trust in all doctors treating them
Hospital staff did everything to help control pain all of the time

2011/12
84%
83%
84%

2012/13
79%
82%
81%

The table below lists the 5 questions which MYHT was placed in the lowest 20% of trusts for 2011/12 and indicates if performance improved in the 2012/13 survey.
Question
2010
2011/12
2012/13
Staff explained how operation had gone in an understandable way
71%
71%
71%
Always / nearly always enough nurses on duty
62%
55%
55%
Given clear written information about what should / should not do post discharge
82%
80%
83%
Staff told patient who to contact if worried post discharge
93%
90%
95%
Doctor had the right notes and other documentation with them
95%
94%
97%
There was no improvement in the percentage of patients who felt there was nearly always enough nurses on duty. Performance nationally dipped which resulted in MYHT no longer being
listed as one of the lowest performing trusts.
This will be discussed at the MYHT Executive Quality Board on 31 October 2013.
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Executive Summary:
This paper asks the Governing Body to approve the current version of the winter plan for 2013/14.
The current version is due to be re‐submitted to the Local Area Team. This follows their comments on an earlier
version of the plan.
The Committee should be aware that the winter plan is a “live” document. It is subject to continual review and
edit, based on changing local circumstances and the input and review of the Local Area Team.
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from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
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Transparent clinically‐led commissioning
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7.1(c) Patient flow and supporting early discharge £457,900
6.1 Prevent through reducing demand £15,000

Total = £745,900

Governing Body
Winter Plan – 2013/14
November 2013

1. Introduction
This paper presents to the Governing Body the current winter plan for 2013/14.
The Governing Body is asked to approve this version of the plan (appendix 1), and to note that it is due to re‐
submitted to the Local Area Team.
The Local Area Team has commented on a previous version of the plan.
2. Context
Each clinical commissioning group has a responsibility to produce a winter plan. This is to safeguard the
delivery and sustainability of services throughout winter, and to show NHS England how this will be
achieved.
In August 2013 NHS England issued a winter planning assurance checklist to support this process.
Under the auspice of the Urgent Care Board a joint winter plan – for the North Kirklees and Wakefield
Clinical Commissioning Groups, and the Mid‐Yorkshire Hospitals NHS Trust – has been developed.
3. The Nature of the Winter Plan
The winter plan is a “live” document. This means that it will change as local circumstances change
throughout winter.
The Governing Body should be aware that any such changes are likely to be minor in nature. Major changes
will only be implemented with the support of the Governing Body.
The winter plan (appendix 1) has six main parts.
Anticipate and Assess
This includes, for example:
The prediction of emergency demand throughout winter. Anticipatory plans are in‐place for each week
throughout winter.
The use of the cold weather alerts. These are used to assess the risk of any potential surges in emergency
demand, such as for respiratory‐related illness. They are also used to consider the risk of travel disruptions
for the workforce.
Prevent
This includes the specific campaigns for flu vaccinations, the Public Health England cold weather plan and
the winter communications campaign.
The capacity planning of health and social care services is also part of this.

Prepare
This includes the weekly conference calls have been scheduled for all health and social care services. The
purpose of these is to:
Analyse the previous week’s emergency demand levels and the actions that were taken; and,
To plan for the next week.
A list of the actions that will be taken throughout winter is included in appendix 2.
Respond
A new escalation process has been developed for the winter plan.
This is entitled REAP, Resource Escalation Action Plan. It consists of 6 categories of status. For each there is
a description of what defines it and what actions are required to recover the situation.
REAP forms the basis for the internal process of escalation within the Mid‐Yorkshire Hospitals NHS Trust, and
for the process of escalation between it and the clinical commissioning groups.
The Mid‐Yorkshire Hospitals NHS Trust can request a conference call with the clinical commissioning groups
at any time during office hours. Outside of this the primary responsibility falls to those individuals who are
on the on‐call rotas.
Recover
This is part of the REAP process.
4. The Feedback from the Local Area Team
The Local Area Team assessed the suitability of the winter plan (as per appendix A) in mid‐October 2013.
Using a scoring approach of three categories – “assured”; “limited assurance” and “no assurance” – they
rated 16 areas as “assured”; 9 as “limited assurance” and 1 as “no assurance”.
The necessary actions to address the areas of “limited assurance” are nearing completion. Once complete
the winter plan (appendix 1) will be resent to the Local Area Team.
Actions taken include:





Re‐emphasising how elective demand has been scheduled throughout winter. The Local Area Team are
keen to undertake this as part of an overall process of demand and capacity analysis;
Outlining further detail about the non‐recurrent monies that have been agreed by the Clinical Cabinet on
the 24th October 2013 to support health and social care services throughout winter. The Local Area
Team wish to understand how extra service capacity has been planned for throughout winter;
Providing further detail on how the quality and safety of services will be sustained throughout winter.
The Local Area Team wish to see how the winter plan upholds the recommendations identified in the
Francis report;
Circulating the full local plan for winter warmth to demonstrate how it links to the overall winter plan.
The Local Area Team is keen to understand this link.

The only area rated as “no assurance” was the lack of an impact analysis on the interrelationships between
various parts of the health and social care system.

Such interrelationships are reasonably well‐understood, and have been subject to local scrutiny as parts of
the planned reconfiguration of the Mid‐Yorkshire Hospitals NHS Trust.
An example would be how a lack of available acute hospital beds can cause overcrowding and prolonged
waits in an emergency department. This is because the treatment rate is lowered when individuals waiting
for a hospital bed have to occupy an emergency department cubicle.
This can also impact on ambulance handovers times.
Such examples have been incorporated into the winter plan.
5. Risks
The winter plan includes a section on the identification and mitigation of risks for the delivery and
sustainability of services. Subsequently a number of specific risks have been included within the risk
management reporting system.
These concern the stated “impact analysis” and the NHS 111 service. In terms of the latter NHS 111 are
requesting that Clinical Commissioning Groups approve a specific escalation plan for the continuity of this
service throughout winter.
This has been circulated to all Clinical Commissioning Group leads for comment, prior to a discussion at the
NHS 111 contract management group.
6. Recommendations
Members of the Governing Body are asked to:
i

Note the comments received from the Local Area Team on the winter plan;

ii

Approve the winter plan, based on the stated actions;

iii

Note the addition of the risks onto the risk management reporting system; and,

iv

Support further updates on the plan, following the revised submission to the Local Area Team.

Gaynor Connor
Lead for the transformation of urgent care
Simon Rowe
Service Development and Transformation Manager
31st October 2013
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1.

The purpose of the winter plan

This Plan is for the period 1 November 2013 to 28 February 2014 and describes how the Mid‐
Yorkshire Hospitals NHS Trust will work with partner organisations throughout winter.
It is owned jointly by the following constituent partners in the Mid Yorkshire Urgent Care Board1:


The Mid Yorkshire Hospitals NHS Trust



Wakefield Clinical Commissioning Group



North Kirklees Clinical Commissioning Group



Locala



Yorkshire Ambulance Service



Wakefield Local Authority



Kirklees local Authority



South West Yorkshire Partnership Foundation Trust



Local Care Direct

It provides these nine partners of the Mid Yorkshire Urgent Care Board with a mechanism by which
they can hold the system to account for delivery of high quality, safe care through winter.
The purpose of this overarching plan is to provide the structure within which operational pressures
during the winter of 2013/14 will be anticipated and managed. It provides the framework for
partner organisations to work together and with other organisations with a clear principle of mutual
aid and patient centred planning. The plan establishes responsibilities and reporting arrangements
and sets out


What is to be done



When



Where



Who is involved



How continuity of service is achieved

The plan brings together a number of key activities, delivered by a number of agencies – particularly:








1

Mid Yorkshire Hospitals NHS Trust Standard Operating Plan
Adverse Weather (Cold Weather)
National Flu Plan
Infection Control Plans
Transport Plan
YAS, NHS 111, PTS Winter Concept of Operations
Business Continuity Plans

For brevity, throughout the document, these are referred to as ‘partner organisations’.
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A key element of this plan is the Risk Assessment/Action Plan which identifies the risks associated
with delivery of the plan as a whole, and will be used by the UCB as a monitoring tool to ensure
mitigating actions have been taken.
The objectives of the overarching Winter Plan are:
1. To support existing plans by increasing the operational focus on winter as an issue that
challenges the resilience of the health and social care community2
2. To provide a framework for the management of the response
3. To provide a framework for the development of other plans
4. To provide the basis for agreement and working between organisations
5. To provide reference material
6. To set out the information systems to be used to manage the response.
Responsibilities:
The partner organisations will plan for the pressures of demand in winter and have systems and
procedures in place to manage services and provide sufficient capacity.
All members of staff have a responsibility to make themselves available for work; this includes taking
measures to protect themselves from avoidable illness and having personal contingency plans to help
them attend for work in times of adverse weather or other disruption.

2.

The national priorities for winter

NHS England, through their Local Area Team (LAT), expects the NHS to respond appropriately to the
demands of winter, through attention to the following areas:
1. Handover of patient care from ambulance to acute trust
2. Operational readiness (bed management, capacity, staffing, bank holiday arrangements
and elective restarts1)
3. Out of hours arrangements
4. NHS / social care joint arrangements including work with local authorities to prevent
admissions and speed discharge
5. Ambulance service / primary care / A&E links
6. Critical care services
7. Preventative measures including flu campaigns and pneumococcal immunisation
programmes for patients and staff
8. Communications

2

Organisational resilience is the ability to adapt and respond to disruptions to deliver organisationallyagreed critical activities.
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3.

The winter strategy

3.1. Strategic aims
Development of the strategy is built on a number of principles. These are that the health and social
care community should:






Maintain persons in their own home as far as possible.
Keep people out of hospital.
Provide hospital care only for the most acutely ill.
Provide safe services.
Maintain effective and mutual partnership across the health and social care economy.

The winter plan is based on a number of strategic aims for Wakefield and North Kirklees. These are:


To ensure that the community we serve continues to have access to safe high quality
services.
 To ensure that patients receive treatment in the most appropriate environment.
 To work with health and social care partners to manage capacity and provide services as
usual.
 To have plans to deal with service disruptions.
 To work with health and social care partners to develop a communications strategy that
assists the public in gaining access to appropriate health and social care services.
Patient safety remains paramount at all times.
3.2. Critical services
Our health and social care economy has a number of critical services which must be maintained, if
necessary, by the reduction or suspension of other activities. The plan aims to ensure these services
are maintained throughout winter
3.3. Preparation for winter
The winter plan is based on the integrated emergency management model which specifies six activities that
are the keys to building resilience. This is in accordance with the Publicly Available Specification PAS
2015:2010 sponsored by the Department of Health and prepared by the British Standards Institute.
Partners will work to;
Anticipate – be aware of new hazards and threats facing the Trust.
Assess – the hazards and threats for likelihood of occurrence and the impact.
Prevent by taking a range of actions to limit the likelihood of occurrence, and the effects of any
threats.
Prepare by having appropriate planning arrangements and management structures.
Respond by managing the immediate consequences of an incident or emergency
Recover by having plans to return to normal activity following an interruption.
Across the health and social care economy, through the Urgent Care Board, we have been
strengthening our partnership working as part of our winter planning process. A winter planning
workshop was held on 5th September and will be followed up by a workshop to go through the
winter plan with operational and on call managers across all organisations.
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4.

Anticipate

4.1 Weather.
There is no evidence yet available which may suggest a severe winter, but almost certainly there will
be periods when icy conditions increase the risk and incidence of fractures; while the effect of
different forms of winter weather on chronic health problems is well known. The health community
is part of the weather warning system run by the Met Office and will use this to anticipate short and
medium‐term treats which may be posed by the weather.
The national Cold Weather Plan provides advice for individuals, communities and agencies on how to
prepare for and respond to severe cold weather. It is supported by the Met Office Cold weather
Alert Service. The Service starts on 1 November 2013 and runs until the end of March 2014 (see
links below).



https://www.gov.uk/government/publications/cold‐weather plan‐for‐england
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216939/Cold‐
Weather‐Plan‐for‐England‐2012‐easy‐read2.pdf

Kirklees Metropolitan Council and Wakefield Council are responsible for ensuring, through working
with its partners, delivery of the Cold Weather Plan. As part of its offer, the CSU will ensure that
daily SITREP reporting includes a view on information on adverse weather which is important for our
local system to be aware of.
4.2 Sickness absence.
Sickness absence tends to be highest in winter months. The graph below plots the monthly sickness
absence rates for MYHT between April 2008 and July 2013. January is indicated by a larger data
point. Other organisations follow a similar sickness cycle.
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4.3 Increased demand.
The graphs below show the levels of activity throughout the year over recent years.
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An analysis of the weekly number of emergency admissions and the weekly number of discharges
(over the five years April 2007 – March 2012) shows that there is a greater than 50% chance that
that the number of admissions would exceed the discharges in the following periods:
The whole of October
The beginning of December
Late December and early January
Mid February
Mid March.

Analysis will continue into variation in demand and the consequences of imbalances in the rate of
emergency admissions and discharges. This will be used to predict the pressure points in the system
and will inform the use of the REAP escalation system (see below for information on REAP).
4.4 Core hospital bed base.
Mid Yorkshire Hospitals has a core bed base of 974 general and acute beds which will be available
for use throughout the winter. There are no plans to reduce this total during the winter period.
4.5 Constraints on use of capacity.
The pressures of demand for in‐patient beds and the need to maintain patient flow mean that at
times, beds are used for in‐patients which are allocated for day or short stay surgery. The Care
Quality Commission has registration requirements which restrict the use of this accommodation for
in‐patients.
4.6 Seasonally related illness in the population.
It is reasonable to assume that there will be an increase in seasonally‐related illness (principally
gastrointestinal or respiratory illness) between November and March. The influenza activity
recorded in the southern hemisphere during their winter will be used nationally of a predictor of the
influenza stain(s) and the likelihood of an outbreak or epidemic. The local infection control plans
detail processes for managing season illness. Local plans are developed by Public Health teams in
Local Authorities, who have a responsibility – with their partners – to deliver the plans:
 Wakefield Council Infection Control Plan
 Kirklees Metropolitan Council Infection Control Plan

5.

Assess

The risk assessment and mitigation plan attached as Appendix A sets out a current view of the risks
and mitigating actions associated with delivery of this Winter Plan. The heat map below shows the
current scoring for risk. The UCB will monitor the actions monthly at their meetings to ensure all
actions are being delivered, and challenge the system where they are not.
Impact
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Catastrophic (5)
Major (4)
Moderate (3)
Minor (2)
Negligible (1)

1

RARE (1)

6.

UNLIKELY
(2)
Likelihood

2
6
4

3
12
6

POSSIBLE
(3)

LIKELY (4)

CERTAIN (5)

Prevent

The winter plan contains a combination of different kinds of prevention measures which can be
classified as:





Technical – having suitable demand management and patient flow arrangements in place
Practical – infection control, staff vaccination
Procedural – having communication arrangements in place to anticipate and manage
problems; escalation plans for use of capacity
Organisational – joint planning; hazard warning systems; liaison arrangements with other
organisations.

6.1 Prevent through reducing demand
Provision of information regarding services and accessibility to the public is essential to ensure that
we are able to effectively manage demand through winter. The Choose Well campaign aims to:





provide a consistent identity to promote the range of NHS services available to local
communities
explain to the public how their local NHS services fit together;
make it clear to the public that A&E and 999 services are for life‐threatening and serious
incidents only; and
promote self‐care and the use of high street pharmacies for common complaints.

To build on these aims, the West Yorkshire campaign would also:






engage communities of interest, in a way that meets their needs to promote winter and
Choose Well messages;
work with voluntary and community sector organisations to promote awareness, patient
education and acceptance;
join up working across West Yorkshire to share best practice and enjoy economies of scale;
focus on pressure points in the system, such as bank holidays and outbreaks of illnesses (eg
flu) which put additional pressure on services;
have the potential to be rolled out at any time of the year to support appropriate usage of
urgent care services.

In addition it should be understood that any communications campaign misses a crucial component
if staff in the health economy are not also targeted to support and advise patients and
friends/relatives. This will be included in the above campaign.
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Both CCGs have invested non‐recurrent monies to support the delivery of a Wets Yorkshire
communications currently. Wakefield CCG has earmarked £15,000 for this.
During November, the schedule of opening hours for services for the Christmas and New Year
holidays across the health and social care community will be agreed and published.
6.2 Flu prevention
The National Flu Plan is a key element of the prevention agenda for winter (see link below). This plan
sets out a coordinated and evidence‐based approach to planning for and responding to the demands
of flu across England taking account of lessons learnt during previous flu seasons. It provides the
public and healthcare professionals with an overview of the coordination and the preparation for
the flu season and signposting to further guidance and information.
https://www.gov.uk/governmet/publications/flu‐plan‐winter‐2013‐to‐2014
The plan includes responsibilities for: NHS England, Public Health England, Local Authorities,
providers, CCGs and general practitioners. The UCB will test that it is a feature of partner
organisation business continuity plans, as well as ensuring their operational plans allow for the
identification of vulnerable groups (including those with a physical and learning disability) who need
to be a particular focus of their vaccination programmes).
In addition, CCGs will be seeking assurance that Standard Operating Procedures are in place within
community service providers (MYHT and Locala) for ensuring vaccination of the housebound.
6.3 The role of the 3rd sector
Third sector providers play an important by maintaining contact with individuals and families
through winter. CCGs will work through their Voluntary Action groups to ensure that the 3rd sector
see the importance of their role, and ensure good communication channels exists so any potentially
vulnerable individuals or families are referred to social services and/or community service providers.

7.

Prepare

The preparation for winter will concentrate on three areas across the health and social care
economy:
1. Maximising capacity







Maintaining persons in their own homes or usual place of residence
Additional capacity and the rearrangement of capacity to increase access for urgent care
Scheduling of elective work. The contract plan is weighted for the MYHT to provide elective
work throughout the spring and summer months. This supports the availability of hospital beds
for emergency admissions throughout winter.
Throughput and discharge planning – ensuring patients are in the most appropriate setting to
receive their care as close to home as possible
Infection prevention and control
Maintaining system capacity in the face of disruptive events
10

2. Maximising the availability of staff






Agreed staffing levels and the active use of rostering arrangements
Prevention of avoidable illness
Redeployment of staff to support critical areas in our system recognising the principle of mutual
aid across organisations
Staffing to levels to support additional or extended services if required
Personal contingency plans

7.1. Maximising capacity
We plan to maximise capacity across our whole health and social care economy building on the
investment already made and described in the ‘delivering the 4 hour A& operational standard: a
recovery and improvement plan’. Our approach is to gear our system to function as fully as possible
across the 7 day period. The focus is on additional primary care capacity; hospital admission
avoidance and early supported discharge.
(a) Primary care
In relation to primary care, CCGs in Wakefield and North Kirklees are already working with their
membership organisations to ensure that each practice is:






Striving to improve its access – as monitored by the National GP Access Survey (June 13)
Working hard to ensure that patients are educated about the need to
Effectively utilising extended hours to support improvements in access
Providing assurance to NHS England on the quality of business continuity plans
Working with NHS England on any potential capacity and demand issues – particularly single‐
handed and small practices.

Wakefield CCG has invested £2.6m into primary care through a Primary Care Local Improvement
Framework (PCLIF) which will significantly support the delivery of the winter plan.
In addition both CCGs are working with the CSU to ensure that increasing demand in primary care is
captured as part of the development of predictive modelling tools.
(b) Hospital admission avoidance
Scheme

Cost (£)

Expansion of the Admission
Avoidance Team

113,000

Brief description of scheme
On the 1st August 2013 an admissions avoidance
team (consisting of therapists, with social
worker support) was implemented within the
Pinderfields emergency department, using
existing resources.
Monies will be used to expand the working
hours of the team from 10am to 6pm for each
day of the week, and to implement a home
transport service to safely transport older
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people home, and to ensure that they are
settled. This will run from 10am to 7pm, seven
day a week.
GP weekend cover

120,000

Monies will be used to provide additional GP
working hours in the Pinderfields emergency
departments over weekends. The CCG already
funds, for the 2013/14 financial year for a GP to
work between 12pm and 8pm on Saturdays and
Sundays.

This would be to extend the working hours from
12pm to 10pm, and to increase the number of
GPs.
“Virtual ward” pilot

40,000

Monies will be used to provide a community
pharmacist to work as part of a team to avoid
hospital re‐admissions. There is a separate
business case within the “care closer to home”
programme to fund this post from April 2014
onwards.
The title “virtual ward pilot” should not be
confused with the recent developments in the
south‐east of Wakefield District.

Total

273,000

Mid Yorkshire Hospitals NHS Trust have recently introduced ambulatory emergency care at
Pinderfields General Hospital and will do so at Dewsbury and District Hospital at the end of October
2013. Initially this will be delivered Monday to Friday 9am – 5pm as a pilot but will be monitored via
the Urgent Care Board and consideration given to 7 day working as part of managing increases in
demand.
Both CCGs have invested additionally into the hospital admission avoidance teams to extend
availability across the 7 day period.
(c) Patient flow and supporting early discharge
Scheme

Cost (£)

Patient Transport Services
(Yorkshire Ambulance Service)

82,900

Brief description of scheme
To provide a patient transport crew on the
25/12/13, 26/12/2013 and 01/01/2014, and an
additional crew from December through to
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March 2014.
Care closer to home beds

360,000

The “care closer to home” beds would be used
as “sub‐acute” beds throughout winter, these
will aid patient flow, and be used for individuals
who have an on‐going rehabilitation need.

There are two parts to this.
The first is to have 15 “care closer to home
beds” in Dewsbury. The other is for the CCG to
fund 15 “care closer to home” beds at
Pinderfields from December 2013 to March 2014
inclusive.

The latter is because the MYH Trust funding for
these beds ends in November 2013.

Social work support for
discharge

15,000

Total

This is to fund a social worker post within the
hospital discharge team for each day of the
week.

457,900

(c) Local Authority plans
The Local Authority have a critical role in ensuring that they system is able to cope though winter.
Particular aspects are ensuring:
(a) Delivery of the Cold Weather Plan, particularly in ensuring that patients identified as receiving
critical care at home can be accessed by staff who are treating them.
(b) Identifying all clients receiving critical care at home are identified and their details provided as
part of delivering the Cold Weather Plan.
(c) They are working with NHS England to ensure delivery of the National Flu Plan through their
Public Health Teams.
(d) Delivery of their local Infection Control Plans through the Public Health Teams.
(e) Business continuity plans are in place and tested in relation to care home providers.
(f) Processes are in place for timely spot purchasing of additional care home capacity if needed –
linked to the system wide escalation process.
(g) Strong communication between Public Health Teams and NHS England in relation to delivery of
emergency resilience.
(d) Yorkshire Ambulance Service
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YAS has developed a Concept of Operations for A&E, NHS111 and PTS to support the system through
winter. This Concept of Operations (Con‐Ops Winter) describes how YAS will anticipate control and
coordinate its organisational activities in response to the additional impact of winter pressures on
our service delivery. All operational departments will derive their operational winter plans from this
Concept of Operations
This document forms the basis for all other YAS corporate service departments to ensure there
business continuity plans have been reviewed and are ‘active’ if there is a need to implement them.
The Con‐Ops Winter covers the period from 1 November 2013 to 31 March 2014.The purpose of
Con‐Ops Winter is to provide a structure within which operational pressures will be anticipated and
managed. It provides a framework for managers and clinicians in the trust to work together and
with other organisations.
YAS are a key member of our local UCB. The developing Urgent Care dashboard will include YAS
performance including a focus on turnaround. This provides a vehicle by which the economy can
understand capacity and demand and how the ambulance service works as part of the local system
through periods of escalation.
The developing Urgent Care dashboard will include performance data for 111 and through the
contractual process commissioners will ensure that 111 escalation plans are clear in terms of their
communications into the system. The contractual route will also provide commissioners with the
opportunity to test business continuity plans during times of surge, as well as daily information
relating to demand and performance which will support the prediction of potential peaks in
demand.
Through contractual arrangements commissioners will work YAS to ensure that the LCD primary care
out‐of‐hours service has profiled potential demand peaks and is clear on communication and
escalation into the system. Through this route commissioners will also ensure that effective
business continuity plans are in place.
The UCB is working with YAS to ensure the updating the Directory of Services (DOS) for 111‐ with
additional capacity commissioned and clear communications between 111 and 999 on the additional
capacity available.
7.2 Maximising the availability of staff
Each partner organisation will be aware of the impact increased sickness absence has on its ability to
deliver high quality services during the winter months – based on the content of the National Flu
Plan (see link below)


https://www.gov.uk/governmet/publications/flu‐plan‐winter‐2013‐to‐2014

It is expected that there will be an increase in sickness absence due to flu and each partner
organisation, being cognisant of this fact, should be working to deliver a flu vaccination campaign for
their frontline staff, and other staff critical to its operations. Provider uptake rates for flu vaccine
will considered by the UCB as part of overseeing delivery of this plan.
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The target set by Public Health England and the Department of Health is to actively offer the flu
vaccine to 100% of all in the target groups, including health and social care workers. Uptake in some
staff groups / across organisations has been disappointing in previous years. The West Yorkshire Flu
Immunisation Implementation Plan for 2013/14 aims to ensure that the eligible population of West
Yorkshire, including health and social care workers, are offered the flu vaccination to reduce the
impact of flu during this winter. All employers of individuals working in the NHS are responsible for
management and oversight of the flu vaccination campaign for their front line staff, ensuring access
to and maximising uptake of the vaccine.
MYHT are considering an approach to incentivising their staff to have a ‘flu jab’ based on evidence
from elsewhere in the country that this approach increases uptake amongst staff.
All health and social care frontline staff have a personal responsibility to ensure that they are
available for work and that they have alternative arrangements for carer responsibilities and
journeys to work. As part of our key communication messages all such staff will be reminded of
preparations they should make for winter – seasonal flu vaccination, checking public transport
alternative routes, vehicle preparation as well as ensuring that they have contingency plans.
Sickness absence, carer leave and adverse weather policies will be used to support staff and to
maintain service levels.

8.

Respond

The local health economy has acknowledged that peaks and troughs in demand and capacity
fluctuations are no longer a purely “winter” phenomenon and have relevance year round.
Additionally various mechanisms have existed historically to manage these issues depending on the
cause of the fluctuation e.g. winter pressures, adverse weather, pandemic influenza.
We have also recognised the benefits and need for the development of a single, year round, system
wide surge management and escalation process.
Within the Mid Yorkshire economy we have agreed that all partner organisations will use the
Resource Escalation Action Plan (REAP) system. This ensures a structured set of arrangements when
‘normal’ operating functions are challenged, through loss of staff, resources, or external factors
including periods of high demand. There will be a variety of strategic and tactical options to be
employed by partners, depending on the REAP level. The escalation triggers and responses are
appended finalised to date are appended to this document.
The levels are:
Level 1

Normal

Level 2

Concern

Level 3

Moderate Pressure

Level 4

Severe Pressure
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Level 5

Critical

Level 6

Potential Service Failure

The Mid Yorkshire Hospitals Trust have led the adoption of the REAP process, ensuring that all
partners have been briefed in its use via the Urgent care Board and in a winter planning workshop.
Previous escalation arrangements between partner organisation are being reviewed in light of the
adoption of REAP.
The daily Situation Report (SITREP) will be a key reporting tool through winter, and will enable the
system to understand demand and capacity issues arising in partner organisations. This process will
be overseen by the CSU and form a key part of our escalation process through winter.
Regular, agile and localised situation reporting (SitRep) is integral to supporting winter planning
processes.
Within MYHT during the period 4 November – 28 February, a daily SitRep (Mon‐Fri) will be
completed by the Mid Yorkshire Hospitals’ knowledge management service. SitReps will be signed
off by (one of) the Chief Operating Officer, the associate director of operations (medicine), the
Director Commissioning and business intelligence, or the Assistant director – resilience and
emergencies.
The format of the SitRep will be set out on UNIFY2. Each Monday SitRep will include details from the
preceding weekend.
The WSYBCSU business intelligence team will provide a detailed situation report that meets national
and local requirements. This will feed into operational management arrangements and into the
Urgent Care Board.
The hospital daily bed management meetings will have a SitRep covering the bed state, infection
issues, waits for admission, delayed discharges and staffing pressures. Situation reports will be used
to supply information to manage the response within the Trust and with partner organisations
through the REAP system.
There will be weekly teleconferences with partner organisations to provide tactical and strategic
oversight of the management of winter. These will be chaired by the senior manager on call for the
clinical commissioning groups. The focus will be on an assessment of the position and risks for the
coming week, using the REAP approach.
The NHS England West Yorkshire Area Team will lead (command) the response to wide area
incidents and emergencies and take a strategic overview of surge and escalation issues, providing
support to CCGs where it can add value. The 10 West Yorkshire CCGs and the Area Team have
decided to meet these responsibilities through a number of on‐call rotas which can be found in the
NHS On call Systems and Emergency Escalations in West Yorkshire document.
Clinical Commissioning Groups are responsible for both proactive and reactive management of
capacity issues (surge and escalation or winter planning) therefore will be involved in the
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management of emergencies and major incidents, taking a lead role where these emergencies are
contained within a single acute hospital’s geography and a supporting role where these affect a
wider area.

9.

Recover

It is essential that during the winter period the economy reviews and learns continually to ensure
that the highest quality care can be given.
The pressures of daily variation in demand and the associated recovery will be managed through
operational management arrangements in each partner organisation.

10. Duties, roles and responsibilities
The West and South Yorkshire and Bassetlaw Commissioning Support Unit (WSYBCSU) are
supporting the CCGs in the delivery and implementation of this year’s winter plan. The role they will
play includes:


Assuring the winter plan is robust in describing effective and timely delivery of high quality care
within the health and social care system during periods of increased demand during winter



Situation reporting



Urgent care dashboard development



Urgent care communication campaign



Local stakeholder communications



Business continuity and resilience

10.1.

Leadership

Mid Yorkshire Hospitals
The Trust Executive Lead for winter planning is Carole Langrick, Chief Operating Officer; she is
supported by Timothy Birch, Assistant Director – Resilience and Emergencies in the preparation of
the winter plan. The operational lead for winter planning and the response is Alison Grundy,
Associate Director of Operations for the Medical Division.
Wakefield CCG
Jo Pollard, Director of Commissioning and Quality, is the senior management lead for winter
planning in Wakefield CCG. During the winter period all senior managers participate in an on call
rota across Wakefield and North Kirklees CCGs.
North Kirklees CCG
Helen Severns, Head of Transformation, is the senior management lead for winter planning in North
Kirklees CCG. During the winter period all senior managers participate in an on call rota across
Wakefield and North Kirklees CCGs.
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Appendix A
Likelihood

Impact

Risk
score

Inclement weather – infrastructure problems

3

3

9

Inclement weather – staffing problems

3

2

6

Inclement weather – increased demand

3

3

9

Respiratory illness, including seasonal influenza – surge in demand for
healthcare and risk to staff

3

3

9

Low temperatures – health consequences for at risk groups

3

2

6

Norovirus – reduced capacity

2

2

4

Norovirus – increased staff absence

2

2

4

General and acute bed capacity insufficient to meet demand

3

4

12

Unavailability of alternatives to hospital attendance for acute but minor
conditions

3

4

12

Unavailability of alternatives to continued hospital inpatient stay

3

3

9

Ambulance turn around compromised

3

2

6

The quantity of discharges needed to create capacity is beyond the usual
capacity of the supporting health and social care organisations

4

3

12

Mortuary capacity exceeded

1

3

3

Demand for MRI exceeds capacity

4

3

12

Disruption to staff travel plans and organisation’s logistics

2

3

6

Major incident response compromised by other problems

3

3

9

Organisational change in the NHS hinders joint working in response to
winter pressures

2

3

6

Influenza vaccination rates for front line staff and at risk groups is not at
the required level

3

3

9

Acute trust staffing shortages compromise care due to a reliance on
locums and other agency working, with the consequences for planning the
short‐term opening of additional capacity

3

3

9

Industrial action outside the NHS

4

3

12

Risk

18

Appendix B

Mid Yorkshire Urgent Care Risk Log and Mitigation Plan updated following 24th October 2013 Urgent Care Board Meeting
Risk
No.

