BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 15 SEPTEMBER 2015
PONTEFRACT TOWN HALL (Nelson Room)
AT 2.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Dr Ann Carroll, Dr Andrew Furber, Dr Pravin
Jayakumar

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 14 July 2015
b Action sheet from the meeting held on 14 July 2015

6.

Matters arising

7.

Chief Officer Briefing

Jo Webster

8.

Managing Conflicts of Interest

Jo Webster

9.

Recommendations from the Star Chamber process to quality assure a
reduction in 24 beds within MYHT

10.

Presentation : GP Patient Survey Results

11.

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

12.

Finance
a Finance Report – Month 4
b Financial Control Environment Assessment

Andrew Pepper

13.

Vanguard Programmes – Update and Governance Arrangements

Melanie Brown

All present

Jo Pollard

Dr Phil Earnshaw
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Jo Pollard & Andrew Pepper

14.

Governing Body Assurance Framework

Andrew Pepper

15.

Risk Register Update

Andrew Pepper

16.

Safeguarding Annual Reports
a CCG Safeguarding Adult Annual Report 2014/15
b CCG Safeguarding Children Annual Report 2014/15
c Health of Looked After Children Report 2014/15

Jo Pollard

17.

Patient Story

Jo Pollard

18.

Receipt of minutes and items for approval
a Audit Committee
(i) Minutes of meeting held on 21 May2015
b Integrated Governance Committee
(i) Minutes of meeting held on 18 June 2015
(ii) Minutes of meeting held on 16 July 2015
c Clinical Cabinet
(i) Minutes of meeting held on 25 June 2015
(ii) Minutes of meeting held on 23 July 2015
d Connecting Care Executive
(i) Minutes of meeting held on 9 April 2015
(ii) Minutes of meeting held on 14 May 2015
(iii) Minutes of meeting held on 11 June 2015
(iv) Minutes of meeting held on 9 July 2015
e Probity Committee
(i) Minutes of meeting held on 14 April 2015
f Health and Well Being Board
(i) Minutes of meeting held on 11 June 2015
g Decisions of the Chief Officer – verbal update

19.

Any other business

20.

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

21.

Date and time of next Public meeting:
Tuesday, 10 November 2015, 1pm in the Boardroom, White Rose
House
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Sandra Cheseldine
Rhod Mitchell

Dr Adam Sheppard

Andrew Balchin

Rhod Mitchell
Dr Philip Earnshaw
Jo Webster

Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 14 July 2015
Boardroom, White Rose House
Present

Dr Avijit Biswas
Dr David Brown
Dr Ann Carroll
Dr Phil Earnshaw
Sharon Fox
Dr Andrew Furber
Stephen Hardy
Dr Pravin Jayakumar
Mr Hany Lotfallah
Rhod Mitchell
Jo Pollard
Dr Adam Sheppard
Alison Sugarman

GP, Pinfold Lane Surgery
GP, Kings Medical Centre
GP, Outwood Park Medical Centre
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health – Wakefield Council
Lay Member – PPI
GP, Grove Surgery
Secondary Care Consultant
Lay Member and Vice Chair
Chief of Service Delivery and Quality
GP, Lupset Health Centre & Assistant Clinical Leader
Practice Manager, Northgate Surgery

In attendance

Esther Ashman
Katherine Bryant
Stuart Dryden
Laura Elliott
Michele Ezro
Sarah Fatchett

Head of Strategic Planning (minutes 15/121
Governance & Board Secretary (minute taker)
Contracts and Performance Manager (minute 15/122)
Head of Quality and Engagement (minute 15/122)
Associate Director Service Delivery and Quality
West Wakefield Multispecialty Community Providers
(MCP) (minute 15/119)
Senior Commissioning Manager – Childrens Services
(minute 15/124)
West Wakefield Multispecialty Community Providers
(MCP) (minute 15/119)
Director of Strategy and Organisational Design
Senior Commissioning Manager (minute15/120)
Associate Director Finance, Governance & Contracting
West Wakefield Multispecialty Community Providers
(MCP) (minute 15/119)
Minute 15/119

Ian Holdsworth
Dr Chris Jones
Pat Keane
Chris Makin
Karen Parkin
Emma Savage
Pupils of Horbury
Primary School

15/112

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting. He noted that following an election
process there are three new members of the Governing Body; he welcomed Dr Pravin
Jayakumar, Ms Alison Sugarman and Dr Deborah Hallott.

15/113

Apologies for Absence
Apologies for absence were received from:
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Andrew Balchin
Sandra Cheseldine
Dr Deborah Hallott
Dr Clive Harries
Andrew Pepper
Jo Webster
15/114

Corporate Director, Adults, Health & Communities ‐ Wakefield
Council
Lay Member
GP, New Southgate Surgery
GP, Chapelthorpe Surgery
Chief Finance Officer
Chief Officer

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

15/115

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.

15/116

Minutes of the meeting held on 12 May 2015
Karen Parkin noted an error included within the minutes; on page 8 the QIPP target is
£13.7m; not £7m as recorded.
It was RESOLVED that:
i)

15/117

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 12 May 2015 were agreed as a correct record
subject to one amendment.

Action sheet from the meeting held on 12 May 2015
Katherine Bryant confirmed that all actions which were scheduled to be completed by July
2015 have been completed.

15/118

Matters arising
There were no matters arising.

15/119

West Wakefield Health and Well Being – The Schools App Challenge: presentation from
the winning team
Dr Chris Jones and Sarah Fatchett provided background about the schools app challenge.
This project forms part of the Prime Ministers Challenge Fund work, and was developed
to facilitate engagement with young people and their families. The focus is on leading
healthy lifestyles and preventing illness.
Children at Horbury and Hendal Primary Schools were invited to take part in a
competition to develop a new health application. One hundred children took part and
developed 20 innovative and exciting health application concepts. Six concepts were
shortlisted and the students invited to present their health app concepts to a panel of
‘Dragon’s Den’ style judges. The judges included Jo Webster, Andrew Balchin, and
Anthony Nneke, (UK Schools Business Manager for Microsoft). The winning team are
‘Friendship Forever’ from Horbury Primary School. Last week the students visited a video
game developer called Rare Studios.
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The Governing Body welcomed the winning team of four students (Ellie, Amy, Estella,
Charlotte) and invited them to present their winning pitch.
The students explained the key feature of their app. This includes a map of local health
services, dental hygiene tips and links to organisations that support children who have
experienced bullying. The concept will be developed into a real application available from
early 2016.
Following the presentation Sarah Fatchett thanked the students who took part in the
project and also Horbury and Hendal Primary Schools for their support. Sarah confirmed
that the project will continue because funding is included within the Vanguard
programme.
All members of the Governing Body expressed thanks to the West Wakefield team and
students from Horbury Primary School. Dr Earnshaw congratulated the winning team of
students and said how impressed he was with this very exciting project.
It was RESOLVED that the Governing Body:
(i)
15/120

Note the content of the presentations.

Chief Officer Update
Pat Keane provided an update on behalf of Jo Webster who was unable to attend the
meeting.
Patient Participation Group Awareness Week ran from 1 to 6 June 2015. The CCG held an
event to recognise and celebrate the achievements of the member practices patient
participation groups whilst creating an opportunity to share learning and network. To
thank and recognise their commitment all attendees at the event were presented with a
CCG Star Award.
From 1 July 2015 the CCG has new statutory duties under the Counter Terrorism and
Securities Act 2015. Duties include ensuring all members of staff have completed an
appropriate level of training and that the CCG has processes in place to ensure that NHS
Trusts adhere to their statutory responsibilities.
The Mid Yorkshire Systems Resilience Group (works with partners across the Mid
Yorkshire Hospitals Trust locality) seeks to ensure that the urgent care health system is
resilient. The Systems Resilience Group meets on a regular basis and is chaired by Dr
Adam Sheppard. Dr Sheppard remarked that this is a challenging time with significant
pressures on the healthcare system. A great deal of joint working is underway to facilitate
a whole system approach.
Pat Keane summarised the new deal for GPs recently published by the Secretary of State.
As a CCG with delegated authority to commission primary medical services this is a key
document for the CCG and its members. It was noted that access to GP services would be
a key focus. An area of challenge will be how the CCG takes forward GP access seven days
per week. Pat noted that significant work is already underway within the district to test
new ways of working.
Dr Brown highlighted a commitment made by the Secretary of State to train five thousand
GPs over the next five years. Concern was expressed about the volume of GP training
places currently unfilled within Wakefield. Furthermore there is a shortage of nurses and
3

healthcare assistants. The Governing Body agreed that this issue must remain high on the
agenda. It was agreed that Alison Sugarman will work alongside Dr Brown to identify
opportunities for the CCG to stimulate innovation in this area, for example new models of
delivery.
Chris Makin provided further information about progress on actions identified following
the Winterbourne View report. Chris confirmed that of the 15 people from Wakefield
included in the Winterbourne View cohort, as of the 24th June 2015, all but six people
have been discharged from a hospital bed 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. A discussion followed and it was concluded that as a result of the
focused work undertaken the number of patients in residential settings has reduced.
Furthermore the length of stay has also reduced. Dr Earnshaw noted that this was a
system issue and work undertaken between the CCG and Wakefield Council is vital to
achieving success.
It was RESOLVED that the Governing Body:
(i)

15/121

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

360o Stakeholder Survey 2015 ‐ Headlines, Achievements, Ambitions
Esther Ashman reminded members of the Governing Body that this is an annual process
which focuses on feedback from the CCG’s key partners (including GPs, Health and
Wellbeing Board, Healthwatch and provider organisations).
Wakefield achieved the highest response rate in Yorkshire and the Humber (74%); Esther
commented that this is indicative of the strength of the CCG’s relationships.
The areas in which the CCG is performing well include the quality of working relationships,
clear and visible leadership, and people’s confidence in the CCG to listen and act on
feedback it receives about the quality of services. Feedback about the work on the
Network Development Unit was very positive.
Esther described the areas which will be prioritised over the coming year to align with the
CCG’s strategic plan priorities. It was noted that although the report appears to include a
number of red areas, performance in these areas is still up to or above national average
scores.
Members of the Governing Body discussed the most effective ways the CCG can
communicate with member practices. It was noted that formal channels of
communication between the Governing Body and members will be considered further as
part of a review of Clinical Cabinet. Dr Sheppard supported this and agreed there is an
appetite to devolve elements of commissioning decision making to members.
It was RESOLVED that the Governing Body:




Noted the content of the Survey findings.
Recognised and appreciated the CCG’s achievements since 2014.
Acknowledged and supported the ambitions for excellence.
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15/122

Integrated Quality and Performance Summary Report
Jo Pollard explained the report format has been updated following feedback from
members of the Governing Body. The report has reduced in volume because it includes
less data and more analysis. The new format is intended to highlight key issues raised and
clarify the actions agreed in response. Jo Pollard noted that a full copy of the full
unabridged Quality and Performance report is shared with and scrutinised by the
Integrated Governance Committee.
Areas of success include a reduction in the number of MRSA and Clostridium Difficile
cases reported when compared with the same period last year. CQC Intelligent
Monitoring shows a reduced number of elevated risks for MYHT. MYHT is one of sixteen
NHS Trusts nationally to be classed as having a ‘lower than expected’ SHMI for discharges
between October 2013 – September 2014 (SHMI is an indicator which reports mortality at
trust level across the NHS in England).
Jo Pollard highlighted the outcome of a recent CQC inspection of West Ridings Care
Home; the home received a ‘requires improvement’ rating. An action plan to support the
home improvement is in place. Members of the Governing Body sought assurance that
this is not a sign that there is a systemic issue with the quality of care homes in Wakefield
district because a significant proportion of recent inspections had less than satisfactory
outcomes. Jo Pollard noted the importance of robust strategic partnerships between the
CCG and Wakefield Council to facilitate joint commissioning and contracting with the care
home sector. Sharon Fox expressed concern about the implications for the CCG should a
care home close at short notice. In response Jo provided assurance Wakefield Council
would alert the CCG if there is a potential any care homes will close.
It was noted that the latest Sentinel Stroke National Audit Programme data for MYHT did
not show improvement. In response a stroke improvement summit will be held in August
2015.
Dr Sheppard explained that for patients calling NHS 111 (across Yorkshire and the
Humber) the percentage transferred to a clinical advisor or called back within 10 minutes
is significantly below the national average. This issue has been discussed at 10CC
(meeting of all CCGs across West Yorkshire) and work is underway with Local Care Direct
to improve performance of the clinical advice element of the service.
Rhod Mitchell reported that the Integrated Governance Committee have started a review
to develop a primary care quality dashboard. Once developed this information will
provide a rich source of intelligence for the Governing Body. Facilitating correlation of
information from across the health care system.
Karen Parkin drew attention to a new national change to referral to treatment (RTT)
targets; the 18 week waiting standard. This is the result of review by the NHS England
Medical Director. Stuart Dryden explained that this technical change will mean complete
pathways will no longer be part of the contractual target. Although this data will still be
available, the contract will focus on those patients still waiting for treatment (referred to
as ‘incomplete pathways’).
Sharon Fox noted the CCG’s target to improve initiation of breast feeding. She questioned
whether there are actions available to influence and drive improvement in this area. Dr
Carroll outlined the range of activities already undertaken in Wakefield. It was noted that
this is a cultural issue for Wakefield district.
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It was RESOLVED that the Governing Body:
(i)
(ii)

15/123

Note the current performance against the CCG strategic objectives and Quality
Premium.
Noted 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.

Finance Report Month 2 2015/16
Karen Parkin presented the finance report. Financial performance is forecast to meet the
financial plan, however she noted it is very early in the 2015/16 financial year. It will be
challenging for the CCG to achieve the planned surplus by the end of the financial year.
At recent meetings the Integrated Governance Committee has focused on risks and
opportunities available during 2015/16, key areas included Continuing Healthcare,
Planned Care and QIPP delivery. Future sessions will consider risk areas including the
primary care / co‐commissioning budget and YAS performance.
Karen drew attention to two recent reports from the Kings Fund and HFMA (Health
Financial Management Association). Following the release of these reports Clinical
Commissioners have released a ‘myth buster’ publication about CCG finances (available
here: http://www.nhscc.org/latest‐news/ccg‐finances‐infographic/). The publication
demonstrates that net underspends across CCGs are very small, the healthcare system as
a whole is under significant financial pressure.
Rhod Mitchell explained the QIPP session was very informative, it highlighted the role and
responsibility everyone holds to achieve costs savings. For example to achieve medicine
management targets all GP practices must follow agreed processes. Dr Phil Earnshaw and
Jo Webster are meeting with those practices that have had high growth in spend on
medicines and planned care. Karen referred to the new RAIDR tool, which will include
indicative practice budgets for areas such as prescribing. Pat Keane described a process
called clinical threshold management (intended to reduce variation and ensure that
elective procedures accessed by patients are at the most appropriate time and consider
the entire clinical pathway) and provided assurance that this will form a core part of the
CCG’s commissioning intentions for 2016/17.
It was noted that £35k overspend on co‐commissioning primary care is the result of
normal fluctuations, it is not anticipated this will continue through the financial year.
It was RESOLVED that the Governing Body:
(i)

15/124

Receive and note the contents of the report.

Transforming children and young people’s mental health and wellbeing services
Ian Holdsworth joined the meeting and presented this report. The Department of Health
has published the 'Future in Mind' paper which establishes strategic intent across the
health and care system to transform children and young people's mental health and
wellbeing. There are funds of £250m available to support the programme (nationally).
The priorities of the programme have been agreed nationally:
 Developing evidence based community Eating Disorder Services for children and
young people.
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Rollout of the Children and Young People’s Improving Access to Psychological
Therapies programme (CYPIAPT).
Improving perinatal mental health services.



Ian highlighted national guidance which confirms investment will be prioritised for those
areas which can demonstrate strong leadership and ownership at a local level. It was
noted Ian is leading the development of the Future in Mind proposal across the Wakefield
partnership (this includes Wakefield Council and a range of stakeholders for example the
Youth Offending Team). A local programme group has been established to input to the
plan. The Early Help Hub model will form a core of the programme delivery model.
Patient engagement will be embedded through new methods to involve children and
young people.
Dr Ann Carroll expressed support for the programme, in particular the move to support
children’s mental health and wellbeing; rather than focusing solely on crisis situations.
It was noted the programme will ensure services are accessible for all children, including
those with learning disabilities and from ethnic minorities.
Ian confirmed that it is unclear how the funding for the programme will be provided;
national guidance has not been released.
It was RESOLVED that the Governing Body:
(i)
(ii)

(iii)
15/125

Approved the 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.

Minutes of the Audit Committee
Rhod Mitchell presented minutes of the Audit Committee meeting held on 30 April and 14
May 2015.
It was RESOLVED that the Governing Body:
i)

15/126

Note the minutes of the Audit Committee held on 30 April and 14 May 2015.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee meetings held
on 16 April and 21 May 2015 and invited the Governing Body to consider the headline
discussions.
It was RESOLVED that the Governing Body:
i)

Note the minutes of the Integrated Governance Committee held on 16 April and
21 May 2015.
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15/127

Minutes of the Clinical Cabinet
Dr Adam Sheppard presented minutes of the Clinical Cabinet meeting held on 23 April and
28 May 2015 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
i)

15/128

Note the minutes of the Clinical Cabinet held on 23 April and 28 May 2015.

Minutes of the Health and Well Being Board
Dr Phil Earnshaw presented the minutes from the Health and Well Being Board meeting
held on 19 March 2015.
It was RESOLVED that the Governing Body:
i)

15/129

Note minutes of the Health and Well Being Board held on 19 March 2015.

Decisions of the Chief Officer
Pat Keane confirmed that the Chief Officer had not made any decisions under the
emergency powers delegated to her by the CCGs operating scheme of delegation since
the last Governing Body meeting.

15/130

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).

15/131

Date and time of next meeting
Tuesday, 15 September 2015, 2.00 pm in the Assembly Room, Pontefract Town Hall,
followed by the AGM at 5.30 pm.
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meetings held on Tuesday 14 July 2015
Minute
No

Topic

Action Required

Who

No actions were recorded during
the meeting

1

Date for Completion

Progress

Title of meeting:

Governing Body

Date of Meeting:

15 September 2015

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

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

Link to overarching principles
from the strategic plan:

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

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



Not applicable

Not applicable

CCG Leadership Team

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

Reference document(s) /
enclosures:

Chief Officer Report and Annex 1 attached

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
15 September 2015

CCG Assurance Framework 2015/16 Operating Manual
The CCG Assurance Framework 2015/16 Operating Manual has now been published and details a
number of changes to the process going forward. A webinar is planned across the West Yorkshire unit
of planning with Area Team to gain an in depth understanding of what this will mean for CCG’s and
how Area Team will work with us in the future in terms of assurance.
The assurance framework has been refreshed to take in to account a number of changes which have
occurred since the authorisation of CCGs in 2013:






CCGs’ own emerging record of achievement;
The need for the NHS to respond to more challenging performance and financial positions;
The new strategic direction for the health service set out in the NHS Five Year Forward View;
NHS England’s work with Monitor and the NHS Trust Development Authority to develop a more
joined up approach to planning and supporting local health economies; and,
The opportunity for CCGs to take on a much greater role in commissioning some of the services
for which NHS England has a statutory responsibility.

The new framework has an emphasis on a process of continuous assurance throughout the year which
will culminate in a formal annual assessment looking at previous status and on the current degree of
risk it faces. With such a continuous process in place, there is now no requirement for formal
quarterly meetings (which could be face to face or via other means), with frequency being decided
based on Area Teams view of current performance. NHSE may also alter their view of what level of
risk CCG’s are facing based on issues such as commissioning support provision or senior staff
appointments. On an annual basis when making the assurance assessment, NHSE also has a duty to
consult with the relevant Health and Wellbeing Boards on the contribution the CCG has made to the
Joint Strategic Needs Assessment.
Statutory functions for CCGs have been mapped to the five components of assurance and it has been
highlighted that some of these statutory functions may require a more detailed focus in assurance
throughout the year. These include:







NHS Continuing Healthcare;
Safeguarding of vulnerable patients;
Equality and health inequalities;
Learning disability;
Use of research; and
Special Educational Needs and Disabilities.

The other key change to the assurance process is a new set of assurance categories, examples of
which are provided in the manual. These categories are:





Assured as outstanding;
Assured as good;
Limited assurance, requires improvement; and
Not assured.

Moderation of assurance decisions will take place at the CCG assurance oversight group.

NHS Guildford and Waverley CCG Visit
Colleagues from across the health and social care system in Guildford and Waverley visited Wakefield
for a highly successful day of joint learning on the 27th August. Representatives from their CCG, Local
Authority, secondary and primary care were keen to come and learn more about how in Wakefield we
are working across the sector and were very impressed with what we have achieved together as
partners. The agenda for the day involved 121 discussions with key senior officers, visits to West
Wakefield, Trinity Care and Bullenshaw Connecting Care hub and presentations on ambulatory care
and the care home vanguard. Our visitors found the day extremely informative and interesting and
colleagues on both sides have made valuable networks for learning together in the future.
National Nursing Strategy: Our Vision, Engagement
NHS England has shared their National Nursing Strategy: Our Vision, Engagement Consultation
document for comment by 30 September 2015.
The strategy has the working title ‘Our Vision’ in recognition that this is both a reflection of the need
to respond to the challenges that nurses, midwives and care staff face as well as a chance to be
aspirational and shape a future that future generations can be proud of.
The engagement is intended to help gain a more in‐depth understanding from frontline nursing,
midwifery and care staff.
A co‐ordinated response is being formulated involving feedback from nurses at the CCG, Practice
Nurses and Vanguard/MCP sites (for Wakefield care homes) to reflect the Practice Nurse
Development function of Primary Care Co‐commissioning.
The survey can be found on the NHS England website under Our Vision: Towards a new strategy for
Nursing, Midwifery and Care Staff August 2015.
2015/16 Provider Finance Improvement
On 31 July 2015, both the NHS Trust Development Agency (TDA) and Monitor wrote to providers
describing the NHS financial challenges in 2015/16 and the need to take action to improve financial
position across the NHS.
All providers are asked to work to a stretch target in 2015/16, based on delivering additional actions
above the current plan with the clear intention of improving the individual financial position of each
organisation. This stretch target must include assessing the opportunities available including revenue
maximisation, cost control, efficiency and investments to develop a realistic and deliverable plan. The
Department of Health is planning to implement controls over capital spending for NHS Trusts and
Foundation Trusts.
All actions should be consistent with the provider’s responsibilities for safety and the delivery of
constitutional standards. The revised plan should clearly estimate the financial benefit of the options
chosen and explain the consequences of the changes required to meet the new ambition, including
any impact on workforce or service change. Plans were submitted by 21 August 2015.
The letters indicate that NHS England (NHSE) will require CCGs to suspend all fines and penalties
relating to the admitted and non‐admitted RTT standards backdated to the beginning of the financial
year; resolve contract disputes as quickly as possible with binding arbitration to follow where this
does not take place; be transparent with NHSE and the Department of Health on any uncommitted
reserves; be transparent with NHSE and the Department of Health on any fines linked to provider non‐
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delivery, so that commissioner decisions on how these should be deployed can be taken in the light of
the need to deliver key Constitution standards and the overall financial position.
Dame Barbara Hakin, NHSE National Director for Commissioning Operations, wrote to CCGs on 7
August with regard to this matter. The letter states that maintaining financial stability is a shared
challenge between all partners in the system and that nationally; NHSE has ensured this year that
enough elective and non‐elective activity is included in contracts to meet realistic forecasts of
demand. The letter is attached as Annex 1.
The CCG has commenced discussions with providers regarding their responses to these letters and will
continue to work through existing governance arrangements to understand, support, challenge and
assure the CCG that proposals are appropriate for the needs of the local population whilst responding
to the overall scale of financial challenge nationally and locally.
School Pilot Expressions of Interest
NHS England and the Department for Education are inviting proposals from CCGs working with
partners, to apply to become a pilot to improve joint working between school settings and child and
adolescent mental health services (CAMHS). Grants of up to £50,000 are available per CCG taking part
in the pilot, with up to £3,500 available to each school taking part in the pilot.
In Wakefield a working group has been set up with a range of schools and CAMHS to develop a
proposal and an expression of interest has been submitted to become a pilot area. Linked to the
Future in Mind project, the Wakefield model is focussed on supporting children and young people
with their mental health and wellbeing at the earliest possible point in their lives – we are working to
develop a system which supports children and young people sooner, in the community.
The Primary Practitioner role in CAMHS will develop effective links with schools, to create direct
referrals from schools to CAMHS, provide support to schools who are working with children and
young people, develop a multi‐disciplinary approach to case management, and effective
communication between partners working with children and young people.
The outcome will be that children and young people will be seen sooner, with support needs
identified earlier, and support provided in a non‐clinical environment. Practitioners will be
empowered to effectively identify needs and provide support immediately through training and
professional support, with a collective responsibility for outcomes for the young person through the
multi‐disciplinary approach.
NHS England and the Department for Education are looking for 15 CCGs to apply to be a part of the
pilot programme. The successful pilots should be announced in August 2015.
Extended Access to Primary Care
Following a meeting with network chairs in July, we are now involved in public engagement to
consider options for extended access to primary care. The engagement also covers key elements of
urgent care: an integrated Emergency Department, and views on the King St Walk in Centre. We are
simultaneously engaging with our GPs via network meetings. Engagement includes meetings with
groups across the district, waiting room surveys, an on‐line questionnaire, newspaper advertising, and
social media. The engagement is due to run until 24th September. Survey forms up until the end of
September. The leaflet and survey form can be viewed here.
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Yorkshire and Humber Commissioning Support Transition
The Commissioning Support Unit (CSU) transition to new provider organisations is progressing as
planned. NHS England have now issued approval letters for the in‐housing of business cases and
shared arrangements which is now being worked through in detail, particularly the HR elements. In
addition, approval to progress with the Lead Provider Framework (LPF) Procurement was given by all
Yorkshire and Humber CCGS. Interested bidders have now received all information needed on which
to submit bids. The closing date for bidder submission is 28 September 2015 with an evaluation
period of 3 weeks to follow. The intention of Wakefield CCG is to buy three services from the LPF:
business intelligence; procurement expertise and PALS. The value, once bids are accepted is likely to
be well within the approval limit of the Chief Officer and Chief Finance Officer. In addition, delegated
approval for anything related to the CSU transition has also been given at the 12 May 2015 Governing
Body meeting.
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ANNEX 1

Publications Gateway Reference No.03905

Quarry House
Quarry Hill
Leeds
LS2 7UE
E-mail: england.coo@nhs.net

To:
CCG Accountable Officers
Cc.
CCG Clinical Leaders
Regional Directors, NHS England
Directors of Commissioning Operations, NHS
England

7 August 2015

Dear Colleague
We recognise that the current financial climate is difficult for both commissioners
and providers. Maintaining financial stability is a shared challenge, and one
where all partners in the system working closely together will be essential. It is
within this context that letters were sent to providers by Monitor and the NHS
Trust Development Authority (NHS TDA) earlier this week, which set out the
need for all trusts to revisit their plans and revise their financial positions.
Nationally, NHS England has ensured this year that enough elective and nonelective activity is included in contracts to meet realistic forecasts of demand. We
have also taken a serious look at where operational targets are driving perverse
consequences and making it harder for providers to do what is right for patients.
Following Bruce Keogh’s review, the admitted and non-admitted standards are
being abolished and new ambulance standards are being trialled this year. Both
locally and nationally, commissioners will continue to take decisions which
support the delivery of a high quality service which meets constitutional
standards for patients and maintains financial balance.
It has become clear that Clinical Commissioning Groups (CCGs) would welcome
clarity on the implications of the following points for commissioners in those
letters.
•

Suspension of all fines and penalties relating to the admitted and
non-admitted RTT standards, backdated to the beginning of the
financial year.

This simply reaffirms guidance issued in the letter dated 24 June from NHS TDA,
Monitor and NHS England. CCGs were asked to suspend sanctions in relation to
the admitted and non-admitted RTT standards from 1 April 2015, in line with
Professor Sir Bruce Keogh’s review into waiting time standards and the
High quality care for all, now and for future generations

recommendation to abolish these standards. Sanctions relating to the incomplete
standard and all other performance measures will remain in place. We expect
commissioners to continue to use all the levers at their disposal to ensure that
the NHS constitutional standards are met.
•

Transparency with NHS England and the Department of Health on
any uncommitted reserves

CCGs must continue to provide accurate information on their revenue and
financial position to NHS England.
•

Transparency with NHS England and the Department of Health on
any revenue generated through fines linked to provider non-delivery,
so that commissioner decisions on how these should be deployed
can be taken in the light of the need to deliver key NHS Constitution
standards and the overall financial position.

This financial year, for the first time, CCGs are required to publish details of fines
applied to providers on a quarterly basis. All CCGs should have already
implemented these changes, and we will keep the frequency of reporting under
review.
•

Where your trust has insufficient capacity to meet demand, working
with your commissioner to transfer activity if possible to any other
provider that has already-funded but under-utilised capacity

CCGs should continue to work with providers to ensure that contracted activity
levels are delivered. Where a provider signals they have difficulty in delivering
the agreed contracted levels to meet constitutional standards, commissioners
should work with them to ensure this activity is sub-contracted to an alternative
provider. Providers with funded but under-utilised capacity should be considered
first. Where this is not an option, if constitutional standards for patients are at
risk, NHS England will require assurance from CCGs that they have had the
appropriate discussions to ensure that activity can be transferred to other
providers, including the independent sector. NHS England, Monitor and TDA are
putting in place the infrastructure which will allow the identification of all available
national capacity on an ongoing basis. This will mean that providers can know
immediately where there is funded but under-utilised capacity and, if this is not
available, can access alternative options without delay.
There is also a key role for commissioners in supporting referring practitioners to
ensure they are fully aware of those providers who have available capacity. It is
clearly much better for patients if they are able to choose a provider that can
treat them quickly at the point of referral rather than to be offered a change in
provider during their treatment.
•

Ensuring that contracts with commissioners provide for adequate
levels of activity, do not result in your trust taking on undue risks and
are agreed as soon as possible to remove continuing uncertainty
(including by committing to binding arbitration if necessary)
High quality care for all, now and for future generations

Through our assurance of the planning process, NHS England has already
satisfied itself that CCGs have commissioned sufficient activity from providers to
deliver constitutional standards in elective and non-elective care, including
diagnostic and cancer standards. Of course, plans can never anticipate every
eventuality and CCGs are expected to work closely with providers throughout the
year monitoring capacity and demand, using formal variations where this is
required. As such, we do not expect that any CCG should need to revisit its plans
or the levels of activity it has agreed with providers. CCGs will be expected to
work with their providers to ensure that these levels of activity are delivered as
agreed, ensuring patients' constitutional rights are delivered. CCGs are also
asked to work with providers to ensure all contracts are concluded at the earliest
possible date, particularly where activity levels are the principal source of delay.
I hope this additional information is helpful, but please contact your local NHS
England office if you require any further clarification.
Yours faithfully

Dame Barbara Hakin
National Director: Commissioning Operations
NHS England

High quality care for all, now and for future generations
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Information

Members of the Governing Body are asked to:
i) Note the letter received by the CCG from NHS England;
ii) Note the assurance report which was submitted by the CCG to NHS England in August 2015.
iii) Agree that no further actions are required by the CCG at this time.
Executive Summary:
Managing conflicts of interest appropriately is essential for the maintenance of public trust in the NHS and
ensure that commissioning decisions can withstand scrutiny and challenge.
In July 2015 NHS England National Director of Commissioning Operations wrote to all CCGs seeking assurance
that appropriate policies and procedures are in place. This followed allegations made in national media that a
number of individuals in the NHS may have acted inappropriately in dealings with pharmaceutical companies.
No one involved with NHS Wakefield was cited in this story.
The enclosed report provides a summary of the comprehensive review undertaken of the CCG’s policies,
systems and processes. Key controls include:
• Conflict of Interest Policy in place and appropriate conflict of interest provisions are included within the
constitution.
• Probity Committee established to consider issues which present a conflict of interest for the GP members of
the Governing Body.
• Standards of Business Conduct Policy and Joint working & Sponsorship Policy in place and communicated to
all members of staff, clinical leads and the Governing Body.
• Regular reports provided to Audit Committee confirming declarations made under the policies listed above.
The report provides full assurance on all the points raised by Dame Barbara Hakin. In particular it should be
noted that the CCG ensures that the registers are maintained and up to date.
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

In August 2015 a letter from the Chief Finance Officer was sent to all staff,
clinical leads and members of the Governing Body reiterating responsibility
for compliance with relevant policies.

Previously presented at
committee / governing body:

No

Reference document(s) /
enclosures:

Appendix A – Declarations of Interest Assurance Report
Appendix B – Copy of letter sent to CCGs by Dame Barbara Hakin
Related documents:
CCG Conflicts of Interest Policy available here.
CCG Standards of Business Conduct Policy available here.

Risk Assessment:

None identified – NHS Wakefield Clinical Commissioning Group has robust
conflict of interest procedures.

Finance/ resource implications:

None identified

NHS Wakefield Clinical Commissioning Group – assurance report

1.

NHS E Request:

Details of CCG arrangement in place

You have in place and operate appropriate
systems and processes to ensure that
conflicts of interest or potential conflicts of
interest are declared and mitigated.



content/uploads/2013/02/Conflicts‐of‐Interest‐Policy.pdf






2.

You have appropriate registers in place to
register any declared conflicts of interest,
gifts and hospitality, and that these are
kept up to date.




You have a code of conduct (or similar
code) in place for your CCG which defines
required standards of behaviour for
individuals working within your
organisation, and those performing or
authorising activities or advisory duties on

Appropriate conflict of interest provisions included within the constitution.
Probity Committee established to consider issues which present a conflict of
interest for the GP members of the Governing Body.
Standards of Business Conduct Policy in place (approved October 2014, due for
review October 2016).
Joint working & Sponsorship Policy (approved November 2014 and reviewed in
August 2015).
Regular reports provided to Audit Committee confirming declarations made
under the policies listed above.
Registers maintained by Governance & Board Secretary.
Registers reported at every meeting of the Audit Committee confirming
declarations made under the conflicts of interest, joint working & sponsorship
and standards of business conduct policies.
Register of interests for governing body and clinical leads published on the
CCG’s website. Other registers available on request.

None



Standards of Business Conduct Policy in place (approved October 2014, due for
review October 2016). http://www.wakefieldccg.nhs.uk/wp‐

None



Presentation to staff briefing in December 2014 – summarised requirements of
the policy.
Available on Skyline (the CCG’s intranet).



3.

Conflict of Interest Policy in place (approved January 2015, due for review
January 2017). http://www.wakefieldccg.nhs.uk/wp‐

Actions
identified
None

content/uploads/2013/02/StandardsBusConductRecHosp.pdf


4.

your behalf, and that this has been
properly communicated to all relevant
personnel.
That your code of conduct specifically
covers an employee/member’s
responsibility in relation to hospitality and
gifts, and has regard to the Professional
Standards Authority document Standards
for Members of NHS Boards and Clinical
Commissioning Group Governing Bodies in
England, and the NHS Business Services
Authority guidance Standards of Business
Conduct Procedure, (HSG (93)5), as well as
the Nolan principles.



The Standards of Business Conduct Policy covers both employee and Governing
Body member responsibility in relation to hospitality and gifts.

Professional Standards
Authority document:
Standards for Members
of NHS Boards and
Clinical Commissioning
Group Governing Bodies
in England
NHS Business Services
Authority guidance
Standards of Business
Conduct Procedure, (HSG
(93)5)

Nolan principles

5.

In making your arrangements and
discharging your functions, you have due
regard to NHS England’s published
guidance on conflicts of interest.





Explicit
reference
No

Content reflected in policy?

3 & 18

Yes – content analysis
undertaken by Governance &
Board Secretary. Content
reflected within Standards of
Business Conduct and other CCG
policies.

4.2 & 18

Yes – full details included within
policy.

Duties are reflected in CCG’s
constitution and Governing Body
job description.

Conflicts of Interest Policy approved in January was developed from and is fully
compliant with the NHS England guidance.
Policy was reviewed by Internal Audit in January 2015; confirmed policy is
compliant with NHS England guidance.
Provisions included within the CCG’s constitution were reviewed (by CCG
officers and solicitors) as part a review approved by the members in January
2015 and NHS England in March 2015.

When policies are
next reviewed
(scheduled in
2016) add explicit
reference to
Professional
Standards
Authority
‘Standards for
Members of NHS
Boards and
Clinical
Commissioning
Group Governing
Bodies in
England’.

None

6.

The arrangements you have in place
ensure that the integrity of CCG decision‐
making processes is not affected.





7.

8.

All of the above are appropriately and
regularly monitored and assured by your
audit committee and form part of your
regular assurance.
No individual employed by the CCG,
including members of the CCG Governing
body, is currently acting outwith your
policies.







Clear guidance about the arrangements for decision making contained within
the CCG’s constitution and committee terms of reference.
Probity Committee established to consider issues which present a conflict of
interest for the GP members of the Governing Body.
All committee meeting agendas include standing items which reminds
members to declare interests and prompt referral of items which present a
conflict of interest to the Probity Committee.
Regular reports are provided to the CCG’s Audit Committee.

None

No ‐ none that we are aware of.
CCG is assured that all individuals employed by the CCG or on the Governing
Body are currently acting within these policies and procedures.
In August 2015 a letter from the Chief Finance Officer was sent to all staff,
clinical leads and members of the Governing Body reiterating responsibility for
compliance with relevant policies.

None

Prepared by Katherine Bryant (Governance & Board Secretary) – August 2015
Approved by Jo Webster (Chief Officer) – 25 August 2015

None

Publications Gateway Ref No. 03863
Office of the National Director:
Commissioning Operations
Quarry House
Quarry Hill
LEEDS LS2 7UE

28 July 2015

CCG Accountable Officers in England

Dear Colleague
As you will be aware, allegations have been made that a number of individuals in the
NHS may have acted inappropriately in dealings with pharmaceutical companies. Whilst
recognising that this is not solely an issue for CCGs, I am writing to seek your assurance
that within your CCG:
•
•
•

•

•
•
•
•

You have in place and operate appropriate systems and processes to ensure that
conflicts of interest or potential conflicts of interest are declared and mitigated.
You have appropriate registers in place to register any declared conflicts of
interest, gifts and hospitality, and that these are kept up to date.
You have a code of conduct (or similar code) in place for your CCG which defines
required standards of behaviour for individuals working within your organisation,
and those performing or authorising activities or advisory duties on your behalf,
and that this has been properly communicated to all relevant personnel.
That your code of conduct specifically covers an employee/member’s
responsibility in relation to hospitality and gifts, and has regard to the Professional
Standards Authority document Standards for Members of NHS Boards and
Clinical Commissioning Group Governing Bodies in England, and the NHS
Business Services Authority guidance Standards of Business Conduct Procedure,
(HSG (93)5), as well as the Nolan principles.
In making your arrangements and discharging your functions, you have due
regard to NHS England’s published guidance on conflicts of interest.
The arrangements you have in place ensure that the integrity of CCG decisionmaking processes is not affected.
All of the above are appropriately and regularly monitored and assured by your
audit committee and form part of your regular assurance.
No individual employed by the CCG, including members of the CCG Governing
body, is currently acting outwith your policies.

Whilst I know you will want to assure yourself that there are no issues which require your
immediate attention, I am sure you will also want to undertake a more comprehensive
review of all your systems and process.
High quality care for all, now and for future generations

I would be grateful if, as Accountable Officer, you could provide your assurance on the
above points after that full and comprehensive review to your local NHS England Director
of Commissioning Operations, or to David Mallett (copied to Simon Weldon) for CCGs in
London, by Friday 28 August 2015, in order that we can have confidence nationally that
all appropriate systems and processes are in place and they are actively being utilised.
I have asked for the same assurance from all CSU Managing Directors and in addition,
working with other parts of the NHS, we are reviewing the current guidance and will
provide an update if it would appear that is necessary.
Best wishes

Dame Barbara Hakin
National Director: Commissioning Operations

Copy:
Moira Dumma, Director of Commissioning Operations, NHS England North, (Yorkshire & the Humber)
Graham Urwin, Director of Commissioning Operations, NHS England North,
Clare Duggan, Director of Commissioning Operations, NHS England North, (Cheshire & Merseyside)
Tim Rideout, Director of Commissioning Operations, NHS England North, (Cumbria & the North East)
Wendy Saviour, Director of Commissioning Operations, NHS England Midlands & East, (North Midlands)
Andrew Pike, Director of Commissioning Operations, NHS England Midlands & East, (East)
Andrew Reed, Director of Commissioning Operations, NHS England Midlands & East (West Midlands)
Elliott Howard-Jones, Director of Commissioning Operations, NHS England Midlands & East (Central
Midlands)
Anthony Farnsworth, Director of Commissioning Operations, NHS England South (South West)
Felicity Cox, Director of Commissioning Operations, NHS England South (South East),
Rachel Pearce, Director of Commissioning Operations, NHS England South (South Central)
Dominic Hardy, Director of Commissioning Operations, NHS England South (Wessex)
Simon Weldon, Regional Chief Operating Officer, NHS England London
David Mallet, Head of Reconfiguration, NHS England London
Richard Barker, Regional Director, NHS England North
Paul Watson, Regional Director, NHS England Midlands & East
Anne Rainsberry, Regional Director, NHS England London
Andrew Ridley, Regional Director, NHS England South
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inclusion as a private paper

Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Ruth Unwin, MYHT associate director of stakeholder engagement
Responsible Clinical Lead:

Dr Phil Earnshaw, CCG Chair

Responsible Governing
Board Executive Lead:
Recommendations:

Jo Pollard, Chief of Service Delivery and Quality

It is recommended that the Governing Body:
‐ Note the conclusions of the Star Chamber and the additional assurance provided against the issues
identified
‐ Approve the proposed reduction of a further 24 beds in 2015 to bring the total in Year One to 44 in line
with the original Meeting the Challenge Implementation Plan
Executive Summary:
The Governing Bodies of NHS Wakefield CCG and NHS North Kirklees CCG previously approved the Full Business
Case for Meeting the Challenge which sets out proposals to improve clinical outcomes by designing a system of
healthcare delivery that is sustainable from a clinical, financial and workforce perspective through
reconfiguration of services, generating a net reduction of 171 hospital beds by the end of 2016/17.
The first phase of bed reductions (44 in total) are scheduled to be achieved during 2015. The Governing bodies
have already agreed a reduction of 20 beds after receiving assurance that alternative capacity had been
developed.
A Star Chamber was commissioned by the Governing Body to review the Quality Impact Assessment undertaken
by the Medical Director and Chief Nurse of the Mid Yorkshire Hospitals NHS Trust and to assure the proposed
reduction of the remaining 24 beds due to be closed this year. Star Chamber is a formal process developed by
the National Quality Board to analyse the potential risks and consequences of service transformation and
transition.
A Star Chamber was convened on August 11th 2015 involving clinical and executive directors of both CCGs and
the Mid Yorkshire Hospitals NHS Trust. The process concluded that there was assurance that the schemes
presented would deliver the required reduction in avoidable admissions and length of stay to achieve
occupancy rates of =/<85% and deliver bed day savings equivalent to 24 beds, subject to assurance being
provided to the Governing Bodies of NHS Wakefield and NHS North Kirklees CCGs and the Mid Yorkshire
Hospitals NHS Trust in relation to some specific issues relating to:





Assurance that the ability to deliver these services would not be compromised at times of peak demand
on the system.
Increased engagement of primary care clinicians and community services to strengthen confidence
Strengthening of governance linkages between operational system resilience quality assurance
monitoring and the Meeting the Challenge programme
Star chamber process being formally built into the assurance process for all future bed reductions in the





MtC programme
Commitment to Equality Impact Assessment and mitigation of any potential adverse impact for older
people and carers
Plans being put in place to mitigate the risk of delayed transfers of care due to social services budget
cuts
Continued communication to the public and stakeholders of the benefits of reduced reliance on
hospitals

Assurance that these issues are being addressed is included in the paper.
Link to overarching principles
from the strategic plan:

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

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



The Star Chamber process provides further assurance on the QIA

There has been extensive public engagement in developing the Meeting the
Challenge programme. The Joint Health Overview and Scrutiny Committee
has been regularly updated on the implementation plan.
Kirklees Healthwatch participated in the Star Chamber.

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





Those present at 11 August 2015 meeting:
CCG
Stephen Hardy, Lay Member (Chair)
Dr Greg Connor, Executive Clinical Advisor (Deputy Chair)
Dr Phil Earnshaw
Dr Adam Sheppard
Dr David Brown
Jo Webster
Andrew Pepper
Jo Pollard
Laura Elliott
Val Aguirregoicoa
MYHT
Sally Napper
Caroline Griffiths
Mike Forster
Bob Chadwick
Ruth Unwin
NKCCG
Deborah Turner
Dr Adnan Jabbar
Rachel Albutt
Kirklees Healthwatch
Rory Deighton

Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

National Quality Board guidance on Star Chamber
https://www.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/212819/How‐to‐Quality‐Impact‐Assess‐Provider‐Cost‐Improvement‐
Plans‐.pdf

Risk Assessment:

The Meeting the Vhallenge programme is designed to mitigate risks
associated with the future sustainability of services across the Mid Yorkshire
footprint from a clinical, financial and workforce perspective.
The proposed reduction in beds will contribute to patient safety by
enhancing the nurse: patient ratio mitigating current risks associated with
nurse staffing shortages within the Mid Yorkshire Hospitals NHS Trust.

Finance/ resource implications:

Not applicable

Recommendations from the Star Chamber process to quality assure a reduction of 24 beds across
the Mid Yorkshire Hospitals NHS Trust as part of the Meeting the Challenge implementation

1. Introduction
The implementation plan for acute hospital reconfiguration as agreed through the Meeting the
Challenge consultation and the Full Business Case sets out a phased plan for bed reductions across
the hospital sites which will result in less beds on the Dewsbury site (reflecting the increased
emphasis on strengthening outpatient, day case and short stay care in the future) and an increase in
beds on the Pinderfields site (reflecting the hospital’s future role as a specialist centre for acute and
complex conditions that are more likely to require hospital admission.) The net effect will be a
reduction of 171 beds across the hospital sites over a three year period up to the end of 2016/17.
Beds and bed days were used as an indicator of inpatient capacity in the development of the Full
Business Case for acute hospital reconfiguration and are also the currency used in the Better Care
Fund. However, it is noted that this is a crude indicator of capacity and that many other factors
influence capacity in a system where the vast majority of care is provided outside a hospital setting.
There is also increasing national focus on staffing levels as a more accurate indicator of patient
safety and inpatient capacity.
A total reduction of 44 beds was due to be delivered in 2014/15. The first 20 bed reductions were
approved by the governing bodies of NHS Wakefield and NHS North Kirklees CCGs in June 2015
following assurance that alternative capacity had been generated by a range of schemes in neonatal,
paediatrics, hospital avoidance, length of stay reductions and ambulatory emergency care. The
Governing Bodies requested further assurance on the remaining 24 bed reductions planned for
2015.
A Star Chamber was convened at the request of the NHS Wakefield and NHS North Kirklees Clinical
Commissioning Groups to scrutinise the Quality Impact Assessment (QIA) carried out by the Mid
Yorkshire Hospitals NHS Trust on the proposed bed reductions for 2015/16. The Star Chamber
process is a formal part of the Quality Impact Assessment process developed by the National Quality
Board (NQB) to assure safety and effectiveness through service transition. It is designed to provide a
forum for timely, open and constructive challenge to identify potential risks and consequences of
proposed changes. In accordance with NQB guidance, the process was clinically led and involved
clinical and director representatives of NHS Wakefield CCG, NHS North Kirklees CCG, the Mid
Yorkshire Hospitals NHS Trust and the chief officer of North Kirklees Healthwatch.
The Star Chamber was designed to peer review and critique the QIA by means of open and
constructive challenge to establish that there was sufficient assurance that the planned reduction of
24 beds across the Mid Yorkshire Hospitals NHS Trust would not compromise patient safety or
service quality and to make recommendations to the governing bodies of NHS North Kirklees CCG
and NHS Wakefield CCG and to the Mid Yorkshire Hospitals NHS Trust Board.
2. Aim
The aim of the Star Chamber was:
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To ensure the impact of the proposed changes was fully understood
Confirm that there would be no negative impact on quality of care
Identify any actions, including the implications that the decision as to whether or not to
proceed with the reduction in 24 beds in 2015/16 may have in the future for the Meeting
the Challenge programme.
Make recommendations to the respective Governing Bodies on MYHT’s proposal to reduce
24 beds.

3. The Star Chamber Process
The Star Chamber was presented with the following information:





Details relating to contract and capacity including the demand, activity and occupancy
assumptions and trajectories set out in the original Full Business Case (FBC) and
performance against these.
The clinical model and evidence of how schemes put in place during the first phase of
reconfiguration, including ambulatory emergency care and acute liaison psychiatry would
deliver bed day savings based on a projection of the full year effect.
The findings of the QIA process (Appendix 1)

Participants were divided into three facilitated groups each including clinical and managerial
representatives of commissioners and The Mid Yorkshire Hospitals NHS Trust to undertake a
detailed and rigorous challenge and identify additional assurance requirements on specific aspects
of the QIA:



4.

Clinical Effectiveness
Patient Safety and System impact
Patient Experience, Equality & Diversity
Evidence presented to the Star Chamber

The outline business case (OBC) for system transformation projected a net bed day reduction from
327,000 to 275,000 by the end of 2016/17. This took into account the requirement for increased
capacity due to population growth and reduction of occupancy rates to 85% offset by a range of
schemes to reduce avoidable admissions and length of hospital stays. It was noted that beds or bed
days were an inadequate measure of system capacity, particularly given the volume of care
delivered in primary, community and outpatient settings, and that increasingly staff to patient ratios
were regarded as a more accurate measure of safety for hospital inpatient care.
The Star Chamber was reminded of the process that had been undertaken to assure the 20 bed
reductions that had previously been approved by the Governing Bodies of NHS Wakefield and NHS
North Kirklees CCGs. These were:




4 beds as a result of co‐locating neo‐natal cots alongside mothers at Dewsbury as a service
quality improvement
10 paediatric beds achieved following development of the children’s assessment service at
Dewsbury
6 beds which had been converted to emergency ambulatory care
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The 24 further beds to be assured through this Star Chamber process would be achieved through a
combination of admission avoidance and length of stay reduction as a result of developments in
ambulatory emergency care, liaison psychiatry and North Kirklees Care Close to Home schemes.
The QIA had been undertaken by the Medical Director and Chief Nurse of the Mid Yorkshire
Hospitals NHS Trust. This concluded that Meeting the Challenge was developed as a
transformational programme across acute and community services and was accepted as being
clinically appropriate by the National Clinical Advisory Team (NCAT) and the Yorkshire and Humber
Clinical Senate.
The ambition to reduce reliance on hospital beds was fully consistent with NHS England’s Five Year
Forward View and there was evidence of positive local delivery of integrated care with Wakefield
district having been selected as a national Pioneer for integrated care as well as hosting two
Vanguard programmes. The Mid Yorkshire Hospitals NHS Trust was part of a national best practice
network for ambulatory emergency care and the liaison psychiatry model was based on RAID which
a recognised model.
The procurement process undertaken by NHS North Kirklees CCG in conjunction with Greater
Huddersfield CCG had now concluded and the provider was progressing with mobilisation. In
addition, a range of schemes already put in place to deliver bed day reductions were in place and the
run rate indicated these would achieve projected target bed day reductions in 2015/16.
The Liaison Psychiatry service was now operating 24/7 across Dewsbury and Pinderfields sites and in
the first year of operation had totalled 3105 visits. 1200 patients had been discharged on the same
day. Evaluation indicated the service was successfully diverting avoidable admissions and impacting
on length of stay and projections based on the part year effect of the service in 2014/15 confirmed
that bed day reduction targets for current and future years would be achieved.
The Ambulatory Emergency Care (AEC) service opened at Pinderfields and Dewsbury Hospitals in
autumn 2013. The service had exceeded targets with excellent feedback from patients and GPs.
The number of people being treated in AEC continued to increase steadily and since the operating
hours were extended at Pinderfields from April 2015 from 8am to 8pm on Mondays and Tuesdays
and 9am to 5pm at weekends, the average monthly activity of the service had increased. Six beds
were taken out of the inpatient bed base to develop the AEC service and, based on evaluation of the
service; there was evidence that the service would deliver further bed day savings in 2015/16.
It was confirmed that the assumption of net growth of 1% in hospital activity (3% growth in demand
across the system offset by a 2% reduction in demand for hospital services delivered through QIPP
and hospital avoidance schemes) had been achieved.
The Star Chamber was informed that whilst attendances across the hospitals’ A&E departments had
continued to increase annually, admission rates via the emergency department had reduced.
The Star Chamber was presented with information demonstrating that the A&E four hour target was
not consistently being achieved and that there was a correlation between failure to achieve the
target and delays in patients being transferred from hospital care. Although reductions in length of
stay were being achieved, there were concerns about sustainability during periods of surges in
activity and that future efficiencies would be dependent on the delivery of community schemes. It
was noted that improvements on the discharge process were a continued focus for the Systems
Resilience Group.
3

Bed occupancy had been below the 85% assumption up to Q3 2014/15 when it rose due to winter
pressures. Although bed occupancy rates had reduced in Q1 2014/15, they remained above the 85%
assumption and higher than Q1 in the previous year. (See Figure 1 below)
Figure 1: Bed occupancy rates

4.

Findings of the Star Chamber


Clinical effectiveness

The Star Chamber was assured that the proposals were fully consistent with the direction of travel
set out in the original FBC which had been supported by the governing bodies of NHS Wakefield and
NHS North Kirklees CCGs and the Mid Yorkshire Hospitals NHS Trust Board who had considered
evidence from the National Clinical Advisory Team and the Royal Colleges that it would deliver a
more clinically sustainable model and better clinical outcomes for the North Kirklees and Wakefield
district population. This supported the Trust’s journey of continuous service improvement.
There was evidence that proposals for acute hospital reconfiguration generally, and the ambulatory
emergency care service and the liaison psychiatry service specifically, were consistent with national
best practice. Evaluation had shown the services offered improved clinical outcomes through faster
access to appropriate clinical intervention. This included evidence that these services were meeting
key clinical indicators and was supported by national evidence that reduced length of stay would
lessen the likelihood of patients being exposed to potential harm associated with hospital admission
such as infection, pressure ulcers and falls. Monitoring of incidents and complaints by the CCGs and
Mid Yorkshire Hospitals NHS Trust quality assurance processes confirmed there had been low levels
of incidents and complaints relative to the volume of patients and there had been no serious
untoward incidents in either ambulatory emergency care or liaison psychiatry.
The Programme Executive had previously reviewed an evaluation report based on activity during the
first months of operation that provided evidence the liaison psychiatry services was well established
and would deliver the bed day savings projected for the full year in 2015/16. The Programme
Executive had also reviewed formal evaluation of the Ambulatory Emergency Care Service. This
confirmed that the service was already over delivering against plan and there was further potential
to maximise its impact. The Mid Yorkshire Hospitals NHS Trust assured the Star Chamber that both
of these initiatives had been shown to have avoided admissions with <30% readmission/unplanned
re‐attendance rate.
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Assurance was required that the ability to deliver these services would not be compromised at times
of peak demand on the system.
It was proposed that greater engagement of primary care clinicians and community services in
future would strengthen confidence in the clinical effectiveness of new service models and that this
should be built into the programme management arrangements.
It was recommended that appropriate KPIs should be closely monitored with clear escalation
processes being put in place if indicators show cause for concern.


Safety and system resilience

The Star Chamber was assured that there was evidence from the activity data for the services that
they would generate sufficient capacity to deliver occupancy =/< 85% and support the reduction of
24 beds.
The proposed reduction in beds was consistent with the plan in the original FBC and the Star
Chamber remained satisfied the FBC was fit for purpose.
The quality assurance processes of the two CCGs and the Mid Yorkshire Hospitals NHS Trust had
received evidence of continuing improvement in clinical safety based on a range of indicators.
There was robust and regular assurance of the whole programme both strategically through the
formal Meeting the Challenge governance arrangements and operationally through the System
Resilience Group.
There was evidence of additional capacity being generated through a range of schemes not factored
into the original FBC, including primary care developments, the national Vanguard new models of
care, Connecting Care and Care Closer to Home programmes and the impact of these should be
modelled to support future analysis of system capacity.
Members concluded that the Star Chamber process should be formally built into the critical path for
assuring future bed reductions and that this should include a Star Chamber after the scheduled
‘deep dive’ review of community services.


Patient experience, equality and diversity

The Star Chamber concluded that there was evidence from the evaluation previously undertaken
that the services offered an enhanced patient experience. This was confirmed by patient feedback
and the very low number of complaints. Evaluation of both services confirmed that people were
getting faster access to appropriate care which was beneficial to patient experience.
It was agreed that the increased potential for people to have all of their care needs met locally was a
significant improvement in experience for the whole Mid Yorkshire population, including those from
the east of the Wakefield district.
It was recommended that further assurance should be provided to the Governing Bodies that
equality impact assessment had been undertaken to confirm that no group had been disadvantaged
by the change in service model. There was particular concern that the model of care may adversely
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affect older people and that the impact on carers had been taken into account to ensure compliance
with the Care Act.
Assurance was also requested that there were plans to mitigate the risk of delayed transfers of care
that may result from cuts in social care budgets and that services would not be withdrawn as part of
the Trust’s future cost savings plans.
It was further recommended that there should be concerted efforts to help people to understand
the benefits of avoiding unnecessary hospital admission at the patient interface and through all
communications activity.
Following scrutiny of the QIA and based on verbal assurances provided by representatives of the Mid
Yorkshire Hospitals NHS Trust, the Star Chamber was assured that the removal of 24 beds as part of
the acute hospitals reconfiguration during 2015/16 could be undertaken without adversely affecting
quality, clinical safety or experience.
It was agreed that the Star Chamber would recommend to the CCG Governing Bodies and the Mid
Yorkshire NHS Hospitals Trust Board that the beds should be removed from the bed base during the
year in line with the implementation of the schemes, subject to:



The existing joint governance arrangements continuing to closely monitor quality indicators
to ensure service and quality improvements are maintained
Satisfactory assurance that the issues identified by the star chamber were being addressed

Subject to approval of the governing bodies and Trust Board at their meetings in September/
October 2015, the baseline number of staffed beds across the Trust will be reduced by 24.

5. Assurance on issues identified by the star chamber process
Issue
Clinical effectiveness
Assurance that the ability to deliver these
services would not be compromised at times of
peak demand on the system.

Assurance provided
There is an established Systems Resilience Group
(SRG) across the Mid Yorkshire Footprint which
includes all agencies and whose terms of
reference promote collaboration. The SRG
enables organisations to hold each other to
account and challenge decisions regarding
deployment of resources at times of peak
activity.
There is evidence that ambulatory care has been
maintained or enhanced during surges in
demand in the system.
There has been continued investment in both
ambulatory care and liaison psychiatry service.
The ambulatory care departments are designed
so that they cannot be utilised as extra bed
capacity which would compromise the ability to
provide ambulatory care. The current system
resilience plan for Mid Yorkshire Hospitals does
not include any plans to redeploy staff or
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resources from these services at times of peak
demand. The plan is due to be reviewed in
autumn 2015 and this will include a specific
commitment to maintain ambulatory emergency
care services and liaison psychiatry at times of
peak demand.
Arrangements to engage with clinicians and
primary care are included in the communications
and engagement plan for the Meeting the
Challenge programme and for the Connecting
Care and Care Close to Home programmes. This
will be reflected in the overall programme
milestones map and assurance will be provided
to the Transformation programme executive.
The Executive Quality Board which includes
clinical representatives of both CCGs and the
Mid Yorkshire Hospitals NHS Trust regularly
reviews a range of quality performance
indicators, including patient experience, HSMR,
harm free care, infection prevention, falls,
pressure care and nurse recruitment and
retention and staffing levels and receives reports
from patient safety visits.

Increased engagement of primary care clinicians
and community services in future to strengthen
confidence in the clinical effectiveness of new
service models and that this should be built into
the programme management arrangements.

It was recommended that appropriate KPIs
should be closely monitored with clear
escalation processes being put in place if
indicators show cause for concern.

Further work will be done to establish linkages
between the quality assurance processes and
MtC Governance arrangements and escalation
arrangements and indicators that might impact
on the programme. This will be specifically
mapped into the governance arrangements for
the Meeting the Challenge programme to ensure
appropriate linkage between organisational
quality assurance processes and the
transformation programme
Safety and system resilience
Star chamber process to be formally built into
the assurance process for all future bed
reductions in the MtC programme

This has been incorporated into the critical path
which all schemes follow and a star chamber will
be scheduled two months ahead of
implementation to provide additional assurance
on future bed reductions for consideration by
the Governing Bodies
A star chamber will be arranged following the
deep dive into community services which was
carried out in August.

Patient experience and equality and diversity
Equality Impact Assessment and mitigation of
any potential adverse impact for older people
and carers

An integrated impact assessment was carried out
as part of the development of the original FBC.
A comprehensive review of older people’s
services across the health system is currently
being undertaken which will involve extensive
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engagement with older people and carers to
review current and future pathways. An equality
impact assessment of the proposed model will
be carried out as part of this review.
Healthwatch Kirklees has indicated it would be
willing to be involved in this process.
Confirmation has been received from service
leads for ambulatory care and liaison psychiatry
that assessment of home circumstances forms
part of the clinical decision making process to
establish whether a person can be safely
discharged home.
This is a central feature of the remit of the
System Resilience Group and both Wakefield and
Kirklees local authorities are represented in the
membership.
This is a primary theme of the communications
and engagement plans for Meeting the
Challenge, Connecting Care and Care Close to
Home. The communications resource to
continuously refresh and ensure delivery of
these plans is currently being reviewed by the
Programme executive in the light of the
recommendations of the Gateway review.

