BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 14 JANUARY 2014
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1. Welcome and Chair’s Opening Remarks
2. Apologies for Absence – Stephen Hardy
3. Public Questions and Answers
4. Declarations of interest

All present

5. a Minutes of the meeting held on 12 November 2013
b Action sheet from the meeting held on 12 November 2013
6. Matters arising
7. Chief Officer Briefing

Jo Webster

8. Presentation : Digital Strategy

Dr Clive Harries

9. Finance Report Month 8

Andrew Pepper

10. Financial Plan 2014/15 and onwards

Andrew Pepper

11. Strategic Plan 2014/16 and 2016/19

Sally Bell (WSYBCSU)

12. Integrated Quality and Performance Summary Report
13. Update on Winter Plans 2013/14

Andrew Pepper & Jo Pollard
Dr Adam Sheppard

14. Local Clinical Network Reconfiguration

Dr Greg Connor
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15. Director of Public Health Annual Report 2013

Dr Andrew Furber

16. S256 agreement re Social Care Funding by NHS England

Dr Andrew Furber

17. Better Care Fund (formerly referred to as the ‘Integrated
Transformation Fund‘)
18. Commissioning & Contracting Strategy

Helen Childs

Jo Pollard & Andrew Pepper

19. Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 17 December 2013
b Integrated Governance Committee
(i) Minutes of meeting held on 21 November2013
c Clinical Cabinet
(i) Minutes of meeting held on 24 October 2013
(ii) Minutes of meeting held on 28 November 2013
d Health and Well Being Board
(i) Minutes of meeting held on 14 November 2013
20. Any other business
21. The Board is recommended to make the following resolution:
“That representatives of the press and other members of the public
be excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest” (Section 1 (2) Public
Bodies (Admission to Meetings) Act 1970)”.
22. Date and time of next Public meeting:
Tuesday, 11 March 2014, 1pm in the Boardroom, White Rose House
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 12 November 2013
Boardroom, White Rose House

Present

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

GP, Pinfold Lane Surgery
Practice Manager, Stuart Road Surgery
GP, Kings Medical Centre
GP, Outwood Park Medical Centre
Lay Member
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health – Wakefield Council
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

In Attendance

Katherine Bryant
Helen Childs

Governance & Board Secretary (minute taker)
Interim Programme Manager ‐ Transforming Care Closer to
Home
Head of Quality and Engagement
(minutes 13/149, 13/151 & 13/152)
Head of Contracting & Commercial Strategy
(minute 13/151)
Senior Associate – Engagement, WSYBCSU (minute 13/149)
Patient (minute 13/149)
Service Development and Transformation Manager (minute
13/153)

Laura Elliott
Matt England
Dasa Farmer
Jim Kerr
Simon Rowe

13/141

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting. He reflected that NHS change moves at
a pace, and it was pleasing that NHS Wakefield CCG is well down the road on
implementing many required changes.
The Governing Body welcomed two good news stories. Analysis by NHS England of acute
trusts in northern England had listed MYHT as the 3rd best performing trust for compliance
with a range of quality indicators for August 2013. This ranking is based on the percentage
of indicators for which performance exceeded expectation. Moreover in the recent
Friends and Family survey showed an increased percentage of people would recommend
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the Trust to their friends and family. Dr Earnshaw said he believed that these were signs
that MYHT was on a journey of improvement, although he acknowledged that there would
always be additional improvements which could be made to further improve patient
experience and safety.
13/142

Apologies for Absence
Apologies for absence were received from:
Andrew Balchin
Dr Paul Dewhirst
Jo Webster
Lee Beresford

13/143

Corporate Director, Adults, Health & Communities ‐ Wakefield
Council
GP, Queen Street Surgery
Chief Officer
Associate Director Strategy

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.

13/144

Public Questions and Answers
Mr Tony Howell from Spectrum People asked the Governing Body about the continence
service. In particular whether the CCG had agreed to a reduction in the service available.
Mr Howell said that he was concerned that the service had been reduced as a result of
decreased staffing numbers. Dr Earnshaw confirmed that the CCG had not approved any
changes to service which had been commissioned. Jo Pollard reinforced this, and agreed
to look into the question further and respond directly to Mr Howell in writing.
Dr Earnshaw invited further questions from the public, but there were no additional
questions.

13/145

Minutes of meeting held on 10 September 2013
Helen Childs noted that although it was not recorded, she had been in attendance at the
meeting held on 10 September 2013.
It was RESOLVED that:
i)
the minutes of the meeting of the NHS Wakefield Clinical Commissioning
Group Governing Body Meeting held on 10 September 2013 were agreed as a
correct record with one amendment.

13/146

Action sheet from meeting held on 10 September 2013
Katherine Bryant provided the governing body with an update on progress on outstanding
actions from 10 September 2013. She noted that all were completed with the exception
of:



Minute 13/64 – the continuing healthcare system and processes report will be
presented to the Governing Body in January 2014.
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13/147

Matters arising
There were no matters arising.

13/148

Chief Officer Briefing
It was noted that Jo Webster had provided her apologies for the meeting due to a family
bereavement; in her absence Andrew Pepper presented the Chief Officer report. He
highlighted three areas within the report. Firstly the formation of West Yorkshire
Commissioning Collaborative (referred to as “10CC”). The Governing Body noted the
terms of reference at appendix one. Secondly, Andrew Pepper referenced the
establishment of NOVA.
Attention was drawn to three pieces of guidance published by NHS England included as
appendices to written report. The first letter (dated 10 October 2013) outlined plans for
all CCGs to prepare strategic plans which adopt a five‐year approach. The second letter
(17 October 2013) detailed arrangements to form a pooled budget with the local
authority; the ‘Integration Transformation Fund’. The third letter (dated 4 November
2013) referred to strategic and operational planning in the NHS. It was anticipated that
further guidance would be released to CCGs in mid‐December 2013.
Dr Andrew Furber provided information about the CQC’s new model for intelligent
monitoring. He explained that all acute NHS trusts had been grouped into six 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. MYHT had been placed in band 3; the Trust
did not therefore fall within the group of hospitals which presented the CQC with the
greatest level of concern. Dr Furber noted the CQC intelligence monitoring was a tool,
and as such had benefits and limitations. Although the CQC analysis suggested that MYHT
was providing good quality care, it was right for the CQC to remain vigilant to issues and
concerns.
The Governing Body noted an additional item; a planned visit by the Cabinet Office to
MYHT Accident and Emergency department on Thursday 14th November. A whole day
programme has been developed which will provide an oversight of the whole health
system, not just Accident and Emergency in isolation.
Sandra Cheseldine drew attention to the final sentence of point 5 in the NHS England
letter at appendix 2 (planning for a sustainable NHS: responding to ‘call to action’);
“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”.
Sandra queried whether this suggested that the QIPP target for 14/15 might increase and
would therefore present a significant challenge to the CCG. Andrew Pepper said that this
was not yet confirmed, and no details were yet available, but he had discussed this
possibility with the Area Team. Andrew Pepper noted that Sandra had made a fair
observation, and this did present a risk to the CCG.
It was RESOLVED that:
i)
the report be noted.

13/149

Patient and Public Engagement Annual Report 2012‐13 – Presentation
Jo Pollard introduced the report, saying that she was very proud of the work undertaken
3

by her team and Stephen Hardy. The CCG were in a great place to move forward and
enable the Governing Body to hear patient voices.
Stephen Hardy explained that the report was presented to the Integrated Governance
Committee in September and received a very positive reception. He highlighted the ‘you
said – we did’ format; this demonstrated the CCG’s commitment to listening to patients
and putting them at the heart of the organisation. Stephen Hardy concluded by drawing
attention to the strengthened membership of the Patient Involvement and Patient
Engagement Committee which now included representation from hard to reach groups,
for example members of the travelling community.
The Governing Body welcomed Jim Kerr (a patient) to speak about his experience of
working with the CCG since May 2011. Jim explained that he was involved with a number
of patient groups including the King Street Local Patient Reference Group, the Patient
Participation Group network, LINks, NHS England Healthwatch and NHS111 programme
board for Yorkshire and the Humber.
Jim said that he always found both NHS Wakefield District Primary Care Trust (PCT), and
NHS Wakefield CCG to be very welcoming. Thankfully there had been little disruption
during the transition from PCT to CCG. Jim said he was impressed that a healthy turnout
was maintained at meetings, with a good mix of attendees and a steady stream of
patients becoming involved.
Patient and public engagement was not a ‘tick‐box exercise’ for NHS Wakefield CCG. Jim
cited two particular examples including the ‘Meeting the Challenge’ consultation and
work on accident and emergency attendances.
Jim concluded by noting that unlike other CCGs patients attending Patient Participation
Group network meetings were reimbursed immediately for the travel costs they had
incurred; there were no delays, something which was very much appreciated.
Stephen Hardy drew attention to the number and range of engagement activities which
were planned for the coming year. He congratulated Jo Pollard, Laura Elliott, Dasa Farmer
and their colleagues. Patient and public engagement is the bedrock of everything the CCG
does.
Members of the Governing Body were invited to comment and ask questions.
Steve Bryan welcomed the report, and asked what more the CCG could do to further
improve public and patient engagement. Stephen Hardy identified a number of areas
which could be developed, these included three points. Revision of Patient Reference
Group agendas to ensure that the experience and expertise of members is maximised.
Establishment of mechanisms by which members of the Patient Involvement and Patient
Experience Committee can raise sensitive concerns outside the public arena. The CCG
need to find new ways to engage young people, a group who seem particularly reluctant
to attend meetings.
Dr Andrew Furber said that he thought the report was fantastic, and that it was the first
NHS Board meeting he had attended, at which a patient was invited to present, this was
very welcome. The engagement of children and young people was also a challenge for
the local authority, but some progress had been made. Laura Elliott confirmed that there
was joint working with the local authority, for example around the young inspector
programme.
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Dr Sheppard noted that as chair of Clinical Cabinet, he ensured that every business case
presented for approval detailed patient and public involvement. It would be very
important to gather public and patient views of the forthcoming walk‐in centre review.
Dr Clive Harries echoed concerns about the difficulties of engaging young people. Social
media and extranets had proved successful. He suggested that when the CCG intranet is
re‐built consideration should be given to including an out‐reach function.
It was RESOLVED that:
(i)
the Patient and Public Engagement Annual Report 2012‐13 report be
approved and contents of the presentation be noted.
13/150

Finance Report (month six)
Andrew Pepper presented the finance report, which provided data up until month six of
2013/14, and mirrored the report shared with the Integrated Governance Committee in
October 2013.
Andrew Pepper highlighted the CCG’s balanced year to date position; this was the result
of the release of non‐reserves, without which the CCG would be £1.6m overspent.
Although the CCG would break‐even at the end of the financial year, there will be an
underlying problem for the financial year 2014/15 due to increased demand and under
delivery of QIPP. A recent report from NHS England revealed that 25 CCGs were now
forecasting a deficit at the year‐end (up from 9 CCGs).
Andrew Pepper reported that the overspend related to two main factors; overtrades with
the CCG’s acute providers and increased prescribing costs due to no cheaper stock being
available. With regard to the overtrade, it had been forecast that the Primary Care Local
Improvement Framework (PCLIF) scheme would reduce non elective attendances and
admissions which was not being achieved. Actions were being taken to recover the
situation, with a further meeting planned to consider an evaluation of the PCLIF scheme
at the end of November.
Finally attention was drawn to a letter Jo Webster and Andrew Pepper had sent to Paul
Baumann (NHS England Chief Financial Officer) regarding a proposed review of the
allocations policy, which would potentially reduce Wakefield’s settlement by £43m per
annum. It was noted that Paul Baumann had recently appeared before MPs and
confirmed that the allocation policy and also the likely pace of implementation was yet to
be confirmed.
Members of the Governing Body were invited to comment and ask questions.
Rhod Mitchell welcomed the timing of the PCLIF evaluation; it would provide the CCG
with sufficient time to respond to the funding’s of the evaluation.
It was noted that prescribing data from August 2013 suggested that activity was moving in
a more positive direction.
It was RESOLVED that:
i)
the contents of the report be noted.

13/151

Integrated Quality and Performance Summary Report
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Jo Pollard introduced the integrated quality and performance report. She noted actions
being taken in response to areas which were underperforming. Matt England and Laura
Elliott were congratulated on the development of the report format over the preceding
months.
It was noted that Yorkshire Ambulance Service (YAS) had received two compliance actions
as a result of an unannounced CQC visit in July 2013.
Following concerns about quality assurance systems and processes in relation to care
homes. Jo Pollard drew attention to pages 28‐31 of the report, which detailed CQC
review of care homes in Wakefield district.
The Quality Intelligence Group was formed in response to the Francis Report and a
Governing Body development session about ‘quality’ which took place in April 2013. Jo
Pollard said that this group systematised soft intelligence received by the CCG.
It was reported that an external review of quality governance was currently being
undertaken by Niche consulting. The review findings would be presented to the
Governing Body in early 2014, following the preparation of a joint action plan by NHS
Wakefield CCG, NHS North Kirklees CCG and MYHT.
Andrew Pepper drew attention to an increase in the number of green indicators on the
strategic objectives balanced scorecard (page 3 of the report). He also noted an upwards
trajectory in ambulance turnaround times. Moreover 18 week RTT waiting time measures
were also showing an improvement, albeit the measures remained red, a detail list of
speciality performance was available from Andrew Pepper upon request.
It was noted that the introduction of a new Patient Administration System (PAS) by MYHT
had resulted in some short term difficulties, which were being resolved.
Members of the Governing Body were invited to comment and ask questions.
Dr Ann Carroll expressed concern about an apparent decrease in staffing levels of health
visitors and district nursing. Jo Pollard confirmed that NHS England now commission
health visitors, a meeting was scheduled to take place the following week to discuss this
further. Helen Childs said that MYHT have been asked for information about district
nursing staffing levels, and discussions were on‐going.
Stephen Hardy welcomed the inclusion of information from the Quality and Intelligence
Group. He noted the importance of embedding complaints information in a similar
manner, so that the CCG can learn from patient experience and perceptions.
Sharon Fox welcomed details about the plan developed in response to MRSA and C‐
Difficile cases. Laura Elliott confirmed that there had been no reported MRSA cases in
October.
It was RESOLVED that:
i)
the current performance against the CCG strategic objectives and Quality
Premium be noted;
ii) the actions taken following the CQC reviews of MYHT be noted; and,
iii) the actions being taken to address areas of underperformance be approved.
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13/152

CCG Assurance Process
Jo Pollard explained that the report outlined the process NHS Wakefield CCG had followed
for quarter one. This was through a checkpoint process developed by NHS England.
Attention was drawn to a copy of the final balanced scorecard (for checkpoint one)
included in the paper.
Laura Elliott noted that in addition the paper outlined the assurance process which was
being followed for quarter two. The Local Area Team would quality assure the self‐
certification element which was submitted by the CCG on 1st November 2013. Following
which the ten CCGs in West Yorkshire would attend a joint event, to share experiences
and focus on 2014/15 strategic planning. A one‐to‐one meeting for the CCG and West
Yorkshire Area Team was scheduled for 26 November 2013. It was anticipated that unlike
checkpoint one when questions were generic for all CCGs the meeting would focus on
questions tailored to NHS Wakefield CCG.
Dr Phil Earnshaw noted that quarterly review may be too frequent, although he reflected
that this was the first year of the process, which was would continue to evolve, with
revisions expected to the proves in quarters three and four.
Dr Harries asked Laura Elliott if she was happy with the quality measures included in the
assurance process; in particular did they reference all areas of CCG activity. Laura Elliott
said that the measures were the ones she had expected, because there were only a few
areas which could be measured consistently. She noted that the measures were
particularly focused on the acute sector.
It was RESOLVED that:
i)
the contents of the paper for information and the Quarter 1 Balanced
Scorecard be noted.

13/153

Winter Plan 2013/14
Dr Adam Sheppard introduced the paper, and explained that this was plan for the whole
health economy. The role of the West Yorkshire Area Team in assessing the suitability of
the plan was noted. Finally Dr Sheppard drew attention to the management of risks and
use of the ‘REAP’ system (Respond, Escalation, Action Plan).
Simon Rowe explained that the winter plan was a ‘live document’. The version of the plan
presented included amendments made in response to comments received from the West
Yorkshire Area Team. Following minor final amendments the plan would be re‐submitted
to the West Yorkshire Area Team. The Governing Body was assured that should major
changes be made to the plan, the winter plan would again be presented to Clinical
Cabinet and the Governing Body as appropriate.
Members of the Governing Body were assured that the REAP approach would result in all
necessary actions being implemented before the start of winter. Unlike previous years
there would not be daily bed alert status, a weekly status report would be circulated
instead.
Dr Sheppard noted the non‐recurrent schemes approved by Clinical Cabinet on 24
October 2013; full details were included in the report. Dr Earnshaw sought assurance
that approval of these schemes was in line with the CCG’s constitution. Jo Pollard
confirmed that they were.
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Dr Earnshaw noted the sensitive nature of the winter plan, particularly given the media
news stories in the days preceding the meeting. He sought assurance that all necessary
actions were in place locally. Simon Rowe said that he was confident they were and this
was supplemented by confirmation from Dr Sheppard that the CCG and health economy
were in a safe position. In particular he noted the role of the Urgent Care Board and the
REAP status process.
Dr Brown expressed concern about difficulties he had experienced while trying to contact
the Ambulatory Care Unit at MYHT. Dr Sheppard thanked Dr Brown for his feedback, and
confirmed that the issue had been escalated for investigation. GP members were
encouraged to report any difficulties they experienced as an incident, in order to ensure
that any ‘nuts and bolts’ operational issues were resolved quickly.
Dr Earnshaw asked why demand for MRI exceeding capacity was listed as a risk. He was
surprised that this was an issue given the number of MRI scanners available in MYHT.
Simon Rowe said that MYHT were ensuring maximum use of the scanners by undertaking
scans during evening and weekend periods. Dr Biswas suggested that there may be
additional capacity with the community sector. Jo Pollard welcome this feedback and
agreed to raise this at the next MYHT Executive Contract Board. In addition Dr Earnshaw
suggested that it may be an appropriate opportunity for the CCG to consider whether
open access to MRI scanners should continue; a review assessing primary care usage was
timely.
Sharon Fox drew attention to historical difficulties with care closer to home beds creating
a ‘bottleneck’. She sought further information about the steps being taken to avoid this
re‐occurring during Winter 2013/14. Jo Pollard explained that an “in‐reach” service would
be operated to ensure smooth patient flows and avoid beds being blocked. A further
question about winter beds for patients from the eastern side of Wakefield district was
raised by Sharon Fox. Simon Rowe explained that the beds available at Pinderfields
hospital would be available for patients from across Wakefield district.
Dr Andrew Furber noted the financial pressures on patients during this particular year, for
example due to increased fuel costs. Simon Rowe agreed that this presented a particular
risk for patients, who may be more likely to become ill without heating. He drew
attention to an important role within the plan for the voluntary and community sector, for
example the ‘Snowbell Scheme’ run by Age UK.
It was RESOLVED that:
i)
comments received from the Local Area Team on the winter plan be noted;
ii)
the Winter Plan, based on the stated actions, be approved;
iii)
the addition of the risks onto the risk management reporting system be noted;
iv)
further updates on the plan, following the revised submission to the Local
Area Team, be supported.

13/154

Proposals for non‐recurrent investment
Andrew Pepper presented the report, which outlined proposals for non‐recurrent
investment to be approved by the Governing Body. During 2013/14 the CCG identified
non‐recurrent resources of £11.4 million. An iteration of the paper had been considered
by the Integrated Governance Committee in October 2013, and under the CCG’s
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governing documents Governing Body approval was required for a proposal due to its
monetary value.
Andrew Pepper noted the role of the West Yorkshire Area Team in approving non‐
recurrent investment proposals.
Attention was drawn to section 3.5 of the report, which outlined proposals related to
MYHT, in particular £3.9m for legacy support across Wakefield and North Kirklees
(£2,568,000 Wakefield CCG).
Finally the Governing Body were invited to consider section 3.6 of the report, which
detailed other schemes; including Health Inequalities support and QIPP invest to save
schemes.
Members of the Governing Body were invited to comment and ask questions.
Steven Hardy expressed concern that the legacy support funding could mean the CCG
would fund services twice. Dr Earnshaw noted that additional funding had been approved
during the last service reorganisation process (by NHS Wakefield District Primary Care
Trust) in recognition that the agreed service configuration (although reflecting clinical
requirements) did not optimise resources. Moving forward ‘Meeting the Challenge’
sought to resolve these inefficiencies.
Mr Hany Lotfallah asked if this funding was in fact recurrent. Andrew Pepper advised that
the report content was being considered in relation to 2013/14 only and was not
recurrent.
Dr Ann Carroll noted that it was the first time she had seen this detail. She queried
whether the funding would be sufficient to cover future costs. Andrew Pepper said that
the detail was currently being work on. Dr Earnshaw noted the Financial Business Case
(FBC) should be clear on future funding arrangements and the CCG should aspire to
remove all legacy issues.
Dr Clive Harries asked that a reference to Improving Access to Psychological Therapies
(IAPT) service (section 3.4 of the report) be amended and refer to liaison psychiatry. He
also noted that a RAID (Rapid Assessment Interface Discharge) model would not be
utilised.
Steve Bryan expressed concern that none of the proposals appeared to reflect
engagement of innovation in general practice. Dr Earnshaw said that non recurrent funds
were not intended for use in general practice, however he accepted that in future practice
should be engaged further in the development of proposals for use of non‐recurrent
funds. At very short notice however the CCG had submitted ideas to the Area Team for
the use of non‐recurrent funds in general practice.
Sandra Cheseldine asked whether the proposals relating to ‘Care Closer to Home’ should
have been approved by the Governing Body because the value exceeded £1million.
Andrew Pepper said that at the time of writing only one network bid had been approved,
and this fell below £1million. The full programme would form part of the Care Outside of
Hospital Outline Business Case (OBC). Helen Childs added that it was now expected two
additional networks would run pilot programmes, but this would be achieved within the
allocated cost envelope.
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It was RESOLVED that:
i)
governance processes and residual non recurrent resource be noted.
ii)
non recurrent support to MYHT of £2,568k be approved.
13/155

Care Outside of Hospital
Helen Childs and Dr Avijit Biswas introduced the care outside of hospital update
presentation. Helen Childs explained that the care closer to home programme focused on
implementation of integrated care teams within Wakefield district. It was noted that
feedback contained within the Patient and Public Engagement Annual Report 2012‐13
(minute 13/149) had led directly to plans for the implementation of integrated care
teams.
The Governing Body were reminded of the ‘case for change’; doing nothing was not an
option because the population was getting older, acute care was being over‐used and
people want to be facilitated to remain independent for as long as possible. The big idea
was to wrap services around practice units, with specialist support at district level.
The evidence base has been considered and reveals that early supported discharge
requires both an outreach and in‐reach service. Crisis intervention demands truly rapid
response teams and access to specialist geriatricians. Dr Biswas highlighted the need to
interpret the national data with a local focus.
A fictional patient story, demonstrating the improved care pathway that would be
available following the introduction of integrated care teams. Acute, community and
social care will provide integrated services to facilitate quicker recovery and earlier
supported discharge.
Dr Biswas said that intelligence from member practices appears to suggest a reduction in
the number of district nurses. Discussions were on‐going with MYHT to pin down exact
numbers of district nurses.
Patient care would be impacted if teams lacked continuity, had low morale and poor
communication between GP practices and district nursing teams. Helen Childs reflected
that the integrated care teams being piloted would be designed to avoid these difficulties;
captured in the following commissioning principles:

1.
2.
3.
4.
5.
6.
7.
8.

Primary care must be at the core
Must improve patients experience and outcomes
Model is integration – Health and Social Care
Test models locally – stop if not working ‐ decommission
Empower clinical Governing Body members
Avoid moving workforce
Rigorous supportive Governance and Assurance
Delivery in 14/15 – full impact 15/16

The next stage of implementation for the care closer to home project would be pilot
models in three networks with varied population bases. Proof of concept would include
increased social care, voluntary sector, nursing and therapy capacity at network level to
support a 24/7 service. Investment in additional nursing capacity to make stronger links
with practice units. The pilots would test ability to deliver transformation against
different size practice units. The network two model would cover 30‐40k patients,
network six would cover 20‐25k patients and network one would be a hybrid model
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covering 10‐15k patients. It was noted that these models were yet to be agreed finally
with the networks.
Risk associated with the implementation of integrated care teams was highlighted,
including the requirement for significant recurrent funding and a potential inability to
recruit to the numbers of new staff required.
Helen Childs drew attention to the anticipated benefits which included engagement and
leadership by primary care, improved relationships with primary care and district nurses,
improved continuity for patients and finally the ability to ‘test out’ a local approach.
Finally the Governing Body was presented with an indicative timetable for
implementation of integrated care teams across Wakefield district. The Outline Business
Case (OBC) would be presented to the Governing Body for approval in 2014.
Dr Sheppard noted interdependence between all the transformation programmes;
implementation of the care closer to home project was essential to successful
implementation of the urgent care work stream.
Helen Childs confirmed that two proposals for evaluation of the care closer to home
programme had been approved by Clinical Cabinet in August. One proposal would focus
on patient benefit, and the other evaluation would assess longitudinal impacts.
Rhod Mitchell asked whether the agreed non‐recurrent investment for 2013/14 (£64k)
was a sufficient level of funding, if not more should be invested to ensure that
implementation of the programme was successful. Helen Childs said that the agreed level
of funding was sufficient.
Sandra Cheseldine highlighted the dependence of the care closer to home programme on
social care. She asked how far discussions with Wakefield Council had progressed. Dr
Furber said that things were moving at a pace within the Council, his colleagues were
‘itching’ to go ahead once the necessary approvals were in place.
It was RESOLVED that:
i)
the care outside of hospital update presentation be noted.
13/156

Declarations of interest for members of the Governing Body and its committees
Andrew Pepper introduced the paper which detailed declared interest as at 1 September
2013, for all members of the Governing Body and its Committees.
It was RESOLVED that:
(i)
the declared interests of members of the NHS Wakefield Clinical
Commissioning Group Governing Body and its Committees as at 1 September
2013 be noted.

13/157

Board Assurance Framework
Andrew Pepper explained that Board Assurance Framework (BAF) was developed
following a Governing Body workshop session facilitated by Internal Audit and the
Commissioning Support Unit. This was the second occasion that the BAF had been
presented to the Governing Body. Each of the CCG’s ten strategic principles was
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considered, with threats, risk level, controls and assurances assessed.
It was noted that the risk rating for principle ten (financial efficiency, probity and balance)
had increased due to issues noted within the finance report (minute 13/150), including
the funding allocations review and pressures on the health economy.
It was RESOLVED that:
(i)
the updated Board Assurance Framework for NHS Wakefield Clinical
Commissioning Group be noted.
13/158

NHS Wakefield Clinical Commissioning Group Risk Register
Andrew Pepper introduced the Risk Register and stressed that it reflected the position as
at 11 September 2013 and therefore some references within the register would be out of
date. The Governing Body was informed that the next risk review cycle would run
through November and be presented to the Integrated Governance Committee in
December 2013.
Andrew Pepper reflected that the risk review process was working well and was
embedded within the organisation, with rigour risk reviews by heads of service and
directors.
It was RESOLVED that:
(i)
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 be noted.

13/159

Minutes of the Audit Committee held on 26 September 2013
Sandra Cheseldine invited the Governing Body to consider the headline discussions
outlined on the minutes cover sheet. In particular Sandra Cheseldine drew attention to
potential risks associated with the CCG’s classification of Programme Management Office
costs (PMO) as ‘programme costs’ (as opposed to ‘running costs’). In addition Sandra
noted reports prepared by Capita, which highlighted concerns about the quality of coding
activity at MYHT.
It was RESOLVED that:
(i)
the minutes of the Audit Committee held on 26 September 2013 be noted.

13/160

Minutes of the Integrated Governance Committee held on 19 September 2013 and 17
October 2013
Rhod Mitchell presented minutes of the Integrated Governance Committee and drew
attention to the issues highlighted on the minutes cover sheet. He welcomed improved
performance at MYHT as detailed in the Integrated Quality and Performance report.
It was RESOLVED that:
i)
the minutes of the Integrated Governance Committee held on 19 September
2013 and 17 October 2013 be noted.

13/161

Minutes of the Clinical Cabinet held on 22 August 2013 and 19 September 2013
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Dr Adam Sheppard presented minutes of the Clinical Cabinet held on 22 August 2013 and
19 September 2013. He drew particular attention to the proposals for the care closer to
home evaluation, winter planning, a continuing health care discharge scheme and plans to
introduce any qualified provider (AQP) for continuing health care.
It was RESOLVED that:
i)
the minutes of the Clinical Cabinet held on 22 August 2013 and 19 September
2013 be noted.
13/162

Minutes of Health and Wellbeing Board held on 12 September 2013 and 4 October 2013
Dr Phil Earnshaw presented the minutes from the Health and Wellbeing Board meetings
held on 12 September 2013 and 4 October 2013. He noted the Health and Wellbeing
Board’s disappointment that the expression of interest to become an Integrated Pioneer
had been unsuccessful. The Board had also discussed care closer to home, the Joint
Strategic Needs Assessment (JSNA), and long term plans.
The meeting held on 4 October 2013 focused solely on the Joint Overview and Scrutiny
Committee’s decision to refer the meeting the challenge consultation to the Secretary of
State.
It was RESOLVED that:
i)
minutes of the Health and Wellbeing Board on 12 September 2013 and 4
October 2013 be noted.

13/163

Any other business
There were no items of additional business.
At 3.40pm it was RESOLVED that:
representatives of the press and other members of the public be excluded
(i)
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).

13/164

Date and time of next meeting
Tuesday, 14 January 2014, 1pm in the Boardroom, White Rose House
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 12 November 2013
Minute No

Topic

Action Required

13/64

Chief Officer
Update –
Continuing Care



13/144

Public Question
and Answers



13/145

Minutes from 10
September 2013



13/151

Integrated
Quality &
Performance
Report



13/153

Winter Plan



Who

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
Written response to be provided
to public question about the
continence service
Minutes to be amended to
records the attendance of Helen
Childs
Niche consulting review of
quality governance to be
presented to the Governing Body
alongside the joint action plan
agreed by NHS Wakefield CCG,
NHS North Kirklees CCG and
MYHT
Question to be posed at MYHT
Executive Contract Board to ask
whether MRI scanners within the
community sector are being fully
utilized.

1

Date for Completion

Progress

Jo Pollard

January 2014

Complete to be presented
at March 2014 Governing
Body Board meeting.

Katherine Bryant / Jo
Pollard

December 2013

Complete

Katherine Bryant

November 2013

Complete

Jo Pollard

January 2014

Will be considered by the
Governing Body in the
private section of the
meeting

Jo Pollard

December 2013

Complete

13/154

Non‐recurrent
funding
proposals





13/155

Care closer to
home



Reference to IAPT service

Andrew Pepper

November 2013

Complete

Helen Childs

January 2014

Update included in Chief
Officer Briefing

(section 3.4 of the report) be
amended and refer to liaison
psychiatry.
Report be corrected and note
that a RAID model would not
be utilised.
Presentation of Outline Business
Case for approval by the
Governing Body
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Title of meeting:

Governing Body

Date of Meeting:

14 January 2014

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

7

Assurance

Information

Dr Phillip Earnshaw, Chair

Responsible Governing
Jo Webster, Chief Officer
Board Executive Lead:
Recommendation
Members of the Governing Body are invited to:
1. note the contents for information and support on‐going developments outlined in the content of the
report.
2. approve an extension to the membership of the Executive Approval Group to include the Chief Finance
Officer and Chief Officer.
3. Delegate authority to the Executive Approval Group to consider and approve a new Primary Care Local
Improvement scheme for 2014/15 which is focused on quality improvement and aligned to the CCG’s care
closer to home transformation, within available financial resources.
Executive Summary:
To provide a brief update to members of the Governing Body on areas not covered on the main agenda.
Link to overarching principles
from the strategic plan:

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:

CCG Leadership Team

Reference document(s) /
enclosures:












Presented to every meeting of the Governing Body; most recently 12
November 2013.
None

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable

Chief Officer Briefing
14 January 2014

Castleford Health Centre
The CCG has been in dialogue with West Yorkshire Area Team (WYAT) over the proposed
development at Castleford Health Centre. WYAT have recognised that a great deal of preparatory
work has been undertaken in the development of this scheme and the CCG has advised that there is a
legacy understanding from the former PCT in that this presents a much needed investment priority in
primary care. Guidance is awaited from NHS England as to the formal approval process who has also
undertaken to keep both the practice and the CCG appraised as the situation develops.
Hard Truths: the journey to putting patients first
Published in November 2013, Hard Truths: the journey to putting patients first is the Government’s
full response to the Francis Report. The Government has also responded to the five expert
independent reports on safety, complaints, bureaucratic burdens, support workers and trusts with the
worst mortality rates.
Key messages:
 A number of recommendations from the Francis Inquiry have already been implemented, such as
NHS England publishing guidance to commissioners on involving patients and the public in
decisions about their care and their care services and the CQC has introduced a new, improved
inspection processes for hospitals.
 204 recommendations from the Francis Inquiry have been accepted in full, 57 in principle and 20
in part. Nine recommendations have been rejected.
 New actions have been identified following publication of the five expert independent reports.
 The actions have been divided into five areas; preventing problems, detecting problems quickly,
taking action promptly, ensuring robust accountability and ensuring staff are trained and
motivated.
 Wakefield CCG already has an action plan to implement the recommendations, which is
monitored at the Quality Intelligence Group. The actions rejected will be deleted from the
Wakefield CCG action plan and the recommendations partially accepted will be reviewed.
New actions proposed:
 Transparent monthly reporting of ward‐by‐ward staffing levels and other safety measures.
 All hospitals will clearly set out how patients and their families can raise concerns or complain,
with independent support available from local Healthwatch or alternative organisations.
 Trusts will report quarterly on complaints data and lessons learned, and the Ombudsman will
significantly increase the number of cases she considers.
 A statutory duty of candour on providers, and a professional duty of candour on individuals
through changes to professional guidance and codes.
 The Government will consult on proposals about whether Trusts should reimburse a proportion
or all of the NHS Litigation Authority’s compensation costs when they have not been open about
a safety incident.
 Legislate at the earliest available opportunity on ‘Wilful Neglect’ – so that those responsible for
the worst failures in care are held accountable.
 A new fit and proper person’s test which will act as a barring scheme.
 All arms’ length bodies and the Department of Health have signed a protocol in order to minimise
bureaucratic burdens on Trusts.




A new Care Certificate to ensure that Healthcare Assistants and Social Care Support Workers
have the right fundamental training and skills in order to give personal care to patients and
service users.
The Care Bill will introduce a new criminal offence applicable to care providers that supply or
publish certain types of information that is false or misleading, where that information is
required to comply with a statutory or other legal obligation.

Board members can read the full response at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/259649/34659_Cm
_8754_Vol_2_accessible.pdf
NHS Confederation – new Chief Executive
Rob Webster has been appointed as the new Chief Executive the NHS Confederation, succeeding Mike
Farrar who stepped down at the end of September. He will take up the post of NHS Confederation
Chief Executive in February 2014
Mr Webster’s career spans local, regional and central organisations and experience of all health
service sectors; most recently as Chief Executive of Leeds Community Healthcare NHS Trust.
Dementia State of the Nation Report
In November 2013, the Department of Health (DH) published a Dementia State of the Nation Report
including a supporting interactive map of variation. The report and map are available electronically
(http://dementiachallenge.dh.gov.uk) and includes published data from a range of organisations
including clinical commissioning groups (CCGs).
The key data sources are:









dementia prevalence figures (for CCGs);
dementia diagnosis rates (for CCGs);
Commissioning for Quality and Innovation (CQUIN) performance data (Quarter 1 2013/14, for
acute trusts);
data from the Royal College of Psychiatrists National Audit of Memory services data (for
mental health trusts);
antipsychotics data from the July 2012 National Audit into the Prescribing of Antipsychotic
medication (for CCGs);
data from the CQC Dementia thematic review of hospital care for people with dementia
(acute trusts);
numbers of staff trained in dementia awareness at foundation level (regions); and
places that have signed up to the Alzheimer’s Society recognition process for ‘working
towards becoming dementia friendly’.

The purpose of the report and the supporting interactive map is to set out, in one place, what is
currently known about the state of dementia care across the country, based on available national
data.
It should be noted, however, that NHS England has advised the DH that the data is relevant to the
situation that existed prior to April 2013 and it needs to be made clear that this is a baseline exercise,
not indicative of CCGs’ current commissioning position.
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From a local perspective, whilst noting the caution above, the data shows that:









Wakefield has an above average diagnosis rate at 54.42%, but this still means around 2,000
people in the district will have undiagnosed dementia;
Wakefield has below average waiting time (3 weeks) to access a service which assists with
making a diagnosis (SWYFT Memory Clinic), but the wait for the results are average (10
weeks);
Length of stay for people with dementia at MYHT is on average longer than for people with
similar conditions but without dementia compared to other hospitals, and are more likely to
be readmitted and are more likely to die in hospital;
Although still a local challenge, the demographics of our district suggest there will be fewer
people living with dementia (1.11% of the population) than in other parts of the country. This
may in part be due to lower life expectancy; and
There are an average number of studies into dementia.

As a part of the ongoing work of the Mental Health Transformation Programme, data collection
regimes will be examined and improved as a discrete work programme, particularly within a physical
healthcare environment as the Psychiatric Liaison team embeds mental health care within MYHT,
resulting in reduction in length of stay and improved quality of information to inform future iterations
of the National Dementia Map.
Balanced Scorecard
As reported to the Governing Body in November 2013, the CCG Assurance Framework for 2013/14 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.
A core component of the interim framework is the ‘balanced scorecard’. This is used to assure the
operational delivery of all CCGs. 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.
The NHS Wakefield CCG received the final Checkpoint 2 Balanced Scorecard (BSC) on 22 November
2013. The table below details our assurance summary results for Quarter 2.
http://www.england.nhs.uk

DOMAIN BUTTONS

DOMAIN TITLES

Domain 1

ARE LOCAL PEOPLE GETTING GOOD QUALITY CARE?

Domain 2

ARE PATIENT RIGHTS UNDET THE NHS CONSTITUTION
BEING PROMOTED?

Domain 3

Domain 1

DOMAIN RAG
STATUS
AMBER‐GREEN

DOMAIN TRIGGERS
THE NUMBER OF INDICATORS
TRIGGERING

GREEN

MOST INDICATIORS MET WITH AMBER
BREACHES

ARE HEALTH OUTCOMES IMPROVING FOR LOCAL
PEOPLE?

RED

FOR MRSA & CDIFF ONLY THE NUMBER
OF INDICATORS TRIGGERING

Domain 4

ARE CCG's DELIVERING SERVICES WITHIN THEIR
FINANCIAL PLANS?

AMBER‐GREEN

Domain 5

ARE CONDITIONS OF CCG AUTHORISATION BEING
ADDRESSED AND REMOVED (WHERE RELEVANT)?

