BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 14 JULY 2015
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Dr Clive Harries, Andrew Balchin, Sandra
Cheseldine, Andrew Pepper

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 12 May 2015
b Action sheet from the meeting held on 12 May 2015

6.

Matters arising

7.

Wakefield West Health and Well Being ‐ The Schools App Challenge –
presentation from winning team

8.

Chief Officer Briefing

Pat Keane

9.

360o stakeholder survey 2015 ‐ Headlines, Achievements, Ambitions

Pat Keane

10.

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

11.

Finance Report – Month 2

12.

Transforming children and young people’s mental health and
wellbeing services

All present

Sarah Fatchett/Chris Jones

Jo Pollard & Karen Parkin

Karen Parkin
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Jo Pollard

13.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 30 April 2015
(ii) Minutes of meeting held on 14 May 2015
b Integrated Governance Committee
(i) Minutes of meeting held on 16 April 2015
(ii) Minutes of meeting held on 21 May 2015
c Clinical Cabinet
(i) Minutes of meeting held on 23 April 2015
(ii) Minutes of meeting held on 28 May 2015
d Health and Well Being Board
(i) Minutes of meeting held on 19 March 2015
e Decisions of the Chief Officer – verbal update

14.

Any other business

15.

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)”.

16.

Date and time of next Public meeting:
Tuesday, 15 September 2015, 1pm in the Boardroom, White Rose
House

2

Sandra Cheseldine

Rhod Mitchell

Dr Adam Sheppard

Dr Philip Earnshaw
Pat Keane

Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 12 May 2015
Boardroom, White Rose House
Present

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

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

In attendance

Esther Ashman
Melanie Brown

Head of Strategic Planning (minutes 15/86)
Programme Commissioning Director Integrated Care
(minutes 15/90)
Governance & Board Secretary (minute taker)
Executive Clinical Advisor (minute 15/91)
Contracts and Performance Manager (minute 15/87)
Head of Quality and Engagement (minute 15/87)
Wakefield West Multispecialty Community
Providers (MCP) Vanguard Project (minute 15/84)
Chair of the Provider Alliance (and Deputy Chief
Executive & Director of Finance, South West Yorkshire
Partnership Foundation Trust) (minute 15/84)
Programme Manager (minutes 15/90 and 15/91)

Katherine Bryant
Dr Greg Connor
Stuart Dryden
Laura Elliott
Dr Chris Jones
Alex Farrell

Martin Smith

15/77

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting. He noted that with the general election
over the CCG and other parts of the public sector have emerged from ‘purdah’.
The election process for appointments to the Governing Body have just started, there are
four GP and one Practice Manager position up for election.

15/78

Apologies for Absence
1

Apologies for absence were received from:
Andrew Balchin
Dr Paul Dewhirst

Corporate Director, Adults, Health & Communities ‐ Wakefield
Council
GP Queen Street Surgery

It was noted that Steve Bryan would join the meeting at around 2.30pm.
15/79

Public Questions and Answers
There were no questions from members of the public.

15/80

Declarations of Interest
No interests were declared. Dr Phil Earnshaw reminded members of the Governing Body
that any conflicts of interest identified should be declared during the meeting.

15/81

Minutes of the meeting held on 10 March 2015
It was RESOLVED that:
i)

15/82

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 10 March 2015 were agreed as a correct record
with one amendment; in the apologies section Andrew Balchin was incorrectly
referred to as a doctor.

Action sheet from the meeting held on 10 March 2015
Katherine Bryant confirmed that all actions which were scheduled to be completed by
May 2015 have been completed.

15/83

Matters arising
There were no matters arising.

15/84

Presentation – Vanguards; new models of care
Jo Webster reported that Wakefield is the only area to have two vanguard sites. She
welcomed this national recognition of the innovation taking place in Wakefield. It is a
credit to the energy and passion displayed by front‐line staff, providers and the CCG.
Representatives from the two vanguard projects have come along to provide an update
on the projects, explaining what they are and how this will make a difference for patients.
Dr Chris Jones from the Wakefield West Multispecialty Community Providers (MCP)
Vanguard Project explained that a national team from the vanguard project at NHS
England will visit Wakefield later that week.
Dr Jones outlined background information about the network and provided a reminder
about the rationale for change, which includes amongst other things pressures on primary
care, workforce challenges (GPs and nursing) and bed reductions planned as part of the
Meeting the Challenge programme. Dr Jones explained a pictorial diagram which outlined
the vision for the programme and the headline activities which will form the project. The
Citizen Care Record (medical records owned by the individual and cloud based),
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connected homes (developing the smart home concept, utilising the growing array of
monitoring and wearable technology), and command and control approach (connecting
patient homes form a virtual hospital).
The project already has a strong record of success, including Prime Minister’s Challenge
Wave one, the Connecting Care task force, the early vanguard planning and evidence of
strong progress in the west of Wakefield. Dr Jones recognised the importance of patient
engagement and also clinical engagement as the project develops.
The project will produce a number of benefits for patients. This will include:
 Improved access though longer hours of availability, expanded team and digital
services and navigation.
 Less need to see the doctor in person.
 More services closer to home provided by specialists and community teams.
 Better connection to services via shared record and new models of access.
 Increased involvement in more relevant care planning.
 Feeling that they are connected to, and are being cared for by, a single service.
 Ability to live healthier lives at home for longer.
 Hospital stays only when essential and for shortest possible time.
 Consistently high standards in care homes that feel connected to health and social
services.
The project will be a ‘test‐bed’ for the NHS to make these changes happen. Dr Jones
reported that he will highlight that there are a number of barriers which the national
vanguard team can assist with. In particular Dr Jones noted issues related to information
governance / information sharing and also difficulties regarding liability / indemnity. Jo
Webster agreed that this was an opportunity to ask NHS England for support. Dr
Sheppard noted that Simon Stephens has commented if innovation is not hurting the
health economy is probably not going far enough. Dr Harries agreed that there are some
real barriers and the project can learn from what is happening across England.
Mr Lotfallah asked whether consultants at acute providers have been engaged. Dr Jones
confirmed that work has begun with consultants in elderly care, cardiology and
respiratory medicine.
Dr Brown noted the significant challenges related to primary care workforce. Dr Jones
agreed and commented that where appropriate work will be undertaken to look at
upskilling other health professionals to support doctors and nurses.
Andrew Pepper suggested that the presentation includes details about how the project
can be replicated at scale. Jo Pollard noted that this is an excellent example of clinical
commissioning.
Members of the Governing Body thanked Dr Jones for taking the time to attend the
Governing Body meeting.
Care Homes Vanguard Presentation
Alex Farrell explained that she is the Chair of the Provider Alliance, and Deputy Chief
Executive & Director of Finance, South West Yorkshire Partnership Foundation Trust
(SWYPFT). Alex reported that there are a large number of partners involved in the
project, including amongst other Nova, Spectrum CIC, Yorkshire Ambulance Service and
Age UK.
3

Alex outlined the vision for the project; “For citizens to live longer, healthier lives,
supported by well‐co‐ordinated care delivered as close to home as possible”. A key
component of the project is the link with housing; Cares Homes and also supported living
run by Wakefield District Housing Association.
There is a wealth of evidence that people who have good family and social networks are
better able to maintain good health, even if they have complex conditions. The model of
care is designed to promote a holistic wellbeing approach that focuses on the wider
determinants of health.
Key components of the project are as follows:
• Improving health outcomes and reducing costs
• Proactive models of care
• Current pilots in networks (3&5, 4 and 6)
• New pilots in other networks
• Pilot better access to secondary care clinicians through REACT service
•

Improving experience and wellbeing:
• Expansion of community anchors work
• Transferring a social prescribing approach from community to care settings
• Keeping care home residents connected to their community

•

New model for supported / assisted living
• Expanding the offer to residents in supported living settings and preventing /
delaying further moves to care homes
• Combating social isolation
• Improving health outcomes

Alex outlined what has been achieved do far. In particular a pilot with five care homes
has delivered some significant outcomes; 30% reduction in A&E attendances, 27%
reduction in admissions and 94% had resuscitation plan in place.
The ‘Portrait of a Life’ is training for staff which helps them to see patients as a person,
seeing their life history not just their illness.
The Governing Body watched a video prepared by Age UK as part of the ‘Pull up a Chair’
project. ‘Pull up a Chair’ will be used to track progress and demonstrate engagement with
patients.
Alex concluded the presentation by outlining what will be achieved by 2016.
• Proactive wellbeing – holistic assessment and care planning tool on admission, at
regular intervals and after any unplanned episode
• Effective planned care ‐ training packages and protocols for care home staff to
manage more complex conditions with confidence
• Shared records – all team members able to view and input to shared electronic record
• Urgent care ‐ Enhanced access to specialist primary and secondary care advice in a
crisis
• Less people choosing to move from independent living to residential care ‐ proactive
intervention and social connections to reduce health deterioration
Dr Earnshaw thanked Alex for her presentation. He commented that this is a very
powerful story, and yet there is other successful work going on in the district which could
also be reflected.

4

Dr Earnshaw noted that a new extended care home facility with 66 beds will shortly open
in the South East of the district. Alex agreed that this may present another opportunity
for piloting new models of care.
Dr Biswas asked whether other housing associations been included in the project. Alex
Farrell noted that Wakefield District Housing were the partner organisation for the bid,
however this could be expanded in future to include other housing associations.
Dr Biswas queried whether the owners of care homes have been engaged as partners to
the project. Alex noted that Wakefield Council has a key role in providing a link to the
owners of care homes. The first step however is identifying what care home owners will
be engaged on. Jo Webster noted that some care home owners are already engaged, for
example BUPA will take part in the presentation to the national team. BUPA will be able
to talk about what added value the project has brought for them.
A discussion followed about how these new models of care can be ‘industrialised’; what
would this look like, what savings could be achieved and what contractual mechanism
could be used to incentivise high quality care. The key role care homes have in ensuring
resilience of the health and care system was noted.
Dr Earnshaw thanked everyone for their contributions and wished both projects well
during this exciting week.
It was RESOLVED that the Governing Body:
(i)
15/85

Note the content of the presentations.

Chief Officer Update
Jo Webster provided highlights from the Chief Officer Update report. Contract
negotiations have been completed with Mid Yorkshire Hospitals Trust, South West
Yorkshire Hospitals Trust (MYHT) and Yorkshire Ambulance Service. The settlements
reached fit with the CCG’s strategic plan and are a good deal for our patients. The MYHT
contract includes an element of ‘risk share’. Jo thanked Andrew Pepper, Karen Parkin and
Matt England and their teams, for all their hard work during the contract negotiations.
There has been a great deal of work on system resilience. In March a three day exercise
entitled ‘Operation Patient Care’ was led by the CCG Chief Officers and MYHT Chief
Executive. The team worked with a significant number of staff both in acute and
community services as well as our external partners to increase our understanding of the
current patient flow arrangements in our system to ensure our patients receive the right
care in the right place. This exercise helped to identify barriers in the system and will
assist with future planning. It is expected that by 21 May all winter beds at MYHT will be
closed.
Jo Webster explained that Yorkshire and Humber Commissioning Support Unit (YHCS)
were unsuccessful in meeting the requirements of the national Lead Provider Framework
(LPF). This means that they become unviable as an organisation. Karen Parkin is leading
for the CCG at the Yorkshire and Humber transition board. Jo noted the number of staff
who may be impacted by this change; it could result in redundancies for YHCS employees.
Jo explained that the YHCS transition is a dynamic process and the timescales are very
punishing. Internal decisions are therefore needed quickly. In this context the Governing
Body agreed to delegate authority to Jo Webster and Andrew Pepper to make decisions
about commissioning support the CCG should build, buy or share.
5

The CCG has received formal confirmation from NHS England about the outcome of the
Quarter Three Assurance Review. The CCG has achieved ‘full assurance’. It was agreed a
copy will be circulated to the Governing Body.
The results of the 360o stakeholder survey have just been received. A 77% response rate
was achieved, this is very positive. In all areas except clinical leadership (reduced by 1%)
the CCG have done as well or better than last year. Full details will be provided at a future
meeting.
It was RESOLVED that the Governing Body:

15/86

(i)

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

(ii)

Agreed to delegate authority to the Chief Officer and Chief Finance Officer to
make decisions about commissioning support the CCG should build, buy or share.

Operational Plan Final Sign Off
Esther Ashman explained that the CCG must submit the operational plan for 2015/16 to
NHS England on Thursday 14 May 2015.
A framework to monitor progress against the operational plan is being prepared. A full
suite of delivery plans will be presented to the Governing Body in July.
The Planning and Delivery Group will have a key role in ensuring that progress continues
to be made to deliver the operational plan and meet the future needs of the CCG and our
patients. The group will continue to be accountable to Clinical Cabinet.
Esther explained that the plan also focuses on how we will be able to enable change, both
internally and externally to the organisation. To do this the CCG will adopt a framework
which begins with a set of Corporate Objectives to which everyone is signed up to
delivering:
 To deliver a significant, measurable improvement in the health and wellbeing of
the population;
 Enable integration of the health and social care system to deliver seamless care
and support to those most vulnerable and with greatest need;
 Ensure admission to hospital only takes place when clinically necessary and that a
significant amount of assessment, diagnosis and treatment occurs within a
primary or community care setting on a planned basis;
 Ensure an urgent and emergency care system which is easily navigated and
enables rapid and appropriate responses based upon assessed individual need;
and
 Develop a system of general practice which is accessible, responsive and
integrated into the local health and wellbeing system.
Finally Esther noted that new Quality Premium guidance has been issued. There are a
number of elements that the CCG must do, these fit well with initiatives the CCG already
has in place. In addition the CCG can choose two local measures, these will be smoking at
the time of delivery and the second measure will focus on lung cancer.
Dr Brown expressed concern about the way that the lung cancer quality premium
measure is described. A discussion ensued and it was agreed that Esther would follow up
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the comments and revise the description of this quality premium.
It was RESOLVED that the Governing Body:




15/87

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

Integrated Quality and Performance Summary Report
Steve Bryan joined the meeting.
Stuart Dryden explained that the report includes data until February 2015. He drew
attention to the balanced score card which outlines performance against the CCG’s
objectives. In particular it was noted that the CCG and MYHT have met the monthly
‘Referral to Treatment’ incomplete pathway performance for the sixth consecutive
month. This represents significant progress by MYHT. With regards to the other two
‘Referral to Treatment’ targets the CCG has written formally to MYHT and will use
contractual levers accordingly. The focus during quarter one for 2015/16 will be on
sustaining this improvement in performance. It is projected that by end of June all three
Referral to Treatment targets will be achieved.
Accident and Emergency performance at MYHT has not met the required standard for
Month and also the year to date position. Dr Sheppard reported that various system
resilience work‐streams have been put in place to facilitate flow of patients through the
health system. Jo Webster noted that when compared with other providers MYHT are in
the upper quartile for Accident and Emergency performance. This is in the context of
MYHT being the 5th busiest Accident and Emergency in the country. Although the 95%
target was not reached the level of performance achieved shows significant improvement
when compared to previous months.
Yorkshire Ambulance Service (YAS) Category A (Red1) and Category A (Red2) 8 minute
response times have failed to meet the operational standard for the year to date. Andrew
Pepper noted that £9m has collectively been invested in YAS by CCGs across Yorkshire and
the Humber to ensure that YAS is a sustainable organisation. In addition a number of
schemes have been agreed with YAS to facilitate an improvement in performance these
include actions in relation to frequent callers and 111 clinical floor walkers (will reduce the
number of calls converted into 999 calls).
The CCG are working with MYHT on actions to improve performance on cancer targets. Dr
David Brown recently met with Dr Nick Spencer (from MYHT) and agreed an action plan.
This includes five key areas, which include a review of the inter‐provider transfer process
and upper Gastro‐Intestinal (GI) pathway redesign. The CCG have reaffirmed to MYHT an
offer of support for the action plan.
Sharon Fox asked whether the failure to achieve the Quality Premium will result in a
financial impact. Andrew Pepper confirmed that this income had not been budgeted for
and will not therefore have a financial impact.
Jo Pollard reported that the Friends and Family Test response rate has increased to 37%.
She noted that staff survey results have been published for MYHT, YAS and SWYPFT. Dr
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Earnshaw noted that the full details were discussed at Integrated Governance Committee.
It was RESOLVED that the Governing Body:
(i)
(ii)
15/88

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

Finance Report Month 12 2014/15
Karen Parkin introduced the month twelve report. She explained that this is a
summarised version because the finance team are currently preparing the year‐end
audited annual accounts. A copy of the draft audited annual accounts for 2014/15 will be
considered by the Governing Body during the private session, this is because they cannot
be published publically until they have been approved.
Karen noted that this was a very challenging year for the CCG. There was increased
demand, an intensive programme to improve Referral to Treatment performance,
changes in the CCGs responsibilities and a significant QIPP target. The national NHS
picture shows a deficit position. The team have worked hard to deliver the surplus
position required by NHS England.
It was RESOLVED that the Governing Body:
(i)

15/89

Receive and note the contents of the report

2015/16 Financial Planning Update
Andrew Pepper reported that the CCG’s allocation has altered slightly, this is as a result of
non‐recurrent allocations. The CCG will be required to achieve a surplus of £5.9m during
2015/16. This will require the CCG to ‘draw down’ the maximum amount from NHS
England.
Andrew outlined the key areas of focus for the year.
 The Quality Innovation Productivity and Prevention (QIPP) target is £7m. This level of
QIPP can be achieved; however it has not been possible to achieve the planned
efficiency from 2015/16 provider contracts. The effective management of QIPP
schemes will be key; the schemes which have been identified will need to be
transacted.
 Financial control on areas which present a risk overspend, this includes Continuing
Healthcare and prescribing.
 Manage elective demand; working with MYHT and their consultants this can be a ‘win
win’ area for both the CCG and MYHT.
 Reduce the CCG’s running costs, the Executive Team are working through the detail of
this.
 Fully embrace innovation, for example through the expansion of non‐face‐to‐face
appointments for follow‐up outpatients which improve system efficiency and patient
experience.
 Manage risks as they emerge.
Dr Brown declared an interest as a GP, but asked how the QIPP from primary care would
be achieved. Andrew Pepper said the budget was delegated by NHS England; the CCG
was not consulted about the level of QIPP included. The finance team are working
through the detail of the primary care budget with Dr Connor. Jo Webster noted that the
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whole health and care system is doing more with less, this must apply to primary care too.
It was noted that the Probity Committee will progress decisions about the budget for
commissioning general practice.
Rhod Mitchell asked whether the financial plan reflects the potential risks associated with
the closure of Yorkshire & Humber Commissioning Support Unit, for example redundancy
or stranded costs. Andrew confirmed that these potential costs are not yet included
because the scale cannot yet be determined. The CCG are working closely with NHS
England and Yorkshire & Humber Commissioning Support Unit to minimise the costs.
It was RESOLVED that the Governing Body:
(i)

15/90

Note that the underlying principles of the previously agreed financial plan
remains broadly unchanged as part of the resubmission of operational plan

Connecting Care Terms of Reference and Better Care Fund Operational Guidance
Melanie Brown and Martin Smith joined the meeting. Melanie explained that following
the update to the Governing Body in March 2015 NHS England published new guidance
about the Better Care Fund which required amendments to the Connecting Care
Executive terms of reference. The Connecting Care Executive is the joint committee
established by the Governing Body and the Health and Wellbeing Board which will
oversee the Better Care Fund.
A consultation exercise about the terms of reference was undertaken. A number of
themes were identified, this included a request for representation from Healthwatch to
be involved in the new governance arrangement. In addition it was highlighted that the
new arrangements should facilitate an ambition to work differently as commissioners
between Wakefield Council and the CCG
Martin Smith provided a brief summary of the new Better Care Fund guidance which
requires CCGs and Councils to use a quarterly reporting template (including income and
expenditure, payment for performance, the supporting metrics, and the national
condition) and an annual reporting template.
Stephen Hardy asked for further information about the clause included within the terms
of reference which refers to the dispute resolution procedure set out in the section 75
agreement. Dr Phil Earnshaw explained that this was required because the CCG and
Wakefield Council have equal voting rights. Melanie provided assurance that the dispute
resolution procedure would only be invoked following local attempts to resolve the issue.
It was also noted that this is required because the legislation which established Health
and Wellbeing Boards has not been updated to reflect their new role in relation to the
Better Care Fund.
Melanie noted a minor error within the term of reference; the Chair of Clinical
Commissioning Group is listed in the membership when this should be the Assistant
Clinical Leader.
Other than the minutes from the Connecting Care Executive Sandra Cheseldine asked
what assurance will be provided to the Governing Body about the Better Care Fund
monitoring arrangements. Melanie confirmed that regular reports will be provided to the
Governing Body and Integrated Governance Committee.
It was RESOLVED that the Governing Body:
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(i)
(ii)
15/91

Approve the Connecting Care Executive terms of reference (subject to the minor
amendment discussed, listing the Assistant Clinical Leader);
Note the new reporting requirements for the Better Care Fund from NHS England

General Practice Co‐Commissioning Update
Dr Greg Connor and Martin Smith provided a summary of activity since the CCG was
granted full delegation to commissioning GP services.
Dr Connor explained that a transition plan has been agreed between the CCG and NHS
England to ensure that functions are transferred to the CCG in a structured and planned
way. A working group made up of staff from across the CCG has been established to
manage the transfer of functions in a safe manner. Martin Smith explained that NHS
England have allocated a manager to lead on the relationship with Wakefield CCG (and
other CCGs).
A programme manager for primary care has been appointed and will join the CCG later in
the year.
In March 2015 Internal Audit completed a readiness review, the outcome was a finding of
significant assurance. Four recommendations were made and associated actions have
been completed.
The newly established Probity Committee held its first meeting in early April 2015. A
representative from Healthwatch was in attendance.
Dr Earnshaw asked that the Governing Body continues to be kept up to date as the
transition of functions continues. He expressed concern that there is a risk that the
Governing Body will be unclear who to contact and who is leading on different areas. Jo
Webster noted that any question or concerns should be directed to Pat Keane and Dr
Greg Connor.
Dr Carroll noted that GP performance management is not included within the delegation
agreement. Greg confirmed that GP performance management remains with NHS
England, the CCG will lead on practice performance.
Dr Avijit Biswas asked for an update on GP contract negotiations. Dr Connor confirmed
that a review is underway, and the CCG is working with the Local Medical Committee
(LMC) to progress negotiations.
It was RESOLVED that the Governing Body:
(i)
(ii)

15/92

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

Committee Annual Reports
As the chairpersons for the CCG’s committees Sandra Cheseldine, Rhod Mitchell and
Adam Sheppard provided a short summary of the annual report presented from their
committee.
Jo Webster congratulated members of the Governing Body’s committees on the
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phenomenal amount of work undertaken during 2014/15. She noted that this report will
support her in signing the Annual Governance Statement (part of the CCG’s annual report
and accounts).
It was RESOLVED that the Governing Body:
(i)
(ii)

15/93

Note the committee annual reports and agree that the reports provide
appropriate assurance to the Governing Body; and
Reappoint the members to the Audit Committee, Clinical Cabinet and Integrated
Governance Committee for a further twelve month term of office.

Minutes of the Audit Committee
Sandra Cheseldine presented minutes of the Audit Committee meeting held on 26
February 2015.
It was RESOLVED that the Governing Body:
i)

15/94

Note the minutes of the Audit Committee held on 26 February 2015.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee meetings held
on 19 February and 19 March 2015 and invited the Governing Body to consider the
headline discussions.
It was RESOLVED that the Governing Body:
i)

15/95

Note the minutes of the Integrated Governance Committee held on 19 February
and 19 March 2015.

Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet meeting held on 26 February
and 26 March 2015 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
i)

15/96

Note the minutes of the Clinical Cabinet held on 26 February and 26 March 2015.

Minutes of Executive Approvals Group
Rhod Mitchell presented minutes of the Executive Approvals Group meeting held on 9
December 2014, 20 January and 24 February 2015 and invited the Governing Body to
consider the headline discussions. It was noted that the Executive Approvals Group has
been replaced by the Probity Committee.
It was RESOLVED that the Governing Body:
i)

15/97

Note the minutes of the Executive Approvals Group held on 9 December 2014,
20 January and 24 February 2015.

Minutes of the Health and Well Being Board
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Jo Webster presented the minutes from the Health and Well Being Board meeting held on
22 January 2015.
It was RESOLVED that the Governing Body:
i)
15/98

Note minutes of the Health and Well Being Board held on 22 January 2015.

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

15/99

Any other business
There were no other items of additional business.
it was RESOLVED that:
(i)
representatives of the press and other members of the public be excluded
from the remainder of this meeting having regard to the confidential nature
of the business to be transacted, publicity on which would be prejudicial to
the public interest” (Section 1 (2) Public Bodies (Admission to Meetings) Act
1970).

15/100

Date and time of next meeting
Tuesday, 14 July 2015, 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 Meetings held on Tuesday 12 May 2015
Minute
No

15/10

Topic

Winterbourne View
Update

Action Required



Who

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

15/85

Chief Officer
briefing

15/85

Chief Officer
briefing

NB: cohort of Winterbourne View
patients refers to Wakefield patients
with learning disabilities in an acute
mental health hospital bed.
 Circulate copy of letter from NHS
England about the outcome of the
quarter three assurance review.
 Details of 360o stakeholder survey
to shared with the Governing Body

15/86

Operational Plan



Esther Ashman to reflect feedback
from the Governing Body and
revise the lung cancer quality
premium.

1

Date for Completion

Progress

Chris Makin

July 2015

Complete
Update included in Paper
8, Chief Officer Report

Katherine Bryant

June 2015

Complete. Letter sent to
GB members 23 June 2015

Esther Ashman

July 2015

Complete
Agenda item 9 ‐ July 2015

Esther Ashman

July 2015

Complete
Comments incorporated
into Operational Plan.