Plans are developed to mitigate the risk of
delayed transfers of care due to social services
budget cuts
Communication to the public and stakeholders
of the benefits of reduced reliance on hospitals

7. Conclusion
The Star Chamber provides a robust and rigorous process of confirm and challenge involving clinical
and managerial leads of the partner organisations responsible for delivering the Meeting the
Challenge transformational programme.
The process concluded that there was assurance that the schemes presented would deliver the
required reduction in avoidable admissions and length of stay to achieve occupancy rates of =/<85%
and deliver bed day savings equivalent to 24 beds, subject to assurance being provided to the
Governing Bodies of NHS Wakefield and NHS North Kirklees CCGs and the Mid Yorkshire Hospitals
NHS Trust in relation to the issues outlined above.
The Meeting the Challenge programme set out to achieve a system of health care across the Mid
Yorkshire footprint that was sustainable from a clinical, financial and workforce perspective. The
reconfiguration of services across the hospital sites is progressing and is supported by national
evidence that this will deliver improved clinical outcomes for the population. The reduction in
hospital beds supports the delivery of the overall strategy for service reconfiguration to enhance
community services and reduce reliance on hospital admission which will result in an overall
reduction in hospitals beds of 171 by the end of 2016/17. The bed reduction also supports the
financial plan set out in the FBC.
In addition, given the challenges faced in terms of availability of trained nurses across the NHS and
within Mid Yorkshire, the reduction in the overall number of beds will enable the Trust to enhance
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the ratio of staff to beds within its current staff resource which contributes to achievement of
consistently safe staffing levels.
8. Recommendation
It is recommended that the Governing Body:
‐ Note the conclusions of the Star Chamber and the additional assurance provided against the
issues identified
‐ Approve the proposed reduction of a further 24 beds in 2015 to bring the total in Year One
to 44 in line with the original Meeting the Challenge Implementation Plan
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It is recommended that the Governing Body:‐
i. note the current performance against the CCG strategic objectives and Quality Premium; and
ii. Note the full unabridged versions have been presented at the Integrated Governance Committee in July and
August 2015. 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 July and August Integrated Quality & Performance reports which have been
presented to the two previous Integrated Governance Committee (IGC) meetings. The format of this summary
report has been revised to highlight to Governing Body members the issues, actions and next steps discussed at
the Integrated Governance Committee.
There are new Constitution Standards for 2015/16 which will be included into the September 2015 IGC report
(comprising of July data). For information the standards are as follows:







Early Intervention in Psychosis; this standard has two elements to it and both must be met for the
standard to be deemed achieved
 A maximum wait of two weeks from referral to treatment; and
 Treatment delivered in accordance with NICE guidelines for psychosis and schizophrenia
Improving Access to Psychological Therapies (IAPT)
 75% will be treated within 6 weeks of referral
 95% will be treated within 18 weeks of referral
Liaison Psychiatry; achieving better access to mental health services
The 18 week RTT standard pathway will be applied to access to Learning Disability services

Key Success Stories
 There remains no reported 12 hour Trolley waits
 6 Week Diagnostic test waiting times have met the required standard during the period for MYHT
 The MYHT have met the monthly Referral to Treatment – Incomplete pathway performance for the 10th
consecutive month





YAS has improved their incident reporting rate and the timeliness of incident reporting.
The time taken to report incidents at MYHT continues to fall.
MYHT remains rated as one of the best performing trusts nationally in the latest Summary Hospital
Mortality Indicator (SHMI) report.
 Satisfaction with Wakefield GPs is above the national average in the Friends and Family Test.
 In the National GP Survey the majority of Wakefield GP practices scored the same or better than the
national average when patients were asked to rate their overall experience.
 Patients praised the quality of care received at Pinderfields on the June and July Patient Safety
Walkabouts.
 The latest Sentinel Stroke National Audit Programme results show significant improvement at MYHT in
CT scanning.
 Earls Lodge received a ‘good’ rating from the CQC following a previous inspection which rated the home
as ‘inadequate’.
 Breast feeding initiation rates improved in 2014/15.
Key areas for improvement
 YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the operational
standard
 The Acute Trust and Ambulance turnaround targets continue to fail to meet the required standard.
 A&E performance at MYHT has not met the required standard for Month and the YTD Position.
 There have been two patients who have not met the 52 week RTT incomplete pathway standard.
 The CCG has not met the 62 day cancer pathway standard.
 1 MRSA case was reported in May which was assigned to MYHT and 1 case was reported in June which
was assigned to the CCG.
 June and July Patient Safety Walkabouts highlighted patient flow challenges at MYHT with a significant
number of patients waiting in A&E well over 4 hours due to bed availability.
 MYHT and CCG are currently not meeting clostridium difficile targets for the YTD.
 The percentage of patients admitted to the stroke unit within 4 hours declined to 39.7% between
January ‐ March 2015 from 52.9% in the previous quarter.
 Only 3 trusts nationally had a higher than expected number deaths figure than MYHT for acute
cardiovascular disease (stroke) in the latest SHMI report.
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







Not applicable

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:

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

Integrated Governance Committee – 16 July and 20 August 2015

Not applicable

committee / governing body:
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
September 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, the full unabridged versions have been presented at the Integrated Governance Committee in July and August 2015. Discussion and assurance has been provided
verbally and through exception reporting
All data relates to June 2015 unless otherwise stated

Key success stories



There remains no reported 12 hour Trolley waits

6 Week Diagnostic test waiting times have met the required standard during the period
for MYHT

The MYHT have met the monthly Referral to Treatment – Incomplete pathway
performance for the 10th consecutive month

YAS has improved their incident reporting rate and the timeliness of incident reporting.
The time taken to report incidents at MYHT continues to fall.

MYHT remains rated as one of the best performing trusts nationally in the latest
Summary Hospital Mortality Indicator (SHMI) report.

Satisfaction with Wakefield GPs is above the national average in the Friends and Family 
Test.
In the National GP Survey the majority of Wakefield GP practices scored the same or 
better than the national average when patients were asked to rate their overall
experience.
Patients praised the quality of care received at Pinderfields on the June and July Patient

Safety Walkabouts.
The latest Sentinel Stroke National Audit Programme results show significant 
improvement at MYHT in CT scanning.
Earls Lodge received a ‘good’ rating from the CQC following a previous inspection which 
rated the home as ‘inadequate’.
Breast feeding initiation rates improved in 2014/15.













↑
↓
2

Areas for improvement

Target met, trend
increased
Target met, trend
deteriorated

Arrow Key

↑
↓

Target not met,
trend improving

Target not met,
trend deteriorated

↔ No change
No target,
↓
↑ trend
increasing

No target,
trend
decreasing

YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have failed to meet the
operational standard
The Acute Trust and Ambulance turnaround targets continue to fail to meet the
required standard.
A&E performance at MYHT has not met the required standard for Month and the
YTD Position.
There have been two patients who have not met the 52 week RTT incomplete
pathway standard.
The CCG has not met the 62 day cancer pathway standard.
1 MRSA case was reported in May which was assigned to MYHT and 1 case was
reported in June which was assigned to the CCG.
June and July Patient Safety Walkabouts again highlighted patient flow challenges
at MYHT with a significant number of patients waiting in A&E well over 4 hours due
to bed availability, with some patients waiting in excess of 10 hours from when the
decision to admit them was taken.
MYHT and CCG are currently not meeting clostridium difficile targets for the YTD.
The percentage of patients admitted to the stroke unit within 4 hours declined to
39.7% between January ‐ March 2015 from 52.9% in the previous quarter.
Only 3 trusts nationally had a higher than expected number deaths figure than
MYHT for acute cardiovascular disease (stroke) in the latest SHMI report.

Executive Summary
Items also included in the July and August IGC quality and performance reports







Clostridium difficile exception report
Complaints and Compliments
CQUINs Q4 achievement
GP Patient Survey
Healthwatch Annual Report
MYHT Ward Dashboard








MRSA Exception Report
National Confidential Inquiry into Suicide and Homicide 

National Emergency Laparotomy Clinical Audit

National Reporting and Learning Management System

Quality Account summary

Sentinel Stroke National Audit Programme summary
Serious Incident summary
Time to Act – Urgent Care and A&E survey
SWYPFT CQC Intelligent Monitoring
Weekend Hospital Standardised Mortality Ratio
Exception Report

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

IGC 16 July 2015
1.
2.
3.
4.
5.
6.

The latest Sentinel Stroke National Audit Programme results were discussed. The Stroke Improvement Forum is arranged for 30 September 2015.
Concerns were raised regarding the recruitment of nurses at MYHT. Universities only release once a year and overseas recruitment has been delayed due to visa and Nursing and
Midwifery Council applications. Work is taking place at MYHT to equalise vacancies on each ward by moving staff around the Trust.
Discussion took place regarding the discharge of patients from MYHT and work is taking place across the health system to improve this.
YAS targets were identified and the committee discussed the ongoing work towards improving the target, including the possibility of utilising the private sector to engage more
paramedics.
Discussion was undertaken regarding the 62 day cancer target and the ongoing work with the SRG intended to improve performance.
The committee discussed the removal of the complete and incomplete 18 week referral to treatment (RTT) target, although it was confirmed that this would still be reported at a
local level.

IGC 20 August 2015
1.
2.

3.
4.
5.

3

The care home CQC Inspection Results were discussed. Concerns were raised about the number of homes rated by the CQC as Requires Improvement or Inadequate following local
media reports.
The GP Patient Survey results were discussed in which the majority of Wakefield district practices performed in line with or better than the national average. The CQC may take the
results of this survey into consideration when choosing which Wakefield practices to inspect in September. A presentation on the results will be given at the Governing Body on 15
September 2015.
The latest SHMI data for acute cardiovascular disease shows MYHT as having one of the highest number of unexpected death figures nationally. This will be addressed with the
Trust at the Stroke Improvement Forum on 30 September 2015.
Discussion was held regarding the 4 hour A & E target, with an update provided regarding the ongoing work to identify any issues at MYHT .
Discussion was undertaken on the rate of cancelled operations at MYHT and whether this was comparable to other Trusts.

Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - (YTD - Position)
↑

↑

↑

↑

↑

↑

A step change in the productivity of
elective care

Mental health service transformation

Access to the highest quality urgent
& emergency care

Maternity, children and young people
transformation

System wide quality measures

Citizen participation & empowerment

↑

↑

↑

↑

↑

↑

Improving Access to
Psychological Therapies

Ambulance R1 8 min response

Smoking in pregnancy

Healthcare acquired infections MRSA

FFT - A&E

Care Programme Approach

Ambulance R2 8 min response

Healthcare acquired infections CDIFF

FFT - Inpatient

Ambulance 19 min
transportation

Mixed sex accommodation
(MSA) breaches

FFT - Maternity

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

Ambulance to A&E handover

Crew clear delays

A&E waits no more than 4 hrs

Trolley waits - no more than 12
hrs
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Executive Summary
Quality Premium 2015/16
Financial Gateway
A CCG will not receive a quality premium if:
‐ In the view of NHS England, during 2015/16 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 2015/16 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 2015/16
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
Domain
Preventing people form dying prematurely
Enhancing quality of life for people with long
term conditions
Enhancing quality of life for people with long
term conditions
Treating and caring for people in a safe
environment and protecting them from
avoidable harm
Local measure
Local measure
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355,000
£1,775,000
Quality Premium Measure

Potential years of life lost (PYLL)
Reduction in the number of patients attending and A&E
department for a mental health‐related need who wait
more than four hours to be treated and discharged, or
admitted, together with a defined improvement in the
coding of patients attending A&E
Avoidable emergency admissions
Improving antibiotic prescribing (a combination of 3
measures)
Smoking in pregnancy
Percentages of lung cancers detected at stages 1&2

Percentage of quality Potential value for
premium
CCG
10%
£177,500

30%

£532,500

30%

£532,500

10%

£177,500

10%
10%
100%

£177,500
£177,500
£1,775,000

Current YTD
Performance

Current eligible
QP Funding

Strategic Performance Monitoring
Citizen participation and empowerment
Trend Information
Provider

MYHT

SWYPFT

From Previous
previous months
Month score card

Reporting
Period

National
Average

Actual

YTD

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

May

88%

94.0%

93.0%

↑

FFT ‐ Inpatient

% of patients recommending the service

May

96%

96.0%

95.5%

↑

May

96%

96.0%

95.5%

↑

May

97%

99.0%

98.5%

↑

FFT ‐ Maternity

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

May

93%

96.0%

95.0%

↑

May

98%

98.0%

96.5%

↑

Indicator

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

D.A.

Clinical
Lead

Commissi
oning
Lead

•

Dr AS

LE

•

Dr PW

LE

•

Dr AC

LE

•

Dr AC

LE

•

Dr AC

LE

•

Dr AC

LE

•

Dr PW

LE

•

Dr PW

LE

FFT ‐ Community

% of patients recommending the service

May

95%

96.0%

96.0%

↔

FFT ‐ Staff

% of staff recommeding Trust as place to
receive treatment

Q4

77%

52.0%

‐

↓

FFT ‐ Mental Health

% of patients recommending the service

May

88%

85.0%

81.5%

↑

••••

•

Dr CH

LE

% of patients recommending the service

May

88%

93.0%

92.5%

↑

•••

•

Dr GC

LE

Wakefield FFT ‐ GP

••••
••

Report

Trend Information
Provider

Indicator

YAS

FFT ‐ Calderdale,
Kirklees and Wakefield Net promoter score
(YAS)
Friends and Family Test % of staff recommeding Trust as place to
‐ Staff (YAS)
receive treatment

NHS Wakefield PALS
Wakefield NHS Wakefield
Complaints
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From Previous
previous months
Month score card

Reporting
Period

National
Average

Actual

YTD

Apr

90 (Trust
target)

95.9%

96.2%

77%

81%

77%

↑

Q4

↓

D.A.

Clinical
Lead

Commissi
oning
Lead

•

Dr AS

LE

Dr AS

LE

•
••

•

Number of contacts

Jul

30

115

↑

•

Dr DB

LE

Number of complaints received

Jul

9

25

↓

•

Dr AS

KB

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
88.5%
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
Ambulance response
Cat A (Red 2) 8 min
times
response time
Cat A (Red 1 and 2) 19
min response time

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

YTD

FOT

90.0%

90.0%

↓

Dr AS

LD

0

0

↔

Dr AS

LD

Jun

95%

‐

Jun

0

‐

Not reported at CCG Level

Not reported at
CCG Level

0

Jun

100%

‐

Not reported at CCG Level

Not reported at
CCG Level

72.7%

↓

Dr AS

LD

Y

Jun

100%

‐

Not reported at CCG Level

Not reported at
CCG Level

86.4%

↓

Dr AS

JF

Y

Jun

75%

72.5%

70.6%

75.5%

75.5%

↓

••••••

69.4%

72.7%

72.7%

↓

Dr AS

JF

Y

Jun

75%

69.9%

75.0%

74.6%

74.6%

↑

••••••

70.4%

72.2%

72.2%

↑

Dr AS

JF

Y

Jun

95%

97.1%

97.1%

97.6%

97.6%

↓

••••••

95.3%

95.9%

95.9%

↓

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

95%

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
and reported in July 2015 report

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
CCG
Reporting
Actual
Target
Period
Perform
ance

Indicator
Max 2 week wait from GP referral to first
outpatient appointment ‐ all cancer
Max 2 week wait for patients referred with
breast symptoms ‐ cancer not suspected
Max 31 day wait from diagnosis to first
definitive treatment ‐ all cancers
Max 31 day wait for subsequent treatment
where treatment is surgery
Cancer Waits ‐ 31 Days Max 31 day wait for subsequent treatment
where treatment is an anti‐cancer drug
regimen
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
Max 62 day wait from referral linked to the
Cancer Waits ‐ 62 Days NHS Screening Program to start 1st
treatment for all cancers

Cancer Waits ‐ 2
Weeks

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

FOT

Trend
Information
Previous
From
months
previous
Actual
score
Month
card

MYHT

YTD

FOT

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

Jun

93%

95.7%

98.1%

97.9%

97.9%

↓

•••••• 98.3%

98.1%

98.1%

↓

Dr AM

MA

Jun

93%

97.4%

99.2%

98.4%

98.4%

↑

•••••• 98.2%

98.3%

98.3%

↑

Dr AM

MA

Jun

96%

98.2%

99.3%

98.2%

98.2%

↑

•••••• 99.5%

98.9%

98.9%

↑

Dr AM

MA

Jun

94%

96.6% 100.0% 99.1%

99.1%

↔

•••••• 100.0% 97.9%

97.9%

↔

Dr AM

MA

Jun

98%

100.0% 100.0% 100.0% 100.0%

↔

•••••• 100.0% 100.0% 100.0%

↔

Dr AM

MA

Jun

94%

99.3% 100.0% 97.7%

97.7%

↑

••••••

Dr AM

MA

Jun

90%

83.3% 100.0% 88.9%

88.9%

↑

No
14/15
standard

Dr AM

MA

Jun

90%

91.5% 100.0% 100.0% 100.0%

↔

•••••• 100.0% 100.0% 100.0%

↔

Dr AM

MA

Jun

85%

84.2%

89.4%

84.8%

84.8%

↑

•••••• 93.0%

90.4%

90.4%

↑

Dr AM

MA

Y

Jun

92.0%

91.6%

92.3%

92.3%

92.3%

↓

•••••• 92.0%

92.0%

92.0%

↔

Dr PW

LD

Y

Jun

0

22

1

2

2

↑

••••••

2

2

↑

Dr PW

LD

Jun

99%

99.7%

99.0%

99.2%

99.2%

↓

•••••• 99.1%

99.3%

99.3%

↓

Dr PW

LD

Jun

0

0

0

0

0

↔

••••••

1

1

↑

Dr PW

LD

1

1

Y

Strategic Performance Monitoring
System Wide Quality Measures
Trend
Information
Previous
From
months
FOT previou
Actual
score
s Month
card

Wakefield CCG
2014/15
Reporti
CCG
ng
Target
Actual
Performa
Period
nce

Indicator
Mixed sex
accomodation
breaches

Heathcare Associated
Infections

YTD

MYHT

YTD

Trend
from
D.A.
FOT
previou
s Month

Commis Exceptio
Clinical
sioning
n
Lead
Lead Report

Minimise breaches

Jun

0

0

0

0

0

↔

••••••

0

0

0

↔

•

Dr PW

LD

MRSA

Jun

0

2

1

1

4

↔

••••••

0

1

4

↑

•

Dr AF

JO'D

Jun

6/72
(CCG)
2/27
(MYHT)

67

6

22

88

↑

••••••

3

14

56

↑

•

Dr AF

JO'D

Clostirdium Difficile

Maternity, Children and Young People Transformation
Wakefield CCG
Provider

MYHT
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Indicator

Smoking in
pregnancy

% of mothers
smoking at the
time of delivery

Reporting
Period

Target

Q3

23%

2014/15
CCG
Actual
Performanc
e
19.1%

YTD

18.3% 19.1%

FOT

19.1%

Trend Information

Provider

From Previous
previous months Actual
Month score card
↑

••••••

18.5%

YTD

19.4%

Trend
Commiss
Exceptio
from Clinical
FOT
ioning
n Report
previous Lead
Lead
Quarter
19.4%

↑

Dr AF

MEz

Healthwatch Wakefield MYHT Patient Survey
Healthwatch undertook a survey of 153 patients and relatives in June and July 2015 at all 3 MYHT hospital sites. Healthwatch spoke with people in the main public areas of the hospital,
so the majority of people were visiting outpatients.
Summary of findings
Overall the survey showed that people are broadly satisfied with their experiences at MYHT. 120 patients rated their overall experience overall as four or five stars. There were many
compliments about staff and the quality of care people had received while at the hospital. The cleanliness of the hospitals was also seen as very good.
Waiting times for outpatients and for follow up appointments were variable according to the department, but there was a balance of positive and negative feedback with many people
saying that they had not had to wait at all, or only a short time. Insufficient staffing levels and people being ‘run off their feet’ was also a common theme.
There was a high volume of complimentary comments about the staff of the hospitals. This was by far the most common response from people. Some examples include:
‘Staff are always absolutely great’ Pontefract
‘Care was absolutely excellent, so caring – doctors, nurses, everyone’ Pinderfields
‘They were wonderful to me’ Pinderfields
‘Fast and very concerned and caring’ Pinderfields
‘My mam was on ward 20 – the care they gave her was lovely. There were two special nurses who gave 100% care’ Pinderfields
‘The nurses were first class’ Dewsbury
There was an underlying theme of staff being rushed off their feet and not having sufficient time:
‘Nurses and other staff are marvellous but there just aren’t enough’ Pinderfields
‘Staff here are excellent and rushed off their feet’ Pinderfields
‘Constantly short staffed. Safety issues and staff morale badly affected’ Pinderfields
‘Just been to ENT, I had to wait over an hour as they were running behind. Nobody apologised but when I was seen the care was so good’ Dewsbury
‘They need more staff on the blood section because we had to wait quite a while there, but otherwise can’t fault it’ Pontefract

Base: All those who got an appointment: Practice bases range from 37
36 to 304
311
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%Yes
= %Yes,
definitely
+ % +Yes,
to some
extent
%Satisfied
= %Very
satisfied
%Fairly
satisfied

Citizen Participation and Empowerment
Quality Intelligence Group – June 2015
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority, Healthwatch and the Commissioning
Support Unit working in relevant functions, such as complaints, PALS, engagement and communications. At each meeting a template captures and triangulates ‘soft’
intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff observations (including patient safety walkabouts) and
staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and judgement on
the level of concern. Quality Intelligence Group documents are now available on Skyline along with an interactive board for the sharing of intelligence.
54 items of intelligence gathered

Theme Identified

Previously
identified
as key
theme in
2015
1.

MYHT
‐
Staffing levels and impact
on attitude/care

1

Multiple Sclerosis
‐
Treatment after diagnosis
‐
Attitude of MS nurse

0

Delayed/Missed diagnosis of
fracture

Key actions

1

2.

1.

To continue monitoring

1.
2.

Look at previous intelligence
2015/16 CQUIN indicator agreed for hip
fracture pathway
Quality team to discuss with MYHT

3.
Discharge
‐
Lack of patient awareness
with regard to discharge
plans
‐
Delayed discharge letter /
Quality of discharge
planning

11

1.
3

Staffing levels and recruitment discussed
monthly at Quality Board
MYHT respond to Patient Opinion posts with
PALS contact details

System Resilience Group – Department of
Health made over 20 recommendations
following review of discharge at MYHT

Citizen Participation and Empowerment
Quality Intelligence Group – July 2015
Theme Identified

Previous
times as
key theme
in 2015

Key actions
1.

Medicines
‐ Lack of information on discharge
‐ Hospital prescribing.
‐
Anti‐psychotic drugs
‐
Anticipatory medication

0

Misdiagnosis of fracture

2

1.
2.

Improving prescribing identified by MYHT as a quality
improvement priority
Discuss at MYHT Medicines Safety Group
Link to Systems Resilience Group Operation Patient
Care
Look into undertaking a walkabout in outpatients,
pharmacy and the discharge lounge to understand
more about prescribing issues.
Healthwatch to discuss with MYHT.
Re‐Attendance within 7 days at A&E for fracture.

ENT
Waiting and treatment care

0

1.

Look at 18 week data for ENT.

New Southgate

1

1.
2.

Check complaints data
Look at FFT and patient survey

0

1.

Ongoing monitoring

0

1.

Undertake Patient Safety Walkabout on 20 July 2015

1.

Discharge pilots being undertaken on G20 and G43
which entail having clinical staff focusing on discharge.

Mental health
Crisis team not accepting GP referral
Fieldhead not responding to complaint
Gate 44
Discharge
‐
Therapy assessments and
provision following discharge
‐
YAS PTS

12

2.
3.
4.

4

Citizen Participation and Empowerment: CQC Inspections
Provider
Earls Lodge Care Home
Date of Inspection
19 February & 2 March 2015
Review Type
Unannounced
Link to Report
Earls Lodge Care Home
CQC history: Last inspection 15 and 16 September 2014

Provider
Breadalbane Residential Home
Date of Inspection
9 February 2015
Review Type
Unannounced
Link to Report
Breadalbane
CQC history: 6 July 2014 – no identified breaches of legal requirement
Type of home: Care home for up to 15 older people

Overall rating

Current Status
Good
Good
Good
Good
Good
Good

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Requires improvement
Requires improvement
Requires improvement
Inadequate
Inadequate

Outcomes

Safe
Effective
Caring
Responsive
Well‐led

Action: A Safe and Well Check has been undertaken by the Continuing Healthcare Team on the one resident in the home who is receiving Continuing Healthcare funding. The home
was meeting this resident’s care needs.
Provider
Ashgrove House
Date of Inspection
5, 6 May 2015
Review Type
Unannounced
Link to Report
Ashgrove
CQC history: 17 and 20 June 2013 – no identified breaches of legal requirement
Type of home: accommodates up to 30 older persons, the majority having either dementia or
mental health care needs.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

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

Provider
Newfield Lodge
Date of Inspection
27 May 2015
Review Type
Unannounced
Link to Report
Newfield
CQC history: September 2014
Type of home: Care home for 64 older people who are living with dementia

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Requires improvement
Requires improvement
Good
Requires improvement
Requires improvement
Requires improvement
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Citizen Participation and Empowerment
Picker National Children’s Inpatient & Day Case Survey 2014 ‐ MYHT
Background: This survey is part of the national mandatory programme of patient experience surveys required by the Care Quality Commission (CQC). The purpose of the
survey was to understand what young patients, day case patients and their parents / carers think of the healthcare services provided at MYHT. The survey compares MYHT
with 69 NHS Trusts and 1 private provider. There were 3 versions of the questionnaire; a parent version for children aged 0‐7, a child version for those aged 8‐11 and a
young persons’ version for those aged 12‐15. Responses place MYHT as ‘average’, being neither significantly better or worse than other Trusts involved in the survey.
Historical data is not available so we cannot determine changes over time.
Key Headlines:
88% of parents and 96% of children & young people rated care 7 or more out of 10.

Response Rate = 24.6%
177 responses

Areas of success: Patient experience was significantly better than average for 6 key questions:
 Children & Young People said:
When arriving in hospital they were told what would happen to them whilst there.
The people looking after them were friendly
Hospital staff told them what to do or who to talk to if worried about anything when home.
 Parents / carers of 0‐7 year olds said;
The hospital did not change the admission date.
They were not told things by different people that left them feeling confused.

Green (significantly better
than average)

6 questions

Amber
(Average)

47 questions

Red (significantly worse
than average)

0 questions

Areas for improvement: There were no areas where the Trust were significantly worse than average.
Most young patients and their parents were highly appreciative of the care they received. However, the Trust have identified priorities for improvement based on areas
that had relatively poor responses;
Priority
Only 68% of parents reported they were fully told what would happen to their child in
hospital.
Only 66% of parents reported they were fully told what would happen after their child
left hospital.
Only 26% of young people 12‐15 years felt there was a lot for their age group to do.
Only 51% of children who had food reported they completely liked the food.

Actions identified by MYHT
- Share results with appropriate staff.
- Assess the admission & discharge procedure to ensure parents are kept
well informed.
- Examine pain care and ensure all staff are up to date.
- Play specialists to identify age appropriate activities for older age groups.
- Bid for funding to buy equipment as identified for older group.
- Meet with catering department to identify area for improvement in food
provided to children’s areas.

ACTION: Survey results have been shared with CCG commissioners. As findings were comparable with other providers, and that there were no areas significantly worse
than average, no commissioner response with be taken.
Responsible Clinical Lead: Dr Ann Carroll
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Commissioning Lead: Morna Cooke

CCG Assurance: MYHT Executive Quality Board

Citizen Participation and Empowerment
MYHT Neonatal Survey 2014 – Results for Pinderfields Unit
Background: This national survey of parents’ experiences of neonatal care involved 72 Trusts and 88 hospital neonatal units. The following results illustrate how the
neonatal unit at Pinderfields compares with units of a similar type (a national comparison is also available). Responses for Pinderfields unit were comparable with the large
group of 60% of units, being neither in the best or worst performing Trusts. Responses are also much in line with other regional neonatal units. Findings show that
questions relating to ‘information and support for parents’ received the lowest scores and therefore have the most potential for improvement.
Key Headlines:
- The unit is comparable with the large group of 60% of units, being neither in the best or worst performing
Trusts.
- Only 2 key findings were in the lowest performing 20% of trusts.
- 8 key findings scored ≤70: many relating to communication and information & support available to parents.
- 5 key findings were in the highest performance 20% of trusts.
Areas of success:
Parent experience was amongst the 20% best performing trusts for the following 5 questions:
- After the birth, were you offered a photograph of your baby?
- After you gave birth, were you ever cared for in the same ward as mothers who had their baby with them?
- Was there enough space for you to sit alongside your baby’s cot in the unit?
- In your opinion, was there adequate security on the unit?
- Did you feel prepared for your baby’s discharge from neonatal care?

Response Rate
Number of responses
Green (best
performing 20%)
Amber
(60% of units)
Red (worst
performing 20%)

Pinderfields

Dewsbury

43%

34%

75

45

5 questions

13 questions

36 questions

27 questions

2 questions

3 questions

Areas for improvement:
Parent experience was amongst the 20% worst performing trusts for the following 2 areas:
- Did you have as much skin to skin contact with your baby as you wanted?
- If you asked questions about your baby’s condition and treatment, did you get answers you could understand?
Questions where parent responses scored less than 70 could also be identified as areas for improvement. These were;
- Were you given enough information about help you could get with expenses related to your baby’s stay in the neonatal unit? (score = 37).
- Did staff give you any information about parent support groups, such as Bliss or other local groups? (score = 54).
- Were you given enough written information to help you understand your baby’s condition and treatment? (score = 54).
- Were you offered emotional support or counselling services from neonatal unit staff? (score = 57).
- Before your baby was born, did a member of staff from the neonatal unit talk to you about what to expect after the birth? (score = 60).
- Did you have as much skin to skin contact with your baby as you wanted? (score = 63).
- If you wanted to stay overnight to be close to your baby, did the hospital offer you accommodation? (score = 68).
- Were you able to speak to a doctor about your baby as much as you wanted? (score = 70).
As findings were comparable with other similar neonatal units, no commissioner response will be taken. Survey results have been shared at MYHT Quality Committee and
with CCG Commissioners.
Responsible Clinical Lead: Dr Ann Carroll
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Commissioning Lead: Morna Cooke

CCG Assurance: MYHT Executive Quality Board

Citizen Participation and Empowerment
MYHT Neonatal Survey 2014 – Results for Dewsbury Unit
Background: This national survey of parents’ experiences of neonatal care involved 72 Trusts and 88 hospital neonatal units. The following results illustrate how the
neonatal unit at Dewsbury compares with units of a similar type (a national comparison is also available). Parents’ experience placed Dewsbury neonatal unit amongst the
large group of 60% of units, being neither in the best or worst performing Trusts. Dewsbury unit received more scores in the best performing 20% than Pinderfields unit.
Key Headlines:
- Parents’ responses placed the unit amongst the large group of 60% of units, being neither in the best or
worst performing Trusts.
- Only 3 key findings were in the lowest performing 20% of trusts.
- 8 key findings scored ≤70: many relating to information & support available to parents.
- 13 key findings were in the highest performance 20% of trusts.
Areas of success
Patient experience was amongst the 20% best performing trusts for 13 questions.
The unit scored particularly well on questions relating to leaving the neonatal unit (baby discharge).

Pinderfields
43%

Dewsbury
34%

75

45

5 questions

13 questions

36 questions

27 questions

2 questions

3 questions

Response Rate
Number of responses
Green (best
performing 20%)
Amber
(60% of units)
Red (worst
performing 20%)

Areas for improvement
Patient experience was amongst the 20% worst performing trusts for the following 3 areas:
- Were you told which nurse was responsible for your baby’s care each day s/he was in the neonatal unit?
- Did staff refer to your baby by his/her first name?
- Were you involved as much as you wanted in the day to day care of your baby, such as nappy changing and feeding?
Questions where parent responses scored less than 70 could also be identified as areas for improvement. These were;
- Did staff give you any information about parent support groups, such as Bliss or other local groups? (score = 53).
- Were you given enough information about help you could get with expenses related to your baby’s stay in the neonatal unit? (score = 55).
- After you gave birth, were you ever cared for in the same ward as mothers who had their baby with them? (score = 59).
- Were you given enough written information to help you understand your baby’s condition and treatment? (score = 59).
- Did staff give you conflicting information about your baby’s condition or care? (score = 63).
- After the birth, were you offered a photograph of your baby? (score = 65).
- If you wanted to stay overnight to be close to your baby, did the hospital offer you overnight accommodation? (score = 66).
- Did you have as much skin to skin contact with your baby as you wanted? (score = 69).
As findings were comparable with other similar neonatal units, no commissioner response will be taken. Survey results have been shared at MYHT Quality Committee and
with CCG Commissioners.
Responsible Clinical Lead: Dr Ann Carroll
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Commissioning Lead: Morna Cooke

CCG Assurance: MYHT Executive Quality Board

Access to the highest quality urgent and emergency care
Additional support measures
Trend
Information
Previou
Trend
2014/15
s
From
Reporti
from
CCG
D.A.
FOT
Actual YTD
FOT previou months Actual YTD
ng
Target
previou
Perform
s Month score
Period
s Month
ance
card
Emergency readmissions within 30 days
Not reported at CCG Not reported at
2.9% 3.5% 3.5%
↑
Jan <3.5%
‐
•
following an elective spell
Level
CCG Level
Emergency readmissions within 30 days
Not reported at CCG Not reported at
10.9% 12.1% 12.1%
↑
•
Jan <12.6%
‐
following an emergency spell
Level
CCG Level
% patients scanned within 1 hour of
Jan Mar
50%
‐
31.9% 25.5
25.5
↑
••••• 32.1% 25.1
25.1
↑
•
arrival
15
% of patients admitted to stroke ward Jan Mar 54% nat
‐
39.7% 48.4% 48.4%
↓
••••• 39.9% 48.0% 48.0%
↓
•
within 4 hours of arrival
15
av
Wakefield CCG

Provider

Indicator

Emergency Re‐
admissions
MYHT
Stroke

YAS 111
Performance

YAS Out of Hours
Performance

YAS

ST‐elevation
myocardial
infarction

Cardiac arrest

Stroke

% of clinical call backs within 10 mins

May

98%

% calls answered within 60 seconds

May

95%

% of warm transfers

May

95%

30.4% 17.5% 20.6% 20.6%

↓

% Definitive Clinical Assessments in time

Jun

95%

87.2% 100.0% 100.0% 100.0%

% Emergency within 1 hour

Jun

95%

% Urgent within 2 hours

Jun

% Less Urgent within 6 hurs
% of patients with STEMI who received
an appropriate care bundle
% of patients receiving primary
angioplasty within 150 minutes.
% of patients who were discharged from
hospital alive following resuscitation by
ambulance service following a cardiac
arrest
% of FAST positive patients potentially
eligible for stroke thrombolysis arriving
at a hyperacute stroke unit within 60
minutes of the call being received

Staff absence (YAS) Trust absence rate
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JF

Dr AS

JF

Dr AB

GR

Dr AB

GR

↓

•

Dr CJ

SR

Not reported at
95.1% 92.9% 92.9%
CCG Level

↑

•

Dr CJ

SR

••••• 16.8% 19.0% 19.0%

↓

•

Dr CJ

SR

↑

••••• 99.4% 99.0% 99.0%

↓

•

Dr AS

JF

58.6% 61.5% 53.4% 53.4%

↓

••••• 54.0% 48.6% 48.6%

↓

•

Dr AS

JF

95%

76.9% 76.8% 70.2% 70.2%

↓

••••• 67.7% 63.4% 63.4%

↓

•

Dr AS

JF

Jun

95%

92.4% 97.8% 95.0% 95.0%

↑

••••• 94.5% 91.9% 91.9%

↑

•

Dr AS

JF

Feb

80.2%

↑

•

Dr AS

JF

↑

•

Dr AS

JF

‐

Not reported at CCG
Level

↓

Dr AS

••••• 18.4% 20.7% 20.7%

Feb

27.9% 19.3% 21.4% 21.4%

Commis Excepti
Clinical
sioning on
Lead
Lead Report

82.8%
(13/14)
88.1%
87.0%
(13/14)

Not reported at CCG
Level
Not reported at CCG
Level

Not reported at
89.2% 83.5% 83.5%
CCG Level
Not reported at
79.8% 84.2% 84.2%
CCG Level

Feb

8.2%

10.3%
(13/14)

Not reported at CCG
Level

Not reported at
12.4% 10.6% 10.6%
CCG Level

↑

•

Dr AS

JF

Feb

59.1%

64.5%
(13/14)

Not reported at CCG
Level

Not reported at
57.7% 55.5% 55.5%
CCG Level

↓

•

Dr AS

JF

Mar

<5%

5.9%

Not reported at CCG
Level

Not reported at
6.6%
CCG Level

↑

•

Dr AS

JF

6.4%

6.4%

Mental Health service transformation
Provider ‐ SWYPFT

From
Previous
previous months
Month score card

D.A.

Clinical
Lead

•••••

•

Dr CH

MEz

↓

•••••

•

Dr CH

MEz

2.0%

↓

•••••

•

Dr CH

MEz

97.2%

95.5%

↑

•••••

•

Dr CH

MEz

97.9%

96.5%

↑

•••••

•

Dr CH

MEz

69.0%

70.0%

↑

••

•

Dr CH

MEz

4.8%

5.3%

4.8%

↓

•••••

•

Dr CH

MEz

3.2%

3.4%

3.9%

↑

•••••

•

Dr CH

MEz

83.9%

89.3%

86.0%

↑

•••••

•

Dr CH

MEz

1.4%

0.8%

1.0%

↑

•••••

•

Dr CH

MEz

12.9%

13.3%

12.5%

↓

•••••

•

Dr CH

MEz

90.7%

90.2%

89.4%

↔

•••••

•

Dr CH

MEz

D.A.

Clinical
Lead

•

Dr CH

Reporting
Period

Target

2014/15
Performance

Actual

YTD

% service users on CPA in Employment

Jun

10%

7.3%

7.3%

7.3%

↑

% service users on CPA in settled accommodation

Jun

60%

68.9%

63.5%

65.8%

% Delayed transfers of care

Jun

7.5%

4.0%

2.0%

% Admissions gatekept by CRS teams

Jun

95%

99.4%

Jun

95%

98.1%

Q4

76%

Mar

<4%

Indicator

Care Programme Approach
(CPA)

Trend Information
Commissio Exception
ning Lead Report

Access
Care Programme Approach
(CPA)
Friends and Family Test ‐
Staff

% SU on CPA having formal review within 12
months
% of staff recommeding Trust as place to receive
treatment

Staffing (SWYPFT)

Trust sickness absence rate (YTD)

Proportion of patients that have self harmed in
the last 72 hours
Proportion of patients that report feeling safe at
NHS Safety Thermometer
the point of survey
Proportion of patients that have been the victim
NHS Safety Thermometer
of violence/aggression in the last 72 hours
Proportion of patients that have had an omission
NHS Safety Thermometer
of medication in the last 24 hours
NHS Safety Thermometer

Proportion of patients with 'harm free' care
(patients that did not self harm, do not feel
NHS Safety Thermometer unsafe, have not been a victim of violence or
aggression and in Inpatient settings have not
been restrained)

Jun
Jun
Jun
Jun

Jun

<3.3%
(nat.avg)
84.8%
(nat.avg)
<1.3%
(nat. avg)
<12.3%
(nat. avg)

87.8%
(nat. avg)

The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients
WCCG
Indicator
Dementia Diagnosis rate
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% of people with formal diagnosis of estimated
number of people with dementia

Reporting
Period

Target

Mar

67%

2013/14
Performan
ce

Actual
68.4%

YTD

Trend Information
From
Previous
previous months
Month score card
↑

•••••

Commissio Exception
ning Lead Report
MEz

Maternity, children and young people transformation

Provider

Indicator

MYHT

C‐section
(MYHT Integrated
Performance Report)
Breast Feeding
Initiation
(NHS England)
Breast Feeding at 6
weeks
(NHS England)
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Wakefield CCG
2013/14
Reporting
CCG
Target
Actual
YTD
FOT
Period
Perform
ance

Trend Information
Previous
From
months
previous
Actual
score
Month
card

Emergency C‐section
rate (%)

Jun

<16%

Initiation of breast
feeding

Q4

60%

60%

64.7%

63.9%

63.9%

↓

••••

% infants totally or
partially breast fed at
6 weeks

Q4

36%

33.3%

33.0%

32.8%

32.8%

↑

••••

Provider
YTD

Trend

D.A.

16.10% 16.00% 16.00%

↓

•

65.8%

↓

•

64.9%

FOT

64.9%

•

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

Reporting
2014/15
Target
Period
Performance

Trend Information

Actual

YTD

From
Previous
previous months
Month score card

D.A.

Clinical
Lead

Commissio Exception
ning Lead Report

Venous
Thromboembolism

% patients risk assessed

May

95%

95.80%

95.80%

95.90%

↓

••••••

•

Dr PW

LE

Harm free care

% patients receiving harm
free care

Jun

95%

92.94%

94.13%

94.23%

↓

••••••

•

Dr PW

LE

Never Events

Number of never events

Jul

0

3

0

0

↔

••••••

•

Dr PW

LE

Jul

‐

‐

↓

•

Dr PW

LE

Jul

‐

276

•

Dr PW

LE

Jun

<29%

Jan ‐ Dec 14

<1

‐

HSMR (remodelled
unvalidated)

Mar

<100

‐

107.03

HSMR ‐ weekend

Mar

<100

92.45 (13/14)

Total sickness rate

May

<4%

Serious Incidents
Serious Incidents
Patient Safety Incidents
Summary Hospital
Mortality Indicator
Hospital Standard
Mortality Rate
Hospital Standard
Mortality Rate
Absence

Number of open serious
incidents
Number of new serious
incidents for month
Proportion of patient safety
incidents that are harmful
SHMI score

WTE Registered Nurse
vacancies
WTE Registered Nurse
Medicine nurse vacancies
vacancies
Surgery nurse vacancies

Staff turnover
CQC Rating

20

Turnover rate (monthly)

Jun
Jun

<15
(5%)
<23
(5%)

131
10

80

↓

35.40%

35.80%

↓

••••••

•

Dr PW

LE

↔

••••••

•

Dr PW

LE

101.51
(14/15)

↓

••••••

•

Dr PW

LE

129.11

118.2

↓

••••••

•

Dr PW

LE

4.80%

4.39%

4.54%

↑

••••••

•

Dr PW

JP

‐

42.45 WTE

↓

••••••

•

Dr PW

JP

‐

81.52 WTE

↑

••••••

•

Dr PW

JP

↑

••

•

Dr PW

JP

•

Dr PE

JW

0.0879

Jun

<1%

‐

0.94%

May

95%

‐

Requires improvement



System Wide Quality Measures ‐ organising ourselves
Summary Hospital Mortality Indicator (SHMI)
SHMI data for the period January 2014 – December 2014 has been published. The SHMI is the ratio between the actual number of patients who die following hospitalisation at the
trust and the number that would be expected to die on the basis of average England figures, given the characteristics of the patients treated there.
It covers all deaths reported of patients who were admitted to non‐specialist acute trusts in England and either die while in hospital or within 30 days of discharge. The expected
number of deaths is calculated from statistical models derived to estimate the risk of mortality based on the characteristics of the patients (including the condition the patient is in
hospital for, other underlying conditions the patient suffers from, age, gender and method of admission to hospital).
Achievement: Once again MYHT a received a ‘lower than expected’ SHMI rating for this period. This means fewer patients are dying then would be expected. MYHT is 1 of 17
trusts nationally to receive this rating and the only trust in the north of England.
Trusts with a ‘lower than expected’ SHMI for discharges in the reporting period January 2014 – December 2014
Barts Health NHS Trust
London North West Healthcare NHS Trust
Royal Surrey County Hospital NHS Foundation Trust

Cambridge University Hospitals NHS Foundation Trust
Guy’s and St Thomas’ NHS Foundation Trust
St George’s University Hospitals NHS Foundation Trust

Homerton University Hospital NHS Foundation Trust
University College London Hospitals NHS Foundation Trust
West Hertfordshire Hospitals NHS Trust

Royal Free London NHS Foundation Trust

King’s College Hospital NHS Foundation Trust

Mid Yorkshire Hospitals NHS Trust

Kingston Hospital NHS Foundation Trust
West Middlesex University Hospital NHS Trust

The Whittington Hospital NHS Trust
Chelsea & Westminster Hospital NHS Foundation Trust

Imperial College Healthcare NHS Trust

Area for review
Results for some individual diagnosis groups at MYHT show that there have been more deaths than expected. This should not immediately be interpreted as indicating bad
performance and instead should be viewed as a ‘smoke alarm’ which requires further investigation by the trust. Diagnosis groups which had 10 more deaths than expected
are detailed below:
Diagnosis group

Observed deaths

Expected deaths

Number of more than expected deaths

Acute cerebrovascular disease (stroke)
Septicaemia (except in labour), Shock
Fluid and electrolyte disorders
Congestive heart failure; nonhypertensive

184
93
42
123

151.693
79.1797
30.8946
112.751

32.307
13.8203
11.1054
10.249

Acute cerebrovascular disease
In the October 13 – September 14 SHMI report there were 17.78 more acute cerebrovascular disease deaths than expected at MYHT. To put the current figure of 32.307
more deaths than expected into context only 3/137 trusts nationally had a higher figure, Leeds, Sheffield and Southport.
The CQC identified cardiovascular mortality as a ‘risk’ in their Intelligent Monitoring Report. Sent
Action:
A Stroke Improvement Forum is being planned for the autumn.
The CCG shared concerns about stroke performance with the CQC prior to their inspection of the Trust this summer.
The latest Sentinel Stroke National Audit Programme data for January – March 2015 shows patients are receiving a CT scan quicker. This is important as potential
stroke patient cannot be treated until they’ve received a head scan.
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System Wide Quality Measures ‐ organising ourselves
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Pinderfields General Hospital on 4 June 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.
Accident and Emergency
Staff said the Ambulatory Care Unit was having a positive impact on the A&E department with regards to patient flow. Nursing staff felt there was good consultant cover. Patients in
the Majors area praised the caring attitude of the staff. They felt well cared for. One patient commented that call bells were responded to promptly by staff. Staff said a new system
for contacting the On‐Call Medical Registrar was successful, but staff felt there were sometimes difficulties getting the Surgical On‐Call Registrar to attend the department. The PSW
team were informed that 11 patients had been in the department for over 6 hours from when the decision to admit them was taken. 6 of these patients had been waiting over 10
hours from when the decision to admit them was taken. Staff said patients had experienced long waits in the department recently which had prompted an increase in complaints. The
patients waiting in the minors area felt they would appreciate more updates about when they were likely to be seen by the doctor.
A4 (Spinal Injuries)
The ward appeared visibly clean and well maintained. Fridge temperature records in the admissions room were completed on a daily basis and temperatures within reference range.
The handover sheet was detailed and clearly identified patients with DNACPR. DNACPR forms were filed in front of the notes and demonstrated discussion with the families involved.
Patients described staff as friendly and supportive with feeding and toileting when needed. Patients noted that although the staff were very good, they were very busy. There was no
care plan written for a patient who had returned from theatre the previous evening with IV Cannula in situ. The nurse in charge stated that she had lost two members of experienced
staff because of staffing levels and low morale. The PSW team were told staffing levels had impacted on time available to teach staff and also for patient education.
Gate 33 (General Surgery)
A forget‐me‐not flower was visible for dementia patients. The ward was clean. One patient commented that they felt well informed about their care. Patients praised the staff attitude
and care. A patient had been told the previous day they would be discharged in the morning, but the doctor had not visited and drugs were not written up. One patient felt their
specialist dietary needs were not being met. They stated they had not been given the additional pain relief they were prescribed. The patient expressed frustration that when they
were admitted onto the Surgical Assessment Unit they had to sit in a reclining chair until they were taken down to theatre as there was no bed available.
Gate 41 (Elderly Care)
The ward environment has been changed to be dementia friendly. Call bells were responded to promptly. Patients praised the attitude of staff. Staff were observed locking the
medication trolley before leaving it unattended. The sister had good knowledge of the Mental Capacity Act and Deprivation of Liberty Safeguards legislation. Handover documentation
contained information about key risks. End of life care booklets were noted to be available. Patients felt the ward was short staffed.
Key Actions
The full report was shared at the July MYHT Executive Quality Board meeting.
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System Wide Quality Measures ‐ organising ourselves
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabout that took place at Pinderfields General Hospital on 21 July 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.
Acute Care Unit (AAU)
Patients praised the care received. Call bells were responded to quickly. Patients felt the staff were fantastic and couldn’t fault their experience on the ward. A patient commented that
a doctor had reviewed the medication they were already taking prior to admission and they had received written information about managing their medication when they went home.
Staff made it clear that morale was really low a few months ago, but had improved significantly recently. Staff felt the new Ward Manager and Matron based on the ward were having
a positive impact. Nursing staff felt well supported by the medical teams, therapists and pharmacy. Many patients reported long waits in A&E, well in excess of 4 hours. Patients
reported that they felt well cared for in A&E despite the long wait. The PSW Team were informed that discussions had taken place around increasing the capacity of the Ambulatory
Care Unit, which staff felt had been very successful since it opened. Staff felt that by increasing the capacity on the Ambulatory Care Unit would enable more patients to be cared for
on this unit rather than AAU.
G34 (Urology / Gynaecology)
Patients were more than satisfied with the care they received and couldn’t fault the staff in any way. Call bells were responded to quickly and staff were always helpful and friendly.
The ward appeared to be a good working environment with staff eager to help each other resulting in everyone feeling supported. There was a calm and collected feel throughout the
entire ward with staff happy and confident within their individual roles. All rooms and corridors were clean and relatively tidy. The patient to registered nurse staff ratio was slightly
higher than it should be, however staff advised they are working towards the preferred target and there were no immediate concerns for patient safety.
Gate 44 (Gastroenterology)
Patients were very well informed about treatment and options of treatment. One patient said the care and attention was excellent. The ward had a board which showed changes
made following patient feedback, such as member of staff carrying a phone with them as relatives struggled to get through to the ward. Staff enjoyed working on this busy ward and
worked well together. The Sister was not aware that an MRSA positive patient required an alert card upon discharge. The card is used to highlight that care needs to be taken when
prescribing antibiotics to the individual. It is also used to alert any other accepting health or social care settings of the infectious risk which would be used to ensure that the patient is
appropriately accommodated. Not all the falls assessment forms were completed
Key Actions
The full report was shared at the August MYHT Executive Quality Board meeting.
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Title of meeting:

Governing Body

Date of Meeting:

15 September 2015

Paper Title:

Finance Report Month 4 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:

12a

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 4 Finance Report provides a year to date position as at 31st July 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 4 Finance Report.

Risk Assessment:

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

Finance/ resource implications:



Risk that the CCG fails to forecast its long term financial plan
correctly due to incorrect assumptions.



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 4
2015/16

Financial Dashboard

Financial Position

Assurance Indicators

SUPPORTING

PRIMARY INDICATORS

Indicator

Apr‐15 May‐15

Jun‐15

Jul‐15

Var to Plan
YTD
Var to Plan
FOT
QIPP Delivery
YTD
QIPP Delivery
FOT
Risk adjusted surplus
Running costs delivery
Underlying position FY
Surplus planning requirements
NR headroom use

tbc

tbc

tbc

tbc

tbc

tbc

Variance

Budget

Change

Revised
budget

YTD

Forecast
Out‐turn

£000's

£000's

£000's

£000's

£000's

Programme

478,835

1,240

480,075

97

0

Co‐Commissioning
Running Costs
Surplus
Total

54,188
7,695
5,935
546,653

0
0
0
1,240

54,188
7,695
5,935
547,893

0
‐97
‐1,978
‐1,978

0
0
‐5,935
‐5,935

BPPC performance
Cash utilisation

tbc

Risks and Mitigations

QIPP
Red ‐ Identified,
£0.65m
Green ‐ not
transacted £0.55m

£M

Amber £1.48m

9
8
7
Red ‐ Accelerated,
£3.68m

6
5
4

Green ‐ transacted,
£7.35m

3
2
1
0
Risk

Better Payment Practice Code
Month 4 2015/16 ‐ 31st Jul 2015
Year To Date

Number £000's

Non NHS Creditors
Total bills cumulative

3,955 23,080

Total bills paid within target cumulative

3,844 22,236

Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

97%

96%

813 113,359
777 113,015
96% 100%

1

RAG

Mitigation

Key Issues

Issue No

More detail
on page

1

3

Managing Running Costs within the
running cost allocation ( RCA )

Running costs are actively managed through vacancy
control processes. Key action is to design post CSU
transfer structures within the overall RCA envelope.

Note management review of post
CSU arrangements.

2

9

Managing QIPP delivery

Note the regular updates of QIPP
achievements at Integrated
Governance Committee and Clinical
Cabinet.

3

3&4

Progress continues to be discussed at Planning and
Delivery. A comprehensive list of has been produced
showing the current status and identifying potential new
schemes. A range of additional measures is being
developed.
Packages of care are becoming more complex and
specialised and also covering longer periods. Currently
provision of the services are not available in Wakefield
and therefore packages need to be procured out of area.
This is resulting in a forecast overspend at year end Many
of the cases include Health , Education and Social Care
elements. The governance arrangements around the
approval process are being reviewed and new ways of
procurement being considered.

4

3

Trading Positions

Mid Yorkshire Hospitals NHS Trust month 2 freeze month It is recommended that a future
month deep dive should cover the 6
3 flex is now available. Trading reports for other
priority specialties and MYHT risk‐
organisation are now being received.
share arrangements.

5

6

Primary Care Co‐commissioning

6

7

Risks and Opportunities

Continued close monitoring and analysis of costs. NHSE
have requested that budget for Vaccinations and
Immunisations be returned. The LA has also requested
funding for Healthchecks. Negotiations are on currently
ongoing.
Plan currently assumed that risks are balanced against
contingency and changes to non‐recurrent investment

Key Focus Area

Managing Children's Complex Care
growth

Action

2

Recommendation

A deep dive to be presented at
future Integrated Governance
Committee

Continued dialogue with NHS
England to understand the granular
detail and also to request regular
reports and practice level
information
To note current assumptions

COMMISSIONED SERVICES 2015/16
Month 4 ‐ July 2015
Opening
Budget
agreed by
Governing
Body

Change

Annual
Budget

Budget to
Date

Expenditure
to Date

Variance
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
340

211,699
29,681
638
596
17,401
0
14,445
11,923
19,995

70,566
9,894
213
199
5,800
0
4,815
3,974
6,665

70,861
9,894
212
199
5,640
0
4,815
3,984
6,857

0
0
0
0
‐1
0
0
0
162

35,939
238
127
4,964
3,473

‐307
0
0
‐614
‐42

35,632
238
127
4,350
3,431

11,877
79
42
1,450
1,144

11,877
69
42
1,512
1,067

145
7,557

‐101

44
7,557

15
2,519

21
2,519

28,555
2,236

‐800
0

27,755
2,236

9,252
745

9,252
845

62,902
54,188
2,817
1,412
0
2,438

‐1,900
0
0
0
926
1,492

61,002
54,188
2,817
1,412
926
3,930

20,334
18,063
939
471
309
1,310

20,334
17,994
945
471
309
1,266

10,124
‐13,700
0
15,966
0
4,011
4,777

‐802
7,347
3,078
‐7,515
774
‐1,520
‐300

9,322
‐6,353
3,078
8,452
774
2,491
4,477

3,107
‐2,118
3,078
2,817
258
830
1,492

3,017
‐2,118
3,078
2,817
258
830
1,367

295
0
0
0
‐160
0
0
10
192
0
0
‐10
‐1
62
‐77
0
6
0
0
1
100
0
0
‐68
6
0
0
‐44
0
‐90
0
0
0
0
0
‐125

Programme Allocation ( Exc Planned Surplus )
Running Costs
Total

533,023
7,695
540,718

1,240
0
1,240

534,263
7,695
541,958

180,140
2,565
182,705

180,237
2,468
182,705

97
‐97
0

0
0
0

15 / 16 Surplus

5,935
546,653

0
1,240

5,935
547,893

1,978
184,683

0
182,705

‐1,978
‐1,978

‐5,935
‐5,935

Provider

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
Children's complex care
Primary Care
Prescribing
Co‐Commissioning
111/ Out of Hours
King Street Walk in Centre
GP IT
Other Primary Care
Other
Other programme services
QIPP
CHC Risk Pool
Non Recurrent Funding
Other
Systems resilience
Contingency

Total Allocation

3

0
0
‐2
96
‐230
0
0
‐39
500
0
0
17
0
0
‐15
12
0
0
0
0
0
‐500

Mid Yorkshire Hospitals NHS Trust ( MYHT )
The MYHT contract is showing current overtrades in Outpatients ( These specialities are Cardiology, Ophthalmology
and Respiratory Physiology ) and excluded drugs. Work is ongoing through the Pharmacy Sub Group to recover the
overspend on excluded drugs. The full impact of the risk share arrangements on the year to date position remains to be
finalised.
Any Qualified Provider
With regard to Any Qualified Provider ( AQP ) , the position is overtrading particularly with regard to Gastroenterology
and Endoscopy AQP contracts. This is currently being reviewed by the responsible commissioning manager.
Children's Complex Care
The CCG has recently joint funded with WMDC several cases that are both complex and specialised which are also long
term and high cost. The CCG is seeing more of these cases being presented at panel. Patients are unable to access the
required care package in this area and therefore need to procure out of area. A thorough review of contracting, cost
share arrangements and governance is being completed by the Children's Commissioning team.
Contingency
An element of contingency has been released in Month 4 to mitigate the overspend on Children's Complex care in
forecast out‐turn.
Allocations
£000's
Month 1
Programme Allocation
Running Costs
Bfwd Surplus
BCF
Month 2
YAS resilience
ETO/DTR Funding
Co‐commissioning
GPIT
Month 3
Vanguard ‐ MCP
Month 4
Vanguard ‐ CH
Waiting List Validation
Total Allocation

466,885
7,695
7,685
7,557
1,520
1,123
54,188
926
150
150
14
547,893

Additional Allocations

The CCG has been notified funding for ' Future in Mind ' will be allocated. The funding will improve service for
Children's Mental Health Services and eating disorders. This will be allocated in future months. The initial allocation will
be £195k with a further £489k available on the assurance of plans; leading to a total of £684k recurrently.
Funding Applications
The CCG has applied for national funding that will assist with reducing waiting times for Improving Access to
Psychological Therapies. The CCG are awaiting the outcome of this bid.

The CCG continues to engage in discussion with the central Vanguard team to finalise outstanding queries.

Non Recurrent Expenditure

Details of scheme
Connecting Care (Care Closer to
Home)
Integration and Health & Wellbeing
with WMDC
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
Supporting the Third Sector ‐ Nova
Wakefield
Communications and Engagement
(Integration)
Urgent Care Practitioners
Multi Agency Safeguarding Hub
Wakefield & Pontefract Rapid
Intervention Service (Hospices)
WYUC/111/999

Gross Budget
£'000
5,300
‐

Reduction
Secured
£'000

Reduction
Outstanding
£'000

1,000

4,300

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

Net
Budget
£'000

‐

45

500

70
205
400
29

325
29

400
300

400
300

15,966

2,099

YTD
Budget YTD
Net Actual
£'000 £'000

500

1,600
‐
336
664
2,555
26
1,992
3,079
1,000
600
65

‐

1,075

372

400
‐
84
166
639
7
498
3,079
250
150
16

‐
66

‐
498
3,079
638
150
‐

70

18

‐

205
75
‐

51
19

‐

‐
‐
‐
13,367

19

‐

‐

‐
‐
‐
5,651

‐
‐
4,821

FOT
£'000

FOT
Variance
to net
budget SRO
£'000

Clinical Lead

4,300

‐

Melanie Brown

Dr Avijit Biswas

‐ 1,600
‐
336
664
2,555
26
1,992
3,079
1,000
600
65

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

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

Dr Avijit Biswas
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

70

‐

Anthony Sadler

205
75
‐

‐
‐
‐

Ruth Unwin
Jenny Feeley
Mandy Sheffield

Dr Avijit Biswas
Dr Adam Sheppard
Dr Ann Carroll

‐
‐
‐
13,367

‐
‐
‐
‐

Michelle Ashbridge
Jenny Feeley

Dr Patrick Wynn
Dr Adam Sheppard

Dr Patrick Wynn
Dr Greg Connor

Dr Avijit Biswas
Dr Phil Earnshaw

The underspends on non recurrent are mainly due to costs being incurred later in the year. These schemes are being monitored closely to identify in
year slippage for re‐investment or contribution to emerging pressures.
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2015/16 Co‐Commissioning Budgets

The CCG is engaged in ongoing dialogue with NHS England regarding queries and clarifications.

GMS
PMS
APMS
Other NHS England Costs
Sub Total
QIPP Total
Other Costs (Note 1)

Estimated
Estimated
Total Budget YTD Budget YTD Actual
£'000
£'000
£'000
8,519
2,840
2,857
43,853
14,618
14,451
642
214
208
53,014
17,671
17,516
460
153
241
53,474
17,825
17,757
‐
446 ‐
149 ‐
149
1,160
387
387
54,188
18,063
17,995

‐
‐
‐
‐

‐

YTD Variance
£'000
17
167
6
156
88
68
‐
‐
68

Note 1. Other Includes
Premises
QOF delivery
DES delivery
Generic pricing risk associated with the 14/15 approach
Childhood Immunisations
Pro‐rata invoice approach from NHS England e.g. (Premises voids, Interpretation etc.)
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Risks and Opportunities

Gross Risk Likelihood

£m

%

Emergency Admissions Risk Share

1.0

0

Specialist Commissioning Changes

1.0

25

Co‐Commissioning

1.0

0

Acute demand 1%

CHC Demand and Price ‐ additional risk

2.0

0.4

Net Risk
Estimate

Mitigations

Owner

£m
‐

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

Andrew Pepper

0.25 Close contact with NHSE. Advice awaited
‐

Andrew Pepper
The NHSE sub regional team have now issued the
primary care QIPP plan which is presented on page
Dr Greg Connor
7 of this report

Planning through system resilience group to
manage increase in demand through a variety of
schemes. There is also work ongoing through the
1.00 prioritisation group to implement schemes which
will mitigate increasing demand in the 6 specialty
areas of : Ophthalmology, Dermatology, Pain ,
Gastroenterology , MSK , ENT.