Domain 3

Domain 4

Domain 5

No RAG
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PRIMARY INDICATORS ONLY ,THE
NUMBER OF INDICATORS TRIGGERING
TOTAL NUMBER OF OUTSTANDING
CONDITIONS

AMBER‐GREEN

STATUS
5

Self‐certification
complete

0RED_3AMBER No self‐certification data

RED

2

Self‐certification
complete

AMBER‐GREEN

0AG_1AR

Self‐certification
complete

0

Fully Authorised

Domain 1 – Amber –Green Rating includes CQC enforcement action, MRSA bacteraemia cases, and
unclosed serious incidents at MYHT.
Domain 3 – Red rating due to MRSA bacteraemia cases assigned to the CCG, incidence of C.diff cases
above the national trajectory. This is a worsening position from Quarter 1. The CCG is working with
MYHT to implement a personal accountability agreement to ensure MYHT staff understand their
personal responsibility and accountability in relation to HCAI.
Domain 4 – Amber –Green rating due relating to QIPP year to date delivery. This is an improved
position from Quarter 1.
The Mid Yorkshire Health and Social Care Partnership Transformation Programme Outline Business
Case
The Mid Yorkshire Health and Social Care Partnership Transformation Programme Outline Business
Case (the OBC) describes the priority areas of service provision to support the strategic direction for
commissioning transformational change across health and social care developed by NHS North
Kirklees and NHS Wakefield CCGs. The OBC ‘wraps’ the service re‐design proposals into a single
document, providing a comprehensive picture of the system‐wide proposals, cost/benefit analysis and
preferred options for implementation. Governing Body development sessions have reviewed the
document in detail, underpinned by widespread clinical engagement and support.
The OBC is not intended to evolve into a full business case: it is a reference point from which to move
forward to implementation. In this context the OBC was agreed at the Mid Yorkshire Health and
Social Care Programme Executive on 13 December 2013.
Implementation of the service redesign proposals will be closely aligned with the CCGs strategic
planning, including apportioning of NHS Allocations, the developing primary care strategy, ‘Better
Care’ funding and ‘Call to Action’.
The Secretary of State decision is still awaited regarding review of the Acute Hospitals Reconfiguration
Full Business Case. The decision will be informed by the recommendation of the Independent
Reconfiguration Panel: the Panel is expected to conclude their review during January 2014.
Primary Care Local Improvement Framework
In March 2013, in order to manage any potential conflicts of interest, the Governing Body delegated
authority to a sub‐committee (referred to as the Executive Approval Group) to approve the Primary
Care Local Improvement Framework (PCLIF) for 2013/14.
The Executive Approval Group is formed of the three Lay Members, Secondary Care Specialist Doctor,
and independent Registered Nurse. Moving forward it is recommended that membership is extended
to also include the Chief Finance Officer and Chief Officer.
The most recent meeting of the Executive Approvals Group took place on 12 December 2013 whereby
it was determined on the basis of the interim evaluation of the PCLIF scheme that the PCLIF scheme
will not to be re‐commissioned for 2014/15 in its current form.
It was also agreed that the successful aspects of the work carried out by practices under the PCLIF
scheme are to be carried forward into a new scheme for 2014/15 which is focused on quality
4

improvement and aligned to the CCG’s care closer to home transformation, within available financial
resources.
A further update from the Executive Approvals Group will be provided to the Governing Body in
March 2014.
Recommendations:
1. To note the contents for information and support on‐going developments outlined in the content
of the report.
2. To approve an extension to the membership of the Executive Approval Group to include the Chief
Finance Officer and Chief Officer.
3. Delegate authority to the Executive Approval Group to consider and approve a new Primary Care
Local Improvement scheme for 2014/15 which is focused on quality improvement and aligned to
the CCG’s care closer to home transformation, within available financial resources.

5

PAPER 8

DIGITAL STRATEGY

PRESENTATION

Title of meeting:
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Paper Title:
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Agenda
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Public/Private Section:

Public
Private
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Purpose (this

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

9

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body note the contents of the report.
Executive Summary:
The Month 8 Finance Report provides a year to date and year end forecast position as at 30th November 2013.
Overall the CCG has a year to date surplus of £3,668k against a planned surplus of £3,668k and year‐end
forecast of £5,502k which is equal to plan. There are 12 key financial performance indicators:
 7 indicators are green: underlying recurrent surplus, surplus year to date, surplus forecast, 2% NR funds,
running costs, risk management and timeliness & quality of returns.
 2 indicators are amber/green: QIPP year to date and QIPP full year forecast.
 0 indicators are amber/red.
 2 indicators are red: Activity trends – year to date and full year forecast.
 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 £3.7m overtrade year to date
against the MYHT contract, with a forecast of £5.6m. 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:
Previously presented at
committee / governing body:

Not applicable



Month 6 Finance Report was presented at Governing Body meeting on 12
November 2013. An earlier version of the Month 8 Finance Report was

presented at Integrated Governance Committee on 19 December 2013.
Reference document(s) /
enclosures:

Month 8 Finance Report
5 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: Summary of 2% Non‐recurrent sources and application of
funds
 Appendix 4: Letter from NHS England in reply to that from A Pepper and
Jo Webster regarding Fundamental Review of Allocations Policy
 Appendix 5: Letter from NHS England in relation to PCT legacy balance

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 8 2013/14
1.

Introduction
This report shows the financial position at 30th November 2013.

2.

Key Financial Performance Indicators
NHS Wakefield CCG key financial performance indicators are detailed below:
Financial Performance
No.
1
2
3

4

Indicator

RAG Measure
Green: >= 2% Amber/Green: 1‐1.99%
Underlying recurrent surplus
Amber Red: 0‐0.99% Red: <0%
Surplus ‐ year to date performance
Green: <= 0.1% Amber/Green: <=0.25%
(variance to plan as % of allocation)
Amber/Red: <0.5% Red: >=0.5%
Surplus ‐ Full year (forecast variance to Green: <= 0.1% Amber/Green: <=0.25%
plan as % of allocation)
Amber/Red: <0.5% Red: >=0.5%
Management of 2% NR funds within
agreed processes

5

QIPP ‐ year to date delivery

6

QIPP ‐ full year forecast

Green=Yes Red=No
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

RAG
Green

Value
£9.8m (2.2%) calculated after impact
of non‐recurrent and QIPP savings

Green

Variance is 0.0% against plan

Green

£0k full year forecast to plan = 0%

Green

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

Amber/Green

£5.5m delivered against YTD plan of
£6.1m = 90%.

Amber/Green

£8m forecast delivery in line with plan
= 80%
YTD Month 6 activity received for
MYHT with an overtrade of 4% against
YTD month 6 plan. Details on other
contracts are available but yet to be
verified
Forecast activity received for MYHT
with an overtrade of 4% against YTD
month 6 plan. Details on other
contracts are available but yet to be
verified

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

Red

9

Running costs

Green: <= RCA Red: >RCA

Green

£83k underspend at M8

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)

Based on assessment of returns

Green

to be defined

TBC

10

Assessment of internal and external
audit opinion and on timeliness and
quality of returns
Balance sheet indicators including
12 performance against planned cash limit
and BPPC performance.
11
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Red

No audits undertaken to date. Self
assessed green based on timeliness
and accuracy of returns to WYAT
Cash: £2.2m held at 30th November.
BPPC: 93% of invoices paid by number
and 96% paid by value.

3.

Overall Financial Performance
There was one allocation adjustment during November. 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
Cervical Cytology Screening
Specialist Commissioning Service Cross Boundary
Mid Yorkshire Critical Care/Rehab
Movement to surplus per final accounts
Total Allocation at 31st October 2013
Winter Pressures Tranche 2
Total Allocation at 30th November 2013

£’000
450,210
8,580
(7,624)
544
295
4,231
(302)
(598)
6,212
1
461,549
3,576
465,125

The CCG have been notified of a re‐alignment of screening colposcopy from CCGs to NHS
England. Discussions are on‐going as to when the allocation adjustment and contract variation is
to be in place. Indications at the moment are that this will not take place until 14/15. NHSE have
indicated that this will have a neutral effect (any resources transferred being matched by a
decrease in the MYHT contract) and therefore there is no risk to the CCG.
GPIT allocations and cash are to come back to CCGs in January 2014 and CCGs will then be
responsible for the negotiation of a contract with the CSU for 13/14 and 14/15.
An analysis of budget headings and financial performance is provided in the table below:
Annual
Budget

Budget to
Date

Expenditure
to Date

Variance to
Date

Forecast
year end
Variance

£'000
40,143
204,337
12,866
15,213
12,993
19,811
60,486
6,314
25,613
29,563
8,258
-2,829
2,251
2,426
806
3,576
4,986
4,230

£'000
26,762
136,225
8,577
10,142
8,662
13,207
40,841
4,209
17,076
19,709
5,505
-1,886
1,501
1,617
537
2,384
3,324
2,820

£'000
26,562
139,921
8,577
10,118
8,303
13,709
40,654
4,147
18,187
19,555
5,569
-332
0
1,617
200
2,384
2,122
0

£'000
-200
3,696
-0
-24
-360
501
-187
-62
1,112
-153
64
1,554
-1,501
0
-337
0
-1,202
-2,820

£'000
-142
5,557
-61
85
-210
338
-929
-150
1,784
-15
-15
2,764
-2,251
0
-506
0
-1,900
-4,230

Programme Allocation (exc planned surplus)
Running Costs

451,043

301,213

301,295

83

121

8,580

5,728

5,645

-83

-121

Total

459,623

306,941

306,940

0

-0

Provider

Mental Health
Acute - Mid Yorkshire Hospitals Trust
Acute - Leeds
Acute - YAS
Other Acute - NHS
Other Acute
Prescribing
Primary Care and Out of Hours
Continuing Care & Free Nursing Care
Community Services
Other Contracts
QIPP
Reserve-Contingency
Reserve-Emerg. Readmissions ( NR )
Reserve - Other
Reserve - Winter Pressure ( NR )
2% Non Recurrent Reserve
Bfwd Surplus

13 / 14 Surplus
Total Allocation

5,502

3,668

0

-3,668

-5,502

465,125

310,609

306,940

-3,668

-5,502

Page 2 of 15

The variance on QIPP is offset by underspends on Prescribing, The Practice (Ophthalmology),
Assura (Dermatology) and other reserves.
Year to Date expenditure reflects activity information received for April to September for some
acute providers. However there remain validation queries outstanding and challenges and
penalties to finalise.
The brought forward surplus reserve has been fully utilised to offset the overtrade position. A
predicted slippage against the non‐recurrent resource is highly likely and has therefore been
assumed in the position.
Running costs are under budget which is a combination of vacancies and organisational
development training costs.

4.

Programme Budgets
Variances against Programme budgets are shown in the table above. Significant variances can be
explained as follows:


MYHT Acute – contracted activity for April to September shows a gross overtrade position of
£4m with challenges and penalties estimated at £200k per month. This information has been
used to accrue a YTD position for month 8. Further analysis shows the top 3 overtrades by
value to be:
o Non Elective total overtrade £1,163k (4%) – due to patient volumes in general
medicine and gastroenterology
o Day Case over‐trade £1,226k (10%) – mainly as a result of changes in case‐mix as
the cost per case has increased significantly.
o Direct Access £481k (7%) ‐ increased activity in diagnostic testing.



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 6 actual spend by practice is presented at appendix 1.
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.



Other NHS Acute includes £867k undertrade on Barnsley and Doncaster; overtrade of £435k
on Sheffield relating to 2 Critical Care patients and an over‐trade on York of £236k on adult
Critical Care and non–elective.



Continuing Health Care overspend is due to a number factors
o On‐going increases in the number of individuals found eligible for continuing care /
healthcare
o Increases in the average weekly costs of care per patient has risen due to a small
number of very high cost packages of care at home which have been put into place in
recent months.
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o

o

o

Increasing numbers of cases are being entered into the continuing care pathway, and
subsequently found to be eligible for continuing healthcare. These increased referrals
are primarily from Wakefield LA and MYHT.
In order to avoid discharge delays, increasing numbers of patients are discharged and
“interim funded” by the continuing care team in care homes. There are some delays in
this process due to a lack of clinical staff within the continuing care team which can
result in patients being fully funded for longer periods than necessary.
In addition palliative care patients traditionally cared for in hospital are now fast
tracked and cared for at home by the Palliative Care out of hour’s team. Due to the
increased activity there are now capacity issues within the out of hour’s team,
resulting in increased use of private providers.

Discussions are ongoing with the continuing care team regarding how future processes may
be reviewed to both improve quality and manage cost increases.

5.

QIPP and Non‐Recurrent Reserve


In the table above, the 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 prescribing and the undertrade positions relating to
ophthalmology and dermatology as these are all QIPP schemes.



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. An updated position is presented at appendix 3.
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6.

Risks & Opportunities
Key risks are outlined in the table below:

Risk
Acute provider contracts risk of £3.9m of non recurrent
income
Running Cost Allowances (RCA). The CCG had
previously considered that the original baseline
amount should be adjusted downwards to reflect
changes to the definition of what was included and
economies made in‐year. However guidance from NHS
England was received on 12th Dec 2013 to suggest that
the full amount will be payable.
Acute Contract over‐trade ‐ MYHT (including
underachievement of PCLIF)

Specifically
Provided
Risks £m

WCCG share is provided for as a contingency.

1.3

Materially provided for in RCA budgets

Month 6 gross position is £4m overtrade. Challenges and
penalties are estimated to average £200k per mth.
Estimated position based on month 6 overtrade position
from CSU
Medicine management assessment of net
underperformance against Prescribing QIPP based on Mth 5
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
£500k risk on under‐delivery of remaining QIPP schemes.
On‐going scrutiny on a weekly basis and via monthly
Clinical Cabinet.

5.6

Acute Contract and other Acute Provider over‐trade

0.4

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

1.0

Continuing Health care

1.7

QiPP schemes in development do not materialise full
values

0.5
9.2

Expenditure
Opportunity £m
2.3

Opportunities
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
Non Recurrent Measures ‐ brought forward surplus
reserve

Mitigation

2.5

3.8

1.3
2.5
1.9
0.8
4.2
3.8

7.

Expenditure
Risks £m

9.2

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 8 is shown below. Section 251 data
validation issues relating to patient confidentiality are still resulting in some invoices not being
paid within the 30 days. This issue is being addressed together with the CSU and the Continuing
Care Team.
Month 8 2013/14 ‐ 30th November 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
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£000's

850
789
93%

5,787
5,581
96%

344
318
92%

26,686
25,480
95%

8.

Cash
Cash held at 30th November was £2.2m, 6% of the monthly cash allocation and hence was
outside the 5% tolerance target. This was due to a cash draw down for the expected payment to
MYHT for Critical Care, which was not paid until December.

9.

Statement of Financial Position
The analysis of the brought forward Statement of Financial Position (balance sheet) remains to
be completed post the audit of legacy balances which is due to be completed in December
2013. Please also refer to note 10 below with regard to legacy matters.

10.

Legacy Issues
The Wakefield PCT 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 within the required timescales. The
Department of Health have confirmed acceptance of the Detailed Transactions Analysis of the
final Balances in the PCTs Balance Sheet. Only 13 (of which Wakefield was one) out of 161
legacy sender organisations complied with the DH deadline. The CCG has confirmed acceptance
of this analysis. An internal audit of the opening balances transferring to the CCG has been
completed. Internal Audit have given a rating of “significant assurance” in their report,
confirmed that the process adopted by the CCG is in accordance with the guidance issued and
the required documentation has been completed in a sufficient level of detail.
However the CCG is still awaiting confirmation of all remaining invoices and balances being
loaded to the Legacy ledger before the CCG can clear those which have transferred to the CCG.
This process is due to be complete by the end of December. At the time of writing, a further
communication was received from NHS England aiming to simplify the approach to accounting
for the legacy balances for CCGs. A copy of the letter is attached at Appendix 5. More detailed
guidance is to be provided in the very near future, together with suggested revised accounting
guidelines.

11.

2014/15 Capital Planning
At the time of writing, a return has been submitted to NHS England for 2014/15 Capital
Planning, which can be summarised as follows.
GPIT Core ‐ £247k (some of which may be possibly brought forward)
GPIT Non‐Core ‐ £135k
Digital Strategy ‐ £200k
It was accompanied by supporting IT documents, which had previously been presented to
Clinical Cabinet and also with a benefits summary for Digital Strategy, including







Improvement in communications across the health economy
Reduce duplication and unnecessary travelling/meetings/e‐mails
Share knowledge, wisdom and insight
Provide a forum for open contributions and interaction
Increased collaboration and idea generation
Provide a platform for modern technology, enhancing services and experience
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No capital planning is needed on White Rose House as it is a NHS Property Services building.
For Castleford Health Centre if the rebuild bid is supported, the Area Team have advised that
they would pay additional rent costs and associated GP IT capital costs. Any fixtures and
fittings and medical equipment would be the responsibility of the GP practice. There would
not be any capital costs to the CCG.

12.

GP IT budgets
As part of the above, a conference call was held by recently by WYAT and CCG CFOs to agree
a way forward for the agreement of GP IT budgets. The revised working assumption is that
GP IT will revert back to CCGs from 1st January 2014 onwards. The detailed process for
agreeing the arrangements with the CSU to deliver GP IT is ongoing.

13.

Excluded Drugs at MYHT
MYHT have indicated that they have been incorrectly invoicing NHS England for items which
are a CCG responsibility. A data validation process is underway by the Medicines
Management team to challenge and confirm as necessary.

14.

Fundamental review of Allocations Policy
As previously described at Governing Body and reported in the Period 6 Finance Report, the
CCG has reviewed the potential impact of the Fundamental Review of Allocations and made
representations to NHS England. A reply to which is attached at Appendix 4

15.

Accounting for Property Costs
Guidance from NHSE was received on 12th December 2013 with regard to the Accounting for
Property Costs. This is currently being worked through with NHS England. The salient points
of this letter are




16.

That charges from NHS Property Services and Community Health Partnerships
should be invoiced in accordance with allocations for 2013/14 only. This is to ensure
financial stability, financial control and smooth cash flow. This has been discussed
with the National Audit Office and Audit Commission and confirmed as an
appropriate method for cost allocation.
As amounts have previously been billed in quarters 1 and 2 based on data collected
in the PCT property returns, it has been agreed that invoices for quarters 3 and 4 will
adjust the position to ensure that the overall charge for the financial year 2013/14 is
in line with the allocations.

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

Karen Parkin,
Head of Finance & Governance
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Appendix 1: Prescribing Spend
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Appendix 2: 13/14 QIPP Schemes – Update as at 11/12/13

Forecast Savings
RAG (ASSESSED
DELIVERY)

QIPP
Number
MC001

Programme

Scheme Name

Clinical Lead

HoS

Lead

Savings Start Date

PYE 13/14

FYE 14/15

Other Services

Childrens Complex & Continuing Care Packages

Ann Carroll

Ian Carr

Ian Carr

1st Apr 13

67

101

amber

MC002

Other Services

PCLIF: 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

green

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 Dec 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 (including all
providers)

Patrick Wynn

Linda Driver

Debra Taylor Tate

1st Apr 13

1,198

1,198

green

PH004

Urgent Care

Community Respiratory Service

Avijit Biswas

Jo Hanlon

Lisa Chandler

1st Dec 13

60

156

amber

PR001

Prescribing

Nutrition redesign

Paul Dewhirst

Jo Fitzpatrick

Corrine McDonald

1st Nov 13

20

180

amber

PR002

Prescribing

Prescribing QiPP (inc. repeat prescriptions)

Paul Dewhirst

Jo Fitzpatrick

Lyndsey Clayton

1st Apr 13

2,000

2,000

green

UC001

Urgent Care

Urgent Care PCLIF

Adam Sheppard

Matt England

Sandy Smith (CSU)

1st July 13

1,419

3,032

red

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

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

Maciej / Andy Mobbs

1st Sept 13

0

0

red

All

Surplus budget review

Andrew Pepper

Karen Parkin

1st Apr 13

200

200

green

All

Detailed Budget Review and transaction of CCG
reserves

Andrew Pepper

Karen Parkin

1st April 13

1,384

0

green

8,002

8,779

SubTotal
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Appendix 3: 2% Non‐Recurrent Reserve
SUMMARY OF NON‐RECURRENT SOURCES AND APPLICATION OF FUNDS
Sources
Ref

Description
Date
Approved by
WYAT
a
b

A
c
d

2% non‐recurrent reserve
non‐elective readmissions
Sub Total
brought forward PCT reserve
s256 resources with WMDC

13/14
Value (£k)
2% non‐
recurrent
reserve
9,004

13/14
Value (£k)

13/14
Value (£k)

non‐elective
readmissions

Total

2,426
2,426

9,004
2,426
11,430

2,700
80
2,780

0
0
0

2,700
80
2,780

0
0

200
0

200
0

0
0
0

616
0
816

616
0
816

9,004
x
x

Potential Applications
Matt England

Helen Childs

Helen Childs

PCLIF
a
b

f

ESD (Early Supported Discharge) ‐ Toronto Model/LACE Tool

0

100

100

f
f
f

0
0
0

28
30
12

28
30
12

17

0

17

g
g

ESD ‐ Pharmacists x2
ESD ‐ Drug and Alcohol Workers x3
ESD ‐ Data Analyst
Integrated Care Team development (ICT) ‐ Organisational
Development
ICT development ‐ Organisational Development: Change
Managers x3
ICT Development ‐ Project Managers x3
ICT Development ‐ ICT Facilitators x3

h

Mobile Working ‐ Assisted technologies/mobile working

h
h

GP Network events
CC2H Evaluation
TOTAL

k
l
m
n
ab
v

Jo Hanlon

05/11/2013

30/08/2013
05/11/2013

Urgent Care
i
Admissions Avoidance team
j

Andrew Pepper

30/08/2013

CC2H Additional Resource

g

Michele Ezro

18/09/2013

Care Closer to Home
c
Single Point of Access
d
Existing Virtual Wards
e
Roll out of Integrated Care Teams (at same time)
Network 2 (by individual networks)
Networks 1&3
TOTAL

g

Gaynor Connor

Primary Care Local Improvement Framework
Performance Management of PCLIF
TOTAL

Mental Health
o
Mental Health transformation

42
42
30

0

244

244

39
140
310

0
0
414

39
140
724

0

0

0

0

0

30/08/2013
30/08/2013
30/08/2013
30/08/2013
05/11/2013

50
63
400
0
633
0
1,146

0
0
0
0
0
0
0

50
63
400
0
633
0
1,146

30/08/2013

350

0

350

2,368
200
2,568

0
0
0

2,368
200
2,568

76

0

76

Acute Trust
p
MYHT reserve for non‐recurrent costs
q
MYHT reserve for former SCG share of non‐recurrent costs
TOTAL
Other
r

0
0
0

0

Pump priming of the diagnostics business case at MYHT
Increased health care capacity to reduce delayed discharges
Increased MY therapy services
Spot purchasing / winter bed capacity
Primary Care Foundation
Winter Plan
Emergency Care Practitioners
TOTAL

42
42
30

Health Inequalities GMS support

Various

s

QIPP invest to save reserve (includes £125k prescribing support) 30/08/2013

125

0

125

Andrew Pepper

t

PMO in‐year additional costs

30/08/2013

500

0

500

A Middlemiss

u

Qualitative Interview Tool

30/08/2013

Gill Day
Rosemary Davison
Lisa Chandler
Michelle Ashbridge

w
x
y
z
aa

Podiatry MYHT Contract
Continuing Care: Promoting Efficient Discharges from MYHT
Continuing Care: Short Term Clinical Support
Community Respiratory Service
MPET end of Life Care Training

Mandy Sheffield

ac

Multi Agency Safeguarding Hub (MASH)

Jane Maskill

ad

Urinary Catheter training (Care Homes)
TOTAL

0

0

0

05/11/2013

50
35
56
33
84

0
0
0
0
0

50
35
56
33
84

05/11/2013

82

0

82

05/11/2013

25
1,066

0
0

25
1,066

30/08/2013
30/08/2013

B

Sub Total

8,220

1,230

9,450

C

Difference

‐784

‐1,196

‐1,980
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Appendix 4: letter from NHS England in reply to that from Andrew Pepper and Jo Webster regarding
Fundamental Review of Allocations Policy
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Appendix 5: letter from NHS England in relation to PCT legacy balances
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Title of meeting:

Governing Body

Date of Meeting:

14 January 2014

Paper Title:

Financial Plan 14/15 and Onwards

Purpose (this
Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Andrew Pepper, Chief Finance Officer
Responsible Clinical Lead:

Agenda
Item:
Public/Private Section:

Public
Private
N/A


10

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body note the contents of the report.
Executive Summary:
The purpose of this paper is to update the Governing Body on the financial planning assumptions, risks and
opportunities for 2014/15 and onwards in the context of the revised planning guidance issued by NHS England
on 20 December 2013.
Headlines:
 All CCGs have received a funding increase matching inflation in the next two years (2014/15 and
2015/16).
 NHS England have advised that within the CCG allocations, 10% of the total available funding will be
based on a deprivation indicator to reflect unmet need, enabling CCGs to tackle the impact of health
inequalities
 NHS Wakefield CCG will receive £9.6m growth (2.14%) in 2014/15 and £7.8m growth in 2015/16 (1.7%).
 The CCG Programme Allocation in 2014/15 is £457,483k and in 2015/16 is £465,260k.
 The CCG Running Costs Allocation is expected to be unchanged (flat cash) at £8,580k but reduce by 10%
in 15/16 to c£7.7m
 The key business rules require the CCG to deliver a 1% in‐year surplus, retain a 0.5% minimum
contingency and invest 2.5% non‐recurrently – including 1% to be invested in transformation.
 QIPP target for 2014/15 estimated as £14m and £12m in 15/16 onwards.
 In 2015/16, an additional allocation will be provided to the CCG of £7.6m representing monies currently
provided to Local Authorities by NHS England for direct investment into the Better Care Fund. A
minimum level of BCF is required which takes account of revenue resources (from existing Social Care
Funding, Reablement Funding, Carers Grants and CCG resource redeployment) and capital resources
(being the Disabled Facilities Grants and Adult Social Care Grant). The minimum level for Wakefield is
described as £26,934k.
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:

Financial Plan 14/15 Onwards Briefing Paper

No

4 Appendices are included to provide further detail:
 Appendix 1: Reconciliation of Published Recurrent Allocation
 Appendix 2: Long Term Financial Assumptions
 Appendix 3: Better care Fund Financial Reconciliation
 Appendix 4: Headline Wakefield Health & Social Care Better Care Fund
Risk Assessment:

Finance/ resource implications:

Risks are changes in demand, inflation, QIPP efficiencies, ongoing allocation
adjustments and PbR tariff changes. In addition, any potential transitional
costs associated with the transformation programme presents the wider
health system with additional financial challenge.
However, transformation and partnership working provides the best
opportunity to deliver the necessary efficiencies and respond to the long
term financial challenge.
As described throughout the paper

NHS WAKEFIELD CCG – FINANCIAL PLAN 2014/15 and onwards
Purpose
1. The purpose of this paper is to update the Governing Body on the financial planning
assumptions, risks and opportunities for 2014/15 and onwards in the context of the revised
planning guidance issued by NHS England on 20 December 2013.
Financial Context
2. The Governing Body have previously received reports describing the underlying economic
context and the “Call to Action” which describes a £30bn funding gap between 2013/14 and
2020/21. In addition, the Governing Body have been advised of the potential impact of the
Fundamental Review of Allocations on NHS Wakefield CCG allocation.
3. In response, the CCG has been working with partners to align planning assumptions including
bold and ambitious plans for the Better Care Fund (formerly Integration Transformation Fund)
over and above the required minimum level.
2014/15 Business Rules and Allocation
4. On 18 December 2013, NHS England published the funding allocations that CCGs will receive for
2014/15 and 2015/16. All CCGs have received a funding increase matching inflation in the next
two years (2014/15 and 2015/16). Some CCGs will receive higher levels of growth if they are
significantly under target.
5. The NHS England Board, following an extensive review of funding allocations, agreed to adopt a
new funding formula that reflects population changes and includes a deprivation measure
which is specifically aimed at tackling health inequalities. NHS England have advised that within
the CCG allocations, 10% of the total available funding will be based on a deprivation indicator
to reflect unmet need, enabling CCGs to tackle the impact of health inequalities. At the time of
writing, publication of the detailed underlying workings is awaited.
6. NHS Wakefield CCG will receive £9.6m growth (2.14%) in 2014/15 and £7.8m growth in 2015/16
(1.7%). In addition, in 2015/16 a further allocation adjustment will be made to redirect existing
monies to the CCG with respect to the Better Care Fund. A reconciliation of the recurrent
published allocation against the current CCG allocation (which includes non‐recurrent items) is
provided in Appendix 1.
7. The CCG Programme Allocation in 2014/15 is £457,483k.
8. The CCG Running Costs Allocation is expected to be unchanged (flat cash) at £8,580k.
9. The key business rules require the CCG to deliver a 1% in‐year surplus, retain a 0.5% minimum
contingency and invest 2.5% non‐recurrently – including 1% to be invested in transformation.
This means that c£11.4m will be required to be invested non‐recurrently in addition to other
non‐recurrent opportunities such as reinvestment of non‐elective readmissions reserve.

10. The CCG has already identified a series of priority investments for non‐recurrent monies
including those associated with the Care Closer to Home model, Single Point of Access, Early
Supported Discharge and Integrated Care Teams. The CCG should look to utilise its non‐
recurrent resources expeditiously to pump‐prime transformation.
11. In addition, the CCG is expected to have access to its carry‐forward surplus from 2013/14 and
elements of Quality Premium which could be used to mitigate the in‐year impact of QIPP and/or
provide additional contingency – subject to the CCGs underlying position remaining stable.
12. By using the 2013/14 underlying position, identifying growth and inflation on relevant
expenditure, applying the updated business rules and allocations; the CCG has a headline QIPP
target for 2014/15 estimated as £14m.
2015/16 and onwards headline financial planning assumptions
13. Both allocations and headline financial planning assumptions for 2015/16 have been issued.
These are summarised at Appendix 2. The CCG Programme Allocation in 2015/16 is £465,260k.
The CCG Running Costs Allocation is expected to be reduced by 10% to £7.7m (estimated).
14. The full impact of these assumptions will need to be worked up as part of the overall planning
process but it is reasonable to expect that the annual QIPP challenge will be in the order of
c£12m.
15. In addition, the CCG will need to critically review its running costs (including premises costs and
CSU costs) in order to deliver the required efficiencies from 2015/16.
16. In 2015/16, an additional allocation will be provided to the CCG of £7.6m representing monies
currently provided to Local Authorities by NHS England for direct investment into the Better
Care Fund.
Better Care Fund
17. The Better Care Fund (BCF) represents an opportunity to transform the commissioning and
delivery of services across health and social care. Additional clarity regarding the financial
dynamics of the BCF were provided in the planning guidance. Details are provided in Appendix
3.
18. In 2014/15, the existing social care funds provided to Local Authorities and enhanced by
additional central contributions form the pre‐cursor for the BCF and to access the fund, health‐
economies need to have signed‐off plans.
19. In 2015/16, a minimum level of BCF is required which takes account of revenue resources (from
existing Social Care Funding, Reablement Funding, Carers Grants and CCG resource

redeployment) and capital resources (being the Disabled Facilities Grants and Adult Social Care
Grant). The minimum level for Wakefield is described as £26,934k.
20. In addition, an element of the fund is conditional upon the successful delivery of key
performance criteria against national conditions and national metrics have been described
which require health economies to set an appropriate level of ambition for improvement which
is achievable but challenging. The headlines of the fund measurement criteria are illustrated at
Appendix 4.
21. It will be necessary to continue to work with partners to develop and refine the criteria and – in
due course – provide sufficient granularity to enter into a formal pooled budget with the local
authority from 2015/16.
Risks and Opportunities
22. The CCG financial strategy presents both risk and opportunity. There are risks around demand,
inflation, QIPP efficiencies, ongoing allocation adjustments and PbR tariff changes.
23. In addition, any potential transitional costs associated with the transformation programme
presents the wider health system with additional financial challenge.
24. However, transformation and partnership working provides the best opportunity to deliver the
necessary efficiencies and respond to the long term financial challenge.
Financial Planning Timelines
25. The financial planning submission is phased with an initial draft required by 14 February 2014
and subsequent further drafts up to 4 April 2014 (for detailed two‐year plans) and 20 June 2014
(for 5 year plans).
26. The key parameters will be to deliver a financial plan which:
a.
b.
c.
d.
e.

Meets the required business rules
Links activity, service and finance across the economy
Has clear and credible QIPP
Demonstrates financial resilience and value for money
Demonstrates system alignment (e.g. activity growth, inflation, PbR tariff changes,
NHS growth and efficiency and the requirement to create a Better Care Fund)

27. In order to deliver the above and progress plans on an iterative basis, it is proposed that the
interim financial planning returns are assured and overseen by the Integrated Governance
Committee. Additional assurance will be through ongoing dialogue with the West Yorkshire
Area Team. A final 2014/15 budget will be subject to full Governing Body approval.

Recommendations
28. To note the contents of the report and to agree that interim financial planning returns are
assured and overseen by the Integrated Governance Committee.

Andrew Pepper
Chief Finance Officer
6 January 2014

Appendix 1
RECONCILIATION OF PUBLISHED RECURRENT ALLOCATION

Allocations

Current CCG allocation at month 8
Less non‐recurrent allocations winter

£465,125K
(£3,576K)

Angel Lodge

(£295K)

Offender health

(£544K)

B/F surplus
Recurrent CCG allocation at month 8
Less running costs

(£4,231K)
£456,479K
(£8,580K)

Recurrent programme allocation

£447,899K

NHS England starting point

£447,898K

Allocations

NHS England starting point
Growth to 2014/15 at 2.14%
Allocation 2014/15
Growth to 2015/15 at 1.7%
Allocation 2015/16
Additional allocation in 2015/16 (relating to redirection of social
care funding and central funding for better care fund)
Technical allocation 2015/16

£447,898K
£9,585K
£457,483K
£7,777K
£465,260K
£7,557K
£472,817K

Appendix 2
LONG TERM FINANCIAL PLANNING ASSUMPTIONS

Long Term Financial
Assumptions
14/15

15/16

16/17

17/18

18/19

Growth

2.14%

1.7%

1.8%

1.7%

1.7%

Tariff Deflator

‐1.7%

‐1.8%

‐1.0%

‐0.6%

‐0.6%

Contingency

0.5%

0.5%

0.5%

0.5%

0.5%

Surplus

1.0%

1.0%

1.0%

1.0%

1.0%

Non‐Recurrent

2.5%

1.0%

1.0%

1.0%

1.0%

£900m

£3.8bn

ongoing

Better Care Fund

Appendix 3
BETTER CARE FUND FINANCIAL RECONCILIATION

Better Care Fund
2014/15
National

Local

Existing Social Care Funding

£900m

£5,901k

Additional national investment

£200m

£1,374k

Total

£1.1bn

£7,275k

National

Local

Existing Social Care Funding

£1.1bn

£7,557K

Existing Reablement Provision

£0.3bn

£2,153K

Existing Carers Grants

£0.1bn

£46K

Redeployed CCG Revenue

£1.9bn

£14,519K

Revenue Sub Total

£3.4bn

£24,275k

Capital Grants

£0.4bn

£2,659k

Overall Total

£3.8bn

£26,934k

2014/15

Better Care Fund
2015/16

2015/16

Appendix 4
HEADLINE WAKEFIELD HEALTH AND SOCIAL CARE ECONOMY BETTER CARE FUND AND
PERFORMANCE MEASUREMENT CRITERIA

Accessing Performance
Payment
When:

Payment for
performance
amount

April 2015

£250m

£250m
October 2015

£500m

Paid for:

Progress against four of the national conditions:
protection for adult social care services
providing 7‐day services to support patients being dis‐charged
and prevent unnecessary admissions at weekends
agreement on the consequential impact of changes in acute
sector
ensuring that where funding is used for integrated packages of
care there will be an accountable lead professional
Progress against the local metrics and two of the national
metrics
delayed transfer of care
avoidable emergency admission
Further progress against all of the national and local metrics

Measurement Periods

Metric

Admissions to residential
and care homes
Effectiveness of
reablement
Delayed transfers of care
Avoidable emergency
admissions
Patient/service user
experience

April 2015 payment
(£250m) based on
performance in

October 2015 payment
(£500m) based on
performance in

N/A

April 2014 – March 2015

N/A

April 2014 – March 2015

April – December 2014

January – June 2015

April – September 2014

October 2014 – March
2015

N/A

Details TBC

Title of meeting:

Governing Body

Date of Meeting:

14 January 2014

Paper Title:

Strategic Plan 2014/16 and 2016/19

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Sally Bell, Strategic Planning Systems Support, WSYBCSU
Karen Marsh, Strategic Planning Systems Support, WSYBCSU
Responsible Clinical Lead:
Dr Adam Sheppard, Deputy Clinical Lead

11



Responsible Governing
Lee Beresford, Associate Director of Strategy
Board Executive Lead:
Recommendations :
It is recommended that the Governing Body members:
(i)
(ii)
(iii)

note the contents of the paper;
support the workshops that will be held in March and April in order to continue to
develop our strategic thinking; and
support the direction of travel.

Executive Summary:
The Mandate from Government to NHS England (Nov 2013) requires a 2 year operational plan and 5 year
strategic plan which includes our response to Call to action. Locally this will also incorporate information from
the JSNA, Health and Wellbeing strategy and Meeting the Challenge and MYHT Transformation programmes.
The attached report summarises progress to date, the planning guidance received from NHS England and our
approach to completing the plans.
Key dates NHS England
Final guidance, templates and tools issued
Allocations issued
1st submission
Contracts signed
Refresh of plan post contract sign off
Dispute resolution for 2014/15 with NHS TDA
Plans approved by Boards
Submission of final 2 year plans and draft 5 year
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

Link to overarching principles
from the strategic plan:

w/c 16 December 2013
w/c 16 December 2013
14 February 2014
28 February 2014
5 March 2014
From 5 March 2014
31 March 2014
4 April 2014
20 June 2014

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:

Ongoing.