PAPER 7

Wakefield West Health and Well Being

The Schools App Challenge
Presentation

Title of meeting:

Governing Body

Date of Meeting:

14 July 2015

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance



Information

8



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

Link to overarching principles
from the strategic plan:

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

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











Not applicable

Not applicable

CCG Leadership Team

An update from the Chief Officer is presented to every meeting of the
Governing Body, most recently in May 2015.

Reference document(s) /
enclosures:

None

Risk Assessment:

None identified

Finance/ resource implications:

None identified

Chief Officer Briefing
14 July 2015
Patient Participation Group (PPG) Awareness Week
PPG Awareness Week initiated by the National Association for Patient Participation, ran from 1 to 6
June 2015 to complement National Volunteers Week. It aimed to promote the role and benefits of
PPGs to patients, the public and health professionals and to create more understanding of the value
of true patient participation. It aimed to highlight the importance of patient participation in
achieving excellence in care for all patients.
During the week, Patient Participation Groups across the UK held a wide range of events to increase
public and professional awareness and highlight success in patient participation.
Locally, we wanted to recognise and celebrate the achievements of our groups whilst creating an
opportunity to share learning and network. Patient participation and engagement is at the core of
our approach to engagement, and we are passionate about ensuring patient opinion is heard and
forms the basis of the services we commission. To support this work, we organised an event for
those involved in patient groups in Wakefield District.
The event, on 5th June, showed not only the value of the patient participation, but also to encourage
more people to come forward and give their voice, and become an active partner in our work. It was
a very well attended event with vibrant discussions, sharing ideas and tips and building stronger
relationships between individual groups. This, we hope, will also support and help the engagement
processes for our Clinical Networks.
The event evaluated positively and already we have seen information and resources being used
across various patient groups and visits being arranged between individual patient groups to follow
up on the discussions which started at the event; and to share further their learning and experience
of engaging with practice population and taking part in a patient participation group.
To thank and recognise the commitment and work of our groups we presented all attendees at the
event a CCG Star Award.

Counter Terrorism and Securities Act 2015
On the 1st July 2015, the Counter Terrorism and Securities Act 2015 came into statute. This places
some duties of the NHS on a statutory footing. These include ensuring all staff have an appropriate
level of training, and that the CCG has processes in place to ensure that NHS Trusts adhere to their
statutory responsibilities.
The CCG will provide appropriate training for our employees, and provide appropriate information
on Skyline to advise Primary Care of their responsibilities. It is also proposed that a training session
is undertaken for the CCG Governing Body.
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System Resilience Group Update July 2015
The System Resilience Group (SRG) continues to meet on a monthly basis to ensure local assurance
is in place to maintain system safety. The detailed review of the winter period is now in final draft
and will be tabled at the SRG on 2nd July 2015 for final comments before reporting back through the
CCG’s Integrated Governance Committee.
Executive Leads have continued to progress the 30/60/90 actions for their respective task and finish
groups that are reported to the SRG on a monthly basis. The final reports are expected on 30th July
2015.
The local health and social care system has remained busy with a high number of attendances
seen at the A&E Departments across all three Mid Yorkshire Hospitals Trust sites up to the end of
June with Mid Yorkshire Hospitals being one of the busiest A&E’s in the country .
A year on the SRG are currently reviewing the terms of reference and take into account new
guidance on the SRG’s function and key relationship with urgent and emergency care networks
found at http://www.england.nhs.uk/wp‐content/uploads/2015/06/role‐uec‐networks.pdf
Michala James, the newly appointed SRG Manager starts in post from 20th July 2015 for a 12 month
period. This leadership role is to co‐ordinate and support the work of the Mid Yorkshire Systems
Resilience Group as well as liaising with NHS England and Public Health England to ensure escalation
plans and other MY SRG plans are developed and implemented in a timely way as well as in line with
central reporting requirements.

NHS Consultancy Sending Controls
On 3rd June 2015, NHS England took new measures to control expenditure and help manage cost
pressures across the NHS. As part of this package of measures the Department of Health and NHS
England have written (Appendix A) to all CCGs and advised that approval must be obtained from
NHS England before CCGs can engage management consultancy over £50,000 (inclusive of
irrecoverable VAT and other costs). Should CCGs fail to follow this guidance it could have a negative
impact on their assurance process with NHS England. All necessary steps have been taken within the
CCG to ensure that we comply with this new requirement.
On 2nd June 2015 the Secretary of State for Health, Rt. Hon. Jeremy Hunt wrote to Chairs of NHS
Foundation Trusts, NHS Trusts and NHS Clinical Commissioning Groups regarding a range of issues
relating to the pay for senior staff in the NHS (Very Senior Managers ‐ VSMs), off payroll workers in
senior roles and other pay matters including redundancy terms and approvals for appointments
above the Prime Ministers salary of £142,500pa.
The letter outlined a number of key areas/ actions as follows:





Reviewing of policies on executive remuneration and whether the amounts paid are necessary
and publicly justifiable.
NHS Trusts will be required to seek the approval of the Chief Secretary to the Treasury on VSM
pay which is more than the Prime Ministers (£142,500) prior to making any appointments.
CCGs and Foundation Trusts should mirror the process for other organisations within the NHS
for appointing VSMs paid more than the Prime Minister.
Providing the Secretary of State with details of current VSM salaries that are higher than
the PMs and the justification.
2





Potential introduction of a national pay framework for executive roles and how appropriate
rates can be benchmarked.
Providing assistance that Board Members and individuals filling roles with significant financial
responsibility off payroll meet the Treasury guidance and an action plan if this is not the case.
Scrutiny of and approval of any new VSM Appointments within the organisation by the
organisational Chair.

New Deal for GP
Jeremy Hunt set out the first steps for a new deal for General Practice on the 19th June. The speech
highlighted that within 5 years we will be looking after a million more over 70s. The number of
people with 3 or more long‐term conditions is set to increase by 50% to nearly 3 million by 2018 and
by 2020 nearly 100,000 more people will need to be cared for at home. It was emphasised that
there is a need to have an ‘effective, strong and expanding general practice’ in order to ensure our
hospitals are not overwhelmed.
The speech focussed on a number of priorities relating to General Practice including:







A new deal for workforce
A new deal on infrastructure
A new deal on access with a 7 day NHS
A new deal on assessing the quality of care provided
Bureaucracy and burnout
Input from General Practice

A new deal on workforce
The election manifesto committed to the challenging objective of increasing the primary and
community care workforce by at least 10,000, including an estimated 5,000 more doctors working in
general practice, as well as more practice nurses, district nurses, physicians’ associates and
pharmacists. This will be informed by the work Professor Martin Roland is doing on workforce mix
for Health Education England.
There is a need to focus recruitment on the most under‐doctored areas where the problems are
most acute. To support this NHSE will publish data about clinical staffing levels for every practice in
the country. There was highlighted a need that at every stage of a doctor’s career more must be
done to promote the attractiveness of general practice. To do this they set out 6 stages:
1) Transform the experience medical students have of general practice, making the time spent in it
both compulsory and a better experience. The new Pre‐GP scheme will also support this.
2) There is a need to increase and fill GP training places. They are going up from 2,600 to 3,250
annually, Department of Health are working with the Royal College of General Practitioners
(RCGP) on a national marketing campaign to encourage medical students to choose general
practice. This points out that general practice is likely to be the biggest growth area of the NHS
in coming years with some of the most exciting transformations in care. This campaign started
this year with an encouraging 300 more applicants attracted into recruitment as a result.
3) There will be work carried out to improve routes back to general practice for experienced
doctors. This will include an induction and ‘returner’ scheme for those returning from the
profession overseas or from a career break.
4) Work will also be undertaken to provide new flexibilities for those approaching retirement.
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5) Innovation in the workforce will also be key, schemes such as the physicians associates pilot
which will lead to 1000 in general practice by September 2020.
6) Work will also continue to provide training to develop specific skills for GPs in areas such as
paediatrics, mental health and emergency medicine.

A new deal on infrastructure
Following last year’s announcement of £1bn for primary care infrastructure, £190m of this has
already been provisionally approved. Over the next 3 years the rest of this fund will be allocated for
investment in further schemes so that over the course of the parliament cities and towns across the
country will see visible signs of improvement in primary care facilities. The investment will also
support digital innovation with interoperable electronic health records across the NHS.

A new deal on access with a 7 day NHS
It was highlighted that as Professor Sir Bruce Keogh develops his new model for urgent and
emergency care, general practice needs to continue to play its part in improving access to routine
appointments, acknowledging that this will look different in different parts of the country. Mr Hunt
is clear that GP partners need to continue to lead and innovate in this process, learning from across
the country and from other countries. There was also an acknowledgement that there is already
considerable progress being made through the Prime Ministers Challenge Fund. Technology as a
tool to improving access was mentioned as a powerful tool for transformation. As part of the roll
out of Prime Ministers Challenge Fund across the country, it was announced that £7.5m of the
primary care infrastructure fund for this year will be used to support community pharmacists with
training and appropriate tools.

A new deal on assessing the quality of care provided
NHSE and the Health Foundation have been tasked with carrying out a stocktake of all metrics,
reviewing where we are now, how we can collect and publish better outcomes‐driven assessments
of quality of care. This in turn will feed in to the new CQC inspection regime. An initial assessment
will be available in the autumn, with new datasets around key patient groups published in the
spring. There was also an announcement that £10m has been made available for NHSE and NHS
Clinical Commissioners to develop a programme of support for struggling practices. This will provide
advice and turnaround support for the practice and help for practices to work with others to change
its business model.

Bureaucracy and burnout
There is a commitment to reduce bureaucracy, paperwork and inappropriate workloads and to
continue to try to reduce the reporting for Enhanced Services and reducing the Quality Outcomes
Framework. NHSE have been tasked with this work and are meeting with GPs and Practice Managers
to identify where this is possible. Results from this work will be available in the autumn.

Input from General Practice
The speech outlines that in order for the five year forward view to be delivered, there is a need for
GP’s to help deliver changes in the quality of care. It proposes this can be done through breaking
down barriers with other sectors to allow social prescribing to become as normal as medical
prescribing. There is also a need to work more closely with Public Health to help deliver the shift to
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prevention. Lastly there is a call to empower GP’s to take real clinical responsibility for patients,
further guidance on what this means will be produced later this year.

Work underway in Wakefield
NHS Wakefield CCG and its predecessor organisations have a history of developing general practice
as a core component of a people‐centred, primary care orientated health and care system. The CCG
has invested £5 per patient in patient care and the development of practice networks, has nurtured
the West Wakefield Prime Minister’s Challenge Fund project and subsequent Vanguard proposal,
supports practices with advice and training through the Network Development Unit, provides a
dedicated Medicines Optimisation Team and has taken on fully delegated responsibility for co‐
commissioning general practice from NHS England.
NHS Wakefield CCG is developing a general practice strategy which will guide the roles and resources
required to allow practices to assume increased responsibilities for high quality list‐based patient
care as part of an integrated system spanning prevention, community care and specialist care and
providing appropriate responsive care 24 hours a day seven days per week. This approach is
intended to improve health, improve patient satisfaction, improve cost effectiveness and improve
the working lives of general practice staff to make Wakefield a good place to live and work.

Winterbourne View – time for change
This report provides the updated position regarding the cohort of patients defined under the original
Winterbourne View definition (i.e. in a hospital bed as of the 31st March 2013).
Of the 15 people from Wakefield included in the Winterbourne View cohort as of the 24th June all
but six people have been discharged to appropriate packages of care.
It is anticipated and planned that four of the remaining six people will be discharged by the end of
July 2015 and the remaining two people are in receipt of clinical and psychological interventions that
are supporting their discharge plans. In reviewing alternative placements for the four people to be
discharged, the CCG has sought to achieve a better quality service provision and better value for
money.
Since March 2013 other people have been admitted to inpatient and locked rehabilitation beds from
Wakefield. However, the greatly increased monitoring and emphasis on progression has meant that
only three new people from Wakefield currently occupy either a bed at the Horizon Centre or a
locked rehabilitation bed, and each of these have a planned discharge date within 2 months.
This is a reduction from 15 people in a bed as of the 31st March 2013 to 9 on the 24th June 2015
including new admissions. It is anticipated that this trend will reduce further.
The next piece of work is to link into specialist commissioning to determine timescales for people
being stepped down from secure commissioned services so local services can meet their needs.

Vanguards Projects
Following the previous Governing Body meeting when both the Enhanced Care Home and Multi‐
speciality Community Providers (MsCP) shared presentations we have hosted as a District visitors
from NHS England and key partners to learn more about our proposed models of care. These visits
took place between the 13th and 15th May. Feedback from the lead of the MsCP national team
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highlighted the team had been very impressed by the model of care shared during the visit. For the
Care Home vanguard feedback included strong partnerships working was evident, Wakefield District
Housing and Age Uk partnerships are our unique selling point and the concept of the engagement
tool ‘Pull up a Chair’ was innovative and encouraged Wakefield to roll this out at pace. The Care
Home national models of Care lead encouraged Wakefield to adopt one model of care across the
District as part of our vanguard.
Since these visits both teams have been engaging with partners and further refining the models of
care for both vanguard projects. West Wakefield Health and Well‐being Ltd submitted a business
case into NHS England on the 30th June. Only four other areas from the 29 vanguards submitted a
business case for their model of care and we anticipate feedback from the national model of care
team within the next two weeks. The Care Home vanguard held a stakeholder event on the 16th
June with an impressive turnout of care home settings, patient representatives, Primary Care
colleagues and other key stakeholders. This session helped the Care Home team refine their model
of care which will include resources for the Voluntary and Community sector, opportunity to develop
a multi‐disciplinary approach to support patients in Care Homes with colleagues in Primary Care
working as part of the team with the Care Home workforce to develop a holistic assessment of all
care home residents.
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Publications Gateway Reference 03533
VIA EMAIL ONLY

To: CCG Accountable Officers

Finance Directorate
NHS England
Skipton House
80 London Road
London
SE1 6LH
paul.baumann@nhs.net

3 June 2015
Dear Colleague,

NHS Consultancy spending controls
The Department of Health has asked the NHS to take a number of immediate
actions to control expenditure. The majority of these actions are only applicable to
providers, but we have been asked to apply the actions to CCGs where relevant.
Unlike NHS providers, CCGs and NHS England are already subject to a cap on
management expenditure. However, we are asking CCGs to mirror the
requirement that has now been placed on providers to control spend on
management consultancy.
As of 2 June 2015, the Department of Health has specified that CCGs need to
secure advance approval from NHS England before procuring, letting or
extending a consultancy project over £50,000 and, where approved,
subsequently to submit a post implementation report on all such consultancy
projects, detailing the benefits and value-add.
All consultancy contracts above £50k (inclusive of irrecoverable VAT and other
costs, e.g. expenses) will require approval from the relevant NHS England
Director of Commissioning Operations and their Director of Finance. Contracts
above £250k will require additional approval from Regional Directors and
Regional Directors of Finance. Any proposed contracts greater than £1m will
require the approval of the NHS England Efficiency Controls Committee.
This excludes current contracts with CSUs and future contracts under the Lead
Provider Framework, as these have already been subject to VFM competition.
Business Case Approval Forms are to be sent to England.CCGcontrols@nhs.net.
The relevant panel will review each business case against a number of
assessment criteria. For consultancy expenditure in scope of the controls, CCGs
will be expected to evidence the value of the proposed expenditure against the
following criteria:


Ambition to deliver something of value, importance and relevance
High quality care for all, now and for future generations








Clear scope
Robust contract management
Capacity to implement findings/recommendations
Timeline of work
Robust implementation review proposal
Value for money and benchmarking

On completion of approved consultancy projects, CCGs are required to submit to
NHS England a report detailing benefits of the work and value-add.
All CCGs are expected to follow this controls process. A failure to do so may be
taken to indicate, for assurance purposes, that a CCG does not have adequate
expenditure controls in place.
Full details of the procedures relating to these spending controls are being sent to
CCG CFOs under separate cover. Please send all queries to
England.CCGcontrols@nhs.net.
Whilst the process described here does not apply to interim staffing expenditure
by CCGs at this stage, CCGs are reminded of the need to control expenditure on
temporary staff and to make full use of the frameworks available for sourcing
interim staff.
Thank you for your work with us on this initiative, designed to help manage cost
pressures across the NHS.

Yours sincerely

Paul Baumann
Chief Financial Officer
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Dr Phil Earnshaw, Chair NHS CCG

Responsible Governing
Pat Keane, Director of Strategy and Organisational Design
Board Executive Lead:
Recommendations:
It is recommended that the Governing Body/Committee:

Note the content of the Survey findings.

Recognise and appreciate the CCG’s achievements since 2014

Acknowledge and support the ambitions for excellence.
Executive Summary:
This report summarises the headline findings of the Stakeholder Survey for 2015 and provides an action plan for
the areas which have been identified as needing improvement. Wakefield CCG had one of the highest response
rates (74%) in the Yorkshire and Humber for the second year running and our performance is on a par with the
national CCG average.
The results highlighted we are performing highly in:
 The quality of our working relationships, how we listen to views and the engagement we carry out.
 People’s confidence in our CCG to listen and act on feedback it receives about the quality of services for
the local population.
 Providing clear and visible leadership.
 People having confidence in our leadership to deliver plans, priorities and – most importantly – to
deliver improved outcomes for patients.
 Sharing plans and priorities.
 Creating opportunities for people to influence and shape plans and priorities.
Whilst overall these areas are showing above average performance, there are a number of areas within them
which we need to continue to develop and these are contained within the action plan in the report.
Link to overarching principles
from the strategic plan:

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

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

Not Applicable











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

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

Respondents were sought from:
 GP commissioning leads
 NHS Providers
 Health and Wellbeing Boards
 Local Healthwatch
 Other stakeholder groups
 Other CCG’s
 Local Authority
This report highlights development points and actions in response to the CCG
Stakeholder Survey 2015 conducted by NHS England.
Not Applicable

Reference document(s) /
enclosures:

Not Applicable

Risk Assessment:

No direct risks identified

Finance/ resource implications:

None identified

NHS Wakefield CCG 360 Stakeholder Survey
Headlines,
Achievements & Ambitions
Introduction
The CCG 360⁰ stakeholder survey is conducted by NHSE to evaluate the strength of relationships and
stakeholder engagement. Stakeholders are encouraged to feedback on their experience of working with us by
answering a series of questions with response options provided by NHSE and opportunity for open comments.
Survey results are presented as a Main Report and Summary Report, showing the number and percentage of
stakeholders giving a particular answer.
We invited 61 of our stakeholders to take part in the survey, with 45 responding.
We achieved an overall response rate of 74% across our different stakeholder groups (GP member practices,
Health and Wellbeing Board, Local Healthwatch/patient groups, NHS providers, other CCGs, Local Authority
partners). For the second year running this is one of the highest response rates in the Yorkshire and Humber.
This report highlights what we are doing well, those things we want to continue to do well and proposes
development points as part of our approach to excellence.

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








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

What we are doing well
The survey shows that we are doing well right across the board. We achieved the highest response rate in
Yorkshire and the Humber, showing the interest and commitment of our partners in commissioning excellence.
Our performance is largely on a par with the national CCG average. We perform highly – over and above all
CCGs – on 5 key areas:

 The quality of our working relationships, how we listen to views and the






engagement we carry out.
People’s confidence in our CCG to listen and act on feedback it receives about the
quality of services for the local population.
Providing clear and visible leadership.
People having confidence in our leadership to deliver plans, priorities and – most
importantly – to deliver improved outcomes for patients.
Sharing plans and priorities.
Creating opportunities for people to influence and shape plans and priorities.
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NHS Wakefield CCG 360 Stakeholder Survey
Changing context
We are now well into year 2 of our five year strategy and year 3 of the CCG and making real progress with a
number of change programmes that were at the planning stage when the survey was undertaken. It is essential
that we maintain our high performance in the 5 key areas described. It is equally essential that we sustain our
ambitious and innovative approach to transformation.
We are confident that we have effective leadership and highly valued clinical leadership. Succession planning is
a priority for us to ensure that new, talented and passionate leaders develop expertise in commissioning to
assure continuity. For example, a GP fellow is being recruited to gain commissioning experience, we have a new
workforce development group and a Leadership Forum. Sharing best practice and supporting GPs and Practice
Nurses to develop advanced training practice feature amongst our learning organisation targets.
Wakefield’s Networks have continued to develop over the last year with strong support provided by the CCG.
With dedicated individual support to each network they have been able to flourish as illustrated by the CCG
wide bid for Prime Ministers Challenge fund 2. The 5 year Network Plans are aligned to the Strategic Plan,
maximising capability and capacity to deliver results. The Network Development Framework (NDF) is a 2 year
scheme focusing on a number of developments, including quality improvement, patient engagement, delivery
of Better Care Fund national outcomes, and fulfilment of Everyone Counts investment goals for primary care
patients.
The integration programme is moving at a pace, with our relationships across the Health and Social Care system
stronger than ever and GP leads for each of the Connecting Care hubs in place. Work continues to expand this
through our Connecting Care Health and Social Care Partnership. We are fulfilling our leadership role as system
leaders in transforming the health and social care system and we are doing it well.

Ambitions & actions
We are ambitious, which means adopting a continuous improvement standard. The survey provides a good
baseline for monitoring and measuring performance improvements. This year a number of questions were new
(ie, not asked in 2012), reflecting the contextual shifts and increasing maturity of CCGs.
We have performed well. We have exceeded ‘All CCGs’ benchmarks in 5 key areas. Motivated by our drivers
for excellence, we now propose to focus attention on 3 categories of survey results:
1
2
3

Drop in performance from 2014
Scoring slightly less than ‘All CCGS’ score
Scoring below our own minimum threshold (60%)

=
=
=

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

In the case of category 3, as in 2014 we are setting our own minimum threshold of 60% irrespective of whether
we are matching or exceeding the ‘All CCGs’ score. Because we are investing in excellence, we have identified
any questions scoring 60% or less against the positive response option as requiring more effort and attention on
our part. It is important to note that due to the small number of respondents for some questions that some
percentages may represent skewed results.
GP member practices make up our largest stakeholder group (29 of 45 respondents). Other survey groups are
small (following NHSE guidance): Health and Wellbeing Board – 2, Healthwatch/patient groups – 2, NHS
providers – 4, other CCGs – 2, Local Authority – 4, wider stakeholders – 2. As a consequence, percentages do
not necessarily reflect high numbers of people responding.
The following table shows the number of people responding next to percentages. It profiles those
questions/responses to be addressed by our Organisational Development/Communication and Engagement
Plans, and shows development points that will be progressed during 2015/16. It is proposed that this
development plan be owned by the Workforce Development Group who will continue to drive and monitor
progress.
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NHS Wakefield CCG 360 Stakeholder Survey
Question:

Our survey result 2015:

Our survey result 2014:

Reason for action:

Development points:

42% (19 people) have
answered ‘Got
much/little better’
18% (8 people) have
answered ‘Got a little
worse/much worse’



Drop in
performance from
2014 = ACTION
PRIORITY

47% (21 people)
strongly/tend to agree
15% (7 people) strongly
disagree/tend to
disagree

NOT ASKED IN 2014

1. As part of the workforce development group to
develop coaching skills for Network Develop‐
ment Managers, & other commissioners and
relationship managers, to facilitate good quality
interactions & dialogue. (action rolled over from
previous year)
2. Aim to increase frequency of contact from once
a year to quarterly as a minimum standard.
(rolled over from last year)
3. Ensure that organisational structure charts are
available on skyline to facilitate better
communication.
1. Target critical stakeholder groups: member
practices, Healthwatch/patient groups & Local
Authority (ie, those who disagree).
2. Develop communication channels whereby we
can broadcast suggestions made & actions or
decisions taken in response.
3. Within these communication channels, be
transparent & open about why/when
suggestions cannot be acted upon.

Engagement & listening to views
Thinking back over the last
12 months, would you say
your working relationship
with the CCG has got
better, worse or stayed the
same?



Thinking about the past 12
months, to what extent do
you agree or disagree that
the CCG has taken on
board your suggestions?







51% (23 people)
answered ‘Got
much/little better’

Scoring less than
‘All CCGs’ =
ACTION TO
IMPROVE

Are patients receiving clinically commissioned high quality services?
How involved, if at all, do
you feel you are in your
CCG’s decision making
process?





59% (17 people)
answered ‘very
involved/fairly
involved’
38% (11 people)
answered ‘Not very
involved/not at all
involved



60% (18 people)
involved/fairly
involved’

Drop in
performance from
2014 = ACTION
PRIORITY

1. To continue the review of the role of Clinical
Cabinet and other mechanisms for engagement
to better enable engagement in this process.
2. To develop mechanisms on Skyline for early
clinical engagement in decision making.
3. To further enable the roll out of Skyline across
practices and for corporate leads to continue to
promote use and highlight existing consultations.
4. To develop communications plans to support the
3

NHS Wakefield CCG 360 Stakeholder Survey
Question:

Our survey result 2015:

Our survey result 2014:

Reason for action:

Development points:
planning and delivery process for 2016/17.

59% (27 people)
answered
‘strongly
agree/tend to
agree’

Drop in
performance from
2014 = ACTION
PRIORITY

1. To ensure transparency in all consultations with
the membership and partners.
2. Wherever input has been made to ensure that
feedback is provided on when comments have
been taken on board and where they haven’t the
rationale for why.
3. To use Skyline to update on commissioning
processes wherever appropriate.
4. To develop communication and engagement
mechanisms to allow members and partners to
input in to the planning process for 2016/17 in a
timely appropriate manner.
5. To develop communication plans to ensure
feedback on why decisions have been made.
6. To deliver the commissioning priorities events as
part of the planning process.

 83% (38 people)
answered ‘a great
deal/a fair amount’

Drop in
performance from
2014 = ACTION
PRIORITY



Drop in
performance from
2014 = ACTION
PRIORITY

1. To continue the review of the role of Clinical
Cabinet and other mechanisms for engagement
to better enable engagement in this process.
2. To develop mechanisms on Skyline for early
clinical engagement in decision making.
3. To further enable the roll out of Skyline across
practices and for corporate leads to continue to
promote use and highlight existing consultations.
4. To develop communications plans to support the
planning and delivery process for 2016/17.