50

SRG & Exec.
Contracts Board

50

0.20

Strengthening of governance and policies
underway

Jo Pollard
Jo Pollard

Children's Complex care ‐ additional risk

0.5

50

Strengthening of governance and policies
0.25
underway

111/999/WYUC

0.8

25

0.20 111/WYUC pressure

100

Accelerate new schemes and generate recurrent
4.30
measures

Pat Keane
Pat Keane
Dr Greg Connor
Andrew Pepper
Melanie Brown
Karen Parkin

QIPP Shortfall

4.3

QIPP Risk

1.4

50

PMCF2 & 7 day access
ETO / MR Unfunded
Care Act
Impact of CSU transition including stranded
costs

1.0
0.8
1.0

25
0
0

Close monitoring. Planning and Delivery Group
0.70
approach
0.25 Alternative source of funds identified
‐
Now in contract baseline
‐
Mitigated through BCF

0.4

75

0.30 Unavoidable costs from CSU

Prescribing
ASD Investment

Total Risk

1.0
0.4

‐

‐

Additional required investment (maybe funded
0.20
through reprioritisation)

50

17.0

Advice from Business Services Authority is to use
forecasting profile on Month 3 data onwards

7.7

Contingency

4.0

100

4.0

Review of NR investment

2.6

100

2.6

Return of risk pool

3.1

10

0.3

Quality premium

0.4

75

0.3

Additional Interim measures

1.0

50

0.5

Total Opportunity
Net Risk

11.1
5.9

7.7
0.0
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The original contingency of £4.8m was reduced to
increase investment in YAS base contract. Risks
will be mitigated by utilising the remaining value of
contingency. Released £500k to manage complex
care forecast

Slippage or delay of non recurrent investment is
also necessary to mitigate risks
Potential national underspend ‐ some of which may
crystallise locally
Potential non recurrent allocation to reserve.
Short term initiatives which manage in year risks

Jenny Feeley

Joanne Ftzpatrick
Alix Jeavons

15 / 16 Capital Bids
As noted last month WCCG received confirmation from NHSE on 19th June 2015 that the following proposed
capital schemes have been included in the NHS England Capital Programme for 2015/16:
£ 000's





40
277
50
120

Corporate IT
GP‐IT Core equipment refresh programme
White Rose House VOIP Telephony System Upgrade
WCCG Digital Strategy

This does not yet constitute approval to commit or spend. Following the process, Project Initiation Documents
(PIDs) and Capital Allocation Request forms have been submitted before the due deadline of 30th June 2015.
The CCG awaits the result of this approval process

Overseas Visitors
The Department of Health has issued new guidance relating to overseas visitors. Those patients who are not
eligible for free NHS treatment must be identified and the country of origin recharged. Processes are being set
up to ensure this activity is collected separately.
CCG correspondence regarding changes to provider financial targets

On 9th August 2015, NHSE wrote to CCG's to describe their clarification of the issues raised by The Trust
Development Agency and Monitor in correspondence to providers. This is attached in Annex A.
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QIPP Achievement 2015/16
fye

Phased Budget YTD Variance
£ 000's
£ 000's £ 000's
Ref

P1
P2
P3
P4

CH1
MH1
MH2
MH3
MH4
MH5
MH6
MH7
MH7
A1
A2
A3
A4
A6

Target QIPP Schemes
Prescribing
Limiting growth in Prescribing from 6% to 3% including
maximising impact of Improving Primary Care Prescribing
Scheme
Generic drugs review; changes to IMPP; medication reviews;
stoma & continence; SIP feeds
Prescribing rebate scheme
Partnership review of tariff excluded drugs expenditure
NEW ‐ Tandem Trial of Drugs
CHC
Limiting growth in CHC from 5% to 2.5%
Mental Health
Technical contract adjustment
Review of SWYPFT Contract
Out of Area bed usage
MH ‐ review of Savile park
Review of LD contract costs
Specialist Placements
Review of LD out of area placements
NEW IAPT ‐ Recommission of service
Acute
Pathology ‐ volume & cost reductions
MYHT Various
Baseline review of Urgent Care funding
Change of commissioning responsibility Paediatric Insulin
Pumps/ HIV
NEW ‐ IFR VFM Review
Community Base

CB1 Pricing review of community physiotherapy in MYHT contract
CB2 Pricing review of community epilepsy service in MYHT Contract
Community Health
COM1 Review of Local Authority contracts
Other
Review, Decommissioning/ Recommissioning of various
O1 contracts
O2 Impact of contract expiring ‐ Homestart
O3 Impact of contract expiring ‐ STAR Bereavement
O4 Rent review of GUM rent at MYHT
O5 PMCF1 sustainable investment from other sources
O6 FYE of Gastro FCP Testing
O7 Microsuction
O8 NEW ‐ Budget Review
O9 Accelerated Schemes
Total

Budget Holder

Recurrent /
Non
Recurrent

2015 /
2016 FOT RAG
£ 000's £ 000's

Clinical Lead

G
Jo Fitzpatrick

Dr Paul Dewhirst

633

633

0

1,900

1,900

R

Jo Fitzpatrick
Jo Fitzpatrick
Jo Fitzpatrick
Rita Trewartha

Dr Paul Dewhirst
Dr Paul Dewhirst
Dr Paul Dewhirst
Dr Patrick Wynn

0
0
0
0

200
80
200
100

A
A
A
A

300
200
500
200

R
R
R
R

800

G

800

R

200
83
183
20
77
133
0
0

‐100
‐67
‐167
0
0
0
0
0
0
0
0
0
0
‐33
0

600
250
550
60
230
400
100
200

G
G
G
G
G
G
G
A

600
250
550
60
230
400
100
200

R
R
R
R
R
R
R
R

0
167
333

‐167
0
0

500
500
1,000

A
G
G

500
500
1,000

R
R
R

0

‐200

600
50

R
R

600
50

R

0

‐33

50

A

100

R
R
R
R
R

Alix Jeavons
Alix Jeavons
Alix Jeavons
Chris Makin
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
Dr Clive Harries
Dr Clive Harries

Pat Keane
Matt England
Sally Bell

Dr Phil Earnshaw
Dr Patrick Wynn
Dr Adam Sheppard

100
67
167
‐
‐
267
‐
200
83
183
20
77
133
33
‐
‐
167
167
333

Matt England
Michele Ezro

Dr Patrick Wynn

200

Jo Pollard

267

R

‐
Tracey Morton

33

Simon Rowe

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

0

‐33

50

A

80

50

‐17

200

G

200

3
15
10
25
167
0
0

‐230
‐18
‐23
‐8
167
‐67
0
101
‐1,040
1,936

150
90
63
100
500
200
100
200
3,677
13,700

G
G
G
G
G
G
A
G
R

300
100
100
100
500
200
100
200

33
‐
67
‐

Melanie Brown

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

233
33
33
33
167
67
‐
‐
1,040
4,570

0
2,366 ‐

10,920

Co‐Commissioning
Rates Review
List Size Review
Small business rates review
APMS procurements
Total

100
10
1
1
112

Red ‐ Identified
Red ‐ Unidentified
Amber
Green ‐ transacted
Green ‐ not transacted

Full Year
£
650
3,677
1,480
7,347
546
13,700

‐

‐

‐100
‐10
‐1
‐1
112

400
40
2
4
446

A
A
A
A
‐

400
40
2
4
446

R
R
R
R
R
R
R
R
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Quarry House
Quarry Hill
Leeds
LS2 7UE
E-mail: england.coo@nhs.net

To:
CCG Accountable Officers
Cc.
CCG Clinical Leaders
Regional Directors, NHS England
Directors of Commissioning Operations, NHS
England

7 August 2015

Dear Colleague
We recognise that the current financial climate is difficult for both commissioners
and providers. Maintaining financial stability is a shared challenge, and one
where all partners in the system working closely together will be essential. It is
within this context that letters were sent to providers by Monitor and the NHS
Trust Development Authority (NHS TDA) earlier this week, which set out the
need for all trusts to revisit their plans and revise their financial positions.
Nationally, NHS England has ensured this year that enough elective and nonelective activity is included in contracts to meet realistic forecasts of demand. We
have also taken a serious look at where operational targets are driving perverse
consequences and making it harder for providers to do what is right for patients.
Following Bruce Keogh’s review, the admitted and non-admitted standards are
being abolished and new ambulance standards are being trialled this year. Both
locally and nationally, commissioners will continue to take decisions which
support the delivery of a high quality service which meets constitutional
standards for patients and maintains financial balance.
It has become clear that Clinical Commissioning Groups (CCGs) would welcome
clarity on the implications of the following points for commissioners in those
letters.
•

Suspension of all fines and penalties relating to the admitted and
non-admitted RTT standards, backdated to the beginning of the
financial year.

This simply reaffirms guidance issued in the letter dated 24 June from NHS TDA,
Monitor and NHS England. CCGs were asked to suspend sanctions in relation to
the admitted and non-admitted RTT standards from 1 April 2015, in line with
Professor Sir Bruce Keogh’s review into waiting time standards and the
High quality care for all, now and for future generations

recommendation to abolish these standards. Sanctions relating to the incomplete
standard and all other performance measures will remain in place. We expect
commissioners to continue to use all the levers at their disposal to ensure that
the NHS constitutional standards are met.
•

Transparency with NHS England and the Department of Health on
any uncommitted reserves

CCGs must continue to provide accurate information on their revenue and
financial position to NHS England.
•

Transparency with NHS England and the Department of Health on
any revenue generated through fines linked to provider non-delivery,
so that commissioner decisions on how these should be deployed
can be taken in the light of the need to deliver key NHS Constitution
standards and the overall financial position.

This financial year, for the first time, CCGs are required to publish details of fines
applied to providers on a quarterly basis. All CCGs should have already
implemented these changes, and we will keep the frequency of reporting under
review.
•

Where your trust has insufficient capacity to meet demand, working
with your commissioner to transfer activity if possible to any other
provider that has already-funded but under-utilised capacity

CCGs should continue to work with providers to ensure that contracted activity
levels are delivered. Where a provider signals they have difficulty in delivering
the agreed contracted levels to meet constitutional standards, commissioners
should work with them to ensure this activity is sub-contracted to an alternative
provider. Providers with funded but under-utilised capacity should be considered
first. Where this is not an option, if constitutional standards for patients are at
risk, NHS England will require assurance from CCGs that they have had the
appropriate discussions to ensure that activity can be transferred to other
providers, including the independent sector. NHS England, Monitor and TDA are
putting in place the infrastructure which will allow the identification of all available
national capacity on an ongoing basis. This will mean that providers can know
immediately where there is funded but under-utilised capacity and, if this is not
available, can access alternative options without delay.
There is also a key role for commissioners in supporting referring practitioners to
ensure they are fully aware of those providers who have available capacity. It is
clearly much better for patients if they are able to choose a provider that can
treat them quickly at the point of referral rather than to be offered a change in
provider during their treatment.
•

Ensuring that contracts with commissioners provide for adequate
levels of activity, do not result in your trust taking on undue risks and
are agreed as soon as possible to remove continuing uncertainty
(including by committing to binding arbitration if necessary)
High quality care for all, now and for future generations

Through our assurance of the planning process, NHS England has already
satisfied itself that CCGs have commissioned sufficient activity from providers to
deliver constitutional standards in elective and non-elective care, including
diagnostic and cancer standards. Of course, plans can never anticipate every
eventuality and CCGs are expected to work closely with providers throughout the
year monitoring capacity and demand, using formal variations where this is
required. As such, we do not expect that any CCG should need to revisit its plans
or the levels of activity it has agreed with providers. CCGs will be expected to
work with their providers to ensure that these levels of activity are delivered as
agreed, ensuring patients' constitutional rights are delivered. CCGs are also
asked to work with providers to ensure all contracts are concluded at the earliest
possible date, particularly where activity levels are the principal source of delay.
I hope this additional information is helpful, but please contact your local NHS
England office if you require any further clarification.
Yours faithfully

Dame Barbara Hakin
National Director: Commissioning Operations
NHS England

High quality care for all, now and for future generations
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Information

Members of the Governing Body are asked to:
i) Note the new NHS England requirement for all CCGs to complete a rapid review of their financial
stewardship arrangements.
ii) Note the outcome of the NHS Wakefield CCG self‐assessment checklist which was submitted to NHS England
in August 2015.
Executive Summary:
On 17 July 2015 Paul Baumann (Chief Financial Officer, NHS England) wrote to all CCGs asking that they
complete a rapid review of their financial stewardship arrangements. In order to facilitate this review NHS
England have provided a self‐assessment checklist, this checklist is intended to help CCGs assess whether they
have any areas of development needs. Remedial actions will be agreed with support from local NHSE offices
where appropriate.
It was required that CCGs send the completed checklist to NHS England by the end of August. Due to this
timescale the Audit Committee delegated authority for the Chief Officer and Audit Committee Chair to approve
the self‐assessment before submission to NHSE.
The self‐assessment checklist included 18 areas of these 9 excellent, 8 good, 1 moderate and 1 not applicable.
A copy of the completed self‐assessment (submitted on 25 August) is included at Appendix One.
A small number of follow up actions have been agreed as a result of the self‐assessment. These include:
‐ A review of planning and delivery processes has commenced.
‐ Operating Scheme of Delegation will be reviewed by November 2015.
‐ Strengthen the clinical engagement in budget setting for 2016/17.
The self‐assessment was prepared following a detailed discussion by the CCG’s Executive Team. Internal Audit
reviewed the self‐assessment and evidence provided to support the assessment. The completed self‐
assessment will be considered further by the Audit Committee when it meets on 24 September 2015.
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:
Previously presented at
committee / governing body:



Not applicable

Not applicable

Not applicable

No

Reference document(s) /
enclosures:

Appendix A ‐ Financial Control Environment Self‐Assessment Summary

Risk Assessment:

In year financial planning has been identified as ‘moderate’. A review of
planning and delivery processes is already underway, this will further
develop QIPP processes.

Finance/ resource implications:

None identified

Financial Control Environment Assessment

Area of consideration

1

Sub‐area

Good

Longer term planning

2

Self‐assessment

Credibility and degree of stretch

Good

Detailed financial
planning

Financial performance

3

4

In year financial performance

5

6

Financial controls & processes

Alignment with activity and provider contracts

Financial reporting

Excellent

Moderate

Consistency of reporting with ledgers and NHSE
submissions

Excellent

Comprehensiveness and use as control mechanism

Excellent

7

Sufficiency of board reporting to manage overall financial
position

Good

8

Standing orders, SFIs and delegated authorities

Good

9

Budget setting, monitoring and forecasting and key area
cost control

Good

Balance sheet including intercompany balances (AoB) &
cash

Excellent

11

Systems & processes (including internal audit response)

Excellent

12

Risk sharing & income recognition

Excellent

13

Identification and monitoring process

Good

Level of net risk

Good

10

Systems of financial
control

Risk management

14

15

Core team
Finance team capability
and capacity including
support services

16

17

Excellent

Commissioning support services (mark as N/a if no CSU
support)

Not applicable

Governing body ensures effective financial management

Excellent

Audit Committee performance

Excellent

Audit and other finance
committees

18
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Melanie Brown, Programme Commissioning Director Integrated Care
Katherine Bryant, Governance & Board Secretary
Responsible Clinical Lead:
Dr Ann Carroll, Clinical Lead Care Home Vanguard
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Recommendations:

Jo Webster, Chief Officer

Members of the Governing Body are asked to:
(i)
(ii)
(iii)
(iv)
(v)

Note the update on the Vanguard Programmes;
Approve the revised Connecting Care Executive terms of reference;
Approve the proposed governance arrangements for the Vanguard Programmes
To agree to receive further reports about all the vanguard programmes outlined in this report.
To agree to invest monies, as approved and provided by NHS England, in the Care Home vanguard and
the MSCP vanguard. This will include the monies to support programme management arrangements to
the Vanguard programmes; West Wakefield Health and Well-being Limited and the Provider Alliance.

Executive Summary:
Vanguard Programmes Update - Multi-Speciality Community Provider & Enhanced Care Homes
The Governing Body will be aware from the 12th May 2015 Governing Body meeting that Wakefield have been
successful in securing the opportunity to lead two national vanguards to develop new Models of Care for both a
Multi-Speciality Community Provider (MsCP) and Enhanced Care Homes.
Both vanguard programmes received visits from national colleagues working across the Models of Care
programme between 13th-15th May 2015. This involved challenge, scrutiny and recommendations from the
national team to help support both vanguards move forward with robust business cases for their delivery model
which was required to be submitted for the MsCP vanguard on 30th June 2015 and for the Enhanced Care
Home vanguard on the 31st July 2015.
The MsCP received some excellent feedback about their ambition for the proposed model of care and was
invited to work with the CCG to jointly develop and submit their business case to NHS England (which is
referenced as a value based proposition by the national team).
The Care Home vanguard received good feedback about the strong relationships in place in the district which
was evident between partners, the work underway with Wakefield District Housing and Age UK and the
collaborative approach the vanguard had taken. The Care Home vanguard was invited to help develop the
national evidence base for assisted living schemes and this alongside with our work with the Voluntary and
Community sector was without a doubt the uniqueness in our vanguard compared to other Care Home
vanguard submissions.
The Care Home vanguard also received challenge too about the lack of one model of care proposed in
Wakefield and the national team highlighted that to be successful in any future allocation of additional

investment that the District would need to move away from multiple pilots to one model of care for Care
Homes.
Urgent/Emergency Care Vanguard
In July 2015 NHS England confirmed that a Vanguard application for Urgent/Emergency Care had been
successful across the West Yorkshire footprint.
Future Models of Acute Care Collaboration
On 31st July NHS England received an application from West Yorkshire Association of Acute Trusts for this
Vanguard programme. At this stage this has not been approved by NHS England.
Governance Arrangements
NHS Wakefield CCG will be held accountable for the effective use of funds provided to the Vanguard
Programmes. It is proposed that a new sub-committee of the Connecting Care Executive is established. This
group will ensure support the CCG to ensure Vanguard Programme meets requirements set out by NHS England
and approve flow of funds to the Vanguard Programmes. In addition the sub-committee will help to support
development of the Vanguard Programme and in particular leverage national support.
In order to establish the new sub-committee the Connecting Care Executive terms of reference must be
amended.
Link to overarching principles
Citizen Participation and Engagement
from the strategic plan:
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:
Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

Appendix A – Urgent Care Vanguard Application
Appendix B – Future models of acute care collaboration application
Appendix C – Proposed Vanguard programmes governance structure
Appendix D – Terms of Reference: Connecting Care Executive
Related documents:
NHS England New Models of Care Support publication – click here.

Risk Assessment:

None identified – NHS Wakefield Clinical Commissioning Group has robust
conflict of interest procedures.

Not applicable

CCG Executive Team
West Wakefield Health and Wellbeing
Provider Alliance
No

Finance/ resource implications:

The new sub-committee of the Connecting Care Executive will require
administrative support from the CCG and managerial support from the CCG
plus all partner organisations involved in the new models of care
programmes.
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Vanguard Programmes: Update and Governance Arrangements
1.

Introduction

1.1.

The Governing Body will be aware from the 12th May 2015 Governing Body meeting that
Wakefield have been successful in securing the opportunity to lead two national vanguards
to develop new Models of Care for both a Multi‐Speciality Community Provider and
Enhanced Care Homes.

1.2.

Both vanguard programmes received visits from national colleagues working across the
Models of Care programme between 13th‐15th May 2015. This involved challenge, scrutiny
and recommendations from the national team to help support both vanguards move
forward with robust business cases for their delivery model which was required to be
submitted for the MsCP vanguard on 30th June 2015 and for the Enhanced Care Home
vanguard on the 31st July 2015. At this stage NHS England transformation funding is only
confirmed for 2015/2016, however as a CCG we are working on the basis that the totality of
the bids will at a minimum be for two years, however this has not been finalised by NHS
England.

1.3.

The MsCP received some excellent feedback about their ambition for the proposed model of
care and was invited to work with the CCG to jointly develop and submit their business case
to NHS England (which is referenced as a value based proposition by the national team).

1.4.

The Care Home vanguard received good feedback about the strong relationships in place in
the District which was evident between partners, the work underway with Wakefield District
Housing and Age UK and the collaborative approach the vanguard had taken. The Care Home
vanguard was invited to help develop the national evidence base for assisted living schemes
and this alongside with our work with the Voluntary and Community sector was without a
doubt the uniqueness in our vanguard compared to other Care Home vanguard submissions.

1.5.

The Care Home vanguard also received challenge too about the lack of one model of care
proposed in Wakefield and the national team highlighted that to be successful in any future
allocation of additional investment that the District would need to move away from multiple
pilots to one model of care for Care Homes.

1.6.

In July 2015 NHS England confirmed that a Vanguard application for Urgent/Emergency Care
had been successful across the West Yorkshire footprint. It is still early days for this new
model of care but Appendix A is a copy of the application that was submitted to NHS
England team.

2.

Vanguard Programmes Update

2.1.

Care Homes Vanguard

2.1.1. The business case for Care Homes (available on request from
katherine.bryant@wakefieldccg.nhs.uk) was submitted on the 31st July 2015 and every Care
Home involved in the first phase of the vanguard supported the submission of this business
case.
2.1.2. The care homes were selected through consultation with GP Network Chair Clinical Leads,
network development managers and taking into account previous pilots underway. Please
see list below of selected care homes and which networks they belong to:
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Network Care Homes
1
o Newfield Lodge
o The Fairburns
2
o Warde Aldam
o Hemsworth Park
3
o West Ridings
4
o Riverside Court
o Priory Gardens
5
o West Ridings
6
o Snapethorpe
o Woodlands
o Flanshaw
7
o Attlee Court
o Snydale
2.1.3. The Care Home Vanguard aims to enhance integration between health and social care and is
made up of, and supported by, a wide range of organisations from across the local health
economy:
•
Age UK
•
Wakefield District Housing
•
General practitioners
•
Nova Wakefield District (a support agency for voluntary and community groups)
•
Wakefield Council
•
Yorkshire Ambulance Service NHS Trust
•
South West Yorkshire Partnership NHS Foundation Trust
•
Mid Yorkshire Hospitals NHS Trust
2.1.4. A locally enhanced service for primary care is being developed with an emphasis of moving
towards one GP practice to a one‐care home model, supported by a Multi‐Disciplinary Team.
2.1.5. We will also be developing and testing the following with our initial 12 care homes:

Providing E‐consultation to care homes with input from a Community Geriatrician on a
regular basis via weekly consultations (Skype) Developing a Holistic and proactive
assessment and care planning tool

Providing shared access to healthcare records through the TPP SystmOne care home
module

Designing and producing an independent, longitudinal evaluation of the impact of the
care homes vanguard to inform the developments within district and to inform
national initiatives.
2.1.6. A service specification has been developed for the Care Home Vanguard (available on
request from katherine.bryant@wakefieldccg.nhs.uk). A consultation period of one month
commenced on 26th August 2015 for Providers and will end on the 23rd September 2015.
There will also be a provider event, which will be arranged to take place in September. In
addition, existing forums such as Locality Network meetings will be utilised if Network Chairs
would like more bespoke discussions about the service specification.
2.1.7. The clinical lead for the Care Home vanguard is Dr Ann Carroll and the CCG lead is a Senior
Project Officer Lesley Carver. Any further updates about the Care Home vanguard can come
to future meetings.
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2.1.8. Some of the headlines of proposed expenditure for in 2015/2016 include:
 £0.23m Multi‐Disciplinary Team support to Care Homes
 £0.18m Primary Care support to Care Homes (through a locally enhanced service)
 £0.06m Communications & engagement
 £0.15m Technical services (assessment development and evaluation, )
 £0.23m Programme Management
2.2.

MSCP Vanguard

2.2.1. The business case for the Multi‐speciality Community Provider was submitted on the 30th
June 2015 (available on request from katherine.bryant@wakefieldccg.nhs.uk).
2.2.2. This was supported by NHS England in July 2015 with additional information requested from
the national team before the business case could be approved.
2.2.3. The CCG and West Wakefield Health and Well‐being Limited have worked with the national
team to respond to the queries that needed to be addressed prior to the business cases
approval.
2.2.4. The new model of care outlined in the Multi‐speciality Community Provider business case
will be rolled out in April 2016, with the exception of access to extended hours across
Primary Care for Networks 3, 5 and 6 which will be implemented in October 2015.
2.2.5. Dr Chris Jones is the clinical lead for the Multi‐speciality Community Provider vanguard.
2.2.6. The Multi‐speciality Community Provider vanguard will also consult on any specifications
that need to be implemented for the model of care and more information about this will be
shared at a future governing body meeting.
2.2.7. Some of the headlines of proposed expenditure for in 2015/2016 include:
 £0.59m Multi‐speciality care services
 £0.41m Access to Extended out of hours for Primary Care
 £0.16m Clinical leadership, community anchors and communications
 £0.24m Office overheads (governance, legal, accountancy, IT, business support)
 £0.86m Programme Management (non‐recurrent)
 £0.11m Organisational design & development (non‐recurrent)
 £0.30m Service development, design & management (non‐recurrent)
 £0.04m Equipment (non‐recurrent)
2.3.

Urgent Care Vanguard

2.3.1. In July 2015 NHS England confirmed that a Vanguard application for Urgent/Emergency Care
had been successful across the West Yorkshire footprint. It is still early days for this new
model of care but Appendix A is a copy of the application that was submitted to NHS
England team.
2.3.2. The bid was made on behalf of the made on behalf of the West Yorkshire Urgent and
Emergency Care Network (WYUECN) – a system wide network of commissioning and
provider organisations supported by a regional Academic Health Science Network (AHSN).
The individual organisations that have pledged their support for this Vanguard bid include
(not exhaustively):

The 10 West Yorkshire CCG and Harrogate and Rural Districts CCG

The 5 West Yorkshire plus Harrogate System Resilience Groups (SRGs)
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Yorkshire Ambulance Service as both 999 and NHS111 provider
Local Care Direct as West Yorkshire urgent care (out of hours) provider
Locala Community Health Care
Leeds Teaching Hospitals NHS Trust
Bradford Teaching Hospitals NHS Trust
Airedale and Wharfedale NHS Foundation Trust
Mid Yorkshire Hospitals NHS Trust
Calderdale and Huddersfield NHS Foundation Trust
Harrogate and District NHS Foundation Trust
South West Yorkshire Partnership NHS Foundation Trust
Bradford District Care NHS Foundation Trust
Leeds and York Partnership NHS Foundation Trust
Yorkshire and Humber Academic Science Network (AHSN)
West Yorkshire HealthWatch organisations
West Yorkshire Police

2.3.3. The bid outlines a shared vision for Urgent and Emergency Care and agreed that by April
2017 the following will be delivered as part of the new model of care:

practical examples and evidence of our workforce working differently in the UEC
system;

front line clinicians actively using a shared clinical record based on the learning from
the Leeds Care Record;

shared learning from testing new payment models and funding flows that will inform
further roll out;

reconfigured clinical pathways for people with specialist emergency care needs;

reconfigured the HASU provision across West Yorkshire;

gained further insight into the behaviour and choices of people using the UEC system
and evidence of how we have used this to redesign services or develop new offers;

evidence of reducing numbers of people being unable to get the immediate mental
health support they need at a time of crisis

developed a multi agency frequent attenders action plan;

commissioned an alternative transport service for conveying section 2 and section 3
patients to place of safety;

evaluated the benefits of using a whole system ‘real‐time’ dashboard.

2.3.4. As we learn more about this emerging Urgent Care and Emergency vanguard further
updates will be shared at CCG Governing Body.
2.4.

Future models of acute care collaboration

2.4.1. On the 31st July 2015 a vanguard application on the future models of acute collaboration was
submitted by West Yorkshire Association of Acute Trusts (WYAATs) to create a system of
high quality, resilient, and sustainable acute services which consistently deliver the best
patient outcomes compared to any system in the country. The new models of care
programme for acute care collaboration provides an immediate catalyst for our journey. At
this stage this vanguard application is still under consideration by the new models of care
team and a further update will come to a future Governing Body meeting if it is approved by
NHS England. This bid is outlined in Appendix B.
2.4.2. West Yorkshire Association of Acute Trusts (WYAATs) includes the following organisations:

Leeds Teaching Hospitals NHS Trust.
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Calderdale and Huddersfield NHSFT,
Bradford Teaching Hospitals NHSFT, Airedale NHSFT,
Harrogate and District NHSFT,
Mid Yorkshire Hospitals NHS Trust,
Leeds Teaching Hospitals NHS Trust

2.4.3. West Yorkshire Association of Acute Trusts (WYAATs) focus is to drive forward a ‘model
clinical network’ that will not only deliver improved and consistent outcomes for patients
(building on the success of existing networks) but will use technology as a key enabler to
change 30% of consultations to a virtual platform over the next 5 years. Developing this
approach across networks at scale rather than in individual institutions will improve clinical
productivity and workflows, the delivery of seven day working across a large population
driving up quality and experience for patients and their families. The association is clear that
they can go further and faster together to deliver clinically and financially sustainable
services than they can on their own. It is centred on what patients want and preserving local
access to services wherever feasible.
2.4.4. In the first year the bid has committed that West Yorkshire Association of Acute Trusts will;
 Finalise the system governance and accountability for the association and Vanguard
including clinical engagement programme
 Develop a system wide strategy for building the ‘model clinical network’. The first stages
are described above.
 Map the existing technology against the ‘model clinical network’ requirements and
develop a phased implementation/adoption programme
 Develop the benefits framework and evaluation process for the model clinical network
with established baseline measurement
 Full year efficiencies will be maximised further in years 2 and 3 including:
 Trajectory for achieving 30% of face to face consultations replaced with technology over
5 years
 Sustained delivery of access targets across the West Yorkshire footprint
 More flexible use of clinical capacity and agile response to variations in demand
 Increased clinical productive time
 Reduced use/demand and cost of Locum /Agency spend
 Develop the system strategy: Work to develop the WYAAT partnership strategy is
already underway with expected completion December 2015. The strategy will take the
Carter review as the baseline and identify value add through wide scale technology
enabled change.
 Develop the Model Clinical Network: agree strategic and operational plans to improve
access to specialist clinicians, share workforce and develop rotational posts across acute
providers. This will include reconfigured clinical pathways for people with general and
specialist needs including technology solutions to provide care closer to home once the
immediate specialist care episode is complete. A tiered/stratified model will be
developed for local vertical integration, horizontal networks and specialist services. We
want to lead these changes in the UK and given our experience to date we are confident
we can deliver.
2.5.

NHS England Support Vanguards

2.5.1. We await confirmation from NHS England that they support the business case for the Care
Homes Vanguard and also the Multi‐speciality Community Provider vanguard business case.
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2.5.2. The investment requested from NHS England is £1.1 million for the Care Home Vanguard for
15/16. £2.8 million has been requested for the Multi‐speciality Community Provider
vanguard.
2.5.3. The Governing Body are being asked to also endorse this investment for these vanguards.
3.

Vanguard Programmes Governance Arrangements

3.1.

In July 2015 it was announced that funds to support the vanguard programmes will flow via
local Clinical Commissioning Groups; as a result new governance arrangements will be
established.

3.2.

It is proposed that a new sub‐committee of the Connecting Care Executive is created. This
sub‐committee will be called the Vanguard Commissioning Group. Please see Appendix C
for diagram of the governance structure.

3.3.

The core functions of this group will be:






Ensure Vanguard Programme meets requirements set out by NHS England.
Approve flow of funds to the Vanguard Programmes.
Ensure the Vanguard Programme is aligned to the wider Wakefield health economy
strategy.
Leverage national support for the Vanguard Programme.
Support development of the Vanguard Programme.

3.4.

The terms of reference for the Vanguard Commissioning Group will be considered and
approved by the Connecting Care Executive.

3.5.

In order to establish the new sub‐committee the Connecting Care Executive terms of
reference must be amended. A copy of the revised terms of reference is enclosed at
Appendix D for approval.

4.

Recommendations
The Governing Body are being asked to:
i.
ii.
iii.
iv
v

Note the update on the Vanguard Programmes;
Approve the revised Connecting Care Executive terms of reference;
Approve the proposed governance arrangements for the Vanguard Programmes
To agree to receive further reports about all the vanguard programmes outlined in this
report.
To agree to invest monies, as approved and provided by NHS England, in the Care Home
vanguard and the MSCP vanguard. This will include the monies to support programme
management arrangements to the Vanguard programmes; West Wakefield Health and
Well‐being Limited and the Provider Alliance.

Enclosures:
Appendix A – Urgent Care Vanguard Application
Appendix B – Future models of acute care collaboration application
Appendix C – Proposed Vanguard programmes governance structure diagram
Appendix D – Terms of Reference: Connecting Care Executive

THE FORWARD VIEW INTO ACTION:
Registering interest to join the
Urgent and Emergency Care
Vanguard

June 2015

Forward View into Action
Urgent and Emergency Care Vanguards
REGISTRATION OF INTEREST FOR UEC VANGUARD
Please keep your completed applications to no more than 4 pages.
Q1. Which network or system is making the application?

Please list the supporting organisations and, if a subset of a network that is
applying, the explicit support of the network. Please also include the name and
contact details of a single leader best able to field queries about the application.
This application is made on behalf of the West Yorkshire Urgent and Emergency
Care Network (WYUECN) – a system wide network of commissioning and provider
organisations supported by a regional Academic Health Science Network (AHSN).
The individual organisations that have pledged their support for this Vanguard bid
include (not exhaustively):
• The 10 West Yorkshire CCG and Harrogate and Rural Districts CCG
• The 5 West Yorkshire plus Harrogate System Resilience Groups (SRGs)
• Yorkshire Ambulance Service as both 999 and NHS111 provider
• Local Care Direct as West Yorkshire urgent care (out of hours) provider
• Locala Community Health Care
• Leeds Teaching Hospitals NHS Trust
• Bradford Teaching Hospitals NHS Trust
• Airedale and Wharfedale NHS Foundation Trust
• Mid Yorkshire Hospitals NHS Trust
• Calderdale and Huddersfield NHS Foundation Trust
• Harrogate and District NHS Foundation Trust
• South West Yorkshire Partnership NHS Foundation Trust
• Bradford District Care NHS Foundation Trust
• Leeds and York Partnership NHS Foundation Trust
• Yorkshire and Humber Academic Science Network (AHSN)
• West Yorkshire HealthWatch organisations
• West Yorkshire Police
Contact details:
Chris Dowse, Accountable Officer North Kirklees CCG and Chair of the West
Yorkshire Urgent and Emergency Care Network.
Email: chris.dowse@northkirkleesccg.nhs.uk
Tel: 01924 504916
Mobile: 07876448258

Q2. What is your local vision for implementing the UEC review?
Please also explain how you have been engaging patients and your local community
in designing your plans, to demonstrate that they enjoy strong local support.
Our collective local vision is that:
All patients with urgent and emergency needs in West Yorkshire will get the
right care in the right place - first time - every time.
To achieve this we recognise the need to deliver the 5 principles stated in the
national Urgent and Emergency Care Review.
Practically this means that we want to use the opportunity of the Vanguard to:
• Take a collective, connected and coordinated systems thinking approach
across the UEC system supported by the Yorkshire and Humber Academic
Health Science Network;
• Build on and strengthen the system wide leadership we already have in place
to enable us to bring about change at pace and at scale by exploring the
governance around the Network; and the culture and behaviour changes need
to support whole system development;
• Bring together patient information / clinical systems and our data collection
systems so we have real intelligence about what is happening to individual
patients and at a service level across the whole system;
• Test out how we can use our existing workforce in a more creative and agile
way across organisations and services within our system, recognising
workforce and skills shift as one of the biggest challenges;
• Accelerate the pace at which Yorkshire Ambulance Service - as the single
provider of 999 and NHS111 services in West Yorkshire - can deliver the
relevant high impact actions described recently by NHSE;
• Build on an existing programme of work through the Crisis Condordat to
understand in detail the flow of patients with urgent / emergency mental health
need recognising this cohort of patients touch all points of our UEC system –
999; 111; emergency department; acute and mental health community and in
patient services; social services; police – and as such have a major impact on
the UEC system;
• Start a detailed programme of work to understand the self – care behaviours
and choices of the differing populations across West Yorkshire, again
recognising the potential system wide impact of developing new urgent care
offers (for example, using pharmacists differently; engaging specifically with
young people to understand how they view and use the UEC system) to bring
about change.
Across West Yorkshire a number of engagement and consultation exercises have
recently taken place. As an example, these include formally consulting the public
across Mid Yorkshire on a clinical service strategy that includes changes to urgent
and emergency care provision across 3 hospital sites; an AHSN commissioned
survey into patient opinions of urgent and emergency care undertaken by an
independent social enterprise organisation – ‘Patient Opinion’ which describes 156
patient stories; and 3 different surveys in Leeds gathering 4700 responses from
patients of their view and experience of using urgent and emergency care services.

Additionally we are supported at a Network level by a lead HealthWatch organisation
– participating on behalf of the Health Watches across West Yorkshire.

Q3. What have you already achieved?

Across the West Yorkshire Urgent and Emergency Care Network ‘footprint’ we
already have a number of things we have achieved or put into place that provides
such a firm foundation for our Vanguard bid:
• An established commissioning collaborative made up of the 10 West Yorkshire
CCGs plus Harrogate and Rural Districts (because of the flow of patients
across the WY boundary) and NHSE – who have already identified UEC as a
priority within the Healthy Futures programme;
• An existing UEC Network that has been meeting for nearly a year with an
agreed scope and principles which will be the ‘accountable’ vehicle for
delivering the vision of the Vanguard bid;
• A strong multi agency ‘crisis concordat’ focussed on improving the outcomes
for people experiencing mental health crisis;
• An actively engaged Academic Health Science Network with defined Urgent
and Emergency Care Programme covering ‘system thinking / outcomes; data
sharing and mapping’;
• An emerging West Yorkshire Acute Collaborative (WYAC) established after a
working group including the acute chief executives was formed to consider the
future provision of ‘specialist emergency care’ in West Yorkshire;
• A number of related Vanguard sites / Prime Ministers Challenge Fund
initiatives across West Yorkshire that are providing valuable learning of what
works well and what doesn’t work well (for example in extending access to
urgent primary care) so we can avoid pitfalls and ‘reinventing the wheel’;
• Cutting edge technological advances including the Vanguard status
telemedicine developments in Airedale and the development in Leeds of the
‘Leeds Care Record’;
• A unique position of having integrated provision of 999, NHS111 and out of
hours urgent primary care through a single provider - Yorkshire Ambulance
Service (with Local Care Direct as a sub-contractor for the out of hours
service);
• An agreed definition and baseline analysis of ‘specialist emergency care’
provision in West Yorkshire;
• Real enthusiasm to trial recommendations from the national UEC Review
including the new payment method and performance measures.
This list is not exhaustive but gives a flavour of the passion, commitment and
ambition that already exists throughout West Yorkshire that will enable us to deliver
and go further faster.

Q4. Where could you get to by April 2016 and by April 2017?
Please describe the changes, realistically, that could be achieved by then – both in
your own local system and also what you could do on behalf of the whole wider
network.
Please can you refer to how you will be taking forward key tasks, e.g. planning,
designating facilities, developing pathways, achieving new standards, ensuring
effective patient flow, achieving resilience, addressing workforce needs,
implementing new payment models and funding flows, building trust with a focus
on relationships rather than structures.
By April 2016 we will:
 have developed a ‘memorandum of understanding’ for the constituent
organisations of the West Yorkshire Urgent and Emergency Care Network
that will underpin a clear governance and accountability structure,
recognising the need to ‘mandate’ the Network members to collaborate to
rapidly deliver an agreed plan of the key concepts from the national UEC
Review;
 have worked with and through the 5 SRGs on the pace and scale of
integrating community health and care services recognising the role these
services play in maintaining ‘flow’ through the UEC system;
 have reviewed a number of ‘specialist emergency care’ pathways building on
our baseline analysis and developed recommendations that may see
changes in the way / place that patients receive highly specialised care;
 have developed a plan to implement the findings of the recent review of
hyper-acute stroke units (HASU) across West Yorkshire;
 built on the developments of the Leeds Care Record with a plan to ensure
front line clinicians in the UEC system have access to it;
 have developed and agreed a West Yorkshire wide emergency services
mental health strategy;
 have completed a West Yorkshire service review and gap analysis of urgent
mental health services;
 have developed and agreed a Crisis Care Concordat approach for children
and young people;
 have fully mental health staffed emergency response control centres.
By April 2017 we will have:
• practical examples and evidence of our workforce working differently in the
UEC system;
• front line clinicians actively using a shared clinical record based on the
learning from the Leeds Care Record;
• shared learning from testing new payment models and funding flows that will
inform further roll out;
• reconfigured clinical pathways for people with specialist emergency care
needs;
• reconfigured the HASU provision across West Yorkshire;
• gained further insight into the behaviour and choices of people using the UEC
system and evidence of how we have used this to redesign services or
develop new offers;
• evidence of reducing numbers of people being unable to get the immediate

mental health support they need at a time of crisis
• developed a multi agency frequent attenders action plan;
• commissioned an alternative transport service for conveying section 2 and
section 3 patients to place of safety;
• evaluated the benefits of using a whole system ‘real-time’ dashboard.

Q5. What do you want from the structured support programme?
(Aside from potential investment and recognition: i.e. what other specific support
is sought?)
As a UEC Vanguard we would want:
• direct access to the clinical leadership of Professor Sir Bruce Keogh and

Professor Keith Willet;
• direct access to Emergency Care Intensive Support Team (ECIST);
• early access to further tools and guidance from the national UEC Review;
• a commitment that our experience and learning will inform a national direction

of travel for UEC;
• a commitment that we will be supported to test new ways of working that may

have unintended consequences, for example an impact on current system
measures whilst we are developing and testing new ones;
• opportunities to come together with other Vanguards to share experience and
learning;
• the opportunity to work closely with other national programmes, for example, 7
day services

Please send the completed form to england.newcaremodels@nhs.net by 15th July 2015
Kind regards

Forward View into Action
REGISTRATION OF INTEREST FOR FUTURE MODELS OF ACUTE CARE COLLABORATION
Please keep your applications to no more than 4 pages
Q1. Who is making the application?
(What is the entity or partnership that is applying? Interested areas may want to list wider
partnerships in place, e.g. with the voluntary sector. Please include the name and contact
details of a single CEO best able to field queries about the application and whether you are
applying to lead a partnership or are applying to be part of a partnership.)
This application is made by the West Yorkshire Association of Acute Trusts (WYAAT), with the named
contact being Julian Hartley, CEO- Leeds Teaching Hospitals NHS Trust. Julian is the chair of
WYAAT which is an alliance of 6 Acute Providers - Calderdale and Huddersfield NHSFT, Bradford
Teaching Hospitals NHSFT, Airedale NHSFT, Harrogate and District NHSFT, Mid Yorkshire Hospitals
NHS Trust, and Leeds Teaching Hospitals NHS Trust.
West Yorkshire Population – The Scale of the Opportunity


The population of West Yorkshire is circa 2.35m people.



Projected population growth is to 2.47m out to 2025, 6% over the next 10 years, with
continued growth beyond this.



The 65 and older population is expected to grow rapidly, in some age bands by more than
30% over the next 10 years.



£2.55bn expenditure on acute care

WYAAT members are also actively engaged in the 5 existing Vanguards located in West Yorkshire
and key stakeholders in the West Yorkshire Urgent and Emergency Care Vanguard. Developing a
strong provider association into a Vanguard will also support the wider development of the
commissioner collaboration across West Yorkshire (10CC) strategic programme – Healthy Futures
Contact points for this bid is Stacey.Hunter@anhst.nhs.uk

Q2. What are you trying to do?
(Please outline your vision and what you want to achieve by being part of the new care
models programme)
Our shared vision is to create a system of high quality, resilient, and sustainable acute services which
consistently deliver the best patient outcomes compared to any system in the country. The new
models of care programme for acute care collaboration provides an immediate catalyst for our journey.
Our ambition with the support of the Vanguard is to draw on West Yorkshire’s track record on
technology innovation and use this as a platform to deliver a radical change in the way clinical
resource and expertise is delivered to patients in acute services across our population. In the US and
Canada 1 in 6 acute consultations are virtual rather than face to face, and for those who are leading
innovation the evidence demonstrates this could be as high as 50%. Kaiser predicts that by 2016 they
will have reached a tipping point of more non face to face consultations than traditional face to face.
WYAATs focus is to drive forward a ‘model clinical network’ that will not only deliver improved and
consistent outcomes for patients (building on the success of existing networks) but will use technology
as a key enabler to change 30% of consultations to a virtual platform over the next 5 years.
Developing this approach across networks at scale rather than in individual institutions will improve
clinical productivity and workflows, the delivery of 7/7 working across a large population driving up
quality and experience for patients and their families. The association is clear that they can go further
and faster together to deliver clinically and financially sustainable services than they can on their own.
It is centered on what patients want and preserving local access to services wherever feasible.
We want to lead these changes in the UK and given our experience to date we are confident we can
deliver. Therefore through this Vanguard we will:
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1) Prioritise the services that would benefit most from establishing horizontal clinical networks
supported by proven innovative implementation of technology. The initial focus will be on
diagnostics e.g. Radiology Network due to increased demand over the last 5 years, scope of
services and specialisation, potential impact across multiple acute pathways and known
workforce pressures. The proposal is to collaborate and form a radiology network of expertise
across WYAATs population. Larger groupings of clinicians working in this way (enabled by
technology to share data and virtual platform) has the potential to give greater capacity to provide
24/7 cover across a range of specialties than individual organisations working in isolation.
This approach will improve patient access to specialist radiologist expertise and skills when they
need it. The ambition is to translate the learning and evidence from Airedale’s use of
Telemedicine as well as Leeds’ experience of a shared care record and apply it at scale across
acute pathways and services. The association recognises the opportunities of spreading this
approach across a range of specialties and are working together to identify those that can benefit
most. The group do not underestimate the scale of this challenge hence are keen to have access
to the Vanguard programme. The evidence from international health systems and local experience
to date coupled with the system leadership WYAAT brings offers an excellent foundation to
develop at pace.
2) Developing the workforce – Design and implement a new approach to workforce development and
managing the West Yorkshire labour market. Having developed the Calderdale Framework
locally, HR Directors will work across our association to develop strategies for improving capacity
through recruitment, developing new alternative roles, reducing excessive costs and improving
productivity We will use our existing workforce in a more creative and agile way across
organisations and reduce the perverse incentives in the market. New workforce models will be
developed across the region to support the Model Network approach which includes joint
appointments, shared rotas and staff working flexibly across the network. The vision over time will
require clinicians and clinical teams to deploy their expertise across networks of care as opposed
to in individual hospitals

3) Bring together patient information/clinical and social care systems so we have a full picture of
the patient journey, their record and services across West Yorkshire. We will also accelerate
change by learning from our Prime Minister’s Challenge Fund and Vanguard sites, particularly in
primary care and care homes, as well as scaling up local innovation. Having developed an
exemplar approach to technology and telehealth our vanguard will focus on extending the scope,
reach, impact and lead times for developing this model on a West Yorkshire footprint covering
over 2.3m people and 39,000 staff.

Q3. Please articulate how your vision will deliver clinically and financially sustainable high
quality acute services to maintain local access for patients and their families and/or how you
will help codify and replicate effective clinical and managerial operating models in order to
reduce avoidable variations in the cost and quality of care?
WYAAT is aiming to extend the concept of a ‘model hospital’ which delivers efficient high quality
services across the footprint of 6 organisations to develop a ‘model clinical network’ operating at scale
across a population of over 2.3m people. The ‘model clinical network’ will enable large scale
improvement in;


Patient access (remote, virtual and multi-channel provided 7 days a week)



Patient experience and confidence (accuracy of information and single input)



Geographical reach to specialist skills independent of service or patient location



Capacity optimisation – utilising clinical expertise in a collaborative network approach will allow the
capacity to be spread more evenly and smooth access to services for patients
Quality and safety (safety systems, access to information and specialist skills)




Efficiency and productivity through system wide delivery. A network approach will enable better
demand optimisation through streamlining of clinical pathways, reduce unnecessary and duplicate
testing. Sustainability of services where there are challenges to achieving the standard of care
relating to access or workforce/skills



Clinical productive time and capacity for patient care through shared information and system wide
pathways



Cost effectiveness of services across the network
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The association is already aiming to share knowledge, practice and skills to deliver the Carter
principles and ‘model hospital’ however this Vanguard will take the approach to the next level, looking
to implement additional benefits which can be delivered across a much wider footprint – all providers
thinking and planning as a system not individual organisations.
The total expenditure on acute care across the West Yorkshire region is £2.55bn. In terms of financial
efficiency we need to improve our overall combined financial position by 4.7% in the current year. On
that basis we are planning to develop the approaches described in section 2 to enhance utilisation of
clinical resources and capacity whilst minimising the variation in practice. This will deliver sustainable
high quality clinical services whilst reducing costs. The patient benefits will be significant as well as
establishing a national model for developing and delivering the ‘model clinical network’ across multiple
providers.
The opportunity is for the association to exploit economies of scale using technology as the key
enabler to support horizontal networks. The technology platform will improve access to services, and
give a better return on workforce investment. This has the potential to deliver approximately 15-20%
additional value for every pound we spend.
A detailed breakdown of the attributable benefits is being developed by the CFO group to identify and
quantify these by autumn. We have also established the potential to stress test these assumptions
through our emerging partnerships and to offset our expenditure from the public purse to cover our
costs through new commercial and investment opportunities.

Q4. Please describe where you are currently and what steps you have already taken in
thinking through and delivery towards your proposed care model.
Below is a brief summary of steps already taken in realising our vision for a ‘model clinical network’.
Whilst this is not exhaustive WYAAT believes this demonstrates our commitment and ambition in
delivering a new care model for the population of West Yorkshire.
Leadership: WYAAT has a well-established, stable and credible CEO team. Each Trust Board has
approved and supported the association and Terms of Reference. WYAAT is an ambitious enterprise,
built on a shared desire to create sustainable care and a sound financial base in the knowledge that
individual institutions have only limited ability to deliver this. The system has a high degree of
collaborative behaviors which differentiates it from many other areas. Significant time has been spent
on building and maintaining relationships across the WYAAT CEOs which has led to successful
smaller scale integration.
Governance: A governance framework and infrastructure is being developed with the aim of providing
a flexible, agile approach whilst supporting the speed of adoption and implementation This means
substantial progress can be made quickly an ambition which is shared across medical and clinical
leaders. The association recognises as the work and commissioning alliances develops the
accountability and governance models for the new services will need to be developed. There is
experience locally in developing Joint Ventures and an appetite to explore other models e.g. prime
provider, alliance model. WYATT would welcome the support and experience other Vanguards will
offer to this
Logistics: The work programme is already established with lead CEOs and Directors for each strand
and dates agreed for the outputs. These will inform the strategic development of acute services in
West Yorkshire and add weight to the existing vanguard sites within the region. If successful we will be
in a strong position to implement changes at pace joining up with our vanguard MCPs.
Resources: We have agreed a small budget contribution to enable to work to progress where external
support is needed and have identified people and resource from our trusts that all adds up to a
commitment approaching £200k in cash and resource. We are also hopeful of inward investment in a
number of our work strands through agreement of new partnerships.
Model Clinical Network; the initial focus of our work programme after Radiology targets urgent care
and hyper acute stroke, Children’s services, Cancer services, and subsequently acute surgical
services. The model network will look to develop a sustainable platform for providing a wide range of
acute 7 day services and maximizing the potential of productive clinical time. Commitment to a series
of collaborative changes that will transform acute services and reduce variation for a conurbation of
2.3m population that employs 39k staff. An existing example is LTHT and HDFT working in partnership
to increase access to Endoscopy services utilising HDFT workforce and LTHT estates.
Technology resource, innovation and skills; The WYAAT health and social care economy already
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has the greatest density of Vanguards, has established networks linked by technology, delivers video
consultations across England, is ambitious to become a test bed site and has extensive academic
support including the Digital Health Enterprize Zone hosted by the University of Bradford. There is a
regional Digital Health and Wellbeing Board hosted by the Y and H Academic Health Science Network
that is chaired by one of the WYATT CEOs. This provides further opportunity to co-ordinate activities
and identifies synergies in relation to technology innovations across the group.

Q5. Where do you think you could get to over the next year?
(Please describe the changes, realistically, that could be achieved by then.)
In the first year WYATT will;
 Finalise the system governance and accountability for the association and Vanguard including
clinical engagement programme
 Develop a system wide strategy for building the ‘model clinical network’. The first stages are
described above.
 Map the existing technology against the ‘model clinical network’ requirements and develop a
phased implementation/adoption programme
 Develop the benefits framework and evaluation process for the model clinical network with
established baseline measurement
Full year efficiencies will be maximised further in years 2 and 3 including:






Trajectory for achieving 30% of face to face consultations replaced with technology over 5 years
Sustained delivery of access targets across the West Yorkshire footprint
More flexible use of clinical capacity and agile response to variations in demand
Increased clinical productive time
Reduced use/demand and cost of Locum /Agency spend

Develop the system strategy: Work to develop the WYAAT partnership strategy is already underway
with expected completion December 2015. The strategy will take the Carter review as the baseline
and identify value add through wide scale technology enabled change.
Develop the Model Clinical Network: agree strategic and operational plans to improve access to
specialist clinicians, share workforce and develop rotational posts across acute providers. This will
include reconfigured clinical pathways for people with general and specialist needs including
technology solutions to provide care closer to home once the immediate specialist care episode is
complete. A tiered/stratified model will be developed for local vertical integration, horizontal networks
and specialist services.

Q6. What do you want from a structured national programme?
(Aside from potential investment and recognition: i.e. what other specific support is sought?)


Access to information on the latest NHS technology innovations and thought leadership (national
and international)
 Expertise in developing new forms of public private partnerships (accepting that normal
procurement rules would need to be followed), including potential investment partners
 Access to national intelligence on reconfiguration greater efficiency and better outcomes can be
achieved
 Opportunities to pilot new approaches to labour market management and workforce models
 Opportunities to pilot radical changes in our vanguard, where people have approached NHS
England to identify capable demonstration sites
 The flexibility to develop local reinvestment where our programmes deliver a return on investment
 Opportunities to work closely with key national programmes, e.g. 7 day services
 Peer review and challenge from other Vanguards. Replicating models where there is a significant
opportunity
 Guidance and support for best practice governance, accountability models and legal and
contractual frameworks
We are confident that this approach can transform care for the patients of West Yorkshire and we
hope that you can give us a chance to describe this further at a second stage of questioning.
Signed - All the CEOs in the member Trusts.
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Please send the completed form to the New Care Models Team
(england.newcaremodels@nhs.net) by 31 July.
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Proposed Management of the Vanguards across Wakefield District

Wakefield
Council/Cabinet

Wakefield District Health
and Wellbeing Board

NHS Wakefield CCG

Connecting Care Executive (Commissioning)
Adults, Children and Young People

Vanguard Sub Group‐
Enhanced Care Home
Vanguard and Multi‐speciality
Community Provider
Vanguard

Connecting Care Health and
Social Care Partnership
(Providers and
Commissioners)

Operational Commissioning Group
Urgent Care
Planned Care
Public Health
Mental Health
Transformation Programmes

SCHEDULE 2 – GOVERNANCE

CONNECTING CARE EXECUTIVE AS THE PARTNERSHIP BOARD
(CHILDREN AND ADULTS)
WAKEFIELD COUNCIL
NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
TERMS OF REFERENCE
1.

Introduction
The purpose of the Connecting Care Executive is to be the Partnership Board
responsible for review of performance and oversight of the Better Care Fund and to
deliver the ambition of the Health and Wellbeing Board to achieve more effective
integration between the commissioning of children’s, adults’, public health and NHS
services.
The Connecting Care Executive needs to also undertake the statutory functions
outlined in the Care Act 2014 and managing the implementation of the Better Care
Fund Plan and associated Section 75 Better Care Fund Partnership Agreement.
Constitution
The Connecting Care Executive will be a stand alone Partnership Board reporting to
Wakefield Council (Council) and the NHS Wakefield Clinical Commissioning Group
(CCG) (the Partners).

2.

Membership

2.1

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

2.1.1 the Council:
 Corporate Director, Adults, Health and Communities
 Corporate Director, Children’s Services
 Group Finance Manager, Adults, Health and Communities
 Group Finance Manager, Children’s Services
 Service Director Strategy and Commissioning
 Director of Public Health
or a deputy to be notified in writing to the Chair in advance of any meeting;
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2.1.2 the CCG :
 Chief Officer
 Chief Finance Officer
 Assistant Clinical Chair of Clinical Commissioning Group
 Director of Commissioning for Integrated Care
 CCG Governing Body Clinical lead for Children and Young People
 Chief of Service Delivery and Quality
or a deputy to be notified in writing to the Chair in advance of any meeting;

2.1.3 The Chair of Healthwatch Wakefield (or a deputy to be notified in writing to the
Chair in advance of any meeting) shall be a non-voting observer.
2.2

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

2.3

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

3.1

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

3.2

Frequency of Meetings
Meetings will be held monthly.

3.3

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

3.4

Declaration of Interests
The Partners shall ensure that those officers with decision-making responsibilities in
the Connecting Care Executive will comply with the relevant provisions of their
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respective organisation’s Code of Conduct policies for managing conflicts of interest
to the extent relevant. In addition to each Partner’s own Code of Conduct Policy the
following principles for the management of conflicts of interest will also apply to
members of the Connecting Care Executive:
The Partners as commissioners and providers will be jointly developing new models
of integration, careful consideration will need to be given to potential conflicts of
interest.
Members of the Connecting Care Executive are expected to conduct themselves in
an appropriate manner and must refrain from actions that are likely to create any
real or perceived conflict of interest, save those that are inherent in the institutional
interests of the organisations that members represent.
Conflicts of interest may arise where a member of the Connecting Care Executive
has:
•An institutional or financial/pecuniary interest in a specific service change that is
being considered; and/or
•A close personal or professional connection with any individuals that may be
directly affected by proposed service changes.
If any member of the Connecting Care Executive has an interest, pecuniary or
otherwise, in any matter and is present at the meeting at which the matter is under
consideration, they must disclose, to the Chair of the Connecting Care Executive,
the nature of the interest at the meeting. This member will declare that interest as
early as possible and shall not participate in the discussions and decision on that
matter. The Chair will have the power to request that the member withdraw until the
Connecting Care Executive has considered and made a decision on that matter.
Information obtained during the business of the Connecting Care Executive must
only be used for the purpose it is intended. Particular sensitivity should be applied
when considering financial, activity and performance data associated with individual
services and institutions. The main purpose of sharing such information will be to
inform new service models and such information should not be used for other
purposes (e.g. performance management, securing competitive advantage in
procurement).
Members of the Connecting Care Executive are expected to protect and maintain
as confidential any privileged or sensitive information divulged during the work of
the Connecting Care Executive. Where items are deemed to be privileged or
particularly sensitive in nature, these should be identified and agreed by the Chair.
Such items should not be disclosed until such time as it has been agreed that this
information can be released.
All declarations of interest will be minuted.
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3.5

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

3.6

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

4.

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

5.

Role of the Connecting Care Executive

5.1

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

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





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

r. To undertake the statutory requirements outlined in the Children and Families
Act 2014 introducing a new statutory framework for local authorities and CCG’s
to work together to secure services for children and young people (up to the age
of 25) who have Special Education Needs or Disability (SEND), including a new
statutory code of practice which captures key actions and behaviours.
s. To undertake the statutory requirements outlined in the Care Act 2014.
t. To oversee the Care Home Vanguard and the Multi-Specialty Community
Provider.
u. To undertake the role of Partnership Board for the Better Care Fund and carry
out the following in connection with the Better Care Fund:






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

6.

Relationships and Reporting

6.1

Reporting arrangements from sub-committees/groups
Existing commissioning and operational and transformational boards/groups
between the CCG and the Council will report into the Connecting Care Executive as
outlined in Appendix 1.
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6.2

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

6.3

Sub groups for Connecting Care Executive
The structure highlighted in Appendix 2 outlines the groups that will continue to
exist and report into the Connecting Care Executive these include for example the
existing transformation programmes on Urgent Care, Planned Care, Mental Health
and Children and Young People’s partnership Transformation Boards. Some
workstreams of enablers will be developed to go across both adults and children
and young people arena, these will include ICT, communications and engagement,
Estates and contracting and commissioning models for integrated care.
It is proposed in 15/16 two areas of transformation are scoped out across both
Adults and Children and Young People arena and these are recommended to be
focused on mental health and personalised budgets. More work is required to
define the scope of this work to ensure this adds value and doesn’t duplicate
existing work programmes.
A formal sub-group of the Connecting Care Executive will be held following the
commissioning aspect of the Connecting Care Executive has been undertaken. This
formal sub-group (Connecting Care Health and Social Care Partnership) will be a
broader business meeting with wider colleagues across Health, Social Care, VCS
and other appropriate organisations invited. It will adopt it’s own terms of reference
and have its own distinct membership. This meeting will provide Wakefield with the
opportunity to resolve challenges and issues collectively with partners and ensure
the richness of co-production is not lost in this revision of governance
arrangements.
A formal sub-group of the Connecting Care Executive will be the Vanguard
Commissioing Group. Terms of reference establishing and delegating powers to
the Vanguard Commissioing Group will be approved by the Connecting Care
Executive.

7.

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

8.