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

Ongoing. Meetings underway with heads of service and departments/orgs
who will be affected or wish their voice to be heard.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable

Operational and Strategic Planning 2014 ‐ 2019
Background
Board members will be aware that the coming years are going to be challenging for Health and
Social Care, working in an environment of increasing demand, increasing expectations and financial
constraints whilst building a system we will be proud to hand on to future generations. Although the
challenges sometimes seem daunting, we can see what is coming in terms of our service user needs,
expected population changes and financial requirements and this gives us a real opportunity to
make ambitious plans to do things differently.
This year all CCGs nationally, have been asked by NHS England to produce detailed two‐year
operational and five‐year strategic plans. The two‐year plans must be signed off by 31 March 2014
and the five‐year strategic plan by 20 June 2014. The plans are currently being developed within the
context of the NHS mandate and in response to our identified local health needs and priorities
articulated in Wakefield’s Joint Strategic Needs Assessment (JSNA) which also underpins Wakefield’s
Health and Wellbeing Strategy. Our own Meeting the Challenge programme, MYHT’s Transformation
programme, our commissioning intentions and our QIPP plans will form the basis of our operational
plans and inform our five year strategy.
Our long‐term strategy needs both to build on our operational plans and to be innovative and
transformational if we are to be an effective commissioner and enable the changes in ways of
working that will be needed to ensure sustainable and high quality local services.
Our strategic plan must also be realistic and achievable, to allow those within the system to
understand and align with the strategic vision whilst working at all operational levels.
Finally, we know that life doesn’t stand still and this year’s planning cycle will be repeated each year
and will develop with our changing needs and priorities.
How are we developing our plans?
In addition to the work we have already done for our Meeting the Challenge programme, we are
engaging extensively with all of our stakeholders, internal and external, to understand current
priorities and what you see as the direction of travel for the coming years. We will also incorporate
local feedback from the recent Call to Action engagement which invited ideas on improving quality,
meeting healthcare needs and how to build a financially sustainable NHS for the future.
Risk
Our plans are being built on the assumption that the MYHT Transformation programme will progress
as planned. We hoped for a decision from the Secretary of State by the end of 2013. This has not yet
been received. Any further delay or a decision that does not accept all the proposed changes in the
programme will have a considerable impact on the whole of the health economy across the MYHT
footprint. Wakefield CCG is putting in place a cross organisational Strategic Impact Advisory Group
that will assess the impact of delays or required changes to the MYHT Transformation programme.
Members should be aware that should there be further delays or the Secretary of State required
changes to the programme, a full impact analysis will be developed and the operational and
strategic plans will have to be redrawn.
Planning Guidance
On 18 December 2013, NHS England released the planning guidance, Everyone Counts: planning for
patients 2014/15 to 2018/19.
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The planning framework requires three key steps to developing our plans, articulate our vision,
decide on our outcome ambitions, describe the interventions we are planning to achieve those
outcomes and ensure all our plans contain the elements NHS England consider essential for a
successful and sustainable health economy:
1.

Vision: High quality care for all, now and for future generations.
We will articulate what high quality care means to people in Wakefield and how we will
move from where we are now to what you want it to be like in five years – ‘what will it mean
for me’.

2.

Measuring how we are doing.
We will measure out progress against seven key outcome measures:








preventing people with treatable conditions from dying prematurely;
improving the health related quality of life for people with long term conditions;
reducing the amount of time spent avoidably in hospital through better and more
integrated community care;
increasing the number of older people living independently at home following discharge
from hospital;
increasing the number of people having a positive experience of hospital care;
increasing the number of people with physical and mental health conditions having a
positive experience of general practice and community care;
making significant progress towards eliminating avoidable deaths in our hospitals

and
improving health, reducing inequalities and making sure we are as much focused on
improving mental as well as physical health.

3.

NHS England is encouraging CCGs to be ambitious in what they want to achieve but we also
know ambitions need to be realistic and achievable. Members will have the opportunity to
comment on the scale and stretch of our ambitions when we publish the first draft of our
plans on 14 February 2014.
In addition to measuring progress against key national indicators, we will be constantly
monitoring progress in the Meeting the Challenge workstreams to ensure we are on track to
deliver our vision.
Transformational Service Delivery
We will map out the steps needed to move our health and care system from where it is now
to achieving our objectives and implementing the vision. In line with national guidance, we
will ensure our health and social care system has the following six characteristics:




Ensuring people are fully included in all aspects of service design and change and that
patients are fully involved in their own care:
o Making sure public, patient and carer voices are at the centre from planning to
delivery.
o Harnessing digital technology to deliver better and more convenient care.
o Improving outcomes through transparency and sharing data
Wider primary care, provided at scale and in closer collaboration with other health and
care organisations.
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A modern model of integrated care including tailored care for vulnerable and older
people:
o Ensuring tailored care for vulnerable and older people
o Care integrated around the patient
o A focus on better health outcomes for children and young people
o Providing earlier intervention to prevent people needing emergency care in hospital
or care homes
Access to the highest quality urgent care. The newly formed Urgent care working group
(UCWG) will be critical going forward
A step‐change in the productivity of elective care
Specialised services concentrated in centres of excellence, supported locally. There will
be a meeting in January where we can contribute to the development of how specialised
services will be delivered across West Yorkshire and Humber.

Our major transformation for out‐of‐hospital care will be delivered through the Meeting the
Challenge programme. Mid Yorkshire Hospital Trust (MYHT) changes will be delivered
through their Transformation programme although transitional funding assumptions still
have to be finalised regarding whole‐system support.
Throughout the redesign and delivery of the transformed services we will not lose focus on
the essentials – high quality, ease and equity of access, innovation and value for money.
Good governance will be built into all service change programmes. This will ensure the
projects meet their requirements and will sustain the corporate commitment necessary for
success. There will be governance for local initiatives and arrangements for regional projects
protecting individual CCG sovereignty within a shared endeavour.
Financial guidance:







CCG running cost allowances ‐ a reduction in allowance over the next two years. The total
amount of resources available in 2014/15 will be the same as 2013/14, in 2015/16 there will be a
10% assumed reduction. NHS England has an overall c.18% reduction in running costs 2014/15
and a further 10% reduction in 2015/16.
Allocations ‐ no real cut in spending and a collective gain a real terms increase of 1% (depending
on inflation) 2014/15, and 2015/16.
Financial assumptions for CCGs ‐ surpluses and deficits accumulated at 31 March 2014 and
subsequent years will be carried forward into the following financial years. In 2014/15 there is
2.5% non‐recurrent spend (including 1% for transformation of services). In 2015/16 this changes
to 1% non‐recurrent spend. The pressure on the CCG to make all planned efficiencies will be
high.
Urgent and emergency care ‐ For emergency admissions, commissioners are required to budget
for all admissions at 100% of the tariff. They should only pay 30% for emergency admissions over
the 2008/9 baseline with the remaining 70% to be invested in relevant demand management
schemes. Plans for demand management will need to be published by CCGs. NHS England and
CCGs will produce a new service specification for 111.

Primary care
Detailed plans for transforming primary care are due in January 2014 (as part of the Call to Action).
CCGs are expected to support practices in transforming the care of patients aged 75 or older and
reducing avoidable admissions by providing funding for general practice plans. They will be expected
to provide additional funding (£5 per head) to commission extra services which practices, identify as
supporting the 'accountable GP' in improving quality of care.
3

Better Care Fund
The guidance outlines how the fund will work locally in terms of rewards, local metrics and
assurance. The critical relationship for CCGs is with the Health and Well‐being Board. If the area
achieves 70% or more of the levels of ambition set out in each of the indicators in its plan, it will be
allowed to use the held‐back portion of the performance pool to fund its agreed contingency plan. If
an area fails to deliver 70% of the levels of ambition set out in its plan, it may be required to produce
a recovery plan.
Wakefield CCG is working with the Wakefield Health and Wellbeing Board to produce integrated
health and social care plans that will form an integral part of our overall strategy. There will be a
planning development session in March for the HWB, CCG and public health colleagues.
An extraordinary meeting of the JSCB will be held in February 2014 to sign off the forth coming
year’s Better Care funds.
Quality
From January 2014, the CQC will provide quality ratings on all providers of NHS services. CCGs are
expected to take prompt action with all providers that are judged as ‘require improvement’ or
‘inadequate’. The CQC will in turn, be committed to sharing information with CCGs through its
Intelligent Monitoring.
Commissioning enablers
The Standard Contract remains largely unchanged from the 2013/14 version but there will be
'significantly greater' flexibility to determine the duration of the contract offered, within the
framework of national guidelines and regulations on procurement, choice and competition. This
includes the flexibility to use it for prime provider contracting. The quality premium and CQUIN will
have separate guidance published shortly, alongside mandated indicators.
Technology
We fully recognise that technology will not only be a significant enabler for much of our change
initiatives but will also be a driver. We will be looking to deliver significant additional benefits in
terms of an agile workforce, efficiency gains, better outcomes and more involved patients through
six strategic priority areas:

Shared Patient record

Unified Communications

Mobile Working

Enabling people to manage more of their own care

Information Governance and Policy

A shared care pathway/referral information and guidance resource e.g Map of
Medicine
We will ensure the technologies facilitate regional (and national) working.
We will be holding a series of digitisation workshops from April looking at ‘the art of the possible’
and developing our detailed digitisation plans going forwards.
Regional Work Programme
In addition to work being undertaken by Wakefield CCG, NHS England through the offices of the
West Yorkshire Area Team held a workshop on 20th December 2013 for the 10 West Yorkshire CCGs
to discuss and agree how plans will be coordinated across health economies and discuss how plans
will interface across organisations.
4

It was agreed that CCGs as local leaders working with all stakeholders with NHS England alongside
them as co‐commissioners as well as providing oversight and support.
It was also agreed:


Across West Yorkshire there are five planning units (Bradford and Airedale, Calderdale,
Kirklees, Leeds and Wakefield)
There will be a West Yorkshire wide strategy to include stroke, urgent and emergency care,
paediatrics, cancer, specialised services
There is a need for a West Yorkshire Primary Care programme




The 10CC group has identified six priorities that will benefit from joint action:


Specialised services – a regional meeting will be held in January where we can contribute
towards the priority areas and future models for specialised services. The models will
probably follow the successful network models and will have an impact on the supporting
services to be delivered locally.
Workforce – all the changes we are planning have a significant impact on the way our
workforce work and on the skills needed to deliver the new models of care. We will be
working regionally and with Health Education England on skills and training requirements
and locally building change management and organisational development into all our service
change programmes.
Data and Intelligence – utilising consistent data regionally to better inform decision making
at all levels.
Financial and economic modelling – to assess the potential impact of strategic change
enabling an in depth assessment of the financial and productivity outlook.
Provider and market landscape – development of a comprehensive assessment of the
impact of current initiatives such as the urgent care review, seven day working and changing
commissioning intentions on the provider and market landscape.
Strategic clinical networks – to better own, lead and utilise the networks.








The 10CCs have also agreed to work together to review once and then redesign the clinical pathways
on a West Yorkshire footprint for:





stroke
paediatrics
emergency/urgent care
cancer pathways

These reviews will form part of the regional plan and will be led by a single Accountable Officer,
Clinician, Finance and Lay nominees from the CCGs supported by a programme director who will be
accountable for the overall delivery of the projects. Once the review and options appraisals have
been completed, the CCGs will determine if and how they wish to proceed to detailed planning and
implementation.
What will the plans look like?
There are certain documents we need to produce for NHS England and we will also be producing
plans in formats that are understandable and informative for our various stakeholders. These will
include:
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1. A system wide description of what our health economy should look like in five years. This
system vision will identify how the health system will shape itself to meet future health demands
without compromising quality outcomes or financial sustainability. This will include developing a
‘plan on a page’ to describe the vision.
2. A document describing how we will achieve our five year vision through a high level road map
that captures the high impact interventions planned within the health economy. This document
will relate to, and underpin, the five year plans submitted and related templates covering
finance, activity and outcomes.
3. A document describing our planned service change journey and what it will mean for different
stakeholders such as patients, carers, service providers and health and social care professionals.
We will publish this in a variety of formats that are easily accessible, including an electronic
version.
Engagement
Many of you will already have been involved in developing the Meeting the Challenge plans, the
MYHT Transformation consultation and will have responded to the Call to Action.
To further develop this work and to ensure our five year strategy is ambitious, achievable and truly
transformational we will be holding further sessions in which members can participate:





Clinical summit (date tbc) – membership development session around strategic planning
Board development session – before draft operational plan submission 14 February 2014.
Clinical symposium (planned for March) – further focus on health and social care integration
building on Meeting the Challenge work.
HWB development (February tbc) – integrated strategic plans HWB/CCG/public health

The planning team will also be attending January and February Network meetings.
Board members are asked to look out for the workshops that we will be holding in March and April
to continue to develop our strategic thinking and for the Digitisation workshops starting in April .
You might also be interested in the upcoming NHS Change Day which will be on 3 March 2014
http://changeday.nhs.uk/
Our planning team can be contacted through:
tara.trayler@wakefieldccg.nhs.uk
Recommendations
The Governing Body is asked to:




note the contents of this update
support the workshops that will be held in March and April in order to continue to develop our
strategic thinking.
support the direction of travel.
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Title of meeting:

Governing Body

Date of Meeting:

14 January 2014

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
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 content of the report and actions; and
ii.
note the information contained in this report relates to NHS Wakefield CCG across all providers
including Mid Yorkshire Hospitals NHS Trust for October 2013 (unless otherwise stated).
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 November and December Integrated Quality & Performance
reports which have been presented to the two previous Integrated Governance Committee meetings. It reflects
indicators that are currently underperforming against target, 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.
Key Areas of Achievement
 YAS achieved the performance targets for Cat A (Red 1) and Cat A (Red 1 and 2 combined) for the period
and year to date (YTD)
 Improvement has been seen across all 18 week referral to treatment pathways with Non Admitted and
Incomplete pathways now meeting the required standard
 Diagnostic waiting times for MYHT have now met the cumulative performance target.
 No alerts on National Quality Dashboard for MYHT
 MYHT received Highly commended award from Dr Foster for reduction in weekend mortality
 Wakefield CCG’s Standardised Hospital Mortality Indicator (SHMI) is significantly lower than the national
average
 The first three CQC reports published for General Practices show full compliance with the five outcomes
assessed
 Staff absence rate is reducing at MYHT
 Friends and Family Test performance at MYHT continues to be positive
Key areas for improvement
 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 YTD
 The Cancer 62 day Urgent GP referral target has not been achieved for the CCG for the period.
 There was one 52 week breach for the CCG and the Trust within the month (the patient has now been
treated)








MYHT and the CCG are breaching MRSA target
CCG is unlikely to meet the annual C.diff target
Two Never Events have been reported by MYHT – one in October and one in November 2013
Increase in number of care homes not complying with CQC standards
MYHT failed to meet VTE risk assessment target in October
CQC requested improvements related to seclusion and the environment within forensic services following
an unannounced inspection of Fieldhead
 Improving Access to Psychological Treatment remains a risk as it is below the target performance level.
 Ambulance Turnaround remains significantly below the required standard.
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:

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 – 21 November and 19 December 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)
January 2014

NHS Wakefield Clinical Commissioning Group
Integrated Quality & Performance Report
January 2013
Report Content
Recommendations:
 To note the content of the report and actions
 To note the information contained in this report relates to NHS Wakefield CCG across all providers including Mid Yorkshire Hospitals NHS Trust for October 2013 (unless otherwise
stated).

Key Messages

Key Success Stories










YAS achieved the performance targets for Cat A (Red 1) and Cat A (Red 1 and 2
combined) for the period and YTD.
Improvement has been seen across all RTT pathways with Non Admitted and
Incomplete pathways now meeting the required standard.
Diagnostic waiting times for MYHT have now met the cumulative performance
target.
No alerts on National Quality Dashboard for MYHT
Highly commended award from Dr Foster for reduction in weekend mortality
The first three CQC reports for General Practices show full compliance with the
five outcomes assessed
Staff absence rate is reducing at MYHT
Completed review of the child exacerbation pathway at MYHT
Good Friends and Family Test performance at MYHT

Areas for Improvement












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 YTD
The Cancer 62 day Urgent GP referral target has not been achieved for the CCG for
the period.
There was one 52 week breach for the CCG and the Trust within the month (the
patient has now been treated)
MYHT and the CCG are breaching MRSA target
CCG is unlikely to meet the annual C.diff target
Two never event have been reported by MYHT in October and November
respectively
Increase in number of care homes not complying with CQC standards
MYHT failed to meet VTE risk assessment target in October
CQC requested improvements following inspection of Fieldhead
Improving Access to Psychological Treatment remains a risk as it is below the
target performance level.
Ambulance Turnaround remains significantly below the required standard.

Items also included in the November and December IGC Reports




Serious Incident summary
CQC Intelligent Monitoring and Quality Risk Profiles
Performance Exceptions and Narrative




National Hip Fracture and Myocardial Ischaemia Audits
Q2 CQUIN achievement
1

Level 2a: Key Performance Indicators

Wakefield CCG performance against CCG Strategic Objectives
Source – CCG Outcomes Framework, Everyone Counts, NHS Constitution
Data –October 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 62 day wait from
urgent GP referral to first
definitive treatment for cancer

Cancer ‐ max 31 days wait from
diagnosis to first definitive
treatment for all cancer

Cancer ‐ max 62 days wait from
referral from a NHS Screening
Service to first definitive
treatment

Cancer ‐ max 31 days for
subsequent treatment where that
treatment is surgery

Cancer ‐ max 62 days wait for first
definitive treatment following a
consultant decision to upgarde
priority of patient

Cancer ‐ max 31 for treatment
where that treatment is an anti‐
cancer drug regieme

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. No changes to YTD position

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 – October 2013
Wakefield CCG

Provider

Trend Information

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

FOT

Data
Assurance

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

Oct

75%

monthly

Oct

95%

78.0%

79.5%

79.5%

↓

↑

••••••

Not reported at CCG Level

74.4%

76.5%

79.1%

69.6%

76.5%

↑

Ada m Sheppard

69.6%

↑

Ada m Sheppard

↑

Ada m Sheppard

MYHT
1

Acute Trust ‐ Turnaround Time

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

monthly

Oct

Not reported at CCG Level

95%

74.5%

72.2%

MYHT

Prevention of ill health and illness
5

Heathcare Associated Infections

MRSA

monthly

Oct

0

0

7

12

↓

↓

5

Heathcare Associated Infections

Clostirdium Difficile

monthly

Oct

7/86

9

58

99

↓

↓

monthly

Oct

85%

82.7%

85.6%

85.6%

↓

↓

1

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

••••••
••••••
••••••

0

5

9

↓

Andrew Furber

3

24

41

↑

Andrew Furber

90.6%

88.3%

88.3%

↑

Abdul Mus ta fa

MYHT

RTT Admitted pathways

monthly

Oct

90.0%

89.0%

89.9%

89.9%

↑

↑

RTT ‐ Incomplete pathways

monthly

Oct

92.0%

93.1%

92.3%

92.3%

↑

↓

Number of 52 week Referral to
treatment pathways

number of patients on
incomplete pathways over 52
weeks

monthly

Oct

0

1

14

24

↑

↑

Improving Access to Psychological
Therapies

People entering
psychological therapies

1/4ly

Q2

2.6%/10%

2.4%

4.5%

9.0%

↑

↑

18 Week RTT Waiting Time Standard
4

72.2%

••••••
••••••
••••••
•••••

88.3%

89.2%

89.2%

↑

Patri ck Wynn

92.8%

91.9%

91.9%

↑

Patri ck Wynn

1

2

4

↑

Patri ck Wynn

Not at Provider Level

Cl ive Ha rri es

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
Domain

Wakefield CCG Strategic Objective

Data Availability Reporting Period

Trend Information

Period Target/
2013/14 Plan

Actual

YTD

FOT

Direction of travel
Month

2012/13

Previous months score card

Provider
Actual

YTD

79.3%

79.5%

97.5%

97.5%

Data Assurance

Clinical Lead

Month

YAS

Responsive Urgent Care

1

Direction

FOT

Cat A (Red 1) 8 min response time

monthly

Oct

75%

78.7%

82.4%

82.4%

↓

↑

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

monthly

Oct

95%

75.8%

77.6%

77.6%

↓

↑

Ambulance response times

••••••
••••••

79.5%

↓

Ada m Sheppard

97.5%

↔

Ada m Sheppard

97.2%

↑

Ada m Sheppard

0

↔

Ada m Sheppard

MYHT
4

4

A&E 4 hour waiting time standard

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

Weekly

Oct

95%

Not reported at CCG Level

96.9%

97.2%

Trolly Waits in A&E

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

Weekly

Oct

0

Not reported at CCG Level

0

0

Prevention of ill health and illness
4

MYHT
monthly

Oct

0

0

0

0

0

↔

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

monthly

Oct

93%

95.7%

96.5%

96.5%

↓

↑

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

monthly

Oct

93%

96.2%

96.4%

96.4%

↓

↑

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

monthly

Oct

96%

98.1%

98.1%

98.1%

↓

↑

Max 31 day wait for subsequent treatment
where treatment is surgery

monthly

Oct

94%

97.3%

98.1%

98.1%

↑

↑

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

monthly

Oct

98%

100.0%

100.0%

100.0%

↔

↔

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

monthly

Oct

94%

100.0%

99.7%

99.7%

↔

↓

monthly

Oct

90%

100.0%

93.4%

93.4%

↓

↓

monthly

Oct

tba

75.0%

71.9%

71.9%

Mixed sex accomodation breaches Minimise breaches

Cancer Waits ‐ 2 Weeks

1

5

Cancer Waits ‐ 31 Days

Max 62 day wait from referral from an NHS
Screening Service to first definitive
treatment
Cancer ‐ 62 Days
Max 62 day wait for first definitive treatment
following a consultant decision to upgrade
priority of patient
Care closer to home and out of hospital care
The proportion of people under adult mental
Care Programme Approach (CPA) illness specialties on CPA who were
followed up within 7 days
Patients waiting for a diagnostic test should
be waiting for less than 6 weeks

4

Diagnostic test waiting times

4

18 Week RTT Waiting Time Standard RTT Non‐admitted pathways

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

0

3

6

↓

Patri ck Wynn

96..3%

96.5%

96.5%

↑

Abdul Mustafa

96.2%

96.5%

96.5%

↓

Abdul Mustafa

99.5%

99.1%

99.1%

↑

Abdul Mustafa

97.4%

99.1%

99.1%

↑

Abdul Mustafa

100.0%

100.0%

100.0%

↔

Abdul Mustafa

n/a

n/a

n/a

100.0%

94.9%

94.9%

86.7%

82.1%

Abdul Mustafa

↑

82.1%

Abdul Mustafa

Abdul Mustafa

MYHT
1/4ly

Q2

95%

99.0%

97.9%

97.9%

↑

↑

monthly

Oct

1%

99.4%

99.4%

99.4%

↓

↑

monthly

Oct

95.0%

95.5%

95.8%

95.8%

↑

↑

••••
••••••
••••••

No data

Clive Harries

99.2%

99.4%

99.4%

↓

Patri ck Wynn

95.0%

95.6%

95.6%

↓

Patri ck Wynn

4
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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 Governing Body 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 Governing Body meeting.
Mid Yorkshire HT

Reporting Period

Period Target/
2013/14 Plan

Trend Information
Direction of
travel

Actual

YTD

FOT
Month

Previous months score
card

Patient Safety
MRSA

Octobe r

0

0

5

9

C. Di ffi ci l e

Octobe r

<49

3

24

41

VTE ‐ Ri s k As s e s s me nt

Octobe r

95%

85.8%

95.1%

‐

Ha rm Fre e Ca re (ne w VTE, fa l l s , pre s s ure ul ce rs a nd ca the te rs & uri na ry tra ct i nfe cti ons )

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

Octobe r

‐

90.81%

Nove mbe r

0

1

3

‐

SI s Numbe r Ope n

Octobe r

n/a

26

26

‐

‐

SI s Ne w for month

Octobe r

n/a

10

23

34

‐

SHMI ‐ La te s t Da ta

Apr 12 ‐ Ma r 13

<100

‐

96.86

‐

↓

HSMR 2012/13 re ba s e d ‐ l a te s t da ta

Apri l ‐ Aug 2013

<100

‐

97

‐

↓

‐

‐

0.90

‐

↑

••••
••••••••
•••

↔
↑
↔
↔

••••••••
••••••••
••••••
••••••

↑
↑
↑

••••
••••
••••••••

↑
↔

•••••
•••••

Ne ve r Eve nts

‐

↑
↑
↓
↔
↓

Clinical Effectiveness

Ame na bl e Morta l i ty

Jul y 2013

Patient Experience
Octobe r

0

0

3

‐

Compl a i nts ha ndl e d wi thi n ti me s ca l e s

Se pte mbe r

95%

66.0%

68.7%

‐

Fri e nds a nd Fa mi l y Te s t re s pons e ra te s

Octobe r

Q1 15%
Q4 >20%

28.5%

22.0%

‐

Fri e nds a nd Fa mi l y Te s t ne t promote r s core

Octobe r

50‐100

67

‐

‐

Octobe r

‐

2.03

‐

‐

Augus t

‐

0.13

‐

‐

Se pte mbe r

4.00%

4.03%

4.09%

‐

Si ngl e s e x Accomoda ti on Bre a che s

Operational
Nurs e to be d ra ti o
Doctor to pa ti e nt ra ti o
Sta ff s i ckne s s ra te (wi th Ba l four Be tty Workforce ) Rol l i ng 12 months

External Assurance
Na ti ona l Acute Qua l i ty Da s hboa rd unde s i re a bl e a l e rts

Octobe r

0

0

2

‐

CQC Condi ti ons or Wa rni ng Noti ce

Octobe r

0

1

2

‐

6

Level 2: Quality Dashboard –SWYPFT

L e v e l 2

The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of SWYPFT 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.
SWYPFT
Reporting Period

Period Target/
2013/14 Plan

Actual

Trend Information
YTD

Direction of
travel
Month

Previous months score
card

Patient Safety
MRSA

Sept

0

0

0

C. Difficile (Wakefield bdu)

Sept

0

0

1

↔
↔

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

Aug

‐

96.02%

n/a

↑

Never Events

Nov

0

0

0

‐

Nov

n/a

10

n/a

‐

Nov

n/a

3

10

‐

SIs Number Open

(Wakefield bdu)

SIs New for month (Wakefield bdu)

••••••
••••••
•••••••
•••••••

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

Sept

95%

96.9%

‐

↓

% service users on CPA having formal review within 12 months

Sept

95%

98.2%

‐

↑

Delayed transfers of care

Sept

≤7.5%

3.8%

‐

↓

% of admissions who have had access to crisis resolution team

Sept

95%

100.0%

‐

↔

••••••
••••••
••••••
••••••

Access (all data relates to Wakefield bdu not SWYPFT as a whole)
Crisis referrals (4 hours) receiving a face to face contact within 4 hours

Q2

85% Q1
90% Q2‐4

90.5%

‐

↑

Crisis referrals (2 hours) receiving a face to face contact within 2 hours for CAMHs

Q2

95% by Q4

66.7%

‐

84.5%

‐

↑
↑

98.4%

‐

↑

18.0%

‐

↓

••
••
••
••
••

55% Q1, 75% Q2
90% Q4

59.0%

‐

↑

••

Q2

93% Q1‐2
95% Q3‐4

98.6%

‐

↑

••

Q2

93% Q1‐2
95% Q3‐4

96.9%

‐

↑

••
••••••
••
••
••••••

Routine referrals (excl. Memory service) receiving a face to face contact within 14 days of referral

Q2

Routine referrals commencing treatment within 6 weeks of face to face contact

Q2

Routine referrals receiving a face to face contact within 4 weeks (CAMHs)

Q2

Routine referrals receiving a partnership appointment within 4 weeks (CAMHs)

Q2

New referrals for psychological therapies assessed within 14 days
New referrals for psychological therapies starting treatment within 16 weeks following
assessment

80%
90% Q1
95% Q2‐4
55% Q1, 75% Q2
90% Q4

Patient Experience
Single sex Accomodation Breaches
Service user survey ‐ inpatients (% rating care as excellent or good)
Service user survey ‐ community (% rating care as excellent or good)
Complaints including staff attitude as an issue

Q2

75%

100%

n/a

Sep

<30%

17%

19%

↔
↓
↑
↑

Sept

4.00%

4.20%

‐

↓

••••••

Sept

Green

G

n/a

↑

Oct

0

0

0

‐

••••••
••••••

Sep

0

0

0

Q2

75%

82%

n/a

Operational
Staff sickness rate

(Wakefield bdu)

External Assurance
Monitor Governance Rating
CQC Conditions or Warning Notice
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Level 2a: Quality Dashboard –111 Trust wide

The following Quality Dashboard has been constructed to allow the Governing Body to note the performance of 111 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 Governing Body meeting.
YAS 111
Trend Information
Reporting
Period

Period
Target/
2013/14

Actual

YTD

Calls answered within 60 seconds after the Introductory message

Aug

>95%

97.2%

93.4%

Abandoned calls (No more than 5% calls abandoned) after 30 seconds

July

<5%

1.7%

2.2%*

Life threatening calls must be passed to the ambulance service within 3 minutes.

July

100%

100.0%

100.0%

The contractor must complete the clinical assessment and the patient has a disposition within one call.

July

≥ 95%

84.0%

85.5%*

Call backs will be delivered (except within predefined calls) within 10 minutes of the end of the initial call

July

100%

57.6%

34.9%*

Warm transfer from NHS 111 call handler to NHS 111 clinician

Aug

>95%

43.5%

41.9%

Frequent users (call 4 times per month) whose use is immediately highlighted to their registered GP.

July

100%

100.0%

100.0%

Direction
Previous months
of travel
score card
Month

Initial telephone call and assessment

↑
↑
↔
↓
↑
↓
↔

•••••
••••
••••
••••
••••
•••••
••••

↔
↔

••••
••••

Patient Safety
SIs Number Open (Wakefield district)

October

1

1

SIs New Sep ‐ Oct (Wakefield district)

Sep ‐ Oct

1

‐

% of all clinical staff having Level 2 Safeguarding Children Training within the last 3 years.

July

>95%

100.0%

100.0%

Staff that have attended Basic Adult Safeguarding training to include updates on local policies &procedures.

July

>95%

100.0%

100.0%

October

0

15

↑

CQC Conditions or Warning Notice

Sep

0**

0

Monitor

July

↔
↔

Patient Experience
Complaints (Wakefield district)
External Assurance

Green

••••
••••

*Qtr 1 performance. Combined YTD data not available.
** CQC YAS inspection report published in September 2013 identified 2 minor concerns, but these were unrelated to the inspection of 111 call centre. Data obtained from YAS 111 dashboard, YAS Quality Report, CSU Governance Dept
and Wakefield 111 Dept
8

Key issues
- There is a higher than expected demand for the percentage of calls which require the involvement of a clinical advisor. This has resulted in call backs being made by Clinical
Advisors as opposed to the call being warm transferred directly to a clinical advisor.
- YAS has increased the senior clinician resource during peak periods. This measure enabled to percentage of call backs delivered within 10 minutes to increase to 57.6% in July from
33.7% in June but this failed to deliver improvements in other areas. The call back queue is also prioritised to ensure urgent cases are picked up as a priority.
- YAS has increased to the number of whole time equivalent staff and reviewed all rotas to increase staffing levels at busy times.
- YAS has updated its sickness absence monitoring processes in an attempt to reduce staff absence rates.
Winter planning
- There is a significant risk that performance will be affected as call volumes increase during the winter months.
- YAS has produced a Winter Capacity and Escalation Plan which contains measures to use existing resources more effectively, reduce demand during busy periods and an escalation
process to implement if demand outstrips capacity. This includes measures such as referring all under 5s and over 75s waiting in a clinical queue directly to out of hours providers
and moving clinical advisors to call handling roles.
- The Winter Capacity Plan has been discussed at the West Yorkshire Urgent Care meeting, the Urgent Care Board and the Wakefield and North Kirklees 111 Clinical Quality Group.
Responsible Clinical Lead: Dr Chris Jones

Commissioning Lead: Jenny Feeley

CCG Assurance: Wakefield & North Kirklees 111 Clinical Quality Group
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Level 2b: Dr Foster Patient Safety Indicators and Diagnoses ‐ MYHT

Overview
The 2013 Dr Foster Good Hospital Guide was published on 6 December 2013.
Improvement
MYHT has been rated as having ‘better’ than expected outcomes in the following area.
-

Trusts that improved their weekend HSMR since 2011/12

MYHT has also been listed as one of the most improved trusts for this area.
National recognition for MYHT
MYHT has received a Highly Commended Award from Dr Foster for its reduction in weekend
mortality. MYHT is one of 12 trusts to receive on of these presitgious awards.
The awards are given to trusts who have seen an improvement (a move to a higher banding) in
their performance at weekends on either weekend emergency HSMR,
weekend admission rates or weekend repair of broken hips. Performance on the 4 main
mortaility metrics used in the Hospital Guide (HSMR, SHMI, deaths in low risk conditions and
deaths after surgery) must be in line with expected at least to be considered for an award.

Highly Commended Award
Improved weekend emergency HSMR from 2011/12 to 2012/13
Airedale NHS Foundation Trust

Mid Yorkshire Hospitals NHS Trust
North West London Hospitals NHS Trust
Oxford University Hospitals NHS Trust
Royal Cornwall Hospitals NHS Trust
The Hillingdon Hospitals NHS Foundation Trust
The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

15 Patient Safety Indicators
Dr Foster publishes data on 15 indicators which predominently relate to surgery. The Trust is better than expected in 5 measures and as expected in 10. None were worse than
expected.
HSMR
For the 56 diagnoses in the HSMR basket, the relative risk of mortality is better than expected in 5, as expected in 50 and significantly worse than expected in 1.
The area which is worse than expected is Aortic, peripheral and visceral artery aneurysms. The expected deaths for this diagnosis are 20.3 and there were 31.
An investigation has been initiated into this area.

.
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Level 2b:
The Friends and Family Test (FFT) asks patients whether they would recommend the NHS service they have received to friends and family who need similar treatment or care.
The FFT score is calculated using the proportion of patients who are extremely likely to recommend minus those who would not recommend or indifferent.
A&E (patients discharged from A&E only)

100
90
80
70
60
50
40
30
20
10
0

Response rate %
National response rate %
FFT Score
National FFT Score

May‐13 Jun‐13

Jul‐13

Aug‐13

Sep‐13

Oct‐13

Extremely likely and likely
responses %
National extremely likely
and likely responses %

Inpatient

100
90
80
70
60
50
40
30
20
10
0

Response rate %
National response rate %
FFT Score
National FFT Score

May‐13 Jun‐13

Friends and Family Test – Free text comments
Overall number of cards completed
Number of comments in response to: Was there anything particularly good about your care?
Number of comments in response to: Was there anything that could be improved?
Top 3 Themes for Improvement
Aug 13
Sep 13
Waiting for treatment (280); Staffing levels (162); Food (88)
Waiting for treatment (311); Staffing levels (133);

Jul‐13

Aug‐13 Sep‐13

Aug 13
3852
2918 (76%)
1133 (29%)

Food (90)

Extremely likely and likely
responses %
National extremely likely
and likely responses %

Oct‐13

Sep 13
4098
2958 (72%)
1089 (27%)

Waiting for treatment (264);

Oct 13
4474
2784 (62%)
957 (21%)

Oct 13
Staffing levels (106);

Food (86)

Key Messages
94.33% of all respondents in the A&E and inpatient survey would recommend MYHT to their friends and family.
The response rate and FFT score is significantly higher at Pontefract on both the A&E and Inpatient measures compared to Dewsbury and Pinderfields.
Maternity
FFT was extended to 17 maternity service in areas in October 2013. The data submitted by MYHT is an estimate as the Trust is
unable to accurately account for the number of contacts made with maternity services. This is a national problem.

Month
October

% Response Rate
14%

Score
62
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Level 2b: Local Quality Premium Update – Q2 CCG Assurance Process
Reducing smoking in pregnancy ‐ Target – Reduce smoking at time of delivery from baseline of 24.1% to 23%.
Why did we choose this?
The Joint Strategic Needs Assessment (JSNA) identified that more than 1 in 5 women in Wakefield continue to smoke during pregnancy. Data showed that Wakefield was the second worst
in the country (27.18% in Q2 2012/13) for smoking during pregnancy, and significantly higher than the national and regional average.
What have we done?
 From April 2013 advanced maternal CO monitors have been utilised by midwives to measure both maternal and foetal CO levels, as well as environmental CO within the home.
 An opt out referral pathway to the specialist smoking cessation service is operated for all women who at booking indicate they are smoking or whose breath test result indicates they are
smoking or are exposed to tobacco smoke in their household.
 An electronic referral system has been commissioned which provides a straightforward method for midwives to refer directly to the stop smoking service.
 Targeted social marketing activities are planned in those areas with higher prevalence rates, and for fathers and expectant fathers as a key target audience for smoking campaigns and
initiatives.
 A review of current service provision against the current NICE guidelines has been completed. A service plan will now be developed to reflect recommendations regarding service
provision, training and required resources.
 A Health and Wellbeing Board development session on smoking and tobacco control was held on 4 October 2013.

Improving access to talking therapies (IAPT) ‐ Target – Increase people entering psychological therapies from baseline 9.6% to 11.4%
Why did we choose this?
In 2012/13 we did not meet the national target for the number of people accessing psychological therapies. The Wakefield Health & Wellbeing Strategy has identified mental health as a
local priority as there is a clear association between good mental health and improved health outcomes.
What have we done?
 From 1 April 2013 current service delivery has been expanded to include the delivery of Counselling for Depression as an additional therapeutic intervention offered by the Turning Point
Rightsteps Service. The additional counsellors will deliver an additional 2,600 sessions per year.
 This expansion has enabled GPs and other professionals to have a single point of access to primary care talking therapies. It also enables clients to access the right intervention at the
right time and provides a seamless referral process for all clients referred to the Rightsteps Service.
 Data for April shows that 1.2% of the relevant population accessed psychological therapies. This performance was lower than expected given the increased capacity commissioned, and
on further investigation we found that the decline is as a result of data interpretation by the provider following a change to national definitions. The provider has undertaken a thorough
data cleansing exercise from June activity onwards and initial results show a significant improvement which will accurately reflect the number of people entering psychological therapy,

12
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Level 2b: Local Quality Premium Update – Q2 CCG Assurance Process ‐ Continued
Improving recovery from stroke ‐ Target – People with a new diagnosis of stroke who have a follow‐up assessment within 4‐8 months of initial assessment 70%.
Why did we choose this?
There have been significant improvements in the quality of acute care for people who have had a stroke over the last few years. However, prior to this year there was no formal pathway for
the follow‐up assessment after 4‐6 months.
What have we done?
 A multidisciplinary working group has developed a local model, which was piloted in a small number of practices. The review is led by the Health and Wellbeing (H&WB) team using the
evidence based Greater Manchester Stroke Assessment Tool which has been translated into a template on the primary care clinical systems.
 The model is being actively rolled out to all practices with 23 practices now offering these reviews, and 6 further start‐up visits to practices planned.
 Each H&WB worker is attached to one of the CCG’s clinical networks and they are using this structure to promote the work, along with opportunistic promotion at practice engagement
events.
 The service specification for the Health and Wellbeing team is currently being updated to formalise their role in the stroke recovery pathway.
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Level 2b: Quality Intelligence
Quality Intelligence Group
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 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.
October 2013 – 35 pieces of ‘soft’ intelligence mapped
Key theme
Discharge letters
Key theme in August and
September

Source of
evidence
PSU/GP

Strength of
evidence

Hard evidence
link



Service
provider

Level of
concern

Actions

MYHT

High

1. Raise specific concerns with Contracting Team.
MYHT now sharing performance data on discharges.

1. Monitor intelligence related to communication and identify specific issues

Engagement,
PALS, Complaints,
Patient Opinion,
Other



MYHT, GPs

High

PSU/GP Patient
opinion



GP practice

Medium

1. Discuss with PrSU to see how this can be addressed with the practice. –
Issue now resolved.

YAS

PSU / GP,
PALS/Complaints



YAS

Medium

1. Discuss specific issues with YAS.

Community Services

Engagement, PSU
GP feedback



GP practice,
community
nursing (MYHT)

Medium

1. A Community Services Performance Framework is being developed.
2. A Task & Finish Group established for Community Services will develop an
assurance framework

Poor communication with
patients, primary and secondary
care
0844 GP telephone number

YAS Quality
Report
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November 2013 – 52 pieces of ‘soft’ intelligence mapped
Key theme
Co‐ordination of care

Staffing levels and attitudes

Maternity ‐ SI and poor
communication
Appointments
Gastroenterology, Ophthalmology,
Cancer
Orthopaedic, ENT
Medication

Source of
evidence

Strength of
evidence

Incidents
PALS/Complaints
PSU, Other




PSW
PALS Engagements
Other




Pt opinion



PALS




Incidents
PALS, PSU, PSW




Hard evidence
link

CQC report
and Intelligent
Monitoring
National Quality
Dashboard
MYHT maternity
dashboard (2 non‐
compliance
measures)
18 weeks
Outpatient
improvement
programme

Service
provider

Level of
concern

MYHT
Local Care Direct

Low

1. One to One ‐ actions being taken by MYHT to ensure aware of individuals.
2. MYHT now reports on timeliness of discharge letter distribution.
3. CQUIN proposed for 2014/15 on discharge

MYHT
Nuffield
Palliative Care at
Home

High

1. Risk assessment and escalation process of all MYHT elderly care wards
2. Recruitment to all vacancies ongoing at MYHT.
3. Re‐modelling staff requirements for 11.30 hour shift patterns at MYHT.
4. Concerns being discussed at MYHT Quality Surveillance Group.