Are patients and the public actively engaged and involved?
I understand the reasons
for the decisions that the
CCG makes when
commissioning services.





58% (26 people)
‘strongly agree/tend to
agree’
13% (6 people)
‘strongly disagree/tend
to disagree’



Are CCG plans delivering better outcomes for patients?
How much would you say
you know about the CCG’s
plans and priorities?





When I have commented
on the CCG’s plans and
priorities I feel that my
comments have been
taken on board.





78% (35 people)
answered ‘a great
deal/a fair amount’
22% (10 people)
answered ‘not very
much/a fair amount’
53% (24 people)
‘strongly agree/tend to
agree’
14% (6 people)
‘strongly disagree/tend
to disagree’

59% (27 people)
‘strongly
agree/tend to
agree’
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NHS Wakefield CCG 360 Stakeholder Survey
Question:

Our survey result 2015:

Our survey result 2014:

Reason for action:

Development points:

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

1. To continue to review the process for
engagement and consultation across all practices
considering engagement at the district, network
and hub level.

Scoring less than
‘All CCGs’ =
ACTION TO
IMPROVE

1. To utilise Skyline to communicate out to member
practices the outcomes of discussions at these
groups.
2. Corporate leads to have a role in ensuring that
networks understand the role and remit of these
groups and how we are engaged within them
and encourage 2 way communication.

Drop in
performance from
2014 = ACTION
PRIORITY

1. Publicise our quality management system.
2. Use the social intranet for Q&A.
3. Develop communication plans for publishing
evaluation of programmes of work leading to
quality improvements.
4. Corporate Leads and Governing Body members
to promote successful outcomes in quality
improvements in network meetings.
5. A section of the annual membership meeting to
be dedicated to successful outcomes achieved as
well as looking forward to the future.
6. Continued development of the work of the
Planning and Delivery Group to have continued
quality improvements at the heart of planning
for the organisation alongside productivity,
5

Does the CCG have robust governance arrangements?
Overall how involved, if at
all, do you feel you have
been involved in
discussions about CCG’s
plans for primary care co‐
commissioning?





42% (12 people)
answered ‘very
involved/fairly involved
59% (17 people) not
very involved/not at all
involved

NOT ASKED IN 2014

Are CCG’s working in partnership with others?
To what extent if at all,
would you say that the
CCG has contributed to
wider discussions through
local groups (UCWG, QSG
etc)




73% (33 person)
answered ‘a great
deal/a fair amount
27% (12 people)
answered ‘not very
much/not at all’

Does the CCG have strong and robust leadership?
The leadership of the CCG
 56% (25 people)
is delivering continued
answered ‘strongly
quality improvements.
agree/tend to agree’
 18% (8 people)
answered ‘tend to
disagree/don’t know’
The clinical leadership of
 56% (25 people)
the CCG is delivering
answered ‘strongly
continued quality
agree/tend to agree’
improvements
 20% (9 people)
answered ‘strongly
agree/tend to agree’

NOT ASKED IN 2014

 63% (29 people)
answered ‘strongly
agree/tend to
agree’

 72% (33 people)
answered ‘strongly
agree/tend to
agree’

Scoring less than
‘All CCGs’ =
ACTION TO
IMPROVE

NHS Wakefield CCG 360 Stakeholder Survey
Question:

Our survey result 2015:

Our survey result 2014:

Reason for action:

I have confidence in the
leadership of the CCG to
deliver improved
outcomes for patients.

 62% (28 people)
answered ‘‘strongly
agree/tend to agree’
 10% (5 people)
answered ‘strongly
disagree/tend to
disagree/don’t know’

 74% (34 people)
answered ‘strongly
agree/tend to
agree’

Drop in
performance from
2014 = ACTION
PRIORITY

Development points:
prevention and innovation.
1. Publicise our quality management system.
2. Use the social intranet for Q&A.

Scoring less than
‘All CCGs’ =
ACTION TO
IMPROVE
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Information

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

It is recommended that the Governing Body:‐
i. note the current performance against the CCG strategic objectives and Quality Premium; and
ii. note the report and that the full unabridged versions have been presented at Integrated Governance
Committee in May and June 2015 where discussion and assurance has been provided verbally and through
exception reporting.
Executive Summary:
The Integrated Quality & Performance report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is aligned to the CCG’s six strategic priorities outlined in our Strategic Plan (NHS
Wakefield – the next 5 years).
The report is a summary of the May and June Integrated Quality & Performance reports which have been
presented to the two previous Integrated Governance Committee meetings. The format of this summary report
has been revised to highlight to Governing Body members the issues, actions and next steps discussed at the
Integrated Governance Committee.
Key Success Stories
 YAS Cat A (Red1 and Red2) 19 minute response times have met the operational standard in March for both
CCG and provider position.
 There continues to be no reported 12 hour Trolley waits for the year to date.
 6 Week Diagnostic test waiting times have met the required standard during the period for Month and YTD
position for MYHT.
 The CCG and MYHT have met the monthly Referral to Treatment – Incomplete pathway performance for
the sixth consecutive month.
 MYHT have reported no occasions in month where patients who have had cancelled operations have not
been offered a new date within 28 days.
 2 MRSA cases were assigned to NHS Wakefield CCG in 2014/15, compared to 6 in 2013/14.
 1 MRSA case was assigned to MYHT in 2014/15, compared to 7 in 2013/14.
 NHS Wakefield CCG and MYHT both met clostridium difficile targets in 2014/15.
 Patients praised the care received at MYHT on April’s Patient Safety Walkabout at Pinderfields.
 MYHT is one of sixteen trusts nationally to be classed as having a ‘lower than expected’ SHMI for
discharges in the reporting period October 2013 – September 2014.
 CQC Intelligent Monitoring shows a reduced number of elevated risks for MYHT
 The MYHT Friends and Family Test inpatient response rate has increased significantly

 Wakefield CCG achieved the Dementia Diagnosis challenge target at the end of 2014/15.
 Overall MYHT performs well in the 2014 National Inpatient Survey
Key areas for improvement
 YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the operational standard
for YTD.
 MYHT and Ambulance turnaround targets continue to fail to meet the required standard. However month
and month crew clearance performance levels are continuing to increase.
 A&E performance at MYHT has not met the required standard for Month and the YTD Position.
 West Ridings received a ‘requires improvement’ rating from the CQC.
 % patients calling NHS 111 in Yorkshire and the Humber being transferred to a clinical advisor or being
called back within 10 minutes is significantly below the national average.
 Nurse staff vacancies on medical and surgical wards at MYHT increased to 100.74 WTE in April 2015.
 The latest Sentinel Stroke National Audit Programme data for MYHT does not show improvement.
 Patient Safety Walkabouts, the National Inpatient Survey and the Quality Intelligence Group all identify
discharge planning at MYHT as an area which requires improvement.
 The MYHT Q4 Staff Friends and Family Test results are amongst the worst nationally.
Link to overarching principles
from the strategic plan:
Citizen Participation and Engagement

Wider Primary Care at Scale including Network development

A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

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







Not applicable

Not applicable

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

Previously presented at
committee / governing body:

Integrated Governance Committee – 21 May and 18 June 2015

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource implications:

Integrated quality and performance report
July 2015
Governing body summary

Executive Summary
Report content
Recommendations
It is recommended to:
1 ‐ Note the current performance against the CCG’s strategic objectives and Quality Premium
2 ‐ Note the report and that the full unabridged versions have been presented at Integrated Governance Committee in May and June 2015 where discussion and assurance has been
provided verbally and through exception reporting
All data relates to April 2015 unless otherwise stated

Key success stories

Areas for improvement

YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the
operational standard
6 Week Diagnostic test waiting times have met the required standard during the period for The Acute Trust and Ambulance turnaround targets continue to fail to meet the required
standard.
Month
The CCG and MYHT have met the monthly Referral to Treatment – Incomplete pathway
A&E performance at MYHT has not met the required standard for Month and the YTD
performance since Sept‐14
Position
The trust have reported no occasions in month where patients who have had cancelled
West Ridings received a ‘requires improvement’ rating from the CQC
operations have not been offered a new date within 28 days
% patients calling NHS 111 in Yorkshire and the Humber being transferred to a clinical
2 MRSA cases were assigned to NHS Wakefield CCG in 2014/15, compared to 6 in 2013/14
advisor or being called back within 10 minutes is significantly below the national average
1 MRSA case was assigned to MYHT in 2014/15, compared to 7 in 2013/14
Nurse staff vacancies on inpatient wards at MYHT are increasing
The latest Sentinel Stroke National Audit Programme data for MYHT does not show
NHS Wakefield CCG and MYHT both met clostridium difficile targets in 2014/15
improvement
Patients praised the care received at MYHT on April’s Patient Safety Walkabout at
Patient Safety Walkabouts, the National Inpatient Survey and the Quality Intelligence Group
Pinderfields
all identify discharge planning at MYHT as an area which requires improvement
MYHT is one of sixteen trusts nationally to be classed as having a ‘lower than expected’
Summary Hospital Mortality Index for discharges in the reporting period October 2013 –
The MYHT Q4 staff Friends and Family Test results are amongst the worst nationally
September 2014
CQC Intelligent Monitoring shows a reduced number of elevated risks for MYHT
The MYHT Friends and Family Test inpatient response rate has increased significantly
Wakefield CCG achieved the Dementia Diagnosis challenge target at the end of 2014/15
Overall MYHT performs well in the 2014 National Inpatient Survey
Whitwood Hall received an ‘excellent’ rating for caring rating from the CQC
There remains no reported 12 hour Trolley waits
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Executive Summary
Items also included in the May and June IGC quality and performance reports
Complaints and Compliments

111 Clinical Call Back exception report
Friends and Family Test analysis (A&E, Community, Inpatient,
Mental Health, Staff)
MYHT Elderly and Medicine Ward Dashboard
MYHT CQC Intelligent Monitoring

Acute provider dashboard
Q4 CQUINs achievement
Serious Incident Summary

MYHT Nurse Staffing vacancies
MYHT Paediatrics Diabetes Peer Review
MYHT Trauma Peer Review
National Inpatient Survey
Sentinel Stroke National Audit Programme summary

Summary of items discussed at Integrated Governance Committee
IGC 21 May 2015
1 ‐ Registered nurse staffing vacancies at MYHT
It was highlighted registered nurse vacancies at MYHT have increased in recent months, which is impacting on the Trust’s capability to ensure nurse staffing levels meet recommended levels. The problem most acute in the Division of
Medicine. The Division’s vacancy position in October 2014 was 37.60 WTE and has steadily increased month on month to 69.46 WTE in March 2014.
However, the Trust have recruited 85 registered nurses following an international recruitment drive and approximately 24 student nurses who will qualify in the summer and start in September 2015. With the delays at the NMC for
international recruits the trust is predicting it will not be until November 2015 when the number of vacancies reduces significantly.
This issue is being discussed monthly at MYHT Executive Quality Board. Staffing would also feature as part of the Quality Surveillance Group
2 ‐ MYHT Sentinel Stroke National Audit Programme results
Data for October 2014 – December 2014 showed no improvement against the audit standards. A Stroke Improvement summit will be held in July/August 2015. It is planned that changes made by MYHT to the CT pathway will show an
improvement in the percentage of patients being scanned within 1 hour of arrival when the January 2015 – March 2015 data is published.
3 ‐ A&E 4hr target breaches
It was highlighted that the trust continue to fail to meet the A&E 4hr target, this is being monitored and managed closely at the trust with commissioner oversight to validate and track progress
4 ‐ Turnaround times
There is continued difficulty in achieving the required turnaround times by both the trust and YAS.
5 ‐ RTT
Achievement has been made in the Incomplete pathway target, but with the Completed Admitted and Non Admitted failing to reach the required standard. NHS England have issued a letter in relation to not measuring the Completed
targets on a national basis, these will be monitored on an ongoing basis until this point, with penalties and contractual processes followed until that point
IGC 18 June 2015
The year end report position was presented and achievements could be compared between the year end 13/14 to 14/15 positions. No additional indicators where highlighted other than those that had been discussed at length
throughout the year. The report was acknowledged.
1 ‐ Turnaround times
There has remained difficulty in achieving the required turnaround times, this remains an issue for both the trust and YAS. Work remains ongoing with both providers and regionally
2 ‐ A&E 4hr target breaches
It was highlighted that although the health economy is now out of winter there still remains large pressures across the system that continue to adversely affect the performance in A&E, with overall volumes increasing.
Commissioners are working with providers and other services in the area to review demand and patient flow through the hospital and system
3‐ RTT
Achievement has been made in the Incomplete pathway target, but with the Completed Admitted and Non‐Admitted failing to reach the required standard.
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Executive Summary
Actions and next steps
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Area for improvement

Outcome required

CCG actions

A&E Performance

Return to previous levels of achievement of the
standard of 95% within 4 hours

Working with the Trust to understand both demand patterns and internal patient flow with a
view to performance improvement on a 30/60/90 day time horizon

Acute Trust & Ambulance
Turnaround Times

Improvement in turnaround times for YAS and
MYHT to move towards achieving the required
standards

Liaison via turnaround collaborative and directly between providers to improve areas of
handover pressure. This will also improve ambulance resource availability for YAS.

Referral to treatment targets

Deliver sustainable achievement across all RTT
standards

Cancer 62day pathway

Continue to engage both MYHT and LTHT to improve overall pathway particularly in relation to
Improve performance to reduce patients breaching
diagnostics and handovers.
the 62day target

Ambulance Response Times

To deliver sustainable performance across
Yorkshire & Humber for RED performance.

Monitor and assess progress against the relevant standards. Continue to work with MYHT on
both sustaining and improving performance. The next performance summit is scheduled for 29
July 2015.

Engaging with YAS and Yorkshire & Humber CCG’s collaboratively to develop and deliver a region
– wide improvement plan; including both resource deployment and availability; and system‐wide
links to other services.

Executive Summary
Quality Premium 2014/15
Financial Gateway
A CCG will not receive a quality premium if:
‐ In the view of NHS England, during 2014/15 the CCG has not operated in a manner that is consistent with the obligations and principles set out in the Managing Public Money; or
‐ During 2014/15 it incurs an unplanned deficit, or requires unplanned financial support to avoid being in this position; or
‐ It receives a qualified audit report in respect of 2014/15
NHS Constitution measures
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 following patient rights or
pledges (25% reduction per measure):
‐ Maximum 18 week waits from referral to treatment (incomplete pathways)
‐ Maximum 4hr waits in A&E departments
‐ Maximum 14 day wait from an urgent GP referral for suspected cancer
‐ Maximum 8 minute responses for Category A Red 1 ambulance calls
Population
Total Funding

355,000
£1,775,000

Percentage of quality
premium
Preventing people form dying prematurely Potential years of life lost (PYLL)
15%
Enhancing quality of life for people with longImproving Access to
15%
term conditions
psychological therapies
Enhancing quality of life for people with longAvoidable emergency admissions
25%
term conditions
Ensuring people have a positive experience Friends and family test and
15%
of care
patient experience
Treating and caring for people in a safe
Improved reporting of
environment and protecting them from
15%
medication and safety incidents
avoidable harm
Further local measure
15%
Smoking in pregnancy
100%
Domain

Quality Premium Measure

NHS Constitution Rights and Pledges
Referral to Treatment (18 Weeks Incomplete)
A&E Waits
Cancer Waits ‐ max 14 days urgent GP Referral
Category A Red 1 Ambulance Calls
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Current YTD
Performance

Current YTD
Performance

Potential value for CCG
£266,250

Current eligible QP Funding
£266,250

£266,250
£443,750

£443,750

£266,250

£266,250

£266,250

£266,250

£266,250
£1,775,000

£266,250
£1,508,750

Adjustment to Funding

Quality Premium
Funding
‐25%
‐£377,187
‐25%
‐£377,187

‐25%
Total Adjustment
NET Total Payable

‐£377,187
‐£1,131,561
£377,189

Strategic Performance Monitoring
Citizen participation and empowerment
Provider

MYHT

SWYPFT
Wakefield

Friends and Family
% of patients recommending the service
Test ‐ A&E
Friends and Family
% of patients recommending the service
Test ‐ Inpatient
Q2 Labour Ward % of patients
Friends and Family recommending the service
Test ‐ Maternity
Q3 Post Natal Ward % of patients
recommending the service
NEW Friends and
% of patients recommending the service
Family ‐ Community
Friends and Family % of staff recommeding Trust as place to
Test ‐ Staff
receive treatment
Friends and Family
% of patients recommending the service
Test ‐ Mental Health
NEW Friends and
% of patients recommending the service
Family Test ‐ GP

Indicator

YAS

FFT ‐ Calderdale,
% of patients recommending the service
Kirklees & Wakefield
Friends and Family % of staff recommending Trust as place to
Test ‐ Staff (YAS)
receive treatment

Actual

YTD

Mar

88%

93.0%

93.8%

↓

••••••

Dr AS

LE

Mar

94%

93.0%

94.5%

↓

••••••

Dr PW

LE

Mar

97%

100.0%

97.8%

↑

••••••

Dr AC

LE

Mar

93%

89.0%

96.0%

↓

••••••

Dr AC

LE

Mar

95%

97.0%

95.0%

↑

••

Q4

77%

52%

57.7%

↓

••

Dr PW

LE

Mar

86%

80.0%

85.0%

↓

••

Dr CH

LE

Mar

88%

90.0%

‐

↓

•

Dr GC

LE

Reporting National
Period
Average

Provider

Wakefield
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Reporting National
Period
Average

Indicator

Trend Information
From Previous
Commissi
Clinical
previous months
oning
Lead
Month score card
Lead

Actual

YTD

Trend Information
Commissi
From Previous
Clinical
oning
previous months
Lead
Month score card
Lead

Apr

90% (Trust
target)

98

98

Q4

77%

81%

77%

↑

••

Dr AS

LE

Dr AS

LE

NHS Wakefield PALS Number of contacts

May

29

65

↓

Dr DB

LE

NHS Wakefield
Complaints

May

6

16

↓

Dr AS

KB

Number of complaints received

Report

Report

Strategic Performance Monitoring
Access to the Highest Quality Urgent and Emergency Care
Wakefield CCG
Provider

MYHT

YAS

Trend Information

Provider

Previous
From
months
YTD
FOT previous
Actual
score
Month
card
Not reported at
Not reported at CCG Level
87.9%
CCG Level

2014/15
CCG
Reportin
Target
Actual
g Period
Performa
nce

Indicator
A&E 4 hour waiting time % Patients who spent 4
standard
hours or less in A&E
No wait from a decision
Trolley Waits in A&E
to admit to admission of
more than 12 hours
All handovers between
Acute Trust ‐ Turnaround ambulance and A&E
Time
should take place within
15 mins
All crews should be ready
Ambulance ‐ Turnaround
to accept new calls within
Time
15 mins
Cat A (Red 1) 8 min
response time
Cat A (Red 2) 8 min
Ambulance response
response time
times
Cat A (Red 1 and 2) 19
min response time

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

YTD

FOT

87.9%

87.9%

↓

Dr AS

LD

0

0

↔

Dr AS

LD

Apr

95%

‐

Apr

0

‐

Not reported at CCG Level

Not reported at
CCG Level

0

Apr

100%

‐

Not reported at CCG Level

Not reported at
CCG Level

71.9%

↑

Dr AS

LD

Y

Apr

100%

‐

Not reported at CCG Level

Not reported at
CCG Level

86.3%

↓

Dr AS

JF

Y

Apr

75%

72.5%

82.3%

82.3%

82.3%

↑

••••••

74.9%

74.9%

74.9%

↑

Dr AS

JF

Y

Apr

75%

69.9%

74.4%

74.4%

74.4%

↑

••••••

72.7%

72.7%

72.7%

↑

Dr AS

JF

Y

Apr

95%

97.1%

97.8%

97.8%

97.8%

↑

••••••

96.2%

96.2%

96.2%

↑

Dr AS

JF

Y

Mental Health Service Transformation
Indicator

Care Programme
Approach (CPA)

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

People entering
Improving Access to
Psychological Therapies psychological therapies
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Reporting
Period

Target

2014/15
CCG
Performan
ce

Q3

N/A

97.9%

Q3

Wakefield CCG

Trend Information

Actual

YTD

FOT

From
Previous
previous months
Month score card

98.1%

97.9%

97.9%

n/a

3.76%

n/a

This data will be validated
3.75 in Q4 centrally by HSCIC and published
in July 2015

SWYPFT
Actual

YTD

FOT

Trend
from
previous
Quarter

••••••

97.2%

96.7%

96.7%

↑

••••

Not at
Provider
Level

Clinical Commissio Exception
Lead
ning Lead Report

Dr CH

MEz

Dr CH

MEz

Strategic Performance Monitoring
A step change in the productivity of elective care
Wakefield CCG
2014/15
Reporti
CCG
Actual
ng
Target
Perform
Period
ance

Indicator

Cancer Waits ‐ 2
Weeks

Cancer Waits ‐ 31
Days

Max 2 week wait from GP referral to first
outpatient appointment ‐ all cancer
Max 2 week wait for patients refered with breast
symptoms ‐ cancer not suspected
Max 31 day wait from diagnosis to first diffinitive
treatment ‐ all cancers
Max 31 day wait for subsequent treatment
where treatment is surgery
Max 31 day wait for subsequent treatment
where treatment is an anti‐cancer drug regieme
Max 31 day wait for subsequent treatment
where treatment is a course of radiotherapy
Max 62 day wait for first definitive treatment
following a consultant decision to upgrade
priority of patient

YTD

FOT

Trend
Information
Previous
From
months
Actual
previous
score
Month
card
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YTD

FOT

Trend
Commis
Exceptio
from Clinical
sioning
n Report
previous Lead
Lead
Month

Apr

93%

95.7%

97.5%

97.5%

97.5%

↑

•••••• 97.7%

97.7%

97.7%

↑

Dr AM

MA

Apr

93%

97.4%

99.1%

99.1%

99.1%

↑

•••••• 99.0%

99.0%

99.0%

↑

Dr AM

MA

Apr

96%

98.2%

98.1%

98.1%

98.1%

↑

•••••• 98.4%

98.4%

98.4%

↓

Dr AM

MA

Apr

94%

96.6%

96.9%

96.9%

96.9%

↑

•••••• 92.3%

92.3%

92.3%

↓

Dr AM

MA

Apr

98%

100.0% 100.0% 100.0% 100.0%

↑

•••••• 100.0% 100.0% 100.0%

↔

Dr AM

MA

Apr

94%

99.3%

↑

••••••

Dr AM

MA

No
Operatin
g
standard
2014/15

Dr AM

MA

95.5%

95.5%

95.5%

Apr

90%

83.3% 100.0% 100.0% 100.0%

↑

Apr

90%

91.5% 100.0% 100.0% 100.0%

↑

•••••• 100.0% 100.0% 100.0%

↑

Dr AM

MA

Apr

85%

84.2%

82.1%

82.1%

82.1%

↓

•••••• 89.3%

89.3%

89.3%

↑

Dr AM

MA

Apr
Apr
Apr

90.0%
95.0%
92.0%

87.0%
90.8%
91.6%

83.8%
89.5%
92.4%

83.8%
89.5%
92.4%

83.8%
89.5%
92.4%

↓
↓
↑

•••••• 78.2%
•••••• 88.4%
•••••• 92.0%

78.2%
88.4%
92.0%

78.2%
88.4%
92.0%

↓
↓
↑

Dr PW
Dr PW
Dr PW

LD
LD
LD

Y
Y
Y

Apr

0

22

1

1

1

↑

••••••

1

1

↑

Dr PW

LD

Y

Apr

99%

99.2%

99.1%

99.1%

99.1%

↓

•••••• 99.3%

99.3%

99.3%

↓

Dr PW

LD

Apr

0

0

0

0

0

↔

••••••

0

0

↑

Dr PW

LD

Cancer Waits ‐ 62
Days

Max 62 day wait from referral linked to the NHS
Screening Program to start 1st treatment for all
cancers
Max 62 day wait from urgent GP referral to first
definitive treatment for cancer
RTT Admitted pathways
18 Week RTT Waiting
RTT Non‐admitted pathways
Time Standard
RTT ‐ Incomplete pathways
Number of 52 week
Number of patients on incomplete pathways
Referral to treatment
over 52 weeks
pathways
Diagnostic test
Patients waiting for a diagnostic test should be
waiting times
waiting for less than 6 weeks
All patients who have operations cancelled on/
Cancelled Operations after admission, should be offered a date for re‐
admission within 28 Days

MYHT

1

0

Y

Strategic Performance Monitoring
System Wide Quality Measures
Wakefield CCG

Target

Minimise breaches

Apr

0

0

MRSA

Apr

0

Clostirdium
Difficile

Apr

6/72

Indicator

Mixed sex
accommodation
breaches
Healthcare associated
infections

2014/15
CCG
Actual
Performan
ce

Reporting
Period

Trend Information

MYHT

From Previous
previous months Actual
Month score card

YTD

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

YTD

FOT

0

0

0

↔

••••••

0

0

0

↔

Dr PW

LD

2

0

0

0

↔

••••••

0

0

0

↔

Dr AF

JO'D

67

8

8

96

↓

••••••

4

4

48

↑

Dr AF

JO'D

Maternity, Children and Young People Transformation
Wakefield CCG

Provider

MYHT

9

2014/15
Reporting
CCG
Target
Actual
Period
Performanc
e

Indicator

Smoking in
pregnancy

% of mothers
smoking at the
time of delivery

Q3

23%

19.1%

YTD

18.3% 19.1%

FOT

19.1%

Trend Information

Provider

From Previous
previous months Actual
Month score card

↑

••••••

YTD

FOT

18.5% 19.4% 19.4%

Trend
from
Commis
Clinical
Exceptio
previou
sioning
Lead
n Report
s
Lead
Quarter
↑