Connecting Care Executive Decision making
Decisions of the Connecting Care Executive shall be made unanimously. Where
unanimity is not reached then the item in question will in the first instance be
referred to the next meeting of the Connecting Care Executive. If no unanimity is
reached on the second occasion it is discussed then the matter shall be dealt with
in accordance with the dispute resolution procedure set out in the Section 75 Better
Care Fund Partnership Agreement.
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9.

Monitoring Information and Reports
The following reporting arrangements will be monitored by the Connecting Care
Executive:












10.

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

Review of Terms of Reference
These terms of reference will be reviewed in May 2016 or earlier in the light of
national/local policy changes.
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Appendix 2
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Title of meeting:

Governing Body

Date of Meeting:

15 September 2015

Paper Title:

NHS Wakefield Clinical Commissioning Group
Assurance Framework

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this

Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Dawn Taylor, Corporate Services Manager, Yorkshire and Humber
Commissioning Support
Katherine Bryant, Governance & Board Secretary
Responsible Clinical Lead:
Not applicable
Responsible Governing
Board Executive Lead:
Recommendations:

Jo Webster, Chief Officer
Andrew Pepper, Chief Financial Officer

It is recommended that Governing Body:
i) note the development of the Governing Body Assurance Framework (GBAF);
ii) approve the updated 2015/16 Assurance Framework for NHS Wakefield Clinical Commissioning
Group;
Executive Summary:
The Assurance Framework is a key mechanism for the Governing Body to seek assurance that the CCG has a
robust process for managing risks to the achievement of its strategic objectives.
Development of the Assurance Framework
The Assurance Framework was last reviewed in March 2015. Meetings were held with each lead clinician and
lead manager during July 2015 to review and update the GBAF for consideration at the Governing Body
workshop held on 28 July 2015. The purpose of the workshop was to provide Governing Body members the
opportunity to confirm and challenge colleagues on the current risks on the assurance framework. Some of the
outcomes from the workshop included:
 Each risk to be assigned a Lead Clinician, Lead Director and Lead Manager
 One risk per page, if possible
 Review the risk description so that it accurately reflects the risk
 The controls should address the cause of the risk and any gaps in control should to be included.
It was therefore agreed that further work was required, and further meetings were arranged during August to
meet with the lead clinician, lead director and lead manager for each risk for further review in light of the
comments above.
A verbal update on the development and progress of the governing body assurance framework (GBAF) was
provided to the August meeting of the Integrated Governance Committee.
In order to continue development of the Assurance Framework members of the Integrated Governance
Committee agreed that it would be beneficial to hold a further Governing Body Development session before
December 2015. This session will facilitate consideration of the CCG’s future strategic priorities and the risks to
achieving these. A small working group (chaired by Jo Webster) will lead on development of the workshop
format and agenda.
Amendments to the Assurance Framework

Following the reviews in July and August there are now 13 risks on the GBAF, which is an increase of two new
items from 11 in February 2015. The two new items are:
 Vision 7 – Maternity, Children and Young People Transformation has been split into two items, one regarding
maternity and one for Children and Young People.
 Risk 11 – Regional and sub regional system configuration (Integrated healthcare systems)
Key element 9 (Financial efficiency probity and balance) the previous description has been archived for 2014/15
and a refreshed description of strategic financial risk is included for 2015/16.
Changes in risk ratings:
 Vision 1 (Citizen Participation and Empowerment) – risk rating reduced from 8 to 6 to reflect the controls
and assurances in place
 Vision 2 (Primary Care) – risk rating reduced from 16 to 12 due to controls and assurances in place, alongside
improved engagement from Practices
 Vision 3 (Modern Model of Integrated Care) – risk rating increased from 12 to 15 due to inability to integrate
model of integrated care without an adequate workforce and challenges to deliver emergency bed day
reductions in Meeting the Challenge without fully recruiting workforce in the Central and East Hubs
 Vision 4 (Urgent and Emergency Care (Threat 1)) – risk rating increased from 9 to 12 due to an increase in
consequence; not meeting requirements of the Meeting the Challenge consultation and therefore there is a
risk to reputation, media interest and non‐delivery of service quality or service capacity to meet demand at
1% growth.
 Vision 4 (Urgent and Emergency Care (Threat 2)) – risk rating increased from 16 to 20 due to lack of
achievement of 8 minute response times and emergency care standard and integration of partner
organisations into innovative system resilience
 Vision 8 (Specialist Commissioning) – risk rating reduced from 16 to 12 because collaborative commissioning
arrangements are becoming clearer with monthly Specialised Commissioning Operational Group in place,
there is also clarity on services that have transferred to the CCG in 2015/16.
 Vision 10 (Quality) – risk rating reduced from 16 to 12 as the initial feedback from the Care Quality
Commission re‐inspection in July 2015 indicates improvement in many areas.
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:

The relevant equality impact assessment was carried out as part of the
Integrated Risk Management Framework.

Outline public engagement:

Not applicable.

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

Each risk has a nominated Lead Governing Body Member, Lead Director and
Lead Manager and they have been consulted regarding the assurance
framework.
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Previously presented at
committee / governing body:

Verbal update to Integrated Governance Committee on 20 August 2015.

Reference document(s) /
enclosures:

Appendix 1 ‐ Governing body assurance framework
Appendix 2 – risk overview

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource implications:

None identified.
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NHS Wakefield Clinical Commissioning Group Assurance Framework – September 2015
Characteristic and Vision 1: Citizen Participation and Empowerment
Vision: We aim to commission quality services that will improve our patients’ experience of care by involving our patients and the citizens
of Wakefield district to drive commissioning decisions
Threats against the achievement of the characteristic and vision:
There is a risk of not being able to meet public expectations.
Due to our inability to involve and engage a wide range of citizens to understand our commissioning challenges.
Resulting in public dissatisfaction with our decision making.
Risk Rating
(likelihood x consequence)
Initial: 2 x 4 = 8
Previous: 2 x 4 = 8
Current: 2 x 3 = 6
Initial Appetite: 1 x 4 = 4
Current Appetite 1 x 3 = 3

Lead Governing Body Member: Stephen Hardy,
Lay Member
Lead Director: Jo Pollard, Chief of Service Delivery
and Quality
Lead Manager: Laura Elliott, Head of Quality and
Engagement

Date last reviewed: September 2015
Rationale for Current Score
The CCG has put in place systems and processes to meet our vision to effectively engage with our patients
and the citizens of Wakefield to drive commissioning decisions. The controls listed demonstrate the
actions we have taken to mitigate the consequence of this risk by enabling people to influence
commissioning priorities and decisions.
The current risk scores and risk appetite have been reduced to reflect the controls and assurances.
However managing public expectations is a continuing dialogue and although the risk can be reduced, it
cannot be completely mitigated.

Key controls in place

Internal Assurances

1. 5 year strategic plan ‐ Citizen participation and engagement is a commissioning intentions
2. Communication, Engagement, Equality, Diversity and Human Rights Strategy 2013 ‐ 2018 (Governing
Body – 09/2013) outlines our vision for how we will engage.
3. Patient Experience Framework and ‘Putting patients first’ workstreams – Quality Intelligence Group
(QIG); quarterly Patient Experience report; engagement to inform commissioning; and Public
involvement and Patient Experience Committee (PIPEC) to hold us to account as commissioners.
4. All 40 practices and some of the 7 networks have a Patient Reference Group (PRG). PRG Network of
practice PRGs meets quarterly. Network Development Framework requires engagement at network
level. All networks have engagement plans in place for their two priorities.
5. Relationship matrix links with 9 quality characteristics and highlights if missing any vulnerable group.
6. Patient and Public Involvement Annual Reports describe the scope, reach and outcomes of
engagement activity
7. ‘Our Street’ a communications and engagement tool across the Wakefield Health and Social Care
landscape to describe transformational changes to citizens.
8. Established relationship with Healthwatch – involvement in QIG; patient safety walkabouts;
engagement plans

1. PIPEC minutes considered by Integrated Governance Committee (IGC). PRG Network minutes presented
to PIPEC.
2. QIG minutes are considered by IGC. Themes summarised in the Integrated Quality & Performance
report (IQP).
3. IQP presented to IGC monthly and summary to Governing Body.
4. Patient and Public Involvement Annual Reports presented to IGC and Governing Body
5. Quarterly Patient Experience Report presented to Clinical Cabinet and reported in the IQP.

External Assurances
1. Internal Audit on ‘Learning to Improve’ (February 2014).
2. NHS England Excellence in Participation Awards 2014
3. Meeting the Challenge plans upheld when referred to Secretary of State.
4. Quarterly CCG assurance reports produced for NHS England.
5. Findings of Gateway review to assess progress with implementation of Meeting the Challenge (01/2015)
6. Association of Healthcare Communications & Marketing awarded – Meeting the Challenge awarded Best
Engagement 2013; ‘Our Street’ finalist in 2014.
7. Healthwatch reports discussed at QIG and included in IQP

Gaps in controls

Gaps in assurances

1. Engagement should focus on commissioning priorities and decisions in the context of the CCG’s
financial constraints.
2. Closure of YHCSU may result in loss of people bank and relationship matrix database
3. Some networks do not have patient representatives

1. Specific internal audit review on patient engagement
2. Recommendation from findings of Gateway review to review the provision of communications and
engagement support to the programme with partner organisations
3. Lack of collated experience information across partners
4. Evaluation of Network Development Framework priorities

Actions from gaps in controls

Actions from gaps in assurances.

1. Review engagement plans for 2015/16 to ensure consistent approach to explain the environment of
proposed changes to manage public expectations (Gap 1 ‐ Oct 2015 / PIPEC).
2. Procure Membership Engagement Service across West Yorkshire CCGs (Gap 2 ‐ Oct 2015)
3. 2016/17 commissioning priorities engagement will use a localised Commissioning Maze to facilitate
discussions about commissioning with financial constraints (Gap 1 ‐ Oct 2015 / Clinical Cabinet)
4. Encourage networks to have a patient representative at their meeting (Gap 3 ‐ Sept 2015 / PIPEC).

1. Propose review on patient engagement in future internal audit work programme (to be confirmed)
2. Options appraisal for communications and engagement support for Meeting the Challenge being
discussed at Programme Executive (July 2015).
3. Regular reporting by Healthwatch to Health & Wellbeing Board on collated experience information from
across the Community Engagement Partnership (October 2015)
4. Evaluation of Network Development Framework priorities to be presented at Probity Committee

Characteristic and Vision 2: Wider Primary Care at Scale including Network development
Vision: Vibrant networks of high quality practices working together with citizens, patients and health and
social care professionals to identify and meet local people’s health needs.
Threats against the achievement of the characteristic and vision:
There is a risk of a fragmentation of primary care and destabilisation of GP practices
Due to

Lead Clinician: Dr Pravin Jayakumar, GP Member

Lead Director: Pat Keane, Director Strategy and
Organisational Design

‐
‐

Lack of national investment in general practice including changes in the GP contract
Increasing demands on primary care and workforce pressures have a negative impact on workforce and stability of practices
resulting in less timely access to primary care

Lead Manager: Kerry Munday, Head of Primary Care
Development

Risk Rating

Date last reviewed: September 2015

(likelihood x consequence)

Initial:
Previous
Current:

4x4=16
4x4=16
3x4=12

Appetite: 2x4=8

Rationale for Current Score
Progress has been made in a number of areas including the formation
of a local federation in West Wakefield (as a result of Prime Ministers
Challenge Fund) and the CCG has taken on responsibility for general
practice co‐commissioning. The risk rating has been reduced due to
the controls and assurances in place, alongside improved engagement
from Practices.
The rationale for the appetite score is that a certain level of risk is
accepted as it unavoidable due to the pressures and changes within
primary care. More recently these have included the Equitable
Funding Review and increasing workforce pressures due to increasing
patient demand and the move towards 7 day working.

Key controls in place

Internal Assurances

1. Co‐commissioning ‐ From April 2015 the CCG has taken on de facto responsibility for the commissioning of general practice primary
care services and fostered good working relationship with LMC. A programme manager has been appointed and a transition plan is
in place. The new Wakefield Practice Premium Contract is providing an opportunity to redesign the contract in line with the CCG
strategy.
2. System Resilience to deliver services that meet the needs of our population. The CCG has undertaken a programme of work, with
NHS England to obtain a comprehensive understanding of the local general practice to identify gaps and to become aware of the
risks across Wakefield. This is also a lever to ensure consistency and collaboration across practices. Practices are working together
to achieve 7 day working to increase resilience which builds upon the lessons learnt from 2014 which has been extended to
September 2015. The Networks understand the CCG priorities and there is a two way communication. Sound financial control has
enabled sufficient non‐recurrent funds for investment for 2015/16 which is ring fenced for community development allowing
development of primary care services initiatives such as Trinity Care. This along with learning from Prime Minister’s Challenge Fund
1 has led to further national funding supporting developments in primary care such as improving access to GP services seven days a
week and care homes (Vanguard). A series of consultations are underway regarding the developments which include the Health
and Wellbeing Board, Public Involvement and Patient Engagement and the LMC in addition to internal CCG committees etc.
3. Workforce Planning. The CCG are well placed for applying for funding to support new ways of working including Apprenticeships,
Physician Associates roles and other advanced clinical practitioners with recent success from several practices for funding all three
programmes. The CCG is working with Health Education Yorkshire and the Humber to become aware of the workforce risks across
Wakefield through the workforce survey
4. Connecting Care Hubs are working with networks to provide connected care closer to home and developing ways of using the
workforce more effectively.

1. 7 day general practice working has been partially introduced.
2. Quarterly report to the Executive Approvals Group has shown there
were 175,769 additional primary care contacts during 2014/15 and
Q1 2015/16.
3. Regular updates to Probity Committee (alternative meetings) May
15.

External Assurances
1. The CCG have full delegated authority for co‐commissioning (NHS
England).
2. National Annual Workforce Survey has 100% compliance with GP
practices in the CCG area.
3. The Care Quality Commission have tested 11 of 40 practices and the
results were positive. Remaining practices to be tested before
October 2016.

5. Development of an approach to working with Clinical Networks to support Primary Care Commissioning in 2016/2017.
6. Federations of GP Practices are emerging amongst GP providers locally.

Gaps in controls

Gaps in assurances

1. Development of permissive workforce plan
2. CCG consolidation of 7 day service, (Vanguard)
3. Introduction of general practice performance management arrangements and team.
4. There are no additional resources being provided to the CCG for undertaking Primary Care co‐commissioning. However, CCG
resources are being reassessed and restructured and an approach to ensure delivery developed.

1. Lack of evidence of what good looks like
2. Quality assurance into contracts

Actions from gaps in controls

Actions from gaps in assurances

1. Development of workforce plan (March 16)
2. CCG to work with Networks to develop 7 day working (Apr 16)
3. General practice performance management arrangements and team to be in place by 1 April 2016.
4. Review roles and function to determine new ways of working

1. At this point there are not felt to be any actions from gaps in
assurances.

Characteristic and Vision 3: A Modern Model of Integrated Care
Vision: Communities in Wakefield District achieve the best possible outcomes for themselves and their families,
facilitated by co‐ordinated services, provided as close to home as possible
Threats against the achievement of the characteristic and vision:
There is a risk to the delivery of the model of Integrated Care
Due to
-

Ongoing recruitment of workforce model and ongoing fragmentation and un‐coordinated care between health and social care organisations
Potential increased demand on Adult social care services due to implementation of the Care Act
Managing system resilience and challenges of recruiting clinical staff
Reduction in resources across public sector organisations, improved efficiency
Joint commissioning arrangements with the local authority still being scoped

Lead Clinician: Dr Avijit Biswas, GP
Member
Lead Director: Melanie Brown,
Programme Commissioning Director
Integrated Care
Lead Manager: Martin Smith, Programme
Manager

Resulting in
-

Poor patient experience and outcomes
Unsustainable future for provider landscape, in particular acute service
Non‐delivery of financial targets
Unable to meet needs and expectations and respond effectively to the Health and Wellbeing Board and Joint Strategic Needs Assessment
Potential on Quality and Safety

Risk Rating

Date last reviewed: August 2015

(likelihood x consequence)

Initial:
Previous
Current:

4x5=20
3x4=12
3x5 = 15

Rationale for Current Score

Initial Appetite: 2x5 = 10
Current Appetite 2x5 = 10

Inability to integrate model of integrated care without an adequate workforce.
Inability to deliver emergency bed day reductions in Meeting the Challenge without fully
recruiting workforce in the Central and East Hubs.
Score reduced due to more confidence in system and announcement that any funding released
from PMS review, must be spent on local primary care provision.
The appetite score is due to the fact that service reconfiguration will be an element of risk
which cannot be avoided.

Key controls in place

Internal Assurances

1. Local Authority has recruited to 8/12 Social Care Worker posts to be in place in HUB by 1 Sept 2015 and
agency posts will backfill whilst permanent recruitment is ongoing.
2. Better Care Fund Partnership agreement signed with Local Authority to support the Connecting Care HUB.
Targets agreed and trajectories in place.
3. District wide Connecting Care Executive to mitigate every partner’s challenge and financial reductions.
4. Meeting the Challenge Finance & Intelligence Group has the lead to distribute resources effectively a cross
the district.
5. Voluntary and Community Services (Age UK and Carers Wakefield) have recruited workforce and these are
now located within additional Hubs.
6. Investment of non‐recurrent resources to support the development of new roles and local teams to
support integrated working.
7. Development of programme office for Connecting Care to ensure responsiveness to learning from proof of
concept (south‐east Hub) to ensure Wakefield has the right workforce mix in hubs moving forward.

1. Chief Officer is nominated HWB Joint SRO (senior responsible officer) and Joint Chair of
Connecting Care Executive.
2. Connecting Care Executive meets monthly and reports to Health and Wellbeing Board and
considers the roll out of progress of integration across the adults and children and young
people’s agenda.
3. Programme Management Office has been developed to support roll out of Connecting Care
Programme.
4. Meeting the Challenge Programme Executive is in place supported by Strategic Impact
Group, ensuring all programmes deliver.

External Assurances
1.
2.
3.
4.

Health and Wellbeing Board (HWB) overseeing integration agenda.
Local Services Board holding HWB to account for delivery of District Outcomes Framework.
Better Care Fund has been approved by NHS England.
Awarded National Integrated Care Support Pioneer status for Wakefield’s innovative
approach to integrating care and support.
5. Vanguard status awarded twice to the District for Multi‐speciality Community Provider and
Care Homes

Gaps in controls

Gaps in assurances

1. Delays in implementing new Connecting Care model due to lack of staffing capacity. (This links to risk 445
on the risk register).
2. Provider Alliance is evolving its governance arrangements and needs to collectively respond to the service
specification for Connecting Care. Furthermore Provider Alliance needs to continue to increase primary
care involvement.

1. Constant review of governance arrangements to ensure fit for purpose.
2. No Gateway to Care implementation plan in place.
3. No Connecting Care implementation plan in place.

Actions from gaps in controls

Actions from gaps in assurances

1. Secure additional workforce capacity to work in the Hubs in both the local authority and MYHT. Most
Social Care staff to be in place by Sept.2015 with agency staff recruited for vacant posts.
2. Provider Alliance needs to develop an implementation plan to respond to Connecting Care service
specification.
3. Renew commissioning capacity across local authority and NHS Wakefield CCG.
4. Provider Alliance have appointed and funded a Director of Implementation for Provider Alliance.
5. Provider Alliance responding to new approach of working collaboratively for 16/17 through an integration
agreement.
6. Undertaking Meeting the Challenge deep dive on 28 August 2015 to provide assurance regarding
milestones and roles going forward

1. Governance structures that have been implemented will ensure that Provider Alliance is held
to account by the Connecting Care Executive when gaps in assurance emerge
2. Provider Alliance responding to Gateway to Care specification.
3. Liaise with and influence NHS England with regards to timescale of PMS review and
procedures for co‐commissioning of primary care services. (This links to risk 100 on the risk
register).
4. Provider Alliance responding to the Connecting Care specification.

Characteristic and Vision 4: Access to the Highest Quality Urgent and Emergency Care
Vision: An integrated 24/7 urgent care system with clearer and faster access to the right quality of care, making best use
of alternatives to A&E and hospital admission.
Threats against the achievement of the characteristic and vision:
Threat 1. There is a risk of the transformation of services not being delivered due to:


A significant focus on maintaining operational resilience to deliver constitutional standards and integration with other work programmes and
key stakeholders including capacity to maintain the workplan within a background of financial constraints and national workforce pressures

This will result in:







Poor patient experience
Reduction of conveyance does not occur
Poorer patient outcomes
Poorer handover and turnaround times
No improvement in emergency admission numbers
Reputational damage for the CCG and wider health and social care system
Potential for increased costs


Risk Rating

Lead Clinician: Dr Adam Sheppard,
Assistant Clinical Chair
Lead Director: Jo Pollard, Chief of Service
Delivery and Quality
Lead Manager: Jenny Feeley, Urgent Care
Lead

Date last reviewed: September 2015

(likelihood x consequence)

Initial:
Previous:
Current:

3x3 = 9
3x3 = 9
3x4 = 12

Appetite:

2x3 = 6

Rationale for Current Score
Operational issues which impact on the delivery of transformation due to a reactive rather than proactive
focus.
Delayed delivery of Accident and Emergency Discharge Transport Service.
Lack of financial agreement for UCP scheme.
Interdependencies with other Meeting the Challenge Programmes.
The rationale for the appetite score that the consequence of not meeting delivery is that we will not meet the
requirements of the Meeting the Challenge consultation and therefore there is a risk to reputation, media
interest, and non‐delivery of service quality or service capacity to meet demand at 1% growth. Likelihood will
be acceptable at 2 due to the complexity of the programme and interdependencies of other programmes in
achieving their objectives and maintaining the growth in demand at 1%.

Key controls in place

Internal Assurances

1. Meeting the Challenge (MtC) programme management documentation in place which
describes how the programme will be managed and brings together timelines, strategy and
governance.
2. Urgent Care Strategy in place which sets out the key interventions undertaken as part of
transformation work.
3. Agreed governance structure in place via the Systems Resilience Group (SRG) and the
Meeting the Challenge (MtC) Implementation Group.
4. Programme of work agreed is described in the MtC Outline Business Case and the Project
Initiation Documentation (PID) and is managed through the wider Programme
Management Office.
5. NHS Wakefield CCG commissioners work with the contracting team to ensure that new
schemes form part of the core contractual agreements through regular contract meetings
and there are governance arrangements for these.
6. Development of stakeholder engagement strategy and plan for improving access in
primary care.
5. Clinical specifications, KPIs, QIAs and business case for discharge transport service and
therapy in emergency department approved by the Clinical Cabinet.

1. Urgent Care Strategy has been agreed by the Clinical Cabinet and recommended by SRG.
2. Clinical specifications, KPIs, QIAs and business case for discharge transport service and therapy in emergency
department approved by the Clinical Cabinet.
3. Regular updates to the Meeting the Challenge Programme Executive Board, Clinical Cabinet and Integrated
Governance Committee.
4. Procurement route for the Integrated Emergency department agreed by Integrated Governance Committee.
Urgent care scheme in primary care going through engagement and due governance process with oversight
from the Probity Committee where appropriate.
5. Key performance targets are reported in the integrated quality report to IGC monthly.

External Assurances
1. The MtC Implementation Group have signed off the programme management documents.
2. The MtC Implementation Group receive regular highlight reports, the risk register and timescales for
implementation.
3. Joint Overview and Scrutiny Committee have overview of any service changes and the evaluation
undertaken.
4. SRG have signed off the programme management documents.
5. SRG receive regular highlight reports, the risk register and timescales for implementation.

7. Draft service specification for Integrated ED agreed at clinical cabinet, blueprint for
approval being developed by MYHT.
8. Funding arrangements for schemes being reviewed through the allocation of SRG funds.

Gaps in controls

Gaps in assurances

1. Workforce plan to deliver transformational change. (This links to risks 445 and 456 on the
risk register);
2. Lack of evidence base for services for example re‐design of A&E models.
3. Firm agreement not reached in terms of specification for delivery of a sustainable
Emergency Department (ED) across North Kirklees/Wakefield and Mid Yorks.
4. Lack of clarity between stakeholders on the use of SRG funding.
5. Business case including finance arrangements and procurement options need addressing
following the stakeholder engagement for the improving access in primary care

1. The role of the West Yorkshire Urgent and Emergency and Emergency Care Network still in development and
is evolving.
2. West Yorkshire urgent care vanguard has been agreed nationally but local delivery plan has not been shared
yet.
3. Clear set of objectives for networks not fully established for 7 day in primary care to support urgent care
pathway
3. Establishing partnership for local and national strategies

Actions from gaps in controls

Actions from gaps in assurances

1. Seven Day working action plan to address workforce gaps – phased implementation. (This
links to risks 445, 456 and 675 on the risk register). (Mar 2016)
2. All transformation schemes to have blueprints produced by providers as they are
mobilised.
3. Continue dialogue between North Kirklees/Wakefield/Mid Yorks to develop
the workforce plan and clinical aspects of the integrated ED. (Nov 15)
4. Develop an agreed Blueprint to describe the Integrated EDs. (Nov 15)
5. Business case to be developed and escalation of procurement approach to executive team
for consideration.

1. West Yorkshire urgent and emergency care network has clear set of objectives and are working to these
but timescales to be agreed.
2. Continuation of SRG attendance at network meetings and support of network vanguard bid which aims to
deliver Keogh recommendations at scale and pace.
3. Stakeholder engagement through meeting with network chairs, at network monthly meetings, through
network development managers and supporting networks with developing plans around working
collaboratively and sharing resources.
4. Phased approach with appropriate engagement and deliver Stakeholder commitment improving urgent
care access in Primary Care.

Characteristic and Vision 4: Access to the Highest Quality Urgent and Emergency Care
Vision: An integrated 24/7 urgent care system with clearer and faster access to the right quality of care, making best use
of alternatives to A&E and hospital admission.
Threats against the achievement of the characteristic and vision:
Threat 2. There is a risk of not maintaining system resilience to deliver constitutional standards due to:



Lack of clarity on the role and function of the Systems Resilience Group
Increased demand, acuity of patients, workforce capability, capacity and availability over seven days
Poor patient experience
Non achievement of the 95% standard in 4 hours at A&E
Non achievement of Ambulance Red 8 minute response target locally
Poorer patient outcomes
Negative impact on Ambulance Quality Indicators (AQI)
Poorer handover and turnaround times
Reputational damage for the CCG and wider health and social care system
Potential for increased costs


Risk Rating

Date last reviewed: September 2015

(likelihood x consequence)

Initial:
Previous:
Current:
Appetite:

Lead Director: Jo Pollard, Chief of Service
Delivery and Quality
Lead Manager: Linda Driver – Strategic
Lead and Michala James SRG Manager ,
Mid Yorkshire Systems Resilience Lead

This will result in:








Lead Clinician: Dr Adam Sheppard,
Assistant Clinical Chair

3x4 = 12
4x4 = 16
5x4 = 20
2x4 = 8

Rationale for Current Score
Currently score increased due to :
 Lack of achievement of 8 minute response times.
 Lack of achievement of emergency care standard
 Integration of partner organisations into innovative system resilience
 The rationale for the appetite score that the consequence of not meeting delivery
is that we will not meet the requirements of the Meeting the Challenge
consultation and therefore there is a risk to reputation and media interest, as well
as not delivering the quality of service or not designing the service around the
demand, if demand doesn’t meet the 1% growth. Likelihood, will be acceptable at 2
due to the complexity of the programme and interdependencies of other
programmes in achieving their objectives and maintaining the growth in demand at
1%.

Key controls in place

Internal Assurances

1. Formation of Systems Resilience Group (SRG) to provide assurance that all partners have effective plans in place
to deliver constitutional standards. June 2015 Terms of Reference updated. Further amended in July 2015 to
provide clarity on approval route for SRG finances.
2. Executive meetings of key partners to maintain focus and review and remove blockages across the system in place
where necessary.
3. SRG Planning ‐ Weekly operational meetings to review progress against plan to ensure action across partner
organisations are undertaken with all key stakeholders and with representation of all partners of the SRG.
4. Daily A&E performance information on 95% standard circulated to all SRG partners to ensure that all
commissioning partners are aware of performance.
5. Weekly SRG teleconferences with NHS England (West Yorkshire) (November to April).
6. SRG owned dedicated operational plans for known periods of surge e.g. bank holidays and winter – Surge and

1. Agreed governance arrangements are in place via CCG Governing Body who have
agreed approval of system resilience funding.
2. Regular strategic updates and discussion with the Clinical Cabinet and the Integrated
Governance Committee on progress of funding arrangement and evaluation of impact.
3. Daily report of performance against the 95% A&E standard as the indicator of the
quality of patient care across the health and social care system.
4. Monthly Quality and Performance Report to Integrated Governance Committee and
Governing Body showing performance against national standing
5. Operational Resilience Plans for the CCG agreed on a monthly basis.
6. Action plans for improvement in Yorkshire Ambulance Service signed off.

Escalation Plan which includes ensuring system safety that impacts on the quality of patient care.
7. Patient representation on the SRG to provide patient perspective on access and quality of services.
8. Contract management through agreed collaborative arrangements for the Ambulance Service, 111 service and
out‐of‐hours service.
9. Mid Yorkshire Contract Management Board have agreement of risk share for payment of non‐elective activity for
2015/16.
10. West Yorkshire Local Health Resilience Plan in place for health service resilience.
11. Working with National Intensive Support Team implementing ‘Perfect Week’ methodology for the whole health
and social care system.
12. Workshop planned for September to review progress on the ‘Helping People Home Team’ recommendations
13. Workshop planned for September on Intermediate Care.
14. Workshop planned for September on Winter Preparedness using a confirm and challenge methodology.

External Assurances

Gaps in controls

Gaps in assurances

1. In complete daily dashboard to show system pressures that could impact on the quality of patient care across the
health and social care system. (This links to risk 323 on the risk register).
2. Ambulance AQI data is not feasible at CCG level, alternative patient outcome data around key conditions to be
reviewed for locality. (This links to risks 426 and 427 on the risk register).
3. Alignment of resilience plans across West Yorkshire.
4. SRG setting up operational group

1.

Actions from gaps in controls

Actions from gaps in assurances

1. Development of community wide operational dashboard by the end of October 2015.
2. To liaise with quality and BI team to understand data availability and agree formal process for monitoring by end
of October 2015 pending clarity on roles of BI staff from the CSU.
3. Gain a clear understanding the West Yorkshire Urgent and Emergency Care Network
4. Escalation to Emergency Preparedness Resilience and Response (EPRR) Local Health Resilience Partnership (LHRP)
as part of the changing roles within NHS England

1.

1. Robust national oversight of resilience plans including funding.
2. Strategic and Resilience plans across the Mid Yorkshire Health and Social Care
footprint have been signed off by SRG.
3. Performance monitoring reports of local provider organisations to other external
organisations, Care Quality Commission and NHS Trust Development Agency.
4. Weekly identification of acute service risk of staffing, activity and finance by Trusts
which is provided to NHS England and the Trust Development Agency.
5. CCG incident response plans and emergency plan (EPRR)

2.

2.
3.
4.

Lack of understanding and agreement of financial flows for urgent and emergency
care.
West Yorkshire urgent care vanguard has been agreed nationally but local delivery
plan not been shared yet.

On‐going discussions of Yorkshire Ambulance Service (YAS) through the YAS
Contracts Board.
Review with quality team on availability of benchmarking data e.g. through Dr
Foster by the end of September 2015.
Reconciliation of cost versus spend in Mid Yorks Health and Social Care economy.
Appointment of Strategic Programmes Lead and Operational lead.

Characteristic and Vision 5: A Step Change in the Productivity of Elective Care
Vision: To commission a choice of accessible, high quality, safe, patient focused and cost effective services for the local
registered population, delivering the right care, at the right time in the right place
Threats against the achievement of the characteristic and vision:
There is a risk that the CCG’s providers do not achieve a step change in the productivity levels of elective care
Due to: increased demand and failure to maximise technology and innovation
Resulting in:
-

poor patient experience and a potential reduction in quality
the failure to meet NHS Constitution measures associated with planned care
the failure to achieve QIPP targets
failure to achieve the step change in productivity of elective care in line with national and CCG strategic priority
Failure to achieve the 18 week referral to treatment performance levels

Risk Rating

Lead Director: Pat Keane, Director
Strategy and Organisational Design
Lead Manager: Vicky Walpole, Planned
Care Programme Lead

Date last reviewed: September 2015

(likelihood x consequence)

Initial:
Previous
Current:
Appetite:

Lead Clinician: Dr Patrick Wynn, GP
Member

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

Rationale for Current Score
Significant monitoring is undertaken by the CCG to identify performance variance in relation to NHS
Constitution elective care measures such as the 2 week cancer waits, 62 day cancer waits, 18 week referral to
treatment (RTT), 52 week breaches, 6 week diagnostic waits and transformation and QIPP planned care
schemes.
The risk appetite score is due to a level of risk being inevitable due to the implementation of the Clinical
Services Strategy

Key controls in place ‐

Internal Assurances

1. Routine contract monitoring of all contracts via contract/finance activity & quality reports
and monitoring meetings.
2. Performance monitoring against all key elective NHS constitution targets.
3. Programme and project management approach to QIPP.
4. Triangulation of ‘soft intelligence’ re elective care complaints by the CCG’s Quality
Intelligence Forum.
5. Patient walkabouts and feedback.
6. Risk Register process.
7. Annual demand planning process to inform setting of contracts and associated budgets.
8. Network engagement and active involvement in service transformation.
9. Strategic planning process to identify priorities and contracts.
10.Service review process re elective care (CCG 3 year procurement plan.)
11. Quality Impact Assessments
12. Demand planning cycle 2016/17
13. Agreement with MYHT through Prioritisation and Sustainability Group, for interventions
to control growth in six elective care specialities
14. Risk share agreement with MYHT for activity over plan for six elective care specialties
15. Robust identification and prioritisation of schemes to address demand surges, with
assurance provided via System Resilience Group

1. Monthly summary contract monitoring and finance report to Integrated Governance Committee (IGC) and
Governing Body.
2. Monthly integrated quality and performance report, details key performance, activity and quality data and
actions to address performance issues.
3. Regular highlight reports and actions to support delivery of improvement and escalate risks in relation to
delivery. Planning and Delivery Group and highlight report to IGC and Governing Body.
4. Triangulation of elective care feedback/issues from referring clinicians, complaints, contract monitoring
meetings, complaints, MP and their constituents, safeguarding, staff etc. reported via Quality Intelligence
Forum (monthly).
5. Approval of strategic planning process by IGC, Clinical Cabinet and Governing Body.
6. Updates on elective care developments to Patient Involvement & Patient Experience Committee (PIPEC) as
requested.
7. Updates to networks via corporate leads report and NDU news letters to inform discussion, engagement,
involvement & promote innovation of networks in transformation work streams.
8. Monthly Executive Quality and Contracting Board meeting with providers.
9. Planned Care Programme Board instigated in November 2014 and reports into Clinical Cabinet.

External Assurances
1. Quarterly assurance reporting process and visits by NHS England.
2. Performance reporting by Providers through central returns to NHS England.
3. CCG provides regular updates to Overview and Scrutiny Committee and Health and Wellbeing Board.
4. CQC Inspection reports

Gaps in controls

Gaps in assurances

1. Require an holistic overview of all planned care activity/costs/quality and benchmark to
ascertain scale of opportunity to improve commissioning of high quality cost effective
elective care services for our local patients.
2. Lack of alignment between QIPP, network, service review and existing planned care work
streams (different and often competing drivers and timescales).
3. Need to build on patient and clinician engagement and involvement in some elective and
commissioning projects.
4. Approval of the MYHT Health Economy, Sustainability and Recovery Plan for RTT in line
with the Operational resilience and capacity planning guidance and funding. (This links to risk
622 on the risk register).

1. Lack of service specific patient involvement and feedback re changes and change processes in some elective
care work streams.
2. Need to increase the use of knowledge management and evidence based approaches to learn from
innovation elsewhere.
3. Lack of timely quality data for contract monitoring.

Actions from gaps in controls

Actions from gaps in assurances Feedback from engagement events

1. Planning and Delivery continue to support holistic view
2. Annual workplan is in development to ensure alignment of all planned care commissioning
activities.
3. Establish robust arrangements for controlling changes to planned care programme, and
ensuring coherent development of the programme, in line with CCG’s priorities, considering
network timetables, QIPP challenges and other drivers.
4. Engagement events to be held around commissioning intentions
5. Gain approval of the MYHT Health Economy, Sustainability and Recovery Plan for RTT.

1. In Planning Teams objectives, support required to achieve objectives.
2. Organisation currently providing data under review

Characteristic and Vision 6: Mental Health Service Transformation
Vision: To improve and raise awareness of Mental Health and Psychological Wellbeing across Wakefield
Threats against the achievement of the characteristic and vision:
There is a risk that we fail to deliver parity of esteem for mental health.
Due to:



Lack of understanding of mental health and its impact on physical health
Conflicting demands on financial resources across the health & social care sector

Resulting in:







Lead Clinician: Dr Clive Harries, GP
Member
Lead Director: Jo Pollard, Chief of Service
Delivery and Quality
Lead Manager: Alix Jeavons, Senior
Commissioning Manager

Disproportionate funding of mental healthcare relative to the scale and impact of mental health problems.
Misconceptions and stigmatisation
Poor outcomes for patients
Poor patient experience
Failure to reduce preventable premature deaths

Risk Rating

Date last reviewed: September 2015

(likelihood x consequence)

Rationale for Current Score

Initial: 3 x 4 = 12
Previous: 3 x 4 = 12
Current: 3 x 4 = 12
Appetite: 2 x 4 = 8

Delivering parity of esteem is a multi‐faceted objective and the
successful delivery of a new model of integrated care for a person’s
mental and physical health will challenge long established ways of
working. In addition the financial constraints in the local authority and
CCG are increasingly challenging the resources that are available to
invest.
The appetite score is because the approach being taken has inherent
risk due to the nature of the change required.

Key controls in place

Internal Assurances

Lack of understanding
1. Mental health incorporated into the Better Care Fund and identified as a Health & Wellbeing Board priority which enhances the
profile of mental health.
2. Ownership of the “approach” to transforming mental health services owned by the Health and Wellbeing Board (HWB)
3. Mental Health Programme Group to advocate the importance of mental health across their networks.
4. Joint exec to exec session held between CCG and SWYPFT to build greater understanding of each other’s priorities and develop a
shared vision
Conflicting priorities
5. Mental Health Commissioning team working with the Connecting Care Team, the Urgent Care Lead, the Planned Care Team, Adult
Social Care commissioners and Public Health to embed the principles of parity of esteem across the commissioning landscape.
6. Clear process identified and planned for collecting intelligence, mapping and analysing need and identifying integrated solutions.
7. Working with Local Authority to determine what opportunities might arise from joint commissioning and to ensure that roles and
responsibilities are clear and that there is a commitment to resources.
8. Case for investment in Psychiatric Liaison made as part of meeting the Challenge. Data and information being gathered to
evidence impact in order to secure longer term funding.
9. Additional funding of non‐mental health services contributes to improving services for mental health patients eg connecting care
hubs, Early Intervention Health Hubs and mental health nurses within YAS.

1. Project management approach being taken to the transformation of
mental health services, including management of risk.
2. Robust contract management in place to monitor activity and
waiting lists.
3. Regular reporting to the Mental Health & Learning Disability
Services Programme Group.
4. Reports and briefings are presented to Clinical Cabinet, IGC,
Executive Team and Governing Body as appropriate.

External Assurances
1. Reporting to HWB on progress of each item on operational plan.
2. Annual reporting against district outcomes framework to HWB.
3. Reporting to NHS England on progress towards achieving parity of
esteem.

Gaps in controls

Gaps in assurances

1. Insufficient engagement with primary care as a provider.

1. Reporting to Systems Resilience Group.
2. Reporting to and engagement with the Connecting Care Executive

Actions from gaps in controls

Actions from gaps in assurances

1. Engagement with Network Chairs through Clinical Cabinet and Network Development Unit by end Nov 2015.

1. Commissioning Manager to link into Systems Resilience Group by
October 2015.
2. Commissioning Manager to work with Director of Integration about
Engagement with CCE agenda by end October.

Characteristic and Vision 7: Children and Young People Transformation
Vision: All children will have timely access to high quality care and support to maximise child health and wellbeing; providing safe
care as close to home as possible to improve outcomes
Threats against the achievement of the characteristic and vision:
Threat 1: There is a risk that the emerging system model will not deliver timely access to high quality care and support delivered close
to home
Due to:






early intervention activities not supporting activities which impact on health care demand, including mental health
difficulties in accessing primary care appointments at time of need to avoid attendance at A&E
insufficient workforce capacity with appropriate competencies leading to increasing long waiting times in secondary care
Insufficient secondary care capacity including bed base
Local authority budget reductions

Lead Clinician: Dr Ann Carroll,
GP Member
Lead Director: Jo Pollard, Chief
of Service Delivery and Quality
Lead Manager: Ian
Holdsworth, Senior
Commissioning Manager
(Children and Young People)

Resulting in:



Patients experience of services being sub‐optimal
Increase in costs to the CCG of service delivery
Increase in or failure to stem demand for secondary care services including A&E
Long waiting times for assessment and diagnosis of ADHD and ASD



Risk Rating

Date last reviewed: September 2015

(likelihood x consequence)

Initial:
Previous:
Current:
Appetite:

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

Rationale for Current Score
There has been a change in emergency care which has reduced the need for urgent care.
However the waiting times for ASD keep the score as before.
The appetite score remains as before due to the continued uncertainty concerning service
reconfiguration and the impact on children’s services.

Key Controls in Place

Internal Assurances

1. Children & Young Peoples (C&YP) Partnership Board with Governing Body level membership from NHS
Wakefield CCG which oversees the work of relevant partners, ensuring they co‐operate to improve
outcomes for children and young people.
2. The Health and Resilience Board, jointly chaired by the CCG and Wakefield Council reviews the C&YP
outcomes framework and ensures that targets are being met. This is reviewed at the Children’s and Young
Peoples Partnership Board.
3. Connecting Care Executive Board seek to improve joint working between Health and Local Authority
services.
4. Mid Yorkshire Contract, underlying service specifications and Key Performance Indicators (KPIs).
5. Meeting the Challenge Programme Board in place to oversee implementation of necessary changes in
the health economy to deliver whole system changes.
6. ASD Strategy Group is addressing the problem with the ASD waiting list.
7. ASD pathway action plan in place, recovery trajectory established and implementation ongoing

1. CCG clinical lead & commissioning manager meets fortnightly to consider current issues and
risks, secondary care service usage, produce briefing and reports for clinical cabinet, Integrated
Governance Committee (IGC) and Governing Body as appropriate.
2. Reports and briefings are presented to Clinical Cabinet, IGC, Executive Team and Governing
Body as appropriate, resulting in appropriate challenge and sign off.
3. QIPP project reporting monthly on progress against agreed QIPP performance trajectory.

Gaps in controls

Gaps in assurances

External Assurances
1. Reporting to Children’s Partnership Board including report on outcomes framework quarterly.
2. Operation of Connecting Care Executive Board to consider joint / collaborative commissioning
arrangements and use of pooled budgets.
3. Health and Well Being Board have oversight of the overall children’s and maternity plan.

1. Risks associated with ASD waiting list (this links with risk 535).

Actions from gaps in controls
1.

QIA undertaken for ASD recovery with key partners to identify and mitigate risks.

Actions from gaps in assurances.

Characteristic and Vision 7: Maternity and Young People Transformation
Vision: All children will have timely access to high quality care and support to maximise child health and wellbeing;
providing safe care as close to home as possible to improve outcomes
Threats against the achievement of the characteristic and vision:
Threat 2: There is a risk of increase in perinatal morbidity and mortality and mental health issues such as post‐natal
depression
Due to:



Insufficient capacity within the community midwifery teams to provide advice and support for services such as breastfeeding, smoking
cessation and to improve engagement with services
Insufficient secondary care capacity including bed base, particularly in maternity services

Resulting in:
 Increased complications, potential fatalities and patients have a poor delivery/post natal experience
Risk Rating
25
(likelihood x consequence)

Initial:
Previous:
Current:
Appetite:

3x4=12
N/A
3x4=12
2x4=8

20
15
10
5
0

Lead Clinician: Dr Ann Carroll, GP Member

Lead Director: Jo Pollard, Chief of Service
Delivery and Quality
Lead Manager: Morna Cooke, Senior
Commissioning Manager (Maternity)

Date identified: September 2015
Rationale for Current Score

Risk Score
Risk Appetite
Initial

High level of risk currently identified with a range of controls and mitigation being developed
The appetite score remains as before due to the continued uncertainty concerning service
reconfiguration and the impact on maternity’s services.

Sep‐15

Key Controls in Place

Internal Assurances

1.Connecting Care Executive Board seek to improve joint working between Health and Local Authority services.
2. Mid Yorkshire Contract, underlying service specifications and Key Performance Indicators (KPIs).
3. Meeting the Challenge Programme Board in place to oversee implementation of necessary changes in the
health economy to deliver whole system changes.
4. Maternity quality dashboard provides performance information and is monitored by the Executive Quality
Board. This is also reviewed by the CCG clinical lead and commissioning manager.
5. The Health and Resilience Board jointly chaired by the CCG and Wakefield Council reviews the C&YP
Outcomes framework and ensures that targets are being met. This is reviewed at the Childrens and Young
Peoples Partnership Board.
5. Perinatal strategy
6. Agreed CQUINS for reduction in stillbirths and neonatal mortality.
7. Quality premium for numbers of mothers still smoking at delivery

1. CCG clinical lead & commissioning manager meets fortnightly to consider current issues
and risks, secondary care service usage, produce briefing and reports for clinical cabinet,
Integrated Governance Committee (IGC) and Governing Body as appropriate.
2. Reports and briefings are presented to Clinical Cabinet, IGC, Executive Team and Governing
Body as appropriate, resulting in appropriate challenge and sign off.
3. QIPP project reporting monthly on progress against agreed QIPP performance trajectory.

Gaps in controls

Gaps in assurances

1. Quarterly meetings with Mid Yorkshire Hospitals (MYHT) lead clinician on maternity services and CCG clinical
lead and commissioning manager not occurring.
2. Maternity action plan in response to Morecambe Bay recommendations.
3. Resources available to adequately resource maternity services

1. CCG assurance on Meeting the Challenge for maternity services

Actions from gaps in controls

Actions from gaps in assurances

1. Introduce quarterly meetings with Mid Yorkshire Hospitals (MYHT) – Dec 15
2. Maternity action plan in response to Morecambe Bay recommendations to be addressed through
extraordinary Executive Quality Board ‐ Sept 15
3. Prioritise importance of relevant services – Perinatal Mental Health Action Plan – Oct 15

1. Executive action to ensure the Meeting the Challenge Programme Board has reported on
Maternity Services.

External Assurances
1. Operation of Connecting Care Executive Board to consider joint / collaborative
commissioning arrangements and use of pooled budgets.
2. Health and Well Being Board have oversight of the overall children’s and maternity plan.

Characteristic and Vision 8: Specialised Commissioning in Yorkshire and the Humber is a system comprised of partners
from CCGs & Area Teams who have come together to agree, refine and implement the following vision:
Vision: To commission specialised services, concentrated in 15‐30 centres nationally, that are sustainable, high quality,
innovative and seamless
Threats against the achievement of the characteristic and vision:
There is risk that specialised commissioning strategic developments & priorities may not fully align with the CCG’s strategic
commissioning priorities due to:
-

Complex stakeholder engagement, involvement & collaboration issues across wider geographical footprints (National, Yorkshire and Humber,
West Yorkshire and CCG’s)
Importance of managing inter‐dependencies between Specialised Commissioning, Meeting the Challenge, Healthy Futures, Working Together
Programmes and CCG strategic priorities
Balancing emerging developments with existing priorities (existing v new)
National strategy on specialised commissioning is still in development
NHS Yorkshire and Humber Strategic Commissioning Priorities may be subject to further change
Infrastructure to support specialised collaborative commissioning arrangements is still in development

Lead Clinician: Dr Phil Earnshaw, Clinical
Lead

Lead Director: Jo Webster, Chief Officer
Lead Manager: Linda Driver, Head of
Service Development and Transformation

Resulting in outcomes and benefits not being realised as intended (quality, access, patient experience, activity and cost)
Risk Rating
Date last reviewed: August 2015
(likelihood x consequence)

Initial:
Previous:
Current:
Appetite:

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

Rationale for Current Score
Current risk score has been reduced from 16 to 12 because collaborative
commissioning arrangements are becoming clearer with monthly
Specialised Commissioning Operational Group in place.
There is also clarity on services that have transferred to CCG in 15/16.

Key controls in place

Internal Assurances

1. Improved collaborative commissioning arrangements are in place with Specialised Commissioning Team across Yorkshire and
Humber to drive quality and efficiency across specialist areas.
2. NHS Wakefield CCG Chief Officer, Chair and Specialised Commissioning Lead are actively involved in the work of Specialised
Commissioning, Healthy Futures and Working Together Programmes to ensure there is an improved awareness and involvement in
the prioritisation process.
3. Specialised commissioning developments (priorities, issues, risks and actions to mitigate) are reported to the 15/16 planning and
delivery group, with regular updates to Executive Team, Clinical Cabinet, Mid Yorkshire Contract & Executive Contract Board.
Reports to CCG Governing Board annually or more frequently if required.
4. NHS Wakefield CCG has a lead for specialised commissioning.
5. The Specialised Commissioning Oversight Group (SCOG) meets monthly. NHS Wakefield CCG is a key member of this group.
6. SCOG, Healthy Futures and Working Together reports & updates are shared between programmes to ensure there is a shared
understanding of inter‐dependencies, actions to mitigate and intended benefits.
7. The CCG Head of Service Development & Transformation, HOS Finance and Head of Contract and Procurement liaise to ensure the
impact of specialised commissioning developments are integrated into our local strategic and financial plans for 15/16 and
beyond. Specialised Commissioning is also included in the CCG risk log.

1. CCG is aware of issues and has nominated a lead for specialised
commissioning.
2. Head of Strategy examines any changes to national policy and reports
this to Executive Team and Governing Body if required.
3. the CCG receives all agenda’s and minutes of the SCOG meeting and is
able to liaise directly with the 10 CC reps and/or NHSE Yorkshire &
Humber Specialised Commissioning Team
4. Regular updates on Specialised Commissioning developments have
been provided to NHS Wakefield CCG Governing Board, Clinical Cabinet
and IGC. Specialised commissioning developments are a regular agenda
item on the MYHT CMG and ECB.

Gaps in controls

Gaps in assurances

1. Revised Governance arrangements will need to be reflected in our 16/17 CCG Planning Framework.
2. Specialised commissioning priorities are subject to further review in 2015/16.
3. Capacity at Specialised Commissioning Area team and CCG’s (clinical & non clinical) to progress complex agenda remains
challenging.
4. Further work is required at Area team level to clarify the quality, cost and activity profiles of 15/16 devolved services.
5. Further work is required to ensure there is shared understanding of progress in relation to 15/16 QUIPP & 16/17 QUIPP
developments.

1. To be further identified once the policy direction is clear.

External Assurances
1. NHS England remains the lead commissioner for specialised services
with the exception of the two devolved services.

6. Further work is required to ensure engagement and consultation regarding emerging specialised service developments with key
stakeholders (our patients, referring clinicians, public and Board and member practices) is in line with best practice guidelines and is
completed within agreed timelines.

Actions from gaps in controls

Actions from gaps in assurances

1.Proposed planning framework and governance arrangements for 16/17 to be presented to Governing Board Q3 2015.
2. Resources to support specialised commissioning agenda will be subject to regular review.
3. Commissioning and Clinical leads for all specialised commissioning priorities to be confirmed in Q3 2015.
4. NHSE Specialised Commissioning Strategic events with key stakeholders are scheduled for Q3 to inform strategic vision, objectives
and prioritisation process
5. Commitment from SCOG for collaborative approach to 16/17 QUIPP priority setting.
6. CCG’s have requested further assurance about engagement and consultation roles, responsibilities and timelines.

1. Actions to be updated once policy direction has been clarified.

9. Key Element : Financial Efficiency Probity and Balance
Threats against the achievement of the key element: The risk of not delivering financial,
efficiency, probity and balance due to strategic national and local expectations and national
efficiency targets in commissioning of services resulting in the changes to restriction of services for
patients and the risk that NHS resources continue to be limited in a national and local context over
a medium to long term horizon.
Risk Rating

Lead Clinician: Dr Adam Sheppard, Assistant Clinical Leader
Lead Director: Andrew Pepper, Chief Finance Officer

(likelihood x consequence)

Rationale for Current Score

Initial:
Previous
Current:
Appetite:

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

Date of last review: August 2015
National efficiencies and financial challenge across health and social care place
pressure on local health economy including QIPP delivery.
The rationale for the appetite score is that the long term strategic finance risks should
be graded as greater than rare; and will likely be of a material risk should they
crystallise. Following review of the previous financial risk the risk has been rewritten
to focus on the material system financial challenges ahead both nationally and locally
for both commissioners and providers across health and social care.

Key controls in place

Internal Assurances

1. Signed Better Care Fund (BCF) plan which aligns expectations to achieve strategic aims and objectives.
2. Routine financial reporting to the Integrated Governance Committee (IGC) and Governing Body which monitors
delivery against the financial plan.
3. QIPP (transactional) approach with weekly monitoring group (Planning & Delivery Group) chaired by Director of
Strategy which routinely reports to the Clinical Cabinet.
4. QIPP (transformational) – Governing Body agreed approach to embedding efficiency at network level designed to
deliver long term efficiency across all areas of commissioning with member support. The focus during 2015/16 is on
planned care.
5. System Resilience Group (SRG) has embedded resource and is expected to maintain quality and financial balance to
improve performance in areas of need to maintain and improve constitutional targets.
6. Working with providers to establish efficient elective care pathways.
7. Strategic commissioning approach to improve quality & generate efficiency via Meeting the Challenge.
8. Co‐commissioning of Primary care allows delivery of a new offer for Primary Care.
9. Actively alert to over target for national allocation funding and will only receive minimal growth leading to more
challenging commissioning decisions.

1. Financial reports to the Governing Body provide assurances on financial delivery
and risk.
2. IGC challenges and assures on current financial performance.
3. Clinical Cabinet is held to account on QIPP delivery.
4. Audit Committee scrutinises and provides guidance on Internal Audit reports.
5. Annual Governance Statement is the Governing Body assessment of how well
governed the organisation is.
6. Budget agreed for 2015/16.

Gaps in controls

Gaps in assurances

1. Primary care not fully engaged in BCF finance discussions to date and BCF not fully embedded in the integration
agenda.
2. Need to fully embed QIPP aspirations of the Governing Body across the membership/Networks/Providers and deliver
current QIPP and to identify/manage schemes to deliver requirements in year and future years.
3. CCG remains above target in national funding formula.
4. Need to understand the processes and assurances required by Vanguard programme.
5. Insufficient resources in the system to manage SRG expectations
6. Delivery of new contract for Primary Care leading to opportunities for co‐commissioning to be fully implemented in
2016/17
7. Long term financial plans need to be refreshed and aligned across the health economy across health and social care –
likely to be a material scale to all partners. i.e. 5 year Strategic Plan, operational plan ensure robust financial planning to
achieve strategic aims.(link to risk 100)

1. New Internal Audit & Counter Fraud plans to be delivered in current year (March
2016).
2. Need to identify and utilise additional audit time on targeted areas as necessary.
3. Governing Body require positive assurance on QIPP delivery through transaction
and transformation for 2015/16 and 2016/17.
4. NHS England Vanguard assurance to be defined Sept 2015.
5. TDA/Monitor written to all Providers – awaiting Provider response.
5. NHSE new assurance regime to be embedded.

External Assurances
1. Head of Internal Audit reports confirms assurance of organisations governance.
2. Lead Director External Audit has given a true and fair assessment.
3. Lead Director External Audit has given a use of resources opinion.
4. NHS England have the opportunity to review and challenge through monthly
financial reporting. NHS England Financial Assurance signed off at Q4.
5. Shared Business Services (SBS) auditor reports.
6. Financial controls environment self‐assessment undertaken in August 2015 for NHS
England with outcome of excellent/good.

Actions from Gaps in controls

Actions from Gaps in assurances

1. Assistant Clinical Chair to consider how co‐commissioning of primary care can be a lever to the integration of primary
care services during 2015/16 and maintain dialogue with WMDC.
2. Accelerate QIPP delivery through Planning and Delivery and Strategic Prioritisation with North Kirklees and Mid Yorks.
3. Ensure that the overall health economy challenge is fully understood by health and social care partners by end Sept
2015.
4. Ensure appropriately engaged in revision of national funding formula in line with national deadlines.
5. To design a governance structure which meets Vanguard compliance by Sept 2015.
6. Executive Clinical Advisor to finalise new commissioning arrangements in 2016/17
7. Review forward financial planning into 2016/17 and beyond on a health economy basis

1. Audit Committee to oversee delivery during year.
2. Need to maintain visibility of QIPP plans, risks and opportunities at Governing
Body level
3. Maintain close links with Vanguard provider leads and NHS England team
4. Receive and review provider response to stretch targets in the context of overall
resource and service provision.
5. Embed new NHS England assurance regime.

9. Financial Efficiency Probity and Balance ‐ Archived
Threats against the achievement of the principles: The risk of not delivering financial duties due
to lack of budgetary control and efficiency resulting in the restriction of services for patients and
the risk that NHS resources are limited in a national and local context resulting in changes to
commissioned services
Risk Rating

Lead Clinician: Dr Adam Sheppard, Assistant Clinical Leader
Lead Director: Andrew Pepper, Chief Finance Officer

(likelihood x consequence)

Rationale for Current Score

Initial:
Previous
Current:

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

Appetite:

2x4 = 8

Date last reviewed: July 2015
National efficiencies and financial challenge across health and social care place
pressure on local health economy including QIPP delivery.
The rationale for the appetite score is that the long term strategic finance risks should
be graded as greater than rare; and will likely be of a material risk should they
crystallise.

Key controls in place

Internal Assurances

1. The CCG’s Scheme of Delegation and Prime Financial Policies ensures effective financial governance.
2. Long term financial plans aligned across the health economy across health and social care i.e. 5 year Strategic Plan,
operational plan ensure robust financial planning to achieve strategic aims.
3. Robust Better Care Fund (BCF) plan which aligns expectations to achieve strategic aims and objectives.
4. Agreed budget and budgetary control with identified budget managers.
5. Routine financial reporting to the Integrated Governance Committee (IGC) and Governing Body which monitors
delivery against the financial plan.
6. QIPP (transactional) approach with weekly monitoring group (Planning & Delivery Group) chaired by Director of
Strategy which routinely reports to the Clinical Cabinet.
7. QIPP (transformational) – Governing Body agreed approach to embedding efficiency at network level designed to
deliver long term efficiency across all areas of commissioning with member support. The focus during 2015/16 is on
planned care.
8. NHS Wakefield CCG have been granted delegated authority for co‐commissioning of primary care services.
Governance processes updated to incorporate additional responsibilities.
9. Finance and Business Intelligence Group (F&BI) feeds into health and social care integration meetings.
10. System Resilience Group (SRG) has embedded resource and is expected to maintain quality and financial balance to
improve performance in areas of need to maintain and improve constitutional targets.

1. Financial reports to the Governing Body provide assurances on financial delivery
and risk.
2. IGC challenges and assures on current financial performance.
3. Clinical Cabinet is held to account on QIPP delivery.
4. Audit Committee scrutinises and provides guidance on Internal Audit reports.
5. Annual Governance Statement is the Governing Body assessment of how well
governed the organisation is.
6. Financial targets for 2013/14 and 14/15 achieved.

Gaps in controls

Gaps in assurances

1. Standing Financial Instructions to be updated to ensure these are fit for purpose in changing environment.
2. Primary care not fully engaged in BCF finance discussions to date and BCF not fully embedded in the integration
agenda. Consideration of how co‐commissioning of primary care can be a lever to the integration of primary care
services and to understand the financial consequences.
3. Need to maintain business continuity of commissioning support services (links to risk 625).
4. Need to fully embed QIPP aspiration of the Governing Body across the membership and to identify and deliver current
QIPP.
5. Health Economy overall financial challenge understood but of a material scale for health and social care partners and
where provider activity is higher than plan will need to be considered as part of forward demand planning. (This links to
risk 100 and 348 on the risk register).
6. CCG remains above target in national funding formula.
7. Need to understand the processes and assurances required by Vanguard programme.

6. New Internal Audit counter fraud plans to be delivered in current year.
7. Governing Body require positive assurance on QIPP delivery through transaction
and transformation
8. NHS England Vanguard assurance to be defined
9. BCF assurance via Connected Care governance to be embedded in core Governing
Body business
10. Governing Body to reflect on commissioning support service provision for the
CCG

External Assurances
1. Head of Internal Audit reports confirms assurance of organisations governance.
2. Lead Director External Audit has given a true and fair assessment.
3. Lead Director External Audit has given a use of resources opinion.
4. NHS England have the opportunity to review and challenge through monthly
financial reporting.
5. Shared Business Services (SBS) auditor reports.
6. Internal Audit / Counter Fraud workplan completed in March 2015.

Actions from Gaps in controls

Actions from Gaps in assurances

1. Governance arrangements to be refreshed by end of September 2015 by Governance and Board Secretary.
2. Assistant Clinical Chair to consider how co‐commissioning of primary care can be a lever to the integration of primary
care services during 2015/16 and maintain dialogue with WMDC.
3. Contract management arrangements to be revised to ensure strong partnership arrangements in the context of the
health economy integration business including demand risk, financial risk and maintaining high quality service provision.
(This links to risk 129 on the risk register).
4. Ensure that the overall health economy challenge is fully understood by health and social care partners.
5. Ensure appropriately engaged in regional processes for commissioning support future provision.
6. Accelerate QIPP delivery through Planning and Delivery and Strategic Prioritisation with North Kirklees and Mid Yorks.