MYHT
One to One

Low

1. SI managed by CSU processes
2. Review of MYHT maternity pathway being planned.

MYHT

Med

1. Exec Contract Board ‐ 18 week Referral to Treatment Improvement Programme
monitored.
2. Assurance to be obtained regarding concerns about appointment booking system.
3. CQUIN proposed for 2014/15

MYHT
LCD

Med

1. SI process managed by CSU
2. CQUIN relating to medicine management being considered.

Actions
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Level 3: Exceptions & Narrative – New Actions
Area
18 Week Referral to Treatment

Referral to Treatment – 52 Week
waits
Cancer Waits – 62 Days from referral
from a GP Referral

Cancer Waits – 62 Days from referral
from a NHS Screening Service
Ambulance Handover

Ambulance Response Times – YAS
Cat A (Red 2)
MRSA
Clostridium Difficile
MYHT Complaints handled within
timescales

Never Events





























New Actions
A specialty level Root Cause Analysis for the high risk specialties has been commissioned by the 18 Week Recovery Board and is awaiting delivery.
A detailed analysis of referral activity has been initiated and will be part of a primary care engagement process utilising the membership to identify issues and resolution.
A revised data reporting dash board is being developed between the Trust and the CCG.
A CCG level planned care action plan is being refreshed and will form the basis of a highlight process for CMG.
A formal request has been made to MYHT requesting a an improvement action plan relating to data quality which has been followed up with a formal Contract Query
Notice.
MYHT have implemented a new procedure within their data validation strategy to prevent these errors occurring in the future.
All 52 week breach patients have now been treated.
A detailed review of Wakefield CCG patients has been undertaken which is being discussed with MYHT (who in aggregate achieved the 62 day GP referral standard of 85%)
to ensure the transfer deadlines are met and the root cause analysis of breaches is effective.
The Trust Cancer lead is presenting the approach to breach analysis to ECB in for approval.
The months performance has been notified to the CCG Lead Commissioner who will discuss at the next Cancer Network meeting to identify any wider inter‐provider issues.
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
The quality team are leading on discussions regarding the improvement trajectories required to meet CQUIN improvement plan for the remaining quarters.
Turnaround specific winter plan.
Achievements and best practice examples in the last six months to be documented and shared.
Performance was raised at November contract meeting and an action plan requested by 2nd December, which is now being reviewed.
The contract Lead Commissioner is engaging with YAS regarding contract penalties.
MYHT are implementing a personal accountability agreement to ensure staff understand their personal responsibility and accountability in relation to HCAI.
These concerns have been shared with the Medicines Management Team. The Medicines Management Team is undertaking work to lower the usage of PPIs.
Prescribing of cephalosporins and quinolones is included as a prescribing indicator in the Improvement in Prescribing Plan (IMPP) and will be for 2014/15
MYHT is making the PALS service more accessible to service users which is intended to reduce the number of formal complaints:
The PALS office at Pinderfields has re‐located to near the main atrium from Trust HQ to make it more accessible location for service users.
Opening a PALS office at Dewsbury.
Increasing the opening hours of the PALS office at Pontefract.
Two Never Events have been reported by MYHT.
On 31 October 2013 an SI was reported related to inappropriate administration of oral methotrexate. The patient received a reduced dose of methotrexate as the
prescription chart was written incorrectly, so there was no patient harm. However, the definition for a Never Event is any inappropriate administration of this medication.
On 14 November 2013 an SI was reported classed as surgical error – retained instrument following elective surgery. The instrument was removed via laparotomy and the
patient has recovered.




Both incidents have been discussed at the MYHT Executive Quality Board.
The root cause analysis investigations are underway and will be submitted to Wakefield CCG within 60 days of the incident.
 Contract Breach Notifications regarding these Never Events will be issued.
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Deep Dive
MYHT Patient Safety Walkabouts – September and October 2013
This summarises findings from a Walkabout that took place at Dewsbury on 26 September 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 2). Feedback included;
‐
‐
‐
‐
‐

Areas of good practice
Documentation: Patient records viewed were completed to a high standard.
Staffing: All staff interacted with patients in a caring and appropriate manner.
Cleanliness and infection control: The ward was clean and the hand gels were well used. Patients with an infection or suspected infection were in a side‐room.
Call bells: All patients had access to call bells.
Leadership: The Senior ward sister had a visible presence on the ward and was seen interacting with patients. One patient commented on how during times when it is busy the
Ward Sister will support her staff and provide care to patients.
Areas of concern
Discharge: One patient’s discharge was delayed as awaiting mental health review
Patient feedback: No information available to inform patients how to make a complaint.
Cleanliness: The beverage and meal trolleys required cleaning. This was addressed immediately.
Infection Control: Information relating to infection control was not displayed in one male toilet but this was immediately rectified.

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 will be shared at MYHT Executive Quality Board meeting on 21 November 2013.
This was a very positive visit which identified predominantly good areas of practice.
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This summarises findings from a Walkabout that took place at Pinderfields on 30 October 2013.
Key Issues

The Walkabout took place at Pinderfields (Gate 41, Gate 43, Surgical Assessment Unit (SAU) and the Discharge Lounge). Feedback included;
Areas of good practice
Privacy and dignity: All patients seen had their privacy and dignity maintained (and patients confirmed this), with the exception of one patient on Gate 41.
Staffing: The PSW team found all staff to all of the wards and areas visited to be welcoming and to interact well with patients. This was particularly evident on the SAU
where staff were seen reassuring an anxious patient.
‐ Care planning: All nursing records and care plans seen were contemporary and up to date on SAU. Patients stated that there care plan was shared with them and one
patient was involved with re‐evaluating their care plan.
‐ Call bells: Calls bells were buzzing frequently and were attended to promptly in all but one instance.
‐ Patient experience: Patients on Gate 41 enjoyed the voluntary entertainer who visited the ward on a Thursday.
‐
‐

Areas of concern
Staffing: On occasions staffing levels on a particular ward visited may compromise patient safety.
Surgical assessment unit: Patients and staff reported longs waits to see a doctor for specialities other than General Surgery.
Documentation: Some care plans were not updated.
Discharge: One patient could not be discharged as there was a delay in collecting their medication.
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 will be shared at MYHT Executive Quality Board meeting on 19 December 2013. Commissioners are assured about the actions being taken in relation to staffing levels
within MYHT
NHS England have asked to share the tools designed and used on the PSW by North Kirklees and Wakefield CCGs with other organisations and include them in their new
Commissioning Framework as it feels the methodology is a great a tool to capture the views of patients, frontline staff and enables the quality of care given provided to be observed
by the walkabout team.
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Deep Dive: Child Asthma Pathway in the Emergency Department at Pinderfields

Background:
The child acute exacerbation asthma pathway was identified as an area which required further assurance of the quality of service provided to patients by Clinical Cabinet. It has been
suggested that the quality of service could be enhanced by the appointment of a child asthma Clinical Nurse Specialist who would work across acute and community settings.
Pathway Review:
Representatives from Children’s Commissioning, Quality and Public Health visited the Emergency Department, Children’s Assessment Unit and Children’s Ward at Pinderfields on 8
October. The team walked the pathway to assess the quality of service provided. The team were escorted by a consultant and Department Manager for each area. The team reviewed
documentation and information leaflets for patients and relatives. Staff were asked questions pertaining to their knowledge of the pathway and they were also asked to demonstrate
clinical techniques.
Outcome:
The team were impressed by the caring nature of staff and the communication between the different departments. The team were pleased that the Children’s Assessment Unit
established an innovative way of creating a local version of the Friends and Family Test for children. Children were encouraged to place coloured lego blocks in large bottles to indicate
if they would recommend the service.
The group identified a number of improvements which could enhance the quality of the service:
- Place a sticker on the front of the patient record for patients with an existing diagnosis of asthma, similar to the system in place for adults with asthma.
- Enable Emergency Department staff to book patients into the Asthma clinic or have access to children’s appointments for review in the same way as with adult asthma and
the adult respiratory team appointments.
- Clarify the referral process with GPs to make sure they understand the circumstances in which a child needs to be sent to the Emergency Department and when a child
requires referral to the Children’s Assessment Unit.
- The provider should focus on complying with the Child Asthma Care Bundle as it is currently non‐compliant.
- Business case will be progressed for the Child Asthma Clinical Nurse Specialist.
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Deep Dive: Care Closer to Home Patient Experience Report

The CCG’s vision clearly expresses the aim to improve patients’ experience of healthcare within Wakefield District.
The CCG recognises that no single source of information will provide the full picture of what the experience of
services is locally. The CSU has been commissioned, as part of their work programme, to produce topic‐specific
quarterly reports triangulating various sources of patient feedback. The second such report links to one of the
CCG’s strategic priorities for 2013/14 – care closer to home. Several sources of information were used to establish
the main themes and a qualitative (content) analysis of the feedback has been undertaken. The themes are based
on the Department of Health’s National Patient Experience Framework (2011).
For the purposes of this report, information from engagement activities carried out until 30 September 2013 is
included, as well as information gathered by the Patient Advice and Liaison Service, Patient Opinion and
Complaints between July and September 2013. It also includes relevant feedback collated by the Quality
Intelligence Group.
Main themes

Main area of concern for patients is access to care, 61% of all the negative comments made by patients and
44% of the total number of comments made related to access to care. Particular issues include ‐ travel across
the district to reach specific sites or hospitals; waiting times for return journeys when using patient transport;
poor experiences around discharge from hospital; and waiting times for appointments and difficulties
arranging.

Respect for patient centred values, preferences, and expressed needs was the second equally most
frequently commented upon with a broadly equal spread of both positive and negative comments from
patients. Particular issues highlighted include ‐ concerns about being frequently moved and long periods of
waiting before being discharged; and compliments for the support at home provided to some patient groups
by services such as Community Matrons, Acute Community Nurses and Continence Nurses.

Information, communication, and education was the second equally most frequently commented upon
theme. Particular issues highlighted include – concerns on processes of care, e.g. being disrupted by poor
communication between professionals and feeling forgotten about after discharge; compliments about
provision of clear information about medication and side effects; and allowing sufficient time for patients to
talk about their conditions.
The report was discussed at the Quality Intelligence Group on 7 November 2013, and presented to Clinical Cabinet on 28 November 2013 and Public and Patient Engagement Committee
(PIPEC) on 5 December 2013. The report has also been shared with the Care Closer to Home Transformation Board to ensure that patient experience and insight is influencing future
commissioning decisions related to Care Closer to Home.
20

Deep Dive: MYHT 18 Week Referral to Treatment performance

Background
In July 2013, MYHT presented to the CCG an 18 Week Referral to Treatment proposal with the objective of delivering an improved and sustainable level of performance across the admitted, non
admitted and incomplete patient pathways. The outcomes of this proposal would deliver a specialty level performance within the operational standards by 31st December 2013 and no patient
waiting longer than 18 weeks by 31st March 2014. The MYHT 18 Week recovery board continues to work in partnership with the Trust to monitor and report on the performance improvements,
however, a number of risk to achieving the required outcomes have been identified.
PAS System
Defining the problem:
Since the implementation of the new PAS system (mid September 2013) the overall incomplete waiting list has increased by 6800, and the number of over 18 week patients has increased by 865.
Underlying Issues:
 Outcomes ‐ not actioned within 24 hrs of appointment, significant progress has been made to clear the backlog and the MYHT improvement trajectory is for this to be completed by the
end of January.
 Clock Stops – patients with an outcome from clinic that should have resulted in their 18 week pathway stopping (treatment or active monitoring).
Corrective actions
 A standard operating procedure and daily report has been implemented to improve compliance and report on progress of actioning outcomes.
 Audit of patient records to identify and amend ‘active monitoring’ status on PAS.
 Error within Camis (PAS) which does not stop the ‘new course of treatment’ when the appropriate code is added – awaiting a permanent fix from supplier, however, in the interim a
manual fix is being applied.
 Implementation of a centralised data quality function, a skilled and protected resource responsible for validation, error correction and staff retraining (previously completed by the
specialty administration teams) who correct errors within 48 hrs of them being made.
 The Trust have a 7 week validation plan to check all the patients affected by the PAS issues, they also need to ensure that processes are amended to correctly add patients to the waiting
list as at the moment a significant number of patients are week added incorrectly, which are then re‐validated restrospectively.
Demand increases
There has been an overall demand increase for MYHT that equates to 9% when comparing April‐Aug 2013 with the same period in 2012.
 Significant increases by specialty (all referrals)
 GP Referrals: ENT – 20.5% increase, Plastic surgery – 21.5% increase.
 Significant increase in referrals from Leeds based CCGs – a 24% increase from Leeds West CCG.
 Orthopaedics and Cardiology have seen a significant increase in consultant to consultant referrals. MYHT are investigating these increases but initial findings indicate that incorrect
information on the Directory of Service has resulted in referrals being redirected to the appropriate consultants, this is currently being quantified.
21

Corrective Actions
 Currently examining the wider health economy to identify what proportion of the demand increase is as a result of activity being referred to MYHT where previously it would have been
delivered by other providers (Spire, Barnsley NHST and Doncaster/ Bassetlaw NHS Trust are showing under‐trades at M5).
 CCG 18 Week Recovery Board (chaired by Dr P Wynn) is currently developing a number of work‐streams to effectively manage demand: Map of Medicine, E‐Consultation, Choose and
Book, GP Engagement, and Criteria Based Commissioning.
 The 18 Week Recovery Board has identified the following specialties where the most significant benefits could be realised: ENT, Gastroenterology, Gynaecology and Orthopaedics.
 In support of the work being conducted by the Recovery Board, the CCG Clinical Commissioning Operational Group has initiated engagement with the Primary Care Networks via the
Practice Support Units to engage the membership in defining the issues relating to the increasing GP referrals.
 The WYAT were invited to attend the December 18 Week Recovery Board, where they were able to gain a fuller understanding of the current issues at MYHT.
 The CSU have been tasked with engaging the Associate CCGs to understand current and future changes in their referral behaviours to MYHT.
CCG Specialty Level Performance at MYHT




Performance at specialty level identifies that there are a number of specialities that continue to represent a risk to the cumulative performance standard.
The following specialities present a performance issue across all three pathways: Opthalmology, and Plastic Surgery.
Trauma and Orthopaedics and neurosurgery are failing across both the admitted and non admitted pathways.

Completed Admitted Pathway – failing specialties
Treatment Function

National
Standard

Completed Non Admitted Pathway ‐ failing specialties
YTD
Aggregate

Treatment Function

National
Standard

YTD
Aggregate

ENT

90%

90.0%

Gastroenterology

95%

92.6%

Gynaecology

90%

83.9%

Ophthalmology

95%

92.4%

Ophthalmology

90%

89.4%

Plastic Surgery

95%

93.1%

Plastic Surgery

90%

83.7%

Rheumatology

95%

91.9%

Trauma & Orthopaedics

90%

77.0%

Trauma & Orthopaedics

95%

94.6%

90.0%

89.2%

TOTAL

95%

95.9%

TOTAL
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Incomplete Pathway ‐ failing specialties
National
Standard

Oct

ENT

92%

89.7%

General Surgery

92%

87.9%

Ophthalmology

92%

90.1%

Plastic Surgery

92%

90.1%

Thoracic Medicine

92%

81.1%

92.0%

92.9%

Treatment Function

TOTAL

Activity Decreases
Since October 2013 there has been a reduction in activity with MYHT, particularly within the OP First Appointments. Although this is being investigated by the Trust, they preparing to
increase activity through:
 Utilising independent sector providers
 Outpatient Improvement Programme. The program is ensuring a number of efficiencies are embedded to maximise Op capacity, including:
1. Referral criteria are fully implemented (where they exist)
2. Consultant triage of referrals within 72hrs
3. Reducing DNA’s
4. Reducing cancellations and rescheduling.
Summary and Assurance
In terms of Assurance in the Trusts recovery plan it can be concluded that they:
 Have the right governance in place and are performance managing the services with greater scrutiny and accountability.
 Successfully identified the route cause of performance which they are addressing.
 They are delivering the activity volumes that are required to reduce waiting times and improve performance
The remaining issues remain a concern:
 PAS – Processes are in place, a Contract Query Notice has been raised which gained an early response which is now with the 18 Week recovery Board to work through (including
data quality issues and the impact on reporting processes and demand planning preparation).
 Demand – the CCG is reviewing the data provided, a plan to engage with practices has been developed,, correlation of demand increases with commissioning intentions is being
completed.
 Activity – Assurance has been sought regarding trends.
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Deep Dive: Improving Access to Psychological Therapies ‐ Rightsteps

Background
The IAPT service failed to meet the service or CCG Quality Premium performance levels during Q1 and Q2, the data quality and definition issues that created a barrier reporting an accurate
operational service level have been resolved and the CCG is assured the level of activity delivered in Q2 reflects the necessary adherence to nationally determined definitions. However, the
current performance does not meet the contracted service levels required for the patients of Wakefield and the CCG’s Quality Premium continues to be at risk, at the November Contract
Management meeting the provider was requested to provide a recovery plan that addressed the operational service gap between current performance and the target access performance
levels.
The IAPT Service – a brief background
Wakefield Rightsteps was initially commissioned and set up in September 2009 with phased referral levels through a long implementation period. As a new IAPT service, with a team made
up of trainees, the aim was to build capacity over the contract period with referrals initially to be received from the previous PLATT Team at 30 referrals per week and referrals from GPs
with a special interest in Mental Health. In October 2010 the service was opened up to referrals from all GPs and professionals across Wakefield District.
Initially the service accepted referrals directly from professionals only, but over the last 12 months there has been a strong emphasis on self‐referral at the service. Evidence shows that
clients who self‐refer are more likely to access the right treatment at the right time, being motivated and committed to complete treatment. The service has developed to accommodate
and facilitate self‐referral. Self‐referrals have increased month on month with a high engagement rate.
Further work to facilitate self‐referrals has included the introduction of Wellbeing Clinics from 11am – 7pm Monday to Friday, delivered by qualified Psychological Wellbeing Practitioners
(PWPs).
Members of the public who wish to access the service can drop in to a Wellbeing Clinic during these hours, or email a self‐referral form available from the website; text or ring the service;
or send in a self‐referral form by post. The Wellbeing Clinics are designed to go through all referrals and see if they are suitable for the service, send out suitable self‐help materials and
make referrals / signpost on.
Gap Analysis and Current Solutions
Having reviewed the tender document submitted and the current service provision the following gaps have been identified:
Retaining and Recruiting a Qualified Workforce – It would appear from the tender document submitted that the number of referrals and numbers of clients entering treatment was
based on building up a qualified workforce over the period of the 5 year contract. This has proved to be significantly problematic especially at Psychological Wellbeing Practitioner
(PWP) level. The NHS England Area Team acknowledges that retaining PWPs is difficult for a number of reasons, but particularly due to the high volume workload that PWPs are
expected to meet.
The high national turnover of PWPs means that Qualified PWPs entailed are difficult to recruit and retain. This is common to other areas and has significantly affected other
providers across the country. Rightsteps have constantly worked to address this issue, becoming heavily reliant on a large trainee workforce, but have never reached full staffing
levels for Qualified PWPs. This impacts our ability to undertake assessments of referrals and treatment availability at step 2. Positive outcomes in generating good referral routes
and numbers have led to increased waiting lists due to these shortages.
Rightsteps have worked closely with our recruitment providers to target potential therapists including direct e‐mail campaigns to British Association for Behavioural and Cognitive
Psychotherapies (BABCP) members and accredited
Therapists, but have not been able significantly to increase the number of Qualified PWPs at the service.
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Securing trainee places – The service has experience of securing training places from a number of universities including Hull, Huddersfield, Sheffield and York. Traditionally, for PWP
trainees, two intakes per year allowed the service to take on trainees where a Qualified PWP could not be recruited or left part way through the year. University access for trainee
PWPs is now limited to one yearly intake at Sheffield University. In addition to reducing the options for getting trainees onto courses, this also removes the option of replacing any
PWP trainees who leave part way through their course, forcing us to wait until the next academic year for enrolment.
Due to the high demand for the reduced number of trainee places, Rightsteps have been given a restricted number of university trainee places for intake. Rightsteps have been
working closely with Sheffield University so that they can recruit experienced staff for PWP trainee roles, completing comprehensive inductions and in‐house OSCE assessments.
Close working has ensured that the in‐house Objective Structured Clinical Examination (OSCE) matches that of the university so that trainees are competent to carry out assessments.
Rightsteps have recently worked with Susan Michael, Educating Commissioning Lead to secure funding outside the Yorkshire and Humber region for additional trainee places and as
a direct result have secured an additional 4 trainee places at Teesside University with an intake date of February 2014. This gives them a high level of current trainees which sets
Rightssteps on track to achieve sufficient staffing levels during 2014/15.
Self‐referrals – Wellbeing Clinics to support self‐referrals take up a significant amount of time which cut into the assessment and treatment capacity of a Qualified PWP. This will not
have been taken into account when submitting the original tender. The self‐referral pathway was introduced as a service enhancement to make the service more accessible to
clients. Rightsteps are pleased with the current level of referrals and believe that referral levels are sufficient to reach the treatment targets proposed by commissioners.
Rightsteps have recently looked at the management of the self‐referral pathway with commissioners, and submitted a business case to change the funded IAPT GP Lead post to that
of an additional support worker to increase capacity to manage self‐referrals This business case has recently been approved.
We propose that future Wellbeing Clinics will be delivered by the two support workers to free up capacity of PWP Qualified staff.
Moving forward
Turning Point Rightsteps accept that, in order to meet the entering treatment target, capacity needs to be looked at to meet demand and suggests the implementation of the following
proposals:
Additional hours –Rightsteps have offered overtime as an option to all staff within the service. Extra costs will be picked up direct by the service in order to increase short‐term
capacity.
Recruitment – Where qualified candidates become available, Rightsteps will interview and over‐recruit to build capacity to manage natural staff turnover. Extra costs will be borne
by the service, aiming to increase and maintain long‐term capacity. Our current recruitment advert will remain open to allow potential candidates to apply on an ongoing basis.
Wellbeing Clinics ‐ The second support worker has now been recruited and Rightsteps are currently going through pre‐employment checks, aiming for a start date in January. Work
will commence to train Support Workers to pick up the Wellbeing Clinics from January allowing Qualified PWPs to be focussed on more assessments and treatments. Treatments
delivered by Qualified PWPs in 2014 will include 1:1 sessions, seminars and workshops.
Service Model –The current levels of Qualified PWP staff mean that in order to deliver the assessments required in order to meet treatment numbers Rightsteps must focus PWP
workload away from 1:1 interventions. To achieve this they have developed a new service model which needs to be discussed further with commissioners. The model brings a high
level of group work whilst maintaining choice for all clients.
Rightsteps would like to propose a Welcome to Rightsteps Workshop, delivered on a rolling, weekly basis and attended by all clients who are assessed and accepted as suitable for
the service. The session would be used to provide:
 Introduction to IAPT and Wakefield Rightsteps
 Expectations – what the Service can achieve
 Signposting and promotion of other local, regional and national services
 Current waiting times for all areas of the service
 What to do whilst waiting – including self‐help materials
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Healthy Lifestyles – the impact of diet and exercise on mental health
An introduction to specialist seminars, workshops and therapeutic groups
Promotion of group activities, using client feedback to evidence benefits
Completion of Measures

Rightsteps believe the introduction of this workshop could bring better knowledge and understanding of IAPT and the Wakefield Rightsteps service to clients, and the choice of
interventions open to them, whilst also cutting down on repetitive work currently delivered on a 1:1 basis. Furthermore, it is anticipated that the workshop will in itself suffice to
meet the needs of some clients. In the short‐term, access to Step 2 face‐to‐face interventions will be limited, but clients will be able to try out the effectiveness of various specific
groups before they receive a more focussed, individual service. Group capacity at both Step 2 and Step 3 will be increased to enable delivery of this model.

Summary and Assurance
 The provider has submitted a recovery plan that in principle could deliver the activity required to closing the gap between the current activity levels at the levels required to meet
the IAPT Quality Premium targets.
 Given that only 3 months remain for the financial year, there is a high level of risk associated with the delivery of this plan, the Commissioner remains I regular
 Additional information regarding specific activity level linked to each solution has been requested.
 The CCG has initiated monthly Contract Management meetings (as opposed to the previous quarterly arrangements) to monitor progress.
 Local data flows are now established for the service allowing for a more dynamic reporting of performance
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In the Spotlight: CQC Reviews: Care Homes
West Ridings Residential and Nursing Home provides care provides accommodation for people who require; residential care, nursing care and care for people with dementia.
Provider
West Ridings, Lofthouse, Wakefield
Date of Inspection
28, 29 August 2013
Review Type
Unannounced routine inspection.
Link to Report
West Ridings
CQC history:
7 February 2013 – routine inspection
11 May 2012 – follow‐up inspection
19 December 2012 – follow‐up inspection
7 October 2011 – inspection in response to concerns

Outcomes
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
08 – Cleanliness and infection control
09 – Management of medicines
13 – Staffing
16 – Assessing and monitoring the quality of service provision

Action needed
Action needed, minor impact
Action needed, minor impact
Action needed, moderate impact
Action needed, minor impact
Compliant
Action needed, minor impact

Attlee Court provides accommodation and nursing care for up to 66 people.
Provider
Atlee Court, Normanton
Date of Inspection
14 October 2013
Review Type
Unannounced inspection.
Link to Report
Atlee Court
CQC history:
11 July 2013 – inspection in response to concerns
25 April 2013 – routine inspection
27 September 2012 – inspection in response to concerns
30 July 2012 – routine inspection

Outcomes
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
05 – Meeting nutritional needs
14 – Supporting workers
16 – Assessing and monitoring the quality of service provision

Action needed
Compliant
Action needed, minor impact
Action needed, minor impact
Compliant
Action needed, moderate impact

Fairburn Chase is a purpose built home providing nursing and personal care for up to 76 people.
Provider
Fairburn Chase, Castleford
Date of Inspection
9 and 10 October 2013
Review Type
Unannounced inspection.
Link to Report
Fairburn Chase
CQC history:
16 July 2012 – inspection to check improvements made
20 June 2012 – inspection to check improvements made
23 January 2012 – inspection to check improvements made
19 December 2011 – routine inspection

Outcomes
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
05 – Meeting nutritional needs
12 – Requirements relating to workers
13 – Staffing
16 – Assessing and monitoring the quality of services

Action needed
Action needed, minor impact
Action needed, moderate impact
Action needed, minor impact
Compliant
Action needed, moderate impact
Action needed, minor impact
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Hemsworth Park provides residential care for older adults, and those with dementia. The home also consists of a residential unit for adults, and a unit for younger people with disabilities.
Provider
Hemsworth Park, Kinsley, Wakefield
Date of Inspection
29 August, 3 and 6 September 2013
Review Type
Unannounced inspection.
Link to Report
Hemsworth Park
CQC history:
23 April 2013 – routine inspection – warning notice issued
19 October 2012 – routine inspection

Outcomes
04 – Care and welfare of people who use services
07 – Safeguarding people who use services from abuse
09 – Management of medicines
17 – Complaints
21 – Records

Action needed
Action needed, minor impact
Compliant
Action needed, moderate impact
Compliant
Action needed, minor impact
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In the Spotlight: CQC Reviews: Fieldhead Hospital, SWYPFT
Fieldhead Hospital provides a range of specialist inpatient mental health and learning disability services. The hospital’s location contains mental health wards for both working age and
older adults, Psychiatric Intensive Care Units (PICUs) and inpatient facilities for people who have a learning disability. The site contains both low and medium secure mental health units,
and hosts a mental health place of safety for the purposes of the Mental Health Act. The inspection focused on the care provided at Trinity 2 (an acute psychiatric ward for working age
adults), The Bretton Centre (a low secure psychiatric unit) and Newton Lodge (a medium secure psychiatric unit), was published on 4 December 2013.
Provider
Fieldhead Hospital, SWYPFT
Date of Inspection
31 July, 1, 5, 6 and 13 August 2013
Review Type
Unannounced routine inspection.
Link to Report
Fieldhead
CQC history:
6 August 2012 – check to see if improvements made
15 May 2012 – check to see if improvements made
6 Jan 2012 – inspection in response to concerns
4 Jan 2012 – check to see if improvements had been made

What patients and relatives said:

"I’ve got thumbs up for the staff …
they listen to what you say" ‘staff
always let you know what is
happening’

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
10 – Safety and suitability of premises
16 – Assessing and monitoring the quality of service provision
21 – Records

"I am glad now that I was brought
here. The staff here are very
supportive and kind".

Action needed
Compliant
Compliant
Action needed, minor impact
Action needed, moderate impact
Compliant
Compliant

‘They are a fantastic set of staff. They give you
the full picture on what is happening with
your treatment … and what you need to do to
move on’.

Overall: The CQC found a good level of service, but identified some concerns regarding safeguarding and the safety and suitability of premises. The CQC stated that the Trust acted
promptly on initial verbal feedback and provided details of their proposed refurbishment plan for the seclusion facilities. The CQC have requested a report be provided by the 7th
December 2013 setting out the action they will take to meet the standards.
Safeguarding people who use services from abuse: Patients had not been protected from the risk of control or restraint being potentially unlawful or otherwise excessive. The CQC
found examples of when some patients appeared to have been kept in seclusion for too long, and found some staff had influenced other staff to keep some patients in seclusion for
longer. The practice of some staff creating a plan for a patient to be secluded for at least a certain period of time was unacceptable. Also seclusion reviews were seen to be based on
other professional’s prior assessments, not their own professional assessments at the time of review, which is not best practice.
Safety and suitability of premises
Patients, staff and visitors were not protected against the risks of unsafe or unsuitable premises. There were concerns about the design and layout of some of the hospital’s seclusion
rooms, and the general décor and environment of the Hepworth Ward. Adequate maintenance of the seclusion rooms had not been carried out. Some seclusion rooms did not have a
bed, apart from a mat on the floor. This is not in line with the requirements of national minimum standards. Some viewing panels had blind spots which meant the patient could
potentially be at risk of harming themselves. The general environment of the Hepworth ward was ‘aged’ and adequate maintenance had not been carried out.
It should be noted that these concerns were on the Bretton Centre and Newton Lodge which are services commissioned by NHS England as specialist services. The action plan will be
presented to the SWYPFT Quality Board on 10 February 2014.
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In the Spotlight: CQC Reviews: GP practices

Provider
The Grange Medical Centre, Hemsworth
Date of Inspection
31 July 2013
Review Type
Announced inspection.
Link to Report
The Grange
CQC history: No previous inspections

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
12 – Requirements relating to workers
16 – Assessing and monitoring the quality of service provision

Compliant
Compliant
Compliant
Complaint
Compliant
Compliant

Provider
Outwood Park Medical Centre, Wakefield
Date of Inspection
22 October 2013
Review Type
Announced inspection.
Link to Report
Outwood Park
CQC history: No previous inspections

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
12 – Requirements relating to workers
16 – Assessing and monitoring the quality of service provision

Compliant
Compliant
Compliant
Complaint
Compliant
Compliant

Provider
Stanley Health Centre
Date of Inspection
28 October 2013
Review Type
Announced inspection.
Link to Report
Stanley
CQC history: No previous inspections

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
12 – Requirements relating to workers
17 – Complaints

Compliant
Compliant
Compliant
Complaint
Compliant
Compliant
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It is recommended that the Governing Body:
i note additional work undertaken to strengthen the winter plan and the development of the surge and
escalation plan;
ii note the additional non recurrent funding and how funding has been allocated
Executive Summary:
Since the last Governing Body Meeting the Winter Plan has been updated
The plan now includes the process for the daily conference call that takes place on a daily basis ( 7 days a
week) that was instigated in response to discussions at the Urgent Care Board in November 2013 and, following
a discussion with NHS England ( West Yorkshire Area Team)
In addition a surge and escalation plan has been written to accompany the Winter Plan which provides each
partner of the Urgent Care Strategic Group with information about how each partner manages a surge in
capacity known as a Resource Escalation Action Plan
Additional non recurrent winter monies have been allocated by NHS England to Wakefield CCG The sum of
3.560M has been allocated to partners of the Mid Yorkshire Urgent Care Strategic Group
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
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Improvement through collaboration and integration
Financial efficiency, probity and balance









Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Separate communications plan led by the local Commissioning Support Unit

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

Continually monitored through the Urgent Care Strategic Group (previously
known as the Urgent Care Board) who meet on a monthly basis
Governing Body in November 2013

Reference document(s) /
enclosures:

Winter Plan, Surge and Escalation Plan available upon request.

Risk Assessment:

Winter Monies Allocation Summary is enclosed.
Risk and mitigation process used by the Urgent Care Strategic Group

Finance/ resource implications:

Included in paper

2

Governing Body
Winter Plan – 2013/14
January 2014
1. Introduction
This paper presents to the Governing Body the updated Winter Plan for 2013/14.
The Governing Body is asked to note the changes made to the plan submitted as separate papers to the
Local Area Team which was approved by the Urgent Care Group on 17th December 2013. The updated
plans were submitted to the Area Team who has acknowledged receipt of the plans.
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 October the Urgent Care Group agreed to the proposed introduction of a risk and mitigation process
to enable each partner to raise concerns through a systematic process on a risk exceptions process.
Through this process it was agreed that a surge and escalation plan needed to be written to support the
Winter Plan
3.

Financial Allocation

In November 2013 NHS England allocated additional non recurrent winter monies to secure resilient
delivery of the services to patients through the winter requesting that that this investment involve:
 Schemes to minimise A&E attendance and hospital admissions
 Improvements to system flow through 7 day working across hospital, community, primary and
social care with innovative solutions to tackle delayed discharges
 Specific plans to support high risk groups
Urgent Care Working Groups were asked to recommend how winter monies were allocated to deliver
consistently high quality services for patients over the winter period to ensure patients have good
access to services and an excellent experience of care, even at times of increased demand for services.
The Mid Yorkshire Urgent Care Group made a list of recommended schemes they had reviewed at the
meeting this Group on Tuesday 17th December 2013. Partners at the meeting on 17th December were
asked to consider how the proposed schemes fitted with the six key principles below as directed in the
Gateway No: 00806 letter namely:
1. Maximise capacity across the whole health and social care economy
2. Builds on investment already made
3. Supports 7 day working
4. Supports additional primary care capacity, hospital avoidance and early supported discharge
5. Identified as part of the risk and mitigation plan
6. Has outcome measures for patients
The Group had been briefed that currently the high level risks in the risk and mitigation log were
staffing and, lack of community equipment. It was recognised that this funding would provide further
mitigation to these high level risks particularly over the holiday period.
The Group reviewed the bids by considering the impact across each section the health and social care
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system of self care, primary care, community services, social care, out of hours, hospital services, and,
ambulance services. They considered whether the schemes could be implemented straight away, were
separate to winter allocations already invested and provided clarity as to why the scheme will add
value.
The recommendations were reviewed and subsequently approved by the CCG’s Chief Officer and Chief
Financial Officer on 19th December 2013 so that recipients of the additional funding could be notified
before Christmas. Please see Appendix 1 that provides a detailed information about the allocation
process.
4. Recommendations
Members of the Governing Body are asked to:
i Note additional work undertaken to strengthen the winter plan and the development of the surge and
escalation plan
ii Note the additional non recurrent funding and how funding has been allocated

Appendix 1 Mid Yorkshire Urgent Care Board Winter Monies Allocation Summary December 2013
Sally Bell
Systems Support
Commissioning Support Unit
3rd January 2014
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Mid Yorkshire Urgent Care Board
Winter Monies Allocation Summary
December 2013

Author: Sally Bell Systems Support WSYB CSU with Wakefield CCG Finance Team

Final version 08-01-14
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1.

Purpose

The purpose of this document is to provide a summary of the schemes that were
recommended by the Mid Yorkshire Urgent Care Group following a discussion with all
partners at the meeting this Group on Tuesday 17th December 2013 together with the final
list of schemes approved by the CCG’s Chief Officer and Chief Financial Officer.
Context
In response to Sir David Nicholson's letter dated 29th November 2013 (see Appendix 1)
regarding the allocation of additional non recurrent winter monies, NHS England allocating
additional funds to secure resilient delivery of the services to patients through the winter
requesting that that this investment will involve:
• Schemes to minimise A&E attendance and hospital admissions
• Improvements to system flow through 7 day working across hospital, community,
primary and social care with innovative solutions to tackle delayed discharges;
• Specific plans to support high risk groups.
Urgent Care Working Groups were asked to recommend how winter monies were allocated
to deliver consistently high quality services for patients over the winter period to ensure
patients have good access to services and an excellent experience of care, even at times of
increased demand for services.
£250m of non-recurrent funding was made available for use in 2013-14 with resources were
targeted at those health economies that were assessed as being at greatest risk of failing to
sustain services over the winter period. An additional £150m was released on a ‘fair shares’
basis to the health economies that have not yet received any additional funding, to support
their investment in preparations for the winter period. Wakefield CCG has been allocated
£3.56m from this additional funding.
This additional money has now been allocated to be spent by 31st March 2014 as detailed in
the table below:
Organisation
Wakefield CCG
North Kirklees
Non Mid Yorkshire
Trust
Mid Yorkshire Trust
Contributions to Mid
Yorkshire Trust
Total

Allocation
1,011,500
720,000
632,000
1073,000
139,500
£ 3,576,000
3

2.

Money already committed by CCGs in preparation for the winter period

The tables below provide an overview of what had already been committed by
commissioners
Wakefield CCG
Schemes Already Funded

Cost
(£k)
113

Description of scheme

Winter beds

285

15 nursing beds per month from October 2013 to may 2014
inclusive to minimise hospital bed pressures. These are
located at the BUPA west riding care home.

GP weekend cover

120

Expansion of the Admission
Avoidance Team

“Virtual ward”
pilot

Patient Transport Services
(Yorkshire Ambulance
Service)

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 people home, and to ensure that they
are settled. This will run from 10am to 7pm, seven day a
week.