Dr AF

MEz

Citizen Participation and Empowerment
Quality Intelligence Group April 2015

10

Citizen Participation and Empowerment
Quality Intelligence Group – May 2015

11

Citizen Participation and Empowerment
Healthwatch Queen Elizabeth House Enter and View

12

Citizen Participation and Empowerment
CQC Inspection
Provider
Date of Inspection
Review Type
Link to Report
CQC history: Last inspection April 2014

Clarence Gardens
17 March 2015
Unannounced
Clarence Gardens

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Current Status
Good
Good
Good
Good
Good

Good

Provider
Date of Inspection

The Grove Care Home
19 February & 2 March 2015

Outcomes
Safe

Current Status
Requires improvement

Review Type

Unannounced

Effective

Requires improvement

Link to Report

Grove

Caring
Responsive

Good
Requires improvement

Well‐led

Requires improvement

CQC history: Last inspection April 2014

Overall rating
Provider

Whitwood Hall

Date of Inspection

18 & 19 February 2015

Outcomes
Safe

Review Type

Unannounced

Effective

Link to Report

Whitwood

Caring

CQC history: Last inspection May 2013

Responsive
Well‐led

Overall rating

13

Requires improvement
Current Status
Requires improvement
Good

OUTSTANDING
Good
Requires improvement

Requires improvement

Citizen Participation and Empowerment
CQC Inspection
Provider
Date of Inspection
Review Type
Link to Report
CQC history: No previous inspection

Carlton Lodge
4 March 2015
Unannounced
Carlton

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Overall rating

Good

Provider

West Ridings

Outcomes

Date of Inspection

4 March 2015

Safe

Requires improvement

Review Type

Unannounced

Effective

Requires improvement

Link to Report

West Ridings Residential and Nursing Home

Caring

CQC history: 9 July 2014 – routine inspection
5,6 March 2014 – follow up inspection

Current Status

Good

Responsive

Requires improvement

Well‐led

Requires improvement

Overall rating

14

Current Status
Good
Good
Good
Requires improvement
Good

Requires improvement

Access to the highest quality urgent and emergency care
Additional support measures
Trend
Provider
Information
Previo
From
2014/1
us
previo
5 CCG
month Actual YTD FOT
Actual YTD FOT
Target
us
Perfor
s score
Month
mance
card
Not reported at CCG Not reported
2.90% 3.50% 3.50%
<3.5%
‐
Level
at CCG Level
<12.6
Not reported at CCG Not reported 10.90 12.10 12.10
‐
%
Level
at CCG Level
%
%
%
23.30 22.40 24.00
21.60
23.3 23.3
↓
••••
50%
‐
%
%
%
%
50.00 49.70 51.00
48.50 50.80 50.80
57%
↓
••••
‐
%
%
%
%
%
%
nat av
28.70 27.30 27.30
35.70 28.80 26.80 26.80
↓ •••••
98%
%
%
%
%
%
%
%
Not reported at CCG Not reported 97.00 92.60 92.60
95%
‐
Level
at CCG Level
%
%
%
31.60 29.80 29.80
31.00 33.70 30.80 30.80
↑ •••••
95%
%
%
%
%
%
%
%
98.90 98.80 98.80
98.80 98.80 98.80
↓ •••••
95% 99.3
%
%
%
%
%
%
49.30 49.30 49.30
50.00 51.60 51.60
95% 60.3
↓ •••••
%
%
%
%
%
%
64.10 66.80 66.80
62.90 62.90 62.90
↓ •••••
95%
74
%
%
%
%
%
%
94.20 94.60 94.60
91.20 91.20 91.20
↓ •••••
95% 95.3
%
%
%
%
%
%
80.70 82.80 Not reported at CCG Not reported 80.20 82.80 82.80
%
%
Level
at CCG Level
%
%
%
87.20 88.10 Not reported at CCG Not reported 85.60 85.70 85.70
%
%
Level
at CCG Level
%
%
%
Wakefield CCG

Provider

Indicator

Emergency Re‐
admissions
MYHT

Emergency readmissions within 30 days following an
elective spell
Emergency readmissions within 30 days following an
emergency spell

Report
ing
Period
Dec

↑

Dr AS

JF

↑

Dr AS

JF

↑

Dr AB

GR

Y

↑

Dr AB

GR

Y

↑

Dr CJ

SR

Y

↑

Dr CJ

SR

↑

Dr CJ

SR

↓

Dr AS

JF

↓

Dr AS

JF

↑

Dr AS

JF

↑

Dr AS

JF

↓

Dr AS

JF

↓

Dr AS

JF

10.30 Not reported at CCG Not reported 15.40 11.00 11.00
%
Level
at CCG Level
%
%
%

↑

Dr AS

JF

Nov

60.60 64.50 Not reported at CCG Not reported 54.70 56.20 56.20
%
%
Level
at CCG Level
%
%
%

↑

Dr AS

JF

Jan

Mar

<5% 5.90%

Not reported at CCG Not reported
6.60% 6.40% 6.40%
Level
at CCG Level

↑

Dr AS

JF

Jan

Dec

Oct
Dec 14
% of patients admitted to stroke ward within 4 hours of
Oct
arrival
Dec 14

% patients scanned within 1 hour of arrival
Stroke

YAS 111
Performance

YAS Out of Hours
Performance
YAS

% of clinical call backs within 10 mins

Mar

% calls answered within 60 seconds

Mar

% of warm transfers

Jan

% Definitive Clinical Assessments in time

Apr

% Emergency within 1 hour

Apr

% Urgent within 2 hours

Apr

% Less Urgent within 6 hurs

Apr

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

15

Trust absence rate

Trend
from
Commi Except
Clinical
ssionin ion
previo
Lead
us
g Lead Report
Month

Nov
Nov

Nov 8.70%

Y

Jan

Elective care: Planned Care:
What are people telling us?

16

Mental
Healthservice
service transformation
Mental
Health
transformation

17

Maternity, children and young people transformation
Wakefield CCG

Indicator
Maternal Number of maternal
Deaths
deaths
Breast
Initiation of breast
Feeding
feeding
Initiation
% infants totally or
Breast
Feeding at 6 partially breast fed at
weeks
6 weeks

18

2013/14
CCG
Reportin
Target
Actual
g Period
Perform
ance
Feb

0

‐

Q3

60%

60%

Q3

36%

‐

YTD

FOT

‐

‐

Trend
Information
Previous
From
months
previous
Actual
score
Month
card
↔

••••••

66.00% 63.60% 63.60%

↓

•••

33.30% 31.90% 31.90% 31.90%

↓

•••

0

MYHT

YTD

FOT

0

0

67.80% 64.70% 64.70%

‐

‐

‐

Trend
from
previous
quarter

D.A.

Commis
Exceptio
Clinical
sioning
Lead
n Report
Lead

•

Dr AC

MC

↓

•

Dr AF

AM

Mar

‐

•

Dr AF

AM

Mar

System Wide Quality Measures ‐ organising ourselves
Additional support measures
MYHT
Indicator
(Source: MYHT Trust Board Performance Report)

95.00%

95.80%

92.94%

94.24%

94.24%

94.24%

↑

••••••

•

Dr PW

LE

3

0

0

0

↔

••••••

•

Dr PW

LE

‐

↑

•

Dr PW

LE

•

Dr PW

LE

2014/15
Reporting
Target Performanc Actual
Period
e

Venous Thromboembolism % patients risk assessed
Mar
95%
% patients receiving harm
Harm free care
Apr
95%
free care
Never Events
Number of never events
May
0
Number of open serious
Serious Incidents
May
‐
incidents
Number of new serious
Serious Incidents
May
‐
incidents for month
Proportion of patient safety
Patient Safety Incidents
incidents that are harmful ‐
Apr
<29%
Trust
Summary Hospital Mortality
Jul 14‐
SHMI score
<100
Indicator
Sep 14
Hospital Standard Mortality
HSMR remodelled
Dec‐14
<100
Rate
Hospital Standard Mortality
HSMR ‐ weekend
Jan
<100
Rate
Absence
Total sickness rate
Mar
<4%
WTE Registered Nurse
Surgery nurse vacancies
Apr
<15 / 5%
vacancies
WTE Registered Nurse
Medicine nurse vacancies
Apr
<23 / 5%
vacancies
under
Staff turnover
Turnover rate (rolling year)
Apr
review
CQC Rating
Mar
95%

19

95.30%

Trend Information
Previous
From
months
FOT
previous
score
Month
card
95.80%
↔
••••••

‐
276

207

92.45
(13/14)
4.80%

‐

D.A.

•

Dr PW

LE

22

52

312

↓

39.00%

39.00%

39.00%

↓

••••••

•

Dr PW

LE

↑

••••••

•

Dr PW

LE

‐
‐

YTD

Commissi
Exception
oning
Report
Lead

Clinical
Lead

87.6

‐

Mar

97.83

91.91

↓

••••••

•

Dr PW

LE

124.47

111.5

↑

••••••

•

Dr PW

LE

4.47%

4.80%

↑

••••••

•

Dr PW

JP

May

4.80%

‐

25.79WTE

↓

••••••

•

Dr PW

JP

May

‐

74.95WTE

↓

••••••

•

Dr PW

JP

May

0.79%

↓

•

Dr PW

JP

Requires improvement

‐

•

Dr PE

JW

10.83%
‐

0.79%

‐
‐

System Wide Quality Measures (Organising ourselves):
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Pinderfields General Hospital on 23 April 2015. Walkabouts involve a small team of clinical and non‐
clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for improvement. Representatives from
Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
PGH: G12 (Acute Assessment Unit)
Patients praised the care received on the ward. The PSW team witnessed a prompt response to a call bell from a lady who needed assistance with mobilising to the bathroom. DNACPR
information was completed and filed in the front of one of the patient’s medical notes. Patient notes were completed to a good level and appeared comprehensive, up‐to‐date and easy
to read and navigate. Medical staff highlighted the use of locums out of hours which made handover in the mornings more difficult. The elderly in‐reach team described the challenges
of assessing the volume of frail and elderly patients admitted to the unit and the problems organising care packages for Leeds residents which they feel extends the length of stay. The
ward was fully staffed at the time of the visit. A staff member said nurse staffing and bed pressures had been an issue in recent months.
PGH: G20 (Respiratory)
Patients reported positive experiences. They felt well cared for, praised the staff and were especially complimentary about the food. Staff reported that they liked working on the ward.
Patients reported that call bells were answered promptly. Staff reported some patients are discharged without medicines, some discharges are happening after 7pm due to delays and
some patients are going to the Discharge Lounge without their documentation going with them. Some patients commented that they would like to have been better informed about
their care plan.
PGH: Gate 32 (Surgical Assessment Unit)
Every patient praised the care received on this ward. Patients were happy with the length of time they had to wait to be seen by a doctor. Patients were kept informed about their care
plans. One patient commented that they were impressed that their GP sent them straight for some diagnostic tests, then they were admitted onto the ward and did not have to attend
A&E. There was great staff morale on the ward. Nurse staffing levels were in accordance with planned levels at the time of the visit. The nurses the PSW team spoke to said staffing
levels had generally been good in recent weeks. The ward has impressive clinical leadership. The Ward Manager outlined a number of improvements made in recent weeks and had a
clear vision of how they wanted to further improve the patient experience over the next 12 months. This included a plan to reduce emergency admissions by 40%. Staff were proud that
they were presented with a Trust award to recognise the effective teamwork on the ward.
PGH: Gate 42 (elderly care)
Good signage including fire safety, visiting times, complaints/compliments and staffing. Excellent communication and interactions between staff (all the MDT) and patients. HCAs were
undergoing Forget Me Not training provided by a mental healthcare nurse. Patients were very excited about a reminiscence tea party held the previous day. DNACPR forms were fully
completed and filed within the notes, however the notes were generally untidy with loose paper. Catheter bags were in place and supported by catheter plans. Staff advised it was a
good place to work and would recommend it but only if people were prepared to work hard. The ward was very clean however it appeared very cluttered due to a lack of storage space.
Excellent walkabout on a very challenging ward.
Key Actions
The full report was discussed at MYHT Executive Quality Board in June 2015.
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System Wide Quality Measures ‐ organising ourselves
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Dewsbury and District Hospital on 6 May 2015. Walkabouts involve a small team of clinical and non‐
clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for improvement. Representatives from
Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Ward 1 (ante/postnatal)
Women felt they had the opportunity to contribute to their care plan. The ward felt adequately staffed. Women praised the cleanliness of the ward. Staff responded promptly to a call
bell. Women felt staff on the ward were caring and approachable. Women praised the food, although partners were unsure if they were entitled to food.
One woman described being advised of their discharge in the morning, but by 15:30 they had not been informed of their discharge plan by a nurse. One woman felt there was a lack of
stimulation on the ward, individual TV screens were expensive and the seating in the TV lounge was uncomfortable. The walkabout team found an overfull sharps bin with inappropriate
items.
Ward 6b (Temporary Medical Ward)
The ward opened on 5 May 2015.
Patients reported that it only took a short amount of time for nursing staff to respond to call bells. There was a large number of thank you cards for previous patients/families indicating
good care received. Patients reported that they were not in pain, and that they were able to tell staff and this would be addressed if they were. One relative reported that their relative
had been moved 3 times since being admitted to the Trust over a 5 day period. This patient had issues with confusion and memory loss and it was felt that the number of moves has
made this patient’s confusion worse. As a result, the ward sister reported that this patient had become more challenging to care for, throwing drinks and wandering around the ward.
The team noticed that there were no Friends and Family Test cards available for patients to complete and the box was taped up. A patient admitted following a fall had a falls risk
assessment completed. It indicated the patient needs glasses but glasses were either not unpacked and were stored in a bag in the patient’s locker. Evidence in the patient record that
the patient had not been seen at all by a consultant since admission over 3 days. Ward sister indicated that there was no consultant identified for the ward at all to look after patients,
and a Specialist Registrar and Senior House Officer were overseeing patient care.
Key Actions
The full report will be shared at a future MYHT Executive Quality Board meeting in July 2015.
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Title of meeting:

Governing Body

Date of Meeting:

14 July 2015

Paper Title:

Finance Report Month 2 2015/16

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

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

11

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The Month 2 Finance Report provides a year to date position as at 31 May 2015.
The CCG is showing a breakeven position to date and at year end. This is including achievement of the required
surplus of £5,935k.
All key performance targets are green, with the exception of QIPP year to date delivery.
Link to overarching principles
from the strategic plan:

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



Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

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

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

Reference document(s) /
enclosures:

Month 2 Finance Report.

Risk Assessment:

The CCG risk register also includes the following risks which relate to our
financial position :


Risk that the CCG fails to forecast its long term financial plan

correctly due to incorrect assumptions.

Finance/ resource implications:



Risk that there is an increase in the cost of services due to service
reviews being undertaken.



Risk that the CCG does not meet the 10% reduction in running costs
for 2015/2016.



Risk that the CCG will exceed its allocation.



Risk that the CCG will be liable for void spaces in properties that
transferred to NHS Property Services.

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

Finance Report
Month 2
2015 / 16

Financial Dashboard
Financial Position
Budget
£000's
Programme
Co‐Commissioning

Change
£000's

Revised
£000's

Variance
YTD
FOT
£000's
£000's

RAG

478,835

0

478,835

30

0

54,188

0

54,188

34

0

Running Costs

7,695

0

7,695

‐64

0

Surplus

5,935

0

5,935

‐989

‐5,935

546,653

0

546,653

‐989

‐5,935

Total

Assurance Indicators

SUPPORTING

PRIMARY INDICATORS

Indicator

Apr‐15

RAG 1

Var to Plan
YTD

RAG 2

Var to Plan
FOT
QIPP Delivery
YTD
QIPP Delivery
FOT
Risk adjusted surplus

RAG 3
RAG 4
RAG 5
RAG 6

Running costs delivery

RAG 7

Underlying position FY

RAG 8

Surplus planning requirements

RAG 9
RAG 10
RAG 11

NR headroom use
BPPC performance
Cash utilisation

planned for Q1

tbc

tbc

tbc

tbc

QIPP
RAG

Plan

YTD
£000s
‐

FOT
£000s
3,810

Amber

‐

3,300

Green

1,073

6,590

1,073

13,700

Red

Total

13,700

Risks and Mitigations

£m
7.5
7
6.5
6
5.5
5
4.5
4
3.5
3
2.5
2
1.5
1
Risks

Mitigation

1

May‐15

Key Issues

As part of maintaining good financial control, the CCG has distributed month end reports to budget holders and is
reviewing the scheme of delegation and authorised signatories to ensure it is both up to date and fit for purpose.
In addition, attention is drawn to key focus areas which currently present potential risk to overall delivery
Page No

Issue No

3

1

Managing Running Costs within the Undertaking a review of non‐pay, vacancy
running cost allocation
control, review of interims/agency by June
15. Review of consultancy in line with NHS
England guidance

Key Focus Area

Action

To note the timescales and
processes for completion of any
work.

4

2

Managing QIPP delivery

Update at Integrated Governance
Committee ( IGC )

5

3

3

4

3

5

6

6

Primary Care Co‐commissioning

Expenditure has been provided by NHS
England for month 2 this is currently showing
a £35k overspend. Discussions with NHS
England to determine reasons and improve
granularity of information provided

7

7

Risks and Opportunities

Plan currently assumed that risks are
To note current assumptions
balanced against contingency and changes to
non‐recurrent investment

Elective Care referral support schemes and
management of Prescribing arrangements in
secondary care schemes are to be
accelerated.
Review of Non recurrent resources Root and branch review of non recurrent
commitment and opportunities
Managing Continuing Health Care On going liaison with CHC team to ensure that
growth assumptions
previously proposed actions presented to
Integrated Governance Committee are
progressed.
Trading Positions
Freeze activity information and Prescribing
data is not available at month 1

2

Recommendation

Review overall controls. Clinical
Cabinet to review.
To note that Integrated Governance
Committee have received a
presentation on CHC arrangements.
Information will be available from
Month 2
Continued dialogue with NHS
England to understand the granular
detail and also to request regular
reports and practice level
information

COMMISSIONED SERVICES 2015/16
Month 2 ‐ May 2015

Provider

Opening
Budget
agreed by Change
Governing
Body

Annual
Budget

Budget to
Date

Expenditure Variance
to Date
to date

Forecast
year end
Variance

£'000

£'000

£'000

£'000

£'000

£'000

£'000

212,084
30,616
550
0
15,581
0
14,445
11,923
19,655

‐385
‐935
88
596
1,820
0
0
0
0

211,699
29,681
638
596
17,401
0
14,445
11,923
19,655

35,283
4,947
106
99
2,900
0
2,407
1,987
3,276

35,283
4,947
106
99
2,900
0
2,407
2,022
3,284

0
0
0
0
0
0
0
0
0

35,939
238
127
4,964
3,473

‐307
0
0
‐212
‐230

35,632
238
127
4,752
3,243

5,939
40
21
792
541

5,939
40
21
792
541

145
7,557

0

145
7,557

24
1,260

24
1,260

28,555
2,236

‐800
0

27,755
2,236

4,626
373

4,630
373

62,902
54,188
2,817
1,412
2,438

‐1,900
0
0
0
0

61,002
54,188
2,817
1,412
2,438

10,167
9,031
470
235
406

10,167
9,066
470
235
388

10,124
‐13,700
15,966
0
4,011
4,777

‐532
6,443
‐2,600
774
‐1,520
‐300

9,592
‐7,257
13,367
774
2,491
4,477

1,599
‐1,210
2,228
129
415
746

1,599
‐1,210
2,228
129
415
746

0
0
0
0
0
0
0
34
8
0
0
0
0
0
0
0
0
0
0
4
0
0
0
35
0
0
‐18
0
0
0
0
0
0
0

Programme Allocation ( Exc Planned Surplus )
Running Costs
Total

533,023
7,695
540,718

0
0
0

533,023
7,695
540,718

88,837
1,283
90,120

88,901
1,219
90,120

64
‐64
0

0
0
0

15 / 16 Surplus

5,935
546,653

0
0

5,935
546,653

989
91,109

0
90,120

‐989
‐989

‐5,935
‐5,935

Acute
Mid Yorkshire Hospitals ‐ Acute
Mid Yorkshire Hospitals ‐ Community
Mid Yorkshire ‐ Non Recurrent
Mid Yorkshire ‐ Other
YAS
YAS ‐ Non Recurrent
Leeds Teaching Hospitals NHS Trust
Other Acute NHS Provider
Other Acute Non NHS Provider
Mental Health
SWYPFT
SWYPFT ‐ Community
SWYPFT Other
Other Mental Health
Learning Disabilities
Community Services
Other community Services
Better Care Fund
Continuing Healthcare
Adults
Childrens
Primary Care
Prescribing
Co‐Commissioning
111/ Out of Hours
King Street Walk in Centre
Other Primary Care
Other
Other programme services
QIPP
Non Recurrent Funding
Other Reserves
Systems resilience
Contingency

Total Allocation

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

Month 1 activity data is not yet available
The underspend on running costs is mainly due to vacancies and underspend on training ‐ Recurrent savings
on running costs still need to be finalised .
The Department of Health and NHS England have written to all CCG's and advised that with immediate
effect approval must be obtained from NHS england before CCG's can engage management consultants
costing more than £50k. The CCG is reviewing any current arrangements.

3

QIPP Achievement 2015/16
Phased Budget YTD Variance
£ 000's
£ 000's £ 000's
Target QIPP Schemes

Budget Holder

Prescribing
Limiting growth in Prescribing from 6% to 3% including
maximising impact of Improving Primary Care Prescribing
Scheme
Jo Fitzpatrick
Generic drugs review; changes to IMPP; medication
reviews; stoma & continence; SIP feeds
Jo Fitzpatrick
Prescribing rebate scheme
Jo Fitzpatrick
Partnership review of tariff excluded drugs expenditure
CHC
Limiting growth in CHC from 5% to 2.5%
Mental Health
Limiting growth in MH
Review of SWYPFT Contract
Out of Area placements MH
Review of LD contract costs
MH ‐ review of Savile park
MH Placements
LD placements
Acute
Pathology ‐ volume & cost reductions
MYHT Various
Winter Fund
Change of commissioning responsibilityPaediatric Insulin
Pumps/ HIV
Clinical Threshold management & Other Initiatives
Community Base
Pricing review of community physiotherapy in MYHT
contract
Pricing review of community epilepsy service in MYHT
Contract
Community Health
S28/75/256 and others LA Review
Other
Review, Decommissioning/ Recommissioning of various
contracts
Impact of contract expiring ‐ Homestart
Impact of contract expiring ‐ STAR Bereavement
Rent review of GUM rent at MYHT
PMCF1 sustainable investment from other sources
FYE of Gastro FCP Testing

Jo Fitzpatrick

2015 /
2016 FOT RAG
£ 000's £ 000's

Clinical Lead

G
Dr Paul Dewhirst

317

317

0

1,900

Dr Paul Dewhirst
Dr Paul Dewhirst

50
33

0
0

‐50
‐33

300
200

Dr Paul Dewhirst

83

0

‐83

500

A

133

133

800

G

100
42
92
38
10
67
17

100
42
92
38
10
67
0

0
0
0
0
0
‐17

600
250
550
230
60
400
100

G
G
G
G
G
G
G

Jo Pollard

A
A

Alix Jeavons
Alix Jeavons
Chris Makin
Chris Makin
Chris Makin
Chris Makin

Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

Pat Keane
Matt England
Sally Bell

Dr Phil Earnshaw
Dr Patrick Wynn

83
83
167

0
83
167

‐83
0
0

500
500
1,000

A
G
G

Matt England

Dr Patrick Wynn

100
259

0
0

‐100
‐259

600
3,110

R
R

Tracey Morton

17

0

‐17

100

A

Simon Rowe

17

0

‐17

100

A

Melanie Brown

33

0

‐33

200

A

117
17
17
17
83
33

0
15
10
0
0
0

‐117
‐2
‐7
‐17
‐83
‐33

700
100
100
100
500
200

Pat Keane
Morna Cooke
Morna Cooke
Karen Parkin
Pat Keane
Janet Wilson

Dr Ann Carroll
Dr Ann Carroll
Dr Greg Connor
Dr Andrew Furber

Total

2,024

4

1,073 ‐

951

13,700

A
G
G
R
A
A

Non Recurrent Expenditure

Details of scheme
Connecting Care (Care Closer to Home)
Integration and Health & Wellbeing with
Mental Health Transformation
(a) Liaison Psychiatry
(b) Various other business cases
MYHT Reserve
Podiatry MYHT Contract
Primary Care Investment
CHC legacy provision risk share
Reconfiguration Transitional Costs
PMO Support
10CC Programme Work

336
664
2,600
26
1,992
3,079
1,500
600
65

Net
Budget
£'000
4,300
‐ 1,600
‐
336
664
45
2,555
26
1,992
3,079
500
1,000
600
65

YTD
Budget
Net
£'000
716.67
‐ 266.67
‐
56.00
110.67
425.83
4.33
332.00
513.17
166.67
100.00
10.83

70

70

11.67

‐

205
75
‐

34.17
12.50
‐

‐

‐
‐
‐
13,367

‐
‐
‐
2,228

‐
‐

Gross Budget
£'000
5,300
‐
1,600

Supporting the Third Sector ‐ Nova Wakefield
Communications and Engagement
(Integration)
Urgent Care Practitioners
Multi Agency Safeguarding Hub (MASH)
Wakefield & Pontefract Rapid Intervention
Service (Hospices)
WYUC/111/999

Potential
reserve
£'000
1,000

205
400
29

325
29

400
300

400
300

15,966

2,599

An early review of each scheme is ongoing.
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YTD
Actual
£'000
131
‐
‐
44

‐
332
513
638
96
‐

FOT
£'000
4,300
1,600
‐
336
664
2,555
26
1,992
3,079
1,000
600
65

FOT
Variance
to net
budget
£'000
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

SRO
Melanie Brown
Melanie Brown
Michele Ezro
Michele Ezro
Michele Ezro
Andrew Pepper
Gill Day
Dr Greg Connor
Andrew Pepper
Andrew Pepper
Melanie Brown
Jo Webster

Clinical Lead
Dr Avijit Biswas
Dr Avijit Biswas
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries
Dr Patrick Wynn
Dr Greg Connor

Dr Avijit Biswas
Dr Phil Earnshaw

70

‐

Anthony Sadler

13
5

205
75
‐

‐
‐
‐

Ruth Unwin
Jenny Feeley
Mandy Sheffield

Dr Avijit Biswas
Dr Adam Sheppard
Dr Ann Carroll

‐
‐
‐
‐

Michelle Ashbridge
Jenny Feeley

Dr Patrick Wynn
Dr Adam Sheppard

1,771

‐
‐
‐
13,367

Co‐Commissioning

GP Services
General Practice ‐ GMS
General Practice ‐ PMS
General Practice ‐ APMS
Premises cost reimbursements
Other premises costs
Enhanced Services
QOF
Other GP Services
Total

Budget
£'000
5,567
29,533
540
8,771
‐
2,665
4,984
2,127
54,188

YTD Budget
£'000
928
4,922
90
1,462
‐
444
831
355
9,031

YTD Actual
£'000
928
4,889
84
1,431
1
514
831
387
9,066

‐
‐
‐
‐

‐

YTD Variance
£'000
0
33
6
31
1
70
0
33
35

FOT
£'000
5,567
29,533
540
8,771
‐
2,665
4,984
2,127
54,188

The co‐commissioning allocation of £54.2m has now been received. This is in line with the
anticipated value.
Currently NHS England are responsible for providing the CCG with a list of accounting entries to
input to the ledger. This level of data is not granular at this stage. The CCG is working alongside NHS
England to establish a transparent and detailed reporting system.