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

Local System

1

2

3

4

Health and social care system is
not able to predict likely surges
in demand through winter and
provide high quality, safe care

System unable to deliver services
during periods of extreme
weather

System performance not
understood and therefore
mitigating actions not identified
and undertaken

Public lack confidence in the local
Health and Social care economy
to maintain services over winter
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Use profile of local identify risk assess and identify
cohorts of high risk groups in the local population

Andrew
Furber/Judith
Hooper

Commission the development and delivery of a
predictive modelling system to identify periods of
surge

Simon
Rowe/Tim Birch

UCB partners

Delivery of Cold Weather Plan and monitoring by
UCB

Andrew Furber/
Judith Hooper

All UCB
Partners

All providers have effective business continuity
plans - monitored by commissioners as part of
contractual dialogue with assurance monitored
through the Local Health Resilience Partnership

All UCB partners

CCGs/LAs

UCB Dashboard developed and share with all UCB
partners on a weekly basis

Emma Smith

BI for CSU

Surge/Winter Plan provides clarity who and how
escalation levels and agreed and communicated

All UCB partners

UCB

Surge/Winter Plan provides clarity on agreements
and actions relating to elective care

Jo Pollard

UCB

Comprehensive stakeholder communications plan
developed and rolled out

Gordon Laidlaw

LA

CSU/UCB

Risk
No.

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

Patient Pathway
Self-Care - population based

5

6

People have insufficient information to
enable them to stay well and
proactively seek the right care

Carers have insufficient
information/support to enable them to
provide care

Proactive Patient Reference Groups in primary
care sharing information

Laura Elliot

NHS
England/CCG

Robust communications and media campaign to
enable patient access most appropriate service
(choose well)

Sue Jones

CSU/10
CCGs

Comprehensive delivery of carers assessment

Dianne Green
Jayne Gilmour

Relevant third sector organisations identify those
who have particularly support needs

Rob Hurren
Keith Smith

Primary care ensures carers receive support to
remain well

Alison Knowles

NHS England

Adam
Sheppard/David
Kelly
Adam Sheppard
David Kelly

Primary
Care/All
providers

LA

LAs/CCGs

Primary Care

7

Identify patients through risk stratification (DES in
place)

Patients with Long Term
Conditions have insufficient
information and support

Anticipatory care plans in place for all appropriate
patients( as part of primary care local
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NHS England

Risk
No.

8

9

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

improvement programme

Alison Knowles

Medication reviews and access to repeat
medication

Adam Sheppard
David Kelly
Alison Knowles

NHS England

Low update of seasonal flu
vaccine

Delivery of local Flu Plans to maximise the update
of seasonal flu in vulnerable patients

Alison Knowles

NHS England

Lack of primary care capacity inhours during periods of high
demand

CCGs working with membership organisations to
improve access through visits and performance
monitoring

Adam Sheppard
David Kelly
Alison Knowles

NHS England

Lack of primary care weekend
capacity during periods of high
demand

CCG Contingency Plans in place for additional
primary care capacity out of current contractual
hours

Adam Sheppard
David Kelly
Alison Knowles

NHS England

Community Services

10

Those who are vulnerable or who
have specific care needs are not
supported through winter
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Maximise role of 3rd sector contract in
identifying and supporting those needed
additional support

Rob Hurren
Keith Smith

LA

Maximise update of fuel allowances to ensure
people stay well and warm

Andrew Furber
Judith Hooper

LA

Capacity/capability review undertaken to ensure
community services are able to deal with
demand during periods of surge

All providers

All
providers

Risk
No.

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

Additional social care assessment
capacity/move to 7 day a week service funded
by UCB

Sue Richard
Keith Smith

Adult social
care

Identification of vulnerable clients across all
sectors and information passed to LAs (CCGs, all
providers)

All providers

All UCB
Partners

11

Lack of timely access to
equipment to prevent admission
and support timely discharge

Providers confirm extended equipment/loan
service access during periods of surge as part of
their surge plans

Ian Campbell/David
Hughes(Wakefield)
Rob Ellston/Peter
Horner(Kirklees)

providers

12

Services unable to meet demand
for beds in the community

Clear plans in place between LAs and CCGs for
additional nursing and residential capacity
during periods of high demand

Simon Rowe
Helen Severns

LAs/CCGs

Out of Hours Services

13

111 Service unable to flex
capacity to meet demand

111 operational winter plan in place and linked to
whole system plan

14

111 service unable to flex non
clinical capacity to meet demand

Escalation plan to underpin winter plan and linked
to whole system plan( to be signed off 7/11/13)

111 service has robust IT systems
to mange increasing demand

Escalation plan to underpin winter plan and linked
to whole system plan( to be signed off 7/11/13)
system supplier in on 21 November to give formal
assurance on thjs. However we have no control
over telephony at national level or BT N3 network
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22

Keeley Townend
Carol McKenna

Jeevan Bhadare
Keeley Townend
Carol McKenna

Jeevan Bhadare
Keeley Townend
Carol McKenna

Jeevan Bhadare

YAS
Greater
Huddersfield
CCG
YAS
Greater
Huddersfield
CCG
YAS
Greater
Huddersfield
CCG

Risk
No.

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

or the DoS
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LCD Primary care Out of Hours
unable to flex capacity to meet
demand

LCD operational plan in place and linked to whole
system plan

Denise Stevens

YAS/LCD

17

Lack of access to Out of Hours
dental provision

MOU currently being reviewed by YAS
Assessment and advice to be offered by NHS
Direct until March 2014

Keeley Townend

YAS/NHS
Direct

18

Lack of access to Out of Hours
pharmacy provision

Plans in place community pharmacy rotas
specifically for festive periods and weekends

Alison Knowles

CCGs

Hospital Services

19

20

Demand outstrips capacity in A&E

Delays in patient flow impact on
ability to manage bed base

23

UCB action plan sets out width range of actions
being taken to mitigate risk by system

Adam Sheppard
David Kelly
Sarah Robertshaw

UCB

Review of workforce to understand clinical and
nursing capacity gaps

Sarah Robertshaw

acute trust

UCB action plan sets out actions being taken to
mitigate risk (see winter plan section 4 and 5 )

All partners

acute trust

Plans for every patient system in the acute trust
enables real-time status of each patient and
next steps in patient journey

Ian Nicholson

acute trust

Risk
No.
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Risk

Impact

Liklihood

Risk
Score

Delays in transfers of care impact
on ability of trust to manage
within bed base

22

Capacity to support frail elderly
unable to meet demand

23

Insufficient critical care capacity adults

Mitigation

Lead
Organisatio
n/Group

acute trust to ensure plans include appropriate
access to diagnostics to ensure patient flow

Lynne Hall-Bentley

acute trust

Additional acute beds funded by UCB

Jo Pollard
Helen Severns

acute trust

Definition of DTOC agreed prior to winter with
review of information

Simon Rowe

acute trust

Additional PTS transport funded by UCB - over
and above current contractual hours

Jenny Feeley/Helen
Severns

YAS

Additional capacity funded by UCB to support
process for fully funded NHS patients

Karen Poole
Rosemary Davison

CCGs

Additional discharge capacity as part of Mid
Yorks Urgent care programme(formerly ERCB)

Carole Langrick

acute trust,
adult social
care,
community
services

Additional step down beds funded by UCB

Simon Rowe/Helen
Severns

acute trust

Helen Childs/Helen
Severns

acute trust

Joint health and social care plan to be agree
about how additional capacity can be accessed
from community, independent and voluntary
sector partners
Acute trust to work with the new Critical Care
Operational Delivery Network when faced with
local capacity issues. Links to be confirmed with
the new Critical Care Operational Delivery
Network for adults (to include access to ECMO

24

Local Lead

Karen Dearden

CCGs

Risk
No.

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

beds)

24

Acute trust work with Paediatric Intensive Care
Service on a case by case basis. Links to be
confirmed with the new Critical Care Operational
Delivery Network for children

Insufficient critical care capacity children

Carol Langrick

CCGs

Ambulance Service

25

No clear divert policy in place

26

Delays in ambulance turnarounds

10 CCG policy signed off and embedded in local
plans signed off by Local Health Resilience
Partnership
Action Plan in Place with acute trust/YAS to
deliver - performance monitored by UCB
Dashboard

Andrew Furber
Judith Hooper
Karen Warner

10
CCG/YAS

Karen Warner
Sarah Robertshaw

acute/YAS

All partners

All UCB
Partners

NHS England

All UCB
Partners

Workforce
Maximise the update of seasonal flu in front line
staff through delivery of local and national Flu
Plan
Levels of sickness absence reported to UCB as
part of SITREP process, UCB to ensure mutual aid
principles are adopted by all UCB partners

27
Reduced workforce due to
sickness absence
28
29

Public Sector industrial action
impacts on resilience of workforce

On-going horizon scanning to identify potential
risks - reported through SITREPs

BI Unit CSU

All UCB
Partners

30

Lack of flexibility to meet peaks
and troughs in demand

Each UCB partner has a business continuity plan
to deal with increased demand

All partners

All UCB
Partners
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Risk
No.

31

32

Risk

Impact

Liklihood

Risk
Score

Mitigation

Local Lead

Lead
Organisatio
n/Group

Additional acute and social care workforce funded
by UCB in line with ability to expand bed base

All partners

Schools closures impact on
organisational resilience

Local dialogue with individual head teachers to
ensure effective communication systems are in
place

tbc

LA education

Insufficient ED medical staff

Local dialogue with medical directors to ensure
adequate staffing levels in place

Carole Langrick

Acute/
Health
Education
England

All partners

Infection Control

33

Inadequate information available
to the public on prevention of
infection control

Communications/media campaign to support
infection control

Andrew
Furber/Judith
Hooper

LA

34

Lack of information to enable
predictive modelling of real-time
outbreaks

Commission development of systems to local
predictive modelling system

Andrew Furber
Judith Hooper

LA

Jane Maskill
Helen Severns

LA/CCGs

tbc

All UCB
Partners

35

Educational programme in Care Homes

Lack of training for staff around
prevention and management of
Norovirus

Education programmes in all provider
organisations inc care homes
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Appendix 2 ‐ Dated: 06/11/2013
NHS Wakefield Clinical Commissioning Group
Initiative
Primary care local
improvement
framework

Communications
and engagement

Description
This scheme has numerous parts.
One is the increases in the number
of appointments that each General
Practice will offer per month.
(Some will offer telephone‐based
approaches to increase accessibility
further.) Another is the specific
promotion of care planning for
long‐term conditions.

This has two parts. The first is the
promotion of what has been
implemented through the primary
care improvement framework
throughout winter. There will be
an overall campaign to publicise
such facts such as the percentage
increase in primary care
appointments. This will link to
specific Practice‐level information,
for patients to see what their
Practice has implemented.

Commencement
In place

Benefits
Information will be able to be
shared with the Mid‐Yorkshire
Hospitals Trust on the levels of
primary care utilisation, and how
these compare to those within
secondary care. This will aid the
development of escalation
planning.
The intended benefits of the
framework are two‐fold, one to
reduce emergency department
attendances. The other to
reduce emergency admissions,
and specifically for long‐term
conditions.
Raised public awareness of the
accessibility of primary care, and
the services that are available to
the public.

October and
November 2013

The second is the West Yorkshire
winter communications campaign
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Measure
Emergency
department
attendances
and emergency
admissions

In‐line with
those stated
above for the
primary care
local
improvement
framework.

R/A/G Status

that the Commissioning Support
Unit is leading on.
Preventing re‐
admissions –
Discharge planning

The CCG (in conjunction with NHS
North Kirklees) are in support of a
specific discharge process being led
by the Mid‐Yorkshire Hospitals NHS
Trust to prevent re‐admissions in
high‐risk patients. This supports
the use of non‐recurrent monies to
establish the approach throughout
winter.

October and
November 2013

This will support the
disproportion numbers of
emergency re‐admissions in
quarters 3 and 4 of a financial
year than for quarters 1 and 2.

Emergency Re‐
admissions

Preventing re‐
admissions –
Community‐based
services

Non‐recurrent monies are being
used to accelerate the integration
health and social care.

Outstanding elements
to be in‐place during
November 2013

Supports more individuals, a key
factor in reducing the numbers of
individuals who experience an
emergency admission.

Number of
individuals who
experience an
emergency
admission.

This includes models of working to
increase the numbers of individuals
who receive care and support, and
those that focus on individuals
most at risk of an emergency
hospital admission.

Prevents individuals most at‐risk
of experiencing an emergency
admission requiring emergency
hospital care throughout winter.

Re‐ablement monies are also being
used to support such
developments.

NHS 111

Quality and review processes
continue to refine the Directory of
Service.

In‐place

Greater levels of care and
support provided by non‐acute
services;
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Numbers of
individuals
supported
against the
numbers
identified to be
at‐risk of an
emergency
admission

Referral and
utilisation rates
for non‐acute

Throughout winter the CMS DoS
will allow care professionals to
consider, for example referrals to
various community‐based services.
Avoiding emergency
admissions –
Pinderfields
emergency
department

MYHT Patient
Transport Service

Snowbell Scheme

A team consisting of therapists and
social workers commenced on the
1st August 2013 to avoid admissions
from the Pinderfields emergency
department.
Plans are in‐place to use non‐
recurrent monies to extend the
hours of operation, and to use Age
UK to settle those discharged from
the department in their homes.
A plan has been developed to
increase PTS capacity during winter,
with a two‐hour response time.

A volunteer programme of support,
co‐ordinated by Age UK Wakefield
District to ensure during periods of
bad weather that older people are
safe to remain in their own homes.
This includes ensuring that they
have sufficient food stocks, and
that they have their necessary
medication.

services
Increased utilisation of non‐acute
services by a greater number, and
range of care professionals.
Full implementation by
October 2013.

To be implemented by
November 2013

In‐place

Number of
individuals aged
18 and over
who are
admitted via
the Pinderfields
emergency
department

Supports the rates of hospital
discharges
Avoids the use of the YAS 999
service for routine transportation

Use of the PTS
service.

It acts as a way of ensuring that
older people are coping
throughout winter, and to ensure
that they receive any additional
support they require.

Number of
individuals
supported by
the scheme

It prevents older people, for
example venturing out
unnecessary during cold and icy
periods to buy food. This
prevents potential falls and
subsequent injuries. Similarly it
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Use of the YAS
999 Service for
routine
transportation

Winter nursing beds
(West Riding)

Supporting care
homes

ensures that older people are
safe to remain in their own
homes when they are reluctant,
due to icy weather to go and buy
food, or get their medicines.
The beds will be for individuals
who no longer require acute
hospital care, but who cannot
return safety to their homes.

15 Nursing beds have been
commissioned from a care home,
BUPA, West Riding for October
2013 through to may 2014. These
beds will be used, with admission
criteria agreed between the CCG,
MYHT and Wakefield Family
Services to alleviate pressures for
acute hospital beds.

October 2013

A specific approach to support care
homes will continue throughout
winter.

In‐place

Appropriate use of medicines,
and improved adherence to
medicines.

Differences in
medicines use.

In‐place

Supports well a known
population who are at risk of
falls. Local evidence shows that
this also minimises the
subsequent number of
ambulance call‐outs, whilst
individuals receive necessary
aftercare..

Number of calls
for falls that
result in
ambulance call‐
outs.

The occupancy
and utilisation
rates for the
commissioned
beds.

The beds will thus help MYHT to
manage the flow of individuals
from its number of acute hospital
beds.

This focuses on the use of
medicines within care homes, and
overall adherence rates to
prescribed medicines.
Care Link and
temperature sensors

Wakefield District Housing provides
a pendant‐alert system and
response service for its tenants and
others. Currently over 15,000
households receive this, where
temperature sensors may also be
used.

Alerts are triggered in cold
homes, prompting actions about
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Number of

increasing warmth.

alerts triggered
for cold homes.

Benefits
Aids patient flow from the Trust’s
bed base.

Measure
Number of
delayed
discharges, split
by the
categories
within the local
definition for
“delayed
discharges”.
Emergency
admissions, and
the proportion
with a length‐
of‐stay of zero.

Mid Yorkshire Hospitals NHS Trust
Initiative
Bed meetings

Description
A series of daily bed meetings
occur, guided by the use of the
Standard Operating Procedure for
the Trust and the new escalation
process, REAP.

Commencement
In‐place

Emergency
Ambulatory Care

The development of approaches to
implement emergency ambulatory
care for the Pinderfields and
Dewsbury emergency departments

By November 2013

This should minimise the
numbers of emergency
admissions for identified clinical
conditions.

Community services
in‐reach into the
Acute(Medical)
Admissions Unit

Community matrons have been
trialling an approach of trying to
avoid individuals being admitted
onto main‐stay wards. This is in
conjunction with the work of the
intermediate tier nurse advisers.

In‐place

Ensuring that those who can
return home from the Acute
Admissions Unit, rather than a
main‐stay ward.

Number of
individuals the
nurses
supported to
return home.

Facilitating
discharges

There are two‐parts. The first is the
work that has been undertaken to
joint the datasets for emergency
admissions and health community
service together. The second is
based on what this has shown –

In‐place

Appropriate hospital discharges
are increased, supporting the
availability of acute hospital beds.

Rates of
hospital
discharges

Maintains overall intelligence
about demand and bed capacity.
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R/A/G Status

community services have a pivotal
role to support hospital discharges.
YAS liaison

A member of YAS control staff
works at Pinderfields to improve
liaison on patient movement and
transfers of care.

In‐place

Reduction in delays

Patient waiting
times.

Wakefield Metropolitan District Council
Initiative
Winter warmth

Description
A series of initiatives to target the
“winter warmth” agenda to
vulnerable households throughout
winter.

Commencement
October 2013

Benefits
Increased environmental
temperature within households,
with the supporting impact of
individuals’ health.

Measure
Uptake of the
scheme, in‐
terms of the
number of
households.

Re‐ablement
Services

As per the previous description on
re‐ablement services, those
provided by Wakefield Family
Services will ensure that their
efforts to support hospital
discharges and subsequent
community care have the greatest
possible chance of reducing
emergency re‐admissions
throughout winter.

In place

Supporting hospital discharges
and providing subsequent
community care;

Emergency Re‐
admissions

Reducing emergency re‐
admissions to the Mid‐Yorkshire
Hospitals NHS Trust (MYHT).

These services include the care link
and response service, the Age UK
Wakefield District’s social contact
scheme, and specific approaches
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R/A/G Status

such as that to provide key‐safes,
which support individuals’ returning
to their homes.

Virtual Wards

Social work input will be one
integral part of this to ensure that
all individuals’ needs are met.

In‐place

Early identification of individuals
with a social care need, which
may impact on their physical and
mental wellbeing.

Individuals
signposted to
relevant agency
including third
sector and
integrated
networks.

They are for individuals who are
awaiting a social package of care.

In place

Facilitating discharges for
individuals who no longer require
acute care, but are awaiting their
social packages of care.

The occupancy
and utilisation
rates.

Social Work Input

Interim Placements
(Beds)

20 interim beds are commissioned,
as standard, with the option to
spot‐purchase above this.

There is a joint‐approach, between
the Council and the Mid‐Yorkshire
Hospitals NHS Trust should an
individual refuse an ‘Interim

33

Placement Bed’.

Occupational
Therapy Access to
Interim Placements

Arrangements between the Mid‐
Yorkshire Trust and Wakefield
Family Services allow individuals
who live at home to be placed in an
interim bed to receive occupational
therapy. This prevents individuals
struggling within their home, and
the subsequent risk of hospital
admission.

In‐place

Prevents hospital admissions and
ensures that individuals,
following a stay in an interim bed
are safe to return home.

Number of
placements
made.

Severe Weather
Planning

Proactive distribution of
information to internal providers,
external providers and service users
about caring for other yourself and
others during cold weather.

October onwards

To ensure providers are fully
award of their duties and
responsibilities, and understand
the Cold Weather Alert System.

Reduction in
additional
requests for
support from
providers and
individuals
service users
and/or carers.

To ensure service users and
carers are fully aware of how
they can support themselves or
those they care for during severe
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winter weather.

Road gritting

Specific telephone call for requests
to be made to grit untreated and/or
inaccessible roads.

NHS North Kirklees Clinical Commissioning Group
Initiative
Description
The aim of this project is to improve
Continuing care
project ‐ pilot
patient flows to enable patients to
be cared for in the right place at the
right time, with right skills available
to assess individual needs.

Enhanced Integrated
Out of Hospital Care
for Adults

This is an interim proposal via
Locala to continue to develop the
Community care teams through an
integrated approach.

Throughout winter

Supports emergency services.

Commencement
In‐place

Benefits
Reduction in DSTs times

Requests made
by emergency
services.

Measure

Reduction in length of stay
Clearer evidence and
understanding of decisions being
made within MDT
Awaiting approval

Enhanced focus on crisis
intervention.
Focus on key avoidable admission
pressures: patients with COPD,
asthma, Heart Failure and those
who have suffered injury through
preventable falls.

This includes:
Integration of existing services to
join up care around the needs of
individual people;

Development and enhancement
of existing multi‐disciplinary falls
team – focus on effective
prevention, self care and
optimising independence.

Access to community interventions
24/7;
Availability of specialist skills in the
community;
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Rates of
emergency
admissions, and
ambulance call‐
outs.

R/A/G Status

Coverage of single point of access.
Additional
community matron
resource

Spot‐purchasing of
community beds

Additional community matron
support has been commissioned via
Locala to work with defined Care
Homes on a monthly basis. This will
provide short term support to work
in partnership with the Care Home
and test out the principles
underpinning the patient safety
walkabout (based on the 15 Steps
Challenge).
Monies have been earmarked for
the spot‐purchasing of community
beds.

Commenced August
2013. Concludes in
March 2014

In‐place

Work with the individual care
home and offer additional
support over one month to
enable identification of 2 or 3 key
areas to continue to improve.
Plans to be identified and
sustainable approaches tested
and put in place.

Numbers
receiving a care
plan.

Minimises the pressure for acute
hospital beds throughout winter.

The number of
spot‐purchases.

Emergency
admissions.

Extension of the
Hospital Avoidance
Team

This is to provide an enhanced level
of service – four additional staffing
posts ‐ in the Dewsbury emergency
department, and surrounding
assessment areas throughout
winter.

Awaiting the approval
of funding

Supports an increase in the
numbers of appropriate
discharges from the Dewsbury
emergency department.

Increased social
work support for the
intermediate tier

Increased cover to support “patient
flow”.

November 2013

Maximises the availability of
intermediate tier beds, which in‐
turn supports the availability of
acute hospital beds.

The occupancy
and utilisation
rates for the
commissioned
beds.
Numbers of
individuals
supported to be
appropriately
discharged from
the Dewsbury
emergency
department.
Utilisation rates
of the
intermediate
tier beds.

Will increase the ability to assess
patients over a 7 day period.
Prevents avoidable ambulance

Increased
discharge rates.
Utilisation ‐

Development of a

Provision of an equivalent

TBC
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community
respiratory
approach

journeys, A&E attendances and
emergency admissions.

service/approach to mirror that
available for Wakefield patients.

numbers of
patients using
the approach

Care for individuals is provided in
the most appropriate place.
Locala Community Partnerships
Initiative
Walk in centre in
Dewsbury relocated
into A&E DDH

Planned increase in
therapy staffing in
enablement service

Description
Minor illness service integrated
into A&E. Pathways developed for
minor illness/injury to ease patient
flow through A&E. Extended
opening hours funded

Additional therapists to increase
rehabilitation available to patients
with the enabling service.

Commencement

Extended opening
hours funded until
March 2014

Staff recruited

Benefits
Better streaming of patients

Measure
Number of
patients triaged
to Minor illness

Integrated working should reduce
some of the pressure during busy
times.
Increased provision of
rehabilitation in patients homes
and support to home care staff

Increased levels
of
independence

Reduced long
term packages
of care
Discussions being
held with NKCCG to
increase capacity
within Intermediate
Care bed bases

Will facilitate increased capacity of
beds and support to the number of
Intermediate Care beds during
times of pressure across the health
economy

Discussions ongoing

Increased capacity and facilitates
timely patient flow across the
system

Reduced
delayed
discharges

Business case
submitted to NKCCG

Provide increased capacity to
support vulnerable adults in the

Awaiting outcome of

Increased capacity across

Reduce delayed
discharges and
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R/A/G Status

regarding an
increase in
community based
services

community

business case

community services

prevent
admissions/atte
ndances

Care Homes team

Community matrons working in
care homes identified by the CCG
where there are high numbers of
admissions/attendances to ensure
emergency care plans are in place

Ongoing

Reduce admissions and
attendance at A&E

Reduce
admissions and
emergency
department
attendances

Initiative
Home from home

Description
Adapted flats to provide
accommodation for those who are
medically fit to leave hospital but
are unable to return home due to
the need of adaptations.

Commencement
In‐place

Benefits
Reduction in Length‐of‐Stay and
the need for 24 hour care for
those who are best placed in the
community

Measure
Utilisation of
resources in the
community

Hospital Avoidance
Service

The aim of the service is to support
people who attend the emergency
department or are transferred to
the Medical/Acute Assessment
Unit, when alternative help and
support in the community would be
more suitable.

In‐place

To reduce the numbers of
individuals who are admitted via
an emergency department.

Numbers of
emergency
admissions and
re‐admissions

Home care services that can be
commissioned within a 2 hour

In place

Kirklees Council

Home care

To reduce re‐admissions.

Fast implementation of care
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Number of
hours of care

R/A/G Status

contingency

window to avoid hospital admission
or prevent delay in discharge.

packages.

being provided

Transitional Beds

Residential beds available for those
awaiting care packages or a
residential placement vacating an
acute bed until services can be
provided.

In‐place

Reduction in lengths‐of‐stay.

Number of
patients
transferred

Mobile response
service

To provide 24 hour mobile response
service.

In‐place

Reduction in readmissions and
lengths‐of‐hospital stays.

Number of
patients who
have been
redirected from
admission or
have had a
facilitated
discharge.

Enablement service

Home care services provided for
those who need services to provide
6 weeks of intensive enablement to
reduce the need for ongoing
services.

Permanent.

Reduction in lengths‐of‐hospital
stays.

Throughput of
service users
who do not
continue with
ongoing
services.

Commencement
To be completed
before November 2013

Benefits
Ensures that all necessary links
have been identified and

Measure
No specific
measure/s.

Yorkshire Ambulance Service
Initiative
Cross‐referencing of
winter plans

Description
As YAS currently produce their own
winter plan, an exercise is planned
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R/A/G Status

to link‐with that for the MYHT area.

pursued.

GP in hours
pathway (Wakefield)

As part of the primary care local
improvement framework YAS has
the option of using a direct line/s to
contact patients’ GP to arrange a
primary care appointment. This is
as an alternative to conveying said
individuals to an emergency
department.

In‐place

Prevent patient from being taken
to an emergency department

Number of
contacts

Turnaround

Escalation processes are in‐place,
with live reporting via touch‐
screens.

In‐place

Supports the availability of
ambulance crews to respond to
calls.

Turnaround
times

Patient transport
services – dedicated
discharge crews

There are crews that work into the
evenings and at weekend to
facilitate discharges across the Mid‐
Yorkshire Hospitals Trust.

In‐place

Supports the availability of acute
hospital beds.

Utilisation rates
of the crews
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Responsible Governing
Jo Webster, Chief Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body note the contents of the paper for information and the Quarter 1
Balanced Scorecard.
Executive Summary:
This paper contains an outline of the interim CCG assurance process which NHS Wakefield CCG followed for
Quarter 1 (Checkpoint 1), a description of the process with which the organisation is required by NHS England
to comply, a detailed summary from the balanced scorecard and key points to note from the of the Area Team
assurance meeting.
Link to overarching principles
from the strategic plan:

Outcome of Equality Impact
Assessment:
Outline public engagement:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:
Risk Assessment:

Finance/ resource implications:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance












Not applicable
Not applicable
Relevant teams and individuals were involved in planning and preparation
for the assurance process.
Not applicable.
None.
The Board Assurance Framework reflects the key controls and assurances
against overarching principles from the strategic plan listed above.
There are no specific finance or other resource implications related to the
assurance process.

Quarter 1 (Checkpoint 1) ‐ CCG Assurance Process
1. Introduction
The Health and Social Care Act (2012) has placed a responsibility on all Clinical Commissioning Groups
(CCG) to take responsibility for commissioning healthcare services by April 2013. NHS Wakefield CCG has
already met the challenge of a rigorous authorisation process to enable it to take on statutory powers
and duties, and was established without conditions from 1 April 2013.
In May 2013, a draft CCG Assurance Framework for 2013/14 was published by NHS England (NHSE). The
framework is designed to give assurance that CCGs are delivering quality and outcomes for patients,
both locally and as part of the national standards, as well as being the basis for assessing that CCGs are
continuously improving from the start point of authorisation.
The paper outlines the process the CCG underwent for quarter 1, delivering CCG assurance which was
done through a ‘checkpoint’ process. The findings from quarters 1 and 2 will be used as pilots to inform
how the assurance process might operate in the longer term. The definitive assurance framework for
2013/14 will be published in the autumn.
A core component of the interim framework is the ‘balanced scorecard’. This is used to assure the
operational delivery of all CCGs. Again, this approach will be tested in quarters 1 and 2, and the learning
will be fed into format development in Q3 and beyond. The content of the scorecard is largely
generated centrally, by drawing on existing published data. A small part of the information required for
the scorecard is generated by each CCG through self‐certification.
2. CCG assurance process
NHS Wakefield CCG completed the following key steps in its assurance process for quarter 1 (checkpoint
1):
 Completion and central upload of ‘self certification’ (this was completed on 1 August 2013);
 Attend and present at ‘Check Point 1’ joint workshop for all West Yorkshire CCGs (this took place on
20 August 2013).
 Engage in a joint senior team review with West Yorkshire Area Team (this took place on 12
September 2013);
 Receive balanced scorecard (NHS Wakefield CCG received this on 14 October 2013).
NHS Wakefield CCG Executive Team reviewed and agreed the information for the self certification
element of the scorecard on 30 July 2013. The Self‐certification information was uploaded to UNIFY on
1 August 2013 and related in the main to Domain 1 ‘Are local people getting good quality of care?’.
A workshop was organised for all West Yorkshire CCGs and the Area Team on 20 August 2013. The
purpose of the event was to review the progress against the balanced scorecard in an environment of
shared learning and development. CCGs were asked to prepare a 15‐minute presentation to include
two ‘red’ rated performance areas for improvement and one Quality Premium local measure. NHS
Wakefield CCG presented on the following areas: 18 weeks, QIPP and smoking in pregnancy. The CCG
was represented by Matt England, Karen Parkin and Adam Sheppard respectively.
3. CCG and Area Team Assurance Meeting
As part of the assurance process the Area Team must meet local CCGs on a quarterly basis to review
their effectiveness in discharging their statutory responsibilities.
The NHS Wakefield CCG meeting took place with the directors of our Area Team ‐ Andy Buck, Elaine
Wyllie and Ian Currell on 12 September 2013 where delivery against our plan was reviewed, along with
the performance of our commissioned providers and a discussion on our local strategic issues.