4. Audit Committee to oversee delivery during year.
5. Need to maintain visibility of QIPP plans, risks and opportunities at Governing
Body level
6. Maintain close links with Vanguard provider leads and NHS England team
7. Embed reports into core Governing Body business
8. Consider a build/buy/share approach to securing long term high quality support
services
.

10. Quality
Vision: We aim to commission quality care by designing services that are holding providers to account for providing care that is safe;
effective; and promotes a positive patient experience
Threats against the achievement of the vision:
There is a risk of avoidable harm to patients and poor patient experience commissioning poor quality care and unsafe services due to inadequate
safety controls, care non‐compliant with evidence based best guidance and lack of dignity and respect resulting in patient harm, and poor quality of
care and outcomes for patients

Risk Rating
(likelihood x consequence)

Initial:
Previous
Current:
Appetite:

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

Lead Clinician: Dr David Brown,
GP member
Lead Director: Jo Pollard, Chief
of Service Delivery and Quality
Lead Manager: Laura Elliott,
Head of Quality and Engagement

Date last reviewed: August 2015
Rationale for Current Score
The CCG has robust quality assurance arrangements in place, in collaboration with other CCGs where appropriate, for all
our providers. As host commissioner, and as the majority of our services are provided by the Mid Yorkshire Hospitals
NHS Trust (MYHT) the score reflects the current concerns about patient safety ie nurse staffing, falls resulting in harm,
avoidable health care acquired pressure ulcers, stroke care. The Care Quality Commission report from July 2014 rated
MYHT overall as ‘requires improvement’. Initial feedback from the re‐inspection in July 2015 indicates improvement in
many areas so the score has been reduced to 12.
The appetite score reflects a reduced risk to quality and patient safety once MYHT improves its CQC rating to ‘good’.

Key controls in place

Internal Assurances

1. Executive Quality Boards for main providers: MYHT, South West Yorkshire
Partnerships Foundation Trust (SWYPFT) and Yorkshire Ambulance Service (YAS) 111
service. Quality is discussed as part of the YAS 999 Contract Management Board.
2. Monthly CCG Patient Safety Walkabouts at MYHT and 15 steps walkabouts at
SWYPFT.
3. CCG and providers signed up to national ‘Sign up to Safety’ campaign to reduce
avoidable harm to patients.
4. Member of the West Yorkshire Quality Surveillance Group hosted by NHS England.
Single Item QSGs convened held for YAS in July 2014; and MYHT in August 2014,
December 2014 and June 2015.
5. NHSE Quality Profile populated for MYHT by commissioners and regulators at
Quality Review meeting on 7 May 2015. Profile moderated at Single Item QSG in June
2015.
6. Regular reporting to MYHT Executive Quality Board on areas of risk – nurse staffing,
falls, pressure ulcers
7. CCG Risk Register includes risks on CQC inspection (529), slips/trips/falls (688), and
pressure ulcers (686).

1. Monthly Integrated Quality & Performance (IQP) report, details key performance, activity and quality data and actions
to address performance issues. Improvement in measures show reduction in threat of avoidable harm at MYHT. IQP
presented to Integrated Governance Committee (IGC) monthly and summary to Governing Body.
2. Six month development programme with MYHT to implement the recommendations of the external review of
commissioning quality assurance processes (March – September 2014).
3. Report on Review of Key Quality and Performance Measures for the MYHT evidences the Trust’s journey in relation to
performance and quality measures (mapped against the Quality Curve (presented to IGC in September 2013, February
2014 and November 2014).
4. IGC Deep Dives – MYHT has presented on Stroke (Nov 2014), Cancer (July 2014), Hip Fracture (Feb and July 2015)

Gaps in controls

Gaps in assurances

1. Review current learning disability commissioning, contracting and quality
monitoring across the partnership (risk 644).
2. Quality assurance and review process for co‐commissioning of primary care
services (risk 532).

1. Publication of MYHT’s CQC re‐inspection report from July 2015.

Actions from gaps in controls

Actions from gaps in assurances.

1. CCG and local authority agreed to review current learning disability commissioning,
contracting and quality monitoring across the partnership.
2. Develop quality review process for co‐commissioning of primary care services.

1. Await publication of MYHT’s CQC re‐inspection report from July 2015 – expected winter 2015.

External Assurances
1. External Review of commissioning quality assurance processes – December 2013. Update on progress with
recommendations presented to IGC in June 2014.
2. NHS England Quality Profile – Single Item QSG concluded that current risks are within normal parameters, and
enhanced surveillance was not required.
3. Two reports from Mersey Internal Audit Agency provided external scrutiny of MYHT’s CQC action plan – concluded
that the action plan was robust and mechanisms for oversight of delivery had been implemented.
4. Quarterly CCG assurance reports produced for NHS England.
5. CQC Inspection reports.

11. Integrated healthcare system

Lead Clinician: Dr Phil Earnshaw, Clinical
Lead
Lead Director: Jo Webster, Chief Officer

Threats against the achievement of the characteristic and vision:
There is a risk that the system as a whole will collectively fail to commission an integrated health and social care system and
to modernise and rationalise at an appropriate pace.
Due to :
 Fragmented commissioning landscape
 Complexity of relationships between commissioners (CCG, NHS England, Public Health, Local Authority)
 Financial constraints
 Ability to affect change in complex interdependent system
Resulting in patients experiencing poor outcomes caused by a lack of optimally organised systems of care.
Risk Rating
Date risk identified: August 2015
(likelihood x consequence)

Initial:
Previous:
Current:
Appetite:

4x4=16
N/A
4x4=16
2x4=8

Rationale for Current Score
NHS Plans predicated on major efficiency savings and improved outcomes.
Failure to achieve large system reconfiguration will result in expensive,
suboptimal care. The complexity of change makes the chance of not fully
implementing high and the impact on budgets and outcomes will be
significant.

Key controls in place
1. The CCG is investing in partnerships such as the leadership forum at a West Yorkshire level (providers and commissioners) to
drive quality and efficiency; South Yorkshire (commissioners and providers) through the working together programme to improve
services for those populations that cross commissioners.
2. Chief Officer and Chair are members of the 10 CC’s which defines areas of work that requires area based commissioning.
3. There are identified Clinical Leads and Executive Officers to engage in decision making across West Yorkshire and South
Yorkshire.
4. Local governance in place to assist system change including Better care fund governance; Provider Alliance and Health and
Wellbeing Board.
5. New models of care such as Connecting Care and Vanguard

Internal Assurances

Gaps in controls

Gaps in assurances

1. Governance structures to enable integrated commissioning are new and emerging. There will be a need to ensure that there is
connectivity with other commissioners to enable clear leadership and lines of accountability. (This links to risk 163 – Public
Health)
2. Alliance with West Yorkshire providers is new/emerging and will require development.
3. Lack of specialist advise and support to commissioners at a regional level.
4. Need for significant levels of broader stakeholder consultation and engagement required to test, develop and evolve
commissioning strategies prior to implementation.
5. Devolution likely to take place but it is unclear at present what geographical footprint we will adopt. This impedes progress in
developing strong alliances.
6. Seek to identify learning from new delegation arrangements in Greater Manchester (‘devo‐manc’).
7. Securing engagement of political leadership to encourage and support these changes.

1. To make changes in a coordinated way resulting in improved patient
efficiency and cost effectiveness.

1. Reports from Working Together and Healthy Futures reports presented to
Clinical Cabinet and Governing Body.
The CCG have full delegated authority for co‐commissioning (NHS England).
2. Head of Strategy examines any changes to national policy and reports this
to Executive Team and Governing Body if required.
3. Regular updates provided to the Executive Team.

External Assurances
1. NHS England remains the lead commissioner for specialised services.
2. The CCG have full delegated authority for co‐commissioning.

Actions from gaps in controls

Actions from gaps in assurances

1. Chief Officer to identify clear leadership and accountability within wider commissioner and provider system.
2. Lead the health service to lobby regional politicians to conclude a future form promptly.
3. Further actions to be updated once policy direction has been clarified.
4. Developing role of System Resilience Group (Feb 16)
5. West Yorkshire Urgent/Emergency Care Vanguard awaiting approval (Feb 16)

1. Actions to be updated once policy direction has been clarified.

Risk Overview Diagram for assurance framework as at September 2015
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It is recommended that Governing Body:
i

notes the Risk Register as of 20 August 2015.

Executive Summary:
The Risk Register was considered at the August Integrated Governance Committee where it was agreed that it
be presented to the Governing Body.
Prior to this the Risk Register was subject to a new review cycle. A review cycle consists of a review by the Risk
Owner, Senior Manager and Director.
Part of the review cycle for Senior Managers included checking that the guidelines had been followed.
The Senior Manager’s review also includes a requirement to identify and inform the Clinical Lead of relevant
risks. All Clinical Leads have access to the risk register.
As of 20 August 2015 there are 61 risks on the risk register as follows;
Critical Risks (scoring 25‐20) – 0
Serious Risks (scoring 16‐15) – 8
The Serious Risks are as follows:
Risk 658 – new risk scoring 16
There is a risk that when the current SystmOne contract expires on 7 July 2016, Wakefield Hospice and Prince of
Wales Hospice will be left in position where they are unable to re‐ procure S1 from TPP or procure and migrate
to an alternative clinical system.
Risk 622 – scoring 16 (marked for closure – no longer relevant to CCG) – replaced by risk 685
There is a risk that the CCG will fail to meet the required standard within the NHS Constitution for the Admitted,
Non Admitted and Incomplete 18 week Referral to Treatment Waiting Time standards, due to operational
performance at Mid Yorkshire Hospital Trust, resulting in an adverse impact on the quality of care and patient
experience, and a failure to meet key national targets.

Risk 621 – scoring 16
There is a risk that the CCG will fail to meet the required standards within the NHS Constitution for the Cancer
Waits (2 weeks, 31 days and 62 days), due to operational performance at Mid Yorkshire Hospital Trust, resulting
in an adverse impact on the quality of care and patient experience, and a failure to meet key national targets.
Risk 426 – scoring 16
There is a risk that YAS will not meet the end of year red performance target (75% of red calls to be responded
to in 8 minutes) due to staff vacancies, increased demand and rota changes. This will result in poor patient
experience and potential increase risk of harm to patients. The target was not achieved in 14‐15 and therefore
there is a risk that this will continue in 15‐16.
Risk 323 – scoring 16
There is a risk that Local Care Direct will not meet the contractual KPIs due to the out‐of‐hours service
experiencing significantly higher activity than is contractually planned for. Resulting in delays to patient care.
Risk 100 – scoring 16
There is a risk that the CCG fails to forecast its short term plan (15/16) and long term financial plan accurately
due to incorrect assumptions, changing funding landscape or lack of planning guidance, resulting in
inappropriate commissioning decisions being made. The health economy overall financial challenge is of
material scale for health and social care partners which requires health and social care transformation.
Risk 696 – new risk scoring 15
There is a risk of overspend on the allocated complex care budget for 2015/16 due to the volume and
complexity of cases going to panel, result in increased financial pressures for Wakefield CCG.
Risk 610 – scoring 15
There is a risk that the MY System Resilience Group (SRG) plans and expectations exceed available resources
leading to the Mid Yorkshire SRG footprint undertaking both risk and quality assessment of appropriate
investment in order to ensure surge and flow plans are fit for purpose during the winter period.
Those risks scoring 15 and above are outlined in full in appendix 1 to the report.
High Risks (scoring 12‐8) – 32
Other risks (scoring 6 or below) – 21
Never Risks – Those risks which have a potential consequence of 5 or catastrophic but a likelihood of 1.
There is one risk identified as follows:
Risk 289 ‐ scoring 5
There is a risk that the health system in Wakefield will be unable to meet the level of demand due to a large
scale incident (eg natural disaster, terrorist attack, pandemic, etc). This will result in mass harm to the
population of Wakefield district.
During this review cycle 6 risks have been identified for closure and 13 new risks have been identified. This
includes 2 risks which were opened and closed during the cycle.
The Risk Dashboard Report at appendix 2 provides an ‘at a glance’ description of the current risk register and
movement of risks.
The full risk register is available on request from Pam Vaines at pamela.vaines@nhs.net and will be made
available on Skyline.
Statistics.
2

There are 61 risks on the register of which 6 were marked for closure at the end of the cycle leaving 55 live risks
The average live risk scores are included in the Risk Dashboard Report. The scores for live risks only (excluding
the scores of risks marked for closure) provide an indication of the risks currently facing the CCG.
For comparative purposes with the previous cycle, the scores including risks marked for closure are:
The total risk score is 538 (previous period 519)
The mean average risk score is 9.00 (previous period 8.37)
The proportion of serious risk scores to the total risk is 24.2% or 120 (previous period 20.6% or 159)

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:

The relevant equality impact assessment was carried out as part of the
Integrated Risk Management Framework.

Outline public engagement:

Not applicable.

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

All sections of NHS Wakefield CCG have been consulted regarding the Risk
Register.

Reference document(s) /
enclosures:

Attached to the report are the high level risks, new risks, closed risks and
never risks and the Risks Dashboard at 20 August 2015.

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource implications:

None identified.

Integrated Governance Committee on 20 August 2015.
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Appendix 1 ‐ High Level Risk Log
Risk ID Date Created Risk Rating Target
Risk Owner
Risk Rating

658

622

621

15/06/2015

01/05/2015

01/05/2015

16

16

16

8 Nyasha
Mareya

Senior
Manager

Final Reviewer Principal Risk

Vicky
Walpole

Pat Keane

8 Caroline Foy Stuart Dryden Andrew
Pepper

8 Caroline Foy Stuart Dryden Andrew
Pepper

Key Controls

This requires consideration at appropriate CCG forums to discuss the risk and make a
There is a risk that when the current
SystemOne contract expires on 7 July 2016, decision regarding the arrangements after the 7 July 2016 contract expiration date.
Wakefield Hospice and Prince of Wales
Hospice will be left in position where they
arre unable to re‐ procure S1 from TPP or
procure and migrate to an alternative
clinical system.
This is due to the fact that both hospices
have stated that they are unable to afford
the funding required to re‐ procure S1 from
TPPc or an alternative system
independently with no central or external
funding plan identified to cover this
requirement.
The lack of SystemOne (or an alternative)
for the hospice to use will resulting in: ‐
curtailing access of NHS patient records to
the hospices, especially critically during out
of hours periods. Discontinuation of their
use and completion of the district wide Mid
Yorkshire EPaCCS template for end‐of‐life
patients which is on S1. ‐ discontinuation of
the recording of hospice assessments,
interventions, treatments, medication,
discharge summaries, social care
information and review meeting outputs in
ways that are easily and readily accessible
to GPs, Community Specialist Palliative
Care Nurses (SPCN) and Community Care
teams.

Key Control Gaps

Assurance Controls

Positive Assurance

Assurance Gaps

Complete and present briefing report to
the relevant CCG forum.

Actions and outcomes on this will be Relevant staff are aware of Not identified
referred and considered through the this issue and have in turn
Planned Care governance structure. informed Director and

Risk Status

New ‐ Open

Senior Manager. Colleague
is aware of this issue and is
responsible for escalating
issues to Director through
the planned care
governance structure.
Member of Finance Team
is also aware.

There is a risk that the CCG will fail to meet
the required standard within the NHS
Constitution for the Admitted, Non
Admitted and Incomplete 18 week Referral
to Treatment Waiting Time standards, due
to operational performance at Mid
Yorkshire Hospital Trust, resulting an
adverse impact on the quality of care and
patient experience, and a failure to meet
key national targets.

The CCG and MYHT have developed an RTT resilience plan to improve waiting list
numbers and deliver robust and sustainable performance across the three 18 week
pathways. This includes:
‐ Ongoing assurnace of the RTT performance with monthly reporting
‐ Review at ECB
‐ Contracting for combined risk sharing approaches on high risk specialties
‐ Contracting for appropriate levels of activity

There is a risk that the CCG will fail to meet
the required standards within the NHS
Constitution for the Cancer Waits (2 weeks,
31 days and 62 days), due to operational
performance at Mid Yorkshire Hospital
Trust, resulting an adverse impact on the
quality of care and patient experience, and
a failure to meet key national targets.

Specialty specific action plans have been produced by the service managers alongside the Assurance that the current controls will
commissioning managers
deliver a long term sustainable solution
to the pathway capacity issues that
Overall performance tracked through routine governance
impact on cancer quality and
performance.
Additional review content discussed with CCG Quality lead and MYHT Cancer lead;
particularly regarding the 62‐day pathway which is presenting the most challenges at
present.

None

Additional resources made available to manage the risk and deliver improvements for
patients

1. Weekly RTT Tracker provider by
MYHT to the CCG
2. Monthly Contract Management
Meeting
3. Monthly Executive Contract and
Quality
4. RTT summit meetings with CEO
representation
5. External review via CHKS phase 3
audit in July 2015

The controls in place allow for
a high level of scrutiny on the
impact of operational plans
for performance
improvement, the current
performances from the latest
published data identifies an
achievent of the Incomplete
Pathway, and an
improvement for the
Admitted and Non Admitted
Pathways.

Delivery plan in Q1 to
be in accordance with
Intensive Support
Team plan
CHKS audit output in
July 2015

Closed ‐
Risk
replaced
with risk
685

1. Agenda item in MYHT Access
Group Meeting
2. Monthly Contract Management
Meeting
3. Executive Contract Board
4. Executive Quality Board
5. NK & W Cancer Locality Group
6. Strategic Clinical Network
(Cancer)
7. Integrated Governance
Committee and Governing Body

The CCG controls will allow
for a high level of scrutiny on
the impact of operational
plans for performance
improvement, and identify
the gaps in capacity (clinics
and diagnostics).

There are currently
Static ‐ 1
an on‐going
Archive(s)
discussion between
the Trust and the CCG
regarding the delivery
of an external audit
across all cancer
pathways.

Risk ID Date Created Risk Rating Target
Risk Owner
Risk Rating

Senior
Manager

Final Reviewer Principal Risk

Key Controls

Key Control Gaps

Assurance Controls

Positive Assurance

Assurance Gaps

426

09/07/2014

16

4 Jenny Feeley Stuart Dryden Andrew
Pepper

There is a risk that YAS will not meet the
end of year red performance target (75% of
red calls to be responded to in 8 minutes)
due to staff vacancies, increased demand
and rota changes. This will result in poor
patient experience and potential increase
risk of harm to patients. The target was not
acheived in 14‐15 and therefore there is a
risk that this will continue in 15‐16.

1. YAS have implemented a number of immediate changes aimed at improving care provision and efficiency:
• New rota's – re‐engagement of external modelling support to ensure resource deployment is optimised to
address CCG level performance difficulties.
• Additional resources – commissioning of independent sector crews to help meet demand during week days
and at weekends, PTS crews to provide urgent tier transport at weekends, recruitment of additional clinicians
into the clinical hub. And additional clinical staff in NHS111 at weekends and evenings to ensure all calls that can
be dealt with without the need for an ambulance are serviced.
• ECA role – role to be fully utilised skill sets.
• Meal breaks – The current meal break window has been reviewed and extended (following a previous
reduction) to better support the balance between delivering a timely service and facilitating crews getting breaks
in a more timely manner.
2. An additional £8.9m of investment has been made into the 999 service on maintaining existing initiatives and
introducing new initiatives.
3. System Resilience Monies have been made available at the start of the year subject to receipt of any agreed
investment plan
4. CCG Collaborative agreement in place
5. During July YAS senior management team are working through the option of further subcontracting to
external providers. It had previously been agreed with unions this would not be undertaken, however analysis of
the retention, recruitment and turnover rates and lack of up take of overtime has left operational rotas short and
therefore this measure is not being reviewed as a way to provide the additional hours.
6. Good Governance reports ahve been shared with all CCGs acountable officers and engagement meeting held
on the 1st June with a furtehr follow up meeting planned for 28th September.
7. The trajectory for performance was submitted to commissioners and weekly update reports are submitted by
YAS with regards to their performance against this

‐ Lead commissioners are consulting with
the CCGs in their CBUs to get agreement
on the action the application of penalties
in 2015‐16, transformational fund
proposals and SRG resilience spending
plans

‐ Contract management board are
formally monitoring performance
and action plan developement
‐ Local Clinical Business Unit is
monitoring local plans
‐ Reporting thorugh YAS board and
governance structures
‐ Reporting through CCG governance
structures (in Wakefield through
IGC)
‐ Montoring and system resilience to
be considered through SRG

Continual work is being
nil
undertaken with YAS to
ensure that action plans are
suitable to meet in ‐year
performance. this has led to
the current postiion of
working up the option of
subcontracting to external
providers. Review of the
potential to do this is being
undertaken through out July
with an updated expected the
the YSA baord following this
and to the contract
management board.

323

23/01/2014

16

9 Simon Rowe Jenny Feeley Jo Pollard

There is a risk that Local Care Direct will not YAS are now involved with NHS England 111 Furues pilots to testing new approaches to
meet the contractual KPIs due to the out‐of‐ the NHS service model, including looking at 'Smartcalls' and patients being directed to the
hours service experiencing significantly
most appropriate care, currently being rolled out.
higher activity than is contractually planned
for. Resulting in delays to patient care.
A financial agreement has been agreed to support LCD during 2015‐16 (as has been in
2014‐15 and 2013‐14). This consists of a greater financial allocation to fund service
capacity.

In Wakefield District the agreed
consolidation of service affects the
primary care centre located at Pontefract
hospital. What is required is for the CCG
to understand how this service could
form part of a medium to longer term
plan of LCD working with General
Practices at Pontefract hospital to deliver
urgent primary care. Discussion has
started with LCD to develop this plan but
this has not yet been finalised.
Collaborative working over the winter
needs to be part of this developement.

The CCG has written to LCD to begin
discussions on the medium to long‐
term plan for Pontefract hospital
and has had the first inital local
meeting with LCD.

Contract management groups
meet monthly with provider
to monitor the service
improvement.

A West Yorkshire service review has been completed. A number of recommendations
have been subsequently presented to 10cc, by the lead commissioner, NHS Greater
Huddersfield, and have been presented. In broad terms these recommendations consist
of the consolidation of how LCD deliver the OOH service across geographical locations.

Monthly contract management
group led by the lead commissioner
(Greater Huddersfield) and sub
regional WYUC group review the
action plan and performance of the
service on a monthly basis.
Local clinical quality and governance
meeting which reviews the incidents
for Wakefield and North Kirklees
CCGs.

Overall performance saw a
slight increase, in terms of
emergency cases seen in 1
hour in March 2015.
Awaiting outcome of 10cc
decision

Risk Status

Static ‐ 1
Archive(s)

Increased financial
Static ‐ 4
spend in the 2015/16 Archive(s)
contract
settlementshould be
seen within the
context of the
principal risk. For
April and May 2015
KPIs were, to a
greater/lesser extent
not achieved.
Emergency face‐to‐
face consultations
within 1 hour ‐ Actual
49.93% in April 2015
and 44.1% in May
2015; Required
>=95%.
Urgent face‐to‐face
consultations within 2
hours ‐ Actual 62.9%
in April 2015 and
60.5% in May 2015;
Required >=95%.
Less urgent within 6
hours ‐ Actual 91.2%
in April 2015 and
90.7% in May 2015;
Required >=95%

Risk ID Date Created Risk Rating Target
Risk Owner
Risk Rating

100

12/08/2013

16

Senior
Manager

Final Reviewer Principal Risk

4 Liz Goodson Karen Parkin Andrew
Pepper

There is a risk that the CCG fails to forecast
its short term plan (1516) and long term
financial plan accurately due to incorrect
assumptions, changing funding landscape
or lack of planning guidance, resulting in
inappropriate commissioning decisions
being made. The health economy overall
financial challenge is of material scale for
health and social care partners which
requires health and social care
transformation.

Key Controls

Key Control Gaps

At Area Team level, discussions ongoing
regarding specialist services financial
position. Process for allocation and
apportionment of specialist
commissioning resources devolved to
CCGs is unclear.
Articulated 5x year planning projections in financial plan
MYHT to consider approach to mitigating
transitional costs in implementation of
1516 budget agreed at Governing Body and actively updated following contract round ‐
Meeting the Challenge.
Scale of Local Authority financial
including incorporation of current information on co‐commissioning
challenge to be fully described in terms of
Key senior members of the organisation involved in project task groups at the WYAT (incl service changes. Implementation of
Better Care Fund with risks and
CSU) to help guide and influence the outcomes.
opportunities described.
Accessibilty of provider trading reports.
Links to national decision makers via NHSCC
Current gap on QIPP delivery.
Co‐commissioning and primary care
Contract negotiations in line with new ETO rules
contract review to be fully described and
15/16 plan submissions in line with NHSE assumptions and guidance. Balanced plan
financial impact yet to be scaled in detail.
described with risks and opportunities of delivey clearly articulated.
Current discussion about pace‐of‐change
and formula adjustments in the
medium/long term.
Monthly assessment of year end forecast position using all the information and
intelligence available each month
Risks and opportunities need to be
actively managed.
Detailed review of underlying surplus to
Risks and opportunities kept up to date on a monthly basis and reporting into NHSE via
the monthly non ISFE process, along with current position, QIPP and underlying surplus. complete in conjunction with updated
guidance from NHSE
Delivery of QIPP via Planning and Delivery Group systems and processes

15

9 Ian
Holdsworth

Michele Ezro Jo Pollard

There is a risk of overspend on the
‐ Review current governance arrangements and terms of reference for the panel
allocated complex care budget for 2015/16 ‐ Work with LA in planning a response
due to the volume and complexity of cases
going to panel, result in increased financial
pressures for Wakefield CCG.

610

17/04/2015

15

4 Michala
James

Linda Driver

There is a risk that the MY System
Resilience Group (SRG) plans and
expectations exceed available resources
leading to the Mid Yorkshire SRG footprint
undertaking both risk and quality
assessment of appropriate investment in
order to ensure surge and flow plans are fit
for purpose during the winter period.

Jo Pollard

SRG Financial princples agreed March 2015 and Finance Plan that has eveloved since
March 2015 ‐ due to be signed off 30th July 2015
Learning Lessons from the Winter Review signed off July 2015
Follow up on risks idendified through 30/60/90 day action plans after Operational Patient
Care that commenced in March 2015
Review of SRG Escalation Plan July 2015
'Perfect Week Exercise scheduled for October 2015

Assurance Gaps

Risk Status

Finance and Business Static ‐ 2
Intelligence Group to Archive(s)
review economy‐
wide financial plans
to inform long term
financial plans
Primary Care
Financial assurance
mechanisms need to
be embedded.

NA

‐ Benchmarking underway with
partner CCGs to identify options to
reduce risk
‐ Finance aware of risk and current
projecting possible overspend

N/A

Known impact of staff vacancies and
short term staff sickness and staff
turnover in acute hospital services
Role out of new hospital discharge model
Impact of other transformational work on
the urgent care pathway

Operations Patient Care with
Financed plans to be agreed
executive leadership reviewing pre by both CCGs
hospital, assessment , admission
discharge and safe nursing
Safe Nursring led by Sally Napper ‐
task and finish group from
Operation Patient Care with 30/60
and 90 day action plan reported to
the SRG on a monthly basis
Helping People Home review action
plan to resolve discharge model
Monthly exception reprots to the
SRG from executive leads

Governance frameworks in place for areas of spend such as NR, SRG, BCF
03/08/2015

Positive Assurance

15/16 planning guidance received
Long term planning papers /
Dec 2014 and briefed into GB in
assumptions discussed at IGC
January 2015
and Governing Body ‐
15/16 operational plan including
including updated risks and
financial plan agreed at GB in March discussion paper presented to
2015
GB. Some decisions made re:
Routine in‐year reporting to IGC and surplus drawdown,
GB.
contingency and QIPP.
QIPP achievement session held at
Elements of financial plan
IGC
discussed at planning and
NHSE oversight through the non ISFE delivery group, particularly
reporting process and overall
relevant to QIPP ‐ including
assurance rating
Governing Body time invested
in QIPP review and new
transformation opportunities.
Going concern assessment at
Audit Committee 24 April
2014 ‐ This was approved by
Audit Committee which
formed part of the Annual
Accounts Assurance. WIll
need to be refreshed as part
of External Audit financial
resilience testing.
Main risks discussed as deep
dive subjects at May and June
IGC.
Q1 non ISFE and assurance
complete ‐ no issues flagged
by NHSE

To plan based on the current known assumptions, planning guidance and intelligence but
to note the key risks to the plan and the possible financial effects of those risks. To review
the plan on a regular basis. To link with NHS England in order to test the appropriateness
of assumptions and to network with CCGs/health system to ensure joint understanding of
economic conditions.

696

Assurance Controls

N/A

New ‐ Open

Agreement of how
Increasing
finances will be
allocated to partners ‐
to be ressolved
through SRG on 30th
July 2015

Appendix 2: CCG Risk Dashboard
for Governing Body 15th September 2015

Risk Cycle 1: July – August 2015

CCG Risks Cycle 2

Movement of Risks in Cycle 2

Risk Score Increasing

3

Total Risks

61

New Risks

13

Risks Score Decreasing

4

Open Risks

55

Marked for Closure

6

Risk Static

34

Risk Overview

Total Score of Open Risks
495

New Risk
Risk Score Increasing
Risk Score Decreasing

Risk Score Static

Score

Risk Level

1-3

Low risk

4-6

Moderate risk

8-12

High risk

15-16

Serious risk

20-25

Critical risk

500
480
460
440
420
400
380
360
340
320
300

456
418

432

2014‐15
340

1

2015‐16

2

3
Risk Cycle

Closed Risk

452
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Governing Body
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NHS Wakefield CCG Safeguarding Adults Annual
Report 2014‐15

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Jane Wilson, Designated Nurse Safeguarding Adults
Responsible Clinical Lead:

Sharon Fox, Independent Nurse Member

Responsible Governing
Board Executive Lead:
Recommendation :

Jo Pollard, Chief of Service Delivery & Quality
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Information

It is recommended that the Governing Body receive the report and note the assurance.
Executive Summary:
Following the publication of the Care Act 2014, NHS Wakefield CCG has become the statutory NHS partner on
the Wakefield and District Safeguarding Adults Board. This report summarises the changes that have occurred
nationally and locally following the introduction of the Care Act.
This annual report reviews:
 The statistical picture relating to safeguarding adults locally;
 The performance of Mid Yorkshire Hospitals Trust, South West Yorkshire Partnership Foundation Trust,
Spectrum Community Interest Company, and Primary Care;
Finally the report outlines progress against the CCG Safeguarding Adults objectives for 2014/15 and makes
recommendations for action within the year 2015/16.
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

Not applicable
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Finance/ resource implications:

Not applicable
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1.0 Introduction
This report details the safeguarding adult activity undertaken by the NHS Wakefield CCG and all
the NHS providers within the Wakefield district. (Note: Primary care and Spectrum were
commissioned by NHS England)
2.0 National context
The Care Act 2014 received royal assent in May 2014 putting safeguarding adults on a statutory
footing. Sections 42 – 47 of the Care Act set out the responsibilities, including:
 The requirement to establish a Safeguarding Adults Board;
 A duty to make or cause to be made enquires (subject to meeting the criteria) and to
decide whether any action should be taken, and
 To conduct a safeguarding adult review (SAR)
Due to the requirements in the Care Act for NHS Wakefield CCG to be a statutory member of the
Local Safeguarding Adults board (LSAB), a review of the governance arrangements was
undertaken and a Non‐Executive of the Governing body was identified as the statutory member
of the (LSAB), supported by the designated nurse for safeguarding adults.
The Criminal Justice and Courts Act was also amended, and in April 2015 will introduce an
offence for a care worker/care provider of ill‐treatment or wilful neglect. It will be an offence
(under s20) for an individual who has the care of another individual by virtue of being a care
worker to ill‐treat or wilfully to neglect that individual. A “care worker” is an individual who, as
paid work, provides health care for an adult or a child (with certain exceptions) or social care for
an adult. Significantly, a care worker also includes those with management responsibility and
directors (or equivalent) of organisations providing such care.
There is also a separate offence (under s.21) relating to care providers. A care provider will
commit this offence where:
• The care provider's activities are managed or organised in a way which amounts to a
gross breach or a relevant duty of care owed by the care provider to the individual who is
ill‐treated or neglected, and
• In the absence of the breach, the ill‐treatment or wilful neglect would not have occurred
or would have been less likely to occur.
It should be noted in relation to s.21 that it does not include those who are receiving direct
payments. It is anticipated that whenever possible these new changes will be used, as the
offence removes the requirement to prove lack of capacity which has proved a very difficult
challenge in Police s.44 of the Mental Capacity Act 2005 (MCA) investigations.
The offences under s.44 of the Mental Capacity Act 2005 will remain of importance but only to
cover instances of ill‐treatment or wilful neglect by family members or others falling outside the
category of paid care workers.
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3.0 Local context
A collaborative approach has been taken across North Yorkshire and West Yorkshire
Safeguarding Adult Boards to ensure that the Safeguarding Adult Policy and Procedures were
reviewed in line with the Care Act, and subsequent guidance. This will be ratified by the LSABs in
2015/16 and launched from April 2015.
The CCG has continued to work with partners including NHS England West Yorkshire Area Team,
regional safeguarding leads, and local NHS provider leads from Mid Yorkshire Hospitals Trust
(MYHT), South West Yorkshire Partnership Foundation Trust (SWYPFT), SPECTRUM CiC, and GP
networks to ensure that the Policy and Procedures are available, understood and followed.
3.1 Wakefield and District Safeguarding Adults Board Constitution
Wakefield and District Safeguarding Adults Board (WDSAB) reviewed and agreed its
constitution in 2014/15, Healthwatch, the Cabinet Member for adults, Governor and
Head of Prison Safety and Equality HMP Wakefield and the CQC, all joined the board.
Membership has remained consistent throughout the year. WDSAB also held a time out
in January 2015 to review the strategic plan 2015/16 to ensure it will meet the
requirements under the Care Act.
During 2014/15 the board requested that the NHS, Local Authority (LA) and police
partners undertook a self‐assessment using the Yorkshire and Humber Safeguarding
Adults Partnership self‐assessment framework. The CCG and MYHT agreed to participate
in a partnership challenge event in March 2015: the main aim was for the board to
understand the current position of its partners, but to also learn from the process. The
CCG had no 'red rated' risks and has incorporated any actions in the safeguarding team
action plan for 2015/16
3.2 NHS Wakefield CCG
In view of the Care Act the CCG reviewed its governance processes and WDSAB
membership.
Sharon Fox Independent nurse and Governing Body member continued to be the
statutory representative for the CCG at the WDSAB, with Jane Wilson the Designated
Nurse for Safeguarding Adults providing professional expert support to the Board.
In March 2015 the CCG agreed that a clinical lead GP for safeguarding adults and Mental
Capacity Act could be recruited, this will ensure leadership across GP practices and
support to the safeguarding team. This will be progressed in early 2015/16.
The Designated Nurse chairs the Reportable Concerns Group which is a multi‐agency
partnership approach to preventing abuse and neglect by addressing concerns about
providers. During 2014‐15 the group were joined by an Environmental Heath Officer and
Inspector from the Police, a request has also been made for a representative of the West
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Yorkshire Fire and Rescue Authority to attend. A template for identifying safeguarding
risks for these services to use when visiting Care Homes.
The CCG has continued to strengthen its links with the WDSAB with the independent
chair of the WDSAB Bill Hudson attending the CCG governing body to present papers
including the WDSAB annual report for 2014/15, and this report.

3.3 Safeguarding Adult policy and procedures
The West Yorkshire Multi ‐agency Safeguarding Adults Policy and Procedures (WYSAPP)
were reviewed in 2014/15 to ensure they were Care Act compliant. North Yorkshire made
a request to be party to the review resulting in the safeguarding Adults policy and
procedures for West Yorkshire and North Yorkshire 2015 being agreed, these were
disseminated across GP practices in Wakefield and District in preparedness for the Care
Act implementation in April 2015
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WDSAB referral statistics
During 2014‐15 the following performance information was reported by the LA:

Procedure

2013 – 14

2014‐15

Number of alerts

2131

2527

% of alerts leading to a strategy meeting
/ discussion

20.5%

12.1% (305)

% leading to a referral / case conference

9.4% (187)

4.7% (116)

% of all referrals leading to a case
conclusion = 'partly substantiated' or
'fully substantiated' abuse or neglect

63.1%

58% (67)

50% (93)

53% (62)

% of referrals where alleged abuse took
place in a care / nursing home

WDSAB has adopted the Making Safeguarding Personal approach which ensures that the person
who has allegedly been abused or neglected remains at the centre of the process. During
2014/15 the outcome surveys undertaken showed that 91% of respondents were satisfied or
very satisfied with the safeguarding adults procedures.
4.1 Serious Care Review (SCR) and/or Domestic Homicide Review (DHR)
WDSAB is awaiting the outcome of the lessons learnt review commissioned in 2014, which
is expected in early 2015/16.
A further lessons learned review was commissioned by the Board after the death of a
vulnerable adult at home, initially this was considered to be a serious case review but
following the outcome of the police investigation not to proceed with a prosecution this
was changed. The report is expected in 2015/16.
There was one referral to the Community Safety Partnership board for a Domestic
Homicide Review (DHR), a panel was convened, but on close examination, the case did not
meet the criteria for a DHR to be undertaken.
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5.

NHS Agency Assurance
5.1 Mid Yorkshire Hospital Trust (MYHT)
MYHT provide community including intermediate care, acute (hospital‐based treatment)
and specialist health services to people living in the Wakefield and North Kirklees areas,
and community health services for residents of Wakefield and District.
MYHT have a quarterly Trust safeguarding group (for both adults and children) which
reports to the MYHT Board through the Quality Clinical Governance Group. Membership
includes the CCG Head of Safeguarding and the Designated Nurse for SA.
5.1.1 Leadership
The organisational lead for the MYHT is the Chief Nurse, supported by a Head of
Safeguarding and Named Nurse for safeguarding adults. The children and adult
safeguarding team, including the Learning Disability Nurses, and the Domestic Abuse
specialist nurse, work as an integrated team sharing skills and knowledge. The
named nurse attends the sub groups of the WDSAB. The Trust commissioned a
safeguarding peer review in 2014, which resulted in a number of actions including:
 The development of a safeguarding dash board;
 Development and refresh of a number of policies;
 Review of the implications of the Care Act, and
 An increase in the awareness of MCA and DoLS.
During 2014/15 the trust established a named doctor post for safeguarding adults
and a Non‐Executive Director lead for safeguarding.
5.1.2 Training Statistics
In July 2014, MYHT were inspected by the Care Quality Commission (CQC) with the
report published in October 2014. This identified that the Trust had an overall rating
of inadequate for safety. Inspectors had serious concerns about staff knowledge and
application of the Mental Capacity Act 2005 and the Deprivation of Liberty
Safeguards (DoLS) 2009. Following this, the Trust safeguarding team secured an
agreement from the Trust Board that MCA would be a mandatory training
requirement. NHS England, in response to the Health Select Committee Report on
the application of the MCA, released non recurrent funding late in 2014 to CCGs,
NHS Wakefield CCG secured funding under this initiative to support MYHT
implementing the CQC action plan. The MCA training commenced in January 2015.
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Training

Target Group

Annual
target

Numbers
trained

Numbers
trained

Compliance
2014/15

(%)

2013/14

2014/15

(13/14)

1123

1217

83%

546

280

(81%)

1456

1282

100%

All hospital
staff with
substantial
access to
vulnerable
adults – every 3
years

80%

Integrated
Safeguarding Level 1
training (induction,
workbook and
refresh)

All Trust staff –
every 3 years.

100%

Mental Capacity Act
(MCA)
Level 1 awareness

All Trust staff –
every 3 years

Safeguarding Adult
Level 2 ‐ Classroom
sessions
Safeguarding Adult
Level 2 ‐ e‐learning
option

MCA level 2
classroom sessions

MCA level 2
e‐learning

MCA and
Deprivation of
Liberty Safeguards
level 3 – workshop
or master class

(100%)

Anyone who
assesses
patients or who
needs to get
consent for any
aspect of their
role

Senior staff
who are
decision makers

80%

N/A

6192

86%

554
19%

25%

N/A
398

64%

N/A

461

Note the figures reflect the introduction of MCA training from January 2015
8

52%

5.2 South West Yorkshire Partnership Foundation Trust (SWYPFT)
SWYPFT are a specialist NHS Foundation Trust that provides community, mental health and
learning disability services to the people of Barnsley, Calderdale, Kirklees and Wakefield
managed as Business Development Units (BDU). The Trust also provides some medium
secure (forensic) services to the whole of Yorkshire and the Humber.
SWYPFT have had safeguarding adults as part of the governance arrangements for a
number of years. The safeguarding Trust Action Group (TAG) meets on a monthly basis and
includes representatives from the business development units (BDU), local safeguarding
adults boards and CCGs.
5.2.1 Leadership
The organisational lead for SA is the Executive Director of Nursing, Clinical
Governance and Safety supported by the Deputy Director of Nursing, Governance
and Risk. A specialist advisor for SA has been in post for a number of years and has
been active in the sub groups of the WDSAB and organisationally. During 2013/14 a
review was undertaken of the capacity within the safeguarding team, with a further
full time role was seconded into the team. This post became a full time post during
2014/15 and was successfully recruited to in November 2015.
5.2.2 Training statistics – trust wide
The Trust continues to deliver safeguarding adults training via a rolling programme.
This includes an induction at level 1, delivered face to face. A level 2 training
package for staff with direct contact with service users, which is also face to face
training with a 3 yearly refresher which can be undertaken either face to face, e‐
learning or through completion of a workbook. During 2014/15 the Trust introduced
a level 1 e‐leaning package for domestic abuse and are planning to introduce a level
2 pack in the next financial year.
The Trust also provides MCA and DoLS workshops supported by Hampson solicitors
which are not reflected in the training statistics submitted by SWYPFT (below). The
trust has now developed a project plan for 2015/16 this includes updating the e
learning packs, developing the Trust intranet and an audit of capacity assessments
and consent to admission. This will be monitored by the safeguarding Trust action
group. It is of note that this year the Trust have started to report training statistics as
a percentage of the workforce rather than in numbers. This is helpful in assurance
terms as it provides an accurate picture of compliance with mandatory training
requirements.
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Training activity
Level 1 workbook
Level 2 basic awareness
Level 1 E learning basic
awareness
Refresher training
MARAC briefing level 3
Induction level 1
Mental capacity act
E learning
Face to face/course

5.2.3

2013/14
192
52
113

2014/15
82.5%
88.2%

67
15
130
Not available
12%
107%

SA developments
The Trust reviewed the SWYPFT safeguarding policy in light of the Care Act 2014 The
Trust also reviewed the Domestic Abuse Policy to incorporate recommendations
from a domestic homicide review undertaken in Kirklees, this included having
information to same gender issues, children and teenage issues and Female Genital
Mutilation.
The Trust also implemented the Wakefield multi‐agency guidance to support people
who self‐neglect as a result of the lesson learnt review commissioned by the WDSAB
(known as the Mrs A review)
The Safeguarding adults team organised a Human Trafficking training event on the
5th February 2015 facilitated by Hope for Justice. This workshop was well attended
by both Trust staff and Local Partners.

5.3 Spectrum Community Health (CIC)
Although the CCG does not commission services from Spectrum, the designated nurses
through the NHS Safeguarding accountability framework retain a responsibility to provide
support and advice. Therefore they are included in this report as they work with some of
the most vulnerable, hard to reach Wakefield residents.
Spectrum Community health provide a number of services across the district including
healthcare to the HMP secure environments, community substance misuse services and
CASH (Contraception and Sexual Health service) A number of the services are providing
care and support to adults at risk of abuse and neglect, particularly those that are
disengaged with main stream services due to alcohol and substance misuse and /or
homelessness.
Spectrum has continued to have a joint adult and children safeguarding forum which meet
on a bi monthly basis. Both the CCG Head of Safeguarding and Designated Nurse for
Safeguarding Adults attend to provide a commissioner perspective and professional
advice.
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Spectrum's board receive monthly reports from the executive lead which provide
assurance and information.
5.3.1 Leadership
The organisational executive lead for SA is the Director of Operations and Chief
Nurse. The SA clinical lead has continued to raise the profile of safeguarding adults
within the operational teams. This has resulted in safeguarding alerts and referrals
being made ensuring a multi‐agency approach to protecting some of the most at risk
individuals. These individuals are often disengaged from statutory services through
their use of alcohol and drugs. The named professional attends the training sub
group for the Wakefield Safeguarding board and disseminates training information
at the regular safeguarding forums at Spectrum Community Health CIC

5.3.2 Training statistics
Safeguarding adults

Level 1 – awareness
Level 2 –e‐ learning
/workbook

Mental Capacity Act 2005
2013‐14
100%
89%

2014‐15
100%
87.9%

Awareness
E learning

2013‐14
100%
85%

2014‐15
98.5%
81.9%

5.3.3 SA developments
Spectrum reviewed the safeguarding capacity across children and adult safeguarding
and agreed to a full time post covering both aspects (including MCA) this post will be
recruited to in 2015/16.
Spectrum held a safeguarding champions event in November 2014 with a theme of
raising awareness of sexual exploitation in Children, young people and vulnerable
adults.
5.4 Primary care
Work within the CCG has continued to support practices in fulfilling their requirements to
meet the safeguarding adult’s agenda. Information has been sent out regularly via the GP
safeguarding leads and NDYou newsletter.
Work has also been undertaken on the CCG skyline to enable practices to access both
safeguarding and MCA policies, procedures, guidance and useful information. This will be
progressed through 2015/16.
In collaboration with MYHT over 600 MCA prompt cards were printed and laminated and
distributed to all GP practices.
11
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Mental Capacity Act 2005 ( MCA) /Deprivation of Liberty Safeguards ( DoLS) 2009
During 2014/15 providers remained focussed on the challenge to embed MCA in all aspects of
care and treatment.
As described earlier in this report, MYHT were inspected by the care quality Commission (CQC)
in July 2014 resulting in MCA and DoLS becoming a significant focus for the trust. The trust board
agreed that MCA training would become mandatory and a training need analysis was
undertaken. A programme of training was undertaken and will continue through 2015/16. This
included the printing and distribution of over 8000 MCA prompt cards, a full time MCA/DOLS
advisor/ trainer, and the delivery of a number of Masterclasses. This was supported with funding
from Wakefield and North Kirklees CCG.
The High court ruling in the Cheshire west case (2014 P v Cheshire West and Chester Council and
P and Q v Surrey County Council March 2014 (1)) has significantly impacted on the provider
landscape both for hospital, care home and supported living. In order for MYHT to deliver the
complex agenda for the trust to be complaint with the DoLS a part time secondment was agreed
from Locala for a DoLS specialist.
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CCG 2014/15 Objectives and Outcomes
The objectives agreed by the governing body from the annual report 13/14 are detailed in the
table below:
Objective
Review the internet and intranet
safeguarding pages making them easily
accessible to professionals and the public
Effective communication and engagement
with GP practices through the Practice
Support Unit (PSU)
Disseminate the SA Multi agency policy
and procedures to GP practices and review
supporting guidance
Participate in any SCR, lessons learnt
reviews ensuring any health actions are
disseminated , and monitored
Continue to participate in BIA rota for DoLS
Participate in NHS and local NHS provider
forums ensuring active participation in any
developments
Continue to work in partnership and lead
on key objectives with the WDSAB
business plan, particularly the reportable
concerns sub group
Work in partnership with the LA, CQC,
Police, NHS and independent providers as
required

Outcome
A safeguarding page is available on the internet
(front page) and skyline. Access to policies is
available on both sites and these will continue to
be developed in 2015/16
Any communication is disseminated using the GP
safeguarding leads, network updates and NDYou
Completed sent out as above in March 2015 in
preparedness for April 2015
Ongoing

The designated nurse for SA is a BIA and
participates in the rota ( approx. monthly )
In conjunction with North Kirklees and
Calderdale leads an alliance forum has been
established enabling effective communication
and joint working
On going

On going

Ensure that quality and contract
monitoring is undertaken for independent
providers i.e. care home and domiciliary
care where the CCG commissions care

On going

Review the safeguarding adults standards
to be included in the contracts for 15/16

Ongoing

8. 2015/16 Objectives




Review and update relevant safeguarding policies
Participate in a multi‐agency case file audit
Develop a care home safety checklist for the police and fire service to use to gather
intelligence for the reportable concerns group
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Continue to participate in the WDSAB subgroups and lead the development of the
reportable concerns group
Develop a role description for a lead GP for safeguarding adults and MCA and successfully
recruit
Work with the GP lead to develop a lead in all practices and a quarterly forum

Recommendations
1. To note the contents of this report
2. To support the objectives.
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provider organisations. Under Section 11 of the Children Act 2004, it is expected that the Governing
Body will receive an annual report for safeguarding children assurance in relation to all providers.
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indicates the challenge that local health services have in maintaining a safe service to children and
young people. The report examines:
 The performance of Mid Yorkshire Hospitals Trust, South West Yorkshire Partnership
Foundation Trust and Spectrum Community Interest Company in their statutory safeguarding
children responsibilities;
 A summary of the Multi‐agency Safeguarding Hub after the first year of operation;
 Performance information regarding the CCGs own safeguarding responsibilities.
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regarding provider performance.
Link to overarching principles
from the strategic plan:

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

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

Not applicable



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

Not applicable

Dr Paul Glover; Dr Ann Carroll

Not applicable

Reference document(s) /
enclosures:
Risk Assessment:
Finance/ resource implications:

Not applicable

SAFEGUARDING CHILDREN
ANNUAL REPORT

April 2014 ‐ March 2015
NHS Wakefield CCG

1

SAFEGUARDING CHILDREN ANNUAL REPORT 2014‐15
Contents

Page
1.

Introduction

3

2.

Background

3

3.

Safeguarding Children Statistics

4

4.

Training

6

5.

Supervision

7

6.

Inspections for Safeguarding and Looked after Children

8

7.

Serious Case Reviews

8

8.

Multi‐Agency Safeguarding Hub (MASH)

9

9.

Prevent

9

10.

Plans and Developments for 2015/16

9

11.

Conclusion

10

12.

Recommendations

10

2

1.

Introduction
Under section 11 of the Children Act 2004, NHS Wakefield CCG, as the clinical
commissioner for healthcare services has a number of responsibilities. The CCG must
ensure that:







All services it commissions provide their services with due regard to safeguarding and
promoting the welfare of children
Staff and those in services contracted by NHS Wakefield CCG are trained and
competent to be alert to potential indicators of abuse or neglect in children
Staff know how to act on their concerns and fulfil their responsibilities in line with
the Local Safeguarding Children Board procedures
They have in place a designated nurse and a designated doctor who have an over‐
arching responsibility across NHS Wakefield CCG area, which includes all providers
The Chief Officer has the responsibility for ensuring that the health contribution to
safeguarding and promoting the welfare of children is discharged effectively
All health agencies with whom they have commissioning arrangements are linked
into all Local Safeguarding Children Boards, and that there is appropriate
representation at an appropriate level of seniority. Also ensuring that health services
and health care workers contribute to multi‐agency working

This report summarises the assurances NHS Wakefield CCG has received that indicate all
the above have been met within the last year. In addition, this report details safeguarding
children and child protection activity within the Wakefield district to provide the context
for the provision of services.
The report has been prepared by Mandy Sheffield, Head of Safeguarding for NHS
Wakefield Clinical Commissioning Group, with oversight from Dr Paul Glover, Named GP
for Safeguarding Children and Dr Andrea Nussbaumer, Designated Doctor for
Safeguarding Children. In preparing this report, the annual safeguarding children reports
from the provider trusts have been scrutinised, alongside discussions with the
safeguarding teams in the organisations. Wakefield Metropolitan District Council have
provided the statistics included in the report.
2.

Background
The 2013/14 annual report was presented to the Clinical Commissioning Group Governing
Body in September 2014. This report examined the performance of Mid Yorkshire
Hospitals NHS Trust (MYHT), South West Yorkshire Partnership Foundation Trust
(SWYPFT) and Spectrum Community Interest Company in safeguarding children. It
concluded that:
The CCG Governing Body has significant assurance that services the CCG commissions
have demonstrated commitment to safeguard and promote the welfare of children during
the year 2013/14
 The safeguarding children supervision performance of MYHT had been maintained
through the year.
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The performance of MYHT in ensuring that level 2 staff receive mandatory
safeguarding children training has improved, and level 3 training had been
maintained;
 SWYPFT has established the systems for providing training data for the Wakefield
Business Unit. Training for practitioners in SWYPFT who have significant contact
with children and young people was now at an acceptable level.
 NHS Wakefield CCG had provided significant investment and commitment to the
development of the MASH.
 NHS Wakefield CCG has worked to ensure that the Prevent agenda is highlighted in
all contractual arrangements.
This report will analyse progress in relation to these areas. This annual report for 2014/15
will examine the position in the following organisations:
 Mid Yorkshire Hospitals NHS Trust (MYHT)
 South West Yorkshire Partnership Foundation NHS Trust (SWYPFT)
 Spectrum Community Interest Company (Spectrum CiC)
 Primary Care
During the year, NHS Wakefield CCG did not have commissioning responsibility for the
services provided by Spectrum CiC, Primary Care, Health Visiting or School Nursing. It has
been agreed with NHS England (West Yorkshire Area Team) that the roles of the
Designated Professionals continue to monitor the performance in relation to safeguarding
children in the CCG local area, thus this report will continue to report on the entirety of
the NHS services within Wakefield. This report does not consider Yorkshire Ambulance
Service as lead commissioner for this only commenced on 1st April 2015.
3.

Safeguarding Children Statistics
The following statistical information has been provided by Wakefield Metropolitan District
Council (WMDC). Chart 1 below builds the longitudinal picture of the number of children
subject to a child protection plan from April 2009 to March 2015.
450
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Chart 1 Children subject to Protection Plans 2009‐2015
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The number of children subject to child protection plans has fallen significantly since
March 2014, as demonstrated in the table above, the number of children at risk of abuse
and neglect is now lower than at any point since 2010. Over the last 12 months, WMDC
have been proactively managing child protection cases with partner agencies, and
developing programmes to ensure help is made available earlier to families which will
prevent children requiring statutory intervention (child protection plans / becoming
Looked After Children).
The categorisation of child protection plans has continued to fluctuate (see chart 2
below). The shift from 'brief intervention' categories (physical and sexual abuse) to the
more persistent categories (emotional abuse and neglect) has continued over the last 12
months: the percentage of children subject to the persistent categories of abuse has
increased marginally to 88% of the number of children subject to plans. In the last annual
report it was reported that the 'Threshold Guidance' was due to be reviewed in 2014. This
has been undertaken this year, and agreed by the Wakefield and District Safeguarding
Children Board. Whilst this work has significantly contributed to the reduction in the
number of children subject to child protection plans, it is too soon to see a reduction in
the number of children at risk of persistent abuse ‐ statistical improvements would not be
expected for 2‐5 years.
Chart 2 ‐ Changes in Category of Child Protection Plan 2010‐2014
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4.

Training
During 2014/15, following analysis in last year's annual report that "there has been little
significant improvement in the compliance with mandatory safeguarding children training
in Health Trusts over the year 2012/13, although the recording of information is more
comprehensive and streamlined", the CCG has continued to request assurance from the
NHS providers within the District regarding their compliance with statutory/mandatory
training in safeguarding children. This has been evaluated below.
MYHT
MYHT has continued to prioritise safeguarding children training throughout the year, the
positive position reported last year has continued, with little variation in the performance.
See table 1 below
Level

% Staff compliant with mandatory safeguarding Training
2014/15
Level 2
81%
Level 3
89%
Table 1 MYHT Training statistics
MYHT has also commenced the inclusion of 'Prevent' training at levels 2 and 3 within
mandatory safeguarding children training, this will ensure that the organisation can
become compliant with legislation.
SWYPFT
SWYPFT report statistical information in relation to all employees – Wakefield, Kirklees,
Barnsley and Calderdale, however they have presented the following statistic for staff
employed in Wakefield District (table 2). This has demonstrated that the percentage of
staff requiring level 2 training has increased from 73% to 84%.
SWYPFT are developing a mechanism for collating compliance with Level 3 training, early
in 2014/15. Historically this has only included staff working in Child and Adolescent
Mental Health Services, however for 2014/15, following the revision of the Intercollegiate
Document, this will include many more professions within mental health services.
Level

% Staff compliant with mandatory safeguarding children
Training 2014/15
Level 1
96%
Level 2
85%
Level 3
CAMHS 95%
Table 2 ‐ Training compliance SWYPFT
Spectrum
Spectrum has continued to prioritise the provision of safeguarding training to all staff in
the organisation. Compliance is indicated in Table 3 below. In the previous year,
Spectrum's performance at level 2 had decreased. It is of note that their compliance is
now at a good level. Spectrum continue to take responsibility for new services, but have a
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good system in place to ensure that staff joining their organisation receive the correct
level of safeguarding children training
Level

% Staff compliant with mandatory safeguarding Training
2014‐15
Level 2
90%
Level 3
100%
Table 3 ‐ Spectrum training compliance
Primary Care
The CCG has provided 'level 3' safeguarding children training through locality networks
through the year. The networks were encouraged to select topics that are relevant to
their practice population. The topics identified included Child Sexual Exploitation,
Domestic Abuse and its Impact on Children, and Sexual Activity under the age of Consent.
One network opted to have safeguarding adults training. Training for GP trainees has
continued, with final year trainees undertaking their level 3 safeguarding children training
prior to commencing in General Practice.
In line with the revision of the Intercollegiate Document in 2014, the Primary Care
Training Strategy was updated and circulated to all practices. It remains a contractual
obligation for GPs to receive safeguarding children training at level 3, as well as being a
requirement of CQC registration.
Within the year 346 staff from 6 networks received level 3 safeguarding children training,
and a total of 84 GP trainees received level 3 and/or level 2 safeguarding children
Training.
Analysis
The improvement in the compliance with mandatory safeguarding children training in
Health Trusts seen in 2013/14 has been maintained. Both health Trusts have continued to
prioritise safeguarding children training, and the CCG continues to be assured that
mandatory training in this area receives the emphasis required by the statutory guidance.
The assurance was given to the CCG last year by SWYPFT that level 3 training would be
reportable for this annual report for the Wakefield Services has been realised. Level 3
training for local staff working in Child and Adult Mental Health Services (CAMHS) has
been reported, and is at a high level.
The CCG will continue to both offer training, and request assurance from Provider
organisations regarding their compliance with mandatory safeguarding children training.
5.

Supervision
Safeguarding children supervision delivered within Trusts has continued to be closely
monitored by the CCG during 2014/15.
MYHT
Staff group

Percentage
undertaken
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Community Practitioners
Community Midwives (group)
Community Midwives (individual)
Table 4 MYHT Supervision statistics as at 31.03.2015

93%
63%
92%

SWYPFT
During 2014‐15, SWYPFT report that its supervision policy was revised, and following this
monitoring of safeguarding supervision within the Child and Adolescent Mental Health
Service (CAMHS) has been refined. The organisation has reported that 100% of CAMHS
professionals received safeguarding children supervision monthly during the year.
Spectrum
Spectrum has achieved 93% compliance with their policy for all relevant staff during 2014‐
15. Spectrum continues to develop new services, and their commitment to the provision
of safeguarding supervision will be extended to new services within Spectrum.
Primary Care
The Designated Doctor for Safeguarding children and the Named GP for Safeguarding
Children for NHS Wakefield CCG offer regular 'Peer Review' for GPs within the District.
Peer review enables GPs to receive case supervision informally, and remains well
attended by a core of GPs.
In addition, the Head of Safeguarding and the Named GP for Safeguarding Children
continue to provide information exchange and case discussion opportunities in the
Quarterly Safeguarding Lead GP meeting.
The Care Quality Commission (CQC) requires assurance that relevant staff working in
primary care have access to safeguarding children supervision. In order to ensure that this
can be available, the Head of Safeguarding in the CCG has offered supervision for relevant
staff within general practice. One member of staff is now regularly accessing safeguarding
supervision from the Head of Safeguarding in the CCG.
Analysis
Safeguarding children supervision is a vital part of the process to ensure that practitioners
working predominantly with children and their parents function effectively in the need to
safeguard and promote the welfare of children.
Over the last two years, the CCG has seen continually improving performance in the
health services, and assurance is being maintained that this is a priority function within
health organisations.
6.

Inspections for Safeguarding and Looked after Children
The CQC inspection undertaken in MYHT in July 2014 did not identify any specific
safeguarding children concerns requiring remedial action. One area that was highlighted
to the Trust was a need for nurses working in the Emergency Department to be included
in Level 3 safeguarding children training in accordance with statutory guidance issued in

8

March 2014. The Trust has now prepared plans to ensure that all these staff become
compliant with the legislation, this is expected to be achieved in 2015‐16.
During 2014‐15, the CCG has continued to lead the preparation for a CQC Children Looked
After and Safeguarding Inspection (CLAS). Changes in the inspection regime across all
Inspectorates resulted in a temporary programme of inspection being launched by the
CQC in 2013. The CCG will receive 48 hours notice of the inspectors' visit, the CCG is
assured that all necessary preparations are in place when notification is received.
7.

Serious Case Reviews
There were no new Serious Case Reviews (SCR) reported in 2014.
The CCG works closely with the Wakefield and District Safeguarding Children Board (LSCB)
to ensure that the NHS organisations in Wakefield have continued to demonstrate
commitment to the changes in practice and processes that past Serious Case Reviews
have required. The Head of Safeguarding has managed the 'Assurance One Year On' work
stream of the LSCB, and been present at all the challenge events that have taken place
during the year. This has enabled the CCG to gain assurance that actions and initiatives
from the SCR have become embedded in the work of NHS organisations.
There has been one notable outcome from the 'Benjamin' serious case review that was
not initially included in the actions to be undertaken by MYHT: on reviewing the action
plan prepared by the Trust, the Senior team within the Fracture Clinic evaluated their
working processes with children, and the decision was taken to change from one clinic
managing all patients, to a dedicated Fracture Clinic for children separate from the adult
service. This development has seen an increase in attendance rates / a reduction in 'did
not attend' amongst children, and is to be commended.
This development has demonstrated how the diversification of 'ownership' of
recommendations from SCR can lead to inspirational changes in the delivery of NHS
services, with clear improvements in outcomes for children.