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
40
Monies will be used to provide a community pharmacist to
work as part of a team to avoid hospital re-admissions.
The title “virtual ward pilot” should not be confused with the
recent developments in the south-east of Wakefield District.
63.5 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 March 2014.

Care Closer to Home beds
Social work support for
discharge

360
15

Winter communications
campaign

15

To provide “sub-acute” beds throughout winter.
This is to fund a social worker post within the hospital
discharge team for each day of the week to minimise
delayed discharges
This is part of the CSU led West Yorkshire communications
campaign

Total £1,011,500
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North Kirklees CCG Schemes already funded
Name of Scheme

Cost (£k)

Acute and Intermediate assessment and discharge
Agreed with Local Authority to extend to 7 days at Dewsbury

95

Additional Community Crisis Response team, additional
specialist capacity in the community and secondary care
interface

235

Extension to Hospital Avoidance Team service at Dewsbury

60

Agreed spot purchase arrangements with Locala

150

Walk In Centre extension at Dewsbury District Hospital

80

End of Life Hospice enhancement at Kirkwood which will
increase access over the 7 day period

50

Additional YAS Crew to provide additional patient transport
services over the winter period

25

Continuing Care Nurse to works at Dewsbury District
Hospital

25

Total £720
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3.

Process used to assess bid for the additional allocation of non recurrent
funding of 3.576M

All members of the Urgent Care Group were notified of the winter funding allocation by letter
on 6th December 2013. In this letter all partners wishing to submit proposals for additional
funding were asked to do so by the 14th December so that bids could be collated and
discussed with priorities agreed on 17th December 2013.
At the Urgent Care Group meeting on 17th December 2013 partners were asked to consider
whether each bid fitted with the six key principles below as directed in the Gateway No:
00806 letter namely:

1. Maximise capacity across the whole health and social care economy
2. Builds on investment already made
3. Supports 7 day working
4. Supports additional primary care capacity, hospital avoidance and early supported
discharge
5. Identified as part of the risk and mitigation plan
6. Has outcome measures for patients
The Group had been briefed that currently the high level risks in the risk and mitigation log
were staffing and, lack of community equipment. It was recognised that this funding would
provide further mitigation to these high level risks particularly over the holiday period.
The Group reviewed the bids by considering the impact across each section the health and
social care system of self care, primary care, community services, social care, out of hours,
hospital services, and ,ambulance services.
They considered whether the schemes could be implemented straight away, were separate
to winter allocations already invested and provided clarity as to why the scheme will add
value.
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4.

Outcome of the review of new schemes

Overall Financial Position
Cost (£'000s) if all
schemes were taken
forward

Cost of all schemes (£’000s)
reflecting those with
"contributions towards"

3,576
1,011

3,576
1,011

720

720

1,731

1,731

1,845

1,845

632

632

'New' MYHT schemes

1,073

1,073

Proposed contributions to
MYHT schemes

1,232

140

Sum of new schemes

2,937

1,845

Area

Allocated NR budget
NR winter spend WCCG
NR winter spend NKCCG
Sum of NR spendCCGs
Remainder
New non-MYHT schemes

Sum of NR spend and
4,668
3,576
new schemes
Allocated NR budget
3,576
3,576
Difference
-1092
0
The schemes that have been recommended provide additional support across the health
and social care system.

Summary of Recommendations
Out of Hours

Additional Support for 111

Total £k
£77k per CCG = £154k

Community
Services

Equipment

£147k + £50k = £197k

Re-enablement
District Nursing Support
Home Care
Specific schemes as detailed in this report
( £1073k and £139.5k contribution to
schemes)

£185k
£46k
£50k
£1,212.5k

Acute Hospital
Services

Total £1,844.5k
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The scheme that are recommended by the Urgent Care Group will impact across the health
and social care economy
They provide further mitigation for the top risks identified in the risk and mitigation plan
namely:




Staffing (staff across the health and social care economy with an emphasis on
medical staff and decision making staff)
Additional equipment
Schemes that support extended working over 7 days
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5. Table of Schemes Approved
No Name of Scheme

Organisation/
Accountable Officer

Cost
£k

1

Additional Support for 111

£154

2

Community Equipment Wakefield Local
Authority -Out of Hours Service

Yorkshire Ambulance Service
David Whiting
Wakefield Local Authority
David Hughes

3

Community Equipment Kirklees Local
Authority
Re ablement
Additional Homecare
Support for District Nursing

Kirklees Local Authority
Keith Smith
Kirklees Local Authority
Kirklees Local Authority
LOCALA
Michael Crowther Pamela Lumb

£50

4
5

23

New non-MYHT schemes
6
7

8
9
10
11
12
13
14

15

16

Extending Acute Assessment Unit
consultant cover
Additional portering support for
diagnostics
GP Cover at Weekends in Emergency
Department - Pinderfields
GP Cover at Weekends and Evenings
in Emergency Department (Dewsbury
or Pontefract
Additional patient flow assistants to
support access by GPs
Extended Radiology Service

19
20

Extended pharmacy cover at weekends

21

Administrative Support for Emergency
Department
Head of Patient Flow (Weekends)

18

22

£185
£50
£46

632

Ambulatory Emergency Care Extended
Hours (Pinderfields)
7-day Fracture Clinic at Pinderfields
and plaster technician to support the
Emergency Department
Surgical Assessment Facility additional nursing and medical staff
Gate 40 (Pinderfields) opening in
evenings and at weekends
Additional Therapy Support

Additional facilities staff to support bed
cleaning
Senior Nurse Presence to support
Divisional Discharges
Extended ENP Cover

17

£147

9

Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick

£85

Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick

£180

Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick
Mid Yorkshire
Carole Langrick

£6

£44

£124
£24
£17
£12
£120
£120

£25
£20
£120
£20
£54
£10
£13

24

Nursing Home Support

Mid Yorkshire
Carole Langrick

£79

'New' MYHT schemes

1,073

TOTAL

1,705
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Information

Responsible Clinical Lead:

Dr Greg Connor, Executive Clinical Advisor

Responsible Governing
Board Executive Lead:
Recommendation :

Dr Ivan Hanney, Practice Engagement and Practice Support Unit Lead

The Governing Body is asked to approve the proposed reconfiguration of local clinical networks with immediate
effect.
Executive Summary:
It is increasingly clear that as practices need to work more closely together in the future as this is the only way
to achieve service improvements for patients in difficult financial times and also to secure the future of general
practice as the bedrock of a sustainable NHS.
This paper sets out the details of the new clinical network configuration for discussion and support
The membership was contacted in December outlining the reconfiguration of the local clinical networks with
supporting evidence of the change and asked for comments and suggestions to be sent back for consideration
by the 10 January 2014.
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:

Consultation with membership, public health

No







Reference document(s) /
enclosures:

Appendix 1 – Local Authority and network boundaries

Risk Assessment:

Appendix 2 – Network population
Not applicable

Finance/ resource implications:

None

NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
Proposed Local Clinical Networks
Rationale for change
The ‘NHS Call to Action’ consultation is looking for innovative ideas and ways of working to adapt to future
challenges and to consider how general practice will look in years to come. The aim is to enable general practice
to play an even stronger role at the heart of out of hospital services that deliver better outcomes, more
personalised care, excellent patient experience and the most efficient possible use of NHS resource. An
increasing number of practices are independently coming to the view that they won’t be able to improve care
and access for patients unless general practice operates at a greater scales for instance through networks or
practice mergers. This view is supported by the Kings Fund and is why optimal functioning of the network model
is so important to the future of general practice.
It is imperative that GPs respond to the future challenges by reviewing the services they offer, and the way in
which they are organised. We recognise that if GP practices are unable to respond, the whole health economy
will suffer, and the strategic objectives we have set ourselves will not be met.
We are a membership organisation, and recognise the need for co‐ordinated and corporate action in
strengthening the network structure. We believe the networks and the Practice Support Unit has established a
key role here however, they can only be successful if networks are functioning effectively and have the capacity
and capability to develop and be fit for purpose in the future.
In 2012 the CCG membership agreed to work collaboratively within a local clinical network framework and
opted to remain in the existing groups they had originally set up for the external reviews in QOF.
We recognise there has been much good work already undertaken and practices have benefited by building
relationships within their networks. However, reports have shown that there have been a number of issues and
inconsistencies including:








Size of the networks – some are too big to be effective
Frequency of meetings – some monthly, some bi‐monthly
Variation in attendance
Little or no contribution from some members
Communication from networks into practices
Lack of enthusiasm
Sharing best practice across the networks

Proposals for change
At the membership meeting on 8 October 2013 practices were informed that there is a need for clinical
networks to be geographically based to enable them to achieve service improvements for patients in difficult
financial times and also to secure the future of general practice as the bedrock of a sustainable NHS.

A letter was sent out to the membership on the 24 December 2013 from Jo Webster and Dr Ivan Hanney
outlining the proposed reconfiguration into seven geographical networks broadly consistent with the local
authority neighbourhood boundaries. Further details about the boundaries and population size of the proposed
networks can be found in Appendix 1 and Appendix 2.
The criteria for deciding on a new network structure were:
 geographical contiguity;
 mirroring local authority boundaries where this is feasible;
 similar sized networks big enough to be efficient but small enough to be engaging;
 networks which fit with the integrated care teams required by the care closer to home programme.
For most practices there will be no change but some practices will be required to join a different network. The
purpose of this is not to tidy up the map but to provide structures through which the following objectives can be
achieved:




practices can commission and deliver joined‐up care on a larger scale;
attached community health and social care teams can work efficiently with practices;
resources can be channelled from acute care into primary care to benefit patients.

Practices were requested to send any comments or suggestions to the proposal by Friday 10 January. To date
the Practice Support Unit has received 5 responses from practices;
All at Chapelthorpe will be happy to move to network 6 as this
makes a lot of sense both geographically and dermographically.
Kings Medical Practice
Makes sense to me!
St Thomas Road Surgery
Looks logical to us
Warrengate Medical Practice Suggests Lupset should be part of network 4
Outwood Park Medical Centre Happy with the new network configuration
Chapelthorpe

Jane Schindler
David Brown
Nick Brown
Clare Laycock
Glennis Rhodes

In order for the new network reconfiguration to achieve the three objectives indicated above it will be necessary
to:





ensure that networks are supported in developing leadership, engagement and capability;
develop the pivotal role of networks in delivering the care closer to home programme;
enhance the links between the Governing Body and the networks;
revise the role, structure and resources of the Practice Support Unit;

Recommendation
The Governing Body is asked to approve the proposed reconfiguration of local clinical networks with immediate
effect.

Appendix 1 – Local Authority and network boundaries

Appendix 2 – Network population

Network 1

Network 2

Network 3

Network 4

Tieve Tara

5312

College lane

8961

Outwood

13027

Riverside

10747

The Grange

14716

Henry Moore
Castleford
M/C

10051

White Rose

21618

Stanley
New
Southgate

5442

Dr Diggle

3841

Alverthorpe

2835

Stuart Road

Pinfold

14463

Dr Chandy

9177

Homestead

5997

Northgate

Total

46,015 Total

Ferrybridge

10082

7361

Ashgrove

13038

11746

Friarwood

13190

58,313 Total

40,966 Total

Network 5

Network 6

Network 7

Crofton

Church
Street

10108

11660

Eastmoor

2801

6551

Middlestown

7566

Kings Street

2261

6354

Chapelthorpe

11857

Warrengate

8727

Newland

3734

Lupset

13109

Almshouse

12700

12715

Queen Street

2429

Park View

2755

Patience Lane

2335

Total

46981

11339

56,125

Station Lane
St Thomas
Road
Kings Medical

8476

Prospect
Orchard
Croft

7815

The Grove

9246

11903

Maybush

9680

Total

63910

Total

45415
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It is recommended that the Governing Body note the Director of Public Health’s statutory Annual Report for
2013
Executive Summary:
This report seeks to inform the Board of the publication of the Director of Public Health’s statutory annual
report for 2013.
The report focuses on long‐term conditions with a particular emphasis on dementia. It also contains an update
on the progress made on recommendations contained in the Director of Public Health’s 2012 annual report.
The report was published by Wakefield Council on the 17 December 2013 and is available on the Council’s
website www.wakefield.gov.uk/annualreport2013, along with an executive summary and summaries of the
report aimed at business, children and young people and schools and colleges. All GPs have been advised of
this website link.
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

Not applicable



Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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England
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Purpose (this
Decision 
Discussion Assurance
Information
paper is for):
Report Author and Job Title: Angela Nixon, Group Finance Manager, Wakefield Council
Responsible Clinical Lead:

Dr Andrew Furber, Director of Public Health

Responsible Governing
Not applicable
Board Executive Lead:
Recommendation :
To note and agree the S256 agreement prior to progress to Health and Wellbeing Board.
Executive Summary:
Payments are to be made via an agreement under Section 256 of the 2006 NHS Act. NHS England will enter into
an agreement with each local authority and will be administered by the NHS England Area Teams (and not
Clinical Commissioning Groups). Funding from NHS England will only pass over to local authorities once the
Section 256 agreement has been signed by both parties.
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, NHS England wants to provide flexibility for local areas to
determine how this investment in social care services is best used.
The CCG is required to have oversight and be assured that the monies (which will in future form part of the
Better Care Fund) are being appropriately deployed.
For the 2013/14 financial year Wakefield’s allocation is £5,901,600, the attached appendix covers the categories
as requested by NHS England along with details of the schemes and the evidence/outcomes of each scheme
that need to be demonstrated for the S256 transfer.
There will be a report to Health and Wellbeing Board on 16 January 2014 will be asked to approve this prior to
being sent to NHS England so that the transfer of monies can be achieved prior to 31 March 2014. This report
has been to Clinical Cabinet on 28 November and JSCB 6 December for review.
The appendix gives details of the schemes for which this funding is being utilised.

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:

Discussed at Clinical Cabinet 28 November 2013 and Joint Strategic
Commissioning Board 6 December 2013.

Reference document(s) /
enclosures:

Attached spreadsheet showing breakdown of funding expenditure.

Risk Assessment:
Finance/ resource implications:

Not applicable

WMDC Service Area

£

52131015 Community Equipment and Adaptations

Adaptations

220,000 Purchase of Adaptations

This is being used to enable the continued provision of equipment that
promotes independent living, improved health outcomes, prevents avoidable
admissions and promotes timely and safe discharge arrangements. The
investment has allowed for the provision of equipment to be delivered
efficiently and effectively to avoid delayed discharges and prevention of any
negative impact on hospital admissions/discharges as well as contributing to
reducing length of stay.

52131016 Telecare

Telecare

190,000 Purchase of Telecare equipment

This continues to be used to provide a range of Telecare equipment and
Number of hospital admissions, length
of stay, experience of people feeling
monitoring and response services that promote independent living, prevent
avoidable admissions and readmissions and promote timely and safe discharge safer, more independent.
arrangements. The investment has allowed for the provision of Telecare alarms
and sensors to be installed efficiently and effectively to avoid delayed discharges
and prevention of any negative impact on hospital admissions/discharge,s as
well as contributing to reducing length of stay.

52131018 Maintaining Eligibility Criteria

Maintaining Eligibility Criteria

NHS England Code

NHS England Category

52131021 Early supported hospital discharge scheme Prevent avoidable Hospital Admissions

Notes

2,399,600 Commissioned Services

300,000 Staffing related expenditure

2013/14 Narrative

The FAC's threshold has been maintained at susbstantial/critical ‐ significant
expenditure incurred in relation to supporting individuals and maintenance of
care package.

Evidence to be used
Review of number of
adaptations/equipment issued year on
year.

People in receipt of packages at home.

Funding used to facilitate seamless care for patients with newly diagnosed acute Earlier closing of referrrals or less
condition or an exacerbation of a chronic condition who are at a heightened risk critical need.
of re‐admission due to poorly managed transitions from hospital to home or
other care‐settings. Transitional Discharge Team, supporting patients make the
transition from the hospital to home minimising negative transitions.
Transitional Care helps address negative outcomes associated with breakdowns
in care, anxiety on discharge and uncoordinated home support where adults
with health and social care needs transition from an acute care setting to their
home or other care settings.
In addition substantial support costs have been incurred in providing interim
beds ESD has and continues to be supported via the work ongoing within the
Rehab unit / Stroke unit at PGI social care work alongside the Therapist in
facilitating early safe discharge back to a community setting from the acute
ward. A social care process is initiated to ensure the patient is well supported,
adequately assessed and provided with the appropriate social care support. This
facilitates early discharge, but also monitors and reviews to prevent unnecessary
readmission into the acute hospital. ESD is estimated to be supported for
approximately 6 weeks but can be as little as 2 ‐ 3 days. Social care works in
partnership with Therapy and Discharge Team. This pathway reduces length of
stay and encourages rehab away from the acute setting and prevents the need
for a bed based interim facility.

52131023 Other preventative services

Provision to prevent avoidable hospital
admissions

691,000 Commissioned Services

On‐call emergency requestsresponding
Used to maintain current investment in short breaks provision. In addition
substantial support costs have been incurred in providing interim beds.
to crisis situations.
Additional care planning resources to support advanced palliative care support
plans that contribute to preventing unnecessary hospital admissions. The use of
respite beds can reduce the need to admit an individual into hospital following
an unexpected situation. An example being a patient / service user needing a 24
hour bed to oversee the administration of medications / or provide evidence of
a persons need over a 24 hour period.
Advanced care
planning within GSF meetings identify patients who are to need Palliative Care
Services at a later stage. Social care assist in identifying at an early stage the
need to produce an advanced care plan which identifies appropriate support to
commence as an alternative to a hospital admission.

52131023 Other preventative services

Social Work assessments

174,000 Staffing related expenditure

Enables social work professionals to undertake timely assessments and to
coordinate support packages that enable efficient discharge arrangements and
prevent avoidable admissions to hospital.

Maintaining Eligibility Criteria

52131018
52131023 Other preventative services

Commission Independent Sector Homecare

A range of preventative services across service
user groups to prevent the need for more costly
forms of health and social care services

Allocation for Social Care 2013/14

1,327,000 Commissioned Services

600,000 Commissioned Services

5,901,600

S/W assessments are undertaken to
prevent unnecessary admission and to
also facilitate discharge. S/W also assist
in the completion of a DST for CHC
purposes. They are often completed
within the community / respite
placement that reduces a hospital stay
or unnecessary visit to the GP. S/W
assessments indicate outcomes for
vulnerable citizens that have social care
needs requiring intervention to
maintain independence.

Hospital discharge, numbers of people
Used to continue commissioning independent sector homecare and Self
supported at home.
Directed Support (SDS) and to promote independent living,prevent avoidable
admissions and promote efficient discharge arrangements through provision of
personal care at home. Without this funding there will be dalays in acute beds.

Commissioning of a number of services for people with mental health problems.
Brain injury and older people. These include women only services, low level
support services for people with mental health problems to support crisis
escalation, day time support for people with Brain Injury, dementia support,
contact services for older people
Social care jointly identifies
appropriate mechanisms of support to
prevent an unnecessary planned entry
into the acute hospital alongside health
colleagues. Number of people with
mental health problems with previous
hospital admission, those reporting
support in a "crisis", experience of
people with brain injury and their
carers. Self reported improvements to
social isolation (can also be evidenced
through commissioned evaluation of
CC2H). Dementia services and pathway
should impact on hospital admission.
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Purpose (this
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Responsible Clinical Lead:

Dr Phil Earnshaw, Chair, Wakefield CCG

Responsible Governing
Board Executive Lead:
Recommendations:

Jo Webster, Chief Officer, Wakefield CCG

It is recommended that the Governing Body



Note the details of the Better Care Fund and its relevance to Wakefield District
Approve the Better Care Fund approval process

Executive Summary:
What is the Better Care Fund (formerly known as the Health and Social Care Integration Transformation
Fund)
The Better Care Fund (BCF) was announced in June as part of the 2013 spending round. The BCF is “a single
pooled budget for health and social care services to work more closely together in local areas, based on a plan
agreed between the NHS and local authorities.”
The expectation is that by 2015 this will be a mandated arrangement underpinned by a Section 75 agreement.
What is it designed to do?
The BCF is designed to deliver better integration of health and social care at scale and pace, which will in turn
deliver the following outcomes:
 People placed at the heart of health and social care (particularly those who are the most vulnerable)
 Improved services
 Reduced costs
 Reduce the pressure caused by demographic change
The BCF has a particular emphasis on increasing care in community settings.
When is it happening?
The BCF doesn’t come into full effect until 15/16 but the Government wants CCGs and local authorities to build
momentum in 2014/15 and have therefore asked for two year plans (2014/15 and 2015/16) to be in place from
March 2014. It is a requirement of the fund that CCGs and Local Authorities engage at the outset with
providers, both NHS and social care, to support the best possible use of the fund.

1

How much funding does it involve?
2014/5
An additional £200m transfer from the NHS to social
care, in addition to the £900m transfer already
planned.

2015/6
£3.8 billion pooled budget to be deployed locally on
health and social care through pooled budget
arrangements.

It is important to note that this is not new funding coming into the system but rather a realignment of current
funding. Therefore, it is essential that we position ourselves in a way that protects the funding required for
adult integration in Wakefield District.
A detailed analysis has been undertaken of the area of investment in community and social care services across
the health economy. From which a control document captures the local health economy’s budget for the
Wakefield area. This includes the Mid Yorkshire Hospitals NHS Trust, South West Yorkshire Partnership NHS
Foundation Trust, NHS Wakefield CCG, and Wakefield Metropolitan District Council.
The estimated budget includes current community contract funding, public health and other social care
community funds specifically those that support adult health and social care in the Wakefield area. The BCF will
also support the Government’s recent plans to drive seven day services across the community and social care
over the next three years.
How will the funding be allocated?
Local allocations have now been distributed from existing funds. Wakefield has been notified that the minimum
fund should be £26.9 million from the £3.8 billion. It is important to note that just over a quarter of the funding
(£1 bn) will be rewarded as pay for performance. Half of the £1bn will be released in April 2015. £250m of this
will depend on progress against four of the six national conditions and the other £250m will relate to
performance against a number of national and locally determined metrics during 2014/15. The remainder
(£500m) will be released in October 2015
and will relate to further progress against the national and locally determined metrics.
The national metrics are:
 Delayed transfers of care
 Emergency admissions
 Effectiveness of reablement
 Admissions to residential and nursing care
 Patient and service user experience.
A locally determined metric is yet to be decided. In choosing this indicator, it must be possible to establish a
baseline of performance in 2014/15.
Performance
If a local area achieves 70% or more of the levels of ambition set out in each of the indicators in its plan, it will
be allowed to use the held‐back portion of the performance pool to fund its agreed contingency plan, as
necessary. If an area fails to deliver 70% of the levels of ambition set out in its plan, it may be required to
produce a recovery plan. This will be developed with the support of a peer review process involving colleagues
from NHS and local government organisations in neighbouring areas. The peer review process will be
coordinated by NHS England, with the support of the LGA.
What does the BCF require us to do?

There are six national conditions that need to be met by the BCF in Wakefield.








Plans to be jointly agreed ‐ the local authority must agree with its health partners how the funding is
best used and outcomes that will be achieved. Health and Wellbeing Boards are seen as the natural
place for these discussions to take place.
Protects social care services ‐ local areas must include an explanation of how local adult social care
services will be protected within their plans.
Data sharing‐ better data sharing between health and social care, based on the NHS number
7 day working‐ local areas are asked to confirm how their plans will provide 7‐day services to support
patients being discharged
Accountable professional - local areas should identify which proportion of their population will be
receiving case management and a lead accountable professional, following the principles of person‐
centred care planning
Impact on acute hospitals ‐local areas should identify, provider‐by‐provider, what the impact will be in
their local area, including if the impact goes beyond the acute sector.

In addition:




The funding must be used to support adult social care services in each local authority, which also has a
health benefit.
Local areas must use the Joint Strategic Commissioning Board (JSNA) and existing commissioning plans
to decide how the funding is used.
Service providers must also be engaged from the earliest possible stage.

How does the BCF support what’s important to Wakefield District?
Wakefield’s Health and Wellbeing Board has chosen integration as one of its three key priorities for the District.
The BCF’s strategic direction and expected outcomes fit well into the existing vision for Wakefield District. For
some time, partners within health and social care have been moving towards fuller integration with an
emphasis on;






Early intervention and prevention
Person centred care
Integration rather than fragmentation, including mental health
Collaboration between services rather than duplication
Cost‐effective delivery

These principles are put into practice by the Care Closer to Home programme, which brings together health and
social care in Wakefield District. Wakefield health and social care commissioners have recently made the
decision to incorporate adult mental health into this development in order to ensure better outcomes for their
population.
What is Care Closer to Home?
Care Closer to Home is the name given to the overarching programme to integrate health and social care in
Wakefield. It is all about providing people in Wakefield the right care at the right time and in the right place.
This will happen by transforming services across Wakefield District, wrapping them around patients and service
users and providing them in the community closer to people's homes. A whole system, integrated care team
approach will be developed, including NHS staff, public health, the third sector and adult social care.

These changes, designed by local commissioners and drawing on best practice nationally, respond to the need
for local services, defined in the Joint Strategic Needs Assessment. The changes will make a huge difference to
patient and service user outcomes. They will benefit from an emphasis on early intervention and prevention,
supporting people to stay healthier and independent for longer e.g. the joint commissioners have taken the
decision that they will support people with lower levels of social care need, who are suitable for reablement,
and will benefit from it. It is hoped that this will then delay or eliminate their entry into health and social care
services. This is a pragmatic decision based on the success thus far of reablement services and on the growing
body of evidence that demonstrated the value to individuals and their families and carers of preventative
services delivered early.
Care Closer to Home also aims to develop the third sector to provide services that will help people to maintain
good health and wellbeing for as long as possible. This will increase social capital and give residents more choice
by building community capacity, increasing "good neighbourliness" and creating age friendly communities. This
will also reduce the potential burden on health and social care services by intervening early and give greater
access to sources of support within, and by, the community.
How have service providers been involved in the integration of health and social care?
Service providers have been integral to the development of the integration agenda, from high level strategic
involvement in the Health and Wellbeing Board to operational staff mapping out the detail of the integrated
teams for Care Closer to Home on the ground. All health and social care commissioners and providers in
Wakefield District have played a role in the Mid Yorkshire Health and Social Care Partnership Transformation
Programme "Meeting the Challenge", which has mapped out key opportunities for integrated working across
the district. The Health and Wellbeing Board includes the Chief Executives of the district's provider services
including health, social care and housing both in the statutory and voluntary sectors.
A key element in ensuring meaningful engagement of providers has been to appoint a Director of Integrated
Care working across the local authority and Mid Yorkshire Hospitals NHS Trust with the responsibility for a
collective budget of over £80 million and over 2,000 staff.
Governance
The Health and Wellbeing Board has taken the transformation and integration programme as its priority issue. It
receives reports on progress at each meeting. The Joint Strategic Commissioning Board (JSCB), which is the
engine room of the Health and Wellbeing Board, is expected to be the place at which commissioners will
receive reports on progress and report this up to the Health and Wellbeing Board for purposes of assurance or
concern.
The Assurance Framework will be presented to the JSCB on a quarterly basis and six monthly reports from the
independent evaluation will also be presented.
The BCF template must be submitted to NHS England no later than the 14th February 2014 having been signed
off by the Health and Wellbeing Board on behalf of the CCG and council.
It is proposed that the Chair and Chief Officer, having consulted with at least two lay members, approve the
final draft BCF plan (prior to the Health and Wellbeing Board) on behalf of the Governing Body.

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:

EIA has been undertaken for Care Closer to Home. This is a live document
which will be reviewed through the lifetime of the programme. No major
negative impacts have been identified for any of the key groups. Any risks
have been picked up in the risk log.

Outline public engagement:

The BCF itself hasn’t undergone public engagement but the Care Closer to
Home Programme and the integration agenda more broadly has undergone
comprehensive public engagement throughout the last 18 months. This
engagement is on‐going.
In addition the Care Closer to Home programme will be embedding patient
and service user engagement through systematic, on‐going consultation; the
results of which will be fed up to Board level.

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

For the BCF bid all relevant departments have been consulted across the
local authority and NHS.

Reference document(s) /
enclosures:

None

Risk Assessment:

The Care Closer to Home programme holds a live risk register.

Finance/ resource implications:

Pooled budget arrangements

Joint Strategic Commissioning Board
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Matt England, Head of Contracting and Commercial Strategy
Debra Taylor‐Tate, Head of Service Transformation and Development
Karen Parkin, Head of Finance and Governance
Maciek Gwozdziewicz, Senior Associate for Transformation, WSYBCSU

Responsible Clinical Lead:

Dr Patrick Wynn, Clinical Advisor

Responsible Governing
Board Executive Lead:
Recommendations:

Andrew Pepper, Chief Finance Officer
Jo Pollard, Chief of Service Delivery and Quality

The Governing Body are asked to receive and approve the Commissioning and Contracting Strategy
Executive Summary:
NHS Wakefield Clinical Commissioning Groups (CCG) Commissioning and Contracting Strategy details the
approach that will be adopted to ensure that we to deliver improvements to local services with our partners to
achieve better outcomes for our population within our financial allocation. The strategy sets out the key aims
and objectives across the different elements of the commissioning cycle and sets out key actions and milestones
that need to be undertaken to achieve the strategy.
The strategy utilises the commissioning cycle to plan, execute and manage its commissioning process. This
structured approach provides a framework for ensuring all components of commissioning are considered.
The strategy considers the national and local context and recognises the need for enhancing relationships with
stakeholders.
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:

Developed across Commissioning, Contracting and Finance departments.

Previously presented at
committee / governing body:

Integrated Governance Committee November 2013

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

None identified

Finance/ resource implications:

Not applicable
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1

Introduction

Over the past decade, the role of commissioning in the NHS, as a key driver of quality, efficiency and
outcomes for patients, has become increasingly important to the health system in England.
NHS Wakefield Clinical Commissioning Groups (CCG) Commissioning and Contracting Strategy details
the approach that will be adopted to ensure that we to deliver improvements to local services with
our partners to achieve better outcomes for our population within our financial allocation, delivering
the best use of tax payers’ money.
2

Aims, Objectives and Structure

2.1

Aims

The aim of this strategy is to set out NHS Wakefield CCGs approach to commissioning services for
2014/15 and onwards in line with the health needs of the population and in line with national and
local strategic priorities.
2.2

Objectives





2.3

To define a structured approach to commissioning services
Identify commissioning and QIPP priorities
Set out the process for mitigating risk
Outline the CCG approach to contract negotiations and management

Structure

The document sets out the National and Local context and is then aligned to the commissioning
cycle, figure 1 that sets out three key stages of commissioning:




Plan
Execute
Manage

Figure 1, Commissioning Cycle
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1

Area of
Commissioning
Cycle
Assessing
Needs

Element

Summary

Commissioning Approach

Sets out how the CCG identifies its
commissioning priorities.
Ensure collaborative working with all
stakeholders to inform and develop
commissioning priorities
Assess the potential levels of demand for
services model various scenarios using Net
Additions model and inform contract
negotiations
Sets out a prioritisation framework for
clinically led service reviews to inform
future service provision.
Outlines the CCGs commissioning priorities
for next year
Outlines the CCG approach to delivering
the QIPP agenda.
Identifies key strategic Commissioning and
Contracting risk in relation to demand for
services
Develop and implement financial
framework options to mitigate financial
risk
Identify and assess new models for
commissioning services
Identifies the CCG’s strategic objectives
that define major work programmes.
Sets out the requirements and mechanism
that will be used to deliver effective
negotiations including a planned approach
to negotiating financial arrangements
within the context of the wider
negotiations
Establish effective demand management,
exploring new models of purchasing (Prime
Vendor), and effective engagement with
Primary Care.
Embedding shared ownership of QIPP and
CIP into commissioning processes and
contract management
Explore and develop use of CQUINs and
local incentive schemes to incentivise
whole system change
Utilise best practice approach to contract
management
Implement performance frameworks with
all providers to lever quality, efficiency and
performance

Stakeholder Engagement

Demand Planning

2

Describing
Services

Service Review Process

3

Priorities

Commissioning Intentions
QIPP Programme

4

Risk
Management

Key Risks

Financial Frameworks
Development

5
6

7

Strategic
Options
Contract
Implementation

Provider
Development

Exploring Alternative
Models
Strategic Options
Contract Negotiation
Approach

Demand Management

Shared Ownership of QIPP

Incentivising
Transformational Change
8

Performance
Management

Contract Management
Approach
Performance Framework

4

Operational plans will be developed alongside the strategy to implement and deliver the
objectives. The oversight of this strategy and the progress of implementation plans will be
undertaken by the CCG Integrated Governance Committee.
3

Strategic Context

3.1

Financial Context

Over the coming years the economic outlook for the NHS is challenging. Effectively, this means that
to maintain a financial balance we will need to provide more services to more people for less cost.
To do this we’ll need to be more efficient and cost effective whilst at the same time reduce demand
for NHS services.
Detailed Financial planning assumptions and allocations were issued by NHS England in December
2013.
The gross level of financial challenge facing NHS Wakefield CCG and Wakefield Local Authority over
the future planning period is significant; and delivering such a challenging financial agenda will
require partnership working and integration across all aspects of the health and social care system.
In practical terms this will mean that Commissioners have to radically change the approach to
commissioning and contracting services.
Transformation and partnership working provides the best opportunity to deliver the necessary
efficiencies and respond to the long‐term financial challenge.
3.2

Commissioning for improved outcomes and service quality

Nationally it is recognised that the focus of NHS commissioning is for improved outcomes, safety and
quality for their population that represents value for money. This will require service re‐ design and
innovative approaches to the management of demand and activity across the whole health economy
to deliver efficiency and productivity.
3.3

Radical Strategic and Operational plans

NHS England have informed CCG’s that they will measured against how bold and ambitious their
strategic and operational plans are. If this type of change is going to be made a reality for NHS
Wakefield CCG, this will need to be translated this into our commissioning approach at every stage.
Through our commissioning priorities’ the CCG will deliver changes to local services with our
partners to achieve better outcomes for our population within our financial allocation to deliver the
best use of tax payers money leading to clinical and financial stability.
Assessing Needs
4

Commissioning
Commissioning in the NHS entails decisions about needs assessment, resource allocation,
service purchasing, monitoring and review. As such, it is a vital focus for reform and
improvement as the health service looks for new paths towards effectiveness and efficiency
Nuffield Trust
5

Commissioning is not one action but many, ranging from the health‐needs assessment for a
population, through the clinically based design of patient pathways, to service specification and
contract negotiation or procurement, with continuous quality assessment. The Commissioning cycle
is based on three key elements, plan, execute and manage and assumes that all three elements are
sequential and of equal importance.
5

Commissioning Landscape

5.1

Integrated and Joint Commissioning

At the heart of health and social care reforms are two principles: first, patients should have more
control over the care they receive and second, those responsible for patient care should have more
freedom and power to lead the NHS to deliver better outcomes more efficiently.
The reforms place the CCG at the centre of NHS commissioning at a local level and also forge a new
role for the contribution of local government at the core of the health and care services through
aligning the functions of Public Health within local authorities.
To deliver integrated services the CCG will be required to join together with their partners to
collectively commission in an integrated manner. In these instances the CCG will use their local
knowledge, market intelligence and analysis pulling on the strength of their leadership through their
networks and strategic relationships.
Wakefield CCG has a strong track record of partnership working across health and social care
economy. Work is underway to ensure a strong local position in respect of both integrated
commissioning and service delivery and clear governance, to secure service continuity, improved
outcomes and to meet the financial and service challenges faced by both the health economy and
local authority.
5.2

Primary Care

CCGs empower local GPs to commission services in line with patients needs. This requires close
working with NHS England, Health and Wellbeing Boards, patients, public, providers and wider
stakeholders in a complex commissioning landscape.
As a CCG we need to be actively involved in the quality of provision within our member practices.
Though contractual responsibility lies with NHS England it is critical that the CCG needs to be actively
involved in the discussions regarding primary care developments to ensure the quality of delivery of
the primary care elements of the patient pathway.
Robust governance to support any future contractual arrangements between Practices and the CCG
are essential to secure our ability to transform and provide services in the community; delivering
care closer to home and promoting a holistic approach to services for patients.
6

Stakeholder Engagement

A wide range of stakeholders have an interest or involvement in the effective commissioning of
health services, therefore is it crucial that the CCG has a clear approach to engaging the most
appropriate stakeholder throughout the commissioning cycle. This approach ensures an inclusive
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and collaborative approach to deliver the desired outcomes and avoids conflict and associated
delays caused by inadvertently failing to involve key people.
Below provides a sample of the stakeholders involved in commissioning services for the Wakefield
population.
Figure 2, Key Stakeholders

Commiss‐
ioning
Support
Unit

Local
Professional

Patients
Clinicians

Commissioning

Providers

Comittee's

CCG
Member
Practices

7.1

Local
Authority

3rd
Sector

Promoting public and patient involvement in commissioning

Public and patient involvement is an extremely important element of Wakefield’s approach to
commissioning. Through involving the people who will or have used our services it is hoped and
presumed that such commissioning will result in high‐quality services that reflect the needs of
service use.
The ways in which current and future users of services can improve the quality and effectiveness of
commissioning include:







informing needs assessment processes and activity;
helping commissioners build up knowledge of local markets and choice;
providing feedback into quality assurance processes and activity;
providing insight into uptake and accessibility of services;
highlighting areas that cross traditional service sector boundaries; and
contributing to discussion in areas that transcend particular interests – for example,
transport.

The nature and extent of service user involvement will differ according to the nature of the
commissioned service. Wakefield CCG are committed to a culture that promotes the principle of ‘no
decision about me, without me’, demonstrating their openness and willingness to engage with
public and patients to inform their commissioning decisions and improve outcomes for patients.
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The CCG’s approach to public engagement and patient participation is detailed in the
Communications, Engagement, Equality, Diversity and Human Rights Strategy which is available at
http://www.wakefieldccg.nhs.uk/wp‐content/uploads/2013/02/Communications‐Engagement‐
Equality‐Diversity‐and‐Human‐Rights‐Strategy‐2013‐2018.pdf. Examples of how we have
successfully engaged with our population and communities can be found in our 2012‐13
engagement report which is available at http://www.wakefieldccg.nhs.uk/wp‐
content/uploads/2013/02/Communications‐Engagement‐Equality‐Diversity‐and‐Human‐Rights‐
Strategy‐2013‐2018.pdf
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Demand Planning

The CCG will produce a demand plan covering all providers of secondary care type activity both NHS
providers and non NHS providers as illustrated below.