The actions agreed at the meeting plus the progress against these are detailed below:
Theme
Organisational
development

Action

Progress

Jo Webster offered to share the board paper relating to OD

Completed

Alison Knowles to incorporate this element into the primary care
strategy work

Area Team

Winterbourne

Winterbourne ‐ Geraldine Sands to share national development
work on this area

Area Team

Winterbourne

Geraldine Sands would send an alert to other Area Teams re the
use of the facility discussed during the review meeting
In the next 2 weeks the CCG will write to the Area Team
suggesting an assurance process to underpin the plan and
associated timescales
Jo Webster to provide the plan and approach to the Area Team by
3rd week in October

Area Team

MY Clinical
Service
Strategy

Primary Care
Local
Improvement
Framework
Horizon
Scanning and
Next Steps

Andrew Pepper and Ian Currell to look at the financial picture and
get the numbers together
CCG to provide the Area Team with more information on the
£2.7m investment and the return it gets in response to it.

Elaine Wyllie agreed to provide a response to the outstanding
question on the Balanced Score Card Domain 1 outside of the
meeting
Jo Webster agreed to share some of the products used to prepare
for the review meeting and would send them to Lou Auger for
circulation

Completed

Completed
Meeting arranged
6 November
Completed
Evaluation
Framework to be
shared when
complete
Completed

Completed

Following the meeting the Area Team reported in summary that:
“The CCG has been operating in a difficult and challenging environment since its authorisation. The
demonstrably strong relationship established across partners in relation to the MYHT strategic review is
of particular note. There is a recognition that some parts of the system has more work to do to align
arrangement such as specialist commissioning”.
It is intended that the aggregate results of the quarterly meetings will form the key elements of the
annual assurance demonstrating clearly that we have delivered against our plans.
4. Balanced Scorecard
NHS Wakefield CCG received the final Checkpoint 1 Balanced Scorecard (BSC) on 14 October 2013. The
table overleaf details NHS Wakefield CCG assurance summary results for checkpoint 1.

Domain Buttons

Domain Titles

Domain RAG Status

Domain 1

Are local people getting good quality care?

AMBER‐GREEN

Domain 2

Are patient rights under the NHS
Constitution being promoted?

Domain 3

Are health outcomes improving for local
people?

AMBER‐RED

The number of indicators triggering a

Domain 4

Are CCGs delivering services within their
financial plans?

AMBER‐RED

The number of indicators triggering a

Domain 5

Are conditions of CCG authorisation being
addressed and removed (where relevant)?

No RAG

Domain 1

Domain 3

Domain 4

Domain 5

GREEN

Domain RAG Summary

The number of indicators triggering a

Status

4

Self‐certification
complete

17

No self‐certification data

AMBER‐RED

1 RED

Self‐certification
complete

AMBER‐RED

1 RED

Self‐certification
complete

0

Fully Authorised

AMBER‐GREEN

All indicators met

Total number of outstanding conditions

Domain 1 – Amber –Green Rating includes CQC enforcement action, MRSA bacteraemia cases, and
unclosed serious incidents at MYHT.
Domain 3 – Amber –Red rating due to MRSA bacteraemia cases assigned to the CCG.
Domain 4 – Amber –Red rating due relating to QIPP year to date delivery.
NHS Wakefield CCG has been informed by the Area Team that the requirement for CCGs to publish the
BSC from checkpoint 1 as originally indicated has changed. Discussions are taking place which may alter
this requirement from individual CCGs publishing BSCs to the publication of a national summary. The
Area Team will circulate a clear message as soon as a decision is made within NHS England.
5. Quarter 2 CCG assurance process
A similar process is being followed for quarter 2:
 Completion and central upload of ‘self certification’ (completed on 1 November 2013);
 Attend a joint event for all West Yorkshire CCGs (planned for 13 November 2013).
 Engage in a joint senior team review with West Yorkshire Area Team (planned for 26 November
2013);
 Receive balanced scorecard (is expected on 21 November 2013).
6. Recommendation
It is recommended that the Governing Body note the contents of the paper for information and the
Quarter 1 Balanced Scorecard.

Gemma Gamble
Strategy and System Reform Manager
October 2013

Laura Elliott
Head of Quality & Engagement
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Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation (s):
 To note the governance processes and residual non recurrent resource.
 To approve the non recurrent support to MYHT of £2,568k.
Executive Summary:
Non‐recurrent investment needs to be approved in accordance with the scheme of delegation. A number of
schemes have been approved by Clinical Cabinet (or approved by the former PCT Cluster as necessary).
To aid the process for approval, a Governing Body Briefing Session took place on 24th September 2013. The case
for investment was presented for the areas of urgent care, care closer to home and mental health within the
context of the transformational change agenda. The attached paper consolidates the outcome of that session
along with other investment proposals that do not fit into those work‐stream areas and provides an update of
investments approved at Clinical Cabinet on 24th October 2013.
Total resource available is £9m 2% non‐recurrent plus £2.4m non‐recurrent non‐elective re‐admissions. As a
result of the revised investment proposals there now remains a balance of £1.9m against these non‐ recurrent
reserves.
All schemes for 13/14 have now been approved via an appropriate mechanism except for the following:
 Early Supported Discharge / Outreach Service £170k; GP networks / ICT development £170k; mobile
working £244k
 Non‐recurrent support to the Acute Trust £2,568k for which approval is now sought from the
Governing Body.
In accordance with business rules the CCG will need to ensure appropriate WYAT approvals of revised schemes.
This work is on‐going.
Link to overarching principles
from the strategic plan:

Outcome of Equality Impact

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance

Not applicable










Assessment:
Outline public engagement:

Not applicable

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

On‐going discussion with WYAT
Liaison with MYHT on relevant schemes
An early draft of non‐recurrent investment plans was presented at Governing
Body earlier in the year. Updates have been presented as part of the
Monthly Finance Report at Clinical Cabinet and at Integrated Governance
Committee.
A previous version of this paper was also presented to IGC in October where
the Committee noted the governance arrangements and recommended that
the £2,568k Acute Trust support go forward to Governing Body for approval.

Reference document(s) /
enclosures:

One report attached: Report on Non‐Recurrent Investment Proposals
No Appendices

Risk Assessment:

Not applicable

Finance/ resource implications:

Available non‐recurrent resource is £9m 2% Funds + £2.4m non elective
readmissions. Revised plans leave a remaining balance of £1.9m

NHS WAKEFIELD CCG
Report on Non Recurrent Investment Proposals

1. Purpose
The purpose of this paper is to provide an update to the Governing Body regarding non recurrent
investment proposals and to approve as required.

2. Background
The non‐recurrent investment proposals have previously been presented at Governing Body with
various iterations presented at both Clinical Cabinet and Integrated Governance Committee. In
parallel to this the CCG has been following the West Yorkshire Area Team process to seek approval
under the terms and conditions of the business rules.
Non‐recurrent investment needs to be approved in accordance with the scheme of delegation. A
number of schemes have been approved by Clinical Cabinet or approved by the former PCT Cluster
as necessary.
To aid the process for approval, a Governing Body Briefing Session took place on 24th September
2013. The case for investment was presented for the areas of urgent care, care closer to home and
mental health within the context of the transformational change agenda. This paper consolidates
the outcome of that session along with other investment proposals that do not fit into those work‐
stream areas, so that the Governing Body has one report which provides a comprehensive update.

3. Updated Position
The summary table below presents the last reported position within the month 5 finance report
along with a further update following the briefing session on 24th Sept and Clinical Cabinet on 24th
Oct 2013. This summarises the available non recurrent resource excluding brought forward surplus.

PCLIF
Care Closer to Home
Urgent Care
Mental Health
Acute Trust
Other Schemes
Total

Plan presented at last GB as part of
Month 5 Finance Report
2% non‐
non‐elective
Total
recurrent
readmissions
reserve
£'000
£'000
£'000
2,780
0
2,780
590
2,611
3,201
1,148
0
1,148
500
0
500
2,568
0
2,568
1,280
0
1,280
8,866
2,611
11,477

Update following Board
Session on 24th Sept and
approval at CC in Oct
New Plan 13/14
£'000
2,780
1,540
1,215
350
2,568
1,066
9,519

Resource Available

9004

2,426

11,430

11,430

Over/(Under) Commitment

‐138

185

47

‐1,911

Page 1 of 5

Each of these summary headings is described in more detail below:
3.1

PCLIF
The Primary Care Local Improvement Framework was agreed by the shadow CCG Board in
March. Delegated authority was given to a sub‐committee of the Board made up of Lay
Members, Independent Consultant and Independent Nurse in order to manage any potential
conflicts of interest associated with the approval of this scheme. A robust process followed
involving the submission of detailed proposals from each GP Practice against a set SLA and
set criteria. Assessment panels were held to agree or reject proposals and final approval was
then given by the sub‐committee. The payment mechanism is defined as a payment of £7.50
per registered payment, 70% of which is paid in 12 monthly instalments and the remaining
30% only payable on achievement of set targets. All practices are included in the scheme
and therefore a total of £1.9m is 100% committed with a further £0.8m ring fenced for
further payments.
This scheme has also been approved by WYAT and was recorded in the Chief Officer report
to the Governing Body in June 2013.

3.2

Care Closer to Home
A breakdown of these schemes is as follows:
Revised at 24
Sept

Planned Use
2% non‐
non‐elective
recurrent
readmissions
reserve
£'000
£'000
0
200
Single point of Access
Outreach care service / Early Supported Discharge / Virtual Ward
350
170
Integrated care Team network 2
0
896
Integrated care Team network 1&3
0
1,101
GP Networks / ICT / Events
170
0
Mobile Working
0
244
CC2H Evaluation
70
0
Total
590
2,611

Total
£'000
200
520
896
1,101
170
244
70
3,201

New Plan
£'000
200
170
616
0
170
244
140
1,540

It was generally accepted at the briefing session that in principle, these schemes be
progressed to business cases. The single point of access £200k and the Integrated care
Teams £616k were approved at Clinical Cabinet on 24th Oct 2013. The CC2H Evaluation at
£140k was approved at Clinical Cabinet on 22nd Aug 2013. The remaining schemes will be
presented at Clinical Cabinet in November.
Any recurrent element of the integrated care team business cases will need to be approved
at Governing Body albeit that the non‐recurrent components can be approved by Clinical
Cabinet.
3.3

Urgent Care
A breakdown of these schemes is shown in the table below.
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Revised at 24
Sept

Planned Use

Admission Avoidance Team
Inc Capacity to red del discharge (Transport scheme Age UK)
Increase MY therapy services
Purchase of winter beds
primary care foundation
Emergency care Practitioners
Winter Plan (estimate)
Total

2% non‐
non‐elective
recurrent
readmissions
reserve
£'000
£'000
0
125
50
0
65
0
400
0
8
0
500
0
0
0
1,148
0

Total

New Plan

£'000
125
50
65
400
8
500
0
1,148

£'000
0
65
50
400
0
0
700
1,215

Winter beds £400k was approved at Clinical Cabinet and a tender waiver completed and
approved and reported to IGC in September 2013.
Reduction of delayed discharges (transport scheme) £65k and increase in MY therapy £50k
was approved at Clinical Cabinet on 24th October 2013.
A series of winter plan proposals were presented to Clinical Cabinet on the 24th October
2013 totalling £833k which was £133k above budget. After some discussion 2 schemes were
rejected bringing the total package back in line with the £700k plan.

3.4

Mental Health
The business case for £350k to support the introduction of the IAPT service was approved at
Clinical Cabinet on 24th Oct 2013. WYAT have also approved this scheme.
Revised at 24
Sept

Planned Use
2% non‐
non‐elective
recurrent
readmissions
reserve
£'000
£'000

3.5

Total

New Plan

£'000

£'000

Pump priming of mental health initiatives using the RAID model
and other aspects of service redesign as part of Mental Health
OBC.

500

0

500

350

Total

500

0

500

350

Acute Trust
In 2012/13 the MYHT received non recurrent support from commissioners. MYHT current
financial planning assumptions include a legacy support of £3.893m. This legacy support has
been provided to the Trust formerly via Wakefield, Kirklees and Calderdale. MYHT have
described that the support covered:
 To maintain A&E and Clinical Decisions Unit at PGI
 To support the consultant led obstetrics service at DDH
 To support additional anaesthetists for maintenance of maternity services at DDH
 To support general surgery services across all sites

Page 3 of 5

The 13/14 Financial Plan submitted to the TDA by MYHT assumes this legacy funding
remains in place and will be available to the Trust up to and including 2016/17 at which time
the service reconfiguration will have concluded.
In light of the recent Governing Body decision to support the outcome of the consultation
process the proposal is:
 that this funding of £2,568k is now paid over to the Trust in 2013/14
 That the agreement is for this financial year only and any future requests are
subject to annual negotiation
This will require finalisation with WYAT.

3.6

Other Schemes
These are broken down further as follows:
Revised at 24
Sept

Planned Use
2% non‐
non‐elective
recurrent
readmissions
reserve
£'000
£'000
Health Inequalities GMS support
76
0
QIPP invest to save reserve (includes £125k prescribing support)
500
0
PMO in‐year additional costs
500
0
Qualitative Interview Tool
30
0
Podiatry MYHT Contract
50
0
Continuing Care: Promoting Efficient Discharges from MYHT
35
0
Continuing Care: Short Term Clinical Support
56
0
Community Respiratory Service
33
0
MPET end of Life Care Training
0
0
Multi Agency Safeguarding Hub (MASH)
0
0
Catheter Training
0
0
Total
1,280
0

Total

New Plan

£'000

£'000

76
500
500
30
50
35
56
33
0
0
0
1,280

76
125
500
0
50
35
56
33
84
82
25
1,066

These schemes were not presented at the briefing session as they do not directly relate to
the Transformation projects. There are various approval mechanisms in place:
 Health Inequalities was confirmed by the Local Authority on 2nd Sept 2013 and will
be transferred via a section 256 agreement.
 QIPP invest to save ‐ £125k was approved at Clinical Cabinet in May 2013 to increase
the support to the prescribing team
 Additional support to PMO of £500k – on a month by month basis the CO and CFO
have been agreeing the costs of the PMO which is shared with NKCCG. As part of the
review of the transformation programme, the scale and scope of the PMO activities
is under review and the CCG would seek to (a) agree a 3 month engagement to Dec
2013 and (b) a further 3 months to March 2014 both of which are expected to be
different in scale and scope from existing arrangements.
 A business case for a Qualitative interview tool was rejected by Clinical Cabinet in
August. Alternative provision is being has been sought.
 Podiatry business case was approved at Clinical Cabinet in July 2013
 Continuing Care and Community Respiratory Services was approved at Clinical
Cabinet in August 2013.
 MASH was approved at Clinical Cabinet in September 2013.
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MPET (training for the end of life care tool) was approved by Clinical Cabinet in
October 2013.
Catheter Training relates to a health and safety MRSA issue and is a one off spend in
13/14 of £25k. The CO approved this on 27 Sept 2013.

WYAT approvals were sought on the original basis of plans and elements of anticipated
expenditure were approved. In accordance with business rules the CCG will need to ensure
appropriate WYAT approvals of revised schemes. This work is on‐going.

4. Conclusion
Non recurrent investment plans now total £9.5m against the resource of £11.4m leaving £1.9m
surplus.

5. Recommendations
5.1
To note the governance processes and residual non recurrent resource.
5.2
To approve the non recurrent support to MYHT of £2,568k.

Karen Parkin
Head of Finance & Governance
4/11/13
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Agenda item: 14

Care outside of hospital

Verbal update

Title of meeting:

Governing Body

Date of Meeting:

12 November 2013

Paper Title:

Declaration of Interests for Members of NHS
Wakefield CCG Governing Body and its Committees

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Adam Bassett, Senior Associate Governance and Risk
Responsible Clinical Lead:

Dr Phil Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Andrew Pepper, Chief Financial Officer

15

Information

The Governing Body is asked to:
i

note the declared interests of members of NHS Wakefield Clinical Commissioning Group Governing
Body and its committees as at 1 September 2013.

NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a register of interests
to be maintained. In particular, Section 8.3 of the constitution requires individuals to:
“declare any interests that they have, in relation to a decision to be made in the exercise of the commissioning
functions of the group, in writing to the Governing Body, as soon as they are aware of it, and in any event no
later than 28 days after becoming aware.”
This paper presents the formal record of declared interests for members of NHS Wakefield CCG Governing Body
and its committees as at 1 September 2013. In line with constitutional requirements, this information will be
published on the NHS Wakefield CCG website. This report was presented to the Audit Committee on 26
September 2013.
The register will be updated as necessary and reported to the Audit Committee twice each year.
Governing Body members are asked to note the declared interests of members of the Governing Body and its
committees as at 1 September 2013.
Link to overarching principles
Improve health equality across our population
from the strategic plan:
Support for individual health and wellbeing

Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign



Improvement through collaboration and integration
Financial efficiency, probity and balance

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:

All members of the Governing Body and its committees have been asked to
declare any interests they may have.

Reference document(s) /
enclosures:

Not applicable.

Risk Assessment:

Not applicable.

Finance/ resource implications:

Not applicable.
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Audit Committee 26 September 2013.

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

Interest

Dr Phillip Earnshaw
Chair, Clinical Lead

-

Dr Adam Sheppard
Assistant Clinical
Leader

-

GP Partner, Ferrybridge
Director, FMC Health Solutions Ltd
Practice Member of Novus Health
Close relative is an employee of Spectrum
Community Health
Director of Phillip Earnshaw Ltd
GP Lupset Health Centre, Partner
Lupset Health Centre is a member of Novus Health
Lupset Health Centre provides the Safe Haven Service
for the district
Director of Aesthetics Company –
Revitalise Me (Yorkshire) Ltd
Close relative is employed in Public Health at Kirklees
Council
Employee of Wakefield Council
GP Partner, Dr Dunphy and Partners,
Elizabeth Court Surgery
Practice is a member of Novus Health

-

GP Partner, Outwood Park Medical Centre

09/08/13

-

GP partner at Chapelthorpe Medical
Centre
Chapelthorpe Medical Centre is a
member of Novus Health
Close relative is a senior lecturer in nursing at Leeds
Metropolitan University
GP Partner in Kings Medical Building
Partnership, Normanton
Partner in Kings Medical Practice, Normanton
GP Board Member Health Education Yorkshire and
Humber
Shareholder in Novus Health
Close relative is employed by Mid Yorkshire NHS Trust

19/08/13

-

Andrew Balchin
Dr Avijit Biswas
Clinician elected by
member practices
Dr Ann Carroll
Clinician elected by
member practices
Dr Clive Harries
Clinician elected by
member practices

-

-

Dr David Brown
Clinician elected by
member practices

-
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Declaration
Reviewed /
Updated
05/09/13

19/08/13

23/08/13
09/08/13

09/08/13

Name and Title

Interest

Dr Ivan Hanney
Clinician elected by
member practices
Dr Paul Dewhirst
Clinician elected by
member practices
Hany Lotfallah
Secondary care
specialist doctor

-

GP College Lane Surgery
Shareholder in Novus Health

-

Sandra Cheseldine
Lay Member – Lead on
audit

-

-

GP Principal, Queen Street Surgery,
Normanton
Novus Health, Shareholder
Consultant Gynaecologist at Rotherham General
Hospital
Private practice at Thornbury Hospital and Claremont
Hospital Sheffield
Vice Chair, Trustee Board for Wakefield
District Citizens Advice Bureau
Stewardship Director of Favourite flavours Community
Interest Company
Director ‐ Paradigm Hospitality Ltd
Director ‐ The Liberty Collection Ltd
Justice of the Peace, Wakefield Branch
Member of The Lord Chancellors Advisory Committee
West Yorkshire
CCG nominee to the Wakefield Health and Well‐Being
Board
Orchard Croft Patient Participation Group

-

Nil

22/08/13

-

Trustee, North to North Health
Partnership
Honorary Senior Clinical Lecturer,
Sheffield University
Employee of Wakefield Council
Close relative is employee of NHS Shared Business
Services
Chair of Governors at Methodist J&I School, Wakefield
Jo Pollard & Associates
Governor of Ranskill Primary School

11/08/13

Shareholder and Director of
Medichem (Pontefract) Ltd
Employee of Stuart Road Surgery, Pontefract
A referral relating to a close relative is to be presented
at the Exceptional Cases Review Panel in October 2013

13/08/13

-

-

Rhod Mitchell
Lay Member – Deputy
Chair

-

Stephen Hardy
Lay Member – Lead on
patient and public
participation matters
Jo Webster
Chief Officer
Dr Andrew Furber
Director of Public
Health

-

Andrew Pepper
Chief Financial Officer
Jo Pollard
Chief of Service
Delivery and Quality
Steven Bryan
Practice Manager
representative
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-

-

Declaration
Reviewed /
Updated
20/08/13

19/08/13

23/08/13

13/08/13

09/08/13

09/08/13

09/08/13

19/08/13

Name and Title

Interest

Sharon Fox
Registered Nurse

-

Bank (or locum) inspector for CQC covering the North
Region but excluding Wakefield District.

Declaration
Reviewed /
Updated
09/09/13

Members of committees who are not members of the Governing Body
Clinical Cabinet only
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Name and Title

Interest

Sandra Greenwood
Practice Nurse

-

Works as a Nurse Practitioner at Ferrybridge Medical
Centre.

Declaration
Reviewed /
Updated
16/09/13

Title of meeting:

Governing Body

Date of Meeting:

12 November 2013

Paper Title:

NHS Wakefield Clinical Commissioning Group Board
Assurance Framework

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Adam Bassett, Senior Associate Governance and Risk
Responsible Clinical Lead:

Dr Phil Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer
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Information

The Governing Body is asked to:
i

note the updated Board Assurance Framework for NHS Wakefield Clinical Commissioning
Group.

Executive Summary:
This report outlines the updated NHS Wakefield Clinical Commissioning Group (CCG) Board Assurance
Framework (BAF).
Following consideration of the BAF at the July Governing Body meeting and the September Integrated
Governance Committee meeting further updates have been made to the BAF. A number of meetings have
been undertaken with each lead for each threat on the BAF to identify the following:





Risk appetite which relates to the ideal score for each.
Rational for the score
Actions from gaps in controls
Actions from gaps in assurances

The scores have been found following the risk assessment process to identify:
 Likelihood, how likely something is to happen
 Consequence, the potential impact that this might have
The overall risk score was then achieved by multiplying the potential consequence by the potential likelihood to
provide a risk score utilising a 5 x 5 matrix scoring system, which produces a range of scores from 1 to 25. This
is as follows:

Likelihood
Consequence

Insignificant
1
Minor
2
Moderate
3
Major
4
Catastrophic
5

Rare
1

Unlikely
2

Possible
3

Likely
4

Almost
Certain
5

1

2

3

4

5

2

4

6

8

10

3

6

9

12

15

4

8

12

16

20

5

10

15

20

25

All the threats on the BAF have been signed off by the Executive and Clinical Leads.
Critical Risks (scoring 25‐20) – one
Serious Risks (scoring 16‐15) – five
High Risks (scoring 12‐8 – four
The critical and serious risks are as follows:
 Scoring 20 – Appetite 8
The risk of the planned transformation of healthcare not happening because of lack of co‐operation between all
health and social care partners including primary and secondary care, resulting in poor patient care.
 Scoring 16 – Appetite 8
The risk of health and social care providers failing to provide care in the right setting and closer to home due to:
‐ no partnership agreement on transformational strategy;
‐ lack of affordability;
‐ lack of capacity in primary care;
‐ lack of community engagement;
‐ estates capacity issues.
Resulting in lack of integration of community health care services with acute services, poor patient care and
patient experience and direct threat to the sustainability of local hospitals and social care services.
 Scoring 16 – Appetite 8
The risk to appropriate access and choice for all due to:
‐ restricted access for primary care services;
‐ insufficient capacity commissioned;
‐ insufficient delivery of commissioned capacity;
‐ the decommissioning for local services for clinical issues;
‐ lack of information about health and social care services.
Resulting in less than optimal patient care, reputational risk to the CCG, poor health outcomes and reinforcing
health inequalities.
 Scoring 16 – Appetite 8
The risk of
6a. Avoidable harm to patients due to unsafe services and inadequate controls and assurances resulting in
higher mortality, untoward incidents and poorer services.
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6b. The risk of poor patient experience due to patients not feeling at the centre of services resulting in lower
levels of satisfaction.
6c. The risk of Wakefield residents not being able to access the best available care due to the inadequate
commissioning of services resulting in lower levels of satisfaction and wellbeing.
Scoring 16 – Appetite 4
Risk of failure of service transformation and redesign due to:
‐ lack of vision(strategic) leading to poor patient outcome;
‐ lack of tactical planning leading to poor patient outcome;
‐ failure of operational delivery;
‐ affordability;
Leading to poor patient outcome.
 Scoring 16 – Appetite 8
The risk of not delivering financial duties due to lack of budgetary control and efficiency resulting in the
restriction of services for patients. And the risk that NHS resources are not appropriately deployed due to
ineffective systems and governance resulting in inappropriate commissioning decisions.
The BAF outlines the key controls, assurance and actions which are in place for each item to enable to score for
each threat to move closer to the appetite score.
As the BAF is dynamic document further updates will be made in consultation with the executive and clinical
leads. The next stage will be to make each item more specific and actions attributable to individuals. This will
also contain dates and deadlines for specific pieces of work.
Internal Audit have also undertaken a review of the NHS Wakefield CCG BAF and produced a draft report
providing an outcome of Full Assurance for design and governance, Significant Assurance for value of
assurances received and Significant Assurance for dealing with gaps in assurance. Comments received from
Internal Assurance have been incorporated into the BAF where appropriate, or will be taken forward as part of
ongoing development of the document and the Risk Register.
The revised BAF is attached to the report.
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance

Outcome of Equality Impact
Assessment:

Not applicable.

Outline public engagement:

Not applicable.

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

Members of the Governing Body.
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Previously presented at
committee / governing body:

Integrated Governance Committee on 19 September 2013 and the Governing
Body 9 July 2013.

Reference document(s) /
enclosures:

Not applicable.

Risk Assessment:

Not applicable.

Finance/ resource implications:

Not applicable.
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NHS Wakefield Clinical Commissioning Group Board Assurance Framework – October 2013
Principle 1: Improve health equality across our population
Threats against the achievement of the principles: The risk of not improving health equality due to:

Lead Director: Dr Andrew Furber
Lead Clinician: Dr Ann Carroll

‐ inaccurate data / evidence;
‐ inadequate engagement of providers;
‐ failure to monitor and communicate changes in data / evidence;
‐ failure to monitor / check quality regularly / update ‐ trends;
‐ lack of measurable objectives.
Resulting in no improvement to health equality.

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

3x3 = 9
2x3 = 6
1x3 = 3

Date last reviewed: October 2013

10

Rationale for Current Score
Risk Appetite

5

Risk Score
0
April

June

1. Established arrangements for data access to allow data quality
improvements and monitoring.
2. Health and Wellbeing Board has now been approved as a sub‐committee
of Wakefield Council.

September

Key controls in place

Internal Assurances

1. Data accuracy and data quality improvements:
‐ Smoking cessation, cancer targeted at practice level
‐ Public Health Data
‐ Data on childhood accidents
‐ Dental treatment.
2. Changes in data / evidence and role of Public Health to continue to monitor this.
3. Reporting arrangements
‐ childhood obesity key performance indicators
‐ Joint Strategic Needs Assessment profiling population
‐ Addressing areas of needs and targeting.
4. Clinical Commissioning Group (CCG) representation on Health and Wellbeing Board (HWB), Dr Earnshaw, Dr Sheppard and Dr
Carroll.
5. Director of Public Health attends CCG Governing Body meetings.
6. Statutory requirement on CCG / public sector to undertake equality impact assessments on all policies.
7. Commissioning of new services requires and equality impact assessment.

1. Regular monitoring by Clinical Cabinet of local indicators, e.g. smoking in
pregnancy, care after stroke and mental health.
2. Director of Public Health attends both the Health and Wellbeing Board,
CCG Governing Body and Clinical Cabinet. The Director of Public Health is
the author of the Joint Strategic Needs Assessment (JSNA) which paints a
picture of health within the district.
3. Dr Carroll accountable at Clinical Cabinet and undertakes health
inequality responsibility on behalf of the Governing Body.

Gaps in controls

Gaps in assurances

1. Not clear if objectives are measureable.
2. Is what is being measured outside of the control of the CCG, eg individual behaviour and economic circumstances.
3.Health and Wellbeing national profiles need to be scanned and reviewed.
4. Lack of data on the nine protected characteristics for the CCGs equality duty.

1. Data collection systems may not be configured to collect the relevant
data.
2. Awaiting resolution of outstanding information governance concerns
arising from the Health and Social Care Act.

Actions from gaps in controls

Actions from gaps in assurances

1. Engage with Public Health England around indicators over the next six months.
2. Opportunity through the Health and Wellbeing Board (HWB) for influencing the education system for example pregnancy
issues and cigarettes and alcohol. Report to be presented to the HWB in September on cigarettes and alcohol and children.
Work related to tobacco, mental health and integration has been commissioned by the HWB to be completed by the end of
2013/14. CCG Lead is Dr Harries.
3. To review health and wellbeing targets nationally to ensure that everything possible is being undertaken in Wakefield.

1. Developed vulnerability toolkit for commissioners which recommends the
collection of relevant equality data.
2. Ongoing discussion with NHS England and Public Health England around
appropriate data sharing.

External Assurances
1. Mortality rates and hospital activity data for major long term conditions
(currently a falling trend).
2. Public Health England data, e.g. longer lives allowing for regional
comparisons.

Principle 2: Support for individual health and wellbeing
Threats against the achievement of the principles: There is a risk of unwillingness / resistance to change lifestyle
due:

Lead Director: Dr Andrew Furber
Lead Clinician: Dr Ann Carroll

‐ to cultural and behavioural issues.
Resulting in no support or improvement in individual health and wellbeing.

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

3x3 = 9
2x3 = 6
1x3= 3

Date last reviewed: October 2013

10

Rationale for Current Score
Risk Appetite

5

A number of services are commissioned to improve individual health and
wellbeing to reduce the risk of this threat being realised.

Risk Score
0
April

June

September

Key controls in place

Internal Assurances

1. Strong support for individual diabetes management through DESMOND and DAPHNE schemes.
2. Public and patient engagement work in designing services.
3. GP practice patient reference groups.
4. Partnership Groups, e.g. learning disabilities.
5. Mid Yorkshire Hospitals NHS Trust appointed individual with responsibility for supporting people with learning disabilities at
hospital attendances.
6. Weight management programme run by the Mid Yorkshire Hospitals NHS Trust and South West Yorkshire Partnerships NHS
Foundation Trust.
7. Weight management programme for children.
8. NHS Healthchecks available through every practice in the district with targets met on NHS Healthchecks offered.

1. Regular monitoring by Clinical Cabinet of local indicators, e.g. smoking in
pregnancy, care after stroke and mental health.
2. Director of Public Health attends both the Health and Wellbeing Board,
CCG Governing Body and Clinical Cabinet. The Director of Public Health is the
author of the Joint Strategic Needs Assessment (JSNA) which paints a picture
of health within the district.
3. Dr Carroll accountable at Clinical Cabinet and undertakes health inequality
responsibility on behalf of the Governing Body.

Gaps in controls

Gaps in assurances

1. Weight management capacity issues due to increasing demand resulting in increased waiting times.
2. Relatively low uptake of NHS Healthchecks.

1. Lack of clarity about why NHS Healthchecks being offered are not taken up.

Actions from gaps in controls

Actions from gaps in assurances

1. Service review of weight management service by December 2013 led by Public Health England.

1. Survey conducted of those who are offered Healthchecks to obtain views.
Currently analysing the data.

External Assurances
1. Mortality rates and hospital activity data for major long term conditions
(currently a falling trend).

Principle 3: Care provided in the right setting and close to home
Threats against the achievement of the principles: The risk of health and social care providers failing to provide care in the
right setting and closer to home due to:

Lead Director: Jo Pollard
Lead Clinician: Dr Avijit Biswas

‐ no partnership agreement on transformational strategy;
‐ lack of affordability;
‐ lack of capacity in primary care;
‐ lack of community engagement;
‐ estates capacity issues.
Resulting in lack of integration of community health care services with acute services, poor patient care and patient experience and direct threat to the
sustainability of local hospitals and social care services.