The provider for Primary Care Support will change from July 2015. A number of ‘ out of scope ‘
services have not been negotiated within the contract at a Yorkshire and Humber level. This creates
an issue for some West Yorkshire CCGs. Wakefield CCG are currently working through the options
and will ensure that Practice transition to the new service with the minimum disruption.
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15/16 Risks and Mitigations
Gross Risk Likelihood

Estimate

£m

%

£m

Emergency Admissions Risk Share

1.0

0

‐

Specialist Commissioning Changes

1.0

25

Co‐Commissioning

1.0

0

Mitigations

BCF process will have plans to achieve the 3.2%
reduction as a whole health economy

0.25 Close contact with NHSE. Advice awaited
‐

Emerging plans and information from WYAT

Acute demand 1%

2.0

50

Planning through system resilience group to manage
1.00
increase in demand through a variety of schemes

CHC Demand and Price

0.8

50

0.40 Strengthening of governance and policies underway

111/999/WYUC

0.8

25

0.20 111/WYUC still to be agreed

3.8

100

Accelerate new schemes and generate recurrent
3.80
measures

QIPP Risk

3.3

25

0.83 Close monitoring. Planning and Delivery Group approach

PMCF2 & 7 day access

1.0

50

0.50 Align with NDF and other primary care initiatives

ETO / MR Unfunded

0.8

0

‐

Now in contract baseline

Care Act

1.0

0

‐

Mitigated through BCF‐ still to be finalised

Stranded Costs

tbc

0

QIPP Shortfall

Total Risk

16.5

tbc

Unavoidable costs from CSU

7.0

4.5

4.5

YAS 999 increased investment in base contract. Risks
will be mitigated by utilising the full value of
contingency.

0.0

2.6

Slippage or delay of non recurrent investment is also
necessary to mitigate risks

tbc

tbc

4.5

7.1

12.0

‐0.1

Contingency

Review of NR investment
Acceleration of QIPP schemes
Total Opportunity
Net Risk
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Owner

Andrew Pepper
Andrew Pepper
Dr Greg Connor
Exec. Contracts
Board
Jo Pollard
Jenny Feeley
Pat Keane
Pat Keane
Dr Greg Connor
Andrew Pepper
Melanie Brown
Karen Parkin

Better Payment Practice Code

Month 2 2015 / 16 ‐ 31st May 2015
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

Number

£000's

1,937
1,866
96%

13,403
13,151
98%

411
371
90%

55,106
54,706
99%

The CCG achieved the target of 95% of invoices paid on time by value.
The target of number of invoices was impacted by high volume low value invoices still outstanding
relaring to the NCA service currently provided by YHCS.
Other Information
Financial Plan 2015 / 16
There was a further resubmission of the Financial plan on 12th June for CCG’s with full delegated Co‐
commissioning responsibility. This will be reported to Integrated Governance Committee in July 15.

2014/15 Year end summary
The accounts were audited without adjustment and with no significant audit recommendations.

For the Agreement of Balance Exercise, The Department of Health reported the top mismatches for
all NHS organisations. The CCG was in the best 35 (out of approximately 520 NHS bodies) for all
aspects of the exercise – debtors/creditors and income/expenditure.
The NHSE year end cash target was complied with.
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Title of meeting:

Governing Body

Date of Meeting:

14 July 2015

Paper Title:

Transforming children and young people’s mental
health and wellbeing services

Agenda
Item:
Public/Private Section:
Public
Private
N/A

12

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

Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Ian Holdsworth – Senior Commissioning Manager (Children’s Services)
Responsible Clinical Lead:

Dr Ann Carroll, Governing Body Children’s Lead

Responsible Governing
Jo Pollard, Chief of Service Delivery and Quality
Board Executive Lead:
Recommendations:
It is recommended the Governing Body approves a proposal to:
 Develop a transformation plan in line with the requirements of the ‘Future in Mind’ report
 Support the project group in developing the transformation plan and recommendations for improving
services for children and young people’s mental health and wellbeing, including ensuring appropriate
representation and input to support the transformation programme
 Confirm staff will be made available to prioritise the Future in Mind project work
Executive Summary:
The Department of Health (DoH) has published the 'Future in Mind' paper which proposes the development of
transformation plans for children and young people's mental health and wellbeing, which clearly articulates the
local offer.
There is £250m available nationally for those areas that can demonstrate robust action planning through the
publication of local Transformation Plans that accord with the principles and ambitions set out in the Future in
Mind report.
Delivering this means making some real changes across the whole system, and means the CCG, Local Authority
and a range of stakeholders working closely together to develop and implement transformation plans.
An update letter was circulated on 26 May 2015 which confirms the submission date for the transformation
plans will be September 2015, with further guidance due in June, however at the time of writing this report

the guidance has not yet been published.
A working group has been established to plan this work, pulling together key stakeholders.
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development



A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care



A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients





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

Not applicable at this stage, but will need to be developed as scoping activity
starts
A range of stakeholder meetings will be held to action plan and engage
individuals and organisations in this process. A number of Third Sector
engagement events have been held, and the next meeting of the project
group will focus on developing and rolling out consultation with young
people and their families.

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

The Project Group includes representation from:

Previously presented at
committee / governing body:

Presented at CCG Clinical Cabinet on 28th May 2015, and Connecting Care
Executive on 11th June 2015

Reference document(s) /
enclosures:

Department of Health (2015), Future in Mind: Promoting, protecting and
improving our children and young people’s mental health and wellbeing,
Department of Health
https://www.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/414024/Childrens_Mental_Health.pdf

Risk Assessment:

The scoping exercise and development of the transformation plan will
identify organisational risks and the mitigation of this

Finance/ resource implications:

The successful identification of a lead commissioner and publication of a
transformation plan in line with the expectations of the Future in Mind paper
will release funding to support implementation. There is £250m nationally
for this programme. The allocation process for this funding has not yet been
confirmed.










Children’s Commissioning (Ian Holdsworth)
Adult Commissioning (Alix Jeavons)
Clinical leads (Dr Ann Carroll / Dr Clive Harries)
Public Health
Local Authority
Third Sector (Young Lives Consortium Wakefield)
Schools
Service Providers

The scope of work in developing the project is significant and requires
partners to commit to allowing staff to focus on the work required to
develop effective transformation plans.

Future in Mind:
Promoting , protecting and improving our children and young people’s
mental health and wellbeing
Summary Report – July 2015
1.

Executive Summary:

1.1

The Department of Health has published the 'Future in Mind' paper which proposes the
development of transformation plans for children and young people's mental health and
wellbeing, which clearly articulates the local offer.

1.2

There is £250m available nationally for those areas that can demonstrate robust action
planning through the publication of local Transformation Plans that accord with the
principles and ambitions set out in the Future in Mind report.

1.3

Delivering this means making some real changes across the whole system, and means the
CCG, Local Authority and a range of stakeholders working closely together to develop
and implement transformation plans.

1.4

An update letter of 26th May 2015 confirms the deadline to publish transformation plans as
being September 2015. The letter confirms that further guidance for the Future in Mind
programme is due June 2015, however to date this has not been published.

1.5

A working group has been established to plan this work, pulling together key stakeholders.

2.

Requirements of the Report:

2.1

The report sets out the Government’s aspirations that by 2020 we would have:
 Improved public awareness and understanding, where people think and feel differently
about mental health issues for children and young people where there is less fear and
where stigma and discrimination are tackled.
 In every part of the country, children and young people having timely access to clinically
effective mental health support when they need it.
 A step change in how care is delivered moving away from a system defined in terms of
the services organisations provide (the ‘tiered’ model) towards one built around the
needs of children and young people and their families.
 A whole family focus to service delivery.
 Increased use of evidence‐based treatments with services rigorously focused on
outcomes.
 Making mental health support more visible and easily accessible for children and young
people.
 Improved care for children and young people in crisis so they are treated in the right
place at the right time and as close to home as possible.
 Improving access for parents to evidence‐based programmes of intervention and
support to strengthen attachment between parent and child, avoid early trauma, build
resilience and improve behaviour.
 A better offer for the most vulnerable children and young people, making it easier for
them to access the support that they need when, and where they need it
 Improved transparency and accountability across the whole system, to drive further
improvements in outcomes.
1|Page



Professionals who work with children and young people are trained in child
development and mental health, and understand what can be done to provide help and
support for those who need it.

2.2

The letter of 26th May details the objectives that will initially be the focus of the Future in
Mind programme. These are:
 Developing evidence based community Eating Disorder Services for children and young
people
 Rollout of the Children and Young People’s Improving Access to Psychological Therapies
programme (CYPIAPT)
 Improving perinatal mental health services

2.3

The letter further clarifies the requirements of the transformation plan – also adding that it
should include:
 A strong focus on creating best evidence based community Eating Disorder teams, with
details of how capacity freed up by specialist teams will be redeployed to improve crisis
and self‐harm services
 Work with collaborative commissioning groups in place between specialised
commissioning teams and CCGs; commitments to transparency, service transformation,
meeting legal duties with regard to equality and health inequalities and demonstrating
improvement.
 Commitments to transparency, service transformation and monitoring improvement.

2.4

The letter confirms that investment will be prioritised for those areas which can
demonstrate strong leadership and ownership at a local level through robust action planning
and the development of publically available local transformation plans for children and
young people’s mental health and wellbeing.

3.

What should be included in the Transformation Plan

3.1

The Plan should reflect the national ambition and principles set out in the Future in Mind
report and should be decided at a local level in collaboration with children, young people
and their families as well as providers and commissioners.

3.2

Key elements should include commitments to:
Transparency
 A requirement for local commissioning agencies to give an annual declaration of their
current investment and the needs of the local population with regards to the full range
of provision for children and young people’s mental health and wellbeing.
 A requirement for providers to declare what services they already provide, including
staff numbers, skills and roles, waiting times and access to information.
Service transformation
 A requirement for all partners, commissioners or providers, to sign up to a series of
agreed principles covering: the range and choice of treatments and interventions
available; collaborative practice with children, young people and families and involving
schools; the use of evidence‐based interventions; and regular feedback of outcome
monitoring to children, young people and families and in supervision.
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Monitoring improvement
 Development of a shared action plan and a commitment to review, monitor and track
improvements towards the Government’s aspirations set out in the Report, including
children and young people having timely access to effective support when they need it.
4.

Our Response:

4.1

A project group has been developed with membership from key stakeholders to start
scoping the current provision, mapping services and understanding spend and staff
resources for mental health and wellbeing services across Wakefield, at all levels of
intervention. The project group will lead the development of the transformation plan in line
with the requirements of the Future in Mind report.

4.2

The governance arrangements for the programme have been agreed, and are included as an
appendix to this report. The Report refers to the need to ensure that progress is responsive
and accountable to the Health and Wellbeing Board, but we need to ensure that locally the
programme is delivered in the context of the wider integration agenda. Appropriate
mechanisms for reporting have been agreed.

4.3

The CCG has been agreed as the lead commissioner for the programme.

4.4

While the report focusses on the transformation of services for children and young people it
is important to ensure that we use this opportunity to also transform the transition of care
for young people entering adult services.

4.5

The Early Help Hubs developed through Wakefield Council will be a vehicle for change; they
already plan an integrated delivery model, a collaborative approach to case management,
integrated packages of care including a range of services, a ‘whole family’ approach to care,
and a non‐clinical environment for accessing services. This approach will support many
aspects of the transformation required in the report.

4.6

There is further resourcing, capacity and expertise available in schools. The report requires
that schools are engaged throughout this process, and it is proposed that we work closely
with Primary and Secondary school colleagues to ensure the changes proposed will improve
access to services access for them, but also to engage the resources held in schools in
developing the service offer.

4.7

A plan for workforce development is already in place through the EH Hubs, with all staff
being supported to access mental health awareness training. There may be opportunity to
extend this to ensure staff across all services has access to this training.

4.8

Service improvement will rely heavily on the effective and continued engagement of
providers, and the project group will include key representation from the MH providers, and
work will be required to support, encourage and embed changes identified with the service
providers.

4.9

Alternative methods of engaging children and young people should also be considered. The
development of online counselling and peer support services would provide an alternative
mechanism for young people to access services. We are exploring options for this.
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4.10

The third sector are also key to delivering services to children and young people, and the
scoping exercise and development of the plan will include representation from the third
sector to capture this work.

4.11

Public consultation and awareness raising and a clear communication strategy need to be in
place to support the development of an appropriate plan and the effective implementation
of this.

4.12

Wakefield is not currently delivering CYPIAPT and this process is an opportunity to review
that and develop a service model that would meet the requirements of this.

5.

Recommendations:

5.1.

Develop a transformation plan in line with the requirements of the ‘Future in Mind’ report

5.2.

Support the project group in developing the transformation plan and recommendations for
improving services for children and young people’s mental health and wellbeing, including
ensuring appropriate representation and input to support the transformation programme

5.3.

Confirm staff will be made available to prioritise the Future in Mind project work

Ian Holdsworth
Senior Commissioning Manager (Children’s Services)
2 July 2015
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Future in Mind
Governance Arrangements – June 2015
The proposed governance arrangements for the Future in Mind Programme are included below:
Children and Young People
Partnership Board

Health & Wellbeing Board

Governing Body

Clinical Cabinet
Connecting Care Executive
Wakefield Local
Safeguarding Children Board

Future in Mind Project
Board
Accountability:
Reporting:

Future in Mind Project Sub Groups

Future in Mind Project Board: A multi‐agency group chaired by the Lead Commissioner to coordinate the operational response to develop the
transformation plan. All key stakeholders commissioning and providing mental health and wellbeing services are represented.
Future in Mind Project Sub Groups: Theme groups have been identified by the Project Board to develop specific areas of the transformation plan – this
includes groups focussing on third sector engagement, school and education, engaging the voice of children and young people, CYPIAPYT and Perinatal MH.
Connecting Care Executive: The key milestones of the project will be reported at the CCE, as a multi‐agency strategic group with key representation to
make decisions about direction. The monthly meetings provide sufficient opportunity to get feedback on the programme within the timescales required.
Health and Wellbeing Board: Key strategic oversight for the programme will be through the H&WB Board. This is as recommended in the ‘Future in Mind’
guidance, and will ensure key strategic steer for the programme across the partnership.
Governing Body / Clinical Cabinet / CYPPB / LSCB: The programme will report in to Governing Body and Clinical Cabinet to retain buy in and support from
the CCG as lead commissioner, and CYPPB to update the LA and its partners about progress and timescales. The LSCB will also provide strategic oversight.

Title of meeting:

Governing Body

Date of Meeting:

14 July 2015

Paper Title:

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

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:



Discussion

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Assurance

13a

Information

Sandra Cheseldine – Lay Member
30 April and 14 May 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 30
April and 14 May 2015.
Executive Summary:
30 April 2015












Audit Committee Annual Report 2014/15 and Summary of Self Assessment – presented and noted.
The regular Governance Exceptions Report was presented and noted.
A revised Declarations of Interest for members of NHS Wakefield CCG Governing Body and its committees
was presented following the changes to the conflicts of interest policy.
An updated version of the Assurance Framework was presented and the progress made was noted.
Draft Annual Report 2014/15 was presented which included the following draft reports; Draft
Remuneration Report; Draft Annual Accounts 2014/15 and draft Annual Accounts 2014/15 Going Concern
Review. A verbal update was provided in respect of the review of Statutory Functions.
A review of Continuing Healthcare Provision was presented which summarises the position regarding the
provisions set up at 31 March 2013 for Restitution Claims and Learning Disability Resettlement Patients.
The legacy claims are planned to be completed by August 2015.
Contract Award Update presented for contracts awarded in the period February to March 2015. A
suggestion was made that future reports include the details of the value of the contract, period,
procurement route and the decision maker.
The regular Internal Audit and Counter Fraud progress reports were presented and noted. An update on
the National Fraud Initiative was provided noting there were 119 recommended matches for further
investigation and following review no concerns were highlighted.
External Audit verbal update given confirming that so far nothing of significance has been picked up within
the audit.

14 May 2015 (meeting to review Draft Annual Report 2014/15 documents page by page)




The following documents were reviewed page by page and amendments noted:
Draft Annual Report 2014/15
Remuneration Report
Annual Governance Statement 2014/15
Draft Annual Accounts 2014/15
Annual Accounts – Chief Finance Officer Commentary – paper was tabled and noted. This document will
be incorporated into the Annual Accounts 2014/15.

Agenda item: 13a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday, 30 April 2015
Present:

Sandra Cheseldine (Chair)
Dr Adam Sheppard
Rhod Mitchell

Lay Member
GP Member
Lay Member

In Attendance:

Andrew Pepper
Katherine Bryant
Karen Parkin

Chief Finance Officer
Governance & Board Secretary
Associate Director Finance, Governance &
Contracting
West Yorkshire Audit Consortium
West Yorkshire Audit Consortium
KPMG
Account Manager – Client Delivery, YHCS (item
15/9)
Interim Contract Support (item 15/34)
Senior Contract Manager (item 15/34)
Minute taker

Nigel Bell
Michelle Marsden
Claire Partridge
Tony Rider
Stuart Dryden
Caroline Foy
Michelle Ementon
15/24

Apologies for absence
Apologies for absence were received from Dr Clive Harris (GP Member) and Eamonn
May.

15/25

Minutes of the meeting held on 26 February 2015
The minutes of the meeting held on the 26 February 2015 were approved as an
accurate record.

15/26

Action Sheet from the meeting held on 26 February 2015
The action sheet was noted.

15/27

Declarations of interest
No declarations of interest expressed.

15/28

Audit Committee Annual Report 2014/15 and Summary of Self‐Assessment
Sandra Cheseldine felt an amendment was necessary to the report:
2.1 – Duties within Terms of Reference, to be amended from bullet points to read
‘adequate assurance is provided to the governing body that this is a well‐run
organisation’.
Sandra Cheseldine would like clarification from members regarding the rationale for
selecting ‘disagree’ answers within the Self‐Assessment section.
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It was RESOLVED that:
i)
15/29

the Committee noted the report.

Governance Exceptions Report
Katherine Bryant presented this report noting that in the period 26 February 2015 to
31 March 2015:
 there have been two declarations under the CCG’s Standards of Business
Conduct relating to external remunerated activity:
 there have been no Rebate Scheme approvals
 the CCG’s seal has not been used to execute any documents
 there have been no suspensions of Standing Orders
 one tender waiver has been approved in respect a Capacity Review of
Yorkshire Ambulance Service with a value of £55,000
 there have been no Losses or Special Payments made.
It was RESOLVED that:
i)

15/30

The Committee noted the report

Declarations of Interest for members of NHS Wakefield CCG Governing Body and its
committees
Adam Bassett reported that the format of the formal record of declared interests now
reflects the revised form following changes to the conflicts of interest policy.
Adam noted that Dr Ivan Hanney retired from the Governing Body in June 2014. The
CCG’s auditors have advised that his declared interests should be included within the
2014/15 annual report. The Committee agreed that it would not be necessary to invite
Dr Hanney to complete a new declaration; the interests declared in April/May 2014
would be satisfactory.
It is anticipated that the Register of Interests for members of Network Committees will
be presented at the Audit Committee in May. Work is also ongoing with regards to the
Register of Procurement Decisions.
The NHS Wakefield CCG Probity Committee held its first meeting on 14 April. The
committee will specifically carry out the functions relating to the commissioning of
primary medical services and other areas which present a conflict of interest.
The Audit Committee is asked to
i) note the declared interests of members of the NHS Wakefield CCG Governing
Body and its sub‐committees;
ii) consider the arrangements for recording the interests of former members
iii) note progress with the introduction of the revised arrangements for managing
conflicts of interest
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It was RESOLVED that:
i)

15/31

the Committee noted that future retiring members will be asked to confirm that
there have been no changes of declaration as at the date they leave the
organisation.

NHS Wakefield CCG Assurance Framework
Adam Bassett presented the latest version of the Assurance Framework, in line with
the Terms of Reference and the recommendations of the Audit Committee Handbook.
The latest version of the Assurance Framework was reviewed by the Integrated
Governance Committee on 19 February 2015 and approved by the Governing Body on
10 March 2015.
The handbook lays out a number of items for the Audit Committee to consider, which
are outlined in the report. The Audit Committee also considered the Assurance
Framework in December 2015 and had made a number of recommendations. As part
of the review process for the latest version of the Assurance Framework, these were
considered by each lead and senior manager.
It was RESOLVED that:
i)

15/32

the Committee noted the Assurance Framework and the progress made.

2014/15 Annual Report
Katherine Bryant gave a brief summary of the content of the Governance statement.
Tony Rider stated that the Annual Report tried to capture an overview of the
environment of the CCG and of Wakefield. Discussion followed on various points from
the report.
It was suggested that the performance statistics were to be made easier to read.
Page 29 of the report focuses around referral to treatment and it was suggested that
the wording be simplified and to possibly use a glossary at the back of the report.
Andrew Pepper to write to all GP Board Members regarding requesting their
permission to disclose information regarding their pension entitlement while working
for the CCG in order for the remuneration information to be presented to the
accounts.
The annual accounts were completed early and Andrew informed the committee that
this was a credit to the team. The draft accounts highlight how the CCG has complied
with its financial duties.
Karen Parkin advised the committee that the accounts are being prepared on a going
concern basis according to IAS 1.
Katherine Bryant provided further assurance to the annual governance statement, as
one of the items covered within the statement is confirmation that the CCG has
3

complied with all its statutory functions. This related to the report which KPMG had
complied earlier in the year and subsequent changes. A further report is to be tabled
at Audit Committee on 21 May.
It was noted that:
i)
15/33

the Committee noted the report

Review of Continuing Healthcare Provision
Karen Parkin presented this paper, summarising the position re the provisions were set
up at 31st March 2013 for Restitution Claims and Learning Disability (LD) Resettlement
Patients. Although NHS England has responsibility for accounting for this legacy
liability, the legal responsibility remains with the CCG.
Against the NHS England legacy provision, the current number of restitution cases paid
is 19 at an average cost of £33,590 per case. There remain an estimated number of
cases pending of 104 at a more prudent estimate cost per case of £45,926.
The CCG provision at 31st March 2015 as recorded in the accounts is £107k, with the
figure being £163k at the start of the year. New cases arose during the year, at a cost
of £9,000. During the year, two new claims were added and one claim transferred to
WMDC leaving twelve claims in total. Six of these have now been settled and paid at
an average cost of £9,596. The estimated average cost for the pending claims is
£17,904.
The CHC team have advised that legacy claims are planned to be completed by August
2015. Therefore we would expect to see a material reduction in the net provision in
the first part of the year.
It was RESOLVED that:
i)

15/34

the Committee noted the report

Contract Award Update
Stuart Dryden and Caroline Foy attended to provide an update on the contracts
awarded in the period February to March 2015. In terms of contracts awarded, the
contracts have been split into 2 categories – the first being Specialist Children’s
contracts which are ad‐hoc contracts from complex care panels and the second being
Any Qualified Provider (AQP) contracts. Discussion took place about the purpose of
this report and how it might be amended. It was suggested that details of the value of
the contract, period, procurement route followed and the decision maker might be
included. It was agreed that Matt England, Head of Contracting and Commercial
Strategy would be informed of the suggested amendments to further develop this
report.
The CHKS waiting list audit is now in the final stages of stage 2 and the report has been
agreed by Jo Webster and has been agreed in principle by Stephen Eames. The final
agreement is being awaited prior to the report being shared. The audit was scheduled
for May, however due to CQC pressures within the Trust has now be re‐scheduled for
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July.
It was RESOLVED that:
i)
15/35

the Committee noted the report

Internal Audit and Counter Fraud
Michelle Marsden presented the progress report. The executive summary of the
report showed that there have been 6 final reports issued since the last meeting, 3 of
which have a significant assurance opinion, with the final 3 not being applicable for
opinion due to being covered in the overall Head of Audit opinion. Michelle brought
to the attention of the committee that the 2 draft reports, Provider Management and
Contract Monitoring – Quality, the quality aspects of contract monitoring has a draft
significant assurance opinion but the draft opinion for Provider Management is one of
limited assurance. Michelle has discussed with Andrew, the reason for this is due to
the review focusing on the files transferred back from the Commissioning Support Unit
(CSU).
The next section of the report looked at Continuing Healthcare. This focused on the
arrangements of the CCG and to make sure we have a handle on the processes. It is
recognised that the CSU undertake some of this. There is an overall opinion of
significant assurance; however this was a borderline decision. The restitution claims
has limited assurance however from a CCG perspective the decision was concluded as
a significant assurance. The report has been subject to a great deal of discussion with
Jo Pollard and the CSU. One thing that was mentioned earlier and clarified yesterday
in terms of retrospective reviews is that the original contract was for all the
retrospective claims to be completed to eligibility panel by October 2015 which then
allowed for a period for the appeals for the whole process to be completed by March
2016. The CSU have now committed to all retrospective claims to be sent to eligibility
panel by August 2015.
Michelle provided details about the other reports and then presented the Annual
Report and Draft Head of Audit Opinion, The overall draft opinion is one of significant
assurance.
The draft audit plan for 2015/16 was summarised by Michelle. The plan allows for 140
days which is consistent with last year. The internal audit charter was appended to the
plan.
Michelle summarised that the Counter Fraud Annual report is a prescribed template
that has to be completed to state what work has been carried out in each area. The
plan has been completed and there are no areas of concern to highlight.
Following on from the report, Michelle stated that the Counter Fraud survey has been
included for information. The survey was issued to gain an understanding of
awareness within the CCG of who is aware of the policy and the most effective ways of
communicating with staff within the CCG. This information will be built upon when
looking at the 2015/16 plan, particularly how people like to receive counter fraud
notifications.
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Michelle informed the group that last year’s Counter Fraud Draft Work plan included a
total of 30 days, this has been increased this year to 35 for two reasons: one being due
to Co‐Commissioning and needing to understand what the requirements are going to
be associated with that and the second reason due to receiving the new
Commissioning standards report.
Michelle provided an update on the National Fraud Initiative. The work has been
completed, there were 119 recommended matches for further investigations and all of
these have been looked into and there were no concerns as a result.
It was RESOLVED that:
i)
15/36

the Committee noted the Internal Audit report

External Audit
Clare Partridge updated the committee that so far nothing of significance has been
picked up within the audit.
Referring to the audit fee letter, Clare confirmed that fees are set by the Audit
Commission rather than by KPMG. Guidance has been received this week from the
NAO regarding procedures that are required to be completed for the CCG.