= CCG Demand Plan
+ QIPP Schemes (+/‐)
+ Horizon Scanning (+/‐)
+ Waiting List Adjustment (+/‐)
+ Demand Variation (growth) (+/‐)
Baseline Activity
Once the initial modelling is complete the range of scenarios will be costed at an aggregate level
based on the average costs by Point of Delivery and Specialty with the NHS inflation rate applied.
The costing will develop through to February as the 14/15 PBR framework and National Tariffs are
worked through.
The impact of QIPP schemes will be modelled based on the adjustments provided by QIPP project
leads within the CCG.
The plan uses a Net Additions methodology to identify the volume of activity required to keep up
with demand and then applies assumptions in terms of demographic growth, additional local growth
and desired changes in waiting list volumes and waiting times. The model is based on the following
key assumptions:







All providers contracted on a cost per case basis included in the model
Last 12 months full activity data
Seasonally varied plan based on last three years actual activity profiles
Demographic and local growth rate of 3% at an aggregate level
Maximum waiting times of 18 weeks Referral to Treatment time
Elective and Daycase split based on actual proportions from current contract year

A full first draft model has been completed and costed using 13/14 average prices with the 14/15
tariff deflator applied to all areas except pass through costs such as excluded drugs and devices. The
model is currently being refined and tested to ensure its validity, key tests and actions are
summarised in the table below:
Test/Refinement
Validated to 13/14 Contract Plans
Validated to 13/14 Forecast Out‐turn
Tariff Deflators applied to prices

Completed
Yes
Yes
Yes

Estimated Completion
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Triangulation of Growth assumptions
within MYHT OBC at POD and specialty
level
Test of waiting time changes to current
waiting list position
Addition of QIPP & Commissioning
Intentions
Costed Using 2014/15 Road Test Tariff
case‐mix
Approved business cases for all QIPP
projects
All approved projects moved to
implementation stage
Monitoring the progress against QIPP
programme

No

14 January 2014

No

14 January 2014

Partially

10 January 2014

No

21 January 2014

No

19 March 2014

No

31 March 2014

No

1 April onwards

The output of this process will be a fully costed demand plan that covers all cost per case providers
and takes account of the CCG commissioning intentions and the impact of QIPP projects.
Describing Services
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Services Commissioned by CCG

Table 1 set out the services for which NHS Wakefield CCG are responsible, for clarity also shows the
services where commissioning responsibility has transferred to NHS England.
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Table 1

CCG commissioning

Related NHS England

Urgent and emergency care (including 111,
A&E and ambulance services) for anyone
present in your geographic area

Urgent care provided under GP contracts

Out‐of‐hours primary medical services (for
everyone present in your area), except where
this responsibility has been retained by
practices under the GP contract

Urgent dental care

Elective hospital care
Community health services
(such as rehabilitation services, speech and
language therapy, continence services,
wheelchair services, and home oxygen services,
but not public health services such as health
visiting and family nursing)
Other community‐based services, including
(where appropriate) services provided by GP
practices that go beyond the scope of the GP
contract

Specialised and highly specialised services
Hospital and community dental services
Public health services for children from
pregnancy to aged 5 (Healthy Child
Programme 0‐5) including health visiting and
family nursing partnership (commissioned on
behalf of Secretary of State)
Antenatal and newborn screening aspects of
maternity services

Rehabilitation services
Maternity and newborn services
(excluding neonatal intensive care)
Children’s healthcare services (mental and
physical health)
Services for people with learning disabilities

Health services (excluding emergency care)
and public health services for people in prisons
and other custodial settings
Health services (excluding emergency care
services) for members of the armed forces and
their families (those registered with DMS)
Mental health interventions provided under
GP contract

Mental health services
(including psychological therapies)

Some specialised mental health services
Secure psychiatric services

NHS continuing healthcare

Infertility services

Operation of Independent Review Panels
Infertility services for the armed forces and
some infertility services for veterans in receipt
of compensation under the Armed Forces
Compensation Scheme on grounds of infertility
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Service Review

10.1 Understanding and challenging needs and priorities
Delivering services that meet the needs of our local population, including anticipating future need
forms the basis of all commissioning decisions. Understanding current levels of service provision
spend and patterns of demand and use over time is also vital to making a decision over what service
should be delivered in the future (ie how will the service meet the future needs of patients?).
Key considerations:










why do we need this product/service?
what is happening to local need?
who uses it and will the requirement change in the future?
what are the legislative or regulatory requirements?
what is currently being spent on services?
what resources are available to meet future need?
is this service needed?
public and patient involvement
local feedback from member practices

10.2 Prioritisation
The CCG is undertaking a prioritisation exercise to identify a phased plan of service reviews to take
place over the next two years. The prioritisation process is based on a framework to assess services
on population need, quality, performance and value for money.
All service reviews are clinically led and involve collaboration with member practices and key
stakeholders including service users from across the health economy. The above considerations in
section 10.1 form the basis of all service reviews. In addition reviews will also consider analysis of:








current provider performance,
demand and capacity,
financial pressures and constraints,
changes in clinical guidelines and best practice,
technology advances,
changes in medical interventions/prescribing/diagnostics,
procurement and competition rules.

The outcomes of a service review provide commissioners with a range of options to take the service
forward in line with the commissioning cycle, including:




working collaboratively with providers to implement change
procure services through revised specification and criteria
decommission services
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Priorities
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Priorities for 2014/15‐2015/16

The CCG has identified some commissioning priorities for the next 2 years. All of the identified
priorities have been assessed through robust programme management to provide assurance in
terms of viability, delivery and benefits.
Figure 4, Commissioning Priorities

Long Term
Conditions

•Diabetes services review
•Respiratory services review
•Cardiology services review
•Older people services review

•Improve ambulance non‐conveyance rates
•NHS 111 and out of hours services
•A&E pathway development
Urgent Care •Walk‐in centre review

. Primary Care Local Improvement
Framework (PCLIF)

•Systematic review of clinical network pathways against local pathways
•Robust management processes for cancer targets including screening
Cancer, End •Service and pathway developments

of Life

Corporate

•Commissioning Policy
•Indvidual Funding Process review
•Access Policy
•Choice Agenda

Care closer
to home

•Review Community services
•Facilitating earlier hospital discharges
•Integrating Health and Social care
•Preventing unneccessary hospital admissions

Planned
Care

•Ophthalmology Transformation
•MSK Transformation
•Gastroentrology Transformation
•Urology /Gynaecology/ENT service reviews

12

Mental
Health

Primary Care

Medicines
Management
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•Baseline reduction of block contract value based on operating framework requirement
•Review of service utilisation across SWYPFT commissioners
•Review of 'contribution' across SWYPFT commissioners
•Review of psychology provision and rehab provision

•Primary Care development
•Technology to enable improved decision making in primary care
•Understand variation in primary referral rates

•High cost drug review
•Risk stratification in medicine managment
•Technology‐ Script Switch

Quality, Innovation, Productivity and Prevention (QIPP)

Utilising the current 2013/14 underlying financial position, identifying growth and inflation on
relevant expenditure, applying the updated business rules and allocations; the CCG has a headline
QIPP target for 2014/15 estimated as £14m.
NHS Wakefield CCG has established a QIPP programme that aims to provide better quality services in
a more productive and cost‐effective way and invest in prevention and innovation to achieve
sustainability and improve patient care and outcomes.
12.1 Scale of Challenge & Approach
1.

Transformation – the local health economy is currently engaged in a significant, long term
transformation programme to deliver better quality, more efficient services. This includes a
review of urgent care; care closer to home; maternity, children and young people; liaison
psychiatry and acute clinical services strategy. Some of the elements of this transformation
programme will support both QIPP and provider CIP and will inform final contracts.

2.

Provider Contracts – have to reflect the need for large scale service change to aid the
achievement of transformational objectives and to speed up the pace of change. CQUINs need
to be aligned to incentivise change in the right direction and achieve desired outcomes.
Provider savings programmes need to be in line with transformation programmes.

3.

Service Model Redesign and realisation of efficiencies – for 14/15 and future years, any QIPP
scheme needs to align with new service models from the transformation programme.

12.2 QIPP programme management
The QIPP Programme will be managed according to the following model:
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Figure 6, Who, What, Where‐ QIPP Programme Management

Who

•THE QIPP Senior Responsible Officer (SRO) and QIPP group is responsible for the
overall programme
• Each QIPP scheme will have a defined Project Team

What

•Robust project methodology
• QIPP group provides assurance, manages and mitigates risks
•Development of potentially larger QIPP schemes
•Aligns QIPP to the Business Planning process

When

•Agree contracts stances for 14/15 (Nov‐13)
•Complete gateway reviews and agree scope of the 14/15 QIPP programme (Feb‐14)
•Confirm resource allocation and project team (Feb‐14)
•Move project to a delivery stage before 1/4/14 (Mar‐14)

12.3 Potential financial targets
Work is ongoing to identify QIPP opportunities for 2014/15 and beyond. The outcome of this work
will inform demand planning and contract negotiations. This is being led via the regular QIPP
workstream meetings and assured by Clinical Cabinet.
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Key Risks

There are several key risks that the CCG faces in the period covered by this strategy namely:













Underlying cost pressures carried forward from 13/14
Increasing inflation and demand within the system
Limited resources to deliver projects.
Manage balance between delivering QIPP and service stability
Focus on improving outcomes and experience in an environment of reducing resources
Increased depth of coding with providers
Rising demand for services
Growing population
Constraints on financial allocations
Increased requirement for delivering efficiency
Impact of competition and market expansion
Delivery of whole system transformation

The CCG will need to develop mechanisms to proactively manage these risks in the way they
commission and contract for services this is likely to include development of financial frameworks
with providers and exploring the potential of alternative purchasing models.
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Contracting Framework

14.1 Purpose of Financial Framework
Given the context of the health economy financial position, it may be appropriate to negotiate
financial frameworks with the providers which considers demand, growth and inflation risks across
all stakeholders within a resource envelope.
This approach will be:




Ensure the risk of associated with activity increases are managed appropriately
Embed the CCG QIPP programmes increasing the certainty of delivery
Incentivise joint ownership of the CCG transformational QIPP with providers

Financial Framework
Financial Framework
Costed
Commissioning
Plan

CCG
Affordability

Provider
Affordability

Demand Plan +
QIPP

Provider Income
Requirements +
Cost
Improvement
Programmes

It is anticipated that financial frameworks could be applied to the major contracts particularly:




Mid Yorkshire Hospitals NHS Trust (Acute)
Mid Yorkshire Hospitals NHS Trust (Community)
South West Yorkshire Partnership NHS Foundation Trust

Further consideration could be given to:
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Independent Sector (Secondary Care) e.g. Methley Park
Non Contract Activity
Services awarded through tender on a cost per case basis
Any Qualified Provider contracts

Exploration of Alternative Purchasing Models

A significant area of development is to explore the potential and impact of alternative purchasing
models that could be utilised. The CCG will work to assess and develop alternative purchasing
models that deliver improved quality, outcomes, promotes innovation whilst delivering financial
efficiency and mitigating risk.
By example. the CCG intends to explore the possible use of one such alternative model during
2014/15 this being a Prime Vendor model for Musculoskeletal Service with the potential
implementation in 2015/16.
15
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Strategic objectives

The Strategic Plan proposes four major strategic objectives for the CCG. The objectives are taken
from the Wakefield JSNA and Joint Health and Wellbeing Strategy and will define all our major work
programmes including the transformation programme.
Figure 5, Strategic objectives

Prevention of ill health and illness
Care closer to home and out of
hospital
Responsive urgent care
Safe early years and transition to
adulthood
Contract Implementation
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Procurement and Market Management

The CCG will procure services in accordance with EU regulations, its Scheme of Delegation and with
regard to the Monitors regulations on procurement, competition and choice. Monitor regulations
requires commissioners to:




Adhere to good practice in relation to the procurement of healthcare services funded by the
NHS;
protect the rights of patients to make choices with respect to treatment or other health care
services funded by the NHS; and
not to engage in anti competitive behaviour.

The regulations are intended to give commissioners flexibility and adopt a principles based approach
as opposed to providing prescriptive rules on procurement. The regulations do not mandate that
services must be competitively procured. The decision of which services to commission and how to
procure them remains a decision for commissioners.
17.1 Procurement Decision Tree
The diagram below is provided by NHS England and outlines the factors impacting on the
procurement decision
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17.2 Market Development
The CCG recognises the importance of developing the healthcare market within the Wakefield
District. A Market Development approach should aim to:





Work with patient groups and stakeholders to identify services that need greater choice of
provider or locations
Benchmark the quality and value for money of services
Assess contractual performance to identify where contractual levers are not securing best
quality and value
Holding provider engagement events

Where appropriate the CCG will seek the views of Monitor as the regulator for Procurement,
Competition and Choice when undertaking large procurements that could create local monopolies or
otherwise undermine competition in the area.
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Contract Negotiation Cycle

The aim of the contract negotiation cycle is to negotiate high quality, value for money agreements
that reflect the commissioning intentions of the CCG and deliver high performance and quality for
patients. Contracts need to be negotiated within the identified CCG budget and in line with the
national expected timetable.
Negotiations should be conducted along the following principles:



Negotiations are conducted around defined variables
There is rigorous preparation for contract negotiations including;
o Establishing the best alternative to a negotiated agreement
17





o Defined negotiation strategy
o Defined negotiated team roles
Use of negotiation variables
Defined improvements in service quality and value for money
Mature approach for negotiating risk and risk sharing

Within the current NHS outcomes framework Commissioners are required to use the NHS England
National Standard Contract for all health services. This limits the amount of negotiation on the terms
and conditions and focuses the negotiation onto other areas such as quality and cost.
The diagram below demonstrates the negotiation processes running in parallel with the
development of a financial framework.
Figure 6 : Negotiation flow chart
QIPP

Commissioning
Intentions

Negotiate
Stances

Agree Activity &
Finance

Demand
Planning

Scope financial
framework
options

Develop and
model financial
framework

Finalise contract
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18.1 Negotiation Process
•Identify CCG financial control totals for key budgets
•Assess merits of different financial framework models
•Model application in relation to risks and benefits

Plan

Prepare

•Seek provider support in principle for use of financial framework
•Assess the level of financial risk inherent in demand plan
•Select preferred framework model

• Undertake negotiations with provider around identified variables based on shared
negotiation stances
Participate • Reach agreement on activity and finance baseline

Perform

Post
Evaluation

•Propose detailed financial framework
•Negotiate and agree
•Transact through contract

•Continuous assessment and evaluation of impact of financial framework
•Jointly ownership of QIPP delivery with providers through contract management

18.2 Timescales and Milestones
 Sharing negotiation stances with providers: Complete
 Developing and modelling financial framework options: December 2013 / Early January
2014
 Make initial offer to provider including proposed financial framework: Mid January 2014
 Negotiate and refine contract offer: Mid January 2014 – 28 February 2014
 Agreement and contract signature: 28 February 2014
Provider Development
19.1 Demand Management
An early identified risk is the increasing demand for services and population growth. This presents a
significant pressure to the organisation in terms of:




Accessibility to services
Availability of services
Quality and outcomes
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Financial sustainability
Organisational performance
Delivering sustainable transformational change

It is critical that the CCG has a strategy to assess demand and identify potential methods for its
management.
Key actions that will be undertaken in relation to address this are:







Continuous analysis of demand changes and variations
Working with primary care to reduce referral variation
Exploring new purchasing models that support demand management (e.g. Prime
Vendor)
Piloting demand management systems such as Single Point of Access
Identifying other methods of provision e.g. Virtual Clinics, E‐Consultation
Utilisation of technology to deliver services more efficiently and effectively

19.2 Shared Ownership of QIPP Delivery
The CCG will work with providers to identify joint QIPP and Cost Improvement Programme (CIP)
opportunities that provide mutual benefit. Key actions to deliver this are:


19.3

Joint working to identify opportunities
Embed QIPP into contract management arrangements with providers
Incentivising Transformational Change

A key aspect of delivering the transformational change required across the health economy is to
ensure the whole system collaborates to deliver the changes required. As part of the Commissioning
and Contracting strategy the CCG will explore various methods of Incentivising providers to drive
through transformational change.
19.3.1

Incentivising Transformational Change
The CCG is currently required to offer providers Clinical Quality and Innovation (CQUIN)
schemes to the value of 2.5% of contract revenue. There is potential to utilise the CQUIN
schemes and funding to incentivise provider delivery of transformational change.
Other health economies have also explored the use of additional local incentives schemes
focused on key areas of development and transformation. These have been termed “Super
CQUINs” and are related to outcomes, quality and delivery of financial efficiency within
services. The use of Super CQUINs should be used to lever provider efficiency and deliver
commissioner QIPP.

19.3.2

Enforcing contractual penalties
The Standard NHS Contract contains financial penalties that can be transacted with the
provider as a result of failing to achieve nationally determined performance standards.
There are opportunities to develop local incentives through the contract negotiation
process that could incentivise providers to deliver benefits in line with the strategic
commissioning objectives.
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19.3.3

Engagement and collaborative working
Transformational changes should engage all relevant organisations who should be
motivated to engage in these programmes to deliver their own as well nationally required
efficiency savings to realise benefits and improve patient quality.

Managing Provider Performance and Quality
20.1 Contract Management Approach
Effective contract management of services can deliver significant efficiencies both in ensuring that
services are delivered according to the specifications on which they have been procured. The key
aims of contract management are:







Improved quality of service
Achieving value for money and ensuring financial control
Decreasing level of risk within the contract
Manage performance, identifying and resolving poor performance issues
Evaluation of the specification against contract performance, quality and efficiency
Lever added value opportunities within services/providers

The CCG has a range of contracts across a number of providers ranging in value and complexity.
There is not a one size fits all approach to contract management. The management structures need
to be proportionate to the level of risk and opportunity to ensure best use of CCG management
resources and to deliver the best outcomes.
The National Audit Office (NAO) recommends the following as a “Good Practice Framework” for
contract management:
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“Good Practice Framework”

Good contract management should cover all of these elements however the size and complexity of
the contract will determine to what degree the focus needs to be on these activities.
The level of contract management required for different agreements depends on many different
factors.
The scale of risk and added value opportunity defines which of three levels (basic, mid, key) of
contract management is deployed with the provider. The level is not fixed for the life of the contract
and is subject to regular review.
Contract management levels define the intensity and scope of the activity to effectively manage the
contract. This is a good way of prioritising resources to where they will be most effective.
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Value
Opportunity

Key
Contract

Mid
Level
Basic

Risk
20.2 Approach To Managing Key Providers
The CCG providers that have been assessed as “Key Providers” are:




Mid Yorkshire Hospitals NHS Trust (Acute & Community)
South West Yorkshire Partnership NHS Foundation Trust (Mental Health)
Yorkshire Ambulance Service NHS Trust

These contracts already have developed contract management structures in place. In light of the
changing environment and transformational change the CCG will review the arrangement in
conjunction with partners to establish more effective structures.
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20.3 Key Contract Management Developments

Ambulance

111 & Out of
Hours

Local
Authority

Acute

Mental
Health

•Work with partner CCGs to develop contract management approach for 999
contract
• Focus on key efficiency areas such non‐conveyance and local alternative
pathways

•Work with partner CCGs to develop contract management approach for 111
contract

•Pooled budgets management
•Jointly commissioned services through the Health and Wellbeing Board

•Merger of Contract and Quality Board
•Reinstatement of Quality Review Group
•Enhancement of Contract Management Group (CMG)
•Develop enhance performance management mechanisms

• Review Contract Management approach with NHS Calderdale CCG (host)
• Develop understanding of Mental Health PBR and local tariff development
• Support establishment of a revised baseline

• Develop and implement revised performance management framework
• Identify activity levels and unit prices
• Assess value for money of services
Community
• Embed contract management within other key contract frameworks

• Review contract management arrangements with "Mid Level" contracts e.g.
Spire
•
Independent Improve arrangements to lever contract efficiencies, performance and
outcomes
Sector

• Implement National Standard Contracts for services moving from LES
arrangements
•
Development of CQUINS and performance management frameworks
Primary Care
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20.4 Commissioning Support Unit and Provider Management
The West and South Yorkshire and Bassetlaw Commissioning Support Unit (WSYBCSU) deliver
Provider Management on a range of CCG contracts. These fall into two levels:



Level 2
Level 3

Level 2 contracts are where the CSU is acting as our agent on a contract where the CCG is an
associate and another CCG is the lead e.g. Leeds Teaching Hospitals NHS Trust. Level 3 contracts are
those where the CCG is the lead but they are relatively small in value. The CSU are managing the
whole contract for level 3 providers.
The CCG will continue to develop its relationship with the CSU in the area of Provider Management
in terms of scope and structure ensuring that the contract management undertaken is consistent
with the approaches being delivered on contracts directly managed by the CCG and that they
balance of responsibilities is appropriate between parties.
20.5 Performance Frameworks
Effectively managing performance is a key element of contract management and essential to
leveraging quality and performance improvements as well as ensuring value for money and
efficiency.
The CCG is developing, with the CSU, performance scorecards to be implemented with all providers
covering a wide range of metrics. These will be used to underpin contract management
arrangements and dialogue and also be used to provide assurance that appropriate contract
management arrangements are in place.
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Conclusion

This strategy provides the CCG with a structured approach to commissioning and contracting for
services over through 14/15 and 15/16. It sets out the key deliverables according to the
commissioning cycle and provides a picture of where the CCG is currently in terms of the
development of QIPP, demand planning and contract negotiations. The strategy also includes key
actions and milestones for the different aspects of the strategy.
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19a (i)

Information

Sandra Cheseldine – Lay Member
17 December 2013

Recommendation (s):
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 17
December 2013.
Executive Summary:
Headline discussions included:
17 December 2013
 Welcome Linda Wild of KPMG (new Audit Manager for the CCG) to her first Audit Committee meeting.
 Update on plans for preparation for the 2013/14 accounts – this included consideration of the nature of the
internal audit assurance report the CCG would receive from the CSU.
 Wakefield PCT closedown ‐ all closedown balances would transfer to NHS England and would be the
responsibility of NHS England’s 2013/14 financial statements and not CCGs.
 Considered an update from the Integrated Governance Committee about progress against the committee
work‐plan.
 Update following concerns raised at the last meeting with regards to provider management provided by the
CSU.
 Despite the best attempts of the CCG the Transfer Order was not finalised due to outstanding significant
errors coming back from the Department of Health. The CCG continue to work with the Department of
Health to resolve the errors
Policies approved:

None; the Audit Committee does not have the delegated power to approve
policies.

Agenda item: 19a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Tuesday 17 December 2013 at 13:00 in the
Seminar Room at White Rose House
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member

In Attendance:

Nigel Bell
Katherine Bryant
Louise Callaghan
Matt England

West Yorkshire Audit Consortium
Governance and Board Secretary
Minute Taker
Head of Contracting and Commercial Strategy
(Agenda items 5viii, 5ix, 5x and 5xi)
West Yorkshire Audit Consortium
Head of Finance and Governance
Chief Finance Officer
KPMG

Michelle Marsden
Karen Parkin
Andrew Pepper
Linda Wild

13/84

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting especially Linda Wild as this was
her first Audit Committee meeting at NHS Wakefield CCG.

13/85

Apologies for absence
Apologies for absence were received from:



13/86

Dr Adam Sheppard – Nominated Clinical member; and
Jo Pollard – Director of Commissioning and Quality Improvement.

Minutes of the meeting held on 26 September 2013
The minutes were approved as a true record of the meeting held on 26 September 2013.

13/87

Action sheet from the meeting held on 26 September 2013
13/59

Approach to Running Costs (2013/14)
Karen Parkin confirmed that appendix 1 had been circulated following a request
for further information at the last meeting. Agreed to update the action sheet
with this item as completed.

13/75

Internal Audit Report – Assurance Mapping
Katherine Bryant confirmed that she planned to give an update to the Committee
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in February 2014. Agreed to update the action sheet with a completion date of
February 2014.
13/88

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. No interests were
declared.

Governance and Systems of Internal Control
13/89

2013/14 Accounts Planning Update
Karen Parkin informed the Committee that the paper circulated with the agenda was an
update on the paper that had been discussed at the last meeting. Karen highlighted the
key areas since the last meeting:


Members of the Finance Team had attended an NHS England event on ‘achieving year‐
end together’ at the end of November 2013. The guidance had not yet been
published and was expected in January 2014. In the absence of the guidance, NHS
England had shared some advanced information on the accounts planning.



Much of the information for the accounts would be extracted from the Integrated
Single Financial Environment system. The CCG would not be expected to complete a
full FIMS return this year, however, other reports were currently being developed by
NHSE to assist in the production of information, mainly for notes, which could not be
obtained from ISFE.



Charitable funds would be included within the accounts this year.



The annual governance statements would be a lengthy and detailed document and
would explain how the CCG had progressed from setting up the organisation to where
the organisation was now and what will happen in the near future.



The service auditor reports would be provided for the CSU, ESR and SBS.



The timetable detailed the key year‐end dates. Once the guidance had been received
a detailed plan would be produced internally to ensure that the CCG was on track to
meet the deadlines.

Rhod Mitchell queried when the feedback from the CSU would be received regarding the
governance that the CCG expects the CSU to undertake on the CCGs behalf. Andrew
Pepper confirmed that the service audit reports were being undertaken nationally for all
CSUs. The CSU were expecting to receive a first phase report at the beginning of the
previous week. Andrew Pepper had chased this with the CSU CFO who had confirmed
that the report hadn’t been received.
Rhod Mitchell also queried whether the CSU had been given deadlines to work to in order
to ensure that the CCG could meet its deadlines. Andrew Pepper confirmed that in terms
of provider management the CSU were fully aware of the closedown timetable.
Sandra Cheseldine queried whether the CSU were compliant with the processes that were
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in place. Andrew Pepper confirmed that when the first phase report was received this
should highlight if there were any issues that needed addressing. Linda Wild informed the
Committee that she understood there would be two types of service reports and the type
two report would detail the controls and whether the organisations were operating
effectively. Sandra Cheseldine requested that Andrew Pepper forward the report to the
Committee as soon as it became available.
Sandra Cheseldine requested an update on continuing healthcare provisions. Andrew
Pepper informed the Committee that there has been a change in the accounting policy.
NHS England had directed that legacy continuing healthcare provisions would not form
part of the CCG accounts for 2013/14 but they would revert to the CCG on the 1 April
2014. It was unclear what impact this would have on in‐year continuing healthcare
provisions and all CCGs had raised this as an issue and were awaiting a response. Clive
Harries queried what would happen with regards to the legal challenges for continuing
care. Andrew Pepper confirmed that the CCG would not be responsible for them in
2013/14. All the carried forward provisions in the PCT accounts were picked up by NHS
England this year.
Sandra Cheseldine requested that a further update be provided at the February 2014
meeting.
It was RESOLVED that:
i. Andrew Pepper would forward the CSU Service Audit report to the Committee as soon
as it became available.
ii. Karen Parkin would provide a further update at the February 2014 meeting.
iii. The Committee noted the processes outlined.
13/90

Review of Continuing Health Care Provision
Karen Parkin informed the Committee that the CCG were still monitoring the position
despite the provision currently being held by NHS England.
A provision had been provided based on 130 cases with an average cost per case of
£54,600K for restitution claims. The position to date was that a total of 6 cases had been
paid and 11 cases were pending. The average cost per case of the 17 cases was £24,600K.
The CSU had a backlog of claims outstanding.
For the learning disability resettlement patients a provision had been provided based on
30 cases with an average cost per case of £28,600K. The position to date was that 20
cases had been assessed, 11 were being processed and 9 had been declined. The agreed
value for these cases was not yet available.
Sandra Cheseldine requested that a further update be provided at the February 2014
meeting.
It was RESOLVED that:
i. Karen Parkin would provide a further update at the February 2014 meeting.
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ii. The Committee noted the processes outlined.
13/91

Wakefield District PCT Closedown
Karen Parkin informed the Committee that the paper circulated with the agenda was an
update on the paper that had been discussed at the last meeting. Karen highlighted the
key area since the last meeting was that the CCG had received a letter from NHS England
which stated that all balances were transferring to NHS England and were the
responsibility of NHS England’s 2013/14 financial statements and not CCGs.
Linda Wild informed the meeting that it was PWC that would be undertaking the
verification work on the legacy ledgers and not KPMG as stated within the report.
Sandra Cheseldine passed on her thanks to the Finance Team for the work involved
regarding the legacy issues.
It was RESOLVED that:
i. The Committee noted the process outlined.

13/92

Losses and Special Payments Update
Karen informed the meeting that there has been no losses or special payments since the
September 2013 meeting.
Karen informed the meeting that there was likely to be an issue going to the February
meeting following a potential fraud investigation with regards to a mobile phone.
It was RESOLVED that:
i. The Committee noted the report.

13/93

Combined Governance Controls Exception Report
Katherine Bryant informed the Committee that a number of governance reports had been
pulled together in to one report.
Katherine highlighted that:


There had been two declarations under the CCG’s standards of business conduct
report. Both related to external remunerated activity.



The seal had not been used to execute any documents since the last meeting.



There had been no suspensions of the standing orders.



There had been one tender waiver approved relating to Bridge Bereavement for £70K.



A further tender waiver had been agreed in principal but not yet signed relating to
ScriptSwitch for £158K. This would be formally reported at the next meeting.
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It was RESOLVED that:
i. The Committee noted the report.
13/94

Integrated Governance Committee Progress Report
Katherine Bryant informed the Committee that the report analyses the Integrated
Governance work plan and progress to‐date and would be presented to the Committee
twice a year.
The work plan for the Integrated Governance Committee had been approved in April 2013
and further amended in June 2013. Progress had been assessed on the work plan and
two items had been identified as red which demonstrated that they had not been
considered when they should have been. One was the KPMG Integrated Governance
Report and the other was the workforce policies. A forward work plan for 2014/15 had
been developed and would be presented to the Integrated Governance Committee later
that week.
Sandra Cheseldine queried whether the workforce polices were going to the Integrated
Governance Committee later that week. Andrew confirmed that the agenda had been
sent with the policies as to follow. The issue of HR support at the CSU had been escalated
to the CSU’s Managing Director.
An update for Clinical Cabinet would be brought to the February 2014 meeting.
It was RESOLVED that:
i. The Committee noted the reported
ii. The Committee agreed that the next update report would be presented to the May
2014 meeting.

13/95

Department of Health Consultations
Katherine Bryant informed that Committee that there were currently two ongoing
consultations from the Department of Health. One was the legislative reform order
consultation which proposed that CCGs should be permitted to form joint committees.
The other was the health service bodies audit committees which proposed to change
from 2015. Katherine Bryant and Sandra Cheseldine were working together to submit a
response.
It was RESOLVED that:
i. The Committee noted the two ongoing Department of Health consultations.

13/96

Contract Award Update
Matt England updated the Committee that two contracts had been awarded since the last
meeting. A contract to Age UK for the provision of Bridge Bereavement pilot service
which had been awarded under a tender waiver. A contract to SWYPFT for the provision
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of asylum seeker Initial accommodation health services which had been awarded under
an open tender.
It was RESOLVED that:
i. The Committee noted the content of the paper.
13/97

Provider Management Update
Matt England updated the Committee following concerns raised at the last meeting with
regards to provider management provided by the CSU.
The CCG had been meeting regularly with the CSU and had identified concerns regarding
the contracts the CSU were managing on behalf of the CCG. As a result, improvement had
been seen since the October monthly performance report provided by the CSU. There
were still ongoing concerns regarding the levels of assurance for the contract
management activity and the CCG had raised these with the CSU and agreed some actions
on how the CSU would change their service for Wakefield. The CSU had provided two
Contract Managers to work within the Wakefield Contract Team who would undertake a
stock take of the contract management structures and provide assurance on any gaps.
The CSU had produced an improvement plan and were currently revising the content of
the recovery plan and working to agree a final version. Further areas had been agreed to
ensure that the CSU completed the monthly reconciliation sheets, to introduce a standard
performance scorecard for providers for the 2014/15 contract and further development
of the contract management structures that the CSU have across the level three providers
that they manage for the CCG. The CSU also had a target of 28 February 2014 to deliver
the negotiations for the providers that the CSU manage. It has been made clear to the
CSU that it would not be acceptable to enter the new financial year with services running
without contracts in place and the CSU had confirmed their expectation to have all
contracts signed by the 31 March 2014.
Sandra Cheseldine queried whether the CCG were at risk on any of the contracts that the
CSU had been monitoring for either under or over payment situations. Matt England
confirmed that there had been a potential risk regarding Methley Park, however, this had
been resolved and the reconciliation had been undertaken with the provider. The
remainder of the contracts were relatively small in value and the CSU had given their
assurances that they were undertaking the reconciliation.
Sandra Cheseldine also queried whether the CCG were confident with the CSU negotiating
on behalf of the CCG in view of the number of issues. Andrew Pepper informed the
Committee that the CSU were negotiating on behalf of a number of CCGs and therefore
they were able to undertake the task at scale and were best placed to undertake the
negotiations for the smaller contracts on a Yorkshire wide basis. Matt England confirmed
that the only contract of a large value was Methley Park which was on national tariff so
therefore no financial risk.
Rhod Mitchell requested that for future reports the RAG rating be omitted from the
report.
Rhod Mitchell queried the MRI diagnostics which had been identified as a high risk in
November but had not been listed in December. Matt agreed to investigate this further
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and feedback.
Karen Parkin queried what level of assurance the CCG had that the CSU were undertaking
the correct level of challenge to the providers. Matt England confirmed that the CSU
were now challenging providers since the two additional CSU Contract Managers had
been in place.
Karen Parkin also queried whether the CSU had been given a deadline to complete the
CCG’s reconciliations. Matt England confirmed that this should have been received a
couple of weeks ago and Matt England agreed to chase this up.
It was RESOLVED that:
i. Matt England to omit the RAG rating from future reports.
ii. Matt England to investigate the MRI diagnostic data and feedback.
iii. Matt England to chase the CSU for the reconciliations.
iv. The Committee noted the content of the report.
13/98

Transfer Order Update
Matt England informed the Committee that the CCG had been working with the
Department of Health with regards to the transfer order and the validation of the
information. There were still significant errors coming back from the Department of
Health and the change control log provided by the Department did not resolve the errors.
The Department had issued further guidance and the CCG were continuing to work with
the Department to resolve the errors.
Sandra Cheseldine queried whether there were a timescale for the order to be signed.
Andrew Pepper confirmed there wasn’t a deadline and sought the Committee’s approval
that the order not be signed until the information was accurate which the Committee
confirmed their agreement.
Linda Wild confirmed that the CCG’s situation was not unique to Wakefield and in her
experience other organisations had similar issues.
It was RESOLVED that:
i.

13/99

The Committee noted the content of the report.

Capita Audit
An audit had been undertaken in 2012/13 around areas of concern regarding coding and
application of PbR rules at MYHT. The concerns raised in the audit were to be transacted
into the contracts for the next contract year. A further audit was to be undertaken in
2013/14 looking at different daycases, maternity pathways, minor trauma emergency
admissions and mental health diagnoses. The audit would be carried out in early January
2014 with feedback to the CCG in early February 2014 which would allow the findings to
be negotiated into the contracts. The cost of the audit was £51K. Capital had offered the
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CCG a 10% discount if the CCG committed to a three year plan which the Committee
approved.
It was RESOLVED that:
i.

The Committee noted the content of the report.

Internal Audit and Counter Fraud
13/100

Internal Audit and Counter Fraud Progress Report
Nigel Bell informed the Committee that WYAC had announced their formal working
arrangements in partnership with North Yorkshire Audit Services. The memorandum of
understanding had been signed in September 2013.
Nigel Bell also informed the Committee that WYAC had held an event earlier that week
and it was intended to hold these events on a quarterly basis in future. Sandra
Cheseldine advised that she had attended the event and had found it of interest. Nigel
Bell agreed to let Rhod Mitchell have the date of the next event.
Michelle Marsden outlined the report to the Committee:


There were two draft report which would go to the next meeting, opening balances
and learning from events.



A revised complaints policy and procedure had been drafted and WYAC had reviewed
the revised documents. Michelle Marsden would update at the next meeting.



Comments for the consultation on the proposed new constitutional requirements for
NHS Trust and CCGs needed to be submitted by the end of December 2014.



There were currently no requirements in place to have a LSMS although it was
anticipated that this would change in 2014. Michelle would update the Committee
when she became aware of any change.



Two quality questionnaires had been received with no negative comments to be
reported.



An update was given on the assurance framework and integrated governance reports.

It was RESOLVED that:
i. Nigel Bell to confirm date of next event to Rhod Mitchell.
ii. The Committee noted the content of the report.
External Audit
13/101

External Audit Technical Update
Linda Wild informed the Committee that the report had been provided for the Committee
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to enable the Committee to use the document as an information document / checklist.
Sandra Cheseldine suggested the Committee continue with the report in its current
format and to review the format in six months time.
It was RESOLVED that:
i. The Committee noted the content of the report.
13/102

External Audit Timetable 2013/13
Linda Wild informed the Committee that the timetable demonstrated the work that
KPMG would be undertaking in 2013/14. The audit plan for 2013/14 would be presented
at the February meeting.
It was RESOLVED that:
i. The Committee noted the content of the report.

Any Other Business
13/103

WYAC Annual Report
Nigel Bell tabled copies of the WYAC annual report.

13/104

Date and time of next meeting
The Committee noted the date and time of the next meeting as Tuesday 4 February 2014
from 11:00 until 13:00 in the Seminar Room at White Rose House.

Page 9 of 9

Title of meeting:

Governing Body

Date of Meeting:

14 January 2014

Paper Title:

Integrated Governance Committee: presentation of
minutes and items for approval by Governing Body

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:

Discussion

Assurance

Agenda
Item:
Public/Private Section:

Public
Private
N/A


19b (i)

Information

Rhod Mitchell – Lay Member
21 November 2013

Recommendation (s):
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 21 November 2013 and 19 December 2013.
Executive Summary:
Aside from standing items ‐ including the finance report, quality & performance report, workforce report and
information governance report ‐ headline discussions included:
21 November 2013
 Quality & Performance Report – the committee noted a drop in the Category A Ambulance Response
Times. Ambulance Turnaround Time continue to be a cause for concern. MYHT has failed to achieve the
required cumulative standard within both the Admitted and Non Admitted pathways 18 week RTT Waiting
Time Standard. Mortality indicators for Wakefield CCG are better than the national average. MYHT breach
of MRSA and C:diff targets, total of 8 for year to date. 1 never event was reported by MYHT in October
2013, there was no patient harm.
 Plans to enhance the CCG’s relationship with the CSU including plans to develop an SLA for 2014/15.
 Position statement on the implementation of actions across both health and social care relating to the
Winterbourne Review.
 Information regarding the development of CQUIN schemes for 2014/15. It was noted that local CQUIN
schemes need to take into account national guidance.
 Revised CQC process to inspect the performance of the NHS in safeguarding children and the NHS
contribution to promoting the health of Looked after Children.
 Update on the development of the Multi Agency Safeguarding Hub (MASH).
 Finance Report ‐ highlighted a £3.3m overtrade year to date against the MYHT contract with a forecast of
£5.6m. Both the contingency reserve and the brought forward surplus reserve have now been fully utilised
to match the net forecast adverse pressures.
 Update on the Long Term Financial Outlook, including current financial planning assumptions.
 Discussed the draft Commissioning and Contracting Strategy which aims to outline the CCG’s approach to
commissioning and contracting for 2014/15 to 2015/16.
 Quarter two update on Individual Funding Requests (IFRs). It was noted that further policies need to be
developed for clinical procedures in order to reduce the need for IFRs.
Policies approved:

Confidentiality Audit Procedure

Agenda item: 19b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 November 2013
Present:

Rhod Mitchell (Chair)
Andrew Pepper
Jo Pollard
Dr Phillip Earnshaw
Dr David Brown
Stephen Hardy

Lay Member
Chief Financial Officer
Chief of Service Delivery and Quality
Nominated Clinical Member
Nominated Clinical Member
Lay Member

In Attendance:

Sandra Cheseldine
Sharon Fox

Lay Member
Governing Body Nurse
Representative
Head of Finance and Governance
Governance and Board Secretary
Head of Contracting and
Commercial Strategy
Head of Quality and Engagement
Senior Information Governance
Officer (The Health Informatics
Service)
IFR Associate, WSYBCSU
IFR Associate, WSYBCSU
Minute taker

Karen Parkin
Katherine Bryant
Matt England
Laura Elliott (item 5i, 5iv)
Stephen Rose (item 7i)

Hayley Hesketh (item 9ii)
Liz Faulkner
Angela Peatfield
13/195

Apologies for Absence
Apologies for absence were received from Jo Webster and Dr Avijit Biswas.