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

4x4 = 16
3x4 = 12
2x4 = 8

Date last reviewed: October 2013

20
Risk Appetite

10

Risk Score

0
April

June

September

Rationale for Current Score
Widely accepted that this is crucial to overall healthcare strategy and is a high
priority on the agenda of local organisations. Approval of the Transformation
Programme has been undertaken by the Boards of NHS Kirklees CCG and NHS
Wakefield CCG.

Key controls in place

Internal Assurances

1. Implementation of transitional plan and clinical services review across health and social care partners.
2. Primary Care Local Improvement Scheme (PCLIF) to reduce A&E attendances and dependencies of long term conditions
(LTCs) on beds.
3. Care Closer to Home ‐ Integrated team leading to prevention of admissions and early discharge, to be implemented by
March 2014.
4. Establishment of community services hubs.
5. Reablement Services.

1. PCLIF performance managed on monthly basis. Data collated by
Commissioning Support unit (CSU) and presented to the Executive Team on a
regular basis.
2. Monthly update on the transformation programme to Clinical Cabinet and
the CCG Governing Body.
3. Governance arrangements for transformation work:
‐ Transformation Board
‐ Mid Yorkshire Health and Social Care Partnership Board
‐ Programme Executive.

External Assurances
1. Rigorous approval process of PCLIF, performance managed and scrutinised
by Local Area Team (LAT).
2. Care Closer to Home Group development of key performance indicators.
3. Patient Satisfaction Surveys.
4. Reablement service reported to the Joint Strategic Commissioning Board
(JSCB).

Gaps in controls

Gaps in assurances

1. New system dependent on degree of capacity, capacity saturated in primary care.
2. Ageing GP and practice nurse workforce, partly addressed by the development of a nurse training programme.
3. Agreement around early discharge ‐ not fully clear who has overall responsibility for clinical care in the community.
4. Changes to working practices in community clinical staff, staff engagement being undertaken by MYHT.
5. Estates capacity issues, new property organisations will require mapping out.
6. Evaluation framework.

1.PCLIF Commissioners evaluation methodology.
2.Final OBC for care closer to home and implementation plan that includes
milestone check points for next changes.

Actions from gaps in controls

Actions from gaps in assurances

1.All signed up to PCLIF.
2.Extra funding has been provided for GP places. Nurse training is being led by Sandra Greenwood.
3.Agreement over early discharge to be worked out and clinically led. High level clinical decision to be undertaken.
4.Working in partnership with the Mid Yorkshire Hospitals NHS Trust (MYHT) regarding staffing issues. Task force is being led
by newly appointed Joint Director of Integrated Care.
5.Estates review being undertaken by MYHT.

1. PCLIF Commissioners evaluation methodology to have been developed by
December 2013.
2. Final outline business case (OBC) for care closer to home to be completed
by December 2013, operational implementation plan that includes
milestone check points for next service changes to be developed.

Principle 4: Appropriate access and choice for all
Threats against the achievement of the principles: The risk to appropriate access and choice for all due to:

Lead Director: Jo Pollard
Lead Clinician: Dr Paul Dewhirst

‐ restricted access for primary care services;
‐ insufficient capacity commissioned;
‐ insufficient delivery of commissioned capacity;
‐ the decommissioning for local services for clinical issues;
‐ lack of information about health and social care services.
Resulting in less than optimal patient care, reputational risk to the CCG, poor health outcomes and reinforcing health inequalities.

Risk Rating
(likelihood x consequence)

Initial:
4x4=16
Current: 3x4=12
Appetite: 2x4=8

20

Date last reviewed: October 2013

15

Rationale for Current Score
Risk Appetite

10
5

There are a number of controls and services in place to prevent this threat
from taking place.

Risk Score

0
April

June

September

Key controls in place

Internal Assurances

1. Agreed Joint Strategic Needs Assessment (JSNA) and Health and Well Being Strategy.
2. Clinically led commissioning and Clinical Cabinet.
3. Primary Care Local Improvement Scheme (PCLIF) to reduce A&E attendances and dependencies of long term conditions (LTCs)
on beds.
4. Clinical services review – whole system, health and social care.
5. Capacity planning.
6. Winter planning.
7. A&E Recovery planning.
8. Pilot 7 day working primary care.
9. Extending criteria based commissioning.
10. Integrated performance and quality report.
11. 18 week task and finish group.

1. Integrated quality and performance report reported to the Integrated
Governance Committee and Governing Body.
2. Monthly update on the transformation programme to Clinical Cabinet
and the CCG Governing Body.
3. Governance arrangements for transformation work:
‐ Transformation Board
‐ Mid Yorkshire Health and Social Care Partnership Board
‐ Programme Executive.
4. PCLIF performance managed on monthly basis. Data collated by CSU and
presented to the CCG Governing Body.

External Assurances
1.Monthly meeting of NHS England West Yorkshire Quality Surveillance
Group.
2.Monthly Joint Strategic Commissioning Board (JSCB) + HWB Board
meeting.
3. NHS England A+E Recovery Group.

Gaps in controls

Gaps in assurances

1. Impact of clinical services review on primary care.
2. Immature relationships and processes with NHS England Primary Care Commissioning and Contracting.

1. Winter plan to be approved by CCG Governing Body
2. Final OBC for care closer to home, urgent care and mental health and
implementation plan that includes milestone check points for next
changes.

Actions from gaps in controls

Actions from gaps in assurances

1. Outline Organisational Development (OD) Plan completed by end of August 2013.
2. OD programme to commence by end of September 2013 with a completion date of March 2014.
3. Review of nurse and consultant involvement in commissioning to be undertaken.
4. Long term approach required to increase peoples being interested in becoming a GP or a nurse.
5. Continued development of locality groups and GP members.

1. Winter plan to be approved by CCG Governing Body November 2013.
2. Final OBC for care closer to home, urgent care and mental health to be
completed by December 2013, operational implementation plan that
includes milestone check points for next service changes to be
developed.

Principle 5: Understanding our population and putting patients at our centre
Lead Director: Jo Webster
Threats against the achievement of the principles: The risk that the CCG fails to live up to its aim of being 'locally valued'
Lead Clinician: Dr Ivan Hanney
and is perceived negatively by patients and the public
Risk Rating
Date last reviewed: August 2013
15
(likelihood x consequence)

Rationale for Current Score

10

Initial:
Current:
Appetite:

3x4 = 12
2x4 = 8
1x4 = 4

Risk Appetite

5

Risk Score

0
April

June

Robust feedback was provided by the authorisation assurance team around public
and patient feedback. The CCG is confident that structures are in place to address
all areas. There is however a risk of not embedding this within the CCG and
therefore the benefits will not be realised.

September

Key controls in place

Internal Assurances

1. Lay involvement with Public and Patient Involvement (PPI) member of NHS Wakefield CCG Governing Body.
2. CCG to lead public consultation process, engage with public (eg. Mid Yorkshire Service Strategy) and widening
consultation with cross section of public.
3. Regular engagement and briefing of Councillors, Overview and Scrutiny Committee (OSC) and MPs.
4. Member practices encouraged to have a Patient Reference Group (PRG) and network established.
5. Communications/Engagement Plan and PPI plan agreed and signed off by Governing Body/Clinical Commissioning
Executive.
6. Agreed JSNA and Health and Well Being Strategy.
7. Trends evaluated from complaints and MP letters.
8. Clinical Cabinet
‐ consideration of key data
‐ third sector
‐ other commissioners
‐ providers.
9. Practice Support Unit (PSU) engagement of GPs into commissioning process.
10. PSU support in designing improved or better clinical pathways for practices.
11. Clinical Networks.
12. Succession planning by CCG, clinical chairs invited to attend Clinical Cabinet on rotation.

1. PPI member attends Governing Body meetings (1).
2. Meeting regularly with OSC and MPs (2).
3. GPs encouraged to have a PRG in place (4) ‐ only two member practices do not
have a PRG.
Communications and Engagement Strategy approved by CCG Board prior to
authorisation. Strategy to be refreshed summer 2013. PIPEC also meets on a
quarterly basis.
4. Able to compare complaints / MP letter data (7).
5. NHS Wakefield CCG Constitution requires the establishment of the Clinical
Cabinet providing a GP voice.

External Assurances
1. Consultation Institute has signed off the Mid Yorkshire consultation process (2).

Gaps in controls

Gaps in assurances

1. Lack of commissioning network where needs might be discussed.
2. Full Evaluation of MP Letters / Complaints trends.
3. Relations not mature in new system.

1. Meetings with OSC / MPs ensure proper feedback through appropriate forum.
2. Test the effectiveness of PRG's.
3. New complaints reporting system not fully developed.
4. Structure of Clinical Cabinet agenda needs to include specific reference to
health needs.

Actions from gaps in controls

Actions from gaps in assurances

1. Responsibility of the PSU Board to deliver organisational framework programme of commissioning development for
networks. Lead is PSU Board and the intention is to have a organisational development programme in place by the end of
October to be implemented by the end of the financial year.
2. Integrated Governance Committee monitor learning from best practice. Leads are Laura Elliott and Dr Adam Sheppard.
They will look at how we respond to complaints and learn lessons. How we can learn from complaints received by
providers and what this tells the CCG. A process and structure for this to be in place by the end of October 2013.
3. Review of all key relationships to be undertaken and look at stakeholder analysis by the end of January. This is led by the
Governing Body. Possible 360 review to be undertaken as part of development.

1. Examination of how we use OSC/MP information as a tool to ensure the
organisation is successful.
2. Further develop PRG’s to be more fully defined with commissioning networks.
3. Integrated Governance Group monitor learning from best practice. Leads are
Laura Elliott and Dr Adam Sheppard. They will look at how we respond to
complaints and learn lessons. How we can learn from complaints received by
providers and what this tells the CCG. A process and structure for this to be in
place by the end of October 2013.
4. Clinical Cabinet needs review against terms of reference after six months of
operation. Governing Body is lead.

Principle 6: Safe and high quality experiences and clinical outcomes
Threats against the achievement of the principles: The Risk of

Lead Director: Jo Pollard
Lead Clinician: Dr David Brown

6a. Avoidable harm to patients due to unsafe services and inadequate controls and assurances resulting in higher mortality, untoward incidents and
poorer services.
6b. The risk of poor patient experience due to patients not feeling at the centre of services resulting in lower levels of satisfaction.
6c. The risk of Wakefield residents not being able to access the best available care due to the inadequate commissioning of services resulting in lower
levels of satisfaction and wellbeing.

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

4x4 = 16
3x4 = 12
2x4 = 8

Date last reviewed: August 2013

20
Risk Appetite

10

Risk Score

0
April

June

September

Rationale for Current Score
The Mid Yorkshire Hospitals NHS Trust are on a quality improvement
trajectory demonstrated through an internal and external assurance
process.

Key controls in place

Internal Assurances

1. Monthly Executive Quality Boards for main providers: MYHT, South West Yorkshire Partnerships Foundation Trust (SWYPFT).
2. Monthly production of CCG Integrated quality and performance report, details key performance, activity and quality data and actions
to address performance issues.
3. CCG Patient Safety Walkabouts at MYHT, planned for SWYPFT.
4. Complaints processes and procedure. Deputy Clinical Leader has overall responsibility for CCG complaints process.
5. Adult and children NHS safeguarding issues reviewed monthly, designated GP & nurse for adults and children and in post.
6. CCG Response to Francis report produced June 2013.
7. NHS system wide workshop on provider response to Francis report 20.06.13.

1. Integrated quality and performance report reported to the
Integrated Governance Committee and Governing Body.
2. Separate adult and children safeguarding report to the Integrated
Governance Committee and Governing Body.
3. Local Quality Intelligence Group which aims to capture performance
information from number of stakeholders, hard and soft data.
4. CCG response to Francis report received by CCG Governing Body
June 2013.

External Assurances
1. Clinical Senates / Networks.
2.Monthly meeting of NHS England West Yorkshire Quality
Surveillance Group.
3.Staff Survey.
4.Monthly HWB Board meeting.
5. Patient Satisfaction survey.
6. Care Quality Commission Reports.
7. General Medical Council (GMC) Trainee surveys.

Gaps in controls

Gaps in assurances

1. Full evaluation of service provider’s complaints data, key themes and service areas.
2. Not all measures capture full patient experience across a pathway.
3. CCG not monitoring and assuring all other service providers its commission’s services from.
4. Gathering soft intelligence systematically and utilisation.
5. Lack of patient/carer involvement in commissioning.
6. Primary care service commissioning and contracting lead NHS England need to develop information sharing and governance.
7. Relations not mature in new system.

1.Soft information gathering not fully developed/systematic/mature
2.Current contracts and quality assurance measures do not measure
across a patient pathway
3. Monitoring and reporting of other providers performance and
quality is not developed.

Actions from gaps in controls

Actions from gaps in assurances

1. MYHT presenting improvement plans for their internal complaints processes at MYHT Quality Board in September 2013.
2. CCG and local authority agreed to review current commissioning, contracting and quality monitoring across the partnership.
3. NHS Wakefield CCG has established local quality intelligence group to gather soft intelligence on services in a systematic , rigorous
and regular basis through the monthly meeting of this group. The terms of reference for this group have been approved by the CCG
Integrated Governance Committee (IGC) in August 2013.
4. Communications, engagement and equality and diversity strategy 2013 approved by CCG Governing Body, September 2013.
5. In discussion with NHS England to work jointly on the commissioning, contracting and quality of primary care services.
6. Relationships developing through the new NHS and social care infrastructure.

1. NHS Wakefield CCG has established local quality intelligence group
to gather soft intelligence on services in a systematic , rigorous and
regular basis through the monthly meeting of this group. The terms
of reference for this group have been approved by the CCG IGC in
August 2013.
2. CCG and local authority agreed to review current commissioning,
contracting and quality monitoring across the partnership.

Principle 7: Transparent clinically led commissioning
Threats against the achievement of the principles: Risk of failure of clinical leadership due to:

Lead Director: Jo Webster
Lead Clinician: Dr Phil Earnshaw

‐ lack of clinical resource (capability, capacity and motivation);
‐ lack of clarity on governance structures.
Resulting
‐ in loss of connection with patients
‐ effective / best practice
‐ with other clinicians

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

4x3 = 12
3x3 = 9
1x3 = 3

Date last reviewed: August 2013

15

Rationale for Current Score
10

Risk Appetite

5

Risk Score

0
April

June

Due to:
‐ the development of clinical leadership and increased support
from new CCG and West and South Yorkshire and Bassetlaw
CSU structures.
‐ Investment in new clinical leaders.

September

Key controls in place

Internal Assurances

1. Sufficient budget to engage clinical leadership.
2. Systematic organisational development plan in place which encourages development of clinical leaders.
3. Succession planning in place to identify future leaders.
4. Clinical networks and Clinical Cabinet rotation ensuring that clinical leaders are able to lead and to ensure resources for empowerment and
development to ensure clinical leaders are able to make decisions.
5. Process in place to ensure that key clinical leaders have backing their own practice. Nomination form has to be signed by senior partner
and also requirement for two nominations from separate practices.
6. Patients are involved in every stage of the commissioning cycle. e.g. diabetes network involvement of patients, communications
undertaken through prospectus, quarterly meetings of 'you said, we did', patients involved in specifications and bid evaluations.

1. Financial reporting by Chief Financial Officer.
2. CCG fixed running costs.
3. Annual appraisal / capability assessment.
4. Measurement of network leads engaging on formal
development programmes.
5. Evidence of devolved budgets from April 2014 , e.g.
prescribing.
6. Replicate assurance process for senior partner signing
nomination form.
7. Rotation process for GP leads of every three years.

External Assurances
1. Local authority scrutiny process through Overview and
Scrutiny Committee.
2. Health and Wellbeing Board.
3. Clinical Senates / Networks.
4. HealthWatch.

Gaps in controls

Gaps in assurances

1. Further development required for organisational development programme currently in transformation.
2. Lack of understanding in member practices and further development work required. Need to provide further education on separation
between commissioning and provision.
3. Organisational development programme required for whole commissioning cycle.
4. Requirement for national priorities to be transformed into local priorities and ideas needed from member practices.
5. Requirement for networks to move to undertake national responsibilities.
6. Need to ensure that nurses and consultants are fully involved in the process, medical leaders forum needs to grow and develop.

1. Organisations not yet fully established:
‐ HealthWatch
‐ Senates / Clinical Networks.

Actions from gaps in controls

Actions from gaps in assurances

1. Outline Organisational Development (OD) Plan completed by end of August 2013.
2. OD programme to commence by end of September 2013 with a completion date of March 2014.
3. Review of nurse and consultant involvement in commissioning to be undertaken.

1. Organisations to be fully established by end of December
2013.

Principle 8: Service transformation through redesign
Threats against the achievement of the principles: Risk of failure of service transformation and redesign due to:

Lead Director: Jo Pollard
Lead Clinician: Dr Adam Sheppard

‐ lack of vision(strategic) leading to poor patient outcome
‐ to lack of tactical planning leading to poor patient outcome
‐ failure of operational delivery
‐ affordabilty
Leading to poor patient outcome.

Risk Rating
(likelihood x consequence)

Initial: 4x4 = 16
Current: 3x4 = 12
Appetite: 1x4 = 4

20

Date last reviewed: August 2013

15

Rationale for Current Score
Risk Appetite

10
5

Risk Score

There are a number of internal assurances in place and a
external resource has been brought in to provide
assurances.

0
April

June

September

Key controls in place

Internal Assurances

1. Robust Transformation Programme
‐ Held to account through Mid Yorkshire Health and Social Care Programme Executive
‐ Social care partners members of the programme executive
‐ Programme management office additional CCG resource
‐ Health and Wellbeing Board
‐ Monthly Transformation updates to the Clinical Cabinet
‐ Monthly Governing Body reports on transformation
‐ Clinical leads across CCG's for all transformation work streams.
2. Good Strategic Vision
‐ 5 Work streams
‐ Joint Strategic Needs Assessment
‐ Health and Wellbeing Strategy.
3. Recurrent updates to:
‐ Clinical Cabinet and Governing Body on transformation
‐ Task and finish group
‐ Transformation programme linked into Clinical Services Strategy for Mid Yorkshire Health economy
‐ Provider Task Force led by the Mid Yorkshire Hospitals NHS Trust in 5 work stream areas.

1. Sub groups of the Governing Body discussions ( Audit,
Clinical Cabinet and Integrated Governance Group) where
slippage is questioned.
2. Governance arrangements for transformation work:
‐ Transformation Board
‐ Mid Yorkshire Health and Social Care Partnership Board
‐ Programme Executive.

External Assurances
1. Health and Wellbeing Board scrutiny.
2. NHS England.
3. Assurances from respective boards.
4. Statutory processes.

Gaps in controls

Gaps in assurances

1.Business planning assumptions and risk sharing arrangements.
2. Risk mitigation plan.

1.Outcome of public consultation unknown.
2.Outcome of Wakefield and North Kirklees CCG Board
decision July 2013.
3. Development of operational plans to deliver the service
transformation across the work streams.

Actions from gaps in controls

Actions from gaps in assurances

1. Moving from outline to full business cases and the framework is being brought together.
2. Strategic Business Case for Closer to home has been considered by the Governing Body.
3. Single outline business case for transformation programmes to be developed by 27 September 2013 to be further developed in October 2013.

1/2. Board decision taken in July 2013.
3. Operational plans to be in place for October 2013.

Principle 9: Improvement through collaboration and integration
Lead Director: Jo Webster
Threats against the achievement of the principles: The risk of the planned transformation of healthcare not happening because of Lead Clinician: Dr Phil Earnshaw
lack of co‐operation between all health and social care partners including primary and secondary care, resulting in poor patient
care.
Risk Rating
Date last reviewed: August 2013
30
(likelihood x consequence)

Initial:
Current:
Appetite:

5x4 = 20
4x4 = 16
2x4 = 8

20

Risk Appetite

10

Risk Score

0
April

July

Rationale for Current Score
High level sign up from key partners in line with national
policy evidenced through the Programme Office key work
streams.

September

Key controls in place

Internal Assurances

1. Health and Wellbeing Board (HWB) is a forum where key leaders across our local Health and Social Care system work together to improve the
health and wellbeing of their population.
2. Programme Office ensures the effective communication of instructions on behalf of the MYHT Board and Executive team, its role is to maintain
the Quality assurance and quality control requirements for all the products of the partnership.
3. Agreement at the HWB to identify a set of strategic priorities and identify a common vision and purpose linked to the JSNA and Health and
Wellbeing strategy.
4. The CCG is a member of the Local Services Board which is a forum whereby again key leaders across all sectors of the District meet to discuss
challenges and opportunities to work differently.
5. Joint Commissioning arrangements with the local authority are in place for some elements of commissioning e.g. mental health, learning
disability, children and some adult services.
6. The Mid Yorkshire transformation programme ensures that all key partners work together to formulate commissioning strategies that will
ensure services are effective, high quality and sustainable in the future.
7. Community Task Force – collaboration of our providers, committed to working differently, driving through innovation resulting in state of the art
community and primary care services capable of dealing with the challenges of Health and Social Care. An early win is the appointment of an
Integrated Care Director that will work across Mid Yorkshire and the Local Authority to bring together Health and Social Care Teams.

1. Quality and Performance Report – outlining impact of
partnership on key priority areas.
2. Chief Officer informal and formal meetings which are
held on a monthly basis.
3. Integrated Governance committee.
4. Business planning processes ensure that that we secure
appropriate level of engagement in our commissioning
decisions.
5. Internal and External Audit.

Gaps in controls

Gaps in assurances

1. Health and Wellbeing Board fully maximising the opportunities and strength of the partnership.
2. Joint Commissioning arrangements currently undertaking a review in light of NHS and Local Authority restructure.
3. Giving the complexity of partnership working, collaboration needs to be developed to foster better understanding, stronger co‐operation and
greater understanding of the partnerships challenge in order to be more successful and productive impact on Health and Social Care delivery.
Gaps in External controls and actions
4. OD programme to support and develop a different set of leadership behaviours throughout the system to ensure a sustainable solution can be
developed.
5. Development of an agreement / alliance that binds together formally our provider collaboration.

1. Use of contractual methodologies that hold to account
the collaborative agreement.
2. Alignment of incentives and rewards that facilitate
different and more innovative ways of working.

External Assurances
1. Health and Wellbeing Board scrutiny.
2. NHS England assurance processes.
3. Assurances from respective boards.
4. Positive impact on Particular challenges outlined in the
Health and Wellbeing Strategy and Joint Strategic Needs
Assessment.

Actions from gaps in controls

Actions from gaps in assurances

1. Continuing to develop Health and Wellbeing Programme under Health and Wellbeing Board Chair.
2. Ongoing dialogue with the Area Team to establish the ongoing responsibilities of the new health system.

1. Collaborative agreement with providers to be developed.
2. Ongoing review of contracts to ensure this enforces
collaborative agreements.

Principle 10: Financial Efficiency Probity and Balance
Threats against the achievement of the principles: The risk of not delivering financial duties due to lack of budgetary
control and efficiency resulting in the restriction of services for patients. And the risk that NHS resources are not
appropriately deployed due to ineffective systems and governance resulting in inappropriate commissioning decisions.
Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

4x4 = 16
3x4 = 16
2x4 = 8

Lead Director: Andrew Pepper
Lead Clinician: Dr Adam Sheppard

Date last reviewed: October 2013

20

Rationale for Current Score
Risk Appetite

10

Risk Score
0
April

June

September

The likelihood is reduced due to key controls already in place and
identified actions where there are gaps in assurances.
The fundamental review of allocations has increased the system
financial risk.

October

Key controls in place

Internal Assurances

1. Development of comprehensive Quality, Innovation, Productivity and Prevention (QIPP) programme with:

Executive and Clinical Leads for QIPP

QIPP discussed within locality networks and discussions on meeting agendas.

QIPP aligned to transformation agenda

QIPP is standing item at Clinical Cabinet meetings and Clinical Cabinet accountability to Governing Body on the QIPP
programme

QIPP performance reports to Integrated Governance Group.
2. Agreed budget.
3. Prime Financial Policies / Scheme of Delegation.
4. Budgetary control system and QIPP Tracker.
5. Service Level Agreements with providers.
6. Long term financial plan in draft and understood scale of the challenge at MYHT.

1. Examination of QIPP by Integrated Governance Committee who
hold QIPP to account through performance analysis.
2. Clinical Cabinet challenge. Chair holds colleagues to account on
QIPP
3. QIPP reports to Board.
4. Internal Audit commissioned to undertake systems and controls
audit.

Gaps in controls

Gaps in assurances

1. External agencies provide services for CCGs; for example the CSU and Shared Business Services (SBS).
2. QIPP not fully embedded within CCG membership.
3. CCG not yet been through full financial cycle.
4. QIPP programme not fully identified.
5. Need to fully embed systems and processes.
6. MYHT activity significantly higher than plan, mitigating action to be taken.
7. Health Economy overall financial challenge understood but of a material scale for health and social care partners.
8. Fundamental review of allocations presents a material risk to health economy

1. Internal Audit not yet completed.

Actions from Gaps in controls

Actions from Gaps in assurances

1. CSU Boundary audit with Internal Audit.
2. Seeking annual assurance statements from CSU and SBS (end of year).
3. Through the Practice Support Unit a request has been made for QIPP to be a standing item on clinical network agendas and
communication has been distributed regarding QIPP.
4. Introduced weekly QIPP meetings and tracking system (led by Jo Pollard).
5. Engage with MYHT regarding potential risk‐share initiatives.
6. Ensure finance is an integral part of transformation through transparency and decision ‐ making e.g. at JSCB.
7. Work with NHS England to promote a greater understanding of risks and impact.

1. Completion of internal audit annual plan.

External Assurances
1. External Audit will indicate that systems and controls are
working effectively.
2. West and South Yorkshire and Bassetlaw Commissioning Support
Unit / payroll and SBS provide assurance.
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It is recommended that the Governing Body:
i

notes the risk register for NHS Wakefield Clinical Commissioning Group as a correct reflection of the
current position as of 11 September 2013, following consideration by the Integrated Governance
Committee on 19 September 2013.

Executive Summary:
The Risk Register was previously presented at the Integrated Governance Committee on 19 September 2013.
Following consideration of this item it was agreed that the Risk Register would be summarised for the
Governing Body. It should be noted that because this is a snap shot of the Risk Register on 11 September 2013
there will be references and actions which are now historical.
The Risk Register is subject to a review cycle. The next review cycle will run from 8 November 2013 through to
4 December 2013. A review cycle consists of a review by the Risk Owner, Senior Manager and Director.
The Senior Manager’s review includes a requirement to identify and inform the Clinical Lead of relevant risks.
All Clinical Leads have access to the risk register.
As of 11 September 2013 there were 55 risks on the risk register as follows;
Critical Risks (scoring 25‐20) – None
Serious Risks (scoring 16‐15) – Eight as follows:
 Risk No 2969: Scoring 16
There is a risk of failure to deliver the planned improvements and savings within our QIPP programme for
2013/14 due to insufficiently robust assessment and planning and insufficiently resilient implementation
resulting in increased challenge to the delivery of required organisational financial balance.
 Risk No 2975: Scoring 16
Following a successful consultation on the MYHT, 'Meeting The Challenge Commissioning Plans' and approved
by the CCG Governing Body in July 2013 there remains a risk of the CCG being challenged and taken to judicial
review due to support from the joint Overview and Scrutiny Committee. This would delay in implementing the
service changes and also damage to the reputation of the local NHS.

 Risk No 976: Scoring 16
There is a risk that the CCG will not comply with information governance rules, guidance and best practice due
to inappropriate use of corporate, patient or personal information, resulting in harm to patients and/or the CCG
(eg financial or reputation damage) and a failure to achieve IG toolkit level 2 by 31st March 2014.
 Risk No 2984: Scoring 16
There is a risk that the CCG will have further cases of MRSA bacteraemia and exceed the annual objective of 86
Clostridium difficile cases in 2013/14. Due to the incidence of health care associated infections in community
and hospital settings. Resulting in financial (loss of proportion of quality premium), reputational and patient
safety consequences.
 Risk No 2985: Scoring 16
There is a risk that MYHT will have further cases of MRSA bacteraemia and exceed the annual objective of 49
Clostridium difficile cases in 2013/14. Due to the incidence of health care associated infections in hospital.
Resulting in contractual, reputational and patient safety consequences.
 Risk No 2977: Scoring 16
There is a risk that the CCG will process patient confidential data for purposes other than direct patient care due
to potential inadvertent misunderstanding of the national position on s.251 exceptions resulting in
confidentiality breaches and financial/reputation damage to the CCG. Further related result of s.251 position is
severe disruption to information services and provision of information for business purposes; contracting,
service improvement and performance.
 Risk No 2973: Scoring 15
There is a risk of ophthalmology patients experiencing delays in first outpatient and follow up appointments
due to increasing demand for services at Mid Yorkshire resulting in delayed diagnosis and treatment.
 Risk No 2952: Scoring 15
There is a risk that the targets relating to Referral to Treatment Times (RTT) will not be achieved in aggregate
and at individual specialty level; seven specialties including ophthalmology, orthopaedics, and plastic surgery.
Due to provider system and capacity issues. Resulting in an adverse impact on quality of care, patient
experience, key targets being missed and a failure to achieve the quality premium.
Those risks scoring 15 and above are outlined in full in appendix 1 to the report.
High Risks (scoring 12‐8) – 20
Other risks (scoring 6 or below) – 27
Never Risks – Those risks which have a potential consequence of 5 or ‘catastrophic’ but a likelihood of 1 or
‘rare’. There is one risk identified as follows:
 Risk No 5471: Scoring 5
The risk that the Wakefield health system would be unable to meet demand due to a large scale incident (eg
natural disaster, terrorist attack, pandemic etc). This will result in mass harm to the population of Wakefield
district.
Full details of this risk is outlined in appendix 2.
The full risk register is available on request from the West and South Yorkshire and Bassetlaw Commissioning
Support Unit Governance and Risk Team.
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At this stage not all risks are outlined in the correct NHS Wakefield CCG format and this will continue to be
raised with risk owners during the next risk review cycle, which will run from 8th November to 4th December
2013.
Statistics.
There are 55 risks on the register (previous period 65)
The total risk score is 457 (previous period 516)
The mean average risk score is 6.9 (previous period 8)
The proportion of serious risk scores to the total risk is 126 or 27.5% (previous period 91 or 17.6%)
Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing
Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance












Outcome of Equality Impact
Assessment:

The relevant equality impact assessment was carried out as part of the
Integrated Risk Management Framework.

Outline public engagement:

Not applicable.

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

All sections of NHS Wakefield CCG have been consulted regarding the Risk
Register.

Reference document(s) /
enclosures:

A copy of the risk register is available on request from the West and South
Yorkshire and Bassetlaw Commissioning Support Unit Governance and Risk
Team (Adam.Bassett@wsybcsu.nhs.uk) .

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource implications:

Not applicable.

Integrated Governance Committee on 19 September 2013.
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Appendix 1 ‐ Serious and Critical Risks
prepared at 19/09/2013
Rating RiskNo

Org

Start

Director

Senior
Principal Risk
Manager
Lee Beresford There is a risk of failure to deliver the planned improvements
and savings within our QIPP programme for 2013/14 due to
insufficiently robust assessment and planning and
insufficiently resilient implementation resulting in increased
challenge to the delivery of required organisational financial
balance.

Key Controls

Gaps Identified

Ser

2969 NHSW CCG

Jan‐12 Jo Pollard

Ser

2975 NHSW CCG

Jan‐12 Jo Webster

Jo Pollard

Following a successful consultation on the MYHT, 'Meeting
The Challenge Commissioning Plans' and approved by the
CCG Governing Body in July 2013 there remains a risk of the
CCG being challenged and taken to judicial review due to
support from the joint Overview and Scrutiny Committee.
This would delay in implementing the service changes and
also damage to the reputation of the local NHS. See risk
4182

WSY&BCSU have established a programme office to handle Nothing to add
the consultation and the overall transformation programme,
with dedicated communications, engagement and diversity
resource. Detailed reports on the consultation process are
provided to the Programme Executive. Consultation
completed May 2013. CCG Board Governing Body approved
commissioning plans on 25th July, public meeting.