15/37

Any other business
Katherine Bryant gave an update on the Baker Tilly review to identify any outstanding
liabilities regarding Tax and NI. As a result of the findings from this review Baker Tilly
have made an application to HMRC on behalf of the CCG. An update will be brought to
the committee once this information is received. Dr Adam Sheppard declared an
interest in this item.

15/38

Date and Time of next meeting
Thursday, 14 May 2015, 9.00 to 11.00am, Boardroom, White Rose House
Thursday, 21 May 2015, 12.30 to 2.00pm, Seminar Room, White Rose House
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Agenda item: 13a (ii)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 14 May 2015
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member

In Attendance:

Michelle Marsden
Andrew Pepper
Karen Parkin

West Yorkshire Audit Consortium
Chief Finance Officer
Associate Director Finance, Governance and
Contracting
Governance and Board Secretary
Corporate Financial Accountant
Commissioning Accountant
Interim Financial Projects
Finance Assistant
Senior Associate – Communications YHCS
KPMG
Minute Taker

Katherine Bryant
Eamonn May
Elizabeth Goodson
Marie Bedford
Radhika Mistry
Tony Rider
Linda Wild
Angela Peatfield
15/39

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting. Sandra commented that Dr Clive
Harries would be arriving a little late so until his arrival the meeting would not be quorate.
On arrival he would be given an opportunity to provide input from a clinical perspective
on any issues already discussed.
Dr Harries arrived at 10.00 am.

15/40

Apologies for absence
Apologies for absence were received from:




15/41

Dr Adam Sheppard – Nominated Clinical Member
Jo Pollard – Chief of Service Delivery and Quality
Clare Partridge – KPMG

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

15/42

Draft Annual Report 2014/15
Tony Rider attended the meeting to present the draft Annual Report for 2014/15 which
has been produced based on national guidance and details how the CCG has fulfilled its
statutory responsibilities and how the budget has been spent. A page by page review of
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the document was undertaken and Tony made a note of all the comments and
amendments including:
 Ensure consistency in how names are documented and that this reflects what is
published on the CCG website.
 Ensure bullet points are in the same format throughout the document.
 Review the risk section and consider whether this can be condensed.
 Agreed that the declaration of interests details are to be reviewed to ensure
consistency and will be added to the CCG website and a link will be included in the
Annual Report.
It was confirmed that when the amendments had been made a final version would be
shared with the Audit Committee members.
15/43

Remuneration Report
An updated version of the Remuneration Report was tabled at the meeting and reviewed
page by page.
The following comments were noted in order to clarify the focus of the report:
 Policy on Senior Managers Contracts – Point i “Under a Contract for Service” clarify
with HR regarding the notice period.
 Point ii “Under a Contract of Employment” – First sentence to start with ‘A’ not ‘The’.
 Table 1 “Senior Managers Contract Details” – Amend notes *** to read ‘service’ not
‘employment’.
 Salaries and Allowances Disclosure – add further context to the first sentence.
 Table 2 “Salaries and Allowances paid to Senior Managers “ – Amend notes **** to
refer to GP’s role. Linda Wild confirmed that these notes were acceptable for External
Audit.
 Seek to clarify outstanding query regarding figures for one pension disclosure.
 Linda Wild advised that further late guidance had been received advising that if figure
in table 2 relating to column entitled ‘All Pension Related Benefits’ is a negative figure
this should be recorded as zero, acknowledging that this will have an impact on table
3. Linda Wild confirmed that these notes were acceptable for internal audit.
 Pay Multiples Disclosure – add further explanation regarding ‘pro rata’ figures
 Off Payroll Engagements Disclosure – Sandra Cheseldine queried what this was made
up of. Elizabeth Goodson confirmed that this included agency staff, or anyone who
had their own company and was undertaking a role which was a workforce vacancy.
 Dr Clive Harries raised a concern regarding GP Governing Body member earnings as it
currently shows an inflated figure due to pension arrangements in the accounts.
It was confirmed that when the amendment had been made a final version would be
shared with the Audit Committee members.
It was RESOLVED that:
i.

15/44

the Committee noted the draft Annual Report 2014/15 and the agreed
amendments

Annual Governance Statement 2014/15

Page 2 of 4

The Annual Governance Statement for 2014/15 was noted. Michelle Marsden agreed to
forward the Head of Internal Audit Opinion to the CCG that afternoon and that it
remained as “Significant Assurance”.
15/45

Draft Annual Accounts 2014/15
Eamonn May advised that the Yorkshire and Humber Commissioning Support Auditor
Report will not be available under mid‐June. Linda Wild confirmed that there is sufficient
assurance through the CCG Internal Audit process for their purposes and the internal
audit report supports that there are no issues arising. Linda commented that if there are
areas that have failed this should not impact on the CCG.
The draft annual accounts for 2014/15 was presented for discussion and reviewed page
by page. The following amendments were agreed:
Page 3 and 4
Notes require correct references.
Page 5
1.5 Charitable Funds ‐ Andrew Pepper confirmed that Mid Yorkshire Hospitals NHS Trust
manage the Charitable Funds and it was agreed that further information on Charitable
Funds will be presented at the Audit Committee meeting held on 30 July 2015.
1.7.2 Key Sources of Estimation Uncertainty ‐ 4th paragraph – consider whether this
should be removed.
Page 6
1.9.1 comment ‘including bonuses earned’ to be deleted
Page 7
1.16 Clinical Negligence Costs – it was acknowledged that claims against the CCG would
be very rare and that the CCG carried insurance via NHSLA.
Page 10
2 ‐ Clarify what is included in the Non Patient care services to other bodies
3.1 and 3.2 ‐ require referencing to relevant account.
Page 11
Insert 2013/14 comparator.
Page 12
4.3 sickness figures now received.
Page 13
Pensions notes to be updated per late guidance
Page 14
New guidance on pension costs so this needs updating
Page 15 Operating Expenses
Supplies and Services for both clinical and general – provide further detail to clarify the
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figures reported.
GPMS/APMS and PCTMS are now standard NHS contracts
Other professional fees – provide breakdown
Page 16 Better Payment Practice Code
Figures to be updated
Page 18 Trade and other receivables
Non NHS receivables: Revenue – what is the difference between years?
8.1 Receivables past their due date but not impaired – the ‘by more than six months’ line
includes an invoice that was coded incorrectly. This will be corrected and moved to the
correct line. A review of debtors would take place at the 30 July Audit Committee
meeting.
A query was raised as to whether organisations with outstanding invoices agree with the
figures presented by the CCG. Eamonn May confirmed that there were only a few
mismatches. Linda Wild commented that External Audit rely on the agreement and
balances reported and confirm they are comfortable with the figures presented.
Page 20 Trade and other payables
Other payables – provide explanation and consider expanding the note.
Page 28
To consider other options for presentation.
£2k loss discussed; already reported to Audit Committee and Integrated Governance
Committee.
It was RESOLVED that:
i.
15/46

the Committee noted the draft Annual Accounts for 2013/14

Annual Accounts – Chief Finance Officer Commentary
Andrew Pepper tabled a Chief Finance Officer Commentary for review and this was noted.
Linda Wild commented on the last paragraph under the ‘Risks’ heading, confirming that
the other audit services referred to was in relation to Internal Audit. The paragraph will
be amended.
The document will be incorporated into the Annual Accounts 2014/15.

15/47

Any other business
None

15/48

Date and time of next meeting
The Committee noted the date and time of the next meetings as
Thursday, 21 May 2015, 12.30 to 2.00 pm in the Seminar Room, White Rose House.
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13b

Information

Rhod Mitchell – Lay Member
16 April and 21 May 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 16 April and 21 May 2015.
Executive Summary:
16 April 2015
 Integrated Governance Committee 2014/15 Annual Report and Summary of Self Assessment
presented.
 Integrated Quality and Performance Report presented noting:
o Referral to Treatment local performance summit was held on 26 February 2015 and a performance
plan for the next six months was discussed but not agreed;
o A MYHT performance local summit is to take place on 20 April to discuss the 2015/16 delivery plan;
o The CCG has failed to meet all three 62 day cancer wait indicators in month;
o 1 pre 48 hour MRSA bacteraemia case was assigned to the CCG in February 2015;
o MYHT sickness absence recovery plan approved in June 2014 is not on trajectory. Discussions will
take place at the MYHT Executive Quality Board meeting.
 Workforce Services Update presented noting:
o the sickness absence rate has seen a reduction in March on the figure reported for February 2015;
o a new process for reporting and recording sickness absence was implemented on 1 November
2014 which has enabled more timely and productive management of sickness in accordance with
the policy;
o 100% for Governing Body mandatory training will be achieved very shortly;
o IT connectivity issues relating to e‐learning have been escalated.
 2014/15 SIRO Annual Report presented including the following highlights:
o Improvements have been made in Data security including the ability to encrypt emails;
o Information Governance Training – work continues to achieve 100% for all staff;
o Wakefield CCG’s overall IG Toolkit results was a final score of 81% Satisfactory;

Actions for 2015/16 have been agreed.
 The following Health and Safety policies were approved; Display Screen Equipment, Lone Worker and
Expectant and New Mothers Policy and Risk Assessment.
 Month 12 Finance Report verbal update presented noting the end of year position is nearly finalised
showing an underspend on running costs. With regard to Continuing Health Care a £1m overspend is
anticipated. Internal Audit are to undertake a six month review of the YHCS arrangements for
Continuing Health Care.
 A verbal update on the Yorkshire and Humber Commissioning Support was provided with regard to the
consequences of YHCS not meeting the lead provider framework requirements. A Yorkshire and
Humber network has been set up with 11 working groups to consider the options; provide in‐house; buy
in the service or share the service with other organisations. Business cases are being completed and all
services will need to have transferred by October 2015.



Contract Governance and Assurance update presented noting that contract negotiations are continuing
with MYHT, Yorkshire Ambulance Service and South West Yorkshire Partnership Foundation Trust.

21 May 2015
 Continuing Health Care presentation providing an overview of; retrospective claims; update of core CHC
work; Complaints about CHS; Internal Audit findings and actions plans and governance in relation to
core CHC and retrospective claims.
 Integrated Governance Committee Workplan for 2015/16 approved.
 Integrated Quality and Performance Report presented, the following was highlighted;
o MYHT achieved performance of 90.6% against the 95% target for patients waiting less than 4 hours
in A&E;
o Work continues to improve the discharge process;
o In March 2015 MYHT achieved the minimum required standards for the admitted pathway in
respect of 18 week Referral to Treatment Waiting Time Standard;
o Patients praised the care received at MYHT on the Patient Safety Walkabout that took place at
Pinderfields in April 2015;
o 2 MRSA cases were assigned to NHS Wakefield CCG in 2014/15 compared to 7 in 2013/14.
 CCG Risk Register presented noting that as at 7 May 2015 there were 62 risks on the risk register, 13 of
which were marked for closure at the end of the cycle, leaving 49 live risks.
 Incident Report presented advising that during quarter four there were 10 incidents noting that a key
area of incident reporting continues to relate to information governance issues, many of which relate to
incorrect information sharing from external organisations.
 Incident Reporting Policy – revised policy presented and approved.
 Health & Safety quarter four report presented noting there are no health and safety risks on the risk
register at the time of this report.
 Manual Handling Policy – revised policy presented and approved.
 Social and Digital Media Policy – presented and approved.
 Finance Report 2015/16 Month 1 – a verbal update was given noting that there is £169k recurrent
savings to be made to achieve the running costs allowance.
 2015/16 Budget Book was tabled noting that minor changes had been made following the copy
presented at the Governing Body meeting on 12 May 2015 due to receipt of additional guidance from
NHS England. Details of the proposed non‐recurrent 2015/16 budget were shared confirming the
committed figures and proposed areas for review.
 Emergency Preparedness Resilience and Response – policy was presented together with Incident
Response Plan and a copy of the Core Standards Improvement Plan. The policy and plan were both
approved.
 Contract Governance and Assurance update presented noting that elements of the Local Pricing Return
data request have been queried with Monitor and clarification is being sought.
 Emergency Department Procurement – paper presented outlining the procurement approach in line
with the models of care and the timeframe for delivery.
 A verbal updated was provided on the Yorkshire and Humber Commissioning Support Transition
Update confirming that a Business Case had been submitted which included expressions of intention.
 Intellectual Property Policy was presented and approved.

Agenda item:13b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 16 April 2015
Present:

Rhod Mitchell (Chair)
Dr Phil Earnshaw
Dr David Brown
Dr Avijit Biswas
Andrew Pepper
Jo Pollard

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

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Governance & Board Secretary
Senior Governance Officer
Quality Co‐ordinator (item 15/91)
Planning and Performance Manager (item
15/91 and 15/97)
HR Business Partner – YHCS (item 15/92)
Senior Associate Governance and Risk,
Health & Safety – YHCS (item 15/94)
Minute taker

Katherine Bryant
Gemma Reed
Andrew Singleton
Jamie Marsh
Suzie Paradine
Louise Handley
Angela Peatfield
15/85

Apologies for Absence
Apologies for absence were received from Jo Webster, Sharon Fox and Stephen Hardy

15/86

Declarations of Interest
No declarations were made.

15/87

Minutes of the Meeting held on 19 March 2015
The minutes of the meeting held on 19 March 2015 were approved as an accurate
record.

15/88

Action Sheet from the Meeting held on 19 March 2015
It was noted all actions from the meeting held on 19 February were complete except:
15/66 Individual Funding Requests – alternative meeting date to be arranged between
Jo Pollard and Sandra Cheseldine.
15/72 Winterbourne Update – Jo Pollard has added a risk to the risk register.

15/89

Matters Arising
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There were no matters arising.
15/90

Integrated Governance Committee Annual Report and Summary of Self Assessment
Katherine Bryant presented this report providing a summary of the activities of the
Integrated Governance Committee for the 2014/15 financial year.
The report was discussed and it was agreed that as Sandra Cheseldine is ‘in
attendance’ at the Integrated Governance Committee meetings her name will be
removed from the attendance details included in the report.
Andrew Pepper commented on Appendix 1, the Committee Assessment Checklist in
particular the results for Theme 3 – Committee Effectiveness. A discussion took place
and it was agreed that as part of the review of the Committee’s Terms of Reference at
a future meeting the following will be included:



a reflection on how well the members feel the Committee is working; and
review the 2015/16 workplan.

It was also agreed to re‐word Theme 3 – Committee Effectiveness section of the
checklist for future reviews.
Sandra Cheseldine commented that the report does not mention that the Chair of the
Adults Safeguarding Board attended a previous meeting, it was agreed that this will be
included in the report.
It was RESOLVED that:
i)

15/91

the Committee recommended the annual report to the Governing Body subject to
the agreed amendments

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






A Referral to Treatment local performance summit was held on 26 February 2015,
a performance plan for the next six months was tabled, the plan was discussed but
not agreed;
A MYHT performance local summit is to take place on 20 April to discuss the
2015/16 delivery plan;
The CCG has failed to meet all three 62 day cancer wait indicators in month;
1 pre 48 hour MRSA bacteraemia case was assigned to the CCG in February 2015;
and
MYHT Board approved a sickness absence recovery plan in June 2014 however this
plan is not on trajectory. It was noted that the MYHT Executive Quality Board
meeting today will discuss staff absence in further detail.
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Dr Phil Earnshaw and Dr David Brown advised that they had recently met with Dr Nick
Spencer, Cancer Lead at MYHT to discuss the cancer pathways. The discussions were
very helpful and a joint action plan is being developed. It was agreed that a full report
on the current position will be presented to a future Integrated Governance
Committee meeting.
Andrew Singleton highlighted the recent Patient Safety Walkabouts that had taken
place at Pinderfields General Hospital and Pontefract General Infirmary. It was noted
that the visit to the Stroke Rehabilitation Unit at Pontefract General Infirmary on 20
March 2015 noted some matters.
Staffing issues at MYHT were discussed and it was agreed that this should be a deep
dive topic at a future Integrated Governance Committee meeting. It was
acknowledged that this needs to be co‐ordinated with the discussions taking place at
the MYHT Executive Quality Board.
It was RESOLVED that:
i)
ii)
15/92

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

Workforce Services Update
Suzie Paradine attended the meeting to present the Workforce Services update
relating to the directly employed Wakefield CCG workforce together with key
workforce headlines.
Suzie highlighted the following:





The sickness absence rate has seen a reduction in March on the figure reported for
February 2015;
A new process for reporting and recording sickness absence was implemented on
1 November 2014 which has enabled more timely and productive management of
sickness in accordance with the policy;
100% for Governing Body mandatory training will be achieved very shortly; and
IT connectivity issues relating to e‐learning have been escalated.

A discussion followed and Andrew Pepper requested a list of staff who have not
attended mandatory training. With regard to sickness absence it was suggested that
those staff on long term sickness absence should not be included in the quarterly
figures but shown separately. It was also suggested that a review of the occupational
health service should be undertaken.
It was RESOLVED that:
i)
15/93

the Committee noted the details of the update

SIRO Annual Report
Katherine Bryant presented the Senior Information Risk Owner (SIRO) Annual Report
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for 2014/15. The report provides assurance that there has been continuing progress
throughout the past year towards improving the effectiveness and visibility of
Wakefield CCG’s IG mechanisms.
Katherine highlighted the following from the report:









Improvements have been made in Data security including the ability to encrypt
emails
Information Governance Training – work continues to achieve 100% for all staff
Information sharing – it is expected there will be an increase in information
sharing agreements during 2015/16
Risk – information risk management continues to be a key activity and risk
assessments are routinely carried out on the organisation’s key information assets
Incident Management – a key area of incident reporting continues to relate to
information governance issues, noting that many of these issues relate to
incorrect information sharing from external organisations
Wakefield CCG’s overall IG Toolkit result was a final score of 81% Satisfactory
Actions for 2015/16 have been agreed

Sandra Cheseldine commented that the report should also include mention that the
Committee receive regular information governance reports.
It was RESOLVED that:
i)
15/94

the Committee noted the SIRO 2014/15 Report

Health and Safety Policies
Louise Handley attended the meeting to present the following Health and Safety
policies:




The Display Screen Equipment Policy;
Lone Worker Policy; and
Expectant and New Mothers Policy and Risk Assessment.

These policies aid staff and line managers to identify and manage risk to which staff
may be exposed in relation to the above named policies.
The policies provide assurance to the CCG that appropriate systems are in place to
protect employees and ensure compliance with health and safety legislation.
Following discussion it was agreed to approve the policies with one amendment to
paragraph 7.1.4 in respect of the Expectant and New Mothers Policy and Risk
Assessment to remove the sentence regarding passive smoking.
Rhod Mitchell requested that future policies should show track changes so
amendments are easily identified.
It was RESOLVED that:
i)

the Committee approved the Display Screen Equipment Policy, Lone Worker
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Policy and the Expectant and New Mothers Policy and Risk Assessment
15/95

Finance Report Month 12
Karen Parkin provided a verbal update on the Month 12 Finance Report advising that
the position is nearly finalised showing an underspend on running costs. Based on
month 11 data there is also an underspend on prescribing. The position with regard to
Continuing Health Care is worse than anticipated with a £1m overspend.
A discussion followed with regard to Continuing Health Care and it was agreed that
there is a risk next year. Karen commented that regular meetings take place with the
Yorkshire and Humber Commissioning Support team regarding the cost control and
QIPP targets. It was agreed that an update report would be presented at the May
Integrated Governance Committee meeting. Sandra Cheseldine suggested that
internal audit could undertake a six month review of the YHCS arrangements to check
that they are still on track.
Karen confirmed that the NHS agreement of balances is now closed and have been
agreed with NHS providers.
Sandra Cheseldine extended her congratulations to the Finance Team in completing
the negotiations.
Dr Phil Earnshaw suggested a deep dive into Finance noting that for the first few
months of 2015/16 there will be no activity information from providers to report. It
was agreed that Andrew Pepper and Rhod Mitchell would meet to discuss the plans
for future reporting of the finance position.
It was RESOLVED that:
i)

15/96

the Committee noted the verbal update

Yorkshire and Humber Commissioning Support
Karen Parkin provided a verbal update on the Yorkshire and Humber Commissioning
Support and the consequences of them not meeting the lead provider framework
requirements.
A Yorkshire and Humber network of the following services, Transition Board, CCGs,
YHCS, NHS England will be deciding together what happens going forward. Sub
regional areas of the network have been set up with Helen Hirst, Chief Officer at
Bradford CCG, as the representative for West Yorkshire, a Steering Group has also
been set up and Karen will be the CCG’s representative on this group. There will be 11
working groups looking at individual services and agreeing what is to happen with each
service, the options being; provide in‐house; buy in the service or share the service
with other organisations.
Karen confirmed that all business cases have to be completed and forwarded to the
Transition Board by the end of May and all services will need to have transferred by
October 2015.
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A discussion followed and it was acknowledged that there are risks associated with this
process and CCGs may have to contribute towards redundancy costs, it was agreed
that this should be added to the risk register.
It was acknowledged that staff need to be kept regularly informed of the process.
Jo Pollard advised that meetings are to take place with the Continuing Health Care
staff at Yorkshire and Humber Commissioning Support to discuss the way forward for
this service and business plans are currently being produced. There will not be an
opportunity to share the business plans with the Committee, however an updated
position will be presented at the next Integrated Governance Committee meeting.
Dr Phil Earnshaw commented that there is a need to agree who pays for what
regarding the Continuing Health Care service. Jo Pollard commented that if an
integration route with the Local Authority takes place, clinical leadership for staff is
very important and suggested that the service could be managed by the CCG as an
interim measure.
Sandra Cheseldine commented that it is imperative that all the outstanding cases are
resolved prior to any transfer of service.
It was RESOLVED that:
i)
15/97

the Committee noted the verbal update

Contract Governance and Assurance Update
Jamie Marsh attended the meeting to present the Contract Governance and Assurance
update detailing the commissioning procurement decision timetable and contract re‐
negotiation process by service and provider.
Andrew Pepper advised that contract negotiations are continuing with Mid Yorkshire
Hospitals NHS Trust, Yorkshire Ambulance Service and South West Yorkshire
Partnership Foundation Trust. It was noted that SWYPFT are being helpful in
generating ideas for QIPP savings.

Andrew also advised that the CCG had written formally to Monitor asking for advice in
terms of compliance with the local price variation guidance and a response is awaited.
Jo Pollard referred to the communication when new Any Qualified Providers are
agreed and how the CCG need to ensure they communicate this to GP practices so
they are aware of new providers of a service.
It was RESOLVED that:
i)
15/98

the Committee noted the content of the report

Minutes of meetings
The minutes of the following meetings were shared for information:
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(i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board –
minutes of meeting held on 12 February 2015
(ii) Quality Intelligence Group – minutes of meeting held on 17 March 2015
(iii) MYHT System Resilience Group – minutes of meeting held on 26 February 2015
(iv) Public Involvement and Patient Experience Committee – minutes of meeting held
on 11 December 2014
Sandra Cheseldine referred to the PIPEC minutes and point 6 on page 3 and asked for
clarification as the first bullet point states that the CCG did not publish the staffing
levels as part of the Public Sector Equality Duty information.
Post meeting note: This was clarified as a typing error. The CCG did publish the staffing
levels as part of the document.
15/99

Consider future topics for Deep Dive
It was agreed that a deep dive on Finance would take place.
Also, the Continuing Health Care report to be presented at the May IGC will be given
an extended time slot to enable detailed discussions to take place.