8.

Multi‐Agency Safeguarding Hub (MASH)
As reported last year, the Multi‐Agency Safeguarding Hub (MASH) was launched in
January 2014. The key purpose being to improve the efficiency, effectiveness, and
quality of information shared to safeguard and promote the welfare of children
considered at risk of harm.
The CCG seconded two Specialist Nurse Safeguarding Children to work within the
MASH, these nurses have Health Visiting and School Nursing backgrounds. The Health
team in MASH are supported by an administrative post.
In the year 2014/15, the MASH received 1741 referrals from Social Care Direct that
met the criteria for multi‐agency investigation gathering, with 9198 individuals being
researched and analysed. The CCG team obtain information from NHS records, and
from conversations with health staff, not only on the child about whom the referral
has been made, but on all family members, adults and children. this is also the
approach undertaken by West Yorkshire Police, so the number of individuals health
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and the Police 'MASH' is generally higher than those researched by other agencies
who may have no client contact with family members (for example Education).
Success of the health role managing the referrals lies within the access to and
utilisation of the IT systems of the wider health economy, and the engagement of
health services when contacted for information by the team. This has ensured time
scales are met as per protocol1 and most importantly the patient information shared is
accurate and proportionate to the referral.
MASH recognise the unique value of the NHS number enabling linking of records
between (and within) organisations and settings, people and relationships. This has
proved vital in the safeguarding remit where wrong or inaccurate details have been
given on a referral to Social Care Direct by the referrer. Health professionals have a
vital role within the MASH to assist other agencies in establishing correct details and
hence correct information sharing is occurring.
Communication from the MASH to NHS professionals, including GPs, Health Visitors,
School Nurses, Midwives and Family Nurse Practitioners, where deemed necessary,
has improved addressing the needs of children and families in particular in cases of
Domestic Violence and Abuse, Child Sexual Exploitation, parental mental ill health and
Drug and Alcohol abuse.
In July 2014, a Peer Review of the MASH arrangements in Wakefield identified the
importance of all staff in all the agencies working in the MASH retaining their
professional identity whilst effectively working in collaboration within the MASH. Vital
networking with the wider Health Economy throughout the Mid Yorkshire Hospitals
Trust, South West Yorkshire Foundation Hospitals Trust, General Practice and
Spectrum, and access to regular support and supervision from the CCG Head of
Safeguarding has provided the MASH health professionals the effective links and
support needed to maintain professional identity. MASH Health Professionals have
addressed this challenge by maintaining clinical contact, professional development
and training, and regular supervision.
The MASH in Wakefield had been identified as an inspirational model by Health
Practitioners from neighbouring areas who have visited during the year. The model of
consent based working established in Wakefield has seen to be a model that other
areas will mould their services on.
In March 2015 the CCG agreed that funding should be made available to substantiate the
posts of the three health staff in the MASH. The establishment now stands at two band 7
specialist nurses and a band 3 administrative assessment. This establishment ensures that
the capacity can be met within the team.
9.

Prevent
The 2014‐15 Standard NHS contract required all commissioned services to:
 Identify a lead for Prevent;
 Have in place a Prevent Training Plan and ensure relevant staff have attended a
Workshop to Raise Awareness of Prevent (WRAP).

1

Cases entering the MASH system are prioritised for information gathering: cases assessed at 'red' will have
information gathered and analysed within 2 hours, 'Amber' within one day, and 'green' within 2 days.
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The responsibility for monitoring Provider Prevent compliance has remained with NHS
England through this year. NHS Wakefield CCG has reported monthly to NHS England on
our own Prevent compliance. The CCG has identified a member of staff who has been
trained to delivery the WRAP.
The NHS will be required to undertake more duties from July 2015 with the drafting of
the Counter Terrorism and Securities Bill. This will be considered in the
recommendations of this report.

12.

Conclusion
The CCG Governing Body has significant assurance that services the CCG commissions
have demonstrated commitment to safeguard and promote the welfare of children
during the year 2014‐15:
 The safeguarding children training has been prioritised in all health providers, and,
unlike previous years, all organisations have established recording systems that enable
them to report comprehensively on their performance;
 Safeguarding children supervision compliance has been maintained within the NHS;
 The investment in the MASH has been successful in the development of a highly
regarded safeguarding system within Wakefield that ensures relevant information has
been shared with partner agencies with the statutory duty to investigate child abuse
and neglect;

13.

Recommendations
It is recommended that the Governing Body receives NHS Wakefield CCG
Safeguarding Children Annual Report 2014/15.

Mandy Sheffield
Head of Safeguarding
June 2015
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Introduction

 Most children become looked after as a result of abuse and neglect. Although they have
many of the same health issues as their peers, the extent of these is often greater
because of their past experiences. For example, almost half of children in care have a
diagnosable mental health disorder and two‐thirds have special educational needs.
Delays in identifying and meeting their emotional well‐being and mental health needs
can have far reaching effects on all aspects of their lives, including their chances of
reaching their potential and leading happy and healthy lives as adults(Statutory

Guidance on Promoting the Health and Well Being of Looked after Children,
Department of Health, March 2015)

This annual report, for the period 1st April 2014 to 31st March 2015, is an update on the
current health of ‘Looked After Children and Young People’ (LAC&YP) to NHS Wakefield CCG
Governing Body. The purpose of the report is to review the work undertaken by the Looked
after Children Health Team, including the challenges and gaps in service provision and plans
in place to redress this. It will make recommendations for improvements for future care
delivery as recommended by the Statutory Guidance on “Promoting the Health and Well
Being of Looked after Children”, Department of Health, 2015.
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Executive Summary


The revised Statutory Guidance on Promoting the Health and Wellbeing of Looked
after Children (2015) requires a report on the delivery of services and the progress
achieved for the health and wellbeing of children in care who have vulnerabilities
over and above those of the general population. The health of looked after children
(LAC) is monitored through initial and review health assessments and the
development of an individual health plan.



The trend in the number of children being looked after by local authorities is rising,
both nationally and locally. On 31st March 2015 there were 486 children in care in
Wakefield. Of these, 350 children were continually looked after for a year and 126
(36%) of them were placed out of Wakefield. During the year ending 31st March
2015, 163 children ceased to be looked after and of these, 58 children (35% of
children who ceased to be looked after) were approved for adoption and 55 children
were matched with adopters. There were 184 care leavers registered on 31st March
2015.



On 31st March 2015, there were 79 children placed in Wakefield who were looked
after by another local authority. The health services for these children were
previously delivered under a historical arrangement in the Yorkshire and Humber
region in which the Wakefield LAC Health Team would carry out their statutory
health assessments. This arrangement extended to children who were looked after
by Wakefield Metropolitan District Council (WMDC) but living in another area, i.e
their health assessments would be undertaken by the LAC health team in the area in
which they were living. There was previously a non‐mandatory tariff for the
completion of quality health assessments for children looked after by other local
authorities, however from 1st April 2014 the standard charging tariff for initial and
review health assessment has been adopted in line with national arrangements.
From 1st April 2015, MYHT has implemented arrangements to charge other
authorities for health assessments undertaken by the LAC Health Team on their
behalf.



In the year ending 31st March 2015, 88.4%% of initial health assessments for children
looked after by WMDC and living in Wakefield were completed within statutory time
scales; this represents an increase of 340% from the last annual report. The reasons
for the notable improvement in performance is due to a complete review and
strengthening of the systems within the health team for scheduling appointments
and their tenacity in ensuring that consent is received in order for the health
assessment to be undertaken within statutory timescales. The Designated Nurse for
Looked after Children, and the LAC Health Team has worked, and continues to work
closely with colleagues in the local authority to resolve issues and maintain
improvements made in performance; this new system was implemented in May
2014 with immediate improvements in the timeliness of initial health assessments
being seen. A review of the way appointments for initial health assessments has also
taken place with further improvements being seen in June 2014. Although issues
relating to performance in respect of the timeliness of Initial Health Assessments
have largely been resolved, ongoing monitoring by the Lead Nurse ‐ LAC takes place
on a monthly basis so that any issues can be resolved or escalated as appropriate.
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For the annual cohort of looked after children 91.1% of children had the requisite
number of health assessments undertaken, this represents an increase of 5.1% since
the last annual report. This increase may be due, in part to improved working
relationships between the LAC Health Team and colleagues in Universal Services.



In respect of review health assessments, the LAC Health Team secretary runs a
monthly report which identifies the children who are due to have a review health
assessments; this is done two months ahead of the date that the health assessment
is due. The documentation and consent is then scanned onto the child’s record and
a reminder sent via the ‘task’ function on SystmOne to the relevant Specialist Health
Advisor – LAC, School Nurse or Health Visitor to ensure the assessment is completed
on time.



The Health Informatics service provides monthly reports on the numbers of initial
and review health assessments undertaken, the report also highlights whether the
assessments have been completed within timescales; these reports are shared with
the looked after children health team.



Currently, there is no quantitative data on the looked after children in Wakefield
experiencing emotional difficulties or mental health problems. Work is ongoing
through the optimisation of SystmOne to facilitate the recording of more data
pertaining to the emotional health needs and lifestyle choices of children and young
people in care e.g. smoking, substance misuse. There is a dedicated Child and
Adolescent Mental Health Service (CAMHS) team for LAC who are co‐located with
local authority and LAC Health Team Colleagues; over the past year this team has
increased in size meaning that children requiring CAMHS intervention can be seen
much more quickly than previously when referrals were made to the generic CAMHS
team. The team also provides consultations to the local authority and the LAC
Health Team in respect of LAC to determine the most appropriate service or
intervention for individual children. As part of every health assessment, the
child/young person would be asked routinely about their emotional health and well‐
being so that appropriate support could be offered or onward referral made if
indicated. In addition to this, the social worker would use the ‘Strengths and
Difficulties Questionnaire’ to formally assess the child/young person’s emotional
health.



Historical problems in relation to gaining consent to examination and health
assessments have been resolved through the introduction of a single consent to
treatment and examination including health assessments being implemented in
January 2014. This is completed by the social worker at the point when a child is
received into care. There remains the challenge of obtaining consent for review
health assessments for children who were looked after prior to the implementation
of the single consent in January 2014; the number of children that this affects is
reducing. It is proposed that the single consent form be used for these children and
will negate the need for repeated consent each time a review health assessment is
due.



Capacity within the LAC Health Team has been an ongoing issue over the last year
with both maternity leave and long term sickness within the team. These issues have
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been partly resolved by the appointment of an additional part time Specialist Nurse
Advisor who took up post in June 2014.



There are several themes that significantly affect the outcomes and performance
indicators for looked after children. These include children from other placing
authorities and children below 5 years of age. These are discussed in the main body
of this report.



The LAC Health Team started using SystmOne for its’ clinical records in June 2014;
this is improved both access to historical health information and the quality of
record keeping. There remains the need to set up processes to collect information
on the quality of health care provided for looked after children, including timeliness
of interventions contained within health care plans. The LAC specialist nurses were
fully optimised into ‘remote working’ through the introduction of Tough Books
during 2014. There is also a need to capture data on common health problems for
looked after children in Wakefield. It is expected that this will be facilitated by the
inclusion of ‘tick boxes’ contained within the Universal Needs Assessment (UNA) on
SystmOne. There is a plan to capture this data on SystmOne

Background – Health of Looked after Children
Looked After children and young people are particularly vulnerable to poorer health
outcomes than their peers. Information obtained from the Office for National Statistics
highlights that:
 Approximately two thirds of all looked after children have at least one physical
health complaint.
 Looked after children are more likely to experience problems including speech and
language problems, nocturnal enuresis, co‐ordination difficulties and eye or sight
problems than their peers.
 Around 60% of looked after children in England have been reported to have
emotional and mental health problems; this is four times as many as the population
in general.
The health needs of looked after children and young people are often linked to their
experiences, including the circumstances in which they became looked after and their
experiences of being in care.
 Looked after children and young people are more likely than their peers to have
experienced the death of a parent or sibling.
 Nearly a quarter of looked after young people aged 11 ‐17 report having experienced
some form of sexual abuse.
 Around 5% of looked after children are unaccompanied asylum seekers.
Looked after children may need particular help to look after their own health because of
their complex health needs and experiences:
 Looked after Children are around 10 times more likely than their peers to
have significant learning needs, which for many will have implications for
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how they can best be supported to understand health promotion messages,
manage risk, and be engaged in decisions about their health.
 Looked after children and young people are around 3 times more likely to
drink regularly and more likely to smoke than their peers. They are around 4
times more likely to simultaneously be a smoker, regular drinker and drug
user.
 Risky behaviour such as unprotected sex also appears to be particularly
prevalent. Both looked after young women and young men are more likely
to become teenage parents than their peers.
Delivering the health reforms for looked after children: How the new NHS will
work from April 2013.
Policies and Legislation Relevant to Children in Care

Children Act (1989)
The Children Act 1989 provides a comprehensive framework for the care and protection of
all children and young people in need, including those living away from home. The Act
defines a child as being “looked after” by a local authority if he or she is in their care or is
provided with accommodation for a continuous period of more than 24 hours by the
authority. These children fall into four main groups:
 Children who are accommodated under a voluntary agreement with their
parents (Children Act 1989 – section 20)
 Children who are subject to a care order (section 31), interim care order
(section 38)
 Children who are the subject of emergency orders (sections 44 and 46)
 Children who are compulsorily accommodated. This includes children
remanded to the local authority or subject to a criminal justice supervision
order with a residence requirement (section 21)

The Legal Aid, Sentencing and Punishment of Offenders Act (2012)
This Act confers ‘looked after’ status to children and young people who are remanded to
local authority or youth detention accommodation, where the local authority is held
responsible for the care plan of the children.

Children (Leaving Care) Act (2000)
This Act amends the Children Act 1989 and places responsibility on local authority to assess
and meet the needs of children leaving care. Young people from the age of 16 years are
care leavers and remain the responsibility of the LAC Health Team until they reach 18 years
of age.
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Children Act (2004)
The Act provides the legislative framework for the government's strategy for improving
children's lives through the Every Child Matters agenda. Key provisions included the creation
of the post of Children's Commissioner for England, closer joint working and information
sharing between agencies involved with children, the introduction of Local Safeguarding
Children Boards and a duty on local authorities to promote the educational achievement of
looked after children.

Statutory Guidance on Promoting the Health and Well‐being of Looked After Children (2015)
This document provides statutory guidance to all agencies involved in meeting the health
needs of Looked after Children and Young People. It defines the roles, responsibilities and
processes within and between organisations with the purpose of promoting co‐operation
between agencies and improving and promoting the health, well‐being, safety and welfare
of children that are taken into care. This document details ‘best practice’ guidelines to all
agencies working with children and young people in care. This document sets out the
requirements for looked after children to receive holistic health assessments as follows:
 Every Initial Health Assessment should result in an individual health plan being
formulated. There is a statutory requirement for the Initial Health Assessment to take
place within 28 days of the child/young person being received into care.
 The Initial Health Assessment should be undertaken by a medical practitioner in
accordance with the Care Planning, Placement and Case Review (England) Regulations
2010; in MYHT the Specialist Nurse Advisors – LAC undertake the assessment jointly with
the paediatrician. More recently this is done by a community paediatrician alone.
 Review health assessments should be completed every 6 months for children less than 5
years of age and annually for children over 5 years of age; these can be carried out by an
appropriately qualified nurse or health visitor.
 The health plan should be reviewed at the child’s Statutory Review as part of the child’s
overall care plan.
 The health assessment is not an isolated event, but part of a continuous process, with
emphasis being put on ensuring actions and interventions in the health plan are being
taken forward.
 There are clearly identified responsibilities regarding the NHS’s contribution to the
health of looked after children; these can be divided into three main categories:




Commissioning effective services;
Delivery of services through provider organisations;
Individual practitioners providing co‐ordinated care for each child or
young person and their carer.
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Local authorities are responsible for making sure a health assessment of physical, emotional
and mental health needs is carried out for every child they look after, regardless of where
that child lives. Regulation 7 of the Care Planning, Placement and Case Review (England)
Regulations, 2010 requires the local authority that looks after them to arrange for a
registered medical practitioner to carry out an initial assessment of the child’s state of health
and provide a written report of the assessment
Statutory Guidance on Promoting the Health and Wellbeing of Looked after Children (2015)

NICE guidance on Promoting the Quality of Life of Looked after Children and Young People –
PH28 (2010)
This document is a joint guidance from NICE and SCIE for all professionals who have a role in
promoting the quality of life (physical health, social, educational and emotional well‐being)
of children and young people in care. The focus of the document is on professionals, carers
and children working together to promote the quality of life of the children and young
people.
Care Standards Act (2000)
The main purpose of the Act is to reform the regulatory system for care services in England
and Wales. Care services range from residential care homes and nursing homes, children's
homes, domiciliary care agencies, fostering agencies and voluntary adoption agencies
through to private and voluntary healthcare services (including private hospitals and clinics
and private primary care premises). Local authorities are required to meet the same
standards as independent sector providers.

Children and Young Persons Act (2008)
The Act is intended to reform the statutory framework for the care system in England and
Wales, and to make provisions in relation to well–being of children and young people,
private fostering, child death notification to Local Safeguarding Children Boards and
appropriate national authorities.
Children and Families Act 2014
This guidance replaces previous guidance regarding adoption and details a new quicker,
faster process for adoption to tackle unacceptable delays in adoption.
The act includes a number of new measures to protect the welfare of children, including:
 Changes to the law to give children in care the choice to stay with their foster
families until they turn 21.
 A new legal duty on schools to support children at school with medical conditions
better.
 Making young carers’ and parent carers’ rights to support from councils much
clearer.
 Reforms to children’s residential care to make sure homes are safe and secure and
to improve the quality of care vulnerable children receive.
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A requirement on all state‐funded schools, including academies, to provide free
school lunches on request for all pupils in reception, year 1 and year 2.
Amendments to the law to protect children in cars from the dangers of second‐hand
smoke

Demography of Looked After Children and Young People (LAC&YP)
Children looked after in England (including adoption and care leavers) year ending 31 March
2014
(https://www.gov.uk/government/statistics/children‐looked‐after‐in‐england‐including‐
adoption‐‐2)

Numbers and characteristics of children looked after at 31 March 2014
Numbers of looked after
children continue to
rise…

There were 68,840 looked after children as of 31 March 2014, an
increase of 1% compared to 31 March 2013 and an increase of 7%
compared to 31 March 2010. The number of looked after children has
increased steadily over the past five years and it is now higher than at
any point since 1985.

…but rates of looked
after children vary
widely across local
authorities

Nationally the rate of looked after children per 10,000 is 60. At local
authority level the rate varies significantly. The highest is Blackpool
where the rate is 152 and Wokingham is the lowest, at 20.

Almost two thirds are
looked after due to
abuse or neglect

The majority of looked after children – 62% in 2014 ‐ are provided with a
service due to abuse or neglect. The reasons why looked after children
are provided with a service have been relatively stable since 2010.
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Over a third of looked
after children are aged
between 10 and 15
years old

The age profile of children looked after at 31 March has been relatively
stable since 2010. The largest age group is 10 to 15 year olds, which
made up 37% of looked after children at 31 March 2014. There has been
a slight increase in the percentage of 5 to 9 year olds, from 17% in 2010,
to 20% in 2014. These trends are in line with the age breakdown of all
children.

3 in 4 looked after
children are White
British

The majority of children looked after at 31 March 2014 (74%) are from a
White British background, the same proportion as the general population
of all children. The ethnic breakdown for children looked after has varied
little since 2010.

LOOKED AFTER CHILDREN IN WAKEFIELD DISTRICT
The number of Looked After Children in Wakefield mirrors national trends; figures have not
yet been published for the year ending 31st March 2015
Statistics for Wakefield identify that:
 The largest group of looked after children are in the age group 10‐15 years (37%),
followed by age group 5 ‐9 years (25.7%)
 Infants (under the age of 1 year) who are looked after account for 10% of the total
 There were 6 children on remand in secure placement
 There were 66 children in Wakefield care homes ( in‐house and private)
 All looked after children who were placed for adoption were under 10 years of age
 The number of children looked after by Wakefield who were placed outside local
authority area totalled 174.
There were 348 children in young people in the annual cohort (comprised of children who
have been continuously looked after for 1 year or more) for the year ended 31st March 2015:
Fig: 1 Age Distribution of Looked after Children in Wakefield 2014 (Information obtained
from Wakefield Metropolitan District Council)
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Looked After Children Annual Cohort
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Commissioning Arrangements

 Statutory guidance sets out responsibility for commissioning health care for looked after
children and young people up to the age of 18 (Statutory Guidance on Promoting the
Health and Well Being of Looked after Children, Department of Health, March
2015)
The originating Clinical Commissioning Group remains the responsible commissioner even
when a child is placed outside the local authority boundary.
Non‐mandatory tariffs have been introduced by many health providers for out of area health
assessments. Both of these changes could have an impact on future commissioning
arrangements for looked after children’s health services.
“Outcomes and efficiency: Commissioning for looked after children health services” was
published in October 2010 to support commissioners in securing services that are efficient
and effective. This document is structured around six statutory commissioning standards for
looked after children.
Over the past year the following have presented particular challenges to the LAC Health
Team:
 Capacity within the looked after children health team
 Ability to identify common health needs of looked after children to inform provision
and procurement of services and taking into consideration of looked after children in
provision of services

Provider Arrangements
NHS Wakefield CCG commission Mid Yorkshire Hospitals NHS Trust (MYHT) to provide health
services for looked after children via joint commissioning arrangements. South West
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Yorkshire Partnership Foundation Trust provides Child and Adolescent Mental Health
Services for looked after children.
The MYHT 0‐19 Service provides specialist and universal health services for looked after
children and young people living in Wakefield who are looked after by Wakefield Local
Authority. Children who reside outside the Wakefield boundary but who are looked after by
Wakefield Local Authority either have services provided or co‐ordinated by the Specialist
Nurse Advisors ‐ LAC dependent on their location. Universal Service undertake health
assessments and provide health services for children looked after by other authorities
placed within the Wakefield boundary; charges are made for this by MYHT service under the
Standard Charging Tariff.
Medical input into the needs of looked after children are provided by the MYHT Community
Paediatric Team; this includes Initial Health Assessments and the provision of a number of
services to which looked after children and young people can be referred to, e.g disability
clinics, Attention Deficit Hyperactivity Disorder (ADHD) and Autistic Spectrum Disorder (ASD)
assessments. If specific health problems are identified during the health assessments
children are referred to the appropriate specialists or followed up in community paediatric
clinics.

Structure of the Looked after Children Health Team
Mid Yorkshire Hospitals NHS Trust Looked after health team consists of:‐







1 Designated Doctor for Looked After Children
Community Paediatricians – sessions dependent on demand
1 Lead Nurse for Looked After Children (full time)
2.93 whole time equivalent Specialist Nurse Advisors for Looked After Children
1 Secretary for the Looked After Children’s Health Team (full time)
1 Secretary Team Leader for adoption and looked after children (full time)

During the year covered by this report there has been pressure within the team due to long
term sickness and maternity leave. This has been addressed through the appointment of an
additional Specialist Nurse Advisor – Looked after Children in June 2014.
The appointment of a new secretary to the team, whose role it is to co‐ordinate pre‐
adoption medicals and provide additional secretarial support to the looked after children’s
team, has had a positive effect on the functioning of the team and the strengthening of
administrative processes.
The Trust appointed a new Designated Doctor for Looked after Children in September 2014
after encountering challenges in recruiting to the post since the departure of the previous
post holder.
The NHS Wakefield CCG Head of Safeguarding fulfils the role of designated nurse for Looked
after Children and supports the looked after children health team by acting as a link
between commissioners and provider services and Wakefield District Safeguarding Children
Board as well as the local authority.
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Function of the Looked after Children Health Team
The role of the Looked after Children’s (LAC) Health Team is to provide the link between
Family Services, health and other professionals so that looked after children receive high
quality health care provision. This will include health assessments, interventions and health
promotion.
The LAC Health Team:
 Initiates and coordinates Initial and Review Health Assessments
 Operate an Initial Assessment Clinic conducted by a Community Paediatrician
 Provide training and support for practitioners to complete health assessments and
implement recommendations for follow up interventions
 Determine the quality of all health assessments undertaken using a national quality
assurance tool
 Contribute to children’s looked after reviews
 Offer health advice and support to children, young people, carers, residential staff,
social workers and the leaving care team
 Undertake individual or group health promotion to promote healthy, safer lifestyles
and minimise more risky behaviours
 Register young people for “C card” and provide condoms
 Contribute health expertise to panels such as Fostering and Adoption Panel,
Complex Care and Corporate Parenting Panel
 Undertake pre‐adoption medicals
 Receive three monthly group safeguarding supervision facilitated by a MYHT Named
Nurse for Safeguarding Children in line with MYHT Safeguarding Supervision policy
The Specialist Nurse Advisors – LAC undertake review health assessments and ongoing
interventions where looked after children fulfil specific criteria including:







Young people in residential care
Young people aged 16 – 19yrs
Children or young people referred by a Social Worker to Specialist
Nurses
Children or young people not engaged in education
Children or young people who are not accessing universal services
Children looked after by Wakefield who resides up to a 50 mile radius
outside the Wakefield boundary.

The Role of Universal Services
Universal services offer the Healthy Child Programme to all children and young people
including those who are looked after. School nurses and health visitors will undertake
review health assessments which may identify the need for interventions and services
beyond the universal provision of the Healthy Child Programme. In these instances, the
school nurse or health visitor will plan and deliver interventions or refer to other appropriate
services to meet identified health needs.
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Prior to undertaking health assessments for looked after children, all staff must attend the
following training which is delivered by the Specialist Nurse Advisors – LAC “Looked After
Children: British Association for Adoption and Fostering (BAAF) Health Assessment Training”.
This training is an essential requirement for any qualified nurse who will have responsibility
for undertaking LAC health assessments; training is a ‘once only’ during employment with
the Trust, however updates will be provided to any member of staff who feels that they
need it or in the event of any changes to statutory guidance or legislation.
Research shows that access to highly skilled and knowledgeable health practitioners
improves health outcomes. All training therefore is aligned to the competences for health
staff working with looked after children (RCN, RCPCH, 2012).
Health practitioners in universal services and the LAC Health Team liaise and work together
to ensure the health needs of all looked after children are met and that there is robust case
management and oversight. This is facilitated through effective communication both face to
face and written and utilisation of a (shared) electronic patient record.
The Role of Youth Offending Service
The Specialist Nurse – Youth Offending Service offers a dedicated health service to children
and young people who are involved with youth justice services. The Specialist Nurse – Youth
Offending Service works very closely with the looked after children health team to ensure
that this very vulnerable and disadvantaged group of children and young people receive
routine health surveillance and assessment, immunisations and health promotion as well as
more specific intervention to meet identified health needs.
Local Partnerships and Forums to Support Health of LAC
Children in Care Council
The looked after children health team have a well‐established relationship with the
Participation Worker for children in care council. A member of the looked after children
health team will, on request, attend meetings of the Children in Care Council (CiC) to hear
the views, comments and suggestions for strengthening the role of the looked after children
health team to better meet the needs of this vulnerable client group. The Specialist Nurse
Advisors – Looked after Children have attended the ‘Participation and Voices’ training
provided by the CiC.
Corporate Parenting Boards
The corporate parenting role is defined within Statutory Guidance for Promoting Health
(DCSF: 2009):
…As the corporate parent of children in care, the State has a special responsibility for their
wellbeing. Like any good parent, it should put its own children first. That means being a
powerful advocate for them to receive the best of everything and helping children to make a
success of their lives’.
The Lead Nurse for Looked after Children is a member of the Corporate Parenting Panel.
Quantitative and qualitative health data is presented at the panel, and is direct consultation
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and feedback from looked after children, foster carers, partners and elected councillors.
This is a quarterly meeting.

Complex Care Panel
This panel determines quality, suitability of, and joint funding for specialist services and/or
placements for children with complex and multiple needs (whether LAC or not). The complex
care panel is chaired by the Service Director for Inclusion (WMDC), with representation from
the local authority, NHS Wakefield CCG and education. The Head of Safeguarding is a
member of the Complex Care Panel.
Yorkshire and Humber BAAF meetings
The Designated Doctor and Lead Nurse – Looked after Children regularly attend this regional
networking meeting of looked after children health professionals. This is an opportunity to
share good practice and also to learn from the good practice of colleagues in other areas.
Information gained at the meetings will be fed back to the LAC Health Team and managers in
MYHT.

Health Assessments
Consent
Consent is a vital part of the health assessment process. For any health intervention
including health assessment, valid written consent is required. Depending on the type of
Care Order the child/young person is subject to, consent may be required from an adult with
parental responsibility, or the social work team manager. The consent form also holds
essential information relating to the child that enables the health professional to access
health information, provide information on their social background and family history and to
understand the context of why the child is in the care system. Historical arrangements for
gaining consent have posed significant challenges to the LAC Health Team in respect of
meeting statutory timescales for completion of Initial Health Assessments, this was
highlighted in the 2013/14 annual report. Following this, the Head of Safeguarding met with
the Interim Service Director (WMDC Children’s Services) to discuss how to improve
completion of LAC Initial Health Assessments. This resulted in immediate rectification within
WMDC of the problems with consent seeking, including the implementation of a ‘single
consent’ form, which has resulted in most initial health assessments being completed within
time scales. Audit of the non‐compliant Initial Health Assessments indicates that these are
for children and young people placed outside a ‘reasonable travelling distance’ where the
Initial Health Assessment has to be commissioned from the health provider local to the child.
Performance continues to be closely monitored so that problems can be identified and
resolved at the earliest opportunity.
Recent changes to initial health assessments


Doctors from MYHT conducted the initial health assessments until March 2015
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All the admin work and documentation is competed on the same day.
The clinics have now been moved to hospital or clinic settings with access to
SystmOne. Previously the clinics were done in children’s centres where there was no
access to electronic medical records.
The IHA forms are now completed electronically and this has resolved concerns
about legibility of handwritten notes.

In the period of the report the health team has:
 Worked closely with Head of Safeguarding, supported by colleagues in the local
authority to improve the process for gaining consent
 Introduced the ‘single consent’ form to be completed at the time of receiving the
child into care along with placement information – this covers all assessments during
the period of time in care
 Changed administrative process to ensure minimal delay in receiving paperwork
 Changed processes for booking appointments for initial health assessments
 Set up a data base to collect information relating to the timeliness of initial health
assessments to facilitate easier reporting of performance to managers and
commissioners
The changes detailed above have contributed to a significant increase in the number of
initial health assessments being undertaken within the 28 day statutory timescale: from 0%
to 55% in the first month following the changes and 91% in the second. Performance will
need to be closely monitored to ensure these improvements are maintained.
Health Assessments – Initials and Reviews
Statutory guidance provides a framework by which to assess and meet the health needs of
looked after children. In line with this guidance the MYHT LAC Health Team carries out an
initial health assessment on all children/young people coming into care. From this
assessment a health plan is formulated to inform the child, parent, carer, agency and
Independent Reviewing Officer of the health needs of the child and the interventions
required to meet these needs. It also identifies the person who will be responsible for
delivering the interventions to meet the identified needs and the timescales in which these
will be achieved.
In MYHT, the initial health assessments were carried out jointly by a paediatrician and a
Specialist Nurse Advisor – Looked after Children. The clinics were held in children’s centres
in Wakefield and Hemsworth on a weekly basis. From September 2014, initial health clinics
were moved into health centres in Ossett and South Kirby. It is thought that whilst the
children’s centres are a suitable venue and environment for the under‐fives, they are less so
for older children and young people attending for initial health assessments. The venues at
Ossett Health Village and Church View Health Centre in South Kirby are easy to access and
provide ample car parking and child friendly facilities. In addition to this, the doctor and
nurse have the use of appropriately equipped clinic rooms and computers which will allow
access to the child/young person’s electronic record as well as facilitating timely completion
of records and documentation following the clinic. Local Performance Measures are in place
to ensure completion of initial health assessment in 28 days of a child becoming looked
after.
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Wakefield Statistics on Initial Health Assessments
In Wakefield, initial health assessments are undertaken on a weekly basis and there are four
appointment slots per clinic. As outlined in a previous section, the clinics moved to new
venues in September 2014.
 There were 52 clinics planned in the year covered by this report; the clinics were
appropriately staffed
 Two clinics were cancelled due to the required documentation/consent not being
available so 50 clinics were conducted.
 There were 166 children seen in the clinics representing an 80% use of available
capacity
From June 2014, since the new process was started, 19 children did not have their IHA
within time scales:
 4 children the consent was not received on time;
 For 4 children their child protection conference dates coincided with the IHA
appointments;
 3 children were placed out of area before their initial examination;
 4 children did not attend appointments – one child was in hospital and another did
not turn up due to confusion about their venue for the appointment. One child was
in court on the date of medical and another was on holiday. One appointment was
not completed on time as there was an issue with clinic capacity.
Data relating to initial health assessments show that, in the period ending 31st March 2015
there were:
 200 notifications of children being received into care
 One assessment is outstanding due to refusal on the part of the young person
 161 initial health assessments were completed on time (80.5%)
With the current practise of obtaining single consent and weekly initial health assessment
clinics, these issues have largely improved. Since the last report, additional administrative
resource has been identified providing for year round administrative support

Wakefield Statistics on Review Health Assessments
Analysis of data for review health assessments identifies that the LAC Health Team need to
increase the timely completion of review health assessments. The main barrier to achieving
this has been the need to increase capacity within both universal services and the looked
after children health team; this problem has been addressed through recruitment of an
additional Specialist Nurse Advisor – Looked After Children and the increase in Health
Visitors as a result of the Health Visitor Implementation Plan.
Receipt of consent for review health assessments has also impacted on completion; this has
been negated through the use of the single consent for all children received into care from
January 2014. For children in care prior to this date, consent will still be needed for review
health assessments; the single consent form can also be used for these children and work is
ongoing with local authority colleagues to embed this into practice.
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Quality Assurance of Health Assessments
In Wakefield all health assessments are quality assured by the Specialist Nurse Advisors –
Looked after Children; the purpose of this being to:
 Ensure that looked after children receive a robust and accurate assessment of their
health needs, with planned interventions to meet these needs
 Provide feedback to individual practitioners to improve the quality of health
assessments
 Identify training and development needs
 Data collection for Commissioning Services
Review of completed Quality Assurance forms highlights that the main issues impacting on
the quality of health assessments are access to background information at health
assessments, and lack of a clearly typed health plan. The issue of having a typed health plan
and recommendations for the child/young person has been addressed through scanning the
BAAF documentation onto their electronic record allowing it to be completed as a word
document. The move to centres with access to electronic computer records has facilitated
this. All information on the forms is now typed.
Wakefield Statistics on Annual Cohort Returns
All local authorities have to report on the numbers of looked after children health
assessments completed within a financial year in accordance with Department of Health
requirements. These figures include all children who were in care for a year or more from
the 1st April to 31st March; this group is known as the annual cohort. In addition to reporting
on the number of health assessments completed the local authority provides data on
immunisation uptake and dental registration.
Analysis of the data shows that the health team have made year on year improvement in
improving dental health of looked after children and health assessments. There has also
been improvement in uptake of immunisations, although there is a need to focus on this
area. The plan will also seek to update clinical practise to take account of developments
service wide and electronic record keeping, individual caseloads for each of the Specialist
Nurse Advisors – LAC will also be reinstated to ensure equity of workload between full and
part time team members as well as facilitating case and caseload management and
oversight. Review of data for the year 2014‐2015 shows that 337 children (96.5%) had their
dental checks completed.
Mental Health of Looked after Children
It is recognised that looked after children are more vulnerable to mental health and
emotional difficulties. The tool used for screening for mental health problems is the
‘Strength and Difficulty Questionnaire’; the responsibility for completing this questionnaire
lies with the social worker. Analysis of completed questionnaires is undertaken by the
CAMHS Well Being Team.
It is recognised that:
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Proactive questions need to be asked about mental health during health assessment
Comprehensive information is crucial in identifying and tackling health problems
Strengthening training on mental health issues for practitioners
There needs to be better returns on SDQ
SDQ and outcomes of action should be made available at initial health assessments

The Specialist Nurse Advisors – LAC, School Nurses and Health Visitors are ideally placed to
ask the child/young person questions relating to their emotional health and wellbeing when
undertaking health assessments or during contacts for other reasons. Since responsibility
for completion and analysis of the SDQ lies outside the LAC Health Team, ensuring that they
are available at the time of the health assessment presents a greater challenge. However,
with good inter agency working and collaboration it should be possible to improve this.
During the coming year, this will form part of the action plan devised to improve the service
and care provided to Looked after Children and Young People in Wakefield.
High risk behaviour among Wakefield Looked after Children
We do not have data on children who smoke.
We do not have data on teenage pregnancy in this population.
We do not have data on obesity rates in looked after children.
Whilst questions relating to these health issues are routinely asked and recorded during
health assessments, they are not currently recorded in a way that allows for quantitative
reporting. As part of the ongoing work within the 0‐19 service to optimise SystmOne, there
are plans to facilitate recording of pertinent health problems and behaviours in the Universal
Needs Assessment (UNA) which provides the framework for completion of a comprehensive
health assessment; this will be done via existing Read Codes and ‘check boxes’ and will make
reporting much easier and more accurate.
Leaving Care
Children leaving the care of the local authority have a health assessment at 16 (and at 18 if
they had remained in care during that period). This includes a summary of health
information from birth to present day including birth history and family history. A ‘Leaving
Care Health Summary’ has been devised to capture this information in consultation with
Children in Care Council.
This has been in use for over a year and the LAC Health Team are now in discussion with
local authority colleagues regarding the best way to audit whether the new document is
more user friendly and meets the needs of the children and young people receiving it.
As of the 31st March 2015, 79 young people were registered as leaving care.
Fostering
Of the children looked after in Wakefield 81% are in foster care as opposed to other
placements, e.g. residential homes or specialist placements. Of prime importance to the
care of these children is stability in placement, with minimal disruption/moves. To
contribute to this process the Specialist Nurse Advisors provide input into Fostering Panels,
which deal with foster carer applications, and makes a decision of their suitability. They are

20

permanent, independent members of the panel, who scrutinise the prospective foster carer
applications, and make recommendations about their approval to the panel decision maker.
Additionally, the Designated Doctor – LAC scrutinises the information relating to the health
of prospective foster carers provided by their General Practitioners and makes
recommendations about adult health to foster panels.
The statistics for 2014/15 include:
 Total number of Fostering Panels: 20
 Number of foster carers approved: 38
 Number of foster carers deregistered: 33

Adoption
The area of adoption has seen many changes in recent years; the local authority is supported
in the adoption process from health perspective by the Designated Doctor ‐ LAC. The
Designated Doctor ‐ LAC is commissioned by WMDC for this element of his work, it is not
undertaken as part of the looked after children health team in Wakefield. This section has
been included in the annual report as adoption is integral to looked after children. The
Specialist Nurse Advisors – LAC would retain oversight of the case until the adoption of the
child/young person is formalised whereupon responsibility would pass to the Health Visitor
or School Nurse:

 Adoption is a route for permanency for many children who are looked after
 Children on placement order are still considered to be looked after
 They have similar needs to other looked after children and support should be
continued following adoption.
The Designated Doctor ‐ LAC supports the adoption process for the local authority. They
assess the health of children identified for adoption; this is undertaken through dedicated
pre‐adoption clinics. They also assess the health, and review the medical reports of
prospective adopters and provide expert medical advice to adoption panel at all stages in
the process i.e. approval of children and adults and matching of children to adopters. The
medical advisor is a permanent, voting member of the adoption panel; there are two
sessions per week allocated to undertake this work.
In the past there has been a duplication of work, children seen for initial health assessment
were given appointments for a pre‐adoption medical often within a very short period. In
order to avoid duplication of work, it has been decided that children less than 1 year old will
need a pre‐adoption medical only if they had their initial health assessment more than 6
months ago, and for children older than 1 year a pre‐adoption medical will only be done if
the initial health assessment was more than a 1 year ago. In some cases particularly for
children with complex medical history, a review medical is done after discussion with the
medical adviser in order to provide up to date medical information to the adoption panel.
It is felt that, for the benefit of the child, work relating to adoption should be undertaken by
an integrated team that also undertakes work relating to looked after children. To facilitate
this, the administrative provision within the team has been increased by one whole time
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equivalent secretary who will support the work relating to the adoption process, scheduling
of initial health assessments and provide leadership and management to the looked after
children secretary.

Data on adoption for Wakefield Metropolitan District Council








16 adoption panels held (from 1.4.14 to 31.3.15)
17 Agency Decision Maker (ADM) meetings held
51 children discussed at ADM and agreed a plan of adoption
47 children matched at adoption panel
89 enquiries received from people interested in adopting
18 households approved as prospective adopters
0 disruptions
Teaching and Training

The looked after children health team have an ongoing training programme in place which
includes:
 Healthy Care Training – aimed at foster carers, residential staff, leaving care
workers.
 BAAF Assessment – aimed at Health Visitors, School Nurses and others undertaking
health assessments.
 Meeting the Health Needs of Vulnerable Children & Young People – aimed at all staff
who come into contact with children & young people.
 Child Development and Health – aimed at prospective adopters.
Once the Health Visitor Implementation plan has been completed, training will be offered on
a bi‐annual basis unless additional demand is identified.
The looked after children health team has also delivered additional training packages when
specific needs have been identified. These include:
 Autism & ADHD Workshop – aimed at social workers, residential staff and foster
carers.
 Bespoke Training Packages – aimed at all staff irrespective of discipline upon
request.
 Looked After Children – Mid Yorkshire paediatric teaching session
Feedback from foster carers training indicated good value of teaching and high scores on
satisfaction with the training (4.5/5) with requests to increase time for training. There has
been good attendance at these sessions.

Audit
An audit was done mainly about the initial health assessment for looked after children. This
was done in June 2014. This was done by Dr Ganjam, associate specialist. The summary is
given below.
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Conclusions
• Red Books available in only 10/35 initial examination for looked after children
(there was no record of source of information on 15 IHA forms)
• Antenatal and birth history well documented but not in 100%
• We did very poorly with documentation of antenatal history – below 50%.

NICE guidance suggests
• All looked after children should have the Red Book until age 18
• Early health information should be documented in all children being looked after
Recommendations
Social worker‐
• Every effort should be made by Social worker to complete the forms at first point
of contact with family
• Family members to attend the initial examination for looked after children and if
not attending to make sure written information is passed on to the looked after
children team.
• To make sure the red book follows child.
• To make sure all paper work reaches well before time including consents to
LAC health team.
• To set up a default letter where requests are sent to GP and other relevant
professionals for information once the parental consent is received.
• Professionals to make sure all paper work is available and information well
documented before the IHA.
• Should work closely with Social workers to increase awareness of information
required for health assessments.
Clinicians ‐
• To make sure to mention the sources of information in Part C of IHA form.
• If maternal and birth details not available from social worker health team should
request this information from the hospital lead midwife where child was born.
Following change of venues for initial health assessment we are able to get more
information about the child’s birth history. Recent feedback from doctors at the initial health
assessment also suggests that the Redbook is mostly available at the medicals.

Strategy for Looked After Children
Over the last year the LAC Health Team has continued to focus on improving the quality of
health assessments for looked after children and completion of assessments within statutory
time limits. Some challenges persist however work is ongoing with local authority and
Universal Service colleagues to improve this.
The quality of heath assessments is being monitored by using the quality assurance tool and
obtaining feedback from practitioners. We have continued to focus on maintaining and
improving partnership with other agencies such as the local authority, Universal service
colleagues, acute medical services, Child and Adolescent Mental Health Services, education
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services. We now have monthly meetings attended by members of the looked after children
team, local authority and CAMHS. With amalgamation of community services with the acute
trust and co‐location of the community paediatricians in Pinderfields hospital there is better
co‐operation with the acute services. The community paediatric team have access to
electronic health records from the acute trust.
A Child and Adolescent Mental Service well‐being team is now collocated in the same
building as the looked after children health team and local authority colleagues. These
relationships need to be developed and strengthened to ensure the needs of looked after
children are met; this will in turn facilitate best outcomes for a vulnerable group of children
and young people.
We have now successfully moved over to electronic record keeping. This has been helped by
moving the venue of initial health assessment to clinics with access to SystmOne and the
provision of Tough Books for the practitioners. We are focusing on further optimization of
SystmOne to enable capture of further health data as well as data about effectiveness of
delivery of services. We are looking to capture data about life style issues in looked after
children such as alcohol and substance misuse, obesity as well as emotional and behavioural
issues in looked after children. We have been working closely with IT professionals to
optimise SystmOne to capture the data and for easy retrieval of the data for audit purpose.
There is a need to maintain the impetus around the quality of the health assessments this
will be achieved by continued quality assurance of assessments along with feedback to
practitioners and ongoing support and training. We are auditing the quality of information
available at initial health assessments. We have put in place process to ensure actions on
health plan are followed through.
Following the increase in the administrative provision to the team and the increase in
Specialist Nurse Advisor – Looked After Children hours to cover maternity leave, work needs
to be undertaken to develop streamlined processes to support children from coming into
care until permanency is achieved through adoption for those children who do not return to
their birth family.
Recommendations
1. MYHT should support improvements to electronic records to enable accurate
capture of data;
2. The Looked after Children Health Team should continue to audit the quality of
Health Assessments undertaken. The audit report should be presented the Local
Safeguarding Children Board Audit Sub‐committee.
Board Members are asked to
 Acknowledge and endorse the contents of the report
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The formal record of the Declarations of interest for members of NHS Wakefield CCG as at 18 May 2015
was presented and revised arrangements for managing conflicts of interest noted
Annual Report 2014/15 was approved
Amendments and queries to the Accounts, Remuneration Report and Chief Finance Commentary raised at
the Audit Committee on 14 May 2015 were presented with details of the action taken.
Chief Finance Officer Commentary was approved
Remuneration Report was approved
Approved Annual Governance Statement
Approved Annual Accounts 2014/15
Approved Statement of the Chief Officer’s Responsibilities as the Accountable Officer of NHS Wakefield
CCG and Assurance Statement that the 2014/15 Accounts Template is representative of the Published
Audited Accounts
ISA 260 Report from the External Auditors provides a summary of the work carried out by the External Audit
The Committee approved the content of the Management Letter of Representation this letter is required to
be signed by the Chief Officer of the CCG
Service Auditor Reports were presented and noted providing assurance in relation to the services and
information received by the CCG from its third party suppliers
Risk Management Annual Report 2014/15 was approved
The Committee noted the Final Head of Internal Audit Opinion and noted that the overall opinion was one
of Significant Assurance
Change to Government Banking Service – following a procurement process the RBS Group won the contract
and the CCG will use the RBS Group for all transactions, proposed date for change is October 2015
IBM have won the contract to deliver the Electronic Staff Record system and improvements are expected
with regard to access via mobile devices, integration with e‐learning platforms and better display of payslips
and other documents

Agenda item: 18a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 21 May 2015
Present:

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

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member

In Attendance:

Dr Phil Earnshaw
Jo Webster
Michelle Marsden
Andrew Pepper
Karen Parkin

CCG Chair
Chief Officer
West Yorkshire Audit Consortium
Chief Finance Officer
Associate Director Finance, Governance and
Contracting
Governance and Board Secretary
Corporate Financial Accountant
Interim Financial Projects
Communications Lead
KPMG
Minute Taker

Katherine Bryant
Eamonn May
Marie Bedford
Jayne Beecham
Linda Wild
Angela Peatfield
15/49

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting to sign off the Annual Report and
Accounts for 2014/15.

15/50

Apologies for absence
Apologies for absence were received from Nigel Bell.

15/51

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest. No declarations of
interest were expressed.

15/52

Minutes of meetings held on 30 April and 14 May 2015
The minutes of the meetings held on 30 April and 14 May 2015 were agreed as a correct
record with one amendment to the 14 May minutes; page 2, point 15/43, the last line of
the 4th bullet point from the bottom should read ‘external’ not ‘internal ‘ audit.

15/53

Action Sheets from the meetings held on 30 April and 14 May 2015
The action sheets were noted.

15/54

Declarations of interest for members of NHS Wakefield CCG
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Katherine Bryant presented this paper which provides a formal record of declared
interests for members of the NHS Wakefield CCG Governing Body, its Committees, Clinical
Advisors and Clinical Network Members as at 18 May 2015.
With regard to Clinical Network Members there has been a good response, however there
are some forms yet to be returned and an updated list will be presented to the Audit
Committee at the 30 July meeting.
Katherine confirmed that the interests for Novus Health Ltd are now consistently
recorded for either the individual or the GP Practice and it is noted whether the interest is
below or above 5% shares.
Sandra Cheseldine queried when the retired members would be removed from the list
and it was agreed that they would be removed by the next quarter return.
It was RESOLVED that:
i.

ii.

15/55

the Committee noted the declared interests of members of the NHS Wakefield CCG
Governing Body, its Committees, Clinical Advisors and Clinical Network Members as
at 18 May 2015; and
note progress with the introduction of the revised arrangements for managing
conflicts of interest at NHS Wakefield CCG.

Annual Report 2014/15
Sandra read out the following statement;
“In accordance with the Companies Act 2006 Section 418 (requirement adopted by the
Government Financial reporting Manual, but paragraphs 418(5) and 418(6) are not
applicable) each member stated that as far as he/she is aware there is no relevant audit
information of which the CCG’s auditors are unaware. And in addition, that he/she has
taken all the steps that he/she ought to have taken as a member of the Governing Body in
order to make himself aware of any relevant audit information and to establish that the
clinical commissioning group’s auditors are aware of that information”.
All Audit Committee members confirmed their agreement to the above statement.
Jayne Beecham presented the Annual Report confirming that the amendments following
the 14 May Audit Committee meeting had been made.
Members reviewed the Strategic Report section of the report and it was acknowledged
that the formatting issues would be resolved by the designers who are producing the final
report. It was highlighted that reference to Chief Finance Officer needs to be consistent
throughout the report. Also the figure on page 46 with regard to the Better Payment
Practice Code needs to be updated.
The Sustainability and Members section of the report were reviewed and no amendments
were noted.
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It was RESOLVED that:
i.

15/56

the Committee approved the Annual Report 2014/15 including the Member
Practices’ Introduction, Strategic Report, Members’ Report and the report by
the Auditors to the Members of the Clinical Commissioning Group.

Amendments and queries to the Accounts, Remuneration Report and Chief Finance
Commentary raised at Audit Committee on 14 May 2015
Marie Bedford presented a list of amendments/queries and the actions taken that were
raised at the ‘page turner’ meeting of the Audit Committee held on 14 May 2015.
A detailed discussion took place regarding note 17 ‘Related Party Transactions’ and it was
agreed to amend the reference to Novus Health Ltd at the top of the table to read “Novus
Health Ltd Shareholders of which include”
It was RESOLVED that:
i.

15/57

the Committee noted the action taken following the amendments and queries raised
to the Accounts, Remuneration Report and Chief Finance Commentary at the
Audit Committee meeting held on 14 May 2015.

Chief Finance Officer Commentary
Andrew Pepper presented this document and advised that in the second paragraph on
the first page there was a slight amendment to make. The word ‘Governing’ should be
removed when referring to Financial Reporting Advisory Body.
A comment was made with regard to the consistency of how the cost of the KPMG audit
was presented and it was agreed to show the figure with VAT in brackets.
It was RESOLVED that:
i.

15/58

the Committee approved the Chief Finance Office Commentary subject to the agreed
amendments.

Remuneration Report
It was noted that the information in this report has been presented following the CCG
Annual Reporting Guidance provided by NHS England.
A discussion took place regarding how some of the figures are presented and it was
agreed that a further discussion with Andrew Pepper would take place outside of the
meeting to better understand the background to how the figures are documented.
A query was raised regarding notice period of Senior Managers and it was agreed that an
additional sentence would be added to refer to the table in the report.
It was RESOLVED that:
i.

the Committee approved the Remuneration Report.
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15/59

Annual Governance Statement
Katherine Bryant presented this report and advised that on page 76 of the document the
first paragraph should be amended to read ‘9’ risks not ‘10’ which were identified as
critical and serious risks.
Page 85 of the report is to be amended to reflect that the Service Auditor Report has been
received.
It was RESOLVED that:
i.

15/60

the Committee approved the Annual Governance Statement

Annual Accounts 2014/15
With regard to the Annual Accounts it was highlighted that there is one more journal to
be uploaded now that the ISFE has re‐opened and the rounding of figures will take place.
Eamonn May confirmed that on the Statement of Changes in Taxpayers Equity for the
year end 31 March 2015 schedule the wording had been amended at the bottom of the
table to read “Net Recognised NHS Clinical Commissioning Group Expenditure for the
Financial Year”.
On the Statement of Comprehensive Net Expenditure for the year ended 31 March 2015
schedule a cross reference had been made to notes 2 and 3 in respect of Other operating
revenue.
Eamonn May confirmed that the accounts need to be finalised by Thursday, 28 May 2015
and authority was delegated by the Governing Body in March 2015 to Sandra Cheseldine,
Dr Phil Earnshaw and Jo Webster to approve and submit the final audited accounts,
annual report and supplementary information by the required deadline.
External Audit confirmed that they would be in a position to sign off the Independent
Audit Report to Members confirming an unqualified opinion next week.
Post meeting note – the signed Independent Audit Report to Members was received from
the External Auditors on 27 May 2015.
It was RESOLVED that:
i.

15/61

the Committee approved the Annual Accounts 2014/15

Certificates
Eamonn May presented the following certificates that Jo Webster, Chief Officer is
required to sign on behalf of the CCG:
 Statement of the Chief Officer’s Responsibilities as the Accountable Officer of NHS
Wakefield Clinical Commissioning Group
 Assurance Statement that the 2014‐15 Accounts Template is Representative of the
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Published Audited Accounts
It was noted that the documents will be reviewed to ensure consistency of name and
title.
Eamonn May asked Linda Wild whether including Internal Audit on a separate line under
point 5 – Operating expenses, was acceptable to External Audit and Linda confirmed that
it was.
Eamonn May confirmed that the accounts and template are checked line by line before
submission.
It was RESOLVED that:
i.
ii.

15/62

the Committee approved the Statement of the Chief Officer’s Responsibilities as the
Accountable Officer of NHS Wakefield Clinical Commissioning Group; and
Assurance Statement that the 2014/15 Accounts Template is representative of the
Published Audited Accounts.

ISA 260 Report
Linda Wild presented this report which provides a summary of the work External Audit
have carried out and summarises the key issues identified during the audit of the financial
statements. Linda commented that External Audit had not requested any specific
management representations from the CCG and only minor presentational changes to the
accounts had been identified.
Linda advised that an unqualified audit opinion had been given and thanked the Finance
Team for providing good working papers to enable the audit to run smoothly.
Sandra Cheseldine expressed her thanks and said ‘well done’ to the Finance Team for all
their hard work on meeting the deadlines. Sandra also expressed her thanks to the
External Audit Team.
Karen Parkin commented that the Finance Team and External Audit colleagues had
worked well together and were grateful for the good communication between the teams
which ensured no duplication of work.
Jo Webster agreed that it was a credit to all that the process had run smoothly.
It was RESOLVED that:
i.

15/63

the Committee considered and noted the content of the ISA260 Report

Management Letter of Representation
The Management Letter of Representation was presented noting that this letter is
required to be signed by Jo Webster as Chief Officer of the CCG.
It was RESOLVED that:
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i.
15/64

the Committee approved the content of the Management Letter of Representation

Service Auditor Report
Eamonn May presented this paper providing assurance to the Committee in relation to
the services and information received by NHS Wakefield CCG from its third party
suppliers, Shared Business Services (SBS), Yorkshire and Humberside Commissioning
Support (YHCS) and NHS Business Services Authority (NHSBSA). It was noted:
 SBS received an unqualified opinion from their auditors in respect of all 24 control
objectives tested
 YHCS received an ISA 3402 report from Deloittes. The CCG were however advised
earlier in the year that the audit undertaken by Deloittes in respect of YHCS would be
reduced significantly to cover only financial areas. West Yorkshire Audit Consortium
was therefore commissioned jointly by the West Yorkshire CCGs to undertake a piece
of work in relation to Business Intelligence, Continuing Health Care and IT. The report
received gave a significant level of assurance in all three areas. The CCG’s external
auditors confirmed they were satisfied that no further work around YHCS controls was
required;
 NHSBSA received an unqualified opinion from their auditors, PricewaterhouseCoopers.
Eamonn advised that full reports are available if any Audit Committee member would like
to receive a copy please could they contact Eamonn (eamonn.may@wakefieldccg.nhs.uk).
It was suggested that relevant information could be added to Skyline.
It was RESOLVED that:
i.

15/65

the Committee noted the Service Auditor Reports

Risk Management Annual Report 2014/15
Katherine Bryant presented this report and commented that it is the intention to present
this report earlier to the Audit Committee next year.
The issue of the number of slips, trips and falls incidents at MYHT was highlighted and it
was noted that the Quality team are looking into this issue to identify any learning.
It was RESOLVED that:
i.

15/66

the Committee approved the Risk Management Annual Report 2014/15

Final Head of Internal Audit Opinion
Michelle Marsden presented this report confirming that the overall opinion is one of
Significant Assurance.
Michelle confirmed that there had been one limited assurance report during 2014/15 in
relation to Provider Management – Yorkshire and Humber Commissioning Support
Contracts. Recommendations were made for the CCG to consider following responsibility
for the transfer of this function to the CCG.
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Sandra Cheseldine acknowledged the good working relationship between the CCG and
Internal Audit. Sandra advised that this would be the last meeting Michelle would attend
before she left Internal Audit to start her role in another organisation and thanked
Michelle for all her hard work and wished her good luck in her new role.
It was RESOLVED that:
i.
15/67

the Committee noted the Final Head of Internal Audit Opinion

Change to Government Banking Service
Andrew Pepper presented this paper advising that currently the CCG has two bank
accounts which are administered by the Government Banking Service, CITI bank and
NatWest (referred to as RBS Group). A procurement process was started three years ago
and the RBS Group have won the contract, as a result the CCG will use RBS Group for all
transactions. Further instructions are awaited from the Government Banking Service but
the proposed date for the change is October 2015.
It was RESOLVED that:
i)

15/68

the Committee note the contents of this report and the processes outlined.

IBM take over of McKesson ESR Contract
Andrew Pepper presented this paper which advises that Mckesson won the initial 10 year
contract to supply Electronic Staff Record for the Department of Health. However, in
2013 Mckesson puts its international Operations Group, including Mckesson UK up for
sale and announced it would not be bidding for the latest ESR services contract.
The Department of Health went out to tender and IBM won the contract and will now be
expected to deliver improvements that include access via mobile devices, integration with
e‐learning platforms and better display of payslips and other documents.
Andrew confirmed that the CCG have registered for IBM BACS to commence from the 1
June 2015.
It was RESOLVED that:
i)

15/69

the Committee note the contents of this report and the processes outlined.

Any other business
None

15/70

Date and time of next meeting
Thursday, 30 July 2015, 9.30 to 11.30 am, Seminar Room, White Rose House.
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Integrated Governance Committee: presentation of
minutes and items for approval by Governing Body

Purpose (this
paper is for):
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Assurance
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Public
Private
N/A

18b

Information

Rhod Mitchell – Lay Member
18 June and 16 July 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 18 June and 16 July 2015.
Executive Summary:
18 June 2015
 Month 2 Finance Report in new format. CCG showing a breakeven position to date and at year end. This
includes achievement of the required surplus of £5,935k. All key performance targets are green with the
exception of QIPP year to date delivery
 Contract Governance and Assurance Update – as at 11 June 2015 61 of the CCGs 118 contracts have been
signed by both parties. Activity and finance has been agreed on approximately 15 contracts and the host
CCG is progressing signature with the Provider
 YHCS Lead Provider Framework update – all business cases have been submitted to NHS England for in‐
housing or share proposals and NHS England have given a commitment to advise of a decision by the end of
June.
 Presentation – MYHT Planned Care Risk Management Schemes
 Integrated Quality and Performance Report –
o A&E performance at MYHT has not met the required standard for Month and Year to Date position
o Yorkshire Ambulance Service Cat A (Red 1) and Cat A (Red 2) 8 minute response times have failed to
meet the operational standard
o Admitted and Non Admitted Referral to Treatment standards failed to achieve but are on line with
plans for delivery for Q2 onwards
 2014/15 – End of Year Performance Summary – exception reports included. Where there are areas of
improvement required in non‐compliance of the required standard the CCG commissioners are continuing
to work with local providers
 Infection Prevention Update – report includes actions from Post Infection Reviews and the HCAI
Improvement Plan for 2015/16
 Reimbursement, Reward and Recognition Policy – policy adopted by the CCG
 Equality and Diversity Update – 5 year Network Health Improvement Plans have been developed. New
Workforce Race Quality Standard to be embedded within the NHS Contract from 2015/16
16 July 2015
 Presentation – Hip Fracture Pathway
 Committee advised of the development of a Primary Care Dashboard which will focus on quality and quality
improvements. The dashboard will consider patient experience and what primary care can influence.
 The monthly Integrated Quality and Performance Report highlighting:
o Clostridium difficile infection targets remain a challenge
o Work is ongoing to improve the performance against the 62 day cancer target
o The complete 18 week Referral to Treatment target has been removed from this report following












recent guidance received, a performance summit is taking place at the end of the month
o Work is taking place across the health system to improve the discharge of patients from MYHT
The Nurse Re‐validation process is to be more formalised and evidence based with effect from 1 April 2016.
A request has been made to practices to support nursing staff through this process and enable them to
undertake ongoing personal and professional development
The YHCS business cases were submitted on 30 June 2015 with the exception of transformation which was
delayed due to reconciliation of staff within the service
Briefing regarding PREVENT which will form part of the induction programme for new starters. Assurance
was requested that all contracts in place have been reviewed in line with the prevent requirements
Finance Report Month 3 – overall position is break‐even, there has been £8m QIPP savings with £1m of this
as non recurrent.
Anti‐Fraud, Bribery and Corruption policy was approved
Information Governance Workplan ‐ CCG agreed to sign up to the principles of the Information
Commissioner Office’s promise with a request to add an additional principle regarding sharing patient
information when in the patient’s best interest
Freedom of Information – update including confirmation that any Parliamentary Hub questions received by
the CCG are now included in the report
IG Siro Report ‐ updating members of current information governances issues
Contract, Governance and Assurance update – detailed contracts awarded, varied and notices served. The
list of all contracts will be published on skyline from September 2015
Annual Report 2014/15 for YHCS Research Service – six new studies granted. 55% of member practices are
participating in research

Agenda item: 18b(i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 18 June 2015
Present:

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

Lay Member
Lay Member
Nominated Clinical Member
Nominated Clinical Member
Nominated Clinical Member
Chief Officer
Chief Finance Officer

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance, Governance
& Contracting
Associate Director of Service Delivery and
Quality (deputising for Jo Pollard)
Contracts and Performance Manager (items
15/147, 15/150 & 15/151)
Director of Strategy and Organisational
Design (item 15/149)
Senior Associate for Transformation – YHCS
(item 15/149)
Head of Quality and Engagement (items
15/150, 15/153 & 15/154)
Head of Health Protection (15/152)
Infection Prevention and Control
Practitioner (item 15/152)
Minute taker

Michele Ezro
Stuart Dryden
Pat Keane
Gary Crellin
Laura Elliott
Jane O’Donnell
Beverley Claughton
Angela Peatfield
15/141

Apologies for Absence
Apologies for absence were received from Sharon Fox, Jo Pollard and Katherine Bryant.