Ser

2976 NHSW CCG

Jan‐12 Andrew
Pepper

Katherine
Bryant

There is a risk that the CCG will not comply with information
governance rules, guidance and best practice due to
inappropriate use of corporate, patient or personal
information, resulting in harm to patients and/or the CCG
(eg financial or reputation damage) and a failure to achieve
IG toolkit level 2 by 31st March 2014.

* CCG is accessing IG service from the CSU. * CCG has
adopted PCT IG policies, ensuring that IG policies are in
place. * A SIRO, IG Lead and a Caldicott Guardian have been
appointed. * IG toolkit action plan has been prepared and
presented to Integrated Governance Committee for
approval on 15 August 2013.

Ser

2984 NHSW CCG

Jan‐12 Jo Pollard

Laura Elliott

There is a risk that the CCG will have further cases of MRSA
bacteraemia and exceed the annual objective of 86
Clostridium difficile cases in 2013/14. Due to the incidence
of health care associated infections in community and
hospital settings. Resulting in financial (loss of proportion of
quality premium), reputational and patient safety
consequences
consequences.

* Action plans in place across the Health Economy. * MRSA * Final approval and dissemination of Antimicrobial
treatment pathway in place. * All cases of MRSA are subject Prescribing Guidelines for Primary Care ‐ September 2013
to Post Infection Review (PIR) and appropriate action plans
developed and monitored. * C.diff cases are mapped
monthly by GP postcode. * Root Cause Analysis (RCA) are
undertaken for c.diff cases in care homes * Revised
Antimicrobial Prescribing Guidelines for Primary Care
currently out for consultation * Prescribing of
cephalosporins and quinolones is included as a prescribing
indicator in the improvement in Prescribing Plan (ImPP) *
Training to be carried out.

NHS Wakefield CCG QIPP programme for 2013/14 has been
designed and can be described. Each component has a
senior identified lead. Focus on delivery for 2013/14. The
programme includes large and innovative quality
improvement schemes for example the Primary Care
Transformation Scheme for 2013/14 and Prescribing
Scheme. Active development of additional QIPP schemes is
underway. Bi weekly reports into ET. Weekly QIPP overview
meetings with the executive team provides active and rapid
scrutiny of all schemes as they begin to take shape and
become operational. Monthly scrutiny and overview by the
Clinical Cabinet ‐ ensues clinical ownership of the projects
and reshapes/approves new projects. Local clinical networks
consider opportunities for innovative change ‐ sponsoring to
Clinical Cabinet via the innovation scheme. CCG process is in
active but advanced re‐development to include written
forms eg 'project on a page', local tracking format, local
delivery planning/timetabling. CSU engaged in horizon‐
scanning, local opportunity scoping and the supply/share of
'tools' and good practice exemplars. The CSU is actively
engaged in supplying workforce resources to boost major
CCG QIPP initiatives. The Practice Support Unit is taking on
an integrative support role for appropriate QIPP projects
into practices. Local transformation structures, programmes
and processes are beginning to identify their QIPP and CIP
assumptions and mechanisms for delivery. Commenced
planning for 2014/15 ‐ plan expected October 2013.

Clinical leads for all projects are yet to be agreed.
Programme analysis shows that more projects need to be
added to the programme to increase its delivery target
robustness.

* "Information asset risk management plan and work
package" has been prepared and presented to Integrated
Governance Committee for approval on 15 August 2013. The
plan and work package will be delivered between September
2013 and February 2014, it will enable the CCG to identify
risks and manage them effectively. * All IG policies require
review; although the CSU has provided model policies for
adaptation and adoption by the CCG these are not customer
ready. * IG training; online training will be complimented by
face‐to‐face training but dates have not been finalised. *
Data sharing agreements with Wakefield Council and HSCIC
have not been agreed. Framework for sharing personal
information has not been agreed with the CSU.

TRR

Ass/ Controls

+ Assurance

Gaps Assurance

16 Risks raised during QIPP programme management and
monitored via local QIPP tracking to be reflected in the Risk
Register. Entry on Risk Register ensures risks associated with
QIPP programme are highlighted across the organisation.
However, details of individual risks are to be reported by the
lead managers. This is a risk that is to be tolerated
throughout the year. Overview and optimisation of projects
is achieved through engagement of the Clinical Cabinet CCG
Board receives information within the finance report.

CCG Governing Body receives information on progress of
QIPP programme within the finance report. External
reporting to Area Team required within the CCG Assurance
Framework. Expected first return by August 2013.

16 Reports to Programme Board/Programme Executive.
Minutes of meetings with key stakeholders Records of public
meetings Communications and engagement action plan and
reports. DH Gateway Team have reviewed plans for the
consultation process. CCG Board actively participate in the
process and consider progress. An independent company is
receiving, analysing and reporting findings. The Consultation
Institute,an independent organisation is monitoring the
process against best practice and providing periodic,
scheduled reviews ‐ accredited certificate received. The Joint
Overview and Scrutiny Committee has produced a very
critical report of the proposals with some comments about
the consultation. A robust response will be presented to
them by 19th August 2013
2013.

None others applicable.
Partnership Programme Board ‐ August 2013 Clinical
Cabinets Wakefield CCG Governing Board Joint Advisory and
Review Group Meeting the Challenge Patient and Public
Advisory Group. CCG Board Governing Body approved
commissioning plans on 25th July, public meeting. The
Consultation Institute approved the CCG's consultation
process July 2013.

16 * IG toolkit level 1 was achieved in March 2013 * A register
of SIRO/Caldicott queries is being maintained and
monitored; presented on a monthly basis to Integrated
Governance Committee.

* IG update paper presented to Integrated Governance
Committee on a monthly basis (most recently on
15/08/2013). * In June 2013 the Chief Finance Officer
discussed concerns regarding quality of IG support with
responsible director at the CSU. IG team has recently been
incorporated within the CSU's governance team, and
responsibility has been transferred to the Chief Operating
Officer (South) of NHS West and South Yorkshire CSU. The
CCG has been allocated a specific IG Associate who spends
one day per week at White Rose House.

None identified.

16 * Data retrieved from Public Health England Mandatory
Enhanced Surveillance System (MESS) * Monthly prescribing
reports of cephalosporin and quinolone and compliance
with antimicrobial guidelines

* Quarterly reports to Integrated Governance Committee
from July 2013 * Data sent to Head Of Quality monthly for
inclusion in the monthly Integrated Quality & Performance
report * Quarterly report to each Clinical Network on
cephalosporin and quinolone prescribing is provided to
support peer review and planning * Monthly report of
prescribing performance of antimicrobial guidelines
presented to the monthly HCAI task group and Medicines
Optimisation Group

None identified

None

Ser

2985 NHSW CCG

Jan‐12 Jo Pollard

Laura Elliott

There is a risk that MYHT will have further cases of MRSA
bacteraemia and exceed the annual objective of 49
Clostridium difficile cases in 2013/14. Due to the incidence
of health care associated infections in hospital. Resulting in
contractual, reputational and patient safety consequences.

* HCAI Action plan in place. * Post 48 hour MRSA cases have Contract performance notice issued for MRSA bacteraemia
Post Infection Review (PIR) undertaken. * Weekly Executive cases
Director's HCAI meetings with public health representation.
* MYHT Monthly Task and Finish HCAI group with public
health/commissioner representation

Ser

2977 NHSW CCG

Jan‐12 Andrew
Pepper

Katherine
Bryant

There is a risk that the CCG will process patient confidential
data for purposes other than direct patient care due to
potential inadvertent misunderstanding of the national
position on s.251 exceptions resulting in confidentiality
breaches and financial/reputation damage to the CCG.
Further related result of s.251 position is severe disruption
to information services and provision of information for
business purposes; contracting, service improvement and
performance.

* Specific advice is urgently being sought from the CSU
information governance (IG) service. * Wakefield CCG are co‐
signatory to a letter sent to NHS England outlining concerns
about the implications of s.251. * CCG staff have been
informed that they cannot access 13/14 patient level data in
any circumstances other than direct patient care and they
must seek SIRO approval before accessing 12/13 data for
reasons of financial probity. * Data access issues are being
considered by the SIRO and Caldicott Guardian on a case by
case basis. * The CCG and CSU are communicating with
providers to advise them of interim arrangements for
contract reconciliation and billing where patient identifiable
information is normally used to agree activity and finance.

Ser

2973 NHSW CCG

Jan‐12 Jo Pollard

Debra Taylor‐ There is a risk of ophthalmology patients experiencing delays
Tate
in first outpatient and follow up appointments due to
increasing demand for services at Mid Yorkshire resulting in
delayed diagnosis and treatment.

June 2013 Clinical Cabinet agreed to secure additional
service capacity to reduce waiting times for patients and
requested QIA/clinical risk assessment is carried out by
MYHT.Clinical Cabinet agreed the distribution of guidelines
that direct patients to the most appropriate services through
referrals direct from optometrists.

Ser

2952 NHSW CCG

Jan‐12 Andew
Pepper

Matt England There is a risk that the targets relating to Referral to
Treatment Times (RTT) will not be achieved in aggregate and
at individual specialty level; seven specialties including
ophthalmology, orthopedics, and plastic surgery. Due to
provider system and capacity issues. Resulting in an adverse
impact on quality of care, patient experience, key targets
being missed and a failure to achieve the quality premium.

Included within the key performance indicators reported in
the CCG Integrated and Quality and Performance Report.
The agreed contract activity plans with Mid Yorkshire
Hospitals Trust (MYHT) take account of the volume of
activity required to reduce waiting times within key
specialties at variance to RTT performance. A fortnightly RTT
recovery board (chaired by the Head of Contracting and
Commercial Strategy) oversees the progress of the Trust
against the recovery plan. Recovery Plan agreed with MYHT
in July 2013 that reduces the number of over 18 week
patients from 2200 to 0 by 31.3.14

* There is a significant amount of guidance released in a fast‐
paced environment regarding s.251 agreements, HSCIC,
DMIC and Data Sharing advice. * A lack of clarity at a
national level about whether continuing healthcare
constitutes direct patient care, and if it does not, what
actions should be taken to ensure patient consent is in place.
* "Information asset risk management plan and work
package" has been prepared and presented to Integrated
Governance Committee for approval on 15 August 2013. The
plan and work package will be delivered between September
2013 and February 2014, it will enable the CCG to map flows
of personal identifiable information; identifying risks and
managing them effectively.

16 Data retrieved from PHE Mandatory Enhanced Surveillance
System (MESS)

None identified
* All Post Infection Reviews (PIRs) are presented to the
weekly Executive Directors HCAI Group * Quarterly Infection
Prevention and Control reports to Integrated Governance
Committee from July 2013 * Data sent to CCG Head of
Quality for inclusion in monthly Integrated Quality &
Performance Report * Discussed monthly at the MYHT
Executive Quality Board through Patient Safety Dashboard *
PIR Action Plans to be monitored and performance managed
at monthly HCAI Task and Finish Group, with exceptions
reported to MYHT Executive Quality Board

16 * Staff are highlighting data access issues to the SIRO and
Caldicott Guardian, this demonstrates that staff understand
that they should not access patient level data and are
flagging any areas of concern. These issues are logged and
reported to the Integrated Governance Committee on a
monthly basis (most recently on 15/08/2013).

* Information Governance update papers were presented to IG Toolkit (version 11) assessment will be completed by
the Integrated Governance Committee on a monthly basis
31/03/2014; regular progress reports will be presented to
(most recently on 15/08/2013). * A 'data sharing agreement' the Integrated Governance Committee.
between the CCG and CSU has been signed.

15 ‐‐MYHT services are monitored in line with standing contract Monthly reports Contract Management Group, Executive
arrangements. ‐QIPP tracker monthly review against
Contract Board, Quality Board
demand plan and activity projections. MYHT action plan
monitored monthly at Quality Board/ECB

Recovery trajectories to be finalised for both Admitted and
Non Admitted pathways at a specialty level. Introducing
regular performance reporting against recovery plan to be
shared with the CCG by the Trust. Quality impact assessment
at a specialty level has been identified and will be discussion
at the Mid Yorkshire Hospitals Quality Board in September
2013.

15 Progress will be monitored against the key elements of the
recovery plan such as volume of over 18 week patients,
volume of trip over 18 week patients will reduce in line with
targets.

None

Regular reports on performance and recovery to MYHT
None identified.
Executive Contract Board (ECB) and Contract Management
Group (CMG) in August 2013. Performance reporting to CCG,
Integrated Governance Committee (IGC) on a monthly basis
and from the IGC to the CCG Board. Most recent report to
the IGC was August 2013.

Appendix 2 ‐ Never Risks
prepared at 19/09/2013
Rating RiskNo
Mod

Org

5471 NHSW CCG

Start

Director

Jul‐13 Jo Pollard

Senior
Manager
Mandy
Sheffield

Principal Risk
There is a risk that the health system in Wakefield will be
unable to meet the level of demand due to a large scale
incident (eg natural disaster, terrorist attack, pandemic, etc).
This will result in mass harm to the population of Wakefield
district.

Key Controls
None
There is Multi‐agency planning for responding to Mass
Casualty incidents these are led by the Local Resilience Forum
(LRF) and specifically for health, the Local Health Resilience
Partnership (LHRP) The LRF has a Mass Casualty Plan the LRF
undertakes exercise and training within single organisations
and multi‐agency Local health Trusts have Major Incident
Plans and Incident Response Plans along with their Business
Continuity, Surge and capacity plans plans The CCG has
representation on the LRF and a the LHRP

Gaps Identified

TRR

Ass/ Controls

+ Assurance

The controls provide as much assurance as possible to
5 The risk that Wakefield health system would be unable to
minimise the impact of the risk
meet demand is reduced further by cross boundary
arrangements which shares the casualties across the health
service thereby further reducing the impact of the risk for
Wakefield (the NHS England, West Yorkshire Area Team mass
casualty plan).

Gaps Assurance
None
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Sandra Cheseldine – Lay Member
26 September 2013

Recommendation:
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 26
September 2013.
Executive Summary:
Headline discussions included:
 PCT closedown matters including the transfer of legacy balances to receiving organisations, transfer of
contracts .
 The classification of ‘programme costs’ and’ running costs’. The Committee noted that the Programme
Management Office (PMO) presents a risk to the CCG, this is because the PMO has been considered as a
programme cost, but could be deemed to be a running cost.
 Internal Audit progress report, including details for two completed audits payment verification which
received significant assurance, and complaints which received significant assurance.
 Consideration of two reports prepared by Capita which focused on coding activity at Mid Yorkshire
Hospitals Trust (MYHT). Given that both reports raised concerns about the quality of coding activity, it was
agreed that an update report detailing progress to implement recommendations would be brought back to
the Audit Committee in six months.
Policies approved:

None; the Audit Committee does not have the delegated power to approve
policies.

Agenda item: 18a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday, 26 September 2013
in the Seminar Room, White Rose House
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell

Lay Member
Nominated clinical member
Lay Member

In Attendance:

Adam Bassett

Senior Associate Governance and Risk, WSYBCSU
(Minutes 13/66, 13/67)
West Yorkshire Audit Consortium
Governance & Board Secretary (minute taker)
Head of Contracting & Commercial Strategy
(Minutes 13/63, 13/64, 13/73, 13/74)
KPMG
Financial Accountant
West Yorkshire Audit Consortium
Head of Finance & Governance
Chief Finance Officer

Nigel Bell
Katherine Bryant
Matt England
Paul Lundy
Eamonn May
Michelle Marsden
Karen Parkin
Andrew Pepper
13/53

Welcome and chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.
She expressed the Committee’s thanks to Paul Lundy who was due to retire from KPMG on
Monday 30 September 2013. Paul Lundy confirmed that Richard Walker would continue to
be involved in the audit work for NHS Wakefield Clinical Commissioning Group.

13/54

Apologies
Apologies were received from:
Dr Adam Sheppard
Richard Walker

13/55

Nominated clinical member
KPMG

Minutes of the meeting held on 23 May 2013
The minutes were approved as a true record of the meeting held on 23 May 2013, subject
to one amendment:
 Andrew Pepper should be recorded as ‘in attendance’ and not ‘present’ at the
meeting, because he is not a member of the Audit Committee.

13/56

Action Sheet from the meeting held on 23 May 2013
The Committee noted that all actions were complete.

13/57

Declarations of interest
The chair invited members to declare conflicts of interest. No interests were declared.

13/58

NHS Wakefield District Primary Care Trust ‐ Closedown Update
Eamonn May introduced the paper; he confirmed that the formal closedown date for the
Primary Care Trust (PCT) was 31st August 2013. It is planned that all processes and
procedures would be completed by the end of September 2013. However it was noted that
various timetables had already slipped by up to seven days. The Committee were informed
that the Wakefield Finance Team had complied with all deadlines.
Eamonn May noted that there has been a problem with the data collection system used by
the Department of Health, Wakefield CCG could not access the system and has therefore
been forced to rely on email correspondence. The Finance Team will continue to work to
enable receiving organisations to have opening balances by the end of October 2013.
Eamonn May informed the committee that a new ledger system was being set up; referred
to as ‘X25’. All legacy balances would be posted to and ring‐fence on X25. Although
summary guidance has been circulated, this is quite high level and did not provide the
desired level of detail.
Invoices were still being received for the PCT; most had been accrued, but on occasions
there are ones which had not. The Committee observed that this was surprising after a
period of six months, and two notifications being sent by both the CCG and Shared Business
Services. The CCG is not able make new payments; these will be taken on by NHS England,
and paid in October 2013.
The closedown had caused additional work for the Finance Team and therefore two interim
contractors have been recruited (one full time and one part time).
Andrew Pepper noted the lack of clarity within the systems about where balances will
transfer to. For example provisions had been made for Continuing Healthcare, because it
was assumed that this liability would transfer to NHS Wakefield CCG, but there were now
indications that this may not be the case, and provisions and liability may end up at the
Department of Health.
Andrew Pepper said that the team were doing a great job of keeping on top of complex
guidance and a very fast paced situation.
Sandra Cheseldine asked whether there were any other critical issues associated with
closedown, which the committee should be aware of. Andrew Pepper confirmed that all
critical issues had been discussed or were included on the meeting agenda.
The Audit Committee noted the process and position outlined. Sandra Cheseldine thanked
those who were working to resolve the PCT closedown.
It was agreed that a further report was needed and would be presented to the next
meeting of the Audit Committee.
It was RESOLVED that:
(i) the Committee note the processes and position outlined in the report.
(ii) the Committee agreed an update report would be presented to the next meeting of
the committee.
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13/59

Approach to Running Costs 2013/14
Eamonn May presented the paper which shows how the CCG will classify programme
expenditure and running costs of the CCG. The paper was prepared following a review of
the national guidelines, and has been shared with the external auditors. In addition a
second supporting paper was circulated to members of the committee.
The external auditors have confirmed that in their view the paper demonstrates the CCG
have considered the guidelines and how they should be applied to the CCG’s
circumstances. It was also suggested by the External Auditors that approval for the
approach to running costs should be sought from the Audit Committee and assurance from
NHS England that the approach is consistent with their thinking. The West Yorkshire Local
Area Team have responded and indicated that the issue not totally clear cut, and may need
further discussion at a national and regional level.
It has been noted that the Programme Management Office (PMO) presents the highest risk
to the CCG; the PMO has been considered as a programme cost, but could be deemed to be
a running cost.
Sandra Cheseldine asked if a contingency has been made to mitigate the risk posed to the
CCG. Andrew Pepper explained that due to the scale (£1m) no contingency had been
made. There was nothing further the CCG could do at this point; the auditors agreed that
the accounting treatment is appropriate and there is little the CCG can do to influence
national guidance any further.
Andrew Pepper drew attention to a quote from section 57, part D; Programme costs
“excludes costs incurred in relation to activities whose sole or primary purpose is to
improve the quality of services”.
Paul Lundy added that the paper says the CCG have done the right thing, but this assurance
is caveated, because if at the end of the year the Department of Health release more
prescriptive guidelines these would have to be followed.
Sandra Cheseldine sought further information about two areas; the accommodation costs
relating to Primary Care Services and payments to GP practice clinical engagement groups.
Andrew Pepper explained that amongst other things clinical engagement includes
payments to GPs for chairing or supporting CCG groups (for example Dr Patrick Winn).
Karen Parkin said that although the budget is £200k, this is not all currently being spent.
Further analysis/detail were requested about payments to GP practice clinical engagement
groups.
Regarding accommodation costs relating to Primary Care Services it was confirmed that this
related to King Street (in Wakefield) which hosted the walk‐in centre. Further
analysis/detail was requested about the accommodation costs relating to Primary Care
Services.
The Committee noted the report and confirmed approval for the proposed approach to
CCG running costs.
It was RESOLVED that:
(i) the Committee note the report and confirm approval for the proposed approach to
CCG running costs.
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13/60

Charitable Funds
Eamonn May presented the Charitable Funds report. He explained that the balance of the
unrestricted designated fund was £8050.00 within Mid Yorkshire Hospitals Trust charitable
fund (charity number 1067163).
Advice had been received from Mid Yorkshire Hospitals Trust (who manage the fund on the
CCG’s behalf). It was recommended that the CCG continue to use the funds for the services
they have previously been used for. It was agreed that all expenses must be pre‐approved
(by the Chief Financial Officer) before they are incurred. Moreover the balance should be
used for the benefit of staff.
It was RESOLVED that:
(i) the committee considered the report and approved the appropriate use of the
current fund balance.

13/61

2013/14 accounts planning
Eamonn May informed the Committee that NHS England have agreed CCGs will comply
with the Manual for Accounts, this will enable the preparation of Department of Health
Group Accounts.
A draft of the Manual for Accounts was issued in June 2013. Eamonn May confirmed that
the CCG’s Finance Team had analysed the draft manual, he provided assurance that no
areas of concern had been identified. A final manual will be published later in the year, at
that point a second analysis would be undertaken, to again ensure compliance. Every
effort is being taken to ensure the team are well prepared; members of the CCG’s finance
team were booked to attend year‐end information seminars.
Sandra Cheseldine asked whether the final accounting timetable was known. Paul Lundy
confirmed that he had received no indication that it would substantially different to
previous years. Katherine Bryant confirmed that dates for Audit Committee meetings in
2014/15 will be soon circulated, and take account of the anticipated accounting timetable.
It was RESOLVED that:
(i) the committee noted the report and approved the process and proposals outlined
within the report.

13/62

Losses and Special Payments Update
Eamonn May confirmed that the NHS Wakefield CCG had been no losses or special
payments since 1 April 2013.
It was RESOLVED that:
(i) The committee noted the report; there have been no losses or special payments
made by NHS Wakefield CCG since 1 April 2013.

13/63

Contract Transition Update
Matt England presented the contract transition update paper, explaining that it provided
an update on the contract transition process. It was reported that the CCG were working
with the regional legacy management team. There had been a number of amendments to
the submission made prior to 31 March 2013 (the demise of the PCT), via a change control
4

document.
The final legal document provided to the CCG (signed by a senior civil servant) has been
reviewed, and it became apparent that none of the submitted changes were reflected in
the document. A meeting was held with the regional legacy management team who
provided assurance that all changes submitted by the CCG were received and the correct
process had been followed by the CCG. Matt England reflected that the matter was
ultimately in the hands of the Department of Health.
Finally Matt England reported that after the committee meeting papers were circulated,
the final document has been received from the Department of Health. The document is
again being reviewed, in order to check that the requested changes have been made.
Sandra Cheseldine noted the volume of work undertaken by the team. Andrew Pepper said
that the team had done an excellent job, tracking version control against such a large and
complex document.
Sandra Cheseldine asked what would happen if the CCG disagreed with the Department of
Health position. Matt England said that in this situation the team would first try to
understand the Department of Health reasoning. He acknowledged that this did present a
risk for the CCG; it was possible that revised version of the document would be received,
without the requested changes enacted. Paul Lundy added that it was heartening that the
CCG have pushed back, this was the only way deal with this issue.
Clive Harries queried the method by which the team were managing the process, and asked
whether a more effective IT systems solution could have been found. Matt England
confirmed that a spread sheet was being utilised to track and index the changes.
The committee members thanked Matt England and his team for all their hard work.
It was RESOLVED that:
(i) the committee noted the contents of the contract transition update report.
(ii) the committee agreed that a further report was required to confirm that the
transfer scheme and contract transition process was completed.
13/64

The Practice ‐ Community Ophthalmology Service
This minute will be reported to the private section of the NHS Wakefield CCG Governing
Body meeting held on 12 November 2013.

13/65

Review of Continuing Health Care provision
Karen Parkin provided the committee with a verbal update.
She noted that there were two elements to the provision; firstly restitution claims totalling
£7.1m (this was calculated based on 40% of eligible cases coming to fruition. At the date of
the committee only 9 of the 130 (estimated) cases had been settled. There was not
therefore sufficient evidence to work out if the provision was going to be accurate. It was
therefore recommended that the provision should stay the same. The second category was
learning disability resettlement cases. It was estimated that 50% of these will come to
fruition.
It was noted that management of restitution claims had been transferred from the CCG to
the CSU. Rhod Mitchell asked whether they were dealing with the claims at a reasonable
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pace. Andrew Pepper said that although there had been some delays at the start of the
year, intensive resource was being invested.
Rhod Mitchell asked what the settled cases (if extrapolated) would suggest. Karen said that
the costs agreed in the settled cases varied significantly (from £97,000 through to £4000).
Moreover the Continuing Healthcare team predict that a lot of high cost cases will come
though earlier and decline over time, and it is therefore difficult to estimate from the small
number of settled cases.
Sandra Cheseldine said that once a larger number of cases were settled she wanted to
understand the implications for the CCG, and whether fair assessments were being made
and the right amounts were being paid.
It was RESOLVED that:
(i) the committee note the contents of verbal update.
(ii) it was agreed that a once a larger number of cases were settled a further report be
presented to the Audit Committee.
13/66

NHS Wakefield Clinical Commissioning Group Establishment Plan
Adam Bassett presented the report to the committee and explained that it provided an
update on developments since July 2013. It was agreed that the small number of actions
which were ‘amber’ would be included on the CCG’s risk register.
It was RESOLVED that:
(i) the committee noted the updated NHS Wakefield Clinical Commissioning Group
establishment plan.
(ii) the committee agreed that the small number of actions which were ‘amber’ would
be included on the CCG’s risk register.

13/67

Declaration of interests for members of NHS Wakefield CCG Governing Body and its
committees
The committee received the report presented by Adam Bassett. Adam noted that in line
with requirements contained in the CCG’s constitution, declarations would be published on
the CCG website.
It was agreed upon publishing the declarations any specific references to family members
(eg wife or son) would be anonymised (eg refer to ‘a family member’). Thereby the conflict
of interest for Governing Body member would be identified, but not individual relatives.
The committee noted that in addition to members of the Governing Body, members of the
CCG’s committees (including Clinical Cabinet) must declare any interests they may have.
Sandra Cheseldine asked Katherine Bryant to ensure that all future minutes of the Clinical
Cabinet clearly differentiated between committee members and those in attendance.
It was RESOLVED that:
(i) the committee noted the declared interests of members of NHS Wakefield CCG
Governing Body and its committees
(i) the committee agreed that upon publishing the declarations any specific references
to family members (eg wife or son) would be anonymised (eg refer to ‘a family
member’

13/68

Standards of Business Conduct and Receipt of Hospitality Declaration
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The committee received the report, which presented by Katherine Bryant. In addition
Katherine Bryant confirmed that no declarations of sponsorship for ‘Target’ events had
been received. It was agreed that further enquiries should be made in order to ensure that
all necessary declarations of sponsorship had been made.
It was RESOLVED that:
(i) the committee noted the Standards of Business Conduct and Receipt of Hospitality
Declaration update report.
13/69

Tender and quotation exception report
Katherine Bryant presented the tender and quotation exception report, and confirmed that
one quotation waiver (Advanced Training Practice ‐ £25k), and one tender waiver (Winter
Beds; BUPA West Riding Home ‐ £250k) had been approved since 1st April 2013.
Sandra Cheseldine expressed concern that although it had been refused, a tender waiver
related to the Bridge Bereavement Service had been presented for approval. Tender
waivers should be an exception, but in the case of Bridge Bereavement Service a tender
waiver had been approved on two previous occasions. A full debate followed. Andrew
Pepper confirmed that work was underway to fully integrate the service into wider
bereavement support. Further details would be presented to Clinical Cabinet for
consideration.
It was RESOLVED that:
(i) the committee noted the tender and quotation exception report.

13/70

Waiver of the Standing Orders report
Katherine Bryant confirmed that there had been no suspensions of the Standing Orders.
It was RESOLVED that:
(i) the committee noted the waiver of the Standing Orders report.

13/71

Use of the CCG Seal
The committee received the report, which presented by Katherine Bryant. She confirmed
that the Seal had not been used to execute any documents since the Audit Committee on
23 April 2013.
It was RESOLVED that:
(i) the committee noted the use of the CCG Seal report.

13/72

Wakefield CCG policy register and review cycle
Katherine Bryant presented the policy update report, she explained that the CCG had
‘inherited’ a number of policies from NHS Wakefield District Primary Care Trust. The
committee noted the policy register and welcomed the proposed review cycle, including
the involvement of the LCFS in the review of a small number of identified policies.
It was RESOLVED that:
(i) the committee noted the Wakefield CCG policy register and review cycle report.

13/73

Contract Award Update
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Matt England confirmed that no contracts had been awarded through formal procurement
processes since 1st April 2013.
It was RESOLVED that:
(i) the committee noted the Wakefield CCG Contract Award Update report.
13/74

Non Healthcare Contracts Update
Matt England presented the tabled report. He said that it was agreed at the Integrated
Governance Committee on 19th September 2013 that a list of the CCG’s non‐healthcare
contracts would presented to the Audit Committee.
He confirmed that all contracts had been signed. Although copies of the agreement with
Internal Audit and Counter Fraud were required.
Matt confirmed that copies of signed contacts are stored with contract team; the only
exception was the lease with CNDH.
It was RESOLVED that:
(i) the committee noted the non‐healthcare contracts update report.