15/100

Any other business
None

15/101

Date and time of next meeting:
Thursday, 21 May 2015, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Agenda item: 13b (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 21 May 2015
Present:

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

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

In Attendance:

Sandra Cheseldine
Katherine Bryant
Liz Goodson
Alison Hall

Lay Member
Governance & Board Secretary
Commissioning Accountant
Deputy Lead Nurse and Integrated Care
Service lead for CHC ‐ YHCS (item 15/114)
Head of CHC Contracting, Performance &
Reporting – YHCS (item 15/114)
Quality Co‐ordinator (item 15/116)
Planning and Performance Manager (item
15/116 )
Senior Associate, Governance and Risk –
YHCS (items 15/117, 15/118 & 15/119)
Head of Specialist Advice, Health & Safety –
YHCS (items 15/120, 15/121)
Communications Lead (item 15/122)
Mid Yorkshire Systems Resilience Lead
(item 15/125)
Head of Contracting and Commercial
Strategy (item 15/126)
Senior Contracts Manager (item 15/126)
Urgent Care Transformation Lead (item
15/127)
Research YHCS (item 15/129)
Minute taker

Sucha Singh
Andrew Singleton
Stuart Dryden
Sarah Dick
Ruth Nutbrown
Jayne Beecham
Sally Bell
Matt England
Caroline Foy
Jenny Feeley
Stella Johnson
Angela Peatfield
15/109

Apologies for Absence
Apologies for absence were received from Dr Avijit Biswas, Sharon Fox and Karen
Parkin.

15/110

Declarations of Interest
Dr David Brown declared an interest in item 15/114 – Continuing Health Care
presentation and item 15/116 – Integrated Quality and Performance report.
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15/111

Minutes of the Meeting held on 16 April 2015
The minutes of the meeting held on 16 April 2015 were approved as an accurate
record.

15/112

Action Sheet from the Meeting held on 16 April 2015
15/91 – Integrated Quality and Performance Report
Jo Pollard confirmed that the deep dive into the MYHT Staffing Issues will take place
following the Quality Surveillance Group meeting to be held on 16 June and the CQC
Inspection at MYHT on 20 June. Jo advised that a letter has been sent to MYHT
requesting clarification on the trajectory as it was felt the dates were not clear.

15/113

Matters Arising
There were no matters arising.

15/114

Continuing Health Care (CHC) Presentation
Jo Pollard introduced this item advising that the presentation included an overview of :






Retrospective claims
Update of core CHC work
Complaints about CHC
Internal Audit findings and action plans
Governance in relation to core CHC and retrospective claims

Alison Hall and Sucha Singh attended the meeting to give the presentation.
Referring to retrospective claims Alison advised that a total of 294 requests have been
made in respect of retrospective claims. The information in the presentation is as at
April 2015 and the number of cases moving through the process changes on a daily
basis. It is expected that all the CCG cases will have gone to panel by the end of
October 2015.
Alison gave an update on the core CHC work and the complaints received, advising
that many of the complaints received are from solicitors. YHCS and the CCG are
working closely to improve the management of complaints.
Jo Pollard advised that the findings of the Internal Audit report were shared with YHCS
noting that the overall audit opinion was one of significant assurance and an internal
audit action plan has been agreed.
A detailed discussion took place and Rhod Mitchell queried how accurate the figures
were as it is acknowledged there will be no additional funding for 2015/16. Alison
confirmed that the high cost packages are currently being reviewed and Jo Pollard also
confirmed that the cost of packages of care which include mental health and learning
disability services are also being reviewed.
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It was noted that there has been an increase in the use of ‘fast track’ and Alison
confirmed that there are occasions when the ‘fast track’ tool is being used instead of
the decision tool and the team are challenging this and contacting the organisation
concerned to discuss the appropriate use of ‘fast track’.
Sucha Singh tabled a document that provided details of the internal mechanisms put in
place to monitor and manage costs patient by patient and describes plans to
collaborate and challenge the Local Authority regarding costs. Jo Webster commented
that there needs to be a clear process regarding escalation to the Local Authority
where costings are being questioned. Dr Phil Earnshaw commented that assurance is
also required on how the systems between the CHC and other organisations impact on
patients acknowledging the need to get this process right.
Andrew Pepper commented that there is work to do on the forecast figures and
suggested the CHC team work with the CCG Finance team to progress this.
Jo Webster referred to the delays in hospital discharge and asked how the CHC
interact with MYHT. Alison confirmed that a CHC nurse has provided training to
hospital staff. Jo Webster commented that the process requires improvement and
Alison agreed to speak to MYHT staff to progress this.
It was RESOLVED that:
i)
15/115

the Committee noted the content of the presentation

Integrated Governance Committee Workplan 2015/16
Katherine Bryant presented the Integrated Governance Committee Workplan for
2015/16 which supports agenda planning for the Committee and helps to ensure that
all responsibilities delegated by the Governing Body are covered by the committee.
It was RESOLVED that:
i)

15/116

the Committee approved the workplan for 2015/16

Integrated Quality and Performance Report
Stuart Dryden and Andrew Singleton attended the meeting to present the Integrated
Quality and Performance Report providing an update against the CCG strategic
objectives, quality premium and details of key exceptions and successes.
Stuart highlighted the following:




MYHT achieved performance of 90.6% against the 95% target for patients waiting
less than 4 hours in A&E
Work continues to improve the discharge process.
In March 2015 MYHT achieved the minimum required standards for the admitted
pathway in respect of 18 week Referral to Treatment Waiting Time Standard

Page 3 of 10

A discussion followed and Dr David Brown raised a query regarding the percentage of
the 62 day cancer waits target that is shared with other trusts. Stuart Dryden agreed
to seek an answer to this query and report back. Dr Phil Earnshaw commented that
the CCG needs to understand MYHT’s responsibilities regarding the transfer of cases to
other trusts. Andrew Pepper advised that MYHT and Leeds Hospitals NHS Trust use
different software systems.
It was agreed that Dr Brown would facilitate a discussion between the CCG, Dr Nick
Spencer, MYHT Lead Clinician for Cancer and the equivalent lead at LTHT to
understand the situation.
Sandra Cheseldine referred to the 4 hour waits in A&E and whether the pressure from
other areas was effecting the achievement of this target. Jo Webster commented that
there was a number of issues regarding this target. Jo Webster advised that a letter
had been sent to North Kirklees CCG to agree a date for a summit to discuss the re‐
procurement of the Emergency Department.
Stephen Hardy raised a concern regarding the long term sustainability of the Hyper
Acute Stroke Service at MYHT. Jo Pollard confirmed that the MYHT Executive Contract
Board were undertaking a deep dive into the stroke service. It was acknowledged that
there is staffing issue within the service, however some additional staff have now been
recruited. It was also noted that a Stroke Quality Summit was to take place with MYHT
and the date is yet to be agreed. Jo Webster confirmed that Stephen Eames, Chief
Executive and the senior team at MYHT welcome this approach.
Stephen Hardy queried the progress of recruitment at MYHT. Andrew Singleton
confirmed that 85 nurses had been recruited since September 2014. Jo Pollard
advised that the staff issue in acute hospitals was a national issue.
Andrew Singleton highlighted the following from the quality section of the report:



patients praised the care received at MYHT on the Patient Safety Walkabout that
took place at Pinderfields in April 2015
2 MRSA cases were assigned to NHS Wakefield CCG in 2014/15 compared to 7 in
2013/14

It was RESOLVED that:
i)
ii)
15/117

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

CCG Risk Register
Sarah Dick attended the meeting to present this report noting that as at 7 May 2015
there were 62 risks on the risk register, 13 of which were marked for closure at the
end of the cycle, leaving 49 live risks.
Stephen Hardy referred to risk number 535 in relation to the waiting list for a multi‐
disciplinary assessment for autism following the funding agreed by the Clinical Cabinet
to support the recovery plan. Jo Pollard confirmed that the funding had been utilised
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and MYHT had confirmed in a letter on 13 April 2015 to the CCG that data validation
was taking place. Following discussions at the MYHT Executive Contract Board and
MYHT Executive Quality Board a letter has been sent to the Trust requesting an update
on the recovery plan.
It was RESOLVED that:
i)

15/118

the Committee noted that the Risk Register is a correct reflection of the current
position

Incident Report
Sarah Dick presented this report advising that during quarter four there were 10
incidents, noting that a key area of incident reporting continues to relate to
information governance issues. Many of these issues relate to incorrect information
sharing from external organisations and not errors from NHS Wakefield CCG staff.
Jo Webster queried what action is taken when an information governance incident
occurs. Katherine Bryant confirmed that individuals are contacted to explain that
patient information should not be sent to the CCG and it has been reported as an
incident. Following discussion it was suggested that analysis of whether the incidents
are occurring involving the same organisations may be helpful, noting that these type
of incidents are normally from smaller providers.
It was RESOLVED that:
i)

15/119

the Committee noted the incidents reported during Quarter 4 2014/15

Incident Reporting Policy
Sarah Dick presented the Incident Reporting policy advising that the policy has been
revised to reflect the new guidance in relation to information governance incidents
and the 2015 revised NHS England Serious Incident Framework.
It was RESOLVED that:
i)

15/120

the Committee approved the revised Incident Reporting policy

Health and Safety Report
Ruth Nutbrown attended the meeting to present the Quarter 4 Health and Safety
Report providing an overview of the operational health and safety activity and
identified risks during January, February and March 2015. It was noted there are no
health and safety risks on the risk register at the time of this report.
It was RESOLVED that:
i)

15/121

the Committee noted the actions taken in Quarter 4 to ensure compliance with
relevant Health and Safety Executive legislation, national priorities and guidance

Manual Handling Policy
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Ruth Nutbrown presented the revised Manual Handling Policy for approval. The
purpose of this policy is to provide assurance to the CCG that appropriate systems are
in place to protect employees and ensure compliance with health and safety
legislation.
Sandra Cheseldine queried why in point 1 – ‘Introduction’ the document refers to
inanimate or animate, however in point 3 – ‘Scope of the policy’ refers only to
inanimate loads. Following discussion it was agreed that point 3 should be amended
to include both animate and inanimate to ensure consistency with point 1.
It was RESOLVED that:
i)
15/122

the Committee approved the revised Manual Handling policy

Social and Digital Media Policy
Jayne Beecham attended the meeting to present this policy explaining that the
purpose of the policy is to protect the reputation of the organisation, protect
employee interests and provide guidance for using social media in a way that will
enhance the CCG’s activities and contribute to the professional development of staff
members.
Jayne confirmed that the policy had been through extensive consultation. Dr Phil
Earnshaw commented that staff also need to be aware that they should comply with
the requirements of their individual professional bodies in relation to how they use
social media. It was suggested that the policy requires strengthening to ensure staff
comply with their professional bodies, noting that when staff belong to a professional
body they should consider themselves always ‘on duty’ when using social media.
Failure to comply could jeopardise their professional registration.
It was RESOLVED that:
i)

15/123

the Committee approved the Digital and Social Media Policy following the
suggested amendment

Finance Report 2015/16 Month 1
Liz Goodson gave a verbal update confirming that there will a finance report presented
at the next meeting. Liz gave an update on running costs and identified that there is
still a £169k recurrent savings to be made to achieve the running costs allowance. Liz
advised that a vacancy review has been undertaken and there is a small underspend
on vacancies.
Liz also confirmed that a Deep Dive on Non Pay is to be presented at a future IGC
meeting.
With regard to the YHCS business case process Liz identified there is a risk that if YHCS
do not deliver against the service level agreement, savings would need to be identified
before procuring an alternative service.
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With regard to agency costs Rhod Mitchell queried whether some staff currently
employed through agencies could be moved to a short term contract. Andrew Pepper
commented that although this had been reviewed previously, it will be reviewed again.
Jo Webster confirmed that all vacancies are signed off by the Executive Team as part
of vacancy control.
It was RESOLVED that:
i)
15/124

the Committee noted the verbal update

2015/16 Budget Book
Andrew Pepper tabled the budget book for 2015/16 advising that minor changes had
been made following the copy presented at the Governing Body meeting held on 12
May 2015, following receipt of additional guidance from NHS England.
Andrew Pepper confirmed that there is currently no formal ledger entry on co‐
commissioning.
A workshop is to be held on Tuesday, 18 June 2015 to consider how to achieve QIPP
targets, following this Pat Keane, Director of Strategy and Organisational Design, will
continue to review QIPP on a weekly basis. It is intended that a deep dive on QIPP
schemes will be presented at the IGC in June. The QIPP target delivery represents a
risk to the financial plan.
The paper also details the proposed non‐recurrent 2015/16 budget confirming the
committed figures and proposed areas for review. Andrew advised that there is an
outstanding payment query with NHS England regarding the Vascular Service and a
solution is being sought.
It was RESOLVED that:
i)

15/125

the Committee noted the verbal update

Emergency Preparedness Resilience and Response
Sally Bell attended the meeting to present an Emergency Preparedness, Resilience and
Response policy shared with NHS North Kirklees CCG and incident response plans that
mirror those of NHS North Kirklees CCG to ensure a consistent NHS response across
the Mid Yorkshire System Resilience footprint. The policy and Incident Response Plan
form part of the overall assurance against the national standards for CCGs and ensure
compliance with the NHS Emergency Preparedness Core Standards. Sally also
presented a copy of the Core Standards Improvement Plan for information.
Dr Phil Earnshaw queried why the CCG are required to be an “on call” because the
organisation is not a category 1 responder. Following discussion it was acknowledged
that being on call gives the CCG a measure of control against any urgent decisions that
are required.
Andrew Pepper suggested that the on call pack could be simplified and this was
agreed.
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Sally advised that following the review of internal resilience arrangements it has been
agreed to appoint a Systems Resilience Manager who will be responsible for ensuring
the CCG meets the Emergency Preparedness, Resilience and Response core standards.
It was RESOLVED that:
i)
ii)
15/126

the Committee approved the Emergency Preparedness Resilience Policy and
incident response plan; and
noted the status of the assurance against the national standards.

Contract Governance and Assurance Update
Matt England and Caroline Foy attended the meeting to present this update providing
an update on contracts awarded, varied and notices served.
An Any Qualified Provider procurement exercise is currently in place for
Ophthalmology and is due to close on 27 May 2015. The panel will then be held on 12
June 2015.
Matt advised that representatives from the Contracting and Finance teams attended a
training workshop on the new Public Procurement regulations.
As previously highlighted to the Committee, Monitor have queried with the CCG
elements of its Local Pricing Return and the CCG has been in correspondence with
Monitor to clarify the exact nature of the data request and remain in discussion to
resolve the outstanding points raised.
It was RESOLVED that:
i)

15/127

the Committee noted the content of the report

Emergency Department Procurement
Jenny Feeley attended the meeting to present this paper. Jenny advised that a paper
had been presented to the Clinical Cabinet in March 2015 regarding the development
of an integrated emergency department (ED) service specification. Clinical Cabinet
agreed that as the emergency departments were essential services, Wakefield CCG can
therefore work collaboratively with MYHT and North Kirklees CCG to develop how the
emergency department service specification would be implemented. The main
consideration of the collaborative approach is to ensure that we develop a sustainable,
high quality service which meets the needs of our local population and makes the best
use of available clinical skills.
The paper details the procurement approach described in line with the models of care
as part of the Dalton review and to ensure sustainability and governance of the
Emergency department. Detail of the timeframe for delivery was shared with the final
service model expected to be in place by April 2017. The financial implications will not
be known until MYHT has responded to the model outlined within the specification.
Options for consideration of an alternative pricing structures for ED care could be
considered through a collaborative negotiated arrangement.
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A discussion followed highlighting that the service specification needs to be flexible
and future proof, acknowledging that the model of care is one of integration between
primary and secondary care. Matt England confirmed that a sub contract could be
agreed with MYHT and would include all the specification details.
Dr Phil Earnshaw commented that this procurement needs to be considered in line
with the CCG’s 5 year forward view.
It was RESOLVED that:
i)

ii)

15/128

the Committee approved the approach taken to develop the service
specification and transformation of the MYHT Emergency departments
through an iterative response by MHYT to the service specification; and
recognise and approve the model of ‘procurement’ of the Emergency department
including the primary care stream through the essential service provider of
emergency services (MYHT) to ensure sustainability and governance of the
service is maintained.

Yorkshire and Humber Commissioning Support Transition Update
Liz Goodson gave a verbal update on the YHCS Transition confirming that a Business
Case had been submitted last week which included expressions of intention.
It was RESOLVED that:
i)

15/129

the Committee noted the verbal update

Intellectual Property Policy
Stella Johnson attended the meeting to present this policy which sets out the legalities
of the ownership of the Intellectual Property which is derived from employee’s work
to ensure the CCG is working within the Research Governance Framework.
The policy was discussed and an amendment was agreed on page 5, point 10, instead
of referring to NHS Modernisation Agency, this should refer to NHS Improving Quality.
It was noted that the policy has an early review date of December 2015 due to
changes expected to the Research Governance Framework 2005.
It was RESOLVED that:
i)

15/130

the Committee approved the Intellectual Property Policy

Minutes of meetings:
The minutes of the following meetings were shared for information:
i)
ii)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 19 March 2015
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of
meeting held on 19 March 2015
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iii)
iv)
v)
vi)

15/131

South West Yorkshire Partnership Foundation Trust Quality Board – minutes of
meeting held on 20 April 2015
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
15 April 2015
Quality Intelligence Group – minutes of meeting held on 14 April 2015
Mid Yorkshire System Resilience Group – minutes of meeting held on
26 March 2015

Any other business
None

15/132

Date and time of next meeting
Thursday, 18 June 2015, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Title of meeting:

Governing Body

Date of Meeting:

14 July 2015

Paper Title:

Clinical Cabinet: 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
Information

Dr Adam Sheppard, Assistant Clinical Leader
23 April 2015 and 28 May 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 23
April 2015 and 28 May 2015.
Executive Summary:
23 April 2015
The following items were discussed at Clinical Cabinet in April:
 Familial Hypercholesterolemia
 Review of WSYBCSU Commissioning Guidelines for Specialist Plastic Surgery Procedures
 Carpal Tunnel
 E consultation specification
 Clinical Cabinet Annual Report
 Healthwatch patient experience survey
 Patient experience planned care
 Health Futures programme
 Pathology
 Operational Plan
28 May 2015
The following items were discussed at Clinical Cabinet in May:
 Future Hospitals presentation
 Health Visitors future clinical model
 Tandem trial for Lucentis and Avastin
 Future in Mind: transforming children and young people’s mental health and wellbeing services
 Kooth business case
 MSK
 Local Safeguarding Adult Board – proposal: named GP
 A&E service specification and MYHT response
 Wakefield CCG Budget Book
 SWYPFT review of Saville Park
 Stigma and Culture campaign

13c

Agenda item : 13c (i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 23 April 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Jo Pollard
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll

Assistant Clinical Chair, WCCG, (Chair)
Clinical Chair, WCCG
Chief of Service Delivery & Quality, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG

In Attendance:
Michele Ezro
Dr Som DeSliva
Dr Andrew Furber
Dr Patrick Wynn
Simon Rowe
Esther Ashman
Pat Keane
Sharon Cooke
Gary Crellin
Jenny Feeley
Simon Rowe
Valerie Aguirregoicoa
Neil Jenkinson
Jeff Seneviratne
Liz Goodson
Radhika Mistry

Associate Director, Service Delivery & Quality, WCCG
GP, WCCG
Director of Public Health
GP, WCCG
Senior Commissioning Manager, (Item 9)
Head of Strategy (Item 17)
Director of Strategy & Organisational Design (Item 14, 15 and 17)
Commissioning Manager (Item 7 and 8)
Senior Associate, YHCS (Item 7 and 8)
Urgent Care Transformation Lead (Item)
Senior Commissioning Manager, WCCG (Item
Quality Manager (Item 11 and 12)
NJR Solutions (Item 15)
NJR Solutions (Item 15)
Commissioning Accountant (deputising for Andrew Pepper)
Finance Student, WCCG (observing meeting)

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from, Dr P Dewhirst, Stephen Hardy, Andrew Pepper, Karen Parkin

2

DECLARATIONS OF INTEREST
Declarations from members of Novus (Dr Sheppard, Dr Earnshaw, Dr Wynn) re Item 8 Carpal
Tunnel

1

3

MINUTES OF THE MEETING HELD ON 22 JANUARY 2015
Minutes of the last meeting for 26 March 2015 were agreed as a correct record.

3.1

Homestart
Michele Ezro informed members that last week a letter had been received by Dr Sheppard
From Emily Castle who works within Nova querying the Clinical Cabinet decision around
Homestart.
There had been a discrepancy between the notes from the Local Authority Cabinet ( which
stated that the Local Authority contribution was £117K funding) and those for WCCG Clinical
Cabinet ( which stated that this was £160K). This difference had raised a query about
whether the decision had been based on value for money. A letter in response had been
drafted which explained that the decision was not based on value for money but that the
contract had come to an end so legally the contract could not be extended. Members of
Clinical Cabinet confirmed that this was the case. There was a need to ensure that there was
no duplication of service with the Early Help Hubs that were starting in April 2015 and it had
been agreed at Clinical Cabinet that if a gap in service provision emerged, then it would be
addressed jointly with the Local Authority who were the Lead Commissioners for this
service. The letter also states that the minutes would be amended to reflect the correct
figure of £117K and not £160K.
Action: Clinical Cabinet minutes to be updated accordingly to reflect the correct figure of
£117K.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

Familial Hypercholestrolemia (FH)
Nyasha Mareya introduced the Familial Hypercholestrolemia paper advising that the
service was originally expected to commence in August but would now be October 2015 or
later. Dr Sheppard asked for clarity on the financial figures on the expected screening
monitor costs year 1, 2 and 3 and the actual source of funding. Liz Goodson responded
that the budget had been made available for a full year. Jo Pollard commented that the
issue at been discussed at 10CC and approved as a patch wide approach. Dr Furber stated
that there were phases to this service in terms of reviews and once progressed the costs will
be minimal.
There was discussion regarding the general funding of business cases and the inter‐
relationship between the availability of funding for business cases, non‐recurrent funding
and QIPP.
Members indicated support for the paper.
IT WAS RESOLVED:
i)

To note and support.
2

6

New Diabetes Foot Service
Dr Sheppard advised that this item was deferred to May Clinical Cabinet as a meeting
between Dr Furber, Andrew Pepper and Jo Pollard had been postponed due to a clash with
an urgent MYHT contract Negotiation meeting. The date of the rescheduled meeting was
19 May and it was noted that time would also be taken to discuss financial resource.
Members acknowledged that it was the second time that this item had been deferred.
Dr Furber reminded Clinical Cabinet that it was on the agenda because it was a QIPP about
quality improvement in respect of avoiding amputations.
Jo Pollard advised members that financial issues should not stop vital services being
commissioned and available resource for 2015/16 would be discussed further at the next
Clinical Cabinet. The financial plan has been submitted which gave an opportunity to
explore:
 What to commission;
 What needs to be commissioned;
 How much resource there is left for this financial year to make informed decisions
about priorities around the available resource.
Concern was expressed about the level of investment and understanding the constraints so
that expectations can be managed more effectively including IT funds.
Action: Diabetes Foot Services to be discussed at 19 May meeting
Clinical Cabinet Financial Resource for 2015/16 to be added to the May agenda.

7

Update: Review of WSYBCSU Commissioning Guidelines for Specialist Plastic
Surgery Procedures.
Sharon Cooke advised that the papers had previously been presented to the November and
January Clinical Cabinet meetings with the request for further information with regard to
the BMI range. The updated paper presents the clinical evidence and Sharon highlighted
the table on page 2 which listed the individual BMI ranges for different procedures.
Sharon asked Clinical Cabinet to consider the additional information on the BMI range and
approve the insertion of individual procedures for BMI ranges into the policy which was in
line with Dr Wynn’s recommendation. Dr Wynn updated members on the past thinking and
rationale behind the recommendation.
Dr Brown referred to the QIA and queried the deprivation associated with location and the
numbers affected by the BMI reduction. Members discussed the issues around this in
respect of justification against clinical guidance and national guidance in line with other
CCG’s and best practice. Members agreed that it was appropriate to support in line with
the clinical guidance provided and approved the recommendations made.
IT WAS RESOLVED:

i)

To note and approve the recommendations made.

3

8

Carpal Tunnel
Sharon Cooke presented the Carpal Tunnel paper. The recommendation was for Clinical
Cabinet to:
i)
ii)
iii)

Consider and approve the Carpal Tunnel reviewed Commissioning Criteria Based
sub policy;
Agree the incorporation of the policy into the Commissioning Policy and
communicate to key stakeholders; and
Note the content of the Equality Impact Assessment and Quality Impact Assessment.

Dr Earnshaw queried whether there were any financial implications for the CCG or clinically
for GP members or provider contracts and Sharon advised that nothing had changed in the
policy. Dr Brown queried the clinical threshold management around how it was monitored.
Jo Pollard commented that monitoring was not only applicable to this service but to any
service transformation to ensure that the activity was measured. It was noted that
monitoring was one aspect of work being undertaken by the Planning and Delivery Group.
Members discussed the possible financial implications around referring for treatment to
Novus agreeing that it would be appropriate to have a clinical threshold valuation but there
was concern that the policy only mentions referrals for surgery and there needed to be more
awareness on the clinical thresholds. Gary Crellin commented on the contract moving
forward which would include the Carpal Tunnel service and requested that this policy be
supported whilst the delivery plan work was undertaken.
Members indicated support for the paper in line with the recommendation of a stepped
approach.
IT WAS RESOLVED:
i)

9

To support the paper subject in line with the recommendation of a stepped
approach.

E Consultation Specification
Sharon Cooke presented the E Consultation specification paper which outlined the pilot
undertaken between North Kirklees CCG, Wakefield CCG and MYHT from July 2014 to
February 2015. The recommendations were noted as:
i)
ii)
iii)

To review the service specification providing any comments/revisions where
necessary;
Approve the service specification for e‐consultation; and
Note the findings of the E Consultation Evaluation Report.

Dr Harries thanked Sharon for the hard work done and indicated that there was less positive
feedback which reflected a slow awareness curve. Dr Earnshaw although supportive
queried whether there was a plan to promote the different specialties and how it works.