15/142

Declarations of Interest
No declarations were made.

15/143

Minutes of the Meeting held on 21 May 2015
The minutes of the meeting held on 21 May 2015 were approved as an accurate
record.

15/144

Action Sheet from the Meeting held on 21 May 2015
All actions were noted.

15/145

Matters Arising
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There were no matters arising.
15/146

Finance Report Month 2
Liz Goodson presented this paper providing a year to date position as at 31 May 2015.
It was noted that 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.
Liz highlighted the following from the key focus areas detailed in the report:



As part of the review of Non recurrent resources, Clinical Cabinet are to review the
overall priorities and controls.
Primary Care Co‐commissioning expenditure has been provided by NHS England
for month 2 currently showing a £35k overspend. Discussions are continuing with
NHS England to understand the granular detail and regular reports and practice
level information has been requested.

A full discussion took place and Dr Phil Earnshaw queried whether the breakeven
position reported is before or after QIPP. Andrew Pepper confirmed that it was after
QIPP. Andrew advised that he was meeting with the Director of Finance from the Area
Team today and would be discussing the Primary Care Co‐commissioning expenditure
and the need to understand the granular detail.
Dr David Brown queried the implication of population growth, Karen Parkin confirmed
that an estimated inflation growth is included in the NHS England budget for GP
services, acknowledging that the details of list growth are confirmed at the end each
quarter and would next be available in July. The issue of funding not being sufficient
for increased list sizes and other inflationary pressures was discussed and Jo Webster
commented that this is a national issue.
Sandra Cheseldine commented on the schemes rated green for QIPP noting that not all
schemes are identified and the risks involved if schemes are not achieved. Andrew
Pepper agreed to reflect in the Finance Report next month the recurrent and non‐
recurrent QIPP schemes.
It was acknowledged that the new format of the report is good, future reports will
include reference in the dashboard to the table within the report. The current risks to
the overall financial position were discussed and noted.
It was RESOLVED that:
i)
15/147

the Committee noted the contents of the report

Contract Governance and Assurance Update
Stuart Dryden attended the meeting to present this paper advising that as of 11 June
2015, 61 of the CCGs 118 contracts have been signed by both parties. It was noted
that there are around 15 contracts where activity and finance has been agreed and the
host CCG is progressing signature with the Provider.
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Of the 10 acute contracts all are agreed with the exception of Calderdale and
Huddersfield Foundation Trust where the lead CCG and the Provider are yet to agree
the activity and finance, it was acknowledged however that this contract is minor in
value for the CCG.
Jo Webster highlighted that there is potential risk with regard to the 111 and Local
Care Direct contracts and this needs to be noted.
It was RESOLVED that:
i)
15/148

the Committee noted the Contract Governance and Assurance update

Yorkshire and Humber Commissioning Support Transition/Lead Provider Framework
Update
Karen Parkin presented this update noting that as previously advised, due to Yorkshire
& Humber Commissioning Support not meeting the requirement for the Lead Provider
Framework (LPF) the organisation ceases to be viable. All services currently provided
therefore need to transfer to a successor organisation.
All business cases have now been submitted to NHS England for any in‐housing or
share proposals and NHSE have given a commitment to advise of a decision by the end
of June.
Where the intention is to buy services they will fall into the following category;



Buy from lead provider framework – involves a mini competition and tender
process
Buy from elsewhere – allowed for smaller discrete services only and becomes the
CCG responsibility in totality

Full details of the commissioning intentions included in Appendix 1.
It was noted that NHS England are advising that the Business Intelligence and IT
service must be provided through the LPF and the timescale has been extended.
Yorkshire and Humber Commissioning Support will now exist until February 2016.
Information on stranded costs continues to emerge. The debate on stranded costs is
likely to continue throughout transition and presents an unquantified risk to the CCG.
Jo Webster noted that the Communications in‐house business case has not yet been
approved and this may be challenged with a request for this service to be provided
through the LPF. The risks associated with this decision and future costs involved
would need to be considered.
Rhod Mitchell asked what the timescale of the agreements of the provision of services
would be, Karen Parkin responded saying there will be a mixture but mostly for one
year.
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Jo Webster commented that Karen Parkin has been doing an excellent job throughout
these negotiations ensuring all appropriate arrangements are in place.
It was RESOLVED that:
i)
ii)
iii)
15/149

the Committee noted the current position, recognising that the process is
dynamic and could change;
noted and supported the CCG commissioning intentions and decisions so far; and
noted the risk on stranded costs.

Mid Yorkshire Hospitals NHS Trust Planned Care Risk Management Schemes
Pat Keane and Gary Crellin attended to give a presentation on the MYHT Planned Care
Risk Management Schemes. This work is driven by quality and efficiency and based on
the following four portfolios:





Transactional – infrastructure Mid Yorkshire and Provider development
Transformational – Referral to Treatment, Infrastructure and Provider
Development
Long term conditions and End of Life Care
Cancer and diagnostics

A full discussion took place and the following points were made:






Consider payment mechanisms that support and encourage change
Opportunity to negotiate local tariff, acknowledging that the funding is complex
Consider contractual incentive to encourage e‐consultation and telephone
consultation
Use RAIDR as a primary care tool
Consider how the relevant data can be shared through the networks

Pat Keane confirmed that all schemes will be assessed against QIPP principles to
improve quality and identify financial opportunities. The schemes will need to
demonstrate value for money and be sustainable beyond 2015/16.
It is anticipated that the primary data to improve access to relevant information will be
available for analysis from October 2015. Jo Webster commented that the patient
engagement team need to ensure that the public understand that the changes are to
improve better outcomes for patients, enable quicker diagnosis and that quality is at
the heart of the new developments. Dr Phil Earnshaw noted that the expansion of
primary care will require support from the acute services to achieve patient
satisfaction.
Michele Ezro commented that these changes are at the front end of the national
agenda following a recent NHS Confederation event she had attended where
discussions on quality driving efficiency was high on the agenda.
It was RESOLVED that:
i)

the Committee noted the presentation
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15/150

Integrated Quality and Performance Report
Laura Elliott and Stuart Dryden attended to present the Integrated Quality and
Performance Report that provides information against the CCG strategic objectives,
quality premium and details key exceptions and successes. It was agreed an updated
version of the report which included the cancer data (not available at the time) would
be sent to IGC members.
Stuart highlighted the following from the performance section of the report:




A&E performance at MYHT has not met the required standard for Month and Year
to Date position
Yorkshire Ambulance Service Cat A (Red1) and Cat A (Red 2) 8 minute response
times have failed to meet the operational standard
Admitted and Non Admitted Referral to Treatment standards failed to achieve but
are on line with plans for delivery for Q2 onwards.

Stuart advised that the 18 week target is set to change and discussions have been held
with MYHT. It was confirmed that the target will continue to be tracked until no
longer required.
Dr Phil Earnshaw queried whether a performance report for general practice has been
considered. It was noted that performance data is already being collected in respect
of general practice. Laura Elliott agreed to request the issue of developing a regular
performance report for IGC to be discussed at the next Primary Care Steering Group
meeting, noting that a report is already completed for the Network Development Unit.
It was suggested that a general practice performance report is presented at the July
Integrated Governance Committee.
Sandra Cheseldine referred to the poor staff results of the Friends and Family test and
Laura responded that the staff survey results in relation to this area showed a more
favourable result. Laura advised that work on staff development at MYHT is underway
and actions are in place.
Sandra also referred to the weekend mortality rate information in respect of the
Stroke performance indicator. Laura Elliott responded confirming that the mortality
rates are regularly discussed at the MYHT Executive Quality Board and a Stroke
Improvement Summit will be held in July 2015 to address the risks relating to the
stroke service. A discussion followed and it was acknowledged that improvements
need to be made in this area. Following a risk assessment it was acknowledged that
MYHT are not outliers in this area and are exceeding some other trusts in the work
they are undertaking with their staff.
It was RESOLVED that:

i)
ii)

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.
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15/151

2014/15 – End of Year Performance Summary
Stuart Dryden presented this End of Year Performance Summary advising that
exception reports have been included where appropriate:







MRSA
CDiff
RTT 52 week wait
Cancer 62 day to first definitive treatment
Acute turnaround time
Ambulance turnaround time

Where there are areas of improvement required in non‐compliance of the required
standard the CCG commissioners are continuing to work with local providers.
It was RESOLVED that:
i)
15/152

the Committee noted the 2014/15 End of Year Performance Summary

Infection Prevention Update
Jane O’Donnell and Beverley Claughton attended the meeting to present the Infection
Prevention and Control Report providing information on how risks related to
healthcare associated infection (HCAI) are being addressed. The actions from Post
Infection Reviews are also included in the report. Appendix 3 detailed the HCAI
Improvement Plan for 2015/16.
Jane highlighted the following from the report:




from 1 April 2014 to 31 March 2015 there have been five MRSA bacteraemia cases
in Wakefield District, it was noted that one case was assigned to Mid Yorkshire
Hospitals NHS Trust, one case to Leeds Teaching Hospitals NHS Trust, two cases
assigned to the CCG and one case re‐assigned to a third party following the
arbitration process; and
MYHT reported 33 cases of post 72 hour cases of Clostridium difficile (C.diff)
against a nationally set objective of 42 cases. Within Wakefield CCG residents
there have been 67 cases of C.diff against a national objective of 92 cases (pre and
post 72 hour cases).

It was acknowledged that the report provides assurance that the Local Authority
Infection, Prevention and Control team continue to provide a strategic oversight on
behalf of the CCG.
It was RESOLVED that:
i) the Committee noted the report and the 2015/16 Work plan
ii) agreed to receive a further update in six months; and
iii) confirmed that the information provided gives suitable assurance that the risks
identified are being mitigated against.
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15/153

Reimbursement, Reward and Recognition Policy
Laura Elliott presented this revised policy confirming that there had been no major
changes.
It was RESOLVED that:
i)

15/154

the Committee supported the proposals within the policy and adopted it on
behalf of NHS Wakefield CCG

Equality and Diversity Update
Laura Elliott presented this update highlighting the following:






the Network Development Framework networks have developed 5 year Network
Health Improvement Plans, agreeing two priorities to focus on in 2015/17. All
networks have chosen priority areas linked to addressing health inequalities or
improving access for protected equality groups.
Workforce Race Equality Standard briefing document has been produced,
disseminated and discussed with the Workforce Team and the Governing Body
and Equality and Diversity champions. The report highlights the new Workforce
Race Quality Standard that will be embedded within the NHS Contract from
2015/16 and will therefore be a mandatory requirement for all NHS providers.
With regard to provider relationships and contract monitoring a monitoring
template has been developed and it was noted that the Equality and Diversity lead
at MYHT has welcomed the opportunity to discuss further how this template can
be developed and implemented as a contract monitoring mechanism. Similar
discussions will commence with South West Yorkshire Partnership Foundation
Trust and Yorkshire Ambulance Service.

It was RESOLVED that:
i)
15/155

the Committee noted the contents of the report

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 16 April 2015
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
Held on 16 April 2015
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
13 May 2015
Quality Intelligence Group – minutes of meeting held on 14 May 2015
Mid Yorkshire System Resilience Group – minutes of meeting held on
30 April 2015

Sandra Cheseldine commented on the Hip Fracture Pathway discussed at the MYHT
Executive Quality Board meeting held on 16 April 2015. Sandra raised concerns
regarding the improvement in this area. It was noted that following the presentation
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on the Hip Fracture Pathway given at the February Integrated Governance Committee
meeting it was agreed that an update is to be presented at the July Integrated
Governance Committee. Following discussion it was noted that the presentation
should provide an update on the progress in the following areas:
 First 48 hours
 Mobilisation following procedure
 Improvements being made
15/156

Consider future topics for Deep Dive
A discussion took place and the following were identified:



15/157

999/111 West Yorkshire Urgent Care
Co‐commissioning

Any other business
None

15/158

Date and time of next meeting:
Thursday, 16 July 2015, 9.00 am to 12 noon in the Seminar Room, White Rose House.
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Amended ‘In Attendance’ section following meeting to include the
names of the MYHT staff who attended with Paul Cunningham for item
15/174)

Agenda item: 18b(ii)

NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 16 July 2015
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr Phil Earnshaw
Sharon Fox
Jo Webster
Jo Pollard

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

In Attendance:

Karen Parkin

Associate Director of Finance, Governance
& Contracting
Governance and Board Secretary
MYHT Patient Services Manager (item
15/174)
MYHT Consultant (item 15/174)

Katherine Bryant
Paul Cunningham
Dr Helen Slater
Kim Collins
Suzanne Brassett
Dr Greg Connor
Laura Elliott

MYHT Ward Manager (item 15/174)
MYHT Nurse (item 15/174)
Executive Clinical Advisor (item 15/175)
Head of Quality and Engagement (item
15/175, 15/176)
Contracts and Performance Manager (items
15/176, 15/185)
Local Counter Fraud Specialist (item
15/181)
Head of Information Governance – YHCS
(item 15/182)
Research – YHCS (item 15/186)
Minute taker
Programme Manager – Primary Care Co‐
Commissioning

Stuart Dryden
Steve Nicholls
Caroline Wray
Stella Johnson
Gemma Reed
Catherine Wormstone

15/169

Apologies for Absence
Apologies for absence were received from Dr Avijit Biswas, Dr David Brown, Andrew
Pepper and Sandra Cheseldine.

15/170

Declarations of Interest
No declarations were made.

15/171

Minutes of the Meeting held on 18 June 2015
The minutes of the meeting held on 18 June 2015 were approved as an accurate
record.
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15/172

Action Sheet from the Meeting held on 18 June 2015
All actions were noted.
Deep dive regarding workforce issues to take place in September/October. Future
deep dive to also take place regarding cancer services.

15/173

Matters Arising
There were no matters arising.

15/174

Deep Dive – Hip Fracture Pathway
Representatives from Mid Yorkshire Hospitals NHS Trust (MYHT) updated members
regarding work taking place to improve the hip fracture pathway, with a focus on early
mobilisation and services. A number of issues were raised due to data being recorded
incorrectly for pressure sores; discharging patients, transfer of patients from
emergency department to a medical bed and patients going to theatre.
Concerns were raised regarding the number of falls which occur on elderly wards,
MYHT aim to put the lowest risk patients in side rooms and there are a number of
complexities due to patients with dementia. Recruitment of nurses to the elderly care
ward remains an issue as there are not enough nurses being trained and there is a lack
of interest in these positions. The CCG is supporting MYHT to improve patient care
and is conscious of staffing issues.
Improvements to this service have been made as the introduction of nerve blocks in
A&E has been implemented to reduce the need for opiates; which improves the
treatment plan for patients. Senior nurses on the ward are being trained to carry out
nerve blocks where necessary. There is also a direct route to endocrine team now in
place.
Enhanced recovery for elective orthopaedics has been reviewed and adapted to hip
fracture pathway. A trial is currently taking place to determine if this will work well for
patients. Work is taking place on prevention, it is essential to have nutrition as good
as possible. This is a positive step forward as enhanced recovery is linked to length of
stay; however there is a difficulty for placement of new patients and rehabilitation.
Issues were raised regarding the complexity of discharging patients and getting
patients to an Elderly Mentally Infirm (EMI) bed. The Vanguard scheme for care
homes which is currently in place is looking at capacity in care homes and how this is
secured; this process is being strengthened and improved via the vanguard scheme.
Work is taking place to develop a 7 day model, as currently there is no access to
therapists on a weekend. The future centralisation of services at Pinderfields Hospital
in 2017/18 will aim to offer 7day a week service; this will also involve the future
development of primary and community care.
It was RESOLVED that:
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i)
15/175

the Committee noted the content of the presentation.

Developing a Primary Care Dashboard
Dr Greg Connor and Laura Elliott briefed the committee regarding the development of
a primary care dashboard. This is formed from a variety of information including
outcomes from practice visits, medicines optimisation, Network Development
Framework (NDF) and Quality and Outcomes Framework (QOF). The aim is for this to
be focussed on quality and quality improvements. This dashboard will be linked to
RAIDR. This dashboard will consider patient experience and what primary care can
influence, therefore patient related outcome measures (PROM) are to be developed.
Discussion took place regarding the need to have more outcome based information
available to improve the quality of services provided by practices. It was noted that
there is a gap regarding contractual performance information which was previously
collected by NHS England.
Catherine Wormstone and Laura Elliott are to work together to develop the dashboard
further to ensure there is a robust contract and performance process in place. Further
update to take place at September meeting.
It was RESOLVED that:
i)

15/176

the Committee discussed and agreed the primary care performance information
they would like included in future Integrated Quality and Performance reports.

Integrated Quality and Performance Report
Stuart Dryden and Laura Elliott 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.
Key points were highlighted as:







During July there was an improvement in the stroke audit as a result of direct
access to computed tomography (CT) scanning now in place
Earl Lodge Care Home has now had a good rating following a recent CQC visit.
Clostridium difficile infection (CDIFF) targets remain a challenge and neither
the CCG nor MYHT are meeting this target.
Performance against the 62 day cancer target is not being achieved for
Wakefield District. The CCG has received a letter from NHS England, Trust
Development Agency and Monitor directed CCG’s to improve the current
performance for 62 days cancer waits. Further work is required regarding this
and initial discussions to take place at the System Resilience Group.
The complete 18 week Referral to Treatment (RTT) target has been removed
from report following recent guidance received. However this will continue to
be reported at a local level. Further discussion to take place regarding the
impact of this, it was noted that a performance summit is taking place at the
end of the month.
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Discussion took place regarding YAS targets; Jo Webster assured the committee that
following recent interventions to improve performance, the use of the private sector
to engage additional paramedics is being explored. It is anticipated that this will result
in improved performance from September 2015.
Laura Elliott confirmed that Healthwatch are undertaking work to correlate complaints
information across the district. This was at the request of the Health and Wellbeing
Board.
Concerns were raised regarding the recruitment of nurses at MYHT. Jo Pollard
confirmed that universities only release once a year and that overseas recruitment has
been delayed as there is only one university accredited with the NMU. Work is taking
place at MYHT to equalise vacancies on each ward and moving staff around the Trust.
Discussion took place regarding the discharge of patients from MYHT and work is
taking place across the health system to improve this.
It was RESOLVED that:
i)
ii)
15/177

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.

Nurse Re‐validation
Jo Pollard updated members regarding the changes to nurse registration, confirming
this will be a revalidation process. This will be in place from 1 April 2016, nurses have
previously been self‐assessed therefore this is a more formalised and evidence based
approach.
Discussion took place regarding the need for the CCG and practices to support nursing
staff through this process and to enable them to undertake ongoing personal and
professional development to develop the workforce.
It was RESOLVED that:
i)

15/178

the Committee noted the changes to Nurse Registration/Revalidation and
approved the recommendations detailed in the paper.

Yorkshire and Humber Commissioning Support Update
Karen Parkin updated members on the YHCS Transition confirming that business cases
were submitted on 30 June 2015, with the exception of transformation which was
delayed due to reconciliation of staff within the service.
NHS England has agreed in principle to the business cases for Human Resource and
Organisation Development; Continuing Healthcare and Information Technology.
Decisions are awaited on Corporate Governance; Communications and Engagement;
Medicines Management; Transformation; Quality and Clinical Support.
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It was RESOLVED that:
i)

15/179

the Committee noted the updated position on the transition of each of the
service lines.

‘Prevent’ – Responsibilities of a CCG
Jo Pollard briefed members regarding Prevent which is part of the Governments
counter terrorist strategy CONTEST and it is recommended that all staff including the
Governing Body is trained and aware of this. It was noted that a basic awareness of
prevent has been included within safeguarding training. It was agreed that this should
form part of the induction programme for new starters. The Committee requested
assurance that all contracts which are in place have been reviewed in line with the
prevent requirements.
It was RESOLVED that:
i)
ii)

15/180

the Committee agreed the proposed approach to the ‘Prevent’ training; and
agreed the proposed approach to contract monitoring and assurance.

Finance Report Month 3
Liz Goodson updated the committee regarding the finance month 3 position, where
the overall position is break even. To date transacted £8m QIPP savings, £1m of this is
non recurrent. It was noted that work is taking place within the CCG to progress and
develop QIPP schemes.
Karen Parkin informed members that the delegated budget from NHS England for
primary care co commissioning will be adjusted to reflect the removal of the financial
allocation of childhood immunisations as this is a responsibility for the Local Authority.
The committee sought assurance regarding the quality and safety of this service for
children. Catherine Wormstone will take this forward via the co commissioning
working group.
It was RESOLVED that:
i)

15/181

the Committee noted the contents of the report.

Anti‐Fraud, Bribery and Corruption Policy
Steve Nicholls updated members regarding minor changes which had been made to
the Anti‐Fraud, Bribery and Corruption Policy.
It was RESOLVED that:
i)

15/182

the Committee approved the policy

Information Governance Workplan
Caroline Wray informed the committee that version 12 of the IG toolkit had been
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submitted and therefore now on version 13 and further changes are expected in
September.
Discussion took place regarding the ICO’s promise, the CCG agreed to sign up to the
principles however they requested to add an additional principle regarding sharing
patient information when in the patients best interest.
It was RESOLVED that:
i)
ii)

15/183

the Committee noted and approved the content of the IG update report; and
agreed that NHS Wakefield CCG should sign the ICO ‘personal information
promise’ declaration, however with the addition of sharing information when
in a patients best interest.

Freedom of Information Update
Katherine Bryant updated members confirming that the CCG had complied with
statutory deadline and the report now includes any Parliamentary Hub questions
received by the CCG. The committee asked that exemptions applied are included in
future reports.
It was RESOLVED that:
i)

15/184

the Committee noted the CCG’s compliance against the statutory deadline for
responses to FOI requests (Appendix A)

IG SIRO Report
Katherine Bryant updated members regarding current information governance issues.
It was RESOLVED that:
i)

15/185

the Committee noted the report

Contract Governance and Assurance Update
Stuart Dryden briefed members regarding the contracts awarded, varied and notices
served. Discussion took place regarding the delay in the internal contract variation
process, and further work is required regarding this. Action: Stuart Dryden.
The CCG has a process in place to monitor contracts and an exit strategy is in place. It
was noted that a list of all contracts will be published on skyline from September.
It was RESOLVED that:
i)

15/186

the Committee noted the content of the report

YHCS Research Service Annual Report for NHS Wakefield CCG
Stella Johnson updated the committee confirming that 6 new studies were granted
NHS assurance by the YHCS research team. 55% of member practices are participating
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in research. The national reorganisation of the NIHR Clinical Research Network (CRN)
has seen fewer research studies being offered.
It was RESOLVED that:
i)

15/187

the Committee accepted this report as a summary of research activity undertaken
by the research team at Yorkshire and Humber Commissioning Support on
behalf of Wakefield CCG

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

15/188

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 21 May 2015
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 21 May 2015
Quality Intelligence Group – minutes of meeting held on 9 June 2015
Mid Yorkshire System Resilience Group – minutes of meeting held on 28 May
2015
Public Involvement and Patient Experience Committee – minutes of meeting
Held on 12 March 2015
South West Yorkshire Partnership Foundation Trust Quality Board – minutes of
minutes of meeting held on 3 July 2015
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
13 May 2015

Consider future topics for Deep Dive
A discussion took place and the following topics were identified:



15/189

Workforce
Cancer

Any other business
There was nothing further discussed.

15/190

Items to refer to Probity Committee
There were no items to refer to the Probity Committee.

15/191

Date and time of next meeting:
Thursday, 20 August 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:

15 September 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

18c

Information

Dr Adam Sheppard, Assistant Clinical Leader
25 June 2015 and 23 July 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 25
June 2015 and 23 July 2015.
Executive Summary:
25 June 2015
 Current position of Integrated Emergency Department and Vanguard Bid – awaiting response from MYHT
on the draft specification, finance update has been received. Update on extended 7 day access in primary
care
 Update on Urgent Care Practitioner (UCP) Future Commissioning pilot
 Proposed future public engagement and a simulation ‘game’ regarding future commissioning priorities was
supported. Agreed to extend IVF policy for a further year. Approved proposal to sign up to the MyNHS
Database run by the Membership Engagement Service
 Findings from the clinical review of the Dermatology Service were outlined. Further paper to be presented
to July meeting to include firm recommendations based on clinical input
 Result and recommendations of the primary care Microsuction Audit, audit of MYHT service planned for
July 2015
 NHS Wakefield CCG Commissioning policy approved, incorporate sub policies and advise key stakeholders
 Agreed Planned Care Programme Group to review sub policies
 Update on the opportunities and challenges of the Third Sector – nomination received from the Clinical
Cabinet to meet with representatives of the third sector to support the discussions on the priorities for
commissioning from the local third sector and how to potentially develop and deliver new service model
 GP IT update – highlighting core and non core items and the requirement to devise a process on how
practices could bid for non core items. The core has been defined by NHS England. Final documentation
will be presented to the Local Medical Committee prior to a decision being reached by Clinical Cabinet
 Presentation – Oral Health Needs Assessment
 Planning and Delivery – overview of specific schemes. Update on 5 year transformation plan detailing the
October priorities and identifying gaps.
 MSK Service – Clinical Forum to discuss the service specification, pathway, Clinical Threshold Management
including chronic pain clinic. Update to next meeting
23 July 2015
 Draft Clinical Cabinet work plan discussed, document to be amended and presented at next meeting for
approval
 Urgent Care – hospital admission avoidance and therapy in the ED
 E consultation implementation plan approved. Results of an evaluation of e‐Consultation service will be
presented to Clinical Cabinet in December 2015
 Proposed approach for the commissioning of out of hospital Dermatology Services approved. The service







specification will be discussed at Informal Clinical Cabinet. The procurement decision will be presented to
Integrated Governance Committee
Clinical Threshold work plan presented, broader debate at Informal Clinical Cabinet with updated
document presented at September 2015 meeting
MSK update, service specification to be brought to August Clinical Cabinet
Presentation ‐ Planned Care work stream
Presentation ‐ SWYPFT Mental Health Transformation Programme
Presentation ‐ MYHT changes re Cardiology beds – members from MYHT attended to give this presentation
and to provide assurance in terms of the implementation and transformation

Agenda item 18c(i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 25 June 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Dr Ann Carroll
Dr Clive Harries
Dr Avijit Biswas
Dr David Brown
Andrew Pepper
Stephen Hardy

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

In Attendance:
Dr Andrew Furber
Dr Som DeSilva
Michele Ezro
Jenny Feeley
Simon Rowe
Sharon Cooke
Matt England
Tracy Morton
Rita Trewartha
Lee Beresford
Ian Wightman
Stephanie Gibson
Vicky Walpole
Janice James

Director of Public Health, WMDC
GP, WCCG
Associate Director, Service Delivery & Quality, WCCG
Urgent Care Transformation Lead (Item 5, 6)
Senior Transformation Manager (Item 8)
Commissioning Manager, WCCG (Item 10)
Head of Contracting and Commercial Strategy, WCCG (Item
Senior Transformation Manager (Item 9)
Senior Associate, YHCA (item 10, 14, 16)
Associate Director of Strategy/Third Sector Strategic Lead (Item 11)
(Item 12)
Public Health Management, WMDC (Item 13)
Planned Care Lead (Observer)
Provider Alliance Director (Observer )

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Jo Pollard, Dr Patrick Wynn
Dr Sheppard welcomed
 Janice James , Provider Alliance Director;
 Vicky Walpole, Planned Care Lead

2

DECLARATIONS OF INTEREST
Declaration of interest were noted for all GPs re Item 12 (GP IT)
1

3

MINUTES OF THE MEETING HELD ON 28 MAY 2015
Minutes of the last meeting for 28 May 2015 were agreed as a correct record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.
Michele Ezro advised that there were several previously closed items which had been
changed to open until formal completion.

5

Update on Integrated ED and Vanguard Bid
Jenny Feeley attended to inform members on the current position in respect of the
Integrated ED advising that they were still waiting for a full detailed response from MYHT in
respect of the draft specification although a finance update had been receive.
Members noted the issues and Jenny updated members on the Deep Dive next Thursday
which will involve both MYHT and NKCCG to discuss the expectations of the draft
specification. The WCCG Urgent Care Vanguard Bid was leaning towards the integrated ED
model and leadership development into Primary Care. Dr Earnshaw expressed concern
about MYHT leading on the Primary Care aspect of the Integrated ED model.
Jenny then updated members on the position in relation to extended 7 day access and what it
would look like in primary care. A meeting was set up involving Network Chairs on 16 July.
Members raised concerns around








111 front end triage which was recognised as a problem nationally which
was being reviewed;
Under the WY Emergency Care network, there is a need to ensure that
Vanguard bids all align to each other with no repetition e.g. Mental Health,
YAS, Urgent Care . Update to be provided to the GP Practices by Jenny/Dr
Sheppard
How the new model would work
Pressure of childrens’ same day assessment unit at Dewsbury
Need to get a shared vision via a Work Plan be extremely complex due to
different workstreams; and
IT – a need for Jenny to link with Richard Main.

Urgent care update to be brought to July Clinical Cabinet
Action:

Urgent Care update to be brought to July Clinical Cabinet
Review of all the Vanguards at Informal Clinical Cabinet and how it ties
into the urgent care transformation programme
Update to be provided to GP Practices (Jenny/Dr Sheppard)

IT WAS RESOLVED:
i.

To note the update
2

6

UCP Future Commissioning: update
Jenny Feeley updated members on the current position on UCP Future Commissioning which
had been in pilot format since November 2014 and the concerns raised at Clinical Cabinet
around the activity levels.
Matt England advised members that the costs in model were directly linked to savings which
would be made in the acute contract in terms of A&E attendance and risk saving. YAS have
current recruitment issues to their standard paramedic workforce and because of this it
would be difficult to roll out the scheme across the wider patch with a phased approach. It
was noted that national guidance supported the UCP model and Matt updated members
around the capacity issues, current UCP model, and non conveyance rate ratios. Jenny
advised around the risks caused because other CCGs are block commissioning the service.
Dr Carroll raised an issue on the Care Home Model and Jenny responded that YAS would
deliver differently.
Andrew Pepper referred to the UCP proposal and a need to agree on evaluation and
potential exist at the same time for a decision around November/December 2015.
Dr Sheppard summarised that there was a need to test resources and capacity relating to
speed of mobilisation. Dr Biswas queried whether UCPs were good value for money but
there were possibilities around a dual role in Primary Care. Matt stated that there were
two elements re UCPs dealing with existing demand that goes through 999 and then the
opportunities that go with other parts of health system in dealing in demands across primary
care working differently with GPs.
IT WAS RESOLVED:
i)

7

The update was noted

2016/17 Commissioning Priorities: Proposal for Patient and Public
Engagement
Laura Elliott spoke about the commissioning priorities for 2015/16 as outlined in the paper
based on future public engagement and a simulation ‘game’ to help people understand the
complexity of commissioning services. Laura explained the background and how the game
would work and it was noted that the value of the game was the debate/questions with the
outcome captured. The design could be tailored to Wakefield requirements with the
intention to present at events in October 2015. Support of Clinical Cabinet was required.
Members indicated support.
Michele Ezro referred to the existing WCCG policy of funding of one IVF cycle and the fact
that this had been linked to engagement on funding in general. It was proposed to include
one of the questions in the ‘engagement game’ around IVF cycles. Clinical Cabinet were
asked to extend the existing IVF policy to 2016 to allow time to consider the outcome from
the event in October.

3

Members believed that it was right to support but requested that the success rates of the
one cycle of IVF be provided prior to the engagement events in October as the previous
information was historical. Michele indicated that this would be investigated.
Action: Current data on the success rates of the one cycle of IVF and funding implications
to be obtained prior to the engagement events in October.
The recommendations in the papers were:
i)
ii)

Endorse the proposal as our main engagement mechanism for 2016/17
commissioning priorities and;
Agree that the current policy for funding one cycle of IVF should be extended 31
March 2016.

In addition, Laura reported on the background to the proposed WCCG involvement with the
National Engagement Database called MyNHS which is run by the Membership Engagement
Service. MyNHS had been extended to CCGs at a reduced rate of £1200 per year
recurrently (budget in place) with the requirement for WCCG to sign up before 30 June
2015.
Laura indicated that Jo Pollard had requested that this be shared with Clinical Cabinet for
approval. Members confirmed approval.
IT WAS RESOLVED:
i)
ii)
iii)
iv)
8

To note the contents of the paper
To support the recommendations made;
That data and financial information on IVF would inform of the events in October;
Approval was also given to the verbal proposal of sign up to the MyNHS Database

Findings from the Clinical Review of the Dermatology Service
Simon Rowe presented the paper which highlighted the outcomes from a recent clinical
review of the community dermatology service. The findings of the review have been used
to suggest immediate changes to the service to increase the utilisation of it, and to outline
what type of service may be re-commissioned post February 2016.
The recommendations were:
i)
ii)
iii)

Agree to the community dermatology service both treating children and being able
to administer Roaccutane;
Indicate if they wish for the community dermatology service to act as a ‘referral
office’ for primary care referrals, with the exclusion of week referral waits;
Indicate which of the four stated options, if any, they support for the recommissioning of a dermatology service with the reasons why.

Simon indicated a preference for Option 2.
involved in the process.

Members noted that Dr Wynn had been

Andrew Pepper thanked Simon for the hard work done but there was still concern around
the service provided by Virgin and the level of clinical engagement. Members thought that
4

guidance to GPs was required around local services in the community with workforce
support and training in place; it felt like a clinical threshold determined service. There were
concerns around the contractual difficulties of the Virgin Consultant led service and
performance issues. It was agreed that a paper needed to be brought back next month with
firm recommendation based on clinical input in respect of a clinically led service. It was
acknowledged that children needed to be included (especially re roaccutane requirement) .
Action: Dermatology paper to be brought to July Clinical Cabinet with a firm
recommendation based on clinical debate/input from the Clinical Lead
IT WAS RESOLVED:
i)
ii)

9

The contents of papers were noted;
Paper to be brought back to the July Clinical Cabinet with a firm recommendation
based on financial and clinical input.

Microsuction Audit and Recommendations
Tracey Morton reminded members that the Microsuction Audit paper was in response to
the Clinical Cabinet’s request for an audit of the current hospital based service as there was
concern that the referrals to community led microsuction did not reflect the high volume of
activity that was presented. The audit of around 36 patients who had microsuction was
undertaken in to two GP practices and Tracy updated members on the outcome/financial
implications. An audit is planned with MYHT in July 2015 after the MYHT CQC inspection.
Dr De Silva queried whether the two tariffs had been mixed up on new referrals which
Tracey noted.
The recommendations were noted as:






Continue with current service but undertake informal audit asap. This to be
undertaken as part of wider ENT prioritisation and sustainability work (as part of the
MYHT contract negotiation for 2015/16 to reduce referrals in 6 key specialities);
Work with the Trust to introduce new internal pathways to ensure only patients that
have a clinical need for microsuction access it;
Negotiate lower planned demand, ensure this is closely monitored;
Put the service on Choose and Book for direct access into the community service –
they would triage any referrals into secondary care; and
Procure a nurse-led community service at a lower price (AQP would be
recommended to IGC).

Members indicated support and congratulated Tracy on a very good paper.
IT WAS RESOLVED:
i.

To support in line with the recommendations

5

10

Commissioning Policy
Simon Rowe and Sharon Cook attended to present the Commissioning Paper and outlined
the background details indicating that it was the first step in the process which would work in
conjunction with Threshold Management. Sharon referred to the action plan and it was
noted that the various policies were being taken through the appropriate governance routes.
The recommendations for Clinical Cabinet approval were :
i)
ii)
iii)
iv)
v)

Consider and approve the NHS Wakefield CCG Commissioning Policy and final tranche
of Criteria Based Policies (sub policies);
Agree the proposal of a sense-check of Commissioning Policy at 12 months and a full
review at 18 months;
Agree the incorporation of the sub-policies into the Commissioning Policy and
communicate to key stakeholders;
Note the content of the Equality Impact Assessment and Quality Impact Assessment,
and
To empower the Planned Care Programme Group to be the sub-committee to
oversee the review and implementation of the sub-policies as required.

Members queried the changes to the sub policies with particular concern expressed around
patient access to services. It was noted that minimal changes were reflected in Table 1 in
line with NICE guidance and best practice but non which affected appropriate access to
surgery.
Andrew Pepper asked whether this was an opportunity to amend policies in line with
discussions at Planning and Delivery Group. After further discussion, members
acknowledged that the policy could be amended at a later date and that governance would
ensure that operations were clinically appropriate in line with NICE guidance. Dr Harries felt
that benchmark data was required to support the recommendations. Jo Fitzpatrick queried
the treatment criteria diagnosis and referred to 12.2 on page 30 that commissioning policies
for new drugs do not come to Clinical Cabinet but go to the Medicines Optimisation Group
and decision would be reflected in the minutes which were shared at Clinical Cabinet.
Members indicated agreement with the recommendations.
IT WAS RESOLVED:
i)

11

To agree with the recommendations

Opportunites and challenges of the Third Sector
Lee Beresford attended to present the Third Sector paper and updated members on the high
quality services, added value and benefit of the Third sector to integrate into health and
social care pathways and the hitherto unexplored potential.
Members felt that it was a very good paper. Dr Earnshaw advised that whilst there was a
need to support but there was also a need to understand the sustainability of funding, and
long term implications.
6

Dr Furber and Dr Earnshaw commented on the benefits of working with partners. Dr Carroll
referred to the Future in Mind work being undertaken by Ian Holdsworth. Lee commented
that the early years hubs had been taken into account and updated members on specifics
around community ‘anchors’. Members discussed engagement and felt that strong
guidance through governance was key.
The recommendation was noted as:
This paper recommends that members note the conclusions and consider nominations from
the Committee of persons interested to meet with representatives of the third sector to
scope out the following:
i)
ii)
iii)

What relationship does the CCG want with the third sector?
How can the CCG best place itself to use the existing potential to develop and
deliver new services models?
What might be the priorities for commissioning from the local third sector?

Lee indicated that he was the WCCG Champion and the requirement was for a corresponding
committee member. Dr Earnshaw agreed to be the Clinical Cabinet representative.
Lee indicated that further updates would be provided with the next one being around August
or September.
Action: Update to be brought back to August or September Clinical Cabinet
IT WAS RESOLVED:
i)
ii)
iii)

12

To note the contents of the paper;
Dr Earnshaw agreed to be the Clinical Cabinet representative; and
Update on the Third Sector to be brought back to August or September meeting.

GP IT Update
Andrew Pepper introduced the GP IT update and Ian Wightman presented the highlights of
the paper with the core and non core items being noted with a process to be devised
around how practices could bid for non core.
Ian explained that the funds must be used for GP IT and it was noted that the CCG/GP IT
agreement had to be signed by December 2015 (as agreed by NHS England). GPs will then
need to apply for the money left for the non core equipment. Dr Sheppard reminded
members that the role of the Clinical Cabinet was to make clinical recommendations which
may then need to go through Probity). Members noted that the core had been defined by
NHS England and when finalised the documentation would then go via LMC prior to a
decision being taken at Clinical Cabinet, then to IGC. Dr Harries took members through the
process detail.

7

Ian provided an update on the NHS England bid re In-house Management (Informatics)
indicating the advantages of staying with Health Informatics. Dr Brown queried Practice
migration and Dr Harries highlighted the core and non core issues to CCG.
Dr Sheppard thanked Ian for the update commenting that there was governance to sort out
with the recommendations moving forward.
The recommendations were to note:
i.
ii.
iii.

The allocated revenue funds provided by NHSE to Wakefield GP’s services;
The revenue commitments to 2015/16.
The bid for Capital funds for GP-IT in 2015/16 including core requirements and
Add on strategic requests.

IT WAS RESOLVED:
i)

13

Noted the update.

Oral Health Needs Assessment
Stephanie Gibson from the Local Authority attended to present the main issues around Oral
Health Needs in Wakefield which was being seen as a priority with development of strategy
since 2008. It was noted that oral health was linked to deprivation and was more prevalent
in Wakefield.
Members’ comments included





Dental rates
Access rates
Care Homes
Recommendation re water fluoride varnish programme and how much it would
cost?

Stephanie highlighted the next steps as being part of Health and Well Being:




Ensure oral health is a key health and wellbeing priority ;
Develop an oral health delivery plan; and
Explore recommissioning of Wakefield District’s Oral Health Promotion Service

Members thought that this issue should be taken to the Health & Well Being Board and
queried the involvement in the programme of Health Visitors. After further discussion,
members noted the presentation and acknowledged that there was more work to be done.
IT WAS RESOLVED:
i)

The contents of the presentation were noted
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14

Planned Care Workstream
Dr Sheppard advised that this item had been deferred to the July agenda to allow time to
present more data.

15

Planning and Delivery
Pat Keane presented this item which updated members on the present position and
progress made on the planning process through to efficiency drives tabling a document
which gave an overview of specific schemes. The 5 year strategy defined present and
future QIPP development forum to agree resources, implications and define contractual
process effectiveness. The 2015/16 approach is to drive through the processes.
Pat updated members around the 5 year transformation pipeline which shows the October
priorities and identifies gaps looking at what is an achievable financial challenge. Pat
emphasised the importance of a discussion at Clinical Cabinet.
Matt England presented the review of contract which were under £10m and referred to
Table 1. Planning and Delivery Group had requested that this was brought to Clinical
Cabinet to get a view on the commissioning way forward on whether funding should
continue on :












Physiotherapy services at Friarwood to be decommissioned which members agreed;
Primary Care counselling services. Members agreed not to renew the contract in
August;
Health assessment service to asylum seekers to continue;
IAPT service to continue;
YAS Transport Service to continue;
BPAS and Marie Stopes to continue;
4 grant allocations, Marie Curie (no changes), Wakefield Hospice (in the process of
being reviewed around core funding), Martin House (no changes) and Prince of
Wales Hospice (in the process of being reviewed around core funding);
YAS 111 (contracted up to 2017);
King Street Walk in Centre (under review);.
Nova Bereavement services to continue; and
Well Women Centre to continue;

Matt indicated that as appropriate written advice would be sent out to providers from
Contracting with the outcome to close the QIPP item down.
Dr Harries queried The Grange Community X Ray Services around reducing the price in line
with the Mid Yorks price and do a deep dive on Community X Ray services and activity. Dr
Earnshaw commented on the NHS Capital investment which also needed to be taken into
account.
Andrew Pepper queried extending to scope to under £20-30m and Matt explained the
details and implications of this.
Dr Furber referred to the Grange and asked Matt to liaise with Liz Blenkinsop.
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Action:

Matt to liaise with Liz Blenkinsop around the Grange action

Pat summarised on the outcomes and confirmed that a deep dive would be brought back to
the September or October Clinical Cabinet.
Action: Pat Keane to undertake deep dive for either September or October 2015
IT WAS RESOLVED:
i)
ii)
16

To note the contents of the presentation and paper(s)
Deep Dive to be brought back to the September or October Clinical Cabinet

MSK
Pat Keane introduced the context of the MSK Integrated Service referring back to previous
discussions and joint working with North Kirklees with a recommendation for a Clinical
Forum to agree the specification.
Members debated how to achieve a consensus to move forward. Members referred to
MYHT’s response around referrals, triage and agreement at Networks and thought that a
breakdown of the cost would be critical. It was noted that the Clinical Forum would be used
to discuss the service specification, pathway, Clinical Threshold Management (which was
viewed as key to support) and a model which included a chronic pain clinic.
Pat indicated that there was a timeline around the community contract for North Kirklees
and that the actions towards building the consensus were:




Define the specification;
Define the procurement ;
Agreement on the Interim.

Dr Carroll felt that it should be broken down into manageable areas and rolled out to the
Networks because that would make the integrated referral system link into referral
management.
The MYHT model was discussed and members queried whether it was deliverable and felt
that there was need for assurance around targets being achieved.
Members noted that the tender waiver for MSK was signed off to March 2016. Andrew
Pepper suggested that the contracts should not be extended but a procurement process
should be activated. The query was whether the service specification was adequate enough
that members felt confident to start the process (does not have to be the final specification).
Pat advised that he would take away the key comments and it was agreed to bring an
update back to Clinical Cabinet next month .
Members noted the paper and the direction of trave.
Action: MSK to be on the July agenda
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IT WAS RESOLVED:
i)
ii)
17

To note the paper and direction of travel; and
Update to the July Clinical Cabinet.

Clinical Update
No updates noted.

18

Healthy Futures Highlight Report
Members noted the contents of the Healthy Futures Highlight Report.

19

Minutes from Sub Group
The Medicines Optimisation Group meeting minutes were noted.

20

Any Other Business

20.1

NHS Planning Guidance
Michele Ezro updated members around the programme of support for the Personal Health
Budgets from NHSE to CCGs engage. It was free to engage and this included access to
various information. Michele was looking for agreement to proceed and advised that the
form needed to be completed by next Tuesday (although an extension to the deadline was
possible). Members confirmed agreement.
IT WAS RESOLVED:
i)

20.2

Agreement to support the NHS Planning guidance programme

Lunch and Learn
Michele reported on the Lunch and Learn programme and indicated that the relevant details
would be sent to members so that they could respond directly re attendance.

20.3

Finance Directorate
Andrew updated members on the Open Hour in Finance.
Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 9 July 2015
12.00 noon – 2.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 23 July 2015
09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item:18c(ii)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 23 July 2015
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Dr Adam Sheppard
Dr Phil Earnshaw
Dr Clive Harries
Dr David Brown
Dr Pravin Jayakumar
Dr Debbie Hallott
Andrew Pepper
Stephen Hardy

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

In Attendance:
Dr Andrew Furber
Katherine Bryant
Jenny Feeley
Jane Maskill
Simon Rowe
Sharon Cooke
Gary Crellin
Vicky Walpole
Dr Omair Niaz
Andrea Wilson
Caroline Griffiths
Caroline Woods
Dr Paul Brooksby
Ali Aslam

Director of Public Health, WMDC
Governance & Board Secretary, WCCG
Urgent Care Transformation Lead (Item 6)
Commissioning Manager (Item 6)
Senior Transformation Manager (Item 8)
Commissioning Manager, WCCG (Item 7)
Senior Associate, YHCA (Item 7, 9, 10)
Planned Care Lead, WCCG (Item 11)
Consultant Psychiatrist, SWYPFT (Item 12)
Deputy District Director for Barnsley & Wakefield BDU, SWYPFT (Item 12)
Director of Planning, MYHT (Item 13)
Associate Director of Operations and Urgent Care, MYHT (Item 13)
Head of Clinical Service, Cardio Respiratory (Item 13)
Programme Director, Acute Hospitals Reconfiguration, MYHT (Item 13)

Kate Trevelyan

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr Ann Carroll, Michele Ezro, Dr De Silva
Dr Sheppard welcomed new Board Members of the Clinical Cabinet:
 Dr Pravin Jayakumar
 Dr Debbie Hallott

2

DECLARATIONS OF INTEREST
Declaration of interest were noted from Dr Brown in respect of the Virgin Service
1

3

MINUTES OF THE MEETING HELD ON 25 JUNE 2015
Minutes of the last meeting for 25 June 2015 were agreed as correct with the exception of :
Item 6 – 3rd para: valuation should read evaluation
Item 7- 3rd para: ‘game’ around IVF cycles should read It was proposed to include questions
in the ‘engagement game’ around IVF Cycles.

4

ACTION LOG
The Action Log was reviewed and updated accordingly. JoP commented on the number of
open items indicating that they needed to be finalised where possible.

5

Draft Clinical Cabinet Work Plan
Jo Pollard explained the background behind the draft Clinical Cabinet Work Plan which was
part of a formal proactive approach to agenda setting. The draft document would be
brought back to Clinical Cabinet in September for approval of the final format (although it
was noted that it was an evolving document). Members noted issues around:





QIPP
Local Services strategy requires a forward planned approach;
Forward planning- predicting what needs to be included in the future e.g.
devolution, different models of care; different models of commissioning.
More planned and transparent approach to patient engagement to sit alongside
local services strategy.

Members’ comments included:







Integration - a need to understand what the implications are and how Clinical
Cabinet will link with Connecting Care Executive
Integrate engagement structure to ‘knit’ everything together;
Access to Primary Care Data performance which reflects what practices are
commissioned;
RAIDR to be added;
Training support;
To be kept up to date and refreshed with new edits.

Dr Sheppard summarised that the Work Plan reflected the Clinical Cabinet brief on the
strategic end of commissioning and how it impacts in terms of clinical areas.
Katherine Bryant commented that Michele had done a good job in managing to capture the
items which had not been an easy task. Katherine indicated that she would work with Jo
Pollard and Michele Ezro to update the Work Plan in terms of agenda planning to ensure
that relative areas including integration were included.
Dr Sheppard commented that items could be discussed further outside the meeting,
particularly RAIDR, in order to report formally back to Clinical Cabinet.
Members indicated approval of the draft Work Plan It was noted that the ‘final’ version
would be brought back to September Clinical Cabinet and members acknowledged that it
would be an ‘evolving’ document
2

.
Action:

RAIDR plus other items to be discussed outside of the meeting and brought
back formally to Clinical Cabinet

IT WAS RESOLVED:
i.
ii.
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To note the update and approve the draft Work Plan; and
Final version of Work Plan to be brought back to the September Clinical
Cabinet.

Urgent Care
Jenny Feeley and Jane Maskill attended the meeting to report on the following items.
Jenny introduced by outlining the background re the Urgent Care Strategy with seven
interventions including:

6.1 Hospital Admissions Avoidance
Jenny reported that the hospital admission avoidance schemes are listed under the urgent
care programme. The proposal is to deliver this service which through previous winter
resilience was supported by Age UK and Jenny explained the background details indicating a
deadline for the service to be operational by October 2015 to meet this year’s winter
resilience, with procurement being outside the remit of Clinical Cabinet. Jo Pollard
emphasised the need for support of the service to provide the right level of care to older
patients in ED with right level of care and transport provision.
The recommendations for Clinical Cabinet were:
i.
ii.
iii.

Reviews and discusses the draft clinical service specification and recommendations
on whether further adjustments are needed;
Approve the service specification subject to such amendments;
Approve the contents of the attached papers including the business case in order
that this service can be operational before winter 2015.

Dr Earnshaw emphasised that key partners in the integration of service would be Connecting
Care and Age UK but there was concern that there was no central co-ordinator in place and
assurance was required on this point. Members queried Social Workers
team/therapists’ involvement, and Jane Maskill explained the background on a co-ordinated
assessment to get patients back home. It was agreed to manage through updating the
connected care programme executive.
Members agreed that it was the right strategy fitting in with Meeting the
Challenge. Discussion occurred around how this fitted with the developments of the
Integrated ED. Dr Harries commented on the Leeds model assessments process which
involved senior decision making at the early part of the assessment with due protocol. Jo
Pollard thought that the co-ordinated work in Integrated ED model would require new skills
such as a nurse or therapist which would need to be included in the ED Service Specification
as an alternative way of working re community services working in ED through Community
Matrons.
3

Members indicated agreement of the service specification. Members also
indicated agreement in respect of the Business Case subject to it being taken through
System Resilience Group and Connecting Care Executive.
The procurement options would be taken to IGC in August as this element was outside the
remit of Clinical Cabinet.
Jenny confirmed the recommendations
i)

The Service Specification, KPIs and QIA are included in both of the two services
which members agreed;
The Business Case is agreed in terms of it being funded through SRG once the
SRG evaluation is finalised;
Agreed that an update would be taken through Connecting Care to knit processes
together.

ii)
iii)

IT WAS RESOLVED:
i.
ii.

Agreed the service specification; and
Agreed the Business Case subject to it being taken through the System Resilience
Group and discussed at Connecting Care Executive.

6.2 Therapy in the Emergency Department
Jenny referred to the presentation slide which highlighted the impact of the intervention in
respect of hospital avoidance to services going into the Emergency Department and also
hospital to home. Jenny updated members with background details. Extra funding had
been provided as outlined in the paper. The requirement was to agree the Service
Specification and KPIs which would need to become part of the MYHT contract. Dr
Sheppard advised that it was part of Urgent Care/SRG and Meeting the Challenge which
needed to be in place by October 2015 indicating that it was part of the Discharge portal
which had been built into the Integrated Emergency Department specification.
It was
agreed that issues are discussed at the MYHT Executive Contract Board and that appropriate
data is requested for assurance.
Members agreed that it was the right strategy fitting in with Meeting the Challenge. The’
Business as Usual’ element would be formally picked up and discussed at the Executive
Contract Board. Members queried the 8-8 service and Jenny updated on this point
indicating that this would be discussed further with MYHT to provide ‘Business as Usual’
around a resource which was previously provided in the community which could then be
monitored. Jenny explained the issues around the Therapy/Social Worker Teams which
members further discussed.
The recommendations for Clinical Cabinet were:
i.
ii.
iii.

Reviews and discusses the draft clinical service specification and recommendations
on whether further adjustments are needed;
Approve the service specification subject to such amendments;
Approve the contents of the attached papers including the business case in order
that this service can be operational before winter 2015.
4

IT WAS RESOLVED:
i.
ii.
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Agreed the service specification; and
Agreed the Business Case subject to it being taken through the System Resilience
Group and Executive Contract Board.

E Consultation Implementation Plan
Gary Crellin and Sharon Cook attended to present the E Consultation Implementation Plan.
Sharon explained that e-Consultation is now available in 7 specialties at MYHT and the
Implementation Plan had been developed to manage e-Consultation service roll-out to
further specialties. It was noted that the views of GP practices had been sought regarding
other possible specialties to include. An evaluation of the e-Consultation service will be
undertaken at month 6 which will be monitored against the baseline data to evaluate the
effectiveness in primary and secondary care. The outcome of which will brought to
December Clinical Cabinet.
The recommendations were noted as
i.
ii.
iii.

Note report on e-Consultation update;
Approve the 2015/16 e-Consultation Implementation Plan, subject to any
comments/revisions;
Receive a further update and presentation of mid-year evaluation of e-Consultation
service at December 2015 Clinical Cabinet.

Dr Sheppard queried the training aspect as there were a lot of practices involved and Sharon
confirmed that training was available and communicated via the Network Development
Unit. Gary updated members on RTT and specialties relative to the Clinical Threshold
Management. Members agreed that it was a huge training requirement and felt that a proactive approach might be of benefit. Communications with members needed to be
formalised via a systematic training scheme. Andrew Pepper updated members on a
change in the MYHT contract in respect of Outpatient appointments, specialties needed to
be highlighted in terms of response times which would need to be monitored via the
Executive Contract Board.
Members commented around DDH, engagement, secondary care involvement, data
requirements, GP ownership with Peer to peer engagement, and the Clinical Threshold
dovetailing in. Gary updated members on the detail within the report and Jo Pollard
suggested that the Clinical Threshold Management work should be used as a lever proposing
that E Consultation formally becomes part of the Clinical Threshold Work Stream.

Members formally agreed that e-Consultation should become part of the Clinical Threshold
work stream.
IT WAS RESOLVED:
i)
ii)

Agreed the development of the e-Consultation Implementation Plan; and
Formally agreed that it becomes part of the Clinical Threshold work stream.

5

8

Proposal re Dermatology Services
Simon Rowe reported that the paper outlined a proposed approach for the commissioning
of out of hospital dermatology services which consists of three parts




Using the revised clinical remit for the community service to form the basis for the
future commissioning of out-of-hospital dermatology care;
The commissioning of a common approach for GPs to access specialist advice on
diagnosis and treatment from both the existing GPs workforce, and the local
hospital dermatology service;
The commissioning of a joint approach between the GPwSIs workforce and MYHT
for access to light treatment and patch testing.

The recommendations were noted as
I.
II.
III.

Note that the contract for the community dermatology service ends in February
2016;
Support the need for out of hospital dermatology care;
Approve the 3 parts of the proposed approach

Simon indicated that if members were in agreement, then it could be take forward to
expressions of interest.
Dr Brown queried GPwSIs as a gatekeeper to the service and
Simon responded that it was about Primary Care Specialist on Dermatology care and patient
choice. Dr Harries commented on the massive variations in data. Dr Earnshaw
emphasised that GPwSIs in Practices provide support, education and understanding of
appropriate pathways , suggesting that co-working with Vanguards.
Simon suggested further discussing with service providers and bringing that information
back with a clinically acceptable service specification before taking to procurement.
Jo Pollard responded that the service specification should be taken to Informal Clinical
Cabinet. In terms of the procurement, the procurement and decisions need to be outside of
clinical cabinet and options taken to Integrated Governance Committee in terms of
Governance.
IT WAS RESOLVED:
i)
ii)
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The contents of papers were noted; and
Approved the 3 parts of the proposed approach

Clinical Threshold Work Plan
Gary Crellin attended to present the Clinical Threshold work Plan which details the current
thinking on the proposed mobilisation of Clinical Threshold Management. Wakefield,
North Kirklees CCG and Mid Yorkshire Hospitals Trust have agreed in principle, under the
post contract prioritisation and sustainability agenda to deliver the new models of care
(including vanguards) with the following specialities identified:



Gastroentrology
ENT
6






Pain management (to be part of the MSK pathway)
MSK/Elective Orthopaedics
Dermatology
Ophthalmology

Gary updated members around the ongoing engagement particularly MYHT around the
future options and concerns around pain management. Gary indicated that Tracy would
bring this back to Informal Clinical Cabinet in August for a broader debate indicating that
they were on track for the first phase of the MSK transformation implementation by the
end of March
Gary indicated that there was a massive change re integrated care system in respect of the
referral system and the hubs. Members felt it was critical that discussions should be held
around the pain management issues. Andrew Pepper expressed concern around timing and
procurement and Gary responded that he would expand the Clinical Threshold to include
pain scoping to bring back an update to September Clinical Cabinet.
Members discussed physiotherapists in house, Prime Minister’s challenge, more data
evaluation being available, and the benefits of an self-help sessions. Gary indicated that
the Service Specification needed to be reviewed at August Clinical Cabinet and they were on
track for the mobilisation by end of March. Tracy Morton would take the ‘clinically
reviewed consensus’ service specification to Informal Clinical Cabinet on the 13 August to
discuss network level involvement. Dr Harries commented on the requirement for on
feedback from an independent physiotherapist for assurance.
IT WAS RESOLVED:
i.

10

To note the development of the work plan and that an update would be brought back
to September

MSK update
The main update was discussed under Item 9
Members noted the update
IT WAS RESOLVED:
i)
ii)
iii)
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To note the update;
Update would be taken to Informal Clinical Cabinet on 13 August 2015;
Update with Service Specification would be brought to Clinical Cabinet on 27 August
2015.

Planned Care Programme
Vicky Walpole attended to present the Planned Care Work Stream presentation which
defined the programme vision, the main themes, portfolio work, service transformation,
detailing schemes and timelines. It was noted that the Programme board would be reestablished and the Terms of Reference would be shared with Clinical Cabinet.