13/75

Internal Audit and Counter Fraud Progress Report
Michelle Marsden presented the Internal Audit and Counter Fraud progress report. Since
the last Audit Committee two Internal Audit reports had been finalised; payment
verification and complaints.
Michelle Marsden outlined work completed on the implementation of ISFE, although
Internal Audit would have on‐going involvement. In addition work had been undertaken on
the transfer of payroll data. 30 individuals had been tested, no errors we discovered. The
usual payroll system review would take place to provide wider assurance.
Assurance was provided that the CCG has adequately reviewed Francis Report
recommendations and in response put a number of work streams in place. Future updates
on this area will be provided, because there would a review of progress against the action
plan.
A follow‐up review of recommendations made in the Quality Governance report (January
2013), confirmed that all the recommendations have been fully implemented.
Michele explained that a three phase approach to contract monitoring was being adopted.
The first stage, a review of the contract payment reconciliation process had been
completed.
With regard to the Information Governance (IG) toolkit a two phase approach has been
adopted. The IG toolkit action plan had been reviewed, and two comments were provided
to the Governance & Board Secretary. The Audit Committee would next be updated
following a review of the final IG toolkit submission (in March 2014).
An assurance mapping tool had been completed by the Governance & Board Secretary, and
then considered by Internal Audit. The two main gaps related to, IT systems and form of
assurance which would be received from the CSU. It was agreed that this would be
discussed further when there was clarity about what would be provided by the CSU
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(expected by the end of September 2013).
The committee noted progress against the counter fraud plan. Although NHS Protect had
not published standards proactive work was continuing. This will be reviewed once final
guidance is received.
Michele explained that KPIs were a new addition to the Internal Audit report, although she
noted that only two reports had been completed to date. It was noted that since the
report was circulated one quality questionnaire had been received. All scores were good or
very good.
In section two of the report the committee noted the findings of an audit of payment
verification. The overall audit opinion was significant assurance. Eleven recommendations
made; all had been agreed with management. There were no questions from the
Committee.
A gap analysis of the CCG’s complaints policy and procedure had been completed against
NHS England guidance, The Local Authority Social Services and NHS Complaints (England)
Regulations and the Francis Report. The overall audit opinion was significant assurance.
However a GAP analysis report had been provided and discussed with management, and
would inform a planned revision of the Complaints policy and procedure.
The Committee were invited to ask questions. Michele confirmed that because the
assurance mapping tool would be a major factor underpinning of the Annual Governance
Statement Internal Audit would keep it on their radar and report back to committee as
required.
Sandra Cheseldine explained she was having on‐going discussions with Andrew Pepper
about how a ‘letter of comfort’ would be obtained from the CSU and their internal auditors
Deloitte. Paul Lundy added that it was a varied situation across the North of England.
However it was very likely something would be provided by the end of year. He
recommended that it was an important issue for the Audit Committee to keep under
review. If necessary the CCG would need to find assurance themselves if the CSU Internal
Audit did not provide. It was agreed discussions would continue after the Audit Committee
meeting. Andrew advised the Committee that he was scheduled to meet the CSU Finance
Director (Mike Savage) to discuss the issue the following week.
It was RESOLVED that:
(i) the committee noted the Internal Audit and Counter Fraud Progress Report
13/76

Annual Audit Letter 2012/13
Paul Lundy presented the NHS Wakefield District Primary Care Trust (PCT) Annual Audit
Letter 2012/13. The Letter repeats what was said to the Cluster Audit Sub‐Committee in
June 2013. Paul explained that although it was not a legal requirement for the Audit Letter
to be presented to the NHS Wakefield Clinical Commissioning Group Audit Committee, it
was included in the papers to afford full transparency. Moreover, the report also
confirmed that the audit was concluded by KPMG.
It was RESOLVED that:
(i) the Committee noted the Annual Audit Letter 2012/13 for NHS Wakefield District
Primary Care Trust (PCT).

13/77

Annual Audit Fee 2013/14
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Paul Lundy presented the letter dated 20 June 2013 (addressed to Andrew Pepper) which
detailed the annual audit fee for 2013/14.
Paul noted that there was one modification; it was agreed that the external audit plan
would be presented in November and not October 2013. The plan would still be presented
to December meeting of the Audit Committee.
It was RESOLVED that:
(i) the Committee noted the Annual Audit Fee 2013/14.
(ii) the Committee noted the external audit plan will be presented to the meeting in
December 2013.
13/78

External Audit Progress Report (Verbal)
Paul Lundy confirmed that there was no progress to report to the Committee as the audit
has not yet started.
It was RESOLVED that:
(i) the Committee noted the verbal external audit progress report.

13/79

External Audit Technical Update
Paul Lundy presented the external audit technical update. He said that this was a generic
document, intended to highlight key issues for all CCGs.
Members of the committee confirmed that this was a useful document, and it was agreed
that KPMG should continue to send the report to the Committee.
It was RESOLVED that:
(i) the Committee noted the external audit technical update.

13/80

National Audit Office – Managing the transition to the reformed health system
Eamonn May explained that it was felt to be appropriate to bring the National Audit Office
report to the attention of the committee.
The report considered whether the revised NHS structure came into operation successfully
and assessed the costs involved.
It was RESOLVED that:
(i) the Committee note the National Audit Office – Managing the transition to the
reformed health system report.

13/81

Reports prepared by Capita; a) payments by results data assurance framework and b)
review of activity classification at MYHT
Andrew Pepper outlined the suite of reports which focused on coding activity at Mid
Yorkshire Hospitals Trust (MYHT). The first report (payments by results data assurance
framework) focused on Calderdale, Kirklees and Wakefield. Andrew Pepper confirmed that
actions identified within the report would be raised at the next monthly MYHT Contract
Board. It was noted that a new Patient Administration System (PAS) went live at MYHT on
16 September 2013.
The second report was commissioned by Wakefield CCG. External Audit was not involved
in preparing the report. Andrew Pepper observed that it made poor reading, but was in
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line with what the CCG anticipated of coding at MYHT.
It was agreed that an update progress to implement recommendations from both the
reports would be brought back to the Audit Committee in six months.
It was RESOLVED that:
(i) the committee note both reports prepared by Capita (Payments by results data
assurance framework and Review of activity classification at MYHT).
(ii) the committee agreed that update reports confirming progress to implement
recommendations from both the reports would be brought back to the Audit
Committee in six months.
13/82

VAT challenge on King Street
Andrew Pepper advised the Committee that the CCG’s finance team were trying to close
this matter and it was being presented to the Committee for information. The report
outlined issues associated with, and the proposed resolution of, a VAT legacy issue
regarding 47 King Street in Wakefield. VAT was underpaid because the building was not
occupied as intended when the lease was taken on.
The Committee were advised that NHSPS were the legacy organisation, having assumed
responsibility for the property on 1 April 2013. Andrew Pepper observed he was pleased
that NHSPS had advised they would be willing to receive a future invoice.
A sum was accrued in the former PCT accounts and will be treated in the same manner as
other legacy accrual issues.
Attention was drawn to the potential for a penalty to be levied by HMRC, because HMRC
spotted the error, rather than the PCT making a disclosure to HMRC. Andrew Pepper
emphasised that this error occurred during the period of time when the PCT was
operational; and not the CCG.
It was RESOLVED that:
(i) The committee noted the report and the contents of the appended letter to NHS
Property Services (dated 16 September 2013).

13/83

Any other business
It was confirmed that there was no other business for discussion.
The committee noted the date and time of next meeting; Tuesday, 17 December 2013, 1.00
to 3.00 pm, Seminar Room, at White Rose House.
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Rhod Mitchell – Lay Member
19 September 2013
17 October 2013

Recommendation:
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 19 September 2013 and 17 October 2013.
Executive Summary:
Aside from standing items ‐ including the finance report, quality & performance report, complaints update and
information governance report ‐ headline discussions included
19 September 2013:
 Bob Chadwick (Executive Director of Finance)a and Caroline Griffiths (Director of Corporate Planning and
Projects) from Mid Yorkshire Hospitals (MYHT) gave a presentation on the MYHT draft full Business Case
and Key Lines of Enquiry.
 Considered a lease with NHS Property Services for White Rose House, and the terms of service agreements
with NHS Property Services and Spectrum. The lease will not be approved until NHS Property Services have
completed a planned financial reconciliation and confirmed the annual rent payable for White Rose House.
 The Patient and Public Engagement Annual Report 2012/13 was commended by the committee.
 Consideration of the proposed contract prioritisation process that set out priorities for procurement and
renegotiation of contracts.
 Quality & Performance Report – the committee considered a South West Yorkshire Partnership Foundation
Trust Quality Dashboard for the first time. Jo Webster alerted the committee that she had become aware,
there were seven Wakefield patients currently identified to have 52 week waiters.
 Finance Report – an in month deficit of £700k was reported, the primary cause an over‐trade position
against Acute contracts. In addition it was noted that prescribing also presents a risk.
17 October 2013:
 Details of the forthcoming review of the CCG’s constitution, including the engagement of member practices.
 Update from Deirdre Linnane of MYHT following the relocation of services and staff from Castleford and
Normanton District Hospital (CNDH) to new accommodation. The committee said that it was imperative for
the CCG to be involved in any discussions about any proposed future changes involving moving services
from CNDH.
 Sharon Slack (of NICHE Consulting) attended the meeting to give a presentation on the external quality
assurance review of commissioning and contracting processes for MYHT.
 Update reports were received from continuing care, infection prevent and control, equality and diversity.
 Update on the progress of collaborative commissioning arrangements and key actions for further
development and improvement.
 Quality & Performance Report – the committee welcomed improvements in performance against targets
for A&E trolley waits, cancer waits, ambulance and mixed sex accommodation breaches. The committee
sought further assurance about improved mortality figures for MYHT, and the quality in all care homes
across Wakefield District.



Finance Report – reported that there was a £2.6m overtrade year to date against the MYHT contract, with a
forecast of £5.4m. Concern was expressed that both the contingency reserve and the brought forward
surplus reserve have now been fully utilised to match the net adverse position.

Policies approved:

Information Governance Policy and Framework
Email Use Policy
Internet Use Policy

Agenda item: 18b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 September 2013
Present:

Rhod Mitchell (Chair)
Jo Webster
Andrew Pepper
Dr Phillip Earnshaw
Stephen Hardy

Lay Member
Chief Officer
Chief Financial Officer
Nominated Clinical Member
Lay Member

In Attendance:

Sandra Cheseldine
Karen Parkin
Katherine Bryant
Bob Chadwick (item 5)

Lay Member
Head of Finance and Governance
Governance and Board Secretary
MYHT Executive Director of
Finance
MYHT Director of Corporate
Planning and Projects
Head of Contracting and
Commercial Strategy
Head of Quality and Engagement
Senior Associate Governance and
Risk, WSYBCSU
Senior Associate Engagement and
Patient Experience, WSYBCSU
Senior Associate Information
Governance, WSYBCSU
Interim Senior Associate, HR and
Workforce Relationship Manager,
WSYBCSU
Senior Associate, Learning and
Development, WSYBCSU
Minute taker

Caroline Griffiths (item 5)
Matt England (items 6iii, 7i, 10i,
10ii)
Laura Elliott (item 7i)
Adam Bassett (items 7ii, 7iii, 7iv)
Dasa Farmer (item 7v)
Sam Byrne (items 8i, 8ii)
Lorna Lester (item 9i)

Heather Prest (item 9i)
Angela Peatfield
13/135

Apologies for Absence
Apologies for absence were received from Jo Pollard, Dr Avijit Biswas and Dr
David Brown.

13/136

Declarations of Interest
Sandra Cheseldine declared an interest in paper 7ii the Complaints Report and
Complaints Policy and Procedure in respect of her involvement with
Healthwatch.

13/137

Minutes of the Meeting held on 15 August 2013
The minutes of the meeting held on the 15 August 2013 were agreed as an
accurate record.
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13/138

Action Sheet from the Meeting held on 15 August 2013
13/104i – Individual Funding Request
Response will be provided at the October meeting.

13/139

Mid Yorkshire Hospitals NHS Trust (MYHT) draft full Business Case and Key
Lines of Enquiry
Bob Chadwick, Executive Director of Finance at MYHT and Caroline Griffiths,
Director of Corporate Planning and Projects attended the meeting to give a
presentation on the MYHT draft full Business Case and Key Lines of Enquiry.
The presentation informed the Committee of the figures from the Outline draft
Full Business Case and provided an update on the key lines of enquiry. Dr Phil
Earnshaw asked for an explanation of how the figures had been worked
through and Bob gave assurance that there were detailed calculations available
and these had been scrutinised by the Trust Development Authority (TDA).
A full discussion took place. Jo Webster commented that the CCG now
understands the total number of beds days that need to be delivered outside of
hospital care and where efficiencies are being delivered in hospital. With
regard to total bed days, Caroline Griffiths advised that discussions with the
Estates department are underway to consider the use of non clinical space for
clinical space. Jo Webster advised that informal business meetings are to take
place over the next two and a half months to help Governing Body members
understand how this is calculated, where the risks are and how this fits with the
medium and long term plan for the next five years.
With regard to Pontefract General Infirmary it was agreed there was a need to
look at different clinical models to make better use of the facilities.
Jo Webster concluded that the presentation and discussion had been very
helpful in understanding the current position and there was confidence that
there is external assurance.

It was RESOLVED that:
i)

13/140

The Committee noted the update with regard to the draft full Business
Case and Key Lines of Enquiry

Finance Report Month 5
Karen Parkin presented the Finance Report for Month 5 advising that the CCG
has a year to date surplus of £1,592k against a planned surplus of £2,293k and
year‐end forecast of £5,502k which is equal to plan. There are 12 key financial
performance indicators, 7 are green, 3 are amber/red and one is red. Year to
date position is £700k overspend.
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The primary cause of the in‐month deficit against programme budgets is the
over‐trade position against Acute contracts. It was noted that prescribing also
remains a risk.
Tables 1 and 2 show the overspend and what recurrent and non recurrent
reserves are being used to offset those positions.
Karen advised that there is a lot of activity on QIPP which is showing as
amber/red and it was noted that the action plan in place is being closely
performance managed.
It was RESOLVED that:
i)
13/141

The Committee noted the content of the paper.

White Rose House Summary of Lease and Service Agreement Terms
Katherine Bryant presented this paper providing a summary of a proposed five
year lease between Wakefield CCG and NHS Property Services (NHSPS). It was
noted that NHSPS are scheduled to undertake a reconciliation exercise at the
end of quarter two which may result in amendments to the annual rent payable
for White Rose House. The lease will not be signed by the CCG until this
exercise has been completed and the annual rent has been confirmed.
Katherine explained that as there are other tenants at White Rose House
namely Spectrum CIC (who have a lease with NHSPS) and West and South
Yorkshire and Bassetlaw Commissioning Support Unit therefore there are two
options open to Wakefield CCG and these are detailed in the paper. Following
discussion it was agreed that Jo Webster and Andrew Pepper will have a further
discussion outside of the meeting regarding the options.
It was agreed that this paper will be recommended to the Governing Body for
approval.
It was RESOLVED that:
i)

13/142

The Committee noted the lease provisions between NHS Property Services
and Wakefield CCG and recommended to the Governing Body for approval.

Contracting Governance and Assurance
Matt England attended the meeting to present this paper providing an update
on contracts awarded, varied and notices served. The paper identifies that a
significant number of the CCG contracts are due to expire on 31 March 2014
and under the CCG’s governing documents these would need to go through
formal tender processes.
The paper provides details on contracts awarded in the past month and any
variations to existing contracts that have been agreed.
It was noted that the Contracting team have established a formal process to
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notify lead commissioners when contracts covering services they commission
get to the expiry milestones.
Following discussion it was noted that under the Non Healthcare Contracts an
amendment was required noting that Kerry Munday, Head of Practice Support
is employed through IMAS and not through a Consultancy Agreement.
Jo Webster asked for a list of the Non healthcare contracts which have not yet
been signed. It was agreed that a paper would be presented to the Audit
Committee on 26 September detailing the values of the contracts and the
service providers.
Jo Webster advised that a paper had recently been presented to the Clinical
Cabinet in respect of Endoscopy Services and Matt England agreed to amend
the contract information following the decision made at Clinical Cabinet and
report back at the October Integrated Governance Committee.
It was noted that a review of the King Street Walk in Centre is going to take
place and Local Care Direct have been informed. An engagement plan has been
developed which includes a survey review of the patients and the public’s views
of the walk in centre. Feedback is awaited from the West Yorkshire Area Team
as the holders of the contract regarding the possibility of a contract extension.
It was RESOLVED that:
i)
13/143

The Committee noted the contract governance and assurance update

Integrated Quality and Performance Report
Matt England and Laura Elliott presented this report providing a report against
the CCG strategic objectives, quality premium. The paper included details of
key exceptions and successes. It was noted that this month’s report presents
the next stage of development with the inclusion of the Quality Dashboard for
South West Yorkshire Partnership Foundation Trust.
A discussion followed and Jo Webster advised that as part of the ongoing
review by the Executive Team of the 18 week speciality sustainability audit of
data completeness and validation it is noted that the CCG have seven 52 week
waiters currently identified. Jo Webster commented that the CCG are confident
that this is being dealt with and will be following up with MYHT on the process
of how these have been identified.
Following discussion regarding the South West Yorkshire Partnership
Foundation Trust Quality Dashboard it was agreed that Laura Elliott would
share the draft dashboard with Dr Clive Harries and Michele Ezro and discuss
potential indicators.
Rhod Mitchell queried why there had been a low response rate regarding
patient reported outcome measures. Laura Elliott confirmed that there was an
action plan in place which is linked to a CQUIN target and explained that groin
hernia and varicose veins procedures are mainly outsourced from MYHT.
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With regard to the National Audit Review of patients who died with alcohol
related liver disease it was agreed that Laura Elliott would share this
information with Michele Ezro.
Laura asked for it to be noted that the CCG are working to the National
Framework for reporting and learning from serious incidents which was
published in June.
It was RESOLVED that:
i)
13/144

The Committee noted the Integrated Quality and Performance Report

Complaints Report and Complaints Policy and Procedure
Adam Bassett attended the meeting to present this paper providing a position
statement on the complaints, MP letters, claims and PALS enquiries which have
been received by the CCG up until the end of August 2013.
The paper provided details on the following:
Complaints received since 1 April 2013 – 11 received
MP letters
– 3 letters received
PALS
– 27 contacts, 7 of these were from the
same patient who is a regular caller
to the service
Patient Opinion
– 13 patient opinion posts
Claims
– no claims have been received by the
CCG since 1 April 2013
On 6 September 2013 the Wakefield Express reported that MYHT was amongst
the third most complained about health trust during 2012/13 with 1,411
complaints received. A meeting is to be arranged between Dr Adam Sheppard,
Laura Elliott and staff from MYHT to discuss complaints issues and how the CCG
and MYHT can work together around the commissioner assurance of
complaints. Following discussion Jo Webster requested to be included in this
meeting.
Jo Webster confirmed that she was looking into complaint reference WCCG02
with regard to lack of equipment at Pontefract Infirmary.
Adam also presented the Complaint Policy and Procedure for approval noting
that these documents have been subject to review by Internal Audit and the
comments incorporated. The policy and procedure also take account of NHS
England ‘s Guide to good complaints handling and the findings of the Francis
Report.
Following discussion it was suggested that duty of candour should be included
as part of the general principles.
With regard to consent issues for the CSU to provide the service for complaints
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it was noted that further discussion on the consent process is required to
ensure that the CCG have the correct governance in place. It was therefore
agreed that the Complaints Policy and Procedure should be amended and re‐
presented for approval at a future meeting. The policy and procedure were
therefore not approved.
It was RESOLVED that:
i)

the Committee noted the legacy and new complaints which are currently
open as at the end of August 2013’
ii) noted the current developments with regard to complaints handling
arrangements by the CCG
13/145

Risk Register
Adam Bassett presented this paper noting that the risk register was last
presented at the June Integrated Governance Committee and has subsequently
been subject to a new review cycle.
It was noted that as of 11 September 2013 there are 55 risks on the risk
register, Appendix 1 provides details of those risks scoring 15 and above.
Sandra Cheseldine suggested that it would be helpful if when a risk is closed a
brief summary is given including the risk score.
Appendix 2 provides details of a never risk. Phil Earnshaw welcomed this detail
and felt that this would be helpful in the consideration of other never risks.
It was RESOLVED that:
i)

13/146

the Committee noted the contents of the paper.

Board Assurance Framework (BAF) Update
Adam Bassett presented this paper advising that following consideration of the
BAF at the July Governing Body meeting further updates have been made. A
number of meetings have taken place to identify the following:





Risk appetite which relates to the ideal score for each
Rational for the score
Actions from gaps in controls
Actions from gaps in assurances

Jo Webster commented that a lot of work had been undertaken and the
document was much improved.
Rhod Mitchell suggested that it would be helpful to know what changes need to
be implemented to make improvements.
It was agreed that Principle 10 should be reviewed and presented to the
October IGC meeting.
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It was RESOLVED that:
i)
ii)

13/147

the Committee note the updated Board Assurance Framework;
agreed that the Board Assurance Framework be presented at the
Governing Body meeting on 12 November 2013.

Patient and Public Engagement Annual Report 2012/13
Stephen Hardy and Dasa Farmer presented this report which was well received
noting that it provided a good introduction to the CCG. Jo Webster asked the
Communications team to produce a strategy and action plan on how this
document could be shared with various organisations such as the Overview and
Scrutiny Committee, Healthwatch, Health and Well Being Board, GP Member
Practices etc. It will be added to the CCG web site.
Phil Earnshaw also suggested that consideration should be given to presenting
the report at a future Governing Body meeting.
It was RESOLVED that:
i) The Committee noted the content of the report and approved it for
publication

13/148

Information Governance Update
Sam Byrnes attended the meeting and gave a verbal Information Governance
update. Sam reported that there had been progress made on the improvement
plan and a fair processing notice was being developed and once finalised would
be uploaded on to the CCG web site. It was noted that an Information
Governance Guidance and Handbook would be presented at the October
meeting.
Sam advised that a member of the Health Informatics Service would be based in
White Rose House one to two days a week to provide support with the
Information Governance Toolkit process.
With regard to Information Governance training it was noted that classroom
based training will be available during October/November in addition to the on
line training modules.
It was noted that an update to the improvement plan will be presented at the
November Integrated Governance Committee meeting.
It was RESOLVED that:
i)

13/149

The Committee noted the verbal update

Freedom of Information Activity Report
Sam Byrnes presented this paper providing an overview of the Freedom of
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Information requests received in July and the year to date figures noting that 20
requests were received in July and 56 have been received in total since April.
The paper explained the reasons for delays in responding to requests within the
timescale and provided details of actions being taken to ensure timescales are
met in future.
It was RESOLVED that:
i)
13/150

The Committee noted the contents of the report

SIRO/Caldicott Guardian Update and Information Governance Bulletins for
information
Katherine Bryant presented this paper providing an update on the Caldicott
Guardian/Senior Information Risk Owner (SIRO) requests received to 9
September 2013.
Also enclosed with the paper were two latest NHS England Information
Governance Bulletins for information.
It was RESOLVED that:
i)

13/151

The Committee noted the contents of the report

Workforce Update Report and West Yorkshire CCG Partnership Proposals
Lorna Lester and Heather Prest attended the meeting to present this paper
advising that a full report is presented monthly to the Executive Management
Team and this report provides a summary of the key workforce issues. It was
noted that progress has been made regarding options for a consultative and
negotiating forum. It is proposed Wakefield joins Greater Huddersfield, North
Kirklees and Calderdale CCGs and a paper has been shared with Senior
Managers to authorise this approach so a group can be set up. Ratification of
policies at Integrated Governance Committee will be delayed until they have
been through this formal forum.
A discussion followed and it was suggested that a year to date column be added
to the monthly scorecard and consideration be given to including appraisals and
training information.
It was RESOLVED that:
i)

13/152

The Committee noted the contents of the report

Contract Renegotiation and Prioritisation Process
Matt England presented this paper providing details of the proposed contract
prioritisation process that sets out the priorities for procurement and
renegotiation of contracts. It was noted that given the volume of contracts
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expiring there are insufficient resources to formally re‐procure all the services
in time for the start of the 2014/15 contract year.
A full discussion took place where concerns regarding the tender waiver
process were expressed, noting that tender waiver should be used as an
exception. Matt England commented that there will be circumstances where a
tender will always be necessary. It was agreed that a meeting would be set up
to discuss the tender waiver process in more detail.
It was RESOLVED that:
i)

13/153

The Committee noted the process for the prioritisation and renegotiation
of contracts and the progress made to date

2014/15 Contract Negotiation Process
Matt England presented this paper outlining the negotiation timeline for the
CCG’s main contracts for 2014/15 highlighting key milestones and risks ensuring
contracts are negotiated, agreed and signed in line with the expected timeline.
Following discussion it was agreed that this paper should be presented at the
next Clinical Cabinet meeting.
It was RESOLVED that:
i)
ii)

13/154

The Committee noted the content of the report
Agreed the outline milestones and reporting process

Minutes of meetings
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board
The minutes of the meeting held on 22 August were shared for
information. Jo Webster advised that there is a need for a better
understanding of the winter bed provision and ensure lessons have been
learned from the incidents at Kingsdale.

ii)

Mid Yorkshire Hospitals NHS Trust Executive Contract Board
The minutes of the meeting held on 22 August were shared for
information. It was noted that there is a need to fully understand the fully
impact of the CNDH proposed estate changes and it was suggested that a
paper is included on the agenda for the 17 October IGC agenda.

iii)

South West Yorkshire Partnership Foundation Trust Quality Board
The minutes of the meeting held on 12 August were shared for
information.

iv)

Calderdale South West Yorkshire Partnership Foundation Board
The minutes of the meeting held on 27 June were shared for
information noting that Matt England is the Contract Lead.

v)

NHS111 Wakefield and North Kirklees Clinical Quality Group
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The minutes of the meeting held on 31 July were shared for
information. Jo Webster advised that she would be highlighting her
concern at the number of apologies received for this meeting.
vi)

Francis Task Force/Quality Intelligence Group
The minutes of the meeting held on 1 August were shared for information.
Seek confirmation that Laura Elliott has contacted Julie Osborne at the
Local Authority. Jo Webster to add to the Executive Team agenda and
request future minutes to include dates.

vii) 999 YAS Clinical Quality Development Review Group
The minutes of the meeting held on 20 August were shared for
information.
viii) WY CBU YAS
The minutes of the meeting held on 15 August were shared for
information. Sandra Cheseldine queried whether penalties have been
applied. Andrew Pepper confirmed that penalties will apply to MYHT and
YAS with effect from 1 October 2013.
ix) (YA) CCG Contract Management
The minutes of the meeting held on 25 July were shared for information.
Jo Webster advised that she will be attending this meeting in future.
It was RESOLVED that:
i)
13/155

The Committee note the minutes shared for information.

Any Other Business
None

13/156

Date of Time of Next Meeting
The next meeting is on Thursday, 17 October, 9.30 to 12 noon in the Seminar
Room, White Rose House.
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Agenda item: 18b (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 October 2013
Present:

Rhod Mitchell (Chair)
Jo Webster
Andrew Pepper
Jo Pollard
Dr Phillip Earnshaw
Stephen Hardy

Lay Member
Chief Officer
Chief Financial Officer
Chief of Service Delivery and Quality
Nominated Clinical Member
Lay Member

In Attendance:

Sandra Cheseldine
Karen Parkin
Katherine Bryant
Deirdre Linnane (item 6)
Sharon Slack (item 7i)
Matt England (items 7ii, 7iii, 8i, 8ii,
8iii)
Laura Elliott (item 7ii, 7iii)
Adam Bassett (items 7v, 7vi, 7vii)
Rosemary Davison (item 7viii)
Pia Bruhn (item 7ix)
Sam Byrnes (items 10i, 10iii)
Stephen Rose (item 10ii)
Heather Prest (item 9i)
Joanne Stephenson (item 9i)
Angela Peatfield

13/162

Lay Member
Head of Finance and Governance
Governance and Board Secretary
Group Manager, Care Closer to
Home, MYHT
Niche Patient Safety
Head of Contracting and
Commercial Strategy
Head of Quality and Engagement
Senior Associate Governance and
Risk, WSYBCSU
Head of Continuing Care
Senior Associate Quality and
Inclusion, WSYBCSU
Senior Associate Information
Governance, WSYBCSU
Senior Information Governance
Officer (THIS)
Senior Associate, Learning and
Development, WSYBCSU
Senior Associate, Learning and
Development, WSYBCSU
Minute taker

Apologies for Absence
Apologies for absence were received from Dr Avijit Biswas and Dr David Brown.

13/163

Declarations of Interest
There were no declarations of interest.

13/164

Minutes of the Meeting held on 19 September 2013
The minutes of the meeting held on the 19 September 2013 were agreed as an
accurate record.
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13/165

Action Sheet from the Meeting held on 19 September 2013
13/143 – Integrated Quality and Performance Report
It was confirmed that Laura Elliott had shared the draft dashboard with Dr Clive
Harries and Michele Ezro.