13/196

Declarations of Interest
Sandra Cheseldine declared an interest as the Chair of the Individual Funding
Requests Panel in respect of agenda item 9(ii) – Individual Funding Request
Update.
Dr Phil Earnshaw declared an interest as GP member at Ferrybridge Medical
Centre in respect of agenda item 9(i) Contract Governance and Assurance.

13/197

Minutes of the Meeting held on 17 October 2013
The minutes of the meeting held on the 17 October 2013 were agreed as an
accurate record.

13/198

Action Sheet from the Meeting held on 17 October 2013
13/166 – Proposed amendments to the CCG’s constitution and associated
governing documents
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Katherine Bryant confirmed that she had met with the Local Medical
Committee to discuss the proposed amendments and obtained very useful
feedback.
13/199

Integrated Quality and Performance Report
Matt England and Laura Elliott presented this report providing updates against
the CCG strategic objectives, quality premium and details of key exceptions and
successes.
Matt presented performance highlights from the report:
 The drop in the Category A Ambulance Response Times was due to Yorkshire
Ambulance Service making rota and workforce changes, it was noted that
they have ceased using private providers.
 Ambulance Turnaround Time continues to be a cause for concern and it was
noted that an action plan is in place to improve the situation.
 18 week RTT Waiting Time Standard, MYHT has failed to achieve the
required cumulative standard within both the Admitted and Non Admitted
pathways. The Recovery Board are still meeting and the Trust has
implemented a structured programme of improvement.
Matt proposed that for future reports a couple of objectives are chosen from
the key performance indicators and a detailed analysis is undertaken and
included in the report.
Laura Elliott presented highlights from the quality sections of the report:
 Mortality indicators for Wakefield CCG is better than the national average
 MYHT breach of MRSA and C:diff targets, total of 8 for year to date
 1 never event was reported by MYHT in October 2013, there was no patient
harm
A full discussion followed. Stephen Hardy queried the nurse to bed ratio, it was
confirmed that this information does not include agency staff. Dr Brown
confirmed that MYHT are well sighted on this issue and Jo Pollard advised that
MYHT hold weekly HR meetings regarding staff recruitment, noting that the
recruiting of nurses is difficult at present. Jo advised that new national
guidance has been received this week and rather than nurse to bed ratio this is
changing to nurse to patient acuity.
With regard to MYHT complaints Laura advised that following the MYHT review
of their complaints process the Complaints and Patient Experience teams will
be merging and it is intended that there will be a front facing office in the
hospitals noting that the Patient Liaison Team has successfully managed to
reduce the number of formal complaints by solving more complaints informally.
A report detailing the changes was presented at the MYHT Executive Quality
Board meeting held on 31 October 2013.
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Sharon Fox queried the mixed accommodation breaches and what action was
being taken. Laura Elliott confirmed that refresher training for appropriate staff
is being arranged to avoid future breaches.
Rhod Mitchell queried the overspend on day cases and 18 week referral to
treatment. Matt England advised that the volume on the waiting list is up by
7,000, however MYHT have identified that treatments are not being closed on
the PAS system. A letter has been sent to MYHT requesting a quantification of
the PAS data issue and an improvement action plan. MYHT have given
assurance that once the data is cleared up the quality of waiting list information
will improve.
Rhod referred to the information included in the report on quality in primary
care and the overall scores taken from the NHS Choices website. It was agreed
that clarification will be sought for the next meeting on the criteria of the
scoring.
It was RESOLVED that:
i)
13/200

the Committee noted the report

Enhancing the Partnership with the CSU
Andrew Pepper introduced this paper advising that NHS England have released
guidance to support CCGs in considering options for commissioning support
service delivery. CCGs across West Yorkshire have shared data about
performance and costs associated with the service lines provided by the CSU.
Feedback has also been gathered from CCG Heads of Service to identify areas
where the CSU are generating added value and where areas of development
may be required.
It is currently being considered whether the CCG should enter into a revised
Service Level Agreement with the CSU for a further two years, noting that based
on available evidence there are a number of services which may benefit from
review; communications, governance, information governance and provider
management. It has been agreed that a review of these services will take place
during the period November 2013 to January 2014 along with a commitment to
meet downstream reductions in running cost allowances.
Jo Pollard acknowledged that there were issues regarding the IFR process and
the frequency of panel meetings. The issue is being escalated at the CSU and it
was agreed that Jo Pollard and Sandra Cheseldine would discuss further outside
of the meeting.
Rhod Mitchell queried whether there was any benchmarking available
regarding costs. Andrew advised there is no outsource available at present so
no benchmarking is available.
It was RESOLVED that:
i)

the Committee noted and agreed to adopt the approach to reviewing the
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SLA with WYSBCSU in order to ensure that the CCG can demonstrate the
final decision has been taken in an appropriate and legally sound manner
13/201

Winterbourne Review Joint Action Plan
Phil Smedley attended the meeting to present this paper providing a position
statement on the implementation of actions across both health and social care
relating to the Winterbourne Review. The action plan including timelines was
shared for information. A Joint Strategy is to be developed for people with
learning disabilities or autism whose behaviours challenge, including joint
commissioning intentions. The key areas are:






Examination of current monitoring and reviewing arrangements
Out of district and Local Needs Assessment, including mapping of
services and resources
Interface with the review of people placed out of district
Consultation with service users, carers and relevant others
Ensuring no inappropriate admissions and where identified how people
will transfer to a more appropriate placement and early discharge

It was noted that the action plan will be rag rated and a quarterly update will be
presented to the Integrated Governance Committee.
It was RESOLVED that:
i)
13/202

The Committee noted the report

Development of CQUIN 2014/15
Laura Elliott attended the meeting to present this paper which provides
information regarding the development of CQUIN schemes for 2014/15. It was
noted that local CQUIN schemes need to take into account national guidance
and NHS England has indicated that the 2014/15 NHS standard contract will be
published in December 2013.
In line with national guiding principles it is important to have a principled
approach to CQUIN scheme development which builds on previous years and
includes the following:






Contribute to efficiency and productivity
Links to the transformational programmes
Contributes to reduction in length of stay
Meets CCG strategy and philosophy
Links with national guidance

It was noted that as other providers on NHS contracts are eligible for CQUIN
schemes the CSU Provider Management team are developing a catalogue of
potential indicators which can then be applied to providers dependent on the
size of the contract and the services provided. The first draft has now been
received.
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A full discussion took place and it was agreed that the development of CQUINS
should be considered alongside the Commissioning and Contracting Strategy
and QIPP process. It was suggested that when developing the CQUIN scheme
the timescale to achieve the CQUIN should also be considered.
It was RESOLVED that:
i)

13/203

the Committee noted the current work and proposed timescales to
develop the 2014/15 CQUIN schemes

CQC Safeguarding Children Inspection Framework
Jo Pollard presented this paper providing information regarding the Care
Quality Commission process to inspect the performance of the NHS in
safeguarding children and the NHS contribution to promoting the health of
Looked after Children.
The inspections will look at the quality and effectiveness of the arrangements
that health care services have made to ensure children are safeguarded, and
how health services promote the health and wellbeing of looked after children
and care leavers. It was noted that all health services within every local
authority area in England will be inspected between September 2013 and April
2015.
The CCG (addressed to the Chief Nurse) will receive a letter on a Thursday
informing that the CQC will be inspecting Wakefield the following week. The
letter will outline the timetable for the inspection and the CCG will co‐ordinate
the inspection on behalf of all NHS Providers within the district. The CCG has
put actions in place to release staff involved in the inspection through
Inspection Readiness meetings and agreed operational cover for the
involvement of the Designated Nurse for Safeguarding Children.
It was RESOLVED that:
i)

13/204

the Committee noted the content of the report

Multi Agency Safeguarding Hub (MASH)
Jo Pollard presented this paper providing information regarding the draft
Information Sharing Agreement for the Multi‐agency Safeguarding Hub (MASH).
It was noted that awareness raising events across the Locality Networks will be
taking place in the New Year and will be available for staff within Primary Care
and other NHS providers in the district.
Rhod Mitchell questioned how long the funding had been agreed for. It was
confirmed that funding for the Specialist Nurse support is available until March
2015. It was suggested that success criteria should be developed to assist in
making the decision whether to continue.
Phil Earnshaw commented that this should be seen as a tool to enable staff to
have access to the appropriate information as required and should not be seen
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as a solution to the issues.
It was RESOLVED that:
i)
13/205

the Committee noted the content of the report

Finance Report Month 7
Karen Parkin presented Month 7 Finance report. Overall the CCG has a year to
date surplus of £3,210k against a planned surplus of £3,210k and year forecast
of £5,502k which is equal to plan.
There are 12 key financial performance indicators:






7 indicators are green: underlying recurrent surplus, surplus year to
date, surplus forecast, 2% NR funds, running costs, risk management
and timeliness and quality of returns
No indicators are amber/red
2 indicators are amber green: QIPP year to date, QIPP full year forecast
and activity forecast
2 indicators are red: Activity trends – year to date and Activity trends –
full year forecast
1 indicator is not yet scored: Balance sheet indicators have yet to be
defined by NHS England

The report highlights a £3.3m overtrade year to date against the MYHT contract
with a forecast of £5.6m. Both the contingency reserve and the brought
forward surplus reserve have now been fully utilised to match the net forecast
adverse pressures. There is limited flexibility on any further overtrade, noting
that overtrade is a national position.
Prescribing is showing a year to date underspend and is also forecast to
underspend. This is part of the QIPP programme and is therefore offset by the
QIPP reserve line. 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. It is unclear whether the increase in cost growth is
due to increased diagnosis and treatment leading long term to prevention of ill
health and better care in patients.
A discussion followed. It was noted that Urgent Care PCLIF should not be
shown as green on the QIPP Schemes update, Karen agreed this would be
amended. Sandra Cheseldine queried whether the 57 Continuing Health Care
cases mentioned in the report were new cases. Karen Parkin confirmed they
were.
Karen advised that the CCG are awaiting the outcome of national rebasing of
the Running Cost Allowance regarding NHS Property Services in order to enter
into lease/other HQ contracts. Once finalised this could release £500k of
running costs.
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Andrew Pepper confirmed that the Local Area Team are sighted on our plans
and keen to understand the underlying position.
It was RESOLVED that:
i)
13/206

the Committee noted the report

Long Term Financial Outlook
Karen Parkin presented this paper providing an update on current financial
planning assumptions and an update on the implementation of the Integrated
Transformation Fund.
It was noted that detailed financial planning assumptions and allocations are
expected to be announced mid December, following guidance issued on 4
November 2013 a revised long term financial plan is currently being developed
to reflect the above and any additional information that becomes available.
Karen confirmed that the table in the report includes information provided by
partner organisations and advised that a broad assessment of the CCG QIPP was
shared with the Local Area Team at a recent joint West Yorkshire event.
A report presented to the Health and Wellbeing Board on 14 November 2013 in
respect of the next steps on the Integration Transformation Fund and a letter
received from NHS England regarding the next steps on implementing the
Integration Transformation Fund was shared for information.
It was RESOLVED that:
i)

13/207

the Committee noted the content of the report

Commissioning and Contracting Strategy
Matt England presented the draft Commissioning and Contracting Strategy
which aims to outline the CCG’s approach to commissioning and contracting for
2014/15 to 2015/16. The strategy sets out the CCG’s approach to
commissioning services in line with the health needs of the population and
national and local strategic priorities. The objectives of the strategy are:





To define the approach to commissioning services that ensures the
delivery of QIPP
Identify commissioning and QIPP priorities
Set out the process for mitigating financial risk
Outline the CCG approach to contract negotiations and management

A full discussion followed and it was suggested that it may be useful to consider
the work undertaken by Sharon Slack from Niche Consultancy on the review of
the Commissioning Quality Assurance Process. Phil Earnshaw suggested that
discussions with commissioning partners should be undertaken as part of the
process for commissioning services.
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Sandra Cheseldine requested that Section 7 of the document should include
how the CCG are engaging with patients. Jo Pollard suggested it would be
useful to consider other information the CCG holds, for example soft
intelligence from events that have already taken place.
Rhod Mitchell commented that the development of the strategy placed the CCG
in a good position for going forward.
It was RESOLVED that:
i)
13/208

the Committee acknowledged the development of the draft strategy

Information Governance Update
Katherine Bryant presented this paper providing an update on progress of the
Information Governance Toolkit Improvement Plan. The improvement plan
maps out the key tasks to be carried out from now until the end of March 2014
submission. Details of the activities undertaken since the last report in October
were highlighted.
Katherine advised of two operational risks that have been identified in relation
to Information Governance:




The use of Patient Confidential Data (PCD) has been severely limited
due to conditions set out in the Health and Social Care Act and the
section 251 requirements. A part solution has been found by the Data
Management and Integration Centre, however difficulties across a
range of CCG activities such as invoice validation still remains.
A new risk relating to the transfer of sensitive and confidential data
between the CCG and the WSYBCSU has been identified. The IT team is
developing an encryption solution, however in the meantime
alternative arrangements have been put in place.

Stephen Rose joined the meeting to present the Confidentiality Audit Procedure
for approval. This procedure provides an assurance mechanism by which the
effectiveness of controls implemented within the CCG are audited. The
decision of what to audit requires agreement.
A copy of the ‘mocked up’ version of the Information Governance User
Handbook was tabled for comment. This document will provide a brief
introduction to information governance and summarise the key user
requirements that support the CCG’s IG policies. Once finalised the handbook
will be made available for CCG staff who will complete a declaration confirming
they have read and understood the information.
Details of the key activities for the period November 2013 to January 2014 were
shared for information.
It was RESOLVED that:
i)

the Committee received the progress report
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ii) approved the Confidentiality Audit Procedure
iii) agreed to delegate responsibility to finalise the IG Handbook to the SIRO
and Caldicott Guardian before issuing to the organisation
13/209

Freedom of Information Activity Report October 2013
Katherine Bryant presented this paper which provided an overview of the FOI
requests received for the second quarter of 2013/14. It was noted that 80% of
requests during the month of September were dealt with within the statutory
time. Full details for October are unavailable as a number of requests are still
open pending completion.
The WSYBCSU IG team will continue to improve compliance in a number of
ways to move to the position of meeting all deadlines and it was noted that
localised resource is now based at White Rose House two days a week to chase
up and support CCG staff with providing a response to information requests.
It was RESOLVED that:
i)
ii)

13/210

the Committee noted the Freedom of Information activity and
performance
and noted the non‐compliance issues and the current development
with regard to handling arrangements of freedom of information
requests by WSYBCSU

SIRO/Caldicott Guardian Checklist
Katherine Bryant provided an update on Caldicott Guardian / Senior
Information Risk Owner requests received up to and including 14 November
2013.
It was RESOLVED that:
i)

13/211

the Committee noted the report

Workforce Services Report
Heather Prest was unable to attend the meeting to present this paper.
However the following questions were raised and it was agreed these would be
forwarded to Heather:






Confirm what mandatory training the Governing Body members are
required to undertake and consider a bespoke approach to delivery
Future reports to provide an update on appraisals
Future reports to explain short term vs long term sickness
Consider how Wakefield CCG have an opportunity to influence
Workforce policies
Monthly Scorecard for September shows Governing Body members
headcount as increasing – requires clarification
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It was RESOLVED that:
i)
13/212

the Committee noted the report

Contract Governance and Assurance
Matt England presented this paper providing an update on contracts awarded,
varied and notices served. With regard to expiring contracts the contracting
team have established a formal process to notify lead commissioners when
contracts covering services they commission reach the expiry milestones.
The review of the walk‐in centre has now started. A survey is currently
available to a range of groups including patients who have accessed the service,
public and patient involvement groups and is also included on the CCG website.
The review data will be analysed during December 2013.
The Internet/Intranet procurement attracted only one bid at ITT stage which
only offered one of the three services advertised. Following procurement
advice the bid was deemed to be non‐compliant. There is a national buying
framework for digital media and the CCG are now exploring the use of this
framework to select a provider.
It was RESOLVED that:
i)

13/213

the Committee noted the update regarding contract governance and
assurance

Individual Funding Request Update
Hayley Hesketh attended the meeting to present the quarter two update on
IFRs. The following are the key highlights:





58 IFRs were received in July 2013. Of these, 23 IFRs were approved at
the triage stage of the IFR process and 9 IFRs were approved by the IFR
panel at a cost of £80,111.59.
24 IFRs were received in August 2013. Of these, 9 IFRs were approved
at the triage stage of the IFR process and 15 IFRs were approved by the
IFR panel at a cost of £39,531.20.
41 IFRs were received in September 2013. Of these 8 IFRs were
approved at the triage stage of the IFR process at a cost of £4,271.

Other associated costs are covered by existing contracts.
A discussion followed and it was requested that future reports should be
condensed. A suggestion was made that a table is produced showing the
number of IFRs for each category by month, rather than the current table
showing each individual case.
Hayley advised that a number of panels have been cancelled recently due to
availability of panel members. There are currently four clinical members of the
Clinical Cabinet trained as members of the IFR panel, however more are
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required to enable regular panels to be scheduled. It was suggested that the
wider network of members practices should be contacted to seek further
clinical members for the IFR panels.
Phil Earnshaw commented that further policies need to be developed for
clinical procedures in order to reduce the need for Individual Funding Requests.
Hayley confirmed that Alison Ball, Senior Associate at WSYBCSU was currently
looking into developing new policies.
Hayley introduced Liz Faulkner, a WSYBCSU colleague who is based in South
Yorkshire to advise of a different approach to Individual Funding Requests. Liz
advised that the CSU are currently holding weekly panels which include two
medical advisors to consider IFRs on behalf of CCGs and are looking at
approximately 100 cases per week. They are approving and declining cases as
appropriate and seeking additional information where required. They are also
writing to GPs to advise of the decision and are happy to discuss the decision
with the patient as required.
It was RESOLVED that:
i)
13/214

the Committee noted the quarter two update

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – meeting
held on 31 October 2013
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – meeting
held on 31 October 2013
NHS11 Wakefield and North Kirklees Clinical Quality Group – meetings
held on 14 October 2013
999 YAS Clinical Quality Development Review Group ‐ meeting
held on 10 October 2013
Quality Intelligence Group – meeting held on 8 October2013
Calderdale, South West Yorkshire Partnership Foundation Trust
Board – meeting held on 17 September 2013
YAS West Yorkshire CBU – meetings held on 15 October 2013

Phil Earnshaw commented on the number of Wakefield CCG attendees at the
NHS 111 Wakefield and North Kirklees Clinical Quality Group querying whether
it was appropriate for all those named to attend. There was only one attendee
from North Kirklees CCG. Following discussion it was agreed that attendees of
meetings would be discussed further at the Executive Team meeting to ensure
meetings are appropriately supported across the patch.
It was RESOLVED that:
i)
13/215

the Committee noted the minutes

For Information
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(i)
(ii)

YAS 999 Commissioning News – October 2013
NHS 111 Contract Briefing – October 2013

The above publications were shared for information.
13/216

Any other business
None

13/217

Date and time of next meeting:
Thursday, 19 December 2013, 2.30 to 5.00 pm, Boardroom, White Rose
House.
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Information

Dr Adam Sheppard – Assistant Clinical Leader
24 October 2013
28 November 2013

Recommendation (s):
It is recommended that the Governing Body receive and note the minutes of Clinical Cabinet held on 24 October
2013 and 28 November 2013.
Executive Summary:
Aside from standing items ‐ including QIPP update, network updates ‐ headline discussions included:
24 October 2013
 Presentation about the cancer landscape in 2013, in particular the new organisations responsible for
commissioning cancer screen programmes. It was highlighted that rates of lung and stomach cancer in
Wakefield are above the national average.
 Cabinet approved the expansion of the prostate cancer follow‐up service in primary care; seven new
pathways will be introduced. It is expected that this will result in more patients transferring from secondary
to primary care for the on‐going management, improving patient experience and delivering quality care
closer to home.
 Andrea Wilson and Sean Raynor from SWYPFT presented an update on the service review currently being
undertaken by the SWYPFT. The review seeks to improve services, reduce costs (savings of 12.7 by 2014).
 As part of the Gastroenterology transformation programme it was agreed that faecal calprotectin (FCP)
testing will implemented across Wakefield.
 A revised Commissioning Policy was approved. Working is currently being undertaken to review and
update further criteria based policies. A copy of the policy is available on the CCG’s website.
 The immediate introduction of criteria based commissioning for haemorrhoids and dupuytrens was
approved.
 Business cases were approved for the investment of non recurrent funds to:
o pump prime integrated care teams
o support winter services, and
o pump prime a number of schemes associated with the mental health transformation programme
28 November 2013
 Presentation and discussion about the planned procurement process for Improving Access to Psychological
Therapies (IAPT) service. This included consideration of how the public and member practices can be
engaged. And the importance of increasing links with Tier O services (3rd Sector and Local Authority).
 Approved the Information and Communications Technologies Vision 2014‐16. IT should be a provider &
enabler for innovation, transformation and improvement of corporate and clinical services. An update was
also received about GP‐IT provision for practices.
 Updated about the Data Quality Toolkit (toolkit that supports practices with clinical data) which has been
developed by the CSU Data Quality for West Yorkshire.
 Considered an initiative to optimise medical management in patients with heart failure due to left




ventricular systolic dysfunction in order to reduce unnecessary hospital admissions and readmissions and
improve patient experience and increase quality of life for heart failure patients. Although Cabinet
approved clinical and quality aspects of the initiative, there were outstanding queries about governance and
costing.
Discussed design and implementation of a draft emergency department service specification. Any future
specification would need to be consistent with that of the Meeting the Challenge and the conclusion of the
current referral to the secretary of state.
Update about the transformation programme business case.

Policies approved:

Commissioning Policy

Agenda item: 19c (i)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 24 October 2013
09.00 – 12.30
Seminar Room, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Philip Earnshaw (PE)
Avijit Biswas (AB)
Ann Carroll (AC)
David Brown (DB)
Ivan Hanney (IH)
Sandra Greenwood (SG)
In Attendance:
Andrew Furber (AF)
Laura Elliott (LE)
Karen Parkin (KP)
Linda Driver (LD)
Michelle Ashbridge (MA)
Ann Marie Johnson (AMJ)
Abdul Mustafa (AM)
Carol Ferguson (CF)
Debra Taylor Tate (DTT)
Janet Wilson (JW)
Michele Ezro (ME)
Andrea Wilson (AW)
Sean Raynor (SR)
Dr Gillian Richardson (GR)
Sarah Shepherd (SS)
Jenny Feeley (JF)
Phil Smedley (PS)
Andy Mobbs (AM)
Pat Keane (PK)
Helen Childs (HC)
Simon Rowe (SR)
Jo Hanlon (JH)
Tracey Tyrrell (TT)
Sharon Slack (SS)
Tara Trayler (TET)

Asst. Clinical Chair, NHS WCCG
Chair, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHS WCCG

Director of Public Health
Head of Quality and Engagement, NHS WCCG (Deputising Jo P)
Head of Finance, Governance and Risk (Deputising Andrew Pepper)
Head of Service Development and Transformation, WCCG
Senior Commissioning Manager, Service Development and
Transformation, NHS WCCG (Item 5)
CHD Manager, Wakefield Council (Item 5)
GP Lead, Cancer, Wakefield Council (Item 5)
Yorkshire Cancer Network Representative (Item 5)
Senior Commissioning Manager, NHS WCCG(Item 6)
Diabetes Network Manager, Wakefield Council (Item 8)
Transformation Programme Lead, Mental Health and Learning
Disability, PMO, NHS WCCG (Item 7)
Acting Deputy Director, Operational Services, SWYPFT (Item 7)
District Service Director, SWYPFT (Item 7)
Stroke Programme Manager, Wakefield Council (Item 9)
Service Improvement and Transformation Manager, NHS
WCCG(Item 10)
Service Development and Transformation Manager, NHS
WCCG(Item 11)
Head of Partnership Commissioning, NHS WCCG(Item 12)
Programme Manager, Transformation WYSBCSU(Item 13)
Interim Programme Director, PMO, NHS WCCG(Item 15)
Interim Programme Manager, PMO, NHS WCCG (Item 16)
Service Development and Transformation Manager, NHS
WCCG(Item 17)
Head of Public Health, Wakefield Council (Item 21)
Director of Operations /Chief Nurse, Spectrum (Item 21)
Niche Consultant (All Meeting)
Senior Management Support, NHS WCCG
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1

APOLOGIES FOR ABSENCE
Apologies were received from Jo Pollard, Andrew Pepper, Lee Beresford Paul Dewhirst Clive
Harries, Douglas Diggle and Stephen Hardy.

2

DECLARATIONS OF INTEREST
Item 6 – Prostate Cancer – GP Clinicians all expressed a declaration of interest.
Item 21 – Spectrum –

PE expressed an interest due to his wife working for Spectrum.
LD expressed an interest due to her daughter working for Spectrum.

Item 16 – Business Case Integrated Care ‐ AS declared interest around Integrated Care due
to involvement in Network 2/6.
Item 17 – Business Case – Winter‐ AS declared interest due to being Lead in Urgent Care for
Wakefield CCG.
3

A MINUTES OF THE MEETING HELD ON 22 AUGUST 2013
The minutes were agreed as a true record.
B MATTERS ARISING
TET circulated an amendment to the July Minutes following an addition from Gill Day under
the Diabetes Foot Service Business Case the fourth paragraph should state:
“provide referral to the Multidisciplinary Team (MDT) foot team or the Foundation
Partnership Trust (FPT) as needed instead of quick intervention”
Members agreed to the amendment.

4

ACTION LOG
The Action Log was reviewed and updated noted.

CLINICAL BUSINESS:
5

CANCER PRESENTATION
AF introduced the item to members and thanked clinical cabinet members for inclusion on
the agenda, MA, AMJ, AM and CF came and gave presentation to members around Cancer.
AM discussed to members the Cancer Landscape for 2013 around the CCG perspective on
Cancer this included:
 Governance Structure
 Cancer Services – Aim
 Quality
2




Cancer Waiting Times / Performance
Key Priorities 2013/14 and 2014/15

AMJ discussed the Public Health perspective and discussed with members the key challenges
stating the changes from 1 April 2013 explaining that Public Health England now commission
the screening programmes and currently Public Health and the Local Area Team are in
discussions how these programmes are to be managed in the future.
AMJ informed members of the targets for Breast and Bowel Cancer are 60% and the local
targets are:
Bowel 56.7%
Breast 76.7% ‐ above national average
Cervical 75.7% ‐ above national average
AMJ stated the outliners for Wakefield are Lung and Stomach and focus’ needs to be on
tackling smoking.
PE stated that following discussion at 10CC it was discussed that the Cancer Network and
CCG agreed the need for work streams focussing on the needs of the local population. PE
was anxious that the CCG are spending more with no specific pictures of better outcomes
and asked public health colleagues to plot index of deprivation against bowel screening.
Action:

Public Health to plot index of deprivation against bowel screening and
email PE the outcome.

Members noted the contents of both presentations from Public Health and Wakefield CCG
colleagues.
6

PROSTATE CANCER – FOLLOW UP IN PRIMARY CARE
DTT presented the paper, stating that delivering prostate cancer follow ups in primary care
will contribute to achieving the best health and well‐being outcomes for patients suffering
from prostate associated urological conditions.
The proposal to expand the current Prostate Cancer Follow Up service in Primary Care by
introducing 7 new pathways will result in more patients transferring from secondary to
primary care for their on‐going management. The primary care service will deliver quality
care closer to home, improving the patients experience, maximise clinical skills and
contribute to reducing the pressure on the Mid Yorkshire Hospitals Trust (MYHT) Urology
Department releasing capacity to improve productivity and efficiency, in line with the
Meeting the Challenge Transformation and the Quality, Innovation, Productivity and
Prevention (QIPP) agenda.
DTT referred to the appendices as described in the paper, the financial model and full cost
analysis is demonstrated in the Business Case (Appendix 9).
Current secondary care costs:
•
Follow up cost = £71
(based on 2013‐14 tariff prices, varies between single and multi‐professional tariff and
affected by yearly tariff changes)
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Proposed Primary Care costs:
•
£100 first patient contact post transfer to Primary Care
•
£25 payment per episode of care determined by the pathways
•
£25 uplift for domiciliary visit to housebound patients
(Figures based on assumption of 15% of patients being housebound, historic data).
•
The Oral Hormone Therapy pathway includes the cost of the drug, Bicolutamide at
£7.82 per patient, per month.
MYHT estimate that in the first year 500 patients will be transferred to primary care but are
unable to quantify the number of patients on each individual pathway. As there are
different costs across the 7 pathways for the purpose of the business case an average cost
per patient (including drug costs) per year of the patient’s treatment has been calculated to
inform the cost analysis.
IH mentioned to DTT that GP colleagues have a problem with Pathway 7, DTT explained that
each patient will have individual plans to help patients individual needs, informing members
that this sort of pathway will set presidents for other services on driving patient care
forward and stopping patients attending A&E .
Action:

AC asked DTT to audit of post op information and send this out to
practices. DTT agreed to chase this information.

Members agreed to:
 Clinically approve the expansion of the prostate cancer follow up service in Community/
Primary Care in line with the service specification;
 Note the contents of the paper. NB The governance processes associated with the
procurement and contracting arrangements for this service will be agreed at IGC.
7

SWYPFT SERVICE REVIEW
ME, AW and SR came and gave a presentation to members on SWYPFT Service Review.
SR explained to members the challenge SWYPFT are facing on improving services and
reducing cost and the need to make a saving off 8.7million in 2013 and 12.7 million by 2014
and to do this they have currently embarked on a wholesale process and have considered
public opinions through the engagement process. SR stated that SWYPFT need to feedback
findings from the consultations and will need to meet with CCG and Local Authority to
discuss the outcomes that need improving. A big change highlighted by SR was around the
need for more work with third party sector organisations to which members agreed.
PE informed that Wakefield CCG’s concern was around partnership working as the current
service is not delivering what patients require. SR informed that this consultation process
has made sure that Service Users are involved in helping and shaping the transformation of
the service review. ME indicated that over the last 6 months she has been working closely
with SWYPFT colleagues and was happy with the relationship that has been built.

8

GASTROENTEROLOGY TRANSFORMATION PROGRAMME
‐ IMPLEMENTATION OF FAECAL CALPROTECTION IN PRIMARY CARE
‐ DIRECT ACCESS ENDOSCOPY SERVICES

4

DTT and JW presented the paper, stating that the purpose of the paper is to seek approval
to commence the implementation of faecal Calprotectin (FCP) testing in line with the newly
published NICE Guidance (DG 11) Faecal Calprotectin Diagnostic tests for Inflammatory
Diseases of the Bowel (October 2013) for adults with lower gastrointestinal symptoms for
whom specialist investigations are being considered, if:
 Cancer is not suspected, as described in the referral guidelines for suspected cancer
(NICE clinical guideline 27) and
 It is used to support a diagnosis of inflammatory bowel disease (IBD) or irritable bowel
syndrome (IBS) and
 Appropriate quality assurance processes are in place for testing
The aim primarily is to ensure GPs differentiate between IBD and IBS. DTT highlighted the
objectives of the proposal to members as highlighted in the report. The proposed changes
in diagnosing patients with suspected IBS/IBD will deliver efficient and high quality services
that make the assumption that only one out of three patients previously referred will
require referral to specialist care and/or an endoscopic procedure. This pathway change
therefore takes positive steps to address the predicted endoscopy growth as highlighted
earlier to Clinical Cabinet whilst improving the patient’s experience.
The key financial aspects are based on the current pathway costs of patients with suspected
IBS/IBD and the potential saving associated with the new proposed pathway, and are as
follows:
 Potential savings if 100% of all patients who would have been referred go through the
proposed new pathway – cost saving £500,929
 Potential savings if 70% of all patients who would have been referred go through the
proposed new pathway – cost saving £350,650
 Potential savings if 50% of all patients who would have been referred go through the
proposed new pathway – cost saving £298,768
The savings have been based on the percentage of patients accessing the new pathway; they
are also based on experience of embedding significant changes to clinical pathways and the
adoption of ‘new ways of working’. It is therefore anticipated that between 50% ‐ 70% may
be a more realistic cost saving at the end of Year One. DTT highlighted the full cost benefit
analysis as discussed in section 7.2 of the Business Case (Appendix III) in the paper.
Members agreed to:
 Note the contents of the paper
 Approve the recommendation to implement faecal calprotectin (FCP) testing across
Wakefield CCG in line with the newly published NICE Guidance (DG 11)
 Support further work with specialist care colleagues in adapting their clinical pathways
to also implement FCP testing and
 Discuss future commissioning options in relation to Direct Access Endoscopy.
SUBJECT to more advise legally around expansion of current contracts.
9

STROKE ASSOCIATION CONTRACT – RENEWAL
GR presented the paper, stating that the contract with the Stroke Association (TSA) is jointly
held between Wakefield Council and Wakefield CCG. The service is in its second year of a 3
year contract. Renewal of contract is subject to annual review. Following a request at the
CCG Board in December 2012, the contract monitoring of the Service has included more
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aspects of performance. The Service now provides quarterly data using a performance
framework similar to that used by other council contractors.
GR informed members that the paper outlines the service performance to date and requests
support for continuing funding into Year 3.
Members agreed to:
 Note the performance framework and measures
 Agree in principle continuation of the Service for the final year of the contract (£40k part
funding)
 Give consideration to continuation of the Service beyond 2014
SUBJECT to JSCB outcome.
10

BUSINESS CASE NON RECURRENT FUNDS – TRAINING AND DEVELOPMENT END OF LIFE
CARE AND PALLIATIVE CARE (MPET)
SS and MA presented the paper explaining that Dr Linda Wright sends her apologies but was
unable to attend due to clinical commitments. The papers states that the ‘Transforming
Palliative and End of Life Care Strategy 2011‐2016’ for Wakefield identifies that ‘Health and
social care staff must have the necessary knowledge, skills and attitude to identify those
who are approaching the end of life, in communicating with them or in delivering optimal
care.’ It also recognises that ‘all people approaching the end of their lives need to have their
needs assessed, their wishes and preferences discussed and an agreed set of actions
reflecting the choices they make about their care recorded in a care plan.’
There is robust evidence available is to support the use of the End of Life Care (EoLC) tools in
clinical practice and where the tools are used effectively and SS and MA highlighted the
outcomes that have been achieved to date.
SS and MA stated that the financial implications are the use of £84,350 of non‐recurrent
funds.
PE stated that Social Care / Integrated Teams need to be involved in training.
Action:

Nursing Homes needed to be included in the Cohort of training. MA / SS to
include in business case numbers.

DB asked around the spilt in funding between Primary Care and Hospital Wards LD stated
that the training and pathways being looked at currently will ensure more collaboration
going forward. Agreed action going forward is for LD team to produce outcomes of spilt in
funding in A&E and update at a future meeting.
Action:

Spilt in funding in Primary Care and A&E Paper for December meeting.

Members agreed to approve £84,350 of non‐recurrent monies (for 2013/14) to support the
provision of practice‐based training and targeted support to clinical teams working across
the local health community to embed the use of pre‐selected end of life care tools.
11

A COMMISSIONING POLICY – SIGN OFF

6

JF presented the paper; stating that on March 14 2013 the former Clinical Commissioning
Executive Quality Group formally approved the adoption of the General Commissioning
Policy as part of the formal transition process from NHS Wakefield PCT to NHS Wakefield
CCG.
It was agreed that post April 2013 the Commissioning policy would be reviewed with key
stakeholders and an evidence based review process would be adopted with regard to the 15
criteria based policies contained within it.
JF provided further information about the evidence based review process and highlighted
the next steps in relation to criteria based policies which require further update in response
to the outcome of the evidence based review and in relation to ensuring there is wider
awareness and ownership of the Commissioning Policy.
JF stated that the financial implications are that NHS Wakefield CCG receives a fixed budget
from central government to commission high quality cost effective services that meet the
needs and improve outcomes for our local patients.
Members agreed to:
 Approve the NHS Wakefield CCG Commissioning Policy;
 Note that further work will take place in Q3 and Q4 2013/14 to review and update
further criteria based policies in line with the evidence based review recommendations
and
 Note that the Commissioning Policy and all policies within it are subject to annual review
but may be reviewed earlier if national policy or clinical guidance changes.
B – CRITERIA BASED COMMISSIONING FOR HAEMORRHODS AND DUPUYTRENS
JF 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 the treatment of haemorrhoids and dupuytrens, which are presented to
members for consideration today. If approved by Clinical Cabinet it is proposed these will
be incorporated into the revised Commissioning Policy and implemented with immediate
effect.
JF stated to members that the potential cost savings for a full year effect would be:
•
Haemorrhoids £39,489
•
Dupuytrens £35,741
Members agreed to:
 Approve the immediate introduction of the criteria haemorrhoids and dupuytrens;
 Note the content of the Equality Impact Assessment and agree the incorporation of the
two new criteria‐based policies into this and the Commissioning Policy;
 Note and support the next steps with particular emphasis on a local collaborative
approach to development of pathways;

7
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Note further work is taking place via the Business Intelligence Unit to confirm the
baseline position in relation to activity and costs for the criteria based polices to inform
activity and cost projections set in the context of 13/14 QIPP.

CARERS UPDATE
PS presented the paper; informing members it has been brought today to provide a
background and update on the actions relating to the national carers strategy which
described services available to Wakefield residents and funding made available to provide
carers breaks.
PS informed members that carers have a right to ask for a carers assessment and highlighted
to members Appendix A the Carers Strategy Action Plan, explaining that there is funding
available to increase breaks for carers and currently there is additional capacity to
commission short breaks for carers of £150 funding benefit.
PS highlighted that governance is through Wakefield Council accountable to JSCB.
Members agreed to note the contents of the report.