4

Dr Harries outlined the simplicity of use advising that it was a case of encouraging people to
use the service.
Dr Carroll indicated support for this particularly with regard to paediatrics. Sharon
confirmed that this would be added to the list, advising that any interested specialty are
included in the evaluation. Dr Brown queried whether it would work for EMIS practices.
Dr De Silva commented on the cardiology referrals indicating a need for the template to be
reviewed for ease of workability.
Jo Pollard summarised on areas to be considered:





The Medicines Optimisation model would fit with the implementation plan;
Decisions to be made around where to go first in terms of specialties with the plan
being very visible in Skyline so that GPs are aware;
A need to know what capacity is required from the commissioning team; and
More engagement in terms of the service with communications pathways,
mobilisation, monitoring, utilisation rates in terms of which specialties we are going
for.

There was further discussion around the MYHT Contract workplans, the pilot and the
negotiation stance and Dr Harries updated members on the support in place to take
forward.
Dr Sheppard indicated that the discussion was very helpful in terms of the transformation
agenda and ways of working. An update and immobilisation plan needs to be brought
back to Clinical Cabinet in July 2015. Members agreed to accept the recommendations
made as outlined in the paper with updated report to be brought back in July 2015.
Action: E consultation to be added to the July Clinical Cabinet agenda
IT WAS RESOLVED:
i)
ii)
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To accept the recommendations made; and
An updated report to be brought back to the July 2015 Clinical Cabinet.

Clinical Cabinet Annual Report
Katherine Bryant indicated that the report represented a summary of everything which had
occurred during the financial year which will be taken to Governing Body in May and then
into the Governance Statement. Katherine highlighted that it summarises what has been
agreed by the Clinical Cabinet throughout the year.
Katherine advised that the report had already been discussed with Jo Pollard and
amendments to provide more detail would be made.
Katherine also highlighted the effectiveness questionnaire check list which was completed at
the last meeting indicating that there were some areas to work on, in particular:



The committee’s effectiveness; and
The opportunity to reflect at the end of each meeting on the outcomes and decisions
made which would be changed to once or twice per year to reflect on how effective
the committee has been.
5

Dr Earnshaw commented that the report does not reflect key members in attendance and
that these should be included.
Dr Sheppard summarised that the Clinical Cabinet was considered to be effective and
members accepted the report.

11

Healthwatch Patient Experience Survey
Valerie Aguirregoicoa presented the paper produced by Healthwatch on A&E which reflected
that patients were generally happy with the service received. There wereissues around
patient medication, hygiene and patient dignity/privacy which would be picked up within the
Quality Intelligence Group and Patient Safety Walkabout.
Jo Pollard commented that issues had previously been highlighted in Executive Quality Board
for a response from MYHT. The Quality Team were also undertaking a quality journey report
and risk assessment. The formal findings will be shared with Clinical Cabinet and IGC.
Dr Earnshaw advised that the issues related to staffing which members discussed further. Dr
Harries updated members on feedback from ST3 Trainee about MYHT. Jo Pollard informed
members about the strategy undertaken with MYHT and that there was an NHS England
Quality Review on the 7 May. The outcome of the review which would be fed back to IGC.
Dr Sheppard asked that under Duty of Candor, any concerns/evidence should be formally
passed to Jo Pollard for formal action to be taken.
Members also noted that any soft intelligence should be shared through the Quality
Intelligence Group.
Action: All members to pass concerns/evidence formally to Jo Pollard
IT WAS RESOLVED:
i) To note contents of paper; and
ii) Concerns/evidence to be formally shared with Jo Pollard.
12

Patient Experience Planned Care
Valerie Aguirregoicoa presented the paper and it was noted that the Quality Team were using
the data in the Patient Experience reports to log the impact of commissioning, contracting,
quality outcomes and experience.
Members noted the contents of the report and that it would be shared with the Planned Care
Group and PIPEC. The next Patient Experience Report would be focussed on Urgent and
Emergency Care (revisited). Jo Pollard stated that the revisit was to provide data on
outcomes and engagement which would be included in the delivery planning for 2016/17 for
the Executive Team.

6

13

A&E Service Specification and MYHT Response
Dr Sheppard reported that this item had been deferred and a further update would be
provided at next month’s Clinical Cabinet.
Dr Brown commented that the paper provided insufficient detail
around access to GP IT as a core service. Dr Sheppard responded that this
was one of the issues which had not received a full response from MYHT which had been
requested in a letter from the Urgent Care Transformation Group. Dr Harries requested that
Jenny to contact Richard Maine as IT Transformation Lead. It was agreed that Michele Ezro
would update Jenny Feeley to ensure comments were taken into account within the A&E
specification.
Action: Michele Ezro to discuss issues around the A&E Specification and GP IT core service
with Jenny Feeley. Michele also to request Jenny to contact Richard Maine.

14

Healthy Futures Programme Highlight Report
Pat Kean updated members on the Healthy Futures Programme and the work done at 10cc
informing members on the wider implications. Dr Earnshaw confirmed that he attended the
Partnership Board meeting.
Members noted the paper.
IT WAS RESOLVED :
i)

15

To note the paper

Pathology
Pat Keane introduced Neil Jenkinson, RJ Solutions and Dr Jeff Seneviratne, Retired
Biochemist. Neil Jenkinson gave a brief summary of the work undertaken which provided an
opportunity to improve discrepancies and quality of performance e.g. guaranteed collection
times, consistent turnaround times etc.
Jeff tabled a paper which contained various graphs from nine laboratories across Manchester
which provided work flow data for each practice so that it could be mapped to illustrate
variations. Jeff elaborated on the detail behind this data which members discussed and
expressed anxiety about reference ranges, different laboratory charges and standard practice.
It was thought that the way forward would be to agree a price with a separate charge for add
ons. Members further discussed the elements for QIPP savings.
Pat Keane commented on this opportunity to specify the pathology remit in the contract
negotiations with MYHT around Pathology discounts. Dr De Silva queried the three times
increase being a true reflection of the situation and Jeff indicated that it should also be
incentivised with a different contract not based on tests but an overall service indicating that
MYHT should provide the data and charging information to be analysed to give variation
between practices and numbers of tests to be commissioned.

7

Dr Earnshaw expressed concern around delivery and felt that costing would need to be quickly
addressed with MYHT in order to identify the discrepancies between tests and charges to
identify possible savings.
Pat Keane updated about the project plan around engagement with MYHT and access to
information with Dr Harries to provide the name of a key contact and Jeff to provide an
example of the questions for MYHT.
Action: Dr Harries to provide Pat with details of the key contact
Jeff to provide an example of the questions for MYHT
IT WAS RESOLVED:
i)
16

To note the contents of the paper

Clinical Network
Dr Earnshaw updated members indicating concerns around service provision re Out of Hours
primary care.
Pat Kean provided an update on the second development meeting with Clinical Chairs.

17

Operational Plan

17.1

Delivery Plan
Pat Keane provided an update on the Operational Plan.
Members noted that information would be accessible on Skyline.

17.2

Quality Premium
Esther Ashman advised that the guidance had been discussed at the Executive Team relating
to agreement of the local measures around prevention. Work is ongoing with Quality Team to
measure against trajectories for the 5 year plan, checking guidance with the Area Team and
members were updated on the detail, in particular Lung Cancer record at stage of diagnosis.
An update will be brought back to Clinical Cabinet highlighting trajectories with sign off by the
Health & Well Being Board. Dr De Silva raised the issue of benchmarking.
IT WAS RESOLVED:
i.

18

An update will be brought back to Clinical Cabinet.

Minutes from Sub Group
Members noted the minutes of the JSCB meeting held 12 March 2015. Members noted that
this meeting had been superseded by the Connecting Care meeting.

8

19

Chair’s Actions
There were no items to note.

20

Any Other Business

20.1

Drug Misuse Service
Dr Harries informed members around changes in the Drug Misuse Service and advised that
Linda Harries had believed that engagement had been covered via the Networks.
Dr Furber stated Dr Milne was the GP representative involved in developing the service
specification and that the proposed changes in the service had been discussed at the
Integration Executive which has been superseded by the Connecting Care Executive. There
had been a reduction in funding and Dr Furber informed the meeting about the complexities.
Dr De Silva confirmed that an email had been received on the 31 March which had updated
practices on the new services.
Dr Earnshaw queried whether there had been any changes in contracting for nurses looking
after leg ulcers. Jo Pollard advised that the issue would be included on the agenda for
discussion at a meeting between the Jo Pollard and Dr Furber on the 19 May on the Diabetes
Foot Service as there were also strategic implications.
Action: Nurses looking after leg ulcers to be discussed at the 19 May meeting

20.2

MSK update
Gary Crellin updated on the collaboration with North Kirklees on the MSK Service.
There were concern about the clinical model put forward and Dr Sheppard stated that the
issue of the MSK service needed to be brought back next month to progress re the various
options available before any formal notification to MYHT.
Action: MSK paper to be brought to the May Clinical Cabinet

Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 14 May 2015
12.00 – 1.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 28 May 2015
09.00 – 12.30 pm
Seminar Room, WRH
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NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 28 May 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Andrew Pepper
Stephen Hardy

Assistant Clinical Chair, WCCG, (Chair)
GP, WCCG
GP, WCCG (Part meeting)
GP, WCCG
Chief Financial Officer, WCCG
Lay Member, WCCG

In Attendance:
Michele Ezro
Dr Dinesh Nagi
John Wilson
Helen Sweaton
Lisa Chandler
Rita Trewartha
Ian Holdsworth
Jenny Feeley
Sean Rayner
James Waplington
Professor Stephen Curran

Associate Director, Service Delivery & Quality, WCCG
Consultant, MYHT
Director of Childrens and Adults Services, LA (Item 6)
Locality Service Manager , PH WMDC (Item 6)
Public Health Principal (Item 6)
Senior Associate, YHCS (Item 7, 10)
Senior Commissioning Manager, WCCG (Item 7)
Urgent Care Transformation Lead (Item 12)
District Director, SWYPFT (Item 14)
General Manager, SWYPFT (Item 14)
Consultant Psychiatrist (Item 14)

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr P Earnshaw, Jo Pollard, Dr Andrew Furber, Dr Patrick Wynn
Dr A Carroll

2

DECLARATIONS OF INTEREST
No Declarations of Interest were noted.

3

MINUTES OF THE MEETING HELD ON 22 JANUARY 2015
Minutes of the last meeting for 24 April 2015 were agreed as a correct record but that Dr
Brown’s name should be added to Item 2 Declarations of Interest re Carpal Tunnel. There
was also a query about the Carpal Tunnel decision in respect of conflicts of interest and
governance which members noted.

1

4

ACTION LOG
The Action Log was reviewed and updated accordingly.
Andrew Pepper advised that some of the closed items should remain open until the action
had been completed formally. It was agreed that Andrew would provide further advice on
this so that the Action Log could be amended accordingly.

5

Future Hospitals
Dr Dinesh Nagi attended to present the Future Hospitals presentation and updated
members that the aim of the Future Hospitals Commission was to identify new way of
delivering hospital services with new principles of care:







Focus on patient experience
Clear responsibility for each patient’s care
No ward moves unless necessary
Robust arrangements for transfer of care
Self care and health promotion facilitated
Individual care plans

Members comments were around the tariff system, whether the workforce was sustainable
and what needed to change. Dr Nagi stated it was about delivering quality care in a
different way, ‘shift’ working and ‘joined up way of working’ to provide an actual
experience of good care and discharge experience. It was noted that although formal
training was available, engagement was the key.
The role of a Chief of Medicine was highlighted who would have responsibility for clinical
business. Members also noted that there was a Future Hospital journal and a workshop
would be scheduled to take place in March 2016. Members also noted the Older People
assessment unit (frailty assessment) with defined age for admission was 75‐80.
There was concern about how it tied in with Primary Care initiative and 7 day working all of
which would need to be part of the Urgent Care, Connecting Care and, Meeting the
Challenge. Members agreed that it should be part of the strategic vision. Members noted
that Caroline Griffiths was the Lead Director.
IT WAS RESOLVED:
i.

6

To note the presentation

Health Visitors Future Clinical Model
Lisa Chandler introduced John Wilson and Helen Sweaton from the Local Authority . Lisa
updated members on the background outlining that the ongoing consultation related to the
Health Visitor transfer from NHS England to Public Health effective on 1 October 2015,
working closely with NHS colleagues and partners, which provided an opportunity to
redesign.
Helen commented on what the future would look like in terms of strategic

2

implications, explaining the reasoning behind the consultation which also involved schools,
and GP surgeries.
Members noted from a CCG perspective, the information had been shared with a number of
network meetings and CCG colleagues. Helen advised that the meetings had so far solely
concentrated on the transfer and not considered what the new specification would look like.
The timeline was April 2015 to October 2016 depending on procurement, could be extended
to December 2016/January 2017.
Helen further advised that staff would still work for MYHT under the existing contract.
Members expressed concerns and comments around the fundamental changes and the
process of consultation. It was agreed that concerns could be channelled through Michele
Ezro. Dr Sheppard commented that the update provided had given considerable assurance
and stated that there would be lots of opportunity to engage prior to December 2016 to
agree the new specification.
Andrew Pepper commented on the procurement timeline and possible ways to accelerate.
Andrew suggested that it would be of benefit if Helen or Lisa were to be to attend the
Community Contract Board meeting to put requests through governance. Michele advised
that discussions had started re Children integration.
Dr Sheppard thanked John Wilson, Helen Sweaton and Lisa Chandler and it was agreed that
a formal update would be brought back.
Action: Invitation to be sent to Helen Sweaton/Lisa Chandler to attend Community
Contract Board meeting(s)
Formal update to be brought back to Clinical Cabinet
IT WAS RESOLVED:
i)
ii)
iii)
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The paper was noted;
A formal update to be brought back to Clinical Cabinet and a date to be agreed;
An invite to be sent to Helen Seaton and Lisa Chandler to attend the Community
Contract meeting

Tandem trial for Lucentis and Avastin
Rita Trewartha updated members on the current position that there had been agreement at
the Prioritisation and Sustainability Group (21 May 2015) to support joint working across
Wakefield and North Kirklees CCGs and MYHT for MYHT to join the Tandem Trial for Avastin
use in AMD.
It was noted that engagement with MYHT was ongoing and Trust clinicians were supportive
towards implementation which is now being progressed.
Sign off to the implementation stage would be next week and should be running by Q2
depending on support . Patient engagement was particularly important regarding choice
which should be jointly commissioned between WCCG, NKCCG and MYHT.
Rita indicated that a start date for the trial was needed and a joint communication issued.
3

Members discussed risks involved and the need for synchronisation of the various Governing
Bodies. Stephan Hardy emphasised the trials are not usually publicised.
IT WAS RESOLVED:
i)

8

to note the update

Future in Mind: Transforming Children and
Young People’s mental health and wellbeing services
Ian Holdsworth presented the paper highlighting the main themes around the
Transformation Plan which outlined the changes across the whole system. The timeline for
the submission was now September 2015 and focus was being place on the first stage of the
process.
It was agreed that the CCG would be the lead commissioner and key elements included
engagement with schools, workforce development and identify alternative ways to
develop.
The recommendations were:
i)
ii)
iii)
iv)
v)

develop a transformation plan in line with the requirements of the ‘Future in Mind’
report;
Support the project group in developing the transformation plan with the correct
level of support;
Confirms the CCG as ‘lead commissioner’ for this programme;
Confirms the CCHSCP as the appropriate group for progress on the programme to be
reported; and
Consider the governance process was being reported at the right level

Andrew commented on the governance of the programme and it was agreed that this
would be brought back to Clinical Cabinett.
It was noted that nationally
£250m would be allocated and managed by NHS England. Members discussed the delivery
of the service and it was noted that the age limit was up to 25 but could extended .
Dr Sheppard summarised that the Clinical Cabinet agreed with the recommendations but
was subject to the paper being brought back to Clinical Cabinet with update around
understanding of governance process.
Action: Paper to be brought back to Clinical Cabinet with update around
understanding of governance process.

IT WAS RESOLVED:
i)

Agree the recommendations made subject to paper being brought back to Clinical
Cabinet with update around understanding of governance process

4

9

Kooth Business Case
Ian Holdsworth updated members on the background of the Kooth on line counselling
service. Engagement with the Local Authority was ongoing around the process to go
forward .
The recommendations were noted as:
i)
ii)
iii)

iv)

Approve in principle the decision to develop an online counselling service through
Kooth, pending a commitment of support from the LA;
Approve the CCG funding for the first year of the online counselling service in
Wakefield;
Approve in principle the joint funding of the project (50/50) to fund the first year of
the programme £57, 600 in the first year. This would require £28,800 from Mental
Health non‐recurrent funding from the CCG and £28,800 from Innovation Fund; and
Further evaluation of the project would come back to Clinical Cabinet

Dr Sheppard queried who the Lead Commissioner was and it was noted that this had not yet
been resolved yet and the procurement options were being reviewed from a Governance
perspective. Ian emphasised that it would be jointly funded 50/50 with the Local Authority
with engagement ongoing. It was hoped that some of the Future in Mind funding
(£250m)would be allocated to this project (to fund after first year).
Dr Harries commented that it should not be regarded as a stand alone service but was part
of the integrated service with seamless care. Stephen Hardy stated that in line with
governance, the contract waivers, single providers should go through Integrated
Governance.
Members agreed to:
i.
ii.
iii.

Approve in principle decision to develop on line counselling service;
Approve the CCG funding;
Approve in principle sharing with the Local Authority.

Andrew Pepper indicated that the procurement process would follow and proposed that the
market should be tested first to confirm that there was only one provider. It was agreed that
this would be further discussed outside of the meeting.
IT WAS RESOLVED:
i.
ii.
iii.
iv.
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Approve in principle the decision to develop on line counselling service;
Approve the CCG funding;
Approve in principle sharing with the Local Authority; and
Test the market re providers

MSK
This item was deferred to June .

5

11

Local Safeguard Adults Board – Proposal: named GP
Michele Ezro presented the paper on behalf of Jane Wilson and it was noted that the
purpose of the report was to update Clinical Cabinet re the key statutory changes for
safeguarding adults in the care act 2014 and consider the need for leadership and GP
support to the Wakefield District Safeguarding Board activities, including the mental health
capacity act. The proposal is that there is a Lead GP (one session per week at cost of
£11,700) for one year and the funding would come from the Safeguarding budget.
The recommendation was:
i)

To agree the funding for a Named GP for safeguarding adults and Mental
Capacity Act (MCA)

IT WAS RESOLVED:
i)
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That the recommendation was agreed

A&E Service Specification and MYHT Response
Jenny Feeley reported that this was an update on the draft specification which had
previously been brought to Clinical Cabinet when it had been agreed that MYHT would be
the main provider. Procurement would be signed off through Integrated Governance and
Probity Committee and it was recognised that conflicts of interests needed to be noted.
There were concerns about how the workforce development and leadership would be built
into the primary care element . Also consideration needed to be given as to how networks
could be tied into the process.

13

Wakefield CCG Budget Book supports Financial Plan 2015/16
Andrew Pepper presented the main themes in the Budget Book around allocation, QIPP
challenges, service, and co‐commissioning . Andrew emphasised that Co‐commissioning
was not allocated but delegated to the CCG and indicated that extra funding had already
been allocated to Primary Care. Andrew also highlighted potential risks around:




CSU overbudget ;
Planning and Delivery for MYHT ;
Referrals to E Consultation;

Members comments included:








RADAR put into June/July need to get trajectory about specification;
Prescribing update at the next meeting with outcomes;
Paediatric Insulin Pumps red RAG rating – need to support and bring back next
month;
Amber schemes to be brought for an update ;
Update re pathology after discussions last month;
De‐commissioning/Re‐commissioning;
Mental Health and LD;
6





Urgent Care Practitioner‐ need to make a decision;
Connecting Care (non‐ recurrent investment); and
CSE Legacy.

Dr Sheppard commented that the document should be reviewed every month
and updated accordingly.
Stephen Hardy stated that members need to understand the quality outcomes in respect of
different committees dealing with issues particularly Connective Care.
Action: Updates to be provided for the June meeting on










Amber schemes
Prescribing
Referrals
Pathology
De‐commissioning/Re‐commissioning
Paediatric Insulin Pumps
Urgent Care Practitioner
Connected Care (non‐recurrent investment)
Budget book

IT WAS RESOLVED:
i)
ii)
iii)

iv)
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Paper (Budget Book) noted;
Budget Book to be brought back to Clinical Cabinet each month;
Updates to be provided on Amber schemes, Prescribing, referrals. Pathology,
decommissioning/re‐commissioning, Paediatric Insulin Pumps, Urgent Care
Practitioner, Connected Care (non‐recurrent investment)
Understanding of the quality outcomes in respect of different committees dealing
with issues particularly Connective Care.

SYPFT Review of Savile Park
Alix Jeavons introduced Sean Rayner, James Waplington and Professor Steve Curran who
were attending from SWYPFT. Alix provided an introduction of the transformation
programme with the SWYPFT working with CCG collaboratively to support the stepped care
model via acute/clinical providers specifically around older peoples’ services with heavy
focus on the current facility at Savile Park.
The OSC have asked for the proposal to be presented in June and asked the CCG to
accompany SWYPFT. Michele indicated that a clinical discussion was required around the
proposal and agreement that the CCG attends with SWYPFT at the OSC.
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James Waplington informed members on:






Decommissioning of Savile Park and reinvestment;
Reinvestment in intensive Community Services to support complex mental health
needs;
New service will be recovery focused;
New model will provide sustained support to care homes as required; and
Community Day Treatment/Care/Home respite options

Professor Curran updated on the background and particular issues around stepped up care,
Vanguard cover, working with care homes, decommissioning to meet the needs (service not
fit for purpose) and pathway redesign. Alix confirmed that this was being considered in
the transformation work being done by Mel Brown.
It was noted that OSC would be expecting to see transparency around accountability with a
checklist to make sure all issues had been taken into account with sufficient stakeholder
engagement. The OSC meeting was scheduled for the 18 June 2015 and it was agreed that
James Waplington and Alix Jeavon would work through the detail to develop the QIA and
SCAP documents. The final documents would need to be approved via Michele Ezro and
then through Dr Sheppard as Chair.
Action:

Alix Jeavons/James Waplington to work on the development of the
SCAP/QIA documents for OSC for Chair’s approval via Michele Ezro

IT WAS RESOLVED :
i)
ii)

15

To note the presentation
Alix Jeavons and James Waplington to work on the development of the SCAP/QIA
documents for Chair’s approval

Stigma and Culture Campaign
Alix Jeavons presented the background of the Stigma and Culture campaign.
highlights included:











The main

Launched Mental Health for Change stakeholders in October 2014;
Low cost approach based on media and culture change with unique branding
Logo (Wakefield Unlabelled) not yet agreed
Approach in the campaign was to support employers towards offering positive
support;
The campaign targets 16‐34 years;
Health and social care workers campaigning to change attitudes;
Communications had also been undertaken through Networks;
Exhibition in College in the Autumn;
Delivery through Mindful employer (hope CCG will become Mindful Employer); and
Multi working across organisations.

Members were asked to note the overall programme and support towards delivery with
funding from non‐recurrent expenditure from the Mental Health budget (£50K resource to
deliver the campaign.
8

Andrew Pepper advised that it was within the budget and it was correct to support subject
to appropriate procurement.
Dr Harries commented in respect of building it into the Contract around equality and
diversity as a statement of CCG intention to hold providers to account and members agreed
that this was important.
IT WAS RESOLVED:
i)
ii)

16

The note the contents of the presentation
Build into contract around equality and diversity as a statement of CCG intention as
Commissioners to hold providers to account.

Delivery Plan/Quality Premium
Michele Ezro updated members on the main themes as provided by Esther Ashman who was
unable to attend:
Operational Plan

The final draft of the operational plan was approved at Governing Body on the 12
May and submitted to Area Team on the 14th May as planned. Some final tweaks
will now be made to take on board any comments (mainly around language) prior to
publication on the website however a copy of the document is currently available as
part of the May Governing Body papers.

We haven’t been given any timelines for feedback from NHSE however, feedback
from an earlier draft was minimal therefore we don’t anticipate much if any.

High level delivery plans have been developed to set out how we will deliver the
operational plan and we are currently going through the process to ensure that they
have effective KPIs to monitor and realistic milestones.

The Planning and Delivery Group are also in the process of developing a dashboard
which will set out progress against each of the schemes in relation to QIPP.

A programme framework has also been developed which is based on a quarterly
cycle and we have already begun the process of starting the planning for 2016/17.
Quality Premium

Brought to April’s Clinical Cabinet to set out the proposed Quality Premium
measures which were approved.

A challenge process has been underway with Area Team to ensure that we are
choosing the right indicators for Wakefield and the right level of ambition.

Following this the only measure changed has been the lung cancer measure. This
was previously lung cancer stage recorded at diagnosis, but is now percentage of
lung cancers detected at stage 1 & 2. This has been approved by Governing Body,
however there was acknowledgement that more work needed to be done on
analysis and what work is carried out to improve this percentage.

The Quality Premiums were signed off by NHSE and submitted to NHSE on the 14
May.
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Clinical Update
Dr Harries updated on the focus and energy at Network 5. Dr Sheppard attended Network 1
with lots of energy around co‐commissioning . Andrew Pepper reported that he would now
be attending Network 3.

18

Minutes to note
Members noted the minutes of the Medicines Optimisation group dated 18 January 2015
and commented that:
i)
ii)

iii)

Item 5 finance report re Grange Practice engagement;
Excluded drugs not discussed;
POST MEETING NOTE: Excluded drugs added to the MOG agenda commencing
March 2015 following request at Clinical Cabinet meeting
Effectiveness of the IMP (outcome).

Members felt that a formal update on Excluded Drugs should be brought back to Clinical
Cabinet together with TOR, IMP and Work Plan which should be combined into a
‘Deep Dive into MOG’
Action: Deep Dive into MOG to be brought to Clinical Cabinet which should include
update on Excluded Drugs, TOR, IMP and Work Plan which should be combined
into ‘Deep Dive into MOG’
19

Chair’s Actions
There were no items to note.

20

Any Other Business
No items were discussed.
Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 16 June 2015
2.00 – 3.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 25 June 2015
09.00 – 12.30 pm
Seminar Room, WRH
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