13/166

Proposed amendments to the CCG’s constitution and associated governing
documents
Katherine Bryant presented this paper which detailed minor amendments made
to the constitution in August 2013 following approval from members, the
Governing Body and NHS England.
The paper outlined a number of areas the constitution review will focus on:
 Disaggregating the committee terms of reference from the constitution
 Process to appoint the Governing Body Chair
 The process for member engagement and approval
The operational scheme of delegation is not an appendix to the constitution
and is not therefore required to follow the same approval process, however it
was proposed that this document should also be reviewed.
Katherine asked if any of the Committee members would consider joining a
steering group to oversee the review of the constitution. It was noted that in
order to ensure that the revised constitution and appendices are fully compliant
with legal and regulatory requirements professional legal advice will be sought.
Following discussion it was agreed that there was a need to review the
documents and it was suggested that following completion of the review, a link
to the terms of reference should be included in the constitution on the CCG
website. Jo Webster asked for the Commissioning Support Unit to be engaged
as part of this review.
It was RESOLVED that:
i)
ii)

13/167

the Committee noted the need to a review of the constitution and
appendices
endorsed the recommended process for review

CNDH Estates
Deirdre Linnane attended the meeting to present this paper which provided an
update following the relocation of services and staff from Castleford and
Normanton District Hospital (CNDH) to new accommodation.
A full discussion took place and Dr Phil Earnshaw queried why no commissioner
involvement had taken place prior to these moves. Dr Earnshaw also asked if
there had been any patient consultation. Deirdre confirmed that discussions
had taken place with South West Yorkshire Partnership Foundation Trust and
the Local Authority.
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It was agreed there was learning from these recent moves and this would be
formalised in a letter to MYHT requesting commissioner involvement prior to
any further moves and ensuring that the Local Authority are also involved in
future discussions. A full audit trail of the moves would be discussed at the
Quality Board including details of any financial benefits and whether there have
been savings on the Service Cost Improvement Plans.
Dr Earnshaw confirmed that as any future changes involving moving services
from CNDH could be a contentious issue it is imperative that the CCG are
involved in any discussions to ensure strategic alignment across the district.
Rhod Mitchell summed up the discussion by asking Deirdre to ensure the
comments and actions from this meeting were fed back to ensure appropriate
involvement and discussions take place prior to any future changes.
It was RESOLVED that:
i)
13/168

the Committee noted the content of the report

External Review of QA Commissioning and Contracting Processes for MYHT
Sharon Slack attended the meeting to give a presentation on the external
quality assurance review of commissioning and contracting processes for MYHT.
The presentation highlighted the areas for improvement and alignment with
MYHT:









Clarity of strategy and operational purpose
Watertight assurance systems
Robust feedback culture and practice
Robust intelligence systems
Evidence of effectiveness and continuous improvement
Visibility of GP engagement on the ground
Contract leverage – pricing and incentivisation
Awareness of MYHT milestones on quality improvement journey and
how CCG can influence or assist

The review commenced on 27 September and will finish on 31 October. The
report will be discussed at the Quality Surveillance Group.
A discussion took place and it was noted that this review will include areas of
best practice and help to align quality improvement and ensure that quality is
part of any contractual agreement. Rhod Mitchell suggested that the report
should include reference to the CCG’s organisational values.
It was RESOLVED that:
i)

the Committee noted the progress made with this review
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13/169

Integrated Quality and Performance Report
Matt England and Laura Elliott attended the meeting to present this paper
providing reports against the CCG strategic objectives, quality premium and
details of the key exceptions and successes.
Matt referred to page 5 of the report, Strategic Monitoring, to advise that
improvements had been made with regard to:





A&E Trolley Waits
Cancer Waits
Ambulance
Mixed sex accommodation breaches – none

It was noted that as Ambulance Category A response times are now being
achieved it was suggested that this should now be moved from the Key
Performance Indicators section to Strategic Monitoring.
Matt advised that the cancer waiting times information is received the same
day as this report is produced and this does not give time to undergo a root
cause analysis. It is proposed that next month August information will be
reported but it will include an in‐depth analysis, as the root cause analysis
information will then have been received from MYHT. The data would
therefore be a month behind what is currently presented but will enable a more
detailed report to be produced.
Laura advised that there had been a never event for a Wakefield patient who
underwent surgery at Leeds Teaching Hospital Trust although this was
identified straight away and reported as a Serious Incident. Yorkshire
Ambulance Service received two CQC Improvement Notices in this period in
respect of two minor actions for which an action plan has been agreed.
Dr Phil Earnshaw commented that the mortality figures for MYHT had improved
considerably and asked for an explanation to understand this improvement.
Laura advised that some of this was due to improved coding and a change to
the palliative coding. Specific work has also been undertaken around the SEPSIS
pathway and the Respiratory pathway. It was acknowledged that the
improvement was mainly due to coding changes which better reflects the actual
position and makes it easier to compare with other organisations.
Sandra Cheseldine questioned whether the number of Serious Incidents graded
as moderate was higher than the national average, Laura agreed raise this at
the next Quality Board meeting.
Rhod Mitchell commented on the soft intelligence in the report and questioned
whether the CCG are assured on quality in all care homes. Jo Pollard advised
that processes are in place but further improvement to ensure the process is
robust is still required. Jo confirmed that she has commenced conversations
with Kim Curry, Director of Commissioning at the Local Authority to improve
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this process acknowledging that this is a challenge as there are 93 care homes
on the patch.
Jo Webster commented that this was an excellent report.
It was RESOLVED that:
i)
13/170

the Committee noted the update on quality and performance

Proposal to revise current quality/contract arrangements with Mid Yorkshire
Hospitals NHS Trust (MYHT)
Laura Elliott presented this paper detailing a proposal to revise the structure for
the governance of the contract and quality management arrangements
between NHS Wakefield and North Kirklees CCGs and MYHT. The revisions are
being proposed to strengthen the current arrangements, reduce duplication
between meetings and to ensure routine monitoring continues and areas of
exception are discussed at the most appropriate level.
A discussion followed and the proposal was noted. Rhod Mitchell suggested
that a flow diagram would be useful to show the links with the rest of the
organisation.
It was RESOLVED that:
i)

13/171

the Committee noted the proposal which will be discussed at the
Executive Quality and Contract Boards on 31 October 2013

Infection, Prevention and Control (IPC) Quarter Two Report
Jane O’Donnell attended the meeting to present this report providing an
overview of the activity of Wakefield and Kirklees Infection Prevention and
Control Team during the period 1 July to 30 September 2013. The report
included actions from Post Infection Reviews, enhanced activities including a
visit by the Trust Development Authority to MYHT, funding to support the
implementation of catheter training in care homes and current Infection
Prevention and Control activity.
A discussion followed. With regard to the new initiative to launch the link
worker care home programme promoting staff to act as IPC champions to
improve standards, Sandra Cheseldine asked how the team engaged with those
care homes who had not participated. Jane responded to confirm that a
newsletter was sent to all care homes and the team are pro‐active in ensuring
they engage with all care homes. Jo Webster suggested that infection
prevention could be considered as part of the CCG contract with care homes.
Dr Phil Earnshaw asked whether the Infection Prevention team would consider
holding a couple of sessions at the GP target days. Jane agreed to look into this.
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It was RESOLVED that:
i)
ii)
13/172

the Committee noted the contents of the report
approved the recommendations made by the Committee members

Board Assurance Framework (BAF) Finance Principle Update
Adam Bassett attended the meeting to present this paper detailing the changes
made to Principle 10 reflecting the risk of not delivering financial duties due to
lack of budgetary control and efficiency resulting in the restriction of services
for patients. Also the risk that NHS resources are not appropriately deployed
due to ineffective systems and governance resulting in inappropriate
commissioning decisions. Andrew Pepper commented that the update provides
further assurance that key controls are in place and the actions are detailed
regarding any gaps in controls.
It was noted that further amendments to the BAF regarding the completion of
any gaps and actions relating to assurance will be completed prior to
consideration of the BAF at the November Governing Body meeting.
It was RESOLVED that:
i)
ii)

13/173

the Committee noted the updated Board Assurance Framework
noted that the Board Assurance Framework will be presented
at the Governing Body meeting on 12 November 2013

Complaints Update
Adam Bassett presented this update providing a position statement on the
complaints, MP letters, claims and PALS enquiries which have been received up
until the end of September 2013.
The key highlights are:






14 complaints received since 1 April 2013
60 contacts through PALS during September
16 patient opinion posts
9 MP letters received during September
No claims have been received since 1 April 2013

It was noted that a meeting has been arranged for 22 October with Helen Hay,
Assistant Director of Nursing at MYHT to discuss complaints issues and how the
CCG and MYHT can work together around the commissioner assurance of
complaints. The outcome of the meeting will be reported at the next
Integrated Governance Committee meeting in November.
Jo Webster acknowledged that there is still work to do with MYHT to better
understand their complaints process and how the CCG can receive further
detail on the complaints they receive. Dr Phil Earnshaw commented that it
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would be useful to have knowledge of complaints received by all organisations
across the patch to better understand the full picture.
The Quality Surveillance Group review soft intelligence regarding current issues
and it was agreed that it would be useful to pull this together with the
complaints received. Jo Pollard agreed to action this and prepare a paper for
the November IGC meeting. Jo Webster asked if this information could also
include compliments to complete the picture.
It was noted that discussions are underway to incorporate the complaints
information into the Integrated Quality and Performance Report.
It was RESOLVED that:
i)

13/174

the Committee noted the complaints, PALS and MP letter activity
up until the end of September 2013

Draft Health and Safety Q2 2013/14
Adam Bassett presented the draft Health and Safety Report for the period 1 July
to 30 September 2013. It was noted that there has been one health and safety
incident reported during this period. The Headquarters Services Manager
undertook remedial action and contacted NHS Property Services regarding the
incident.
It was RESOLVED that:
i)

13/175

the Committee noted the actions taken in quarter two to ensure
compliance with relevant Health and Safety Executive national priorities
and guidance

Continuing Care Q1 2013/14 Report
Rosemary Davison attended the meeting to present this report outlining the
key areas of work in quarter one:






The ongoing impact of the large number of requests received to
consider eligibility for continuing health of past periods of care (from
2004 onwards) and how the continuing care team will address this
workload
The completion of the external audit of continuing care commissioned
in 2012 and proposed next steps
The impact of significant staffing changes and developments within the
continuing care team
Plans for a continuing care clinician to work with Mid Yorkshire
Hospitals Trust on a Complex Discharge project

Detail of the National Funded Care Return costs and activity comparisons is
included in the report. It was noted that Wakefield continues to report as mid
range in terms of cost and activity when compared to the rest of the county.
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It was RESOLVED that:
i)
13/176

the Committee noted the content of the report

Equality and Diversity Update
Pia Bruhn attended the meeting to present this paper which included an update
on the refreshed Communication, Engagement, Equality and Human Rights
Strategy, equality objectives and taking forward the Equality Delivery System
(EDS) which was approved by the Governing Body in September 2013.
Wakefield CCG is part of the Wakefield Together Equalities Partnership and is
signed up to supporting the delivery of the shared equality objectives and
action plan. It was noted that the Governing Body approved these shared
equality objectives and two additional CCG specific supporting actions for
2013/14. Pia advised that Sandra Cheseldine, Lay Member, is the Governing
Body representative for equality and diversity.
The paper detailed how the EDS is being taken forward and it is proposed that
part of the Board development session being held in December will be used to
review all the information collected as part of the assessment process, agree
the grades and any areas for development. A further update will then be
presented to the Integrated Governance Committee in January 2014.
With regard to Public Sector Equality Duty (PSED) the CCG must publish
evidence on 31 January every year to demonstrate how it is meeting its PSED.
It is intended to use the EDS assessment process and grades as part of this
evidence.
Pia confirmed that she will be providing face to face equality and diversity
training for staff, starting with senior managers. It was noted that on line
training is also available for all staff.
It was RESOLVED that:
i)
ii)

13/177

the Committee noted the content of this paper
agreed the proposed approach and next steps

Review of Collaborative Commissioning
Matt England presented this report which provided an update on the progress
of collaborative commissioning arrangements and key actions for further
development and improvement.
With regard to the arrangements for the South West Yorkshire Partnership
Foundation Trust it was noted that it can be difficult to get down to detail on
local issues for Wakefield at the Contract Management Group. It was therefore
proposed to consider the potential to set up a Wakefield sub group to discuss
local issues to feed into the Contract Management Group.
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The use of the Commissioning Support Unit as an agent also needs to be
reviewed as part of the wider review of Provider Management services as there
are significant concerns across all the contracts managed by the CSU.
It was RESOLVED that:
i)
13/178

the Committee noted the content of the report

Contract Prioritisation and Renegotiation Update
Matt England presented this paper which proposed an approach to move to a
phased procurement plan that sets out when services will be procured over a
two to three year period.
An outline assessment of the contracts has been undertaken identifying those
where procurement decisions have been made and where further discussion
and prioritisation has been made. Prioritisation of the remaining contracts is
required to finalise the phasing of future procurements. For each contract
there needs to be a position agreed to either:




Competitively procure before the end of the existing contract
Extend existing contract and schedule for future procurement
Decommission

It is therefore proposed that the list is discussed at Clinical Cabinet to form a
procurement schedule for the next three years based on service quality,
performance and linkages with other transformational programmes.
A discussion followed and it agreed there was merit in the list being discussed
at Clinical Cabinet and a paper being presented to a future Integrated
Governance Committee detailing the agreed list.
It was RESOLVED that:
i)
13/179

the Committee endorsed the approach to contract prioritisation

Contract Governance and Assurance
Matt England presented this paper which provided an update to the CCG
contracts register in terms of contracts awarded, withdrawn or varied. Details
of procurements that are imminent or currently under way was also included in
the paper.
It was noted that the Angel Lodge procurement is still on schedule and several
points are being clarified prior to the recommendation of a provider.
Matt also advised that formal notification has been served to Age Concern on
the implied contract for the provision of the current pilot for Bridge
Bereavement Support and Advice Service. The CCG intends to formally procure
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a service provider to deliver an Integrated Bereavement Service to commence 1
April 2014 and as such service provision from Age Concern will cease 31 March
2014.
Matt confirmed that as no contract has been agreed no money has been paid to
the provider during this financial year.
It was RESOLVED that:
i)

13/180

the Committee noted the update regarding contract governance and
assurance

Commissioning and Contracting Strategy for 2014/15
Andrew Pepper presented this paper which outlined a proposed approach for a
2014/15 contracting strategy noting that this contracting round will be very
challenging given the resource constraint climate. A fundamental shift in the
whole system approach and contracting behaviours will be required.
A full discussion took place. It was agreed that as part of the stakeholder
management the introduction of the revised contracting approach should be
shared with providers and where the CCG is not the lead commissioner, the
lead commissioner responsible also needs to be made aware of this proposed
revised contracting approach.
It was RESOLVED that:
i)

the Committee approved the integrated approach and the stakeholder
engagement programme
ii) agreed the risk share approach to application of the contracting approach
key principles
iii) noted the material QIPP schemes currently being considered
13/181

Finance Report Month 6
Karen Parkin presented this report advising that overall the CCG has year to
date surplus of £2,751k against a planned surplus of £2,751k and year end
forecast of £5,502k which is equal to plan.
There are 12 key financial performance indicators:





8 indicators are green: underlying recurrent surplus, surplus year to
date, surplus forecast, 2% NR funds, QIPP full year forecast, running
costs, risk management and timeliness and quality of returns
2 indicators are amber/red: QIPP year to date and activity forecast
1 indicator is red: Activity trends – year to date
1 indicator is not yet scored: Balance sheet indicators have yet to be
defined by NHS England

Karen advised there was a £2.6m overtrade year to date against the MYHT
contract, with a forecast of £5.4m. Both the contingency reserve and the
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brought forward surplus reserve have now been fully utilised to match the net
adverse position.
Included in the report were appendices detailing:





the prescribing spend
13/14 QIPP schemes
2% Non‐recurrent reserve
copy of letter from Andrew Pepper and Jo Webster regarding
Fundamental Review of Allocations Policy

With regard to prescribing, Karen confirmed that following discussions with
Joanne Fitzpatrick, Head of Medicines Management, figures received from the
Prescribing Authority will no longer be used in this report.
Following discussion it was agreed that an additional meeting to discuss QIPP
and the Primary Care Local Improvement Framework (PCLIF) would be set up
involving Jo Webster, Jo Pollard, Andrew Pepper, Karen Parkin, Rhod Mitchell,
Sandra Cheseldine and relevant CSU staff.
It was RESOLVED that:
i)
13/182

the Committee noted the content of this report

Non recurrent investment proposals
Karen Parkin presented this paper advising that non‐recurrent investment
needs to be approved in accordance with the scheme of delegation. A
Governing Body briefing session took place on 24 September and the case for
investment was presented for the areas of urgent care, care closer to home and
mental health. The outcome of that session along with other investment
proposals that do not fit into those work stream areas are included in this
paper.
It was noted that the total resource available is £9m, 2% non‐recurrent plus
£2.4m non‐elective re‐admissions. As a result of the revised investment
proposals there now remains a balance of £1.9m against these non‐recurrent
reserves.
Approval was received from the West Yorkshire Area Team (WYAT) on the
original basis of plans and elements of anticipated expenditure. In accordance
with business rules the CCG will need to ensure appropriate WYAT approvals of
revised schemes and this work is ongoing.
A discussion followed and it was noted that approval from the Governing Body
is required. A meeting has been arranged in December between the Trust
Development Authority and the CCG to discuss the final assumptions.
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It was RESOLVED that:
i)

the Committee noted the governance process for approval and use of
non‐recurrent funds
ii) noted the residual non recurrent resource
iii) recommend for approval to the Governing Body for approval of £2,568k
non‐recurrent support to MYHT for 2013/14
iv) noted the ongoing scrutiny of the Programme Management Office costs
by the Chief Officer and Chief Finance Officer
13/183

Draft Investment and Dis‐Investment Principles
Andrew Pepper presented this paper containing updated Draft Investment
Principles and to which Dis‐investment Principles have been added.
It was noted they have been discussed in outline at the Supporting
Transformation Programme – Finance and Business Intelligence Group and can
be developed to ensure that business cases for investment in transformation
schemes are reviewed against recognised principles.
It was RESOLVED that:
i)

13/184

the Committee noted the contents of this paper

Information Governance Policy and Framework
Sam Byrnes attended the meeting to present the Information Governance
Policy and Framework which will support information governance and provide
assurance to the Governing Body and to individuals that personal information is
dealt with legally, securely, efficiently and effectively.
The next steps are:





disseminate the IG Policy and Framework following approval
develop a rolling programme to review remaining information
governance policies and supporting procedures as identified in the IG
Toolkit Improvement Plan
progress work/actions identified in IG Toolkit Improvement Plan
Upload any available evidence into the IG Toolkit

A discussion followed and the issue of patients accessing their records on line
was discussed and Sam Byrnes advised that guidance from the Information
Centre is awaited.
It was RESOLVED that:
i)
ii)

the Committee approved the policy
noted the next steps identified in this report
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13/185

Email and Internet Use Policies
Stephen Rose attended the meeting to present these two policies noting that
both policies mirror the approach adopted in the former PCT policies. They are
an important component of the CCG’s application for level two of the IG tookit.
Stephen also presented details of internet content filtering which is installed
onto the network.
It was RESOLVED that:
i)

13/186

the Committee approved the Email and Internet Use policies

Freedom of Information Update
Sam Byrnes presented this update providing an overview of the Freedom of
Information requests received in quarter two of 2013/14.
The document highlighted areas for improvement in the processing of requests
which the CSU are actively pursuing and introduces the classes of information
to be included in the Publication Scheme.
It was RESOLVED that:
i)

13/187

the Committee noted the contents of this report

SIRO/Caldicott Guardian Checklist
Katherine Bryant presented this report providing an update on Caldicott
Guardian/Senior Information Risk Owner requests received to 4 October 2013.
Katherine reported that the issue raised regarding secure email reference 31
has now been resolved.
It was RESOLVED that:
i)

13/188

the Committee noted the contents of this report

Mandatory Training Compliance
Heather Prest and Joanne Stephenson attended the meeting to present this
paper providing details of the statutory and mandatory training programme for
all staff. A target of 100% compliance has been agreed by the Executive Team
for all staff completing their mandatory training.
A discussion followed and it was noted that weekly reminders will be issued to
staff to ensure they complete their mandatory training by 31 December 2013.
A query was raised regarding what mandatory training is required for the
Governing Body. This will be considered and reported back at a future meeting.
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It was RESOLVED that:
i)

13/189

the Committee note the content of the paper and agree the proposed
action plan for the achievement of the 100% compliance rate for
mandatory training by 31 December 2013

Minutes of meetings
The minutes of the following meetings were shared for information:
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – meeting
held on 19 September 2013
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – meeting
held on 19 September 2013
iii) NHS11 Wakefield and North Kirklees Clinical Quality Group – meeting
held on 3 September 2013
iv) Quality Intelligence Group – meeting held on 10 September 2013
v) WYCBU YAS – meeting held on 12 September 2013
vi) (YA) CCG Contract Management – meeting held on 22 August 2013
vii) Public Involvement and Patient Experience Committee – meeting held
on 28 June 2013
viii) Urgent Care Board – meeting held on 24 September 2013
It was RESOLVED that:
i)
13/190

the Committee noted the minutes

Any other business
None

13/191

Date and time of next meeting:
Thursday, 21 November 2013, 2.30 to 5.00 pm, Meeting Room 2, White Rose
House.
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Dr Adam Sheppard – Assistant Clinical Leader
22 August 2013
19 September 2013

Recommendation:
It is recommended that the Governing Body receive and note the minutes of Clinical Cabinet held on 22 August
2013 and 19 September 2013.
Executive Summary:
Aside from standing items ‐ including QIPP update, network updates ‐ headline discussions included
22 August 2013
 Approved two papers focused on the Care Closer to Home; first approval for £140k to commission an
independent evaluation of Care Closer to Home. And secondly £30k to design a methodology to conduct
patient engagement for Care Closer to Home.
 Approval for the introduction of a Single Point of Access pilot for Ophthalmology referrals (up until March
2014).
 Considered winter planning arrangements for 2013/14.
 Approved the Community Respiratory Service (CRS) innovation proposal; approve the proposal for
increased hours of operation of the CRS Service and approve funding for the expansion of the CRS service
hours of operation.
 Considered and agreed three proposals related to continuing healthcare;
o scheme to promote the effective and timely discharge of continuing care patients;
o short term support for Wakefield CCG Continuing Healthcare team; and,
o work to formally commence Any Qualified Provider process for continuing healthcare packages of
care homes.
19 September 2013:
 Initial briefing on the Care Home Liaison and Support Service (CLASS), the overall aim of this interim
evaluation is to analyse the impact of CLASS and identify whether this approach is delivering better
outcomes for care home residents.
 Approval for an integrated bereavement service.
 LEAP progress report; it was agreed that the funding should be used on pulmonary rehab for education for
schools, and due to operational difficulties a line should be drawn under the current Lay Educators for
Asthma service.
 Consideration of emergency department service models, with the aim to implement and develop an
integrated approach for the delivery of the MYHT emergency departments.
 Agreed the introduction of the criteria for knee washouts and carpel tunnel.
Policies approved:

None
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APOLOGIES FOR ABSENCE
Apologies were received from Dr Philip Earnshaw, Andrew Pepper, Dr Douglas Diggle, Ivan
Hanney, Dr David Brown and Ian Carr.

2

DECLARATIONS OF INTEREST
Action Log – Health Inequalities Funding: Adam Sheppard declared interest.
Item 5d – Ophthalmology: Single Point of Access – Adam Sheppard declared interest.
Item 6 ‐ Winter Beds: Ann Carroll declared interest.
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3

MINUTES OF THE MEETING HELD ON 24 JULY 2013
The minutes were agreed as a true record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

CLINICAL BUSINESS:
5

NON RECURRENT BIDS AS BUSINESS CASE
KP presented the paper stating that plans to utilise the CCG’s 2% non‐recurrent funds have
been presented previously at Clinical Cabinet. The on‐going assurance with West Yorkshire
Local Area Team (WYLAT) is running in parallel to internal scrutiny of business cases. The
Integrated Governance Committee received a draft document on 15th August 2013
describing the criteria for investment decisions, information was attached for reference. KP
highlighted to members the route of each Business Case and the need for them being
brought through Clinical Cabinet for sign off.
Members noted the contents of this report.

5a

CARE CLOSER TO HOME – EVALUATION
HC presented the paper, asking members to consider an approach that Wakefield CCG takes
towards commissioning an independent evaluation of the Care Closer to Home programme.
HC stated that the published evidence on the benefits and challenges of integration is weak
and Wakefield, with its ambitious programme, has the opportunity to add substantially to
this evidence base, achieving an impact both nationally and internationally.
HC stated that the teams aim is to conduct a comprehensive, independent evaluation of the
Care Closer to Home transformation programme from the perspective of both staff and
patients and including a cost effectiveness evaluation.
Members discussed the need for an bimonthly assurance check and a report annually to
ensure the evaluation process is being proactive and not leaving it until the 2 years has
finished and finding it unbeneficial. HC informed members that the service specification has
not yet been produced and the timescales can be added when the specification is added
hence the need for clinical input.
Members agreed to:
 Funding the total of £140k to commission an independent evaluation of the Care Closer
to Home programme;
SUBJECT to ensuring external support is embedded, HC agreed for a paper to come to
September’s meeting to support this.
 nominate Ann Carroll as clinical cabinet member representation;
SUBJECT to discussions being brought through JSCB. LB also informed HC sure he would
like to be factored into future discussions.
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5b

CARE CLOSER TO HOME – PATIENT ENGAGEMENT METHODOLOGY
HC presented this paper; asking Clinical Cabinet members to approve the amount of £30k to
design a methodology to conduct patient engagement for Care Closer to Home.
Members rose discussions around can this been done by WCCG supporting the Local
Authority and Health Watch to deliver this? HC stated the £30k is being spent to contract
an expert in qualitative and quantitative research to put together a robust methodology to
provide training to volunteers to implement this patient engagement tool.
Members agreed to:
 approve the amount of £30k to design a methodology to conduct patient engagement
for Care Closer to Home;
SUBJECT to: Stephen Hardly being involved in the process.

5c

VIRTUAL WARDS EXTENSION
HC presented this paper; outlining the requirements of the existing virtual ward pilot asking
Clinical Cabinet members to agree funding of a total of £350k to enable continuation of the
joint partnership working of Health & Social Care teams and Primary Care to deliver out of
hospital provision by means of virtual wards in the South East Locality (Grange Surgery &
White Rose Surgery).
During the discussion it became apparent that further detailed financial information was
required. AS agreed to discuss the paper with the Chief Officer and Chair to clarify if this case
did actually need to be reviewed and agreed within clinical cabinet as a non‐recurrent
business case
Members did not agree to the recommendations today.
Action: AS agreed to discuss this with Jo Webster and Jo Pollard outside the meeting.

5d

OPTHALMOLOGY: SINGLE POINT OF ACCESS
LD presented the paper; stating that on the 27 June 2013 Clinical Cabinet members
approved the introduction of new Ophthalmology referral guidelines aimed at ensuring
patients whose clinical needs are appropriate for a community service are referred to the
community provider (The Practice).
At the same Clinical Cabinet meeting members were also asked to note that further actions
may be required to address the risks associated with the underutilisation of the community
ophthalmology service and on‐going capacity pressures at Mid Yorkshire NHS Trust (MYHT).
LD informed members around further information about the Single Point of Access pilot
proposal and the Quality Impact Assessment that has been completed and seeks approval
for its introduction up to the end of March 2014 (with a review in Q4 2013/14) to mitigate
the key risks which were outlined in the paper.
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Members agreed to:
 Approve the introduction of a Single Point of Access pilot for Ophthalmology referrals
(excludes patients requiring urgent/acute diagnosis and treatment within 24/48 hours),
for the period up to March 2014;
SUBJECT TO: a review in December 2013 instead of March 2014
 Note the content of the Quality Impact Assessment (completed for the Single Point of
Access) and the mitigation strategy and monitoring arrangements that will be put in
place to address any negative impacts and
 Note the next steps.
6

WINTER PLAN
SR presented this paper; stating the four specific parts of the winter planning process for
2013/14.
•
What the key differences will be between the plans for 2013/14 and 2012/13;
•
What will be the same;
•
How will the assurance checklist will be met; and
•
What will be expected from primary care?
SR informed to members that these are brought for the approval of the Clinical Cabinet
before September 2013, when a draft winter plan has to be submitted to the Local Area
Team (LAT) explaining the LAT is not expecting a completed plan in September 2013, but a
full and completed plan will need to be in‐place before the 1st November 2013.
AS stated the need for an integrated plan and checklist completing so this can be discussed
with members of the Urgent Care Board (UCB) but asked that Clinical Cabinet members
ratify the plan again before going to UCB. SR informed that no finances have been attached
currently with MYHT but the finances will be submitted in final version following
resubmission to a future meeting.
Action:

SR to bring back finance proposals to a future meeting.

Members agreed to:
 Approve the winter planning arrangements for 2013/14;
 Approve the suggested process for allocating non‐recurrent monies to the Mid‐Yorkshire
Hospitals NHS Trust; and
 Note the Mid‐Yorkshire Hospitals NHS Trust’s proposals and that from Age UK for non‐
recurrent monies that link to the winter plan.
7

PROMOTING EFFICIENT DISCHARGES OF CONTINUING CARE PATIENTS FROM MYHT ‐
BUSINESS CASE
RD presented the paper stating it outlines proposing the use of non‐recurrent money to fund
the temporary recruitment of a band 6 clinician to WCCG continuing care team to allow the
release of an existing team member familiar with local continuing care processes to work
with Mid Yorkshire Hospitals Trust staff to promote the effective and timely discharge of
continuing care patients. RD also proposed the use of non‐recurrent money to fund a
temporary band 3 administrative post to support the function.
Members agreed to the proposal to place a member of WCCG continuing care team into
MYHT discharge team for a period of 6 months with administrative support, and fund the
4

necessary recruitment or secondment of a suitably experienced clinician for the continuing
care team to replace the current post holder at a cost of £35k.
8

SHORT TERM SUPPORT TO WCCG CONTINUING CARE TEAM – BUSINESS CASE
RD presented the paper, stating due to the shortage of staff, the continuing care team is
unable to complete continuing care or funded nursing care reviews on time. These delays
are increasing and informed members of a proposal to source additional clinicians using
non‐recurrent money to support the team until the end of 2013/14. It is then anticipated
that all delays will be resolved and substantive posts will have been filled.
RD sought funding for 3 x whole time equivalent band 5 nurses for 6 months (£45,000) plus
1 x whole time equivalent band 3 administrative support for six months (£11,000). Total
required funding of £56k.
Members agreed to approve the proposal to use non‐recurrent money to fund the
temporary recruitment of suitably skilled and qualified band 5 nurses and administrative
support to enable the continuing care team to remedy a growing list of patients continuing
care reviews.
SUBJECT to:
RD agreeing to bring an updated paper in January 2014 on the “future vision
and structure” of the continuing care team.
Action:

9

RD to bring paper to January 2014 meeting.

AQP FOR PACKAGES OF CARE AT HOME
JE presented the paper; stating that recently there has been a review to determine how the
CCG will commission with independent sector providers of packages of care at home in
future. JE stated that previously rates were negotiated on a provider by provider basis and
were not standardised. The new Any Qualified Provider (AQP) mode has local tariff rates, so
all providers will be paid the same for delivering the same service, meaning the only way to
differentiate them is by quality which should result in improved quality. JE explained the 3
tier system WCCG are proposing, stating the AQP approval would be for 3 years with annual
contracts being awarded to all providers who meet the required standards. JE informed
members the contracts will be zero value with approval on financial commitment being
against each package that is then added to an AQP framework.
JE brought a detailed presentation for member’s attention. TET agreed to circulate to
members following the meeting.
Action:

TET to circulate AQP presentation to members.

Members agreed to: approve the work to formally commence Any Qualified Provider
process for continuing healthcare packages of care homes.
10

URGENT CARE SOC
GC presented this paper; informing members of the strategic Outline Case is for an
integrated 24/7 Urgent Care System. GC highlighted to members the 8 key system changes
in the report seeking approval by members.

5

The chair informed members that the changes proposed have been discussed in detail
previously. LB queried stage 10.1 with GC on the milestones, as they all indicated tbc. GC
informed that due to all the transformation schemes having to be brought together nothing
can be confirmed yet, but looking to start PGH at end of September and Dewsbury likely to
be next year.
AF suggested members look across urgent care and Care Closer to Home as a joint
evaluation. AS and GC agreed to discuss this outside the meeting.
Action: AS / GC to discuss a joint evaluation outside the meeting.
Members agreed to:
• Note the contents of the SOC
• Agree the Key system changes listed in 8.3; and
• Approve moving to the next stage of the Urgent Care Transformation Programme, that of
developing an Outline Business Case
11

CRS CLINCIAL INNOVATION PROPOSAL
LC presenting this paper, stating that following the demonstrated success of the Admission
Avoidance Service a component of the Community Respiratory Service (CRS) and
consultation with key stakeholders she is asking members today to approve the proposal for
increased hours of operation of the CRS Service and approve funding for the expansion of
the CRS service hours of operation. LC informed members the additional funding will be
used to extend the hours of operation of Admission Avoidance to 17.00hours with telephone
advice available until 20.00hours. LC stated as the funding is sought for a period of 12
months to allow full evaluation of this innovation and a decision regarding continuation
without disruption she is asking for this funding to be part of the non‐recurrent monies of
£66k.
Members agreed to:
• Approve the proposal for increased hours of operation of the Community Respiratory
Service
 Approve funding for the expansion of the Community Respiratory Service hours of
operation.
SUBJECT TO: discussions with Out of Hours Service.

12

ASTHMA COMPARE YOUR CARE PLEDGE
AB presented this paper; stating it is asking WCCG to sign up to the Asthma UK pledge. AB
stated that the Compare Your Care Pledge is a public statement that the CCG wants to
implement the NICE Asthma Quality Standard in order to improve asthma outcomes for
patients in Wakefield. AB informed members that the pledge is not a quality mark,
accreditation or endorsement and that Asthma UK will NOT single out and criticise any CCG
which have signed up.
Members agreed to sign up to this pledge.

6

13

PUBLIC ENGAGEMENT
SH presented the paper; stating that one of WCCG’s aspirations is “to commission quality
services that will improve our patient’s experiences of care and their health outcomes”. SH
stated a key part of this will be to involve and listen to our patients, practices, partners and
staff when redesigning services. As a recognisable public body, it is valuable for us to be
able to demonstrate how WCCG are engaging with patients and the public to inform our
commissioning decisions, and deliver key strategic documents. SH informed members one
way of achieving this has been introducing the “outline public engagement” box on all
committee front sheets. This is seen as an innovative tool to remind clinical leads and
commissioning managers of the need to constantly reflect on the need for wide range
engagement.
AS stated to members any future papers that come to be discussed at future meetings
without the “outline public engagement” box completed will be deferred and rejected.
Members required a list of public engagement groups to circulate to members. SH agreed to
contact Laura Elliott to produce this.
Action:

SH to get LE to produce a list of public engagement groups to be circulated
to members.

Members agreed to:
 Note the content of the paper for information;
 Ensure public engagement is considered and undertaken for all commissioning
intentions; and
 Include reference to public engagement in future committee papers.
SUBJECT TO: An audit done in 6 months to ensure public engagement is being conducted.
STANDING ITEMS:
14

QIPP UPDATE
KP presented the paper informing members that the attached PowerPoint presentation was
presented to Local Area Team and West Yorkshire CCG representatives as part of the CCG
assurance process and provided members with a brief summary of QIPP progress.
KP also highlighted to members the schedule of schemes of 13/14 RAG ratings and stated
there will be an updated report in September.
Members agreed to note the contents of the report.