13

STANDING ITEMS:
QIPP UPDATE
AM presented the paper; stating that the purpose was to present an update on the current
QIPP Programme and the processes in place for managing the QIPP schemes.
AM stated that all the 2013/14 QIPP Projects have been reviewed and the process for
reporting the project progress against the plan for project delivery has been implemented.
AM highlighted these to members and described in the report. This reporting process
provides early sight of the need, if required, to assist with additional resources or remedial
action. Projects of high risk or high value are reporting more frequently and have had
additional resources deployed, as required. AM stated at next month’s meeting projects will
be RAG rated.
AM stated that additional resources have been deployed to support PCLIF (Primary Care
Local Improvement Framework). A Project Consultant has been deployed to add valuable
knowledge and experience and a full‐time Project Support has also been deployed. PCLIF is
adopting a 360 degree view of reducing activity and putting onus not only on primary care
but also our partner organisations MYHT and YAS and looking at what they are doing to
reduce acute activity.
AM informed members the next steps are to:
1.
Finalise the 14/15 QIPP Programme plan
2.
Continue to closely manage and monitor the 13/14 project delivery
3.
Identify projects that can be accelerated into the 13/14 Programme
4.
Develop a QIPP tracker.
Members agreed to:
•
note the update; and
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•
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approve the new QIPP schemes.

NETWORK UPDATES
IH, Network 2 informed members around concerns of meeting attendance around the Care
Closer to Home pilot. LD stated that the last meeting was very productive and that an
update goes out to members that cannot attend following each meeting and that localities
will pull all decisions to Clinical Cabinet.
IH also stated that Dr Johnson D’Souza had contacted him around the Virtual Ward Service.
Action:

IH to speak to LE outside the meeting.

AC stated the need for a more geographical network. PE stated that the PSU with AC and Dr
Greg Connors support need to consider how this would work by April 2014.
CLINICAL DISCUSSION / DEBATE
15

MID YORKSHIRE HEALTH AND SOCIAL CARE TRANSFORMATION OUTLINED BUSINESS CASE
(OBC)
PK presented the paper; stating that the attached document is a first draft of an OBC
produced on behalf of the Mid Yorkshire Health and Social Care Partnership (MYHSCP)to
support the transformation, development and commissioning of 4 key service areas:
•
Urgent Care
•
Care Closer to Home
•
Safe and Healthy Pregnancy
•
Hospital based Liaison Psychiatry
The OBC focuses upon development of out of hospital services and associated pathways of
care within a hospital setting and is aligned to the delivery of the Clinical Services Strategy
within Mid Yorkshire NHS Trust.
A final draft of the OBC will be presented to MYHSC Executive on the 1st November 2013 for
support followed by submission to the North Kirklees CCG and Wakefield CCG Governing
Bodies for final approval in late November/early December 2013. A presentation will be
provided to aid discussion, setting out the case for change, activity and financial
assumptions and governance arrangements for external assurance and internal approval.
Members agreed to note progress with the development of the OBC and provide comments
to aid development of a final draft OBC and it was agreed for PK to bring back to the next
meeting the timeline of deliverables of bed days.
Action:
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PK to bring timeline of deliverable bed days to November meeting.

BUSINESS CASE NON RECURRENT FUNDS – TO PUMP PRIME THE INTEGRATED CARE
TEAMS IN WAKEFIELD
HC presented the business case; stating that it sets out proposals to develop a ‘proof of
concept’ for an Integrated Care Team (ICT) model within a 12 month period. This will involve
the integration of adult social care services, NHS community health services and community
9

and voluntary sector provision within Practice Network 2 (Church View, Little Lane, White
Rose and The Grange GP practices) in the South East of the district. It is proposed that this
will be taken forward as part of a phased approach to inform learning and development that
will enable wider implementation of Integrated Care Teams across the district and across all
other Practice Networks. Full implementation will be achieved by September 2014.
HC explained to members the need to test out the concept with no on‐going risk to support
the Business Case but this new service will provide 24/7 social work and provides a good
investment for the voluntary sector.
AC asked HC for clarification on funding as it was not clear regarding the two networks (2
and 6). HC stated that the slippage in this business case spend, and potential slippage in
other non‐recurrent schemes aligned to CC2H would be used to support Network 6.
Members agreed to approve the business cases submitted.
17

BUSINESS CASE NON RECURRENT FUNDS – TO SUPPORT FUNDING THROUGH WINTER
SR presented the paper stating that this paper outlines a series of business cases for non‐
recurrent funding.
The cases fall into one of three categories:
 Those put forward by the Mid‐Yorkshire Hospitals NHS Trust (MYH Trust) for additional
services throughout winter;
 Those put forward by the report author to support an expansion to the Admissions
Avoidance Team;
 Those put forward by the Yorkshire Ambulance Service (YAS) for additional services
throughout winter; and,
 The funding required for a winter communications campaign. This follows the approval
for this at the meeting of the 10 Clinical Commissioning Groups in September.
SR highlighted to members the summary of proposed schemes stated that the total cost of
all proposed cases for non‐recurrent funding is £947,900.
Following discussion members agreed to approval all schemes as highlighted in the report
apart from Long Term Nursing and Specialist Services for non‐recurrent funding
SUBJECT to a funding request by JSCB.
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BUSINESS CASE FOR NON RECURRENT FUNDS – MENTAL HEALTH
ME presented this Business Case; stating that this business case is for non‐recurrent funding
for 2013/14 for a series of schemes which will support and ‘pump prime’ the business case
for Liaison Psychiatry which forms part of the Transformation Programme Outline Business
Case.
The bids are:
 Mental health awareness and self‐harm training for MY staff on A&E and AAU with
provision of backfill (for approx. 360 MY staff) £100k
 Psychiatric Liaison expert support to develop the service, team, protocols and pathways
£100k
 Provision of equipment to establish the service £25k
10






Set up of the service in A&E including marketing material £30k
A project to develop the data collection regime £30k
National expert advice to support production of a local commissioning strategy for
mental health £30k
Commissioning an adult morbidity psychiatric survey (shared with Public Health and
SWYPFT) £35k (which is one third of the overall cost)

ME stated that the non‐recurrent funding for the schemes has been approved by the Board
Development Workshop on 24th September 2013, and funds have been secured within the
non‐recurrent budget for these schemes. However, ME stated that given the limited
opportunity to scrutinise the values, finance is unable to give assurance as to the adequacy
of the values for these schemes.
Members agreed to approves the bids for non‐recurrent funding.

19

PAPERS FOR INFORMATION:
URGENT CARE: WHAT ARE OUR PATIENTS TELLING US?
LE presented the paper; stating that the CCG’s vision clearly expresses the aim to improve
patients’ experience of healthcare within Wakefield District. Our Patient Experience
Framework was developed to ensure that patient experience is firmly embedded in all
commissioning activities and decisions.
As part of the wider work of the CSU carries out in supporting the CCG to deliver on this
vision, topic‐specific quarterly reports triangulating various sources of patient feedback are
being produced. LE sated the attached report links to one of the CCG’s strategic priorities
for 2013/14 – urgent care.
For the purposes of this report, engagement information carried out until 21 March 2013 is
included. To provide the most up to date picture in respect of the CCG’s near real time data,
information gathered by the Patient Advice and Liaison Service, Patient Opinion and
Complaints includes feedback generated between April and June 2013.
Members agreed to:
 Note the content of the report for information;
 Feedback on the format and structure of the report to improve future reports; and
 Approve the proposal to focus on Care Closer to Home for the next patient experience
report.
 Ensure findings are feed into the Urgent Care Business Case.
Action:

20

Members agreed for the report to be brought quarterly by LE/SH.

WINTERBOURNE UPDATE AND LD SELF ASSESSMENT
PS presented the paper; stating that the report was presented to the Joint Strategic
Commissioning Board on 4th October 2013. It presents a position statement on the
implementation of actions across both health and social care relating to Winterbourne View.
This includes an updated action plan and progress towards the development of a local
Challenging Behaviour Strategy, creation of registers for those placed out of district and
their structured review and the on‐going governance and monitoring arrangements.

11

PS informed members that Appendix 2 includes a copy of the national Learning Disability
Self Assessment, currently being undertaken. This not only checks progress with the
implementation of Winterbourne recommendations but asks far reaching questions about
the equality of access for people with a learning disability to all mainstream health and social
care services.
Action:

Following discussion PE was anxious to hear the need for a Clinical
Learning Disability Lead and Winterbourne Lead for the CCG and asked PS
to action this with support from JP.

Members agreed to note the contents of the report.
21

PRIMARY CARE RECOVERY TEAM (SPECTRUM) REVIEW OF IMPACT AND PROPOSALS FOR
THE FUTURE
JH and TT, Spectrum colleague presented the paper; stating that the purpose of the report is
to present progress on the implementation of the Primary Care Recovery Team pilot service
and seek the view of Clinical Cabinet on the future of the service.
The purpose of the Primary Care Recovery Team (PCRT) pilot was to establish a new
community service to work with patients with multiple healthcare problems and complex
needs. It was funded from the ‘Preventing hospital admissions’ funding within the section
251 agreement for the social care transfer in 2011/12. This was approved by the Joint
Strategic Commissioning Board (JSCB), with support from Wakefield CCG Clinical
Commissioning Executive in late 2011. The value of the pilot service was £175,314 over two
years.
A Steering Group has been guiding the implementation of the PCRT pilot and has overseen
the roll out into selected areas of the district. The service proposal was to work with 120
patients during the life of the pilot project. 141 have been referred so far and will have been
assessed and taken into the service by the end of the two years.
The PCRT service is progressing well and appears to be showing positive outcomes. A paper
is being taken to the JSCB on 1 November 2013 for consideration of a proposal to extend the
service for one year. This will also seek guidance on who should commission and hold the
contract if the service is to continue after the extension period. Due to the nature of the
PCRT service model and the integrated approach working with primary care, the support of
Clinical Cabinet is sought to inform the proposal for JSCB.
JH stated that the value of the pilot service was £175,314 over two years (April 2012 to
March 2014), a value £87,657 per annum. The service works with patients who have poorer
than average health outcomes and incur significant costs to the NHS. The report to the
Steering Group attempts to quantify these costs for patients who have been referred to the
service and the potential savings that have been made as a result.
Members agreed to:
 Note the contents of the attached Report to the Steering Group
 Consider whether the CCG would support in principle the extension of the service for a
further year (to inform discussion at the Joint Strategic Commissioning Board on 1
November 2013)

12



allow for roll out of the service to more practices in the district, further evaluation of the
service model and preparation of a business case for future procurement if required.
SUBJECT To JSCB and Integrated Care Teams decision.
Action:

22

KP asked JH to set out an options paper to the November Clinical Cabinet
due to the widespread of the service and the implications if the service
was to stop.

ENTERAL FEEDS UPDATE
Deferred to the next meeting.

23

ANY OTHER BUSINESS
1. Meeting Papers – Electronic not Paper Based.
PE expressed his concern of the volume of this month’s Clinical Cabinet and the risk this
holds and the need for all members to use their I pads. It was agreed that at future
meetings papers would not be printed but accessed by PDF on I pads.
PE also expressed his concern around layout of papers and the need for Executive
Summaries to be more explicit. It was agreed for AS to meet with KB to discuss papers and
future working.
Action: KB/AS to meet regarding papers and future working.

24

DATE AND TIME OF NEXT MEETING
Thursday 28 November 2013
09.00 – 12.30
Seminar Room, White Rose House
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Agenda item: 19c (ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 28 November 2013
09.00 – 12.30
Seminar Room, White Rose House
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Adam Sheppard (Chair) (AS)
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Senior Commissioning Manager, NHS WCCG (Item 6)
CHD Manager, Wakefield Council (Item 8)
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Head of Medicines Management, NHS WCCG (Item 16)
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Senior Management Support, NHS WCCG
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1

APOLOGIES FOR ABSENCE
Apologies were received from Dr Ann Carroll, Dr Avijit Biswas, Dr David Brown, Helen Childs
and Lee Beresford.

2

DECLARATIONS OF INTEREST
Item 6 – GP IT – All GP members declared an interest.
Item 8 – Improving Heart Failure Management Using Audit and an Integrated Clinical
Pathway – PE declared an interest due to his practice looking at current figures.
Item – 12 ‐ PCLIF – PE / SH / IH / AS and PD declared an interest.

3

A MINUTES OF THE MEETING HELD ON 22 AUGUST 2013
The minutes were agreed as a true record.
B MATTERS ARISING
None to report.

4

ACTION LOG
The Action Log was reviewed and updated noted.

CLINICAL BUSINESS:
5

IAPT MENTAL PROCUREMENT
CH, ME, AJ and PS gave a presentation to members on the IAPT Mental Procurement process
prior to September 2014 explaining to members that the tender process needs to start by
January 2014. CH informed to members that the community mental health consultation
with stakeholders will commence on 29 November 2013 which will need to be complete
before the procurement process for IAPT.
PS gave member’s background to the IAPT Service and stated that it is around improving
access to services of mental health and promote engagement. PS stated there has been
numerous events over the district to get public involvement as Wakefield want to be an
“inspiration” and get the feedback of what people want from an IAPT service.
PS circulate and discussed with members the structures looking at the current state of the
service and three future options stating the advantages and disadvantages of each, PS
opened debate to Clinical Cabinet asking which option they preferred and what they would
like the future IAPT to be like.
Following debate members considered the future vision for IAPT being:
 To be a practice based link advisors,
 More links with Tier O services – 3rd Sector and Local Authority (what local authority
have re‐commissioned)
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Action: ME agreed to confirm with AF the services that have been re‐commissioned so
AF can chase his colleagues and feedback to ME.
Resolution around capacity access with Right Steps.

Following discussion JP mentioned around the agreement on governance with the local
authority and whether there is this agreement between the two organisations.
Action: AF agreed to pick this up with JSCB.
CH asked members how to engage with member practices, AS stated that a workshop is set
up where key issues and topics could be discussed i.e. involvement with Tier O and practice
links and capacity issues with Right Steps. Members agreed that the tender will need to go
through the governing body process to agree a way forward.
Action: AP/CH to discuss outside the meeting which board for this to be discussed.
6

DRAFT WCCG ICT VISION
CH, EM, MV, DTT, CJ, RW and IW attended the meeting to present the paper which
highlighted the Information and Communications Technologies Vision 2014‐16, Corporate
and Clinical priorities where IM&T is a provider & enabler for innovation , transformation
and improvement of corporate and clinical services.
CH gave a presentation which covered areas of:
 The need for a technology infrastructure
 Information governance updates (what packages are currently available)
 Ways in which Wakefield Clinical Commissioning Group (WCCG) are currently using
communication and collaboration
 Information sharing
 Care pathways / referral information i.e. maps of medicine
 Access to clinical records and sharing records i.e. safeguarding
 E‐consultation i.e. evidence and guidance electronically e.g. Bradford’s move to e‐
consultation.
Members were very impressed with the technology that is available and the way this could
improve NHS WCCG working in the future and CH stated his goal would be for WCCG to be a
“digital” health community which members supported.
Members approved the ICT Vision.
B

GP IT UPDATE

IW presented the paper which provided an update of the GP‐IT provision for practices in
WCCG and provided members with a position statement on:
 Allocated budget for GP‐IT, £936k divided into sections;
 Spilt cost committed expenditure and their commitment at 31 October 2013;
 The National General Practice Systems of Choice GPSoC Agreement.
IW stated for “digital” to work WCCG will need new equipment and the current budget has
moved from West Yorkshire Area Team (WYAT) and we are still awaiting for the cost to be
agreed with Commissioning Support Unit (CSU) of £748,277k.
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Members discussed around discretionary items and these were to be put on hold as not all
core items have yet been identified. AP stated there is a lack of clarify between WYAT and
CSU and that this is currently on the risk register. IW stated the challenge is to get all the GP
programmes up and running.
Action: It was agreed for IW and AP to develop way forward regarding core and
discretionary items and costing and for IW to bring an updated report to the December
meeting.
Members noted contents of the report.
CH mentioned to members the concern from Northgate Surgery regarding receiving new
equipment. Members noted the discussion.
7

DATA QUALITY TOOLKIT
CH, EM, MV, DTT, CJ, RW and IW attended the meeting, stating that the paper describes the
Data Quality Toolkit (toolkit that supports practices with clinical data) which has been
developed by the CSU Data Quality for West Yorkshire.
RW informed members that the toolkit comprises of 2 elements:
 Element A – Paper light Accreditation
 Element B – Data Quality Improvement through a suite of data quality assurance
reports.
RW stated that the rolling out of practices started in October and currently 28 out of 40 are
signed up. CSU have been encouraging practices around electronic records, giving practices
assurance around being paper light and accurate information. RW also informed members
that PRIMs are still charging £150 to use their core data toolkit whereas the CSU toolkit has
no cost.
RW stated that NHS England produced a paper currently around the Data Toolkit and it is
not about financial incentives just a core duty of practices to do.
Members noted the contents of the paper and supported the implementation of the Data
Quality Toolkit in the member practices.
Action: CSU colleagues to provide an update paper April 2014.
PE did ask all CSU colleagues to ensure that all GP practices are signed up as it is about good
medical practice and asked colleagues to let him know of any practices that are not
compliant.

8

IMPROVING HEART FAILURE MANAGEMENT USING AUDIT AND AN INTEGRATED CLINICAL
PATHWAY
AMJ presented the paper; stating the paper is to inform and seek approval from the Clinical
Cabinet of an initiative to optimise medical management in patients with heart failure due to
left ventricular systolic dysfunction in order to;
1.
reduce unnecessary hospital admissions and readmissions
2.
improve patient experience and increase quality of life for heart failure patients.
4

This proposal is designed to support Wakefield CCG in optimising the delivery of heart failure
care for patients in clinical practice. The proposal has been developed considering the
recommendations of NICE CG 108, ESC guidelines (2012), Technology Appraisal 267, and by
using local data, the economic modelling is specific for each practice. It is hoped that as a
result the CCG can make an informed choice to install the software, to support heart failure
clinical care. This proposal is in addition to the existing local heart failure services.
AMJ stated that the service is funded by Servier and delivered by a third party software
company (Oberoi). If approved the Software company will run a baseline audit of the Heart
failure Register, ensure that the latest QOF rules have been applied (version 26), install the
integrated clinical pathway and offer training and support to clinicians who will be using the
pathway with patients. The company will train the practice to run the audit quarterly to
identify any improvements made as a result of the clinicians implementing best practice and
using the pathway as a prompt. There is no direct cost to the Clinical Commissioning Group
for this service. The indirect costs are the increase in the numbers of patients taking
Ivabradine, an increase of 14.7% in ivabradine prescribing is predicted based on the SHIFT
trial. An increase in the number of patients attending an outpatient appointment due to
identification of complex patients during the review of the Heart Failure register. The
outpatient demand will be offset by the commencement of a community heart failure clinic
on November 29 2013. Prescribing appropriately will be supported by the update and
circulation of the heart failure guidelines to primary care and a study day in November 2013
to support training and education in the management of heart failure.
Action: Following discussion members supported the clinical and quality aspect of the
paper, but it was agreed for JP, AP and AS to discuss the governance and costing outside
the meeting before making a decision. JP agreed to link with AMJ with the outcome.
9

DESIGN AND IMPLEMENTATION OF AN DRAFT EMERGENCY DEPARTMENT SERVICE
SPECIFICATION
SR and JF presented the paper, asking members:


Members’ clinical views on the draft service specification for the emergency
departments within the Mid‐Yorkshire Hospitals NHS Trust; and



To gain members’ views on what the next steps are for developing the service model for
the Pinderfields and Pontefract emergency departments.

Members noted that the specification needed to be consistent with the outcome of the
Meeting the Challenge.
Following discussion the Chair agreed to withdraw the paper on the grounds of
inconsistency but agreed that any future specification would need to be consistent with that
of the Meeting the Challenge and the conclusion of the current referral to the secretary of
state.
Members agreed to:
i
Indicate whether they support a primary care resource being within the emergency
departments;
ii
Provide their comments and thoughts on the draft service specification;
5

iii
iv

State whether they wish to visit other emergency departments; and,
Authorise the commissioning team to start the market analysis and an appropriate
procurement route.
SUBJECT to both the specification being consistent with that of the Meeting the
Challenge and the conclusion of the current referral to the secretary of state.
Action: AF asked members regarding evaluation of Primary Care at PGH and PGI, and
whether
a visit to another Emergency Department to gather some evidence based information to
ensure this additional element will work. Members agreed this would be a sensible
approach.
Action: JP was to contact Chris Dowse, CO in NHS Kirklees CCG regarding the issue.
STANDING ITEMS:
10
QIPP
AM presented the paper, informing members of the:
The QIPP 13/14 position to date
•
To date the QIPP programme 13/14 consists of 13 active projects.
•
For four projects benefit realization has been deleted and the full benefits will be
realized in the next financial year.
•
All projects and programmes are reviewed and monitored on a regular basis by the
QIPP group.
•
A forecasted savings from PLCIF programme have been reduced to £1,4m. Finally
evaluation is expected to be completed in Dec‐13.
•
All project managers were asked to submit a position against the aims of their
project for month 7th.
•
Based on the submitted information planned savings estimated at £8m PYE.
•
Forecasted shortfall against the QIPP target is 20%.
•
Finance and Commissioning directorates are addressing this issue through a revised
financial recovery plan exploring a range of recurrent and non‐recurrent options.
AM highlighted to members the current list of active QIPP projects for 13/14 with
forecasted savings PYE 13/14.
QIPP 13/14 next steps
•
Review, monitor more closely projects of high risk and/or high value.
•
Deploy additional resources and support towards projects identified as at risk.
•
Investigate if any projects for 14/15 can deliver savings this year to offset the
shortfall.
Members agreed to the recommendations of:
•
note the update,
•
note the risk of full delivery of 13/14 QIPP targets and approve processes to
address the risk,
•
note and approve processes for QIPP 14/15.
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11

A NETWORK UPDATES
All networks expressed their concerns around the network configuration, and IH asked if
there should be a unified CCG statement that is sent to all networks around configuration of
networks, members agreed to consider this.
Network 2 – IH stated that the enthusiasm is not as good at present, but colleagues are
working on pulling this back.
SG did express her concern that when she has attended the Network 2 meeting that there is
not much clinical debate.
Network 6 ‐ AS was pleased to update around the positive outcome around the Care Closer
to Home modelling.
Members noted the updates.
B CLINCAL INNOVATION PROPOSAL – CHILDREN’S SPECIALIST REPIRATORY SERVICE
MC and LC presented the paper, stating that respiratory disease in children and young
people in NHS Wakefield CCG is responsible for a significant burden both for cost for health,
cost to family and carers and adverse impact on the child’s life. In 2012/13 respiratory
symptoms accounted for 2473 emergency department attendances for NHS Wakefield CCG
children, with 293 attending on more than 1 occasion in that 12 months.
This proposal is for a paediatric respiratory nursing specialist service. The service would
improve quality of care and quality of life for children and also reduce in‐patient admissions
and A&E attendances by following up children who have attended hospital for emergency
care and implementing care bundles; liaising between primary care, secondary care and
other services; providing specialist advice to primary care; providing training, education and
support to primary care and others e.g. schools, school nurses; supporting vulnerable
children & families to improve asthma control.
LC stated that the savings would be made through reductions in A&E admissions; PE stated
he supported the paper. AP asked around the contracting activity, MC confirmed she has
spoken to contracting via MYHT, PE asked what this was not through Primary Care, MC
agreed to look at the diabetes model.
Members agreed to approve the paper.

12

PCLIF UPDATE
AS gave a verbal update stating that the PCLIF Project Team have been focusing on work to
include within the evaluation report, and collating information from all areas of PCLIF to put
within it. They have also been collating feedback from the template questionnaire for the
bespoke element of PCLIF sent to practices. Invoices have been processed and meetings
have been held with Finance to decide way forward for some practices. There were more
practice, and networks, visits than predicted in the period.

7

CLINICAL DISCUSSION / DEBATE:
13
TRANSFORMATION PROGRAMME BUSINESS CASE (OBC) – UPDATE
‐ TIMELINE OF DELIVERABLE BED DAYS
Paper informed members that:
 The OBC has been subject to recent scrutiny by NHS England and via a Health Gateway
review
 A final version of the OBC is now planned for the end of November 2013
 The current version of the OBC is available from the Programme Management Office at
White Rose House.
PK could not attend the meeting regarding the progress on bed day reduction modelling and
planning / financial assumptions.
Action:

AP agreed to circulate the information to members following the meeting.

Members noted the contents of the paper.
14

S256 AGREEMENTS / TRANSFER ORDER OF FUNDING – CHANGES TO JSCB
AN and JG circulated the paper to colleagues the paper stated the paper outlines the
payments are to be made via an agreement under Section 256 of the 2006 NHS Act. AN and
JG indicated that NHS England will enter into an agreement with each local authority and will
be administered by the NHS England Area Teams (and not Clinical Commissioning Groups).
Funding from NHS England will only pass over to local authorities once the Section 256
agreement has been signed by both parties.
AN stated 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, NHS
England wants to provide flexibility for local areas to determine how this investment in
social care services is best used.
AN and JG informed members that for the 2013/14 financial year Wakefield’s allocation is
£5,901,600 and presented the categories from the appendices as requested by NHS England
along with details of the schemes and the evidence outcomes of each scheme that need to
be demonstrated for the S256 transfer.
AN and JG informed members that a report with be taken to JSCB on the 6th December and
the Health and Wellbeing Board on 16 January 2014 will be asked to approve this prior to
being sent to NHS England so that the transfer monies can be achieved prior to 31 March
2014.
AP informed this will be discussed at our Board meeting in January, PE asked that the
briefing for the Board regarding spending is set in the right context for Governing Body
members to ensure clarity for CCG assurance and that the understanding of the integrated
fund to come to Board for planning for 2014/15.
Members agreed to note the S256 agreement prior to progression to JSCB and Health and
Wellbeing Board.
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Action: It was agreed that AN and JG would bring an updated paper to Clinical Cabinet in
April 2014 around the 2014/15 allocations.
15

CONTINUING CARE EXTERNAL AUDIT
Deferred to December meeting.

16

ENTERAL FEEDS UPDATE
JF gave a verbal update to members, stating that following discussion at the Clinical Cabinet
in July, a service mapping exercise was completed and members agreed to sign up to the
framework. JF stated that currently being developed is a service specification to
communicate community diabetics and MYHT, the current contract holds North Kirklees and
Wakefield CCG to enter into this framework; MYHT felt risk to them and that it would move
into Primary Care.
JF stated her anxiety around at the current Care Closer to Home Board and the Executive
Contract Board (ECB) with MYHT missed the window to enter into the contract and raised
concern that the window will be missed again. JP stated that this issue has been currently
discussed at the recent ECB where is was asked for Neil Clark to respond.
JF stated that her team will be updated the service specification and benchmark over the
next few months and agreed to link to Rotherham for evidence based information.
Action: JF to write to Shaun Boffey to find out barriers stating that NC should be
responded following recent ECB meeting.

17

PATIENT EXPERIENCE – CARE CLOSER TO HOME – WHAT ARE PEOPLE TELLING US?
LE and SH presented the paper, stating that the Care Closer to Home is the second report
regarding patient experience and highlighted the main themes as in the report, stating that a
lot of the information has been gathered from the Meeting the Challenge and through the
Quality Intelligence Groups. LE informed that this report will be taken PIPEC w/c 02
December to inform of the business plans.
Members noted:
i.
Note the content of the report for information and the actions taken; and
ii.
Approve the proposal to focus on Mental Health for the next patient experience
report.
CH asked that LE links to ME regarding the Mental Health proposal and asked she attends
the next Mental Health Group.
JP asked LE around strategic planning process and that all this information would be
beneficial to be included in the Strategic Plan 2014/15. LE stated there has been numerous
patient engagements events around priorities for the strategic plan and will link to the
Strategic leads to input information to the plan.
Action: LE agreed to meet with Karen Marsh and Sally Bell to pull this information
together and add to the next plan.
9
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ANY OTHER BUSINESS
1. STRATEGIC PLANNING
AS stated an email had been distributed to members prior to the meeting around that WCCG
are now producing the Strategic Plan for 2014/15, informing members that following the
publication of: The NHS belongs to the people – a call to action, it is imperative that through
clinical leaders in our Cabinet that we build on the work we have already started together in
order to produce a two year operational plan and five year strategic plan for Wakefield and
because of the short timeframes and deadlines the Strategic Planning team have to meet
the CCG Senior Management and have made arrangements with the West and South
Yorkshire and Bassetlaw CSU (WSYB CSU) to support the CCG through this planning process.
AS asked for Clinical members to attend to be part of the process and invited them to attend
the Board Development Workshop to be held on Tuesday 10th December 2013 in the Board
Room at White Rose, stated the workshop we will be able to discuss our local ambitions
against a common set of indicators so that we as the clinical leaders will be able to discuss
how we as local leaders would like to see these plans developed.
AS and IH gave their apologies.
2. URGENT CARE
AS stated that Gaynor Connor is currently on compassionate leave and that Sally Bell, from
the CSU is working on the Urgent Care Transformation project currently.

19

DATE AND TIME OF NEXT MEETING
Thursday 19 December 2013
09.00 – 12.30
Seminar Room, White Rose House
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Agenda item: 19d (i)
HEALTH AND WELLBEING BOARD
Thursday, 14 November 2013
Present:

The Chair (Councillor Mrs P A Garbutt)
Councillor Mrs O Rowley
Councillor Ms P Sheriff
Mr J Wilson
Corporate Director, WMDC
Mr A Balchin
Corporate Director, WMDC
Dr A Carroll
Clinical Commissioning Group
Mr S Hardy
Non-Executive Member of CCG
Ms A Knowles
Commissioning Director, NHS England
Mr P Loosemore
Healthwatch
Mr S Eames
Mid Yorkshire NHS Trust
Mr K Dodd
Wakefield and District Housing
Mr S Michael
SWYFT
Also in attendance:
Mr A Pepper
Wakefield CCG
Ms J Redfearn
Enabler for System Leadership
Ms H Laird
Wakefield MDC, Public Health

42.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted on behalf of Dr P Earnshaw, Ms J Roney OBE, Ms K
Curry, Dr A Furber, J Webster, Dr L Kamal, Dr A Sheppard and Ms T Holder.

43.

MINUTES
Resolved – That the Minutes of the meetings of the Health and Wellbeing Board held
on 12 September 2013 and 4 October 2013 be approved as correct records.

44.

CHAIR'S ANNOUNCEMENTS
At a development session held on 4 October 2013, Board Members had agreed to have
a pre-development day ‘chat’ with either a member of staff from a different organisation,
a service user, a carer or a family member of a service user as part of the Systems
Leadership work around Integration. Members were requested to have this conversation
as soon as possible, if they hadn’t already done so, in preparation for the next
development session. Helen Laird could assist with co-ordinating the conversation if
requested.

45.

MEMBERS DECLARATIONS OF INTEREST
Councillor Ms P Sherriff declared an interest other than a Pecuniary Interest in agenda
item 6, ‘NHS England – Call to Action’, and item 7, ‘The Mid Yorkshire Health and Social
Care Partnership Transformation Programme Outline Business Case’, as the
prospective parliamentary candidate for Dewsbury and as an employee of an
independent Health Care provider.

46.

NHS ENGLAND - CALL TO ACTION
Consideration was given to a report presented by Alison Knowles, Director of
Commissioning, NHS England (West Yorkshire), on NHS England’s Call to Action.
The NHS Call to Action was a programme of engagement that would enable everyone
to contribute to the debate about the future of health and care provision in England. The
views, data and information collected would be used to develop 3-5 year commissioning
plans, which would set out the commitments to patients and how services would be

HEALTH AND WELLBEING BOARD - THURSDAY, 14 NOVEMBER 2013
improved.
The programme posed four key questions:





How can we improve the quality of NHS care?
How can we meet everyone’s healthcare needs?
How can we maintain financial sustainability?
What must we do to build an excellent NHS now and for future generations?

The challenges faced in terms of meeting needs and maintaining quality services given
the current economic climate and consequent funding cuts were acknowledged,
together with the impact of other pressures such as an ageing population and increased
expectations. The Board was invited to contribute towards the development of a long
term strategy for health and care and could potentially play a critical role in deciding how
the balance between maintaining service provision and making financial savings could
be achieved in Wakefield.
The five year plan needed to be in place by June 2014 and discussions were already
underway locally with the Clinical Commissioning Groups. It was agreed that the role of
the Health and Wellbeing Board would be explored in more detail at a future
development session.
Resolved – That the Health and Wellbeing Board support the NHS Call to Action and
that the future role and input of the Board be discussed further at a future development
session.
47.

THE MID YORKSHIRE HEALTH AND SOCIAL CARE PARTNERSHIP
TRANSFORMATION PROGRAMME OUTLINE BUSINESS CASE
Consideration was given to a presentation summarising the scope and objectives of the
Mid Yorkshire Health and Social Care Partnership Transformation Programme, given by
Pat Keane, Interim Programme Director.
Board Members were advised that the purpose of the Outline Business Case was to:







Revisit the case for change
Establish the preferred options
Describe the proposed service models
Demonstrate deliverability/affordability
Demonstrate alignment with hospital reconfiguration
Inform the CCGs’ commissioning strategies

The proposed transformational changes were in line with both local needs and national
drivers for change, such as the ageing population, workforce challenges and a drive
towards integration. The Transformation Programme itself was also aligned with the
MYHT Clinical Services Strategy, both CCG commissioning strategies and other
MYHT/CCG QIPP projects.
The Business Case outlined four key focus areas; Urgent Care, Care Closer to Home,
Safe and Healthy Pregnancy and Mental Health. Each area had its own detailed vision
for delivery/implementation and was guided by the following principles:



Patients are practically managed at or close to their homes
Only those patients who need to be in hospital are admitted
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Once admitted into hospital, patients stay only for as long as clinically necessary

The Board was also provided with assurances of the governance arrangements that
would be in place, together with the plans and procedures for monitoring delivery,
implementation and impact.
Concern was raised regarding the four key focus areas and the lack of emphasis on
children and young people. It was assured that this was also seen as a key priority and
that a work plan on children’s services was emerging.
Resolved – That the report be noted.
48.

TOBACCO - PRIORITY ACTIONS (PLAN)
Consideration was given to a report summarising discussions that took place at the
Health and Wellbeing Board development session held on 4 October 2013 regarding
tobacco control. Board Members were also provided with an overview of the draft
Wakefield Tobacco Control Plan 2014-2016, which was intended to be a high level
strategic Action Plan that would have other projects and plans operating beneath it.
There were six strands to the Plan, which were in line with national ambitions:







To stop the promotion of tobacco
To make tobacco less affordable
To ensure effective regulation of tobacco products
To help tobacco users to quit
To reduce exposure to second hand smoke
To ensure effective communications for tobacco control

The Plan also detailed the planned activity, key performance indicators, timescales and
outcomes underpinning each strand. It was acknowledged that the Plan needed to be a
working document and would be reviewed quarterly to ensure that it kept up to date with
guidance.
Members were requested to forward any comments on the Plan to Helen Laird to
collate.
Resolved – (1) That the report be noted.
(2) That Smokefree Wakefield report directly to the Health and Wellbeing Board.
(3) That the Health and Wellbeing Board assume accountability for the local Tobacco
Control Plan.
(4) That the Health and Wellbeing Board endorse the new Declaration on Tobacco
Control.
(5) That the Health and Wellbeing Board join the Smokefree Action Coalition.
(6) That the Health and Wellbeing Board support the CLeaR self-assessment and peerassessment in 2014/15.
49.

AUTISM STRATEGY AND SELF-ASSESSMENT
Consideration was given to a report advising the Board of outcomes from a recent selfassessment with regard to the implementation of the Autism Act 2009 and National
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Autism Strategy. Jayne Gilmour, Service Manager, Adults, Health and Communities,
was in attendance at the meeting to present further information.
The report provided an overview of the rag ratings that had emerged from the selfassessment. These ratings highlighted areas where good progress had been made,
such as access to advocates for people with autism and the promotion of employment
opportunities for people with autism. Areas of concern had also been identified and
included ensuring that reasonable adjustments were made to everyday services for
people with autism, and addressing a lack of inclusion of autism in the strategic housing
strategy. It was acknowledged that, given the challenging economic climate, there was
very little new investment to develop services for people with autism and their families.
However, a number of priority areas had been identified for further development
throughout 2013 – 2015.
Resolved – That the outcome of the Autism Self-Assessment, areas of progress and
areas requiring further development during 2013/14 and 2014/15 be noted.
50.

LOCAL APPROACH TO THE WINTERBOURNE REVIEW RECOMMENDATIONS
Consideration was given to a report advising Members of the Board of the action being
taken locally to implement recommendations from the Winterbourne View Serious Case
Review.
It was reported that the Local Authority was working closely with the CCG and SWYFT
to address the learning and recommendations from the Serious Case Review and
subsequent Department of Health guidance. Particular focus was being placed on
monitoring the needs of all people with learning disabilities placed outside of the District,
not just those placed in hospital care. Measures that were being put in place included
the development of a local Challenging Behaviour Strategy, a quarterly joint audit of all
people placed out of the District and a Joint Assurance Clinic to address any gaps
identified by the joint audit.
Resolved – (1) That the report be noted.
(2) That the Health and Wellbeing Board receive annual reports on the action taken
locally to address the recommendations from the Winterbourne View Serious Case
Review and Department of Health guidance.

51.

BUILDING HEALTH PARTNERSHIPS
The Board was provided with a report providing information on Building Health
Partnerships, a national learning programme designed to improve collaboration between
Clinical Commissioning Groups and local voluntary and community organisations and
social enterprises. The issue would be discussed further by the Board at a future
meeting.
Resolved – (1) That the report be noted.
(2) That the Health and Wellbeing Board support the development and delivery of the
Building Health Partnerships Programme in Wakefield and would discuss the
Programme in more detail at a future meeting.

52.

HEALTHWATCH - UPDATE - THE FIRST SIX MONTHS, EMERGING ISSUES AND
PRIORITIES
Mr P Loosemore, Chair of Healthwatch, reported that the Healthwatch Board was now
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up and running. It comprised of 13 members from across the District who had
volunteered and gone through an interview process. The Board was still in the formative
stages, however it was hoped that meetings would be held in public from around
February-April 2014 and would take place at different locations throughout the District.
Initial priorities that had been identified included appointment systems and the discharge
of elderly and frail people from hospital. Consideration was also being given to
Healthwatch’s relationship with NOVA and how it could work in the most effective way. It
was hoped that a piece of work would be undertaken with the support of Leeds
Metropolitan University, which would collate a wide range of information from across the
District in order that it could then be used to effectively inform and improve services.
Resolved – (1) That the progress report be noted.
53.

THE NEXT STEPS ON THE INTEGRATION TRANSFORMATION FUND (ITF)
Consideration was given to a report outlining the latest available information on the
Integration Transformation Fund (ITF). The ITF represented £3.8bn in 2015/16 to be
spent locally to drive closer integration and improve outcomes for patients and service
users. Health and Wellbeing Boards were requested to submit a planning template by
15 February 2014. The template would be used to provide assurance that the ITF was
being used for its intended purpose and would ensure that local plans credibly set out
how improved outcomes would be achieved.
Local Authorities and CCGs would have to redirect funds from existing activities into
shared programmes to deliver better outcomes. Discussions were already ongoing
between the Local Authority and CCG colleagues regarding a possible approach to
identify existing services that had appropriate synergy and would be suitable for meeting
the objectives of the ITF.
Resolved – That the Health and Wellbeing Board note the report and the timelines
required for delivery to create an environment that facilitated wholesale change.

54.

DATE AND TIME OF NEXT MEETING
Resolved – That the next meeting of the Health and Wellbeing Board be held on
Thursday 16 January 2014, at 12.30pm, in Committee Room A, County Hall, Wakefield.
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