15

NETWORK UPDATES
LB presented the paper to members stating it has been shared for information and
highlighted the topics of discussion from each Network meeting this month.
Members informed LB that all networks felt they were finding links between practices and
commissioning still difficult. AS was anxious that the network chairs needed more links at
this meeting. SG informed members that a letter has gone out to all practices for Nurse
representatives at Network meetings.

7

Members noted the contents of the paper.
CLINICAL DISCUSSION / DEBATE
16

TRANSFORMATION AGENDA

16.1

EXECUTIVE SUMMARY OF PROGRESS
AC came to present the Mid Yorkshire Hospital Trust and Social Care Partnership
transformation programme, project description for the Phase 1 Outline Business Case (OBC)
and stated it was brought for member’s information.
AC informed members the report describes the purpose, scope, responsibilities, overall
timeline and high‐level content for production of the OBC. AC stated that Phase 1 will cover
work streams for which the emerging model has been agreed and a Strategic Outline
Business Case has been signed off, these are:
 Urgent Care
 Care Closer to Home
 Safe and Healthy Pregnancy
 Mental Health in Acute Settings.
AC stated that a combined OBC has been considered as it would be easier to work through
rather than separate Business Cases and that the key purpose is to show added value and
delivery impact into an implemented service and assurance for WCCG.
AC confirmed that Governance procedures are being adhered to by ensuring that the correct
guidelines are in line with NHS England and TDA protocol.
Members agreed to note the contents of the paper, SUBJECT To: an updated paper to the
October Meeting.
Action:

TET to add to October Agenda.

JB attended the meeting to provide a verbal update regarding the forthcoming “Symposium”
meeting on the 9th October, stating that the meeting with involve both Local Authority and
WCCG and NKCCG representatives.
JB stated the meeting is to discuss the need for
integration and a vision sharing exercise. HB asked members for help on the producing the
agenda and if they knew of any speakers that would be appropriate. AS agreed to help JB
outside the meeting.
Action:
16.2

AS to work with JB outside the meeting.

PERSONAL HEALTH BUDGETS
KR came and presented to members around Personal Health Budgets in Continuing Care,
stating it will come into force in April 2014. Members thanked KR for her detailed
presentation and noted the contents.

8

PAPERS FOR INFORMATION ONLY
17

NATIONAL INSTITUTE HEALTH RESEARCH (NIHR)
CH informed members that currently there is good support on NIHR via Commissioning
Support Unit colleagues and this is discussed quarterly via the integrated governance group
and will update members when necessary.

18

ANY OTHER BUSINESS
1. DECEMBER CLINICAL CABINET MEETING DATE:
Members discussed the clash of this meeting and EQB on the 19th December.
It was agreed to keep the date on the 19th December and for LB to deputise for JP to ensure
it was quorate.

19

DATE AND TIME OF NEXT MEETING
Thursday 26 September 2013
09.00 – 12.30
Seminar Room, White Rose House

9
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APOLOGIES FOR ABSENCE
Apologies were received from Andrew Furber, Sandra Greenwood, Lee Beresford, Dr
Douglas Diggle and Dr David Brown.
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DECLARATIONS OF INTEREST
None declared.

3

MINUTES OF THE MEETING HELD ON 22 AUGUST 2013
The minutes were agreed as a true record.
1

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

CLINICAL BUSINESS:
5

INTERIM REPORT OF THE CARE HOME LIAISON AND SUPPORT SERVICE (CLASS)
JO and RJ presented this paper; stating the overall aim of this interim evaluation is to analyse
the impact of the Care Home Liaison and Support Service (CLASS), specifically in relation to
the work completed through the Medicines Management element of the service, to describe
the pilot and to identify whether this approach is delivering better outcomes for care home
residents in the specified Care Homes engaged in the pilot.
JO highlighted to members the conclusions and next steps as highlighted in the report
informing members that work is on-going to complete the qualitative and quantitative
evaluation of the pilot, with the aim to complete a Final Report for December 2013, which
will include a full review of the nursing element of the service. TT agreed to add to
December Agenda.
Action:

TT to add Final Report to December’s agenda.

PE asked that in the final report includes some information on what changes are needed by
GP/CCG and what extra resource is needed by GP/CCG to implement this as the feeling by
GP members was that the core contract of GP duties where very ad hoc. JO informed
members that they are considering developing a local “kite mark” on a quality framework
linked purely to Health Care which provides on going education for Care Homes. JP offered
her support to JO in driving this forward. TT to arrange a meeting with JP and JO to discuss
implementing the “Kite Mark”, issues around contractual implications with LA and future
training issues.
Action:

TT to set up meeting with JP and JO.

Members agreed to note the content of this Report, and the proposed next steps, with the
recommendation that the Final Report be presented to Clinical Cabinet in December 2013.
6

INTEGRATED BREAVEMENT SERVICE
SS, LW and LD presented this paper stating that further to the Clinical Commissioning
Executive steer of October 2012 to provide more evidence of the value for money of the
Integrated Bereavement Service, the paper was brought today in order to provide that
evidence. SS outlined the proposal to commission the service from April 2014 for a further
three years. The procurement process will begin in October for the new service, with the
intention of a selected provider being in place by March 2014. This will ensure that the
service can operate from 1 April 2014.
SS highlighted the key points from the Business Case to members; informing members what
costs would be involved without the service in Wakefield. SS stated that currently there are
220 people per annum receiving support from the bereavement service and it is expected to
rise to 350 people per annum.
2

LW informed members of other bereavement services available in the area like CRIUSE,
which currently has a waiting list of 6 months plus and the implications of not having a
service will main patients going to GP’s for advice.
PD asked how the service would be accessed, SS informed via Age UK by a fax number for
referrals. PE concern was around signposting other voluntary organisations, SS informed
that this service will work closely with other voluntary sectors to ensure the patient receives
the right support and confirmed that this will be part of the service specification ensuring
partnership working is included.
Members agreed to:
I.
Note the findings of the evaluation.
II.
Note and approve the business case
III.
Agree the service specification.
IV.
Agree and approve the procurement route.
V.
Agree to issue a three year contract, subject to NHS England approval (if required).
(SS informed this is no longer required.)
7

LEAP PROGRESS REPORT
LC and JO attending the meeting to provide a verbal update informing members that
following a training programme for Lay Educators for Asthma, there was only one volunteer
that was successful who are now working in a practice within Wakefield.
LC informed members that there is currently £24,000 funds provided by NOVA to be used on
LEAP and attending the meeting today for ideas from Clinical Cabinet members on how this
funding can be used going forward.
Following discussion members mentioned:
• Leaflets on Asthma for patients
• Training in children’s centres to enhance knowledge of Asthma in kids
• Volunteers in pulmonary rehab – education in schools.
Members agreed to use the £24,000 on pulmonary rehab for education for schools and draw
a line under the current service and asked that JO and LC to bring a paper back to show how
money is being used.
Action:

8

TT to add to December agenda.

MULTIAGENCY SAFEGUARDING HUB (MASH) REPORT
AC presented the paper stating that the report outlines the development of the Multi
Agency Safeguarding Hub (MASH) in Wakefield, and details the health commitment required
to operate the MASH in a multi-agency structure. The report details the financial
implications of establishing the MASH both in staffing requirements and financial
contributions.
Included in the report are:
•
the plans for the provision of awareness raising in health of the MASH;
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•

the report from the independent expert in relation to the requirements for the
information sharing agreement required to ensure legal sharing of information
amongst the agencies is at the heart of the project.

Following discussion it was agreed by members to fund from non-recurring funds the
appointment / secondment of initially one wte to be in post asap, as outlined in the paper
but members felt that the long term funding of these posts should be agreed with the Local
Area Team and the Local Authority as this is likely to be a Health Visitor post.
Members agreed to approve plans for the health contribution and staffing of the MASH
SUBJECT TO: further discussions with Local Area Team and Local Authority around long term
funding of posts.
Action:
9

AC agreed to take discussions further with Local Area Team and Local
Authority.

A EMERGENCY DEPARTMENT SERVICE MODELS
GC tabled the paper stating the purpose was to inform a future decision on urgent care
within Emergency Department highlighting the aim is to implement and develop an
integrated approach for the delivery of the MYHT emergency departments. GC advised
members that the preferred model is to have an integrated model at Pinderfields General
with integrated Primary Care skills.
AS informed members that the model is currently still being worked up as there are issues
regarding capacity of staff. GC stated that MYHT currently visited Oldham but informed
members that their model would not work as there was no direct Primary Care used and the
need to look further. JP explained a model in London that would be useful and agreed to
pass GC the information so that a visit could be set up.
Action:

JP to share London Model information to GC.

AP explained to members around MYHT pushing for top up payments at PGI Emergency
Department and asked GC to ensure out model facilitates this extra capacity.
B WINTER PLAN
GC gave a verbal update stating that the plan has now been refreshed and will be
resubmitted on Monday 30 September, following discussion at the Urgent Care Board where
members went through an assurance checklist to ensure all aspects of the service were
considered.
Action:

AP agreed to pick up with Ian Currell the issues with Area Team.
TET to send AP minutes of UCB.

Members agreed that the plan needed to be Wakefield specific but included the West
Yorkshire approach.
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10

CRITERIA BASED COMMISSIONING FOR KNEE WASHOUTS AND CARPEL TUNNEL
LD and AMi presented the paper stating that reducing the number of procedures which
evidence based best practice suggests are of ‘low clinical value’ maximises clinical outcomes
and value for money.
Criteria based commissioning is already in place for a number of procedures listed on ‘The
Croydon List’. Adopting an evidence based approach further work has been undertaken to
develop criteria for four more procedures, two of which (knee washouts and carpel tunnel)
were presented for consideration.
LD stated that currently these procedures identified a £243,000 QIPP saving but following
further research there would be no financial savings against Knee washouts due to the
procedure not purely being washouts but stated there would still be a QIPP saving of £22,
973 in relation to Carpal Tunnel.
AS raised his concern around the impact these findings will have on the QIPP savings for this
year and was anxious that other Criteria Based Commissioning policies savings may not
happen. LD stated the next steps is for the team are to work on criteria 4 of the Croydon list
ensuring more Primary Care input to ensure the findings are evidence based.
JP congratulated LD and her team on the performance management process of capturing
this information even though it did not gain the results Wakefield CCG wanted.
Members agreed to:
I.
Approve the immediate introduction of the criteria for knee washouts and carpel
Tunnel;
II.
Note the content of the Equality Impact Assessment and agree the incorporation of
the two new criteria-based policies into this and the general commissioning policy.
To note the attached Quality Impact Assessment which has been written for the
criteria based commissioning project;
III.
Note and support the next steps with particular emphasis on a local collaborative
approach to development of pathways;
IV.
Note further work is taking place via the Business Intelligence Unit to confirm the
baseline position in relation to activity and costs for these 2 procedures to inform
activity and cost projections set in the context of 13/14 QIPP.
LD stated that these will be incorporated into the revised General Commissioning Policy and
implemented with immediate effect following ‘sign off’ by the Integrated Governance
Committee.

11

A QIPP
AM presented the paper; stating that it has been brought to provide a progress update on
the current QIPP programme which were:
•
With the additional support a dedicated QIPP Programme Manager a review of the
status of all the QIPP projects has been completed.
•
A QIPP ‘Stop the Line’ meeting was organised at which each project lead/Head of
Service was asked to consider their project against its ability to deliver the stated
benefit in 2013/14.
•
As a result of the ‘Stop the Line’ meeting it was identified that:
5

•
•
•

o
Some projects are on track
o
Some projects have no financial benefits in 2013/14
o
Some projects will produce benefits in 2014/15
o
Some projects need more project support to safeguard delivery
o
Each project needs to plan to accelerate project activities to ensure delivery
New projects have been identified, and where possible, will be accelerated into the
2013/14 QIPP Programme. A robust plan is being developed to organise this.
The planning process for the 2014/15 QIPP Programme has started; this will also
include the current projects that will not deliver QIPP benefits this financial year.
Interdependencies between projects have been reviewed. The impact of which are
being considered within the identified projects.

Members agreed to note the update and approve the update.
B PCLIF
AS described the different aspects of the PCLIF schemes that the PCLIF Board were looking
into which included Mid Yorkshire Hospitals Trust (MYHT), Yorkshire Ambulance Service
(YAS) and Primary Care.
KM attended the meeting and stated the need for clinical input from GP board members for
all visits to the first cohort of practices identified.
AS stated the process has also been discussed with MYHT and they are on board but wanted
to advise Clinical Cabinet members that the evaluation process is on-going and all detail is
needed by the end of this year.
Members agreed to support the process and for an update to come to the November
meeting.
Action:
12

TT to add PCLIF update to November Agenda.

NETWORK UPDATES
PE discussed the future form and working of CCGs around the country following attendance
at a recent commissioning assembly and the need for a geographical network and there will
be a further update at the next board meeting on the 8th October on the need to engage
more with clinicians.
KM stated that the requirement of CCGs are changing and Peter Blackerby has been working
with the PSU and clinicians on skills and how to move forward over the last month.

CLINICAL DISCUSSION / DEBATE
13

TRANSFORMATION PROGRAMME UPDATE
MEETING THE CHALLENGE / PHASE 1 AND 2 OUTLINED BUSNIESS CASE
PK attending the meeting to provide a verbal update on the work the Transformation
Programme team have been currently doing around the Outlined Business Case (OBC).

6

PK stated that the draft OBC will be being discussed at the Programme Executive meeting on
the 4 October to set the context. PK stated the biggest impact on the OBC will be around
activity and beds and the main focus currently is Urgent Care and Care Closer to Home, the
main outcome is to ensure that the OBC involves quality improvement. PK informed
members that the OBC will need formal sign off by members at the November meeting.
Action:

TET to add Final OBC Sign Off on November agenda.

Members discussed in detail around annual growth and the impact this will have as the Trust
are currently looking at length of stay and bed reduction but members need to focus on the
final outcome not the initial impact this will have as the change will not be instant and
improvements will be seen over the 3 years. JP stated her anxiety around the bed situation
and the need for operational plans with more focus on doing things differently in the
community.
Members discussed issues around ratios and that the OBC needs to ensure that ratios are
clear on national standards. JP asked PK to ensure that these are implemented in the plan
and PK confirmed he will ensure this runs parallel with the OBC.
PAPERS FOR INFORMATION ONLY
14

IMPROVING ACCESS TO PHYSIOLOGICAL THERAPIES (IAPT) – AN UPDATE ON
PERFORMANCE
PS presented the paper to provide members with an update on IAPT, highlighting to
members that as at May 2013 contract monitoring, Rightsteps have successfully recruited
3.7wte counsellors with further interviews planned during the month for the final post. All
actions relating to the transfer of patients awaiting counselling as part of the Mind Matters
exit plan have now been completed highlighted in appendix A today.
Q1 2013 monitoring identified a performance issue in respect of KPI 4 (The number of
people who have entered psychological therapies during the reporting quarter). It has been
established that this was due to a change in national reporting requirements without a
corresponding change being made by the provider.
It has been confirmed by CSU Performance that there is no longer a national performance
indicator relating to IAPT in 2013/14. The only trajectory being utilised is that for the Quality
Premium.
PS highlighted to members the Recovery rates, the other key performance indicator for IAPT
continue to be excellent with the following submitted:
April: 54.6%
May: 50.3%
June: 57.3%
July: 57.9%
PS providing members with Rightsteps full quarterly monitoring report as shown in Appendix
C of the paper.

7

Following discussion it was agreed for a Mental Health Procurement meeting to be an
extension of a clinical cabinet meeting, it was agreed for TT to extend the November
meeting and add Michele Ezro to attend.
Action:

TT to extend clinical cabinet November meeting for Mental Health
Procurement discussion.

Members agreed to note the contents of the report.
15

IM&T PROCUREMENT UPDATE
AP presented the paper on behalf of Matt England stating the paper was brought to provide
members with an update on the IM&T procurement of a new website, intranet and
document management system. The briefing also updates members on the communication
with practices on the closure of the Intradoc247 contract.
AP stated there have been some delays to the procurement timeline in relation to
finalisation of the specification and closing the Pre Qualification Questionnaire stage which
has put completion of the project back to mid December. A revised timetable has been
produced and agreed with the Executive Team. The project has now entered the Invitation
to Tender phase and the six short-listed providers are currently working their bids up prior
to the closing date.
AP also advised that the contract with PinBell for the Intradoc247 system comes to an end at
the end of September 2013. Practices were formally written to in August to advise of the
arrangement made with PinBell for extraction of data and also to provide key contacts with
the provider to discuss future requirements that practices may wish to contract for directly.
There have been some concerns from practices about the functionality of the new system
and the management of documents and data practices have on Intradoc247. Pinbell have
given assurances that no data will be lost and can be extracted and the specification for the
new service includes a requirement to be able to import information. The new system is
highly unlikely to provide all the same functionality of Intradoc247 and therefore practices
will not be able to use the new system in the same way in areas such as rotas and CQC
management.
AP advised members there is an conflict of interest with CSU and the team are working on
getting external input.
Members agreed to note the position in relation to the procurement.

16

2014/2015 CONTRACT NEGOTIATION PROCESS
AP presented this paper on behalf of Matt England stating that the purpose of this paper is
to outline the negotiation timeline for the CCG’s main contracts for 2014/15 highlighting key
milestones and risks ensuring contracts are negotiated, agreed and signed in line with the
expected timeline.
The paper outlines the approach to the CCGs main contracts with Mid Yorkshire Hospitals
NHS Trust, Yorkshire Ambulance Service. AP highlighted the key milestones on page 9 within
the report and informed members that teams are working on the timeline know the QIPP
intensions for 2014/15.
8

Action:

JP wanted to ensure that there was interaction with clinical members
throughout the contact negotiation process. AP ensured his team would
be made aware of this.

Members agreed to:
i.
Note the content of the report
ii.
Agree the outline milestones and reporting process.
17

URGENT CARE – WHAT ARE OUR PATIENTS TELLING US?
Deferred to the next meeting.
Action:

18

AS asked that TT send the paper to the next Urgent Care Board for
consideration.

QIPP / MSK OPTIONS REVIEW
CS and MG attending the meeting and gave a presentation around MSK and as part of the
development of the Wakefield CCG QIPP, 2014/5 work programme, a paper was presented
to the QIPP management group to discuss the potential benefits of Wakefield CCG moving
away from a traditional payments by results model for MSK services, to a Prime Contractor
Model.
The group were supportive of the paper and requested that the ‘Prime Contractor Model for
MSK services’ be presented to the Clinical Cabinet for further consideration. CS highlighted
members on:
• Burden of MSK problems
• Potential problems of MSK service
• Oldham Model
• Objectives of a Primary Contractor Model and DH thoughts
Members discussed the model in detail ensuring that all individuals would work together
ensuring integrated care pathways and flexibility and agreed for a Business Case to be
brought to the October meeting.
Action:

19

MSK Business Case to be brought to November meeting.
agenda.

TT add to

ANY OTHER BUSINESS
1. Board Papers
Following discussion it was agreed that all front sheets submitted with Board papers should
have the engagement section completed.
AS asked that an email goes out to Commissioning Managers to enforce this and when the
consultant and engagement process should start. SH stated that LE fortnightly sits on a CSU
engagement meeting and would be the key contact to help with this.
Action:

TT to email Laura Elliott and Kathryn Bryant to action this.

9

20

DATE AND TIME OF NEXT MEETING
Thursday 24 October 2013
09.00 – 12.30
Seminar Room, White Rose House
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27.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted on behalf of Mr S Hardy, Dr L Kamal and Dr A
Sheppard were accepted.

28.

MINUTES
Resolved – That the Minutes of the meeting of the Health and Wellbeing Board held on
18 July 2013 be approved as a correct record.

29.

CHAIR'S ANNOUNCEMENTS
Welcome
The Chair welcomed Mr P Loosemore, Chair of Healthwatch, Wakefield and Mr J
Wilson, Corporate Director, Children and Young People to the meeting. Mr Loosemore
and Mr Wilson would be joining the Health and Wellbeing Board following formal
appointment by Council later in September. The Chair also welcomed Ms J Redfearn,
Local Government Association.
Integration Pioneer and Systems Leadership Bids
It was noted that the expression of interest to become an Integration Pioneer had been
unsuccessful. However ,the Chair was delighted that Ms J Redfearn would be working
with the Board for forty days of system leadership facilitation up to the end of March
2014. The application submitted by the Board was around developing integrated adult
health and social care services through the transformation and integration of Health and
Social Care Services. The facilitated Systems Leadership programme would seek to
impact on local leadership positively in a number of ways and the outcomes that the
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Board expected to see for the citizens of the District as a result of integrated care were
noted.
30.

MEMBERS DECLARATIONS OF INTEREST
No disclosures of interest were made.

31.

CARE CLOSER TO HOME - INTEGRATED CARE TEAMS
The Chair welcomed R Hurren, Director of Integrated Care and H Childs, Interim
Programme Manager to the meeting who undertook respective presentations on the
progress to date on the design and delivery of an Integrated Health and Social Care
service in Wakefield.
The Health and Wellbeing Board was committed to support and oversee the
development of one approach to integration ensuring co-ordination between the different
transformation programmes. Integrated care / care closer to the home was key to the
achievement of other Health and Wellbeing Board objectives/priorities.
The Care Closer to Home programme had committed to ensure that adults were
proactively managed and supported at or closer to their own homes; only people who
required hospital care should be admitted, wherever possible in a planned way; and
once admitted, patients only stayed for as long as was clinically necessary, were safely
discharged and, if needed, supported afterwards.
The presentations and supporting papers set out the strategic context, the local
approach to the transformation programme and the development of the vision and
pathway to deliver. It was acknowledged that the system had to change and ‘doing
nothing’ was not an option. A significant number of people were inappropriately
admitted to hospital and as a result there needed to be a radical transformation of
primary and community care to ensure that only those that really needed to be admitted
were. This change required the removal of acute beds from hospital and resources
realigned to primary and community care.
The transformation agenda required a whole system approach to deliver effective and
sustainable care with the community and voluntary sector playing a significant role in the
future. As such, work would be undertaken to develop community networks. Early
thoughts on the modelling of the new approach were discussed including wrap around
integrated care teams, GP practises being open and hospital consultants being
available on a Saturday and Sunday’s and the potential for new GP practise liaison
arrangements as part of a wider radical review of care co-ordination. The next steps for
the development of the Integrated Care Team model were noted including how the
views of patients and service users would inform the process, how the front line would
be engaged and the workforce developed.
It was acknowledged that in creating a new entity the governance framework would
need to be clearly set out.
Resolved – That the Health and Wellbeing Board support the transformation of health
and social care services to achieve the priorities agreed within the Health and Wellbeing
Strategy for Wakefield acknowledging and supporting the ongoing development of the
proposed model of Adult Integrated Care whilst recognising the barriers to delivery and
offer support to minimise their impact.
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32.

JOINT STRATEGIC NEEDS ASSESSMENT
The Chair welcomed H Laird and W Holroyd, Wakefield MDC Public Health who
undertook a presentation on the Joint Strategic Needs Assessment with particular
regard to its purpose, role and possible direction.
The Joint Strategic Needs Assessment (JNSA) was defined as ‘a systematic method for
reviewing the health and wellbeing needs of a population, leading to agreed
commissioning priorities that would improve the health and wellbeing outcomes and
reduce inequalities’. In acknowledging that the JNSA could not be the answer to
everything, the Board gave consideration to how the resource could be developed, the
development principles which underpinned the document, work which had been
completed to date together with the future direction and technical challenges faced.
The Wakefield JNSA was viewed positively within the region with other local authorities
replicating the Wakefield model. It would however continue to develop and evolve and
be the subject of further debate within the Boards development programme.
Resolved – That the content of the presentation be noted.

33.

FINANCIAL CONTEXT AND LONG TERM PLANS
J Roney, Chief Executive, WMDC briefed the Board on the context of the Council’s
financial position. Local government funding would be cut by 10% in 2015/16. This
equated to a 30/35% cut to in real terms for Wakefield. The announcements made in the
Chancellor’s Budget and the subsequent Comprehensive Spending Review / Autumn
Statement had increased the budget savings which the Council had to make in the period
2011/12 – 2017/18 from £130m to £150m. Budget Council in February had approved a
two year budget to 2014/15. In 2015/16 the Council was faced with delivering a further
£47m in one year with a further £20m in 2016/17 equating to an overall reduction in net
spend of between 30 to 40%. The Council’s budget strategy remained however to
protect the most vulnerable and create opportunities for growth in the District. The
budget position highlighted the importance of the integration agenda transforming
services with less money available. The foundations were being put in place to facilitate
the big decisions required to be made as to how services would be delivered in the
future.
A Pepper, Chief Finance Officer, NHS Wakefield CCG presented a report which drew
together the themes that informed the CCG long term financial strategy and highlighted
the main elements of focus. The report summarised that the CCG’s financial strategy
presented both risk and opportunity. There were risks around demand, inflation, QIPP
efficiencies, funding formula, adjustments and tariff changes. However, transformation
and partnership working provided the best opportunity to deliver the necessary
efficiencies and respond to the long term financial challenge. The CCG would need to
continue to engage with health and social care partners to determine which elements of
existing services would benefit most significantly from the synergies of the Integration
Transformation Fund. An estimate as to the scale of the fund was £25m. The CCG
would also seek to invest non-recurrent resources to pump-prime transformation; and
work with partners to develop plans to invest the first tranche of ITF resources in
2014/15; as from 2015/16 those services would need to be commissioned differently
between health and social care. S Eames, Chief Executive, Mid Yorkshire Hospitals
NHS Trust outlined the financial context facing the Trust through the reduction of its cost
base. Again, the importance of the transformation agenda was acknowledged.
It was proposed that the Joint Strategic Commissioning Board be strengthened and
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become a Sub-Committee of the Board facilitating a more sophisticated decision making
process. The Director of Public Health would Chair the strengthened Board.
Resolved – That a joint response from the Board be submitted to NHS England on
proposals to adjust CCG funding formula.
34.

2013/14 CCG QUALITY PREMIUM - LOCAL MEASURES
Consideration was given to a report of the Chief Officer, NHS Wakefield CCG updating
the Board on the progress of the three local measures of the CCG’s 2013/14 Quality
Premium identified following consultation with member practices, the public, patients
and the Health and Wellbeing Board.
The three local measures chosen by the CCG following consultation reflected the
Board’s priorities and would focus on reducing smoking in pregnancy; improving access
to talking therapies; and improving recovery from stroke. Both the national and local
measures were monitored on a monthly basis through the performance reporting to the
CCG’s Integrated Governance Committee and Governing Body, as well as through
regular contract monitoring with the relevant providers.
Resolved – That the information as detailed in the report be noted.

35.

PUBLIC HEALTH RELATED SURVEY OF SCHOOL AND COLLEGE AGED
CHILDREN AND YOUNG PEOPLE
R Twiggins, WMDC Public Health attended the meeting to present a report which raised
awareness of the Public Health Behaviour Related Survey of School and College Aged
Children and Young People which had recently been completed and highlighted the
initial findings. The Board gave consideration to potential areas of work in the WMDC’s
Children’s Services Directorate that would integrate well with this initiative together with
considering how the information could be utilised to explore opportunities to initiate
integrated and targeted work to explore the survey findings in more depth and identify
appropriate intervention to address health issues. An agreed budget had been identified
to follow up with action to address the needs identified in the survey.
Resolved - That a process be undertaken to identify a provider to engage with schools
to explore the survey findings in more depth to identify, agree and deliver interventions
to address the significant issues.

36.

HEALTH PROTECTION SUB GROUP UPDATE
Consideration was given to a report of the Director of Public Health updating the Board
on the progress of the Health Protection Sub Group. The role and core purpose of the
Sub Group was to provide robust governance arrangements for the local authority via
the Director of Public Health to undertake the planned new duties under the Health and
Social Care Act 2012 to protect the health of the population. Set out in the report were
headlines from the individual workstreams.
Resolved – That the Health Protection Sub Group provide the Health and Wellbeing
Board with a six monthly update together with an Annual Report

37.

DATE AND TIME OF NEXT MEETING.
Resolved – (1) That the next meeting of the Health and Wellbeing Board be held at
12.30 pm on Thursday 14 November 2013 in Committee Room A, County Hall,
Wakefield.
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(2) That the future meeting dates to the end of the Municipal Year are set out below be
noted:Thursday 16 January 2014
Thursday 13 March 2014
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–
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Committee Room A, County Hall.
Committee Room A, County Hall.
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38.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted on behalf of Councillor Ms Sheriff and Ms J Roney
OBE were accepted.

39.

MEMBERS DECLARATIONS OF INTEREST
No disclosures of interest were made.

40.

MEETING THE CHALLENGE CONSULTATION - FINAL REPORT OF THE
WAKEFIELD AND KIRKLEES JOINT HEALTH SCRUTINY COMMITTEE
Consideration was given to the final report of Wakefield and Kirklees Joint Health
Scrutiny Committee alongside the additional information provided at the request of the
Joint Committee by NHS colleagues in response to the report.
The Wakefield and Kirklees Joint Health Scrutiny Committee at its meeting held on 16th
September considered its final report on Proposals to Develop a Mid Yorkshire
Hospitals NHS Trust Clinical Services Strategy. This report was the culmination of a
process which commenced in March 2013.
The Local Authority (Overview and Scrutiny Committees Health Scrutiny Functions)
Regulations 2002 provided for NHS bodies to consult the appropriate Overview and
Scrutiny Committee where the NHS body had under consideration any proposal for a
substantial development of the health service in the local authority’s area. As the
proposals impacted on two local authority areas a Joint Committee was established with
Kirklees Council under these regulations.
In advance of the Joint Committee meeting held on 16th September, Health colleagues
had submitted at the Committee’s request a further response to the Joint Committee’s
report which sought to mitigate the concerns raised in the report and provide the
necessary assurance around the proposals going forward.
The Joint Committee acknowledged that both the Wakefield and Kirklees Health and
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Wellbeing Boards were supportive of the proposals but were mindful that the respective
Boards had not had the opportunity to comment on either the Joint Committee’s final
report or the additional information provided by the NHS responding to the key
concerns.
The Joint Committee subsequently agreed to defer its final decision until Wednesday 9
October 2013 with the recommendation that the HWB’s from both Wakefield and
Kirklees having considered the key areas of concern highlighted in the Joint
Committee’s report, together with the additional information, indicate whether or not they
still had confidence in moving to the Full Business Case, and whether or not any
additional assurance was required from the CCG’s and the Trust. The views of the two
Health and Wellbeing Boards would be considered by the Joint Scrutiny Committee as
part of its final deliberations.
Consideration was therefore given to the Joint Committee’s final report on the proposals
to develop a Mid Yorkshire Hospitals NHS Trust Clinical Services Strategy. Having
debated the issues raised within the report, the Board remained satisfied that the NHS
consultation had been adequate in relation to the content and time allowed and were
confident that the proposals were in the best interests of the health service in Wakefield
and North Kirklees and provided the best opportunity to place Mid-Yorkshire Hospitals
NHS Trust on a firm financial footing. The integration of health and social care whilst
not part of the consultation did form part of the overall picture which was key to both
local authority and health service.
Resolved – (1) That the Wakefield District Health and Wellbeing Board having
considered the key areas of concern highlighted in the Joint Committee’s report,
together with the additional information provided, remained supportive of the proposals
and the overall direction of travel and recommended that the matter be moved forward
to the full business case.
(2) That given the time constraints, the Chair and Deputy Chair agree the Health and
Wellbeing Boards response to the Chair of the Joint Scrutiny Committee.
41.

DATE AND TIME OF NEXT MEETING
Resolved – (1) That the next meeting of the Health and Wellbeing Board be held at
12.30 pm on Thursday 14 November 2013 in Committee Room A, County Hall,
Wakefield.
(2) That the future meeting dates to the end of the Municipal Year as set out below, be
noted:Thursday 16 January 2014
Thursday 13 Mrch 2014
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Committee Room A, County Hall.
Committee Room A, County Hall.