7

Dr Earnshaw thought that for respiratory there was a lot of potential for service
improvement and queried the service provision outreach to hospital which was not viewed
as a positive for Primary Care. It was noted that Community Matrons and nurse led services
were a big resource which needed quality improvement. Members recognised the need
for Doctors to carry out the Scientific Review Audit. Dr Earnshaw referred to a meeting next
week with Dr Alan Johnson re prescribing of antibiotics and Community Respiratory Services,
and the opportunity it presented for a wider discussion about service review.
Dr Shepard stated that figures with projections were needed to keep within target
and Vicky confirm that this was in the work plan for next year. Andrew Pepper thought
that an update summary of the current position for 2015-16 schemes might be brought back
to the next meeting. Dr Earnshaw emphasises that efficient healthcare, quality and
efficient service were mantras for Planned Care with a requirement to think about the
education to support the workforce e.g. respiratory led support /resources and Dr Harries
elaborated around this point.
Jo Pollard welcomed the presentation and the Planned Care Programme Board along with
other Boards reporting back to the Clinical Cabinet but queried with members about what
they would like. Members agreed that Planned Care should be a standing item on the
monthly agenda. It was also agreed that the programme and delivery would be brought to
Clinical Cabinet as an exception report with the required assurance against each scheme and
indication of clinical involvement. Dr Harries stated that the Skyline tool could be used to
inform Groups.
Action: Planned Care Work Stream update (to include an exception report) to be added to
the agenda as a standing item

IT WAS RESOLVED:
i)
ii)

To note the contents of the presentation
Planned Care Work Stream update ( to include an Exception Report) to be added to
the monthly agenda as a standing item

12 SWPFT Mental Health Transformation Programme
Alix Jeavons attended and introduced colleagues from SWYPFT – Dr Omair Niaz and Andrea
Wilson. It was noted that the item was for information and not for decision. Jo Pollard
emphasised that it was the first time that SWYPFT had attended Clinical Cabinet and the
reason for doing so was to update on the commissioning process around the need to work in
partnership. Andrea Wilson advised that it was a proposal and they would very much
welcome comments on the presentation, standards and principles.
Dr Sheppard queried that the presentation did not refer back to national best practice and
evidence base in respect of external bodies used to inform the reconfiguration.
Dr Niaz responded that there was no one available to give guidance and it was noted that
any details could be shared afterward. Dr Niaz presented the 18 – 65 transformation work
around development of the new services model. Dr Brown referred to the SPH slide and
that access was missing in respect of the trigger system and patient self -referral.
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Jo Pollard advised members that the service was different between Wakefield and
Barnsley; Barnsley being the more expensive service. Dr Harries queried the efficiency of
the joint assessment and Andrea Wilson confirmed that it worked well. Jo Pollard gave
background around the YAS/SWPFT engagement and advised that Mental Health was the
biggest factor for call out(s). Members further discussed Urgent Care/SWYPFT Connecting
Care assessments and Dr Niaz explained the vision for a new Integrated Care Plan. Jo
commented on the services IAPT/Primary Care being joined at Step Two with engagement
being covered between the Networks and Hub. Alix confirmed that it was a shared
responsibility.
Dr Sheppard thought that it would be a good idea to take CDU out of ED. Jo Pollard
commented further on the model developed in respect of Crisis service and Primary Care
focus which would change relationships. How did it fit with the Connecting Care
agenda? Andrea Wilson acknowledged that it was not yet defined and members realised
that it could overload the model with an intensive Integration agenda.
Andrea Wilson confirmed that SWYPFT were happy to share the work which had been done.
Members noted the presentation.
IT WAS RESOLVED:
i)

13

Noted the contents of the presentation

MYHT Cardiology Changes re CCU Beds
Caroline Griffiths from MHYT attended with colleagues Caroline Woods, Dr Paul Brooksby
and Ali Aslam to update members on the Cardiology changes in respect of CCU Beds. The
presentation focused on the clinical case. Members noted that the proposed centralisation
would enable better care with no need for repatriation, easing family stress (re travelling
time) by putting CCU back in the middle sector. Dr Sheppard commented that assurance
was in the Meeting the Challenge Business Case with advantages for the East of Wakefield.
The Business Case had been taken to JOSC and North Kirklees. Jo Pollard commented that
it was about improving the outcomes for patients with benefit in terms of getting direct
access to treatment.
Members agreed that a positive timeline was required. Stephen Hardy queried issues
around Out of Hours, and whether the 4 hour target would still be met. Dr Hallott also
queried the bed reductions at Dewsbury District Hospital and Pinderfields around how they
would be monitored with members expressing concerns around possible capacity issues.
Dr Brooksby responded that it was ‘like for like’ and there would be no capacity issues.
Caroline updated members on the matrix which would be used to monitor and advised
that a formal update would be brought back to JOSC and CCGs to confirm that pathways
were in place with a proven internal pathway in terms of bed reductions when enough
evidence data had been collated.
Andrew Pepper queried the 22 bed capacity reconfiguration and Dr Brooksby confirmed
that there would be 11 beds with the nurse levels on coronary care at 1 nurse to 4 patients
so 3 CCU nurses would cover 11 beds.
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Caroline Griffiths updated members on the working relationship with YAS around working
on protocols indicating that a dummy run would be undertaken in the next two weeks as
part of the assurance process.
Members agreed that assurance had been provide in terms of the implementation and
transformation.
IT WAS RESOLVED:
i)
ii)
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The contents of the paper and presentation were noted
Agreed that assurance from MYHT had been provided in terms of the
implementation and transformation

Planning and Delivery
Dr Sheppard advised members that there was no update this month and that Pat Keane had
indicated that an update would be brought to the August Clinical Cabinet.

15

Clinical Network
Dr Earnshaw updated members around Network 2 and a joint bid for the practices . Dr
Harries felt that Network meetings were more engaged than before (feeling part of it). Dr
Jayakumar provided an update on Network 5.

16

Any items for escalation to Probity Committee
There were no items highlighted for escalation to the Probity Committee.

17

Minutes from Sub Group
No minutes to note.

18

Any Other Business
No other items were discussed.
Date and time of the Next Meetings:
Informal Clinical Cabinet:
Thursday, 13 August 2015
1.00 – 3.00 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 27 August 2015
09.00 – 12.30 pm
Seminar Room, WRH
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Andrew Balchin, Corporate Director Adults Health and Communities
April 2015 – July 2015

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Connecting Care Executive
meetings held from April and to July 2015.
Executive Summary:
9 April 2015
















Integrated Community Equipment Scheme (ICES) Review presented noting:
Presented a draft paper of a review commissioned by Public Health – comments on this draft review took
place with a view that a final version is to be presented at May’s meeting to reach agreement on the next
steps and actions which need to take place.
Re‐commissioning of Wellbeing Services, Domestic Abuse Service and Health Checks:
Public Health presented plans to commission and procure the following services: Wakefield Lifestyle Service,
Wakefield Weight Management Service, NHS Health Checks, Public Health Domestic Abuse Service
CCE agreed that further work was required on these plans to commission and procure these services before
the Public Health team took these forward. Future updates to be considered by Connecting Care Executive.
Learning Disability Review and Commissioning Options:
A report was shared that had been to the Learning Disabilities Partnership Board (LDPB). The LDPB have
accepted the paper as it stands following some further questions and subsequent amendments;
An update report to be presented in due course to discuss long term ambitions and joint strategies.
Children and Young People Commissioning: 0‐5 and 5‐19 Children’s Public Health Commissioning Update:
The Connecting Care Executive (CCE) supported the mandate to carry out this piece of work considering the
pressures which are currently in the system.
The CCE agreed to provide advice and guidance on different contracting approaches and models in order for
an options appraisal to be presented for sign off at a future meeting.
Mental Health Crisis Care Concordat: Local Action Plan:
o The CCE was advised that the Mental Health Crisis Care Concordat (MHCCC) declaration was signed off
locally by the Health and Wellbeing Board (HWBB) in November 2014. Following sign off, an action plan
has been written based on the 5 areas in the concordat. The CCE discussed the action plan; particularly
the role of the CCE in relation to the MHTPB. Connecting Care Gateway to Care Service Specification
CCE were advised that the Gateway to Care Service Specification is an addendum to the Connecting Care
Service Specification and will remain a working document for 2015/16. The CCE approved the Gateway to
Care service specification and the recommendations presented in the report.
Better Care Fund Payment for Performance:
The CCE discussed the new Governance arrangements and who can make recommendations and decisions.
The new BCF operational guidance highlighted that the HWBB need to have oversight of performance of the
Better Care Fund(for example P4P and quarterly performance monitoring). The changes will be updated in
the CCE Terms of Reference and Partnership agreement for BCF.

14 May 2015






















Integrated Community Equipment Scheme (ICES) Review: Year End Position
NH advised ICES has overspent by £30k. The over spend has been resolved by carried forward funding and
from this point forward there are no residual funds available in the pooled budget for this service.
Legacy Joint Funding
The CCE discussed budget pressures both in and out of the BCF, suggesting that the Executive needs to
collectively understand, if there are unallocated pots, how they can be used and what criteria is attached
etc.
The CCE members confirmed they were happy to support agencies pulling together this piece of work with
their finance leads discussing these budgets.
Integrated Community Equipment Scheme (ICES) and Wheelchair Service Review:
A final review of ICEs was provided to the CCE with recommendations. The CCE identified ten key actions
and will take forward the appropriate recommendations. It was requested that the report was also shared
with colleagues in the Provider Alliance. The Local Authority, as lead commissioner for these services will
take responsibility for arranging a workshop in Autumn 2015 and will discuss outside of this meeting who
else needs to be involved to develop a updated service specification
Better Care Fund Pooled Financial Monitoring: Arrangements:
A report was provided to the CCE and Health and Wellbeing Board (HWBB) and advised how many non‐
elective admissions have been delivered; therefore advising how much could be taken from the reserve. The
CCE noted the recommendations and supported the approach undertaken.
The CCE agreed to continue with the meeting dates as arranged; receiving reporting one month in arrears.
The CCE will review if the arrears cause any difficulty.
Better Care Fund (BCF) Performance Management:
The CCE was advised that a new set of BCF arrangements were released on 11 May 2015 and a BCF
submission is to be made to NHS England on 29 May 2015 which will require sign off by several CCG and
WMDC members.
The CCE agreed the submission can be signed off through delegated arrangements with Chair and Vice Chair
of both CCE and Health and Well‐being Board.
KOOTH Online Children and Young People Counselling Service:
The CCE discussed the information presented including the increased service demand within CAMHS, the
expected demand on the service itself, safeguarding issues and how Kooth.com links with other services to
provide a pathway when further intervention is required.
Further service evaluation to be carried out to provide assurance to the concerns and questions raised
ASD Pathway
An update on the recovery plan for the ASD/ADHD Pathway was provided to the CCE through the
background and options available to improve capacity for this service
The CCE acknowledged the recommendations and agreed ASD Pathway should be included on the forward
plan for regular updates to be received

11 June 2015






Section 256 Request:
WMDC requested the CCE considers and approves the allocation of total resources identified for
recruitment of Adult Social Care input into the Connecting Care Hubs via a Section 256 agreement for 12
months. These posts will commence in September 2015. The CCE discussed the request. The CCE agreed to
this proposal.
Commissioning of Public Health Services:
The CCE were advised that the Chancellor announced last week there is to be a £200m cut in Public Health
by Local Authorities. The implications for Wakefield are not yet known, however £200m is approximately
7.5% of the allocation which, for Wakefield, would equate to a £1.5m cut to Public Health resources in
financial year 2015/2016. The Director of Public Health advised until further information is known on how























the cut is to be made, a final process cannot be determined, however once more information is known, the
CCE will beupdated.
Gateway to Care: Provider Alliance Response
Referencing the supporting paper, the Provider Alliance informed the CCE of the current position and
proposals for a phased approach to implementation following a revision of the Gateway to Care (G2C)
Service Specification (by the Provider Alliance) and asked the CCE to formally sign off the revised version
whilst noting during Phase One, a robust Business Case will be developed. A formal response from the CCE is
to be written to the Provider Alliance with CCE feedback.
ICES and Wheelchair Service Quarterly Report:
A quarterly service report was considered by the Connecting Care Executive and it was agreed Sharon Wallis
would work with the lead commissioner of this service to identify if any changes needed to be implemented
with the allocation of pressure care products. A report to return to a future Connecting Care Executive
meeting.Future in Mind (FiM):
The Connecting Care Executive were informed that nationally, there is £250m available for those who can
demonstrate, via local transformation plans, real changes to Mental Health and Wellbeing Services and a
series of aspirations have been set out to hopefully access this funding;
The deadline for transformation plans to be developed is September 2015;
The CCE discussed the proposed governance arrangements and accountability of the HWBB and Children
and Young People Partnership Board; particularly how they relate in terms of holding responsibility for
outcomes. The CCE also raised the regional support available for development of the transformation
programme; noting there is an arrangement for all Yorkshire and Humber Local Authorities to have a
support network available.
Continuing the discussions regarding the governance structure, it was proposed Finance from WMDC needs
to be included in the membership of the FiM Programme. The CCE agreed to all recommendations as
highlighted in the report
Funding Request: Community Anchors
The CCE were asked to approve a funding request of £5,000 from the Innovation Fund for the planning and
delivery of a Community Anchors conference. This was approved.
Buurtzorg Study Visit
The CCE supported the (£5,000) funding for this visit with some caveats agreed.
Contracting Model for Connecting Care 2016/17 Options Appraisal:
The Connecting Care Executive was presented with a paper that identified 6 potential models for
contracting for integrated care. A joint letter to the Provider Alliance would be written to ask the Provider
Alliance to consider a new contracting approach for 2016/2017 and highlight timescales and future
commissioning intensions.
Better Care Fund (BCF) Reporting Template and Financial Reporting:
The Connecting Care Executive were presented a proposal for providing financial information to the CCE
including year to date position and the financial outturn of the BCF financials. The CCE agreed to the
proposed reporting template.
The CCE agreed they need to understand the principle that some of the previous agreements need to be
changed/rescinded etc. in order to ensure the right agreements under the BCF Section 75 agreement are in
place.

9 July 2015








Joint Commissioning between Local Authority and WCCG
The CCE were presented with a paper on 3 broad commissioning approaches available:
Aligned commissioning;
Joint commissioning; and
Fully integrated commissioning;
A workshop was planned for 22 July 2015; facilitated by Joyce Redfearn.
The CCE discussed the paper, specifically the possible areas for integrated commissioning and if there were























proposals for children’s services. ME advised conversations regarding children’s integration have already
started and are in line with the paper
The CCE would be kept up to date on progress; providing an update of the key outcomes from the 22 July
2015 workshop at a future meeting.
The CCE signed off the recommendations noted on the supporting paper.
Better Care Fund Progress at Quarter 1:
Performance for quarter 1 (January to March 2015) shows overachievement following a very difficult winter
period;
When the BCF plan was originally submitted, activity was based on 2013/14 activity assumptions. We
achieved less non‐elective admissions than we anticipated therefore the baseline has reduced as a result
from 42,056 to 40,871. This means we are working to a lower reduction figure to achieve our BCF plan.
Future CCE meeting minutes to be forwarded to Children and Young People Partnership Board.
Connecting Care Non Recurrent Budget:
The Connecting Care non‐recurrent budget was shared with the Connecting Care Executive and discussed.
The total workforce costs are estimated to be £2.7m for 2015/2016 and the CCE noted there is a real
challenge within the health economy for next year; MYHT and WMDC colleagues (as part of the Provider
Alliance) are discussing how these resources will be picked up within the system next year; confirming the
CCG made a commitment to provide non‐recurrent resources for 2014/15 and 2015/16 only and it has been
made clear to both MYHT and WMDC i that they need to remodel services from 2016/17 to sustain services
within the community.
Discussing the G2C Programme and the issues raised, it was suggested a discussion needs to be held with
social care colleagues to understand some of the logistics and processes.
ASD Pathway
ASD Pathway update will be given to CCE every 2 months
At the last ASD meeting, MYHT were tasked with becoming NICE compliant by November 2016 i.e. to have a
waiting list no longer than 6 months. This target will be challenging, however should be achievable with
some investment and is currently being tested. If this target is achieved the MYHT ASD Pathway will
probably be in a much stronger position than in other parts of the country; The CCE discussed the ASD
update, the position of 18 weeks and how it compares to other areas.
A review is to be undertaken to understand how Wakefield compares to other areas.
The CCE agreed the longevity of this process cannot continue and a clinical risk assessment of all children on
the waiting list needs to be undertaken (if not done so already) and an options appraisal is to be presented
at August’s CCE meeting for a decision to be made.
An options appraisal is to be written and brought back to August’s meeting.
A Quality Impact Assessment on the children on that waiting list is also to be conducted; for all options
available.
Online Counselling (KOOTH):
The CCE agreed the proposal is a good one in principle, however noted the concerns raised regarding
phasing and the implementation date;
The CCE agreed the innovation fund and non‐recurrent monies for mental health can be used to support
this service in 15/16
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Meeting Minutes:
1.

Action:

Apologies:
Dr Adam Sheppard, Andrew Pepper, Angela Nixon and Neil Hardwick
submitted their apologies.

2.

Welcome and Introduction:
AB formally welcomed everyone to the new Connecting Care Executive
(CCE) which replaces the Joint Strategic Commissioning Board (JSCB).

3.

Minutes from final JSCB meeting:
Minuted under 2.1, DrC advised it has been agreed that Speech and
Language Therapy Services would be funded by Health and Inequalities
and there is £45k budget available. WCCG Finance is aware of these funds
and now need to be clear with MYHT that these funds are available. KP
clarified WCCG Finance need to turn those funds into some sort of
contract variation as soon as possible; however it was noted MYHT cannot
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wait for a contract variation to be written and signed. ACTION: JW asked
KP to email MYHT today to confirm WCCG will fund this service and ensure
the necessary paperwork is put into place to enable MYHT to move
forward with recruitment to this service.

KP

The minutes from the last JSCB meeting were accepted as an accurate
record with all actions captured on the forward plan for inclusion on future
agendas.
4.

DISCUSSION PAPER:
Integrated Community Equipment Scheme (ICES) Review:
Presenting a final draft paper, AF advised some further tweaks may be
required as final checks are made, however the purpose of presenting the
paper today was to ask the CCE to note the content of the report and
advise on any amendments/omissions before receiving the final version at
May’s meeting to reach agreement on the next steps and actions which
need to take place.
The CCE discussed the paper with the following raised:
 MB advised she had hoped to see projected analysis of what financial
growth was required; feeling that calculated estimates are required
moving forward regarding resources from WCCG and WMDC. In
addition there are some areas requiring revising including the Better
Care Fund (BCF) partnership agreement. ACTION: MB to speak to Greg MB
Fell regarding her proposed revisions.
 Presentationally, further formatting and consideration to the layout of
the report is required with some CCE members advising the
recommendations were not clear and difficult to find;
 Advising that growth monies need to come from what is generated by
existing resources, that Providers need to understand the pressures on
budgets and consider how those pressures are going to be met in the
future, JW advised she would like the Provider Alliance to see this
report; for them to put their views and recommendations forward;
 DrC asked if the development of the nursing role was via a secondment
by the Provider or a joint decision with the Provider Alliance; adding
clear guidelines and structure is required regarding the ordering of
equipment (including specialised equipment). JW advised it would be
possible to include strict criteria via a standing operating procedure for
staff to follow on the wards as part of our new discharge model
included into contracts.
AF acknowledged all the points raised and confirmed concerns regarding
the nursing role and ordering of equipment have been discussed at JSCB
previously and the service has tried to do something to address these
concerns. JW confirmed this is now part of the BCF and the risk share
arrangements adding that if there is overspend, the Providers will need to
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be involved in discussions about ICES service moving forward; currently
only Commissioners have been overseeing ICES service.
During the above discussions, it was suggested that once the report is
finalised, a dedicated session is held to challenge and consider the issues
and consider how we might redesign what we are trying to do rather than
improve what is already in place. The CCE discussed this suggestion and
agreed to a dedication session being held. Action: Dedicated ICES session
to be discussed with Greg Fell (GF) and arranged. Action: ICES Final
Report to be presented at May’s meeting and presented by Greg Fell.

AF
AF/GF

On behalf of the CCE, AB thanked Greg Fell for all his work in writing the
report.
5.

DISCUSSION PAPER:
Re‐commissioning of Wellbeing Services, Domestic Abuse Service and
Health Checks:
Presenting their paper, CA and JH shared with the CCE (via a PowerPoint
Presentation) Public Health’s plans to procure the following services:
 Wakefield Lifestyle Service
 Wakefield Weight Management Service
 NHS Health Checks
 Public Health Domestic Abuse Service
CA and JH highlighted the key points for each of the 4 services detailing
delivery models, outcomes, interventions, engagement and options
appraisals for each service.
The CCE discussed the Wakefield Lifestyle Service model including where
decisions on the proposal fit in terms of the agreed Business Rules and
have Commissioner organisations specified the service required and given
the Provider Alliance an opportunity to respond.
During discussion, it was felt conversations need to take place with the
Provider Alliance before going out to procurement; agreeing that the CCE
should specify the service to be commissioned before asking the Provider
Alliance to respond.
The CCE discussed Lifestyle services, particularly what comes under the
umbrella of a lifestyle service and why weight management would not be
included within the specification. CA confirmed the proposals are a new
way of thinking, however further consideration of what is a Lifestyle
Service can take place before proceeding any further. AF added
discussions have taken place internally regarding lifestyle and wellbeing
and how best to provide a package which is manageable without making it
overly complex and confusing; adding that outcomes from some services is
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poor and suggested a clinical discussion is held at Clinical Cabinet to
discuss this further. ACTION: AF will consider further.

AF

The CCE discussed service outcomes, referrals and lack of awareness in
Primary Care of services available. DrC advised discussions have taken
place at Clinical Cabinet where it was acknowledged something different
needs to happen to increase awareness, referrals into services and allows
GP Practices access to Tier 2 interventions.
Following discussions, the following were highlighted as key issues:
1. Strategically, how will these services fit within the broader ambition to
integrate services and how will the wellbeing/preventative work
regarding Care Closer to Home strategies be defined?
2. Understanding what the objectives and current issues are for services;
3. How do we go through an appropriate route to procure and
commission services that will deliver outcomes; including connecting
with some of the structures and arrangements that are now in place
but were not when this journey started.
The CCE agreed to support colleagues on taking the above issues forward.
ACTION: MB agreed to work with CA and Alex Farrell (AF) regarding linking MB/CA/
AF
in with the Provider Alliance.
Discussing the Domestic Abuse service, CA confirmed the 3 key issues
previously described would not apply to this service; advising she would
see this service as a specialist separate service. It was agreed this was
outside Integrated Care broader discussions.
Whilst discussing the Domestic Abuse Service, NE advised it was not clear
if engagement with services users who have experienced domestic abuse
had taken place and asked if there were plans for this to be extended. JH
confirmed service user engagement was conducted as part of a wider
review of this service and details of this engagement is available in a
separate review document. ACTION: Separate review document to be
circulated to CCE members.
6.

CA

FOR DECISION:
Learning Disability Review and Commissioning Options:
On behalf of Chris Makin (CM), AJ updated the CCE on the progress of the
independent joint review, advising:
 the report has been to the Learning Disabilities Partnership Board
(LDPB) who, subsequently, had a session facilitated around some of the
key points following the review;
 the LDPB have accepted the paper as it stands following some further
questions and subsequent amendments;
 an action plan has been drafted and there are early discussions to take
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place shortly to address and prioritise the areas for change.
Discussing the paper, AB advised he wished for the paper to be shared
more widely within the Local Authority; particularly with Children and
Young People Services colleagues to discuss transitions. In addition, an
update report should be presented here in due course to discuss long term
ambitions and joint strategies.
The CCE also discussed SWYPFT and QIPP, particularly packages of care
and out of area placements that are currently whole health funded, whole
local authority funded or part funded. It was advised that SWYPFT are
looking at proposals to see how they can support more proactively with
placements; however discussions are in their early stages. In addition,
there is also a review currently being undertaken of the Horizon centre.
The terms of the review will be shared next week, however, the original
eight areas WCCG and Local Authority raised with SWYPFT as areas of
concern for the Horizon Centre; they are keeping us appraised, via Mandy
Sheffield who is Project Lead for this piece of work.
Recommendations were agreed by the CCE.
7.

Children and Young People Commissioning: 0‐5 and 5‐19 Children’s
Public Health Commissioning Update:
Following the presentation of her paper at the March Integration
Executive Group meeting (where MB also presented her Connecting Care
Service Specification for adult services) and subsequent discussions
regarding how to move forward in line with the new working
arrangements and business rules, CS confirmed she had met with MB to
discuss joint working and wished to seek a mandate from the CCE to look
at developing an Integrated Care Service Specification. In discussion, MB
proposed the 2016/2017 service specification be presented to CCE
members in quarter 3; in the meantime a task and finish group is being
developed to support and progress this work.
The CCE supported the mandate to carry out this piece of work
considering the pressures which are currently in the system.
The CCE also discussed joint commissioning workstreams after it was
highlighted there is some urgent work required regarding commercial
strategies including joint procurement strategies to recognise the
differences between organisations and market approach before sharing
with Providers. MB confirmed the CCE would need to provide advice and
guidance on contracting and political models in order for an options
appraisal to be presented for sign off at a future meeting. In addition, a
joint commissioning framework and accompanying suite of templates to
be used across organisations etc. would also need to be produced. MB
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warned CCE members to not underestimate the amount of time this work
will take to progress though both procurement and legal processes,
however there will be immediate pieces of work which can be presented
at future meetings.
8.

INFORMATION PAPER:
Mental Health Crisis Care Concordat: Local Action Plan:
AJ confirmed the Mental Health Crisis Care Concordat (MHCCC)
declaration was signed off locally by the Health and Wellbeing Board
(HWBB) in November 2014. Following sign off, an action plan has been
written based on the 5 areas in the concordat which refer to:
1. how we commission for earlier intervention and prevention to prevent
crisis in the first place;
2. how we ensure appropriate access to support before crisis point;
3. making sure we have emergency and urgent access to crisis care for
those in mental health crisis;
4. quality of treatment and care when in crisis; and
5. recovery of staying well; focused on people’s future planning, onward
ambitions and support people to stay well.
Regarding the action plan, AJ advised:
 The Mental Health Transformation Programme Board (MHTPB) drafted
the action plan in the first instance; before being circulated for wider
consultation to those listed on Appendix B of paper;
 Following feedback an updated plan was presented to HWBB on 19
March 2015 where it was requested that quarterly updates are
provided on the progress of the action plan;
 Quarter one ambition is to consider how we embed the action plan
within existing work plans and identify lead organisations; ensuring the
right lead organisation is listed and are clear on how reporting and
updates will be made as work progresses through the year;
 NHS England have confirmed the action plan can be updated on a
frequent basis;
 Having seen other plans, Wakefield has taken a much more broader
and holistic approach;
 There are 3 areas of the plan which will require strengthening through
the year:
1. Support for Carers including specific actions;
2. Children and Young People and specifics from the work starting
regarding ‘Future in Mind’; and
3. Substance Misuse problems and dual diagnosis.
The CCE discussed the action plan; particularly the role of the CCE in
relation to the MHTPB. AJ advised she saw the CCE as a key decision
making body who would consider and approve the recommendations of
the MHTPB.
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The CCE also discussed the 3 areas requiring strengthening. AF confirmed
he can be contacted if anything is required from Public Health regarding
dual diagnosis, however asked if there was an interface with the Criminal
Justice System; suggesting this might be another area which merits further
work. AJ advised early discussions have started with the Police and Justice
colleagues and steps are being taken to involve the Offending Board. In
addition there has been engagement with the Police regarding piloting a
‘street triage’ service.
The CCE discussed the new Governance arrangements, particularly if they
had been communicated to staff to confirm what should be presented to
the CCE, where other meeting groups sit and report to etc. In discussion,
it was suggested a mapping exercise is conducted of all the groups and
governance arrangements before any communication is sent out to staff.
The CCE agreed that a mapping exercise should be undertaken to confirm
where papers should go, where groups (i.e. JSNA) sit, what the complete
governance and reporting arrangements are. ACTION: Governance
arrangement mapping exercise to be undertaken. This will come to June’s
CCE meeting.
9.

MB /
Martin
Smith

DECISION PAPER:
Connecting Care Gateway to Care Service Specification:
Following the presentation of an options appraisal at the last meeting, EOB
and MB confirmed the preferred option (designing a service specification
and asking how and what the Providers will deliver) is the option being
taken forward.
EOB confirmed the Gateway to Care Service Specification is an addendum
to the Connecting Care Service Specification and will remain a working
document for 2015/16. The CCE were asked to:
 Approve the Gateway to Care Service Specification is what we want the
Providers to design;
 Approve its status as a supplement to the Connecting Care Service
Specification;
 To agree to invite the Provider Alliance to develop an implementation
plan; and
 Agree a timescale for the delivery of an outline implementation plan.
After acknowledging it was a well written specification with the right
approach, the CCE discussed the papers presented; advising the timescales
for the Provider Alliance need to be right and will be the first real test for
the new way of working. However, for governance purposes, JW
highlighted the conflicts of interest around the table with some colleagues
being Providers as well as Commissioners and should therefore be
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considered with any decisions made.
In discussion, the referral process was raised as a concern. EOB confirmed
some services would be de‐commissioned in order for one referral number
to be used; adding that clinical professionals have all agreed this is the
correct approach. In addition, some public engagement has taken place
via a patient group and the Communications team are considering what
publicity will be required to inform the new arrangements.
Communicating the new process was discussed at length; with
acknowledgement that to have one number for all these services is a
massive change and that the message to Primary Care colleagues and the
public needs to be very clear.
Timescales for implementation was also raised as a concern. MB advised
the proposed timeframe of May was for the Provider Alliance to provide
their response to the specification and (as part of their implementation
plan) outline to the CCE what their timescales would be; adding that
timescales for implementation would need to come from the Provider
Alliance for the CCE to then consider as a group.
Concluding the discussions, the CCE confirmed:
 they need to keep Gateway to Care on the radar;
 make sure there is support for colleagues to move this forward;
 ensure timescales are suitable; and
 approved the recommendations presented.
10. DECISION PAPER:
Better Care Fund Payment for Performance:
KP advised the paper provided summarised some of the risk share and
funds flow proposals previously discussed at the Finance, Resource and
Business Intelligence group and, following the release of new NHS England
guidance on 25 March 2015 regarding Payment for Performance (P4P),
highlights some of the key issues which require discussion.
Following a reminder that Wakefield District have agreed a 3.2% reduction
in emergency admissions (approximately £2m of funding), KP talked the
CCE through the items for discussion as follows:
 6d: The MYHT contract will be reduced by 3.2%. This financial
reduction will be ring fenced by WCCG for payment into the BCF if this
target is achieved. If the target is not achieved, the monies will be paid
back to MYHT via the contract.
The CCE discussed and although understood the principle, it was noted
there are different local arrangements in place which manage the risk.
KP confirmed the guidance does not overrule local agreements and
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subject to MYHT signing the contract, MYHT will be part of the risk
share arrangements (as are other partner organisations) agreed locally.
 6j: KP confirmed WCCG contracts with each Provider on an annual
basis; this includes a MYHT contract which is monitored throughout the
year in terms of activity and value. The guidance, details that payment
into the fund is to be made on a quarterly basis therefore if some of the
£2m was released into the BCF for investment, that would mean
(almost immediately) the quarter within MYHT contract would need to
be closed down and would not be available later in the year if we go
over our activity targets.
The CCE discussed the possibility of reconciling with MYHT at the end
of 12 months and if investments need to take place within the first
quarter. KP confirmed investments do not have to take place in the
first quarter, and it would be possible to reconcile with MYHT at the
end of the year, however noted that if this was the agreed approach,
investment decisions would not be able to be taken earlier in the year.
Following discussion regarding the best approach and acknowledging
performance would not be the same every quarter, the CCE agreed
annual reconciliation, in line with the contract, would be the best
approach.
 6k: KP confirmed the guidance advises investment into the BCF also
has to include the marginal rate threshold. KP explained:
o When WCCG contracts with MYHT, a certain activity level is
contracted at full tariff. Anything above that activity level, the CCG
pays for at a marginal rate; therefore
o The 3.2% reduction in emergency admissions is at marginal rate,
however the CCG has to top this up to reach the full £2m tariff to be
moved across into the BCF.
o The top up is called the marginal rate threshold and is approximately
£1.34m in current financial plans; these monies are part of WCCG
non‐recurrent funds and are being spent on the Connecting Care
programme. However, as these funds are part of the BCF, it means
the Connected Care spending plans will need to go back to HWBB
for ratification; though KP feels there will be no issues with this.
The CCE discussed WCCG investments and need for accountability to be
recognised by Providers and the HWBB and agreed returning to HWBB
was a good idea; not just to seek ratification but also (as a result of the
new guidance) there are some slight changes to the Governance and
Terms of Reference of this group.
The CCE discussed the new Governance arrangements and who can make
recommendations and decisions. MB advised the new BCF operational
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guidance highlighted areas the CCE would have previously made decisions
on and now need to go to HWBB (for example P4P and quarterly
performance monitoring). MB highlighted these changes will be updated
in the CCE Terms of Reference and Partnership agreement for BCF.
11. Better Care Fund Operational Guidance:
This agenda item was not discussed. MB confirmed happy to pick up any
queries about the paper outside of the meeting.
12. Integrated Community Equipment Scheme and Wheelchair Service
Budget:
This agenda item was not discussed; however AS confirmed the numbers
detailed within the paper are provisional outturn figures and may
therefore change. It was agreed this agenda item would be brought back
to the next meeting for a full discussion, in the meantime, any questions
should be referred to AS or Angela Nixon.
13. Joint Resource Budgets:
This agenda item was not discussed, however AS confirmed the supporting
paper includes comments highlighting the changes made. It was agreed
this agenda item would be brought back to the next meeting for a full
discussion.
14. Proposed Work Programme:
MB advised this will continue to be enhanced and included as a standing
agenda item. AB added consideration needs to be given regarding how we
share the work programme, discussions and outcomes from these
meetings without creating more bureaucracy in order to build a wider
understanding the work of this group.
15. Any other Business:
JW requested a paper on ASD and how we are handling the 400 patients
currently sat with no assessment/diagnosis is presented at the next
meeting. Action: DrC to ask Michele Ezro to write a paper for the next
meeting.

DrC

16. Date and Time of Next Meeting:
Thursday 14 May 2015; 9.00am to 11.00am; Seminar Room, White Rose
House.
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Meeting Minutes:
1.

Action:

Welcome and Apologies:
Carly Speechley, Jo Webster, Andrew Pepper and Angela Nixon submitted
their apologies.

2.

Minutes from 9 April 2015 meeting:
Minutes were accepted as an accurate record.

3.

Action Log:
Reviewing the action log, the following updates were given:
 20150409‐03: MB and AF have discussed with Greg Fell and pending the
outcome of today’s discussion, AF will determine how to take forward.
 20150409‐05 and 20150409‐06: AF advised discussions have taken
place within the Provider Alliance and WMDC and once feedback
received has been considered further, another update will be given at a
future meeting.
All other actions are completed or on track.
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4.

DISCUSSION PAPER: Integrated Community Equipment Scheme (ICES)
Review: Year End Position
NH advised ICES has overspent by £30k. The overspend has been resolved
by carried forward funding and from this point forward there are no
residual funds available in the pooled budget for this service.

5.

DISCUSSION PAPER: Legacy Joint Funding:
Reviewing the individual reserves being carried forward and the spending
plans against them, NH advised:
 A spending plan for reablement funding legacy is required;
 A new Section 256 for an additional 12 social workers across the 3 Hubs
required;
 Proof of concept monies have now been fully utilised;
 There is an issue regarding funding to be identified for MYHT
administration to support Waterton and Castleford Hubs and if these
funds are to come from the Integration/Transformation reserves. In
reply, MB advised this has been picked up in MYHTs contract variation
for 2015/16. ACTION: MB to email Angela Nixon to confirm this.
 The Health and Inequalities project is still part of spending plan. AF
added this is a project to which we are fully committed but there has
been some underspend. Informal conversations have taken place
regarding using this underspend to fund the prevention workstream
which Anna Middlemiss (AM) is moving forward. AM will be bringing
back the plans for this at a future meeting.

MB

Discussing the paper, the different legacy funds, what is required to support
new ways of working for integration and the relationships between the
different funds (including the Better Care Fund (BCF) and individual overall
financial positions) it was suggested it would be really helpful to have an up
to date position of all funds; giving a complete view of the financial future,
to understand how any funds might be used in the future and the
relationship between them.
The CCE discussed budget pressures both in and out of the BCF, suggesting
that the Executive needs to collectively understand, if there are unallocated
pots, how they can be used and what criteria is attached etc.
The CCE members confirmed they were happy to support agencies pulling
together their finance budgets. ACTION: Finance teams to work together
to progress this.
6.

ALL

DISCUSSION PAPER: Other Pooled Budgets: People with Learning
Disabilities and Short Breaks:
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Referring to the supporting papers, NH confirmed these budgets are virtual
pooled budgets i.e. any under and over spend remains with the relevant
partners.
NH added the Mental Health pooled budget is not yet available due to a
delay in information received from the CCG. ACTION: ME to chase data
required by NH. ACTION: Mental Health Pooled Budget information to be
circulated when available.
7.

ME
NH

DECISION PAPER: Integrated Community Equipment Scheme (ICES) and
Wheelchair Service Review:
On behalf of the CCE, AF thanked GF for carrying out this piece of work and
confirmed, following comments received at the last CCE meeting, an
updated paper is presented today for discussion.
GF provided some background to his report; advising that a wide range of
different stakeholders were interviewed. From these interviews, there was
a fairly strong and consistent theme from almost all stakeholders whereby
the service was very well regarded; it meets performance targets and (only
with very recent deterioration) offers a quick timely response of service
within the resources available. There were some issues raised regarding
possible budget growth and most of the review concentrated on why that
was and what could be done.
GF talked the CCE through some of the results and issues highlighted in the
report, specifically:
 2.3: New Commissioner and new Governance Structures;
 2.2: Clarity about service specification;
 2.4: NHS Contracts versus Local Government Contracts;
 2.6: Exploring the reasons for increased pressure on service and
overspend;
 2.8.1: Split of equipment by health or social care need;
 2.9: Clarity about the value and return on investment;
 2.10: Previous and current control cost activities;
 2.13: Comparing Wakefield with other areas.
Regarding the recommendations, GF advised there were 2 sets:
1) Overall service model and broad strategic issues and
2) Operational changes to further improve operational efficiencies
The CCE discussed the report particularly the recommendations. In
discussion, MB advised that recommendations 1, 3, 4, 7, 8 and 9 could be
picked up via implementing a review of the Service Specification. MB
expressed particular concern regarding recommendation 5 and the supply
of children’s equipment; feeling this needs to be explored and a message

3

issued to service managers advising, regardless of financial pressures, there
should be no delays. ACTION: Recommendation 2: NHS Contracts; MB to
speak with Matt England and feedback to AF. ACTION: Recommendation
10: Operational efficiencies; MB to liaise with the Provider Alliance.
Discussing who would lead the review and updating of the service
specification, AB advised the Local Authority will take responsibility and will
discuss outside of this meeting who else needs to be involved to pull
together a specification jointly. ACTION: Service Specification review to be
undertaken.

MB
MB

AB

The CCE agreed there are 2 further elements which require progressing:
1) Work together to convene a broader workshop which will bring a variety
of different voices to look at the future;
2) Joint working to develop a new ICES service specification; whilst at the
same time exploring operational efficiencies and areas to be linked in.
On behalf of the CCE, AB thanked GF for producing the report and all the
work undertaken.
8.

DECISION PAPER: Better Care Fund Pooled Financial Monitoring:
Arrangements:
Payment for Performance (P4P):
After providing some background information, AR talked CCE members
through his P4P paper, adding::
 The CCE and Health and Wellbeing Board (HWBB) will be advised how
many non‐elective admissions have been delivered; therefore advising
how much could be taken from the reserve;
 Through decision making already undertaken, the £2m P4P reserve has
been pre‐committed, therefore there are no remaining funds available
during the course of the year to put into the BCF to spend on NHS
Commissioned services;
 The £2m has been defunded from the MYHT contract to create the P4P
fund following some reclassification of that fund into marginal rate and
Ambulatory Emergency Care (AEC);
 If no planned reductions are made, there is a potential the CCG will be
exposed therefore a £0.5m risk has been added to pay the marginal rate
to MYHT;
The CCE noted the recommendations and supported the approach
undertaken.
Financial Reporting Proposals:
AR provided an update; talking CCE members through the BCF template
submission dates and reporting timelines; particularly highlighting the CCG
would not be able to produce its internal BCF reporting until 8th monthly
4

and WMDC will not be able to provide reporting until 20th of each month.
This is likely to result in financial reporting to the CCE being one month in
arrears unless meeting dates are changed.
The CCE discussed the reporting timelines, the possibility of changing
meeting dates and if there was any ‘soft intelligence’ that might provide
early warnings of issues. In discussion, AR advised when the BCF
submission was made in September, the non‐elective admissions baseline
was estimated. AR also suggested a format for financial reporting is used.
Discussing this suggestion, the CCE agreed there needs to be depth of
information and agreed that AR should develop a financial reporting
template. ACTION: Financial reporting template to be developed and
circulated in advance of the next meeting for discussion.

AR

The CCE agreed to continue with the meeting dates as arranged; receiving
reporting one month in arrears. The CCE will review if the arrears cause any
difficulty.
9.

DECISION PAPER: Better Care Fund (BCF) Performance Management:
MB advised a new set of BCF arrangements were released on 11 May 2015
and a submission is to be made to NHS England on 29 May 2015 which will
require sign off by several CCG and WMDC members. The submission will
provide assurance regarding the national BCF conditions and confirm a
section 75 arrangement is in place. MB asked the CCE to agree to have the
submission signed off; advising there is no Health and Wellbeing Board
(HWBB) meeting in May, however the Chair and Vice Chair have agreed to
sign off under special circumstances outside of that meeting.
Discussing the submission, AB confirmed it was a timing issue, discussions
have taken place with the Chair and Vice Chair of the HWBB, does not
believe there will be anything contentious in the return and following the
submission, performance reporting arrangements and timelines will be
aligned over the coming months.
The CCE agreed the submission can be signed off without full sight of the
group.
Discussing reporting further, AF asked if there had been a complete analysis
of non‐elective admissions in terms of age, profile etc. to provide an
overview and pointers to possible quick wins. JP and DrS advised this was
done over 18 months ago though may require revisiting. During discussion
regarding where the responsibility of this review would sit, Urgent Care,
Transformation Workstream and Jenny Feeley were all suggested. It was
also suggested that whoever conducts this review, has a discussion with
colleagues leading the Hub arrangements; advising that data collected (if in
the right form) could inform how Hubs plan some of their strategic work.
5

Following all discussions, the CCE recommended the Systems Resilience
Group picks up this review with joint involvement with the Urgent Care
Group and Health and Resilience Board.
10.

DECISION PAPER: KOOTH Online Children and Young People Counselling
Service:
IH provided a summary on the proposed development of an on‐line
counselling service to support demand and fill gaps within Mental Health
and Wellbeing Services before talking CCE members through each of the
proposals. IH also gave a presentation on the proposed service model for
the on‐line counselling service advising on background, resources, available
interventions, chat room, safeguarding and a view of the site.
The CCE discussed the information presented including the increased
service demand within CAMHS, the expected demand on the service itself,
safeguarding issues and how Kooth.com links with other services to provide
a pathway when further intervention is required.
In discussion it was acknowledged by some CCE members that there is a
need for something between CAMHS and Practice Supporting, however
several concerns were raised including:
 As a referral mechanism, there is a lack of clarity regarding where this
service sits within the continuum of need and it was felt this needed to
be clearer. In addition, if the service sits across several levels within the
continuum, it was felt this would have a potential to compromise the
definitions around the types of support that universal, universal plus or
target services offer the Hubs and therefore it was felt there was a lot of
consideration still required before progressing further;
 Concerns the service could be overloaded (particularly by self‐referrals)
and the risk of anonymity; noting that crisis can escalate quickly with
children and there may not be time to build up a relationship therefore,
any service needs to be pretty reactive.
In discussion, DrC advised when she and Clive Harries attended the initial
presentation by KOOTH, they had similar questions and concerns to those
raised today and following today’s discussions, perhaps further
consideration is needed. DrC added she saw the on‐line service as part of a
much bigger piece of work regarding emotional health and wellbeing of
children and was keen to do something sooner rather than later because
the ‘Future in Mind’ work will take some time to come on line.
The CCE also discussed the need to see the service described as an
overarching framework of mental health and the integration agendas, the
need for engagement with the CCG’s Safeguarding Lead, size and scope,
CQC registration and if some lunchtime sessions need to be held across the
6

Local Authority and CCG to see the service in action.
The CCE also discussed what children and young people themselves felt
about the service. IH advised there has been some engagement (though
more could be done) and KOOTH have tried to get feedback from service
users to try and get a general sense of how successful it is.
Summarising the discussions AB acknowledged the comments and concerns
raised and clarified what has been presented today is a proposal to do
something on a small scale before evaluating at a future point in time;
therefore not overcommitting ourselves. However there are some key
aspects which require answering and suggested it is likely the concerns and
questions raised today would have been raised elsewhere.
On behalf of the CCE, AB suggested, in order to answer some of the critical
questions regarding safeguarding, access and referral pathways, a level of
assurance is obtained and brought back to the next meeting for further
consideration. This further evaluation should also include the views of
young people using the service to allow for more informed discussion to
take place. ACTION: Further service evaluation to be carried out to provide
assurance to the concerns and questions raised.
11.

IH

DECISION PAPER: ASD Pathway:
IH provided an update on the recovery plan for the ASD/ADHD Pathway
and talked the CCE through the background and options available to
improve capacity for this service.
Regarding the recommendations, IH confirmed approval of the approach
outlined in the paper i.e. managing the contract query process, ensure data
validation is taking place, pace is maintained and approving some of the
options outlined is being sought.
The CCE acknowledged the recommendations and agreed ASD Pathway
should be included on the forward plan for regular updates to be received.
ACTION: ASD Pathway added to forward plan

12.

MB

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

13.

FOR INFORMATION: Connecting Care Executive Terms of Reference:
Subject to a slight change regarding membership (Assistant Clinical Chair of
CCG to be noted as member not CCG Chair) the Terms of Reference were
presented for information.
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14.

FOR INFORMATION: Proposed Work Programme:
MB advised the proposed work programme will continue to be updated,
though some items noted for June’s agenda will need to be deferred to July
due to the number of items.

15.

Any other Business:
There were not items of other business raised.

16.

Date and Time of Next Meeting:
Thursday 11 June 2015; 9.00am to 11.00am; Seminar Room, White Rose
House.
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Agenda item 18d(iii)

Connecting Care Executive meeting
Thursday 11 June 2015
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Jo Webster (JoW) Co Chair
Melanie Brown (MB)
Dr Ann Carroll (DrC)
Nichola Esmond (NE)
Andrew Furber (AF)
Andrew Pepper (AP)
Adam Robertshaw (AR)
Neil Hardwick (NH)
John Wilson (JW)
Angela Nixon (AN)

Corporate Director Adults, Health and Communities, WMDC
Chief Officer, WCCG
Programme Commissioning Director Integrated Care, WCCG
GP Lead, WCCG
Director, Healthwatch Wakefield
Director of Public Health, WMDC
Chief Finance Officer, WCCG
Strategic and Project Finance, WCCG
Finance, Children and Young People, WMDC
Director of Children’s Services, WMDC
Group Finance Manager, WMDC

In attendance:
Michele Ezro (ME)
Janice James
Ian Campbell
David Hughes
Ian Holdsworth
Matt England
Michelle Domoney (md)

Associate Director for Service Delivery and Quality, WCCG
Director, Connecting Care, Wakefield Provider Alliance
Commissioning Service Manager, ICES
Service Manager, ICES
Service Commissioning Manager, Children’s Portfolio, WCCG
Head of Commissioning and Commercial Strategy, WCCG
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Dr Adam Sheppard, Dr Chris Jones and Jo Pollard submitted their apologies.

2.

Minutes from 14 May 2015 meeting:
Minutes were accepted as an accurate record with one minor change on
page 6, agenda item 10 where university and university plus should have
read universal and universal plus.

3.

Action Log:
Reviewing the action log, the following updates were given:
 20150514‐011: CCG and WMDC Finance teams are due to start working
together to produce a complete view of funds and budgets available.
 20150514‐012: Mental Health pooled budget data was forwarded prior
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to the last meeting, however due to staff absence, it was not received in
time for the meeting.
 20150514‐014: Following questions raised, WMDC auditors have
confirmed they are comfortable with ICES using the NHS Contracting
tool.
 20150514‐015: The Provider Alliance has been asked to consider the
Community Equipment Service review. This discussion will take place in
July.
 20150514‐019: ASD Pathway has been added to the forward plan for an
update to be given bi‐monthly, however due to current concerns, it was
suggested a paper and robust action plan is presented at the next
meeting outlining:
o how this pathway’s issues are to be corrected/dealt with;
o how Providers are going to be held to account for its delivery;
o what robust governance will be put into place.
ACTION: ASD Pathway update paper, action plan and governance
arrangements to be presented at the next meeting.

DrC/ME

All other actions are completed, on track or on today’s meeting agenda.
Before continuing with the agenda, the following was also raised:
Section 256 Request:
MB advised a request has been received from WMDC regarding the
resources allocated for Social Care Investment into Connecting Care Hubs.
MB reminded the Connecting Care Executive (CCE) that approximately £1m
was agreed to support the social care infrastructure for Connecting Care
Hubs, however due to national challenges with social care recruitment,
some staff are only commencing employment this month. WMDC have
therefore requested the CCE considers and approves the allocation of total
resources identified for this recruitment via a Section 256 for 12 months.
The CCE discussed the request. The CCE agreed to this proposal. ACTION:
AN to develop the Section 256 agreement.

AN

Commissioning of Public Health Services:
AF advised, the Chancellor announced last week there is to be a £200m cut
in Public Health by Local Authorities. The implications for Wakefield are not
yet known, however £200m is approximately 7.5% of the allocation which,
for Wakefield, would equate to a £1.5m cut to Public Health resources in
financial year 2015/2016.
The CCE discussed the allocation of Public Health grants by Local
Authorities. It was highlighted that some of the decisions to be made are
interdependent with other Community services and therefore some of that
transparency should be presented to the CCE. In discussion, JoW asked if
there would be a process which includes a decision at the CCE to support
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any recommendation(s) prior to it going to WMDC’s Cabinet; advising a
dialogue at CCE before a decision is reached would allow the CCE to fully
understand the implications of any resource efficiency cuts and plan for it in
a more meaningful way. AF advised until further information is known on
how the cut is to be made, a final process cannot be determined, however
once more information is known, the CCE will be advised. ACTION: AF to
update CCE
4.

AF

DECISION PAPER: Gateway to Care: Provider Alliance Response
Referencing the supporting paper, JJ informed the CCE of the current
position and proposals for a phased approach to implementation following
a revision of the Gateway to Care (G2C) Service Specification (by the
Provider Alliance) and asked the CCE to formally sign off the revised version
whilst noting during Phase One, a robust Business Case will be developed.
JJ also referenced the transitional funding available in this financial year;
advising she would look to see how these funds could be used with
Programme Management Support, IT and telephony; suggesting (whilst
funding is available) consideration will also be given to purchasing the
functionality required for Phase Two and Three.
The CCE raised the following issues:
 Is there a detailed Gateway to Care Implementation plan in place which
incorporates a detailed Communications and Engagement Plan together
with clear timescales for delivery; suggesting that a detailed Business
Case for Gateway to Care for Commissioners to consider is written;
 The proposed timescales for implementation of phases one and two do
not fit with the pace required for implementation;
 What is the intended launch date for the single Gateway to Care access
number;
 Mental Health services require implementation within Phase One,
 Would it be possible to access Health Visiting as part of Gateway to Care;
 The Gateway to Care proposals appear to not recognise Social Care as
‘the front door’ for both adult and children’s social care enquiries;
 Who is to be the key link between Provider Alliance and Commissioners
to progress future discussions?
In discussion, MB suggested a formal response is written to the Provider
Alliance listing the queries and concerns the CCE require assurance on. JJ
added:
 It has been challenging (and interesting) for the Provider Alliance to
come together and work in this way and therefore, the production of a
response should not underestimated;
 There is an opportunity to bring timescales forward; Phase One could
potentially be brought forward from December to earlier than outlined.
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Scope had been provided in the timescales to allow this.
Following all the discussions and concerns raised, the CCE agreed
 A system which supports a resilient Winter needs to be in place for
October 2015;
 The Provider Alliance response was not adequate as it currently stands;
 A formal response is to be written to the Provider Alliance.
ACTION: A formal response from the CCE is to be written to the Provider
Alliance with CCE feedback.
5.

MB

DECISION PAPER: ICES and Wheelchair Service Quarterly Report:
Referencing the supporting paper, IC advised the ICES Service budget has
barely moved in 8 years, whilst equipment costs have risen by just under
50%. In addition, following the outcomes of the ICES Service Review
(presented at last month’s meeting), IC confirmed the budget is not
adequate for the service to be provided, recommendations regarding
supply should not be the first priority and the amount spent on pressure
care mattresses has risen by over 400% to £499k since 2008.
The CCE discussed how, contractually, referrers to this service can
understand the implications of that decision i.e. where is the commissioning
policy, where is the criteria based assessment etc. It was suggested that
Sharon Wallis works with IC to develop a criteria for referrals for pressure
care mattresses. The CCE also discussed the possibility of testing pressure
mattresses as part of this review and questioned what evidence is available
to determine which mattresses are better/more appropriate than others;
suggesting this should be included in the review.
Discussing these suggestions, clinical risk was raised as a factor for staff
allocating pressure care to patients. It was suggested a Health Community
wide paper is written to remove the risk from the referring clinicians and
also details the equipment which can be prescribed; i.e. adopting a
medicines management solution.
Whilst discussing the suggestions proposed, IC suggested a firmer approach
is taken i.e. implementing the Bradford model (whereby a foam mattress is
the initial option for all patients) in Wakefield. Discussing this further, it
was also suggested an options appraisal is written and that Sharon Wallis
supports IC with this; noting that a wider review can still be conducted,
however an options appraisal would address some of the immediate issues.
The CCE also discussed the £34,692 recommendation to continue funding
‘Out of Hours’. AP advised in previous years these funds have been
successfully funded via Winter Pressure money and would suggest the same
for this year. The CCE agreed to cover the costs of this service until the end
4

6.

of June whilst the CCE obtain a firm decision for beyond June 2015.
ACTION: AP to raise this with System Resilience Group.

AP

ACTION: The CCE also agreed that Sharon Wallis will be asked to work with
IC and the Acute Trust to implement an options appraisal

Sharon
Wallis

DECISION PAPER: Future in Mind (FiM):
Referencing his supporting paper, IH highlighted:
 Nationally, there is £250m available for those who can demonstrate, via
local transformation plans, real changes to Mental Health and Wellbeing
Services and a series of aspirations have been set out to hopefully access
this funding;
 The deadline for transformation plans is September 2015;
 Initial focus areas for the programme will be:
o Eating disorders for Children and Young People
o Role out of Children and Young People IAPT
o Improving perinatal mental health services;
 Further guidance is expected in June and a self‐assessment toolkit is
currently being rolled out;
 The CCG has been proposed as the lead commissioner and a working
group has been pulled together. The first meeting of this group has
taken place; its first focus will be to complete a scoping exercise,
stocktake of corporate vision and planned next steps;
 The intention is to build on the integrated delivery model and
collaborative approach to case management and integrated care
management etc. and potentially use a non‐clinical environment for
accessing services;
 Primary and Secondary schools have been engaged in meetings arranged
as a sub group of the main board;
 Further work is required regarding workforce development and how we
engage with Children and Young People;
 A 3rd Sector engagement event has been held and some follow up focus
groups are to be held.
IH also tabled proposed governance arrangements for the FiM programme
confirming the Health and Wellbeing Board (HWBB) will have strategic
oversight of the project.
The CCE discussed the proposed governance arrangements and
accountability of the HWBB and Children and Young People Partnership
Board; particularly how they relate in terms of holding responsibility for
outcomes. The CCE also raised the regional support available for
development of the transformation programme; noting there is an
arrangement for all Yorkshire and Humber Local Authorities to have a
support network available. IH confirmed there will be FiM representation
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at HWBB and is therefore not expecting the transformation plans will
require formal sign off.
In discussion, the CCE asked how the programme will understand the spend
and staff resources for Mental Health and Wellbeing services as detailed in
4.1 of the supporting paper and if there was any criteria for accessing the
£250m of funds available. IH advised the criteria has not been explicitly
explained, however it is believed NHSE will have an initial role in managing
the allocation. Regarding sharing resourcing, IH advised the project group
are to consider this via developing a template outlining how the
information will be received together with a commitment from Partners to
scope and share as much resource as possible.
Continuing the discussions regarding the governance structure, it was
proposed Finance from WMDC needs to be included in the membership of
the FiM Programme. ACTION: FiM membership to be shared with the CCE.

IH

The CCE agreed to all recommendations as highlighted in the report.
7.

DECISION PAPER: Funding Request: Community Anchors:
AP asked the CCE to approve a funding request of £5,000 from the
Innovation Fund for the planning and delivery of a Community Anchors
conference. This was approved.
The CCE discussed Section 256 agreements. AP advised at previous JSCB
meetings, an up to date monthly assessment was presented outlining the
position of each Section 256 and suggested these updates are presented
monthly at future CCE meetings. The CCE agreed to this suggestion. AN
highlighted these reports have been tabled previously and would be
available for July CCE meeting.

8.

DECISION PAPER: Buurtzorg Study Visit
MB asked the CCE to approve a funding request of £5,000 (not £3,605 as
shown in the supporting paper) from the Innovation Fund to support a visit
to see a very successful innovative model of care in Holland.
MB provided details of the proposal, adding it has been agreed with the
Buurtzorg Programme Lead to waive the £1,000 per delegate fee provided
there was a collaborative process of learning in place.
Whilst discussing the visit and funding request, it was suggested:
 An open and transparent approach is undertaken; with a further report
presented to the CCE detailing the expected learning from the visit;
 One of the ten representatives is someone who can really capture the
learning so it can inform future workforce planning effectively.
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MB confirmed there will be criteria to be met and commitments to be
signed up to for those attending to ensure learning is shared not just within
own organisations but also within the wider local health and social care
economy. AF advised he may have an idea regarding how to capture this
and will discuss with MB outside of the meeting. ACTION: AF and MB to
discuss how best to capture the learning.
With all the caveats noted the CCE supported the (£5,000) funding.
ACTION: Further paper to be written and presented to the CCE.
9.

AF/MB

MB

DISCUSSION PAPER: Contracting Model for Connecting Care 2016/17
Options Appraisal:
Referencing his paper, Matt England (ME) provided an outline of the
potential range of contracting and commissioning models for integrated
care; advising that an options appraisal has been undertaken with
colleagues from Public Health, Children and Young People Services, CCG and
WMDC to consider what the model may look like. This work identified 6
potential models for contracting for integrated care:
 Unincorporated Club
 Alliance Contracting
 Joint Venture
 Prime Contractor
 Third Party Broker
 Fully Integrated Delivery Network
ME took the CCE through each model and how they can work within the
Connected Care Programme to meet the needs of the health economy.
Following this work, the suggestion is to propose a Joint Venture. However
it was recognised this may be quite ambitious for 2016/2017 and therefore
a further suggestion would be to follow the Alliance Contracting model for
phased approach to contracting differently for Integrated Care.
ME also advised a meeting has taken place with Beachcrofts to discuss how
an Alliance Contracting model could work. The CCG have commissioned
some legal advice in addition to procurement advice from the
Commissioning Support Unit. (CSU)
ME added discussions have also taken place regarding collaboration and
competition routes and the timescales involved; advising an evaluation
process and framework is being considered which will be put to the
Provider Alliance for a response to complete a readiness assessment. This
will determine if the Provider Alliance are going to be in a position to deliver
the services as required and to the expected levels with appropriate
governance arrangements in place. The outcome of this will define which
route (collaborative or competitive) will be taken.
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Finally, ME referenced some of the key steps to Alliance Contracting:
 It has to be the right situation for form to follow function; it is not
necessary for the model agreed upon to be used for everything;
 The right success factors need to be in place i.e. there needs to be trust,
equality and agreement between partners;
 We define what the alliance model, specification, warranties,
indemnities, assurance liabilities etc. will be;
 Key terms are negotiated;
 There needs to be clarity on articulating what the shared risk and reward
is; this is where the levers within these arrangements are to improve
quality and outcomes whilst delivering efficiency at the same time.
Discussing the models, JoW advised all were presented at a WCCG
Governing Body development session where WCCG’s approach to
developing a commercial strategy was discussed. The Governing Body
supported this approach for contracting of Integrated Care.
Concluding the discussions, JoW asked AB if he would be agreeable to
sending a joint letter to the Provider Alliance. The letter would be written
in a supportive and developmental way, however it would ask the Provider
Alliance to consider a new contracting approach and highlight timescales
and future commissioning intensions. AB agreed. ACTION: Joint CCE Chair
and Co‐Chair letter to be written.
10.

JoW/AB

DISCUSSION PAPER: Better Care Fund (BCF) Reporting Template and
Financial Reporting:
Financial Reporting:
Referencing his supporting paper, AR presented a proposal for providing
financial information to the CCE including year to date position and the
financial outturn of the BCF financials.
In discussion, AN confirmed the first WMDC forecast is produced in period 3
and is monthly thereafter; it is not produced quarterly as indicated within
the summary of the report. AN also advised there are a couple of minor
changes she would like to make to the template, however she will discuss
these with AR outside of the meeting. ACTION: AR and AN to discuss
AR/AN
reporting template outside of meeting.
With these changes, the CCE agreed to the proposed reporting template.
Better Care Fund (BCF) Financial Reporting:
Regarding the supporting paper, AR confirmed NHSE have issued updated
rules on how to account for the BCF on NHS ledgers which means the BCF
8

will be isolated by coding and in order to report appropriately, it will be
necessary to close of some issues regarding legacy Section 256 and Section
75 to move them into the new superseded BCF Section 75’s. There is also a
monthly allocation return to be completed; where the CCG will need to
declare how much has been drawn down from its allocation to pay for the
BCF; within this there will be a separate disclosure regarding how much is
being drawn down to pass through to WMDC for the Section 75 transfer so
it is likely to mean the quarter 30 June 2015 would need closing off.
In discussion, AN advised closing for 30 June has already taken place,
however AP suggested there are some actions which need to be picked up
outside of the meeting:
 A way needs to be found to dissolving and winding down the ICES and
Wheelchair legacies as they are now part of the BCF;
 Community Carers and short breaks needs to be split;
 When social care monies were held by NHSE, a detailed summary of how
those monies were invested was produced. AP suggested the CCE
receives this information again to facilitate some of the fund flows.
Discussing this suggestion further, the CCE were asked if it would it be
helpful to see how all of the BCF is invested; providing a clear, open and
transparent view of what everyone spends and where the opportunities
are. AP advised if a draft could be made available for the next meeting, he
would be able to release some of the payment WMDC need to manage
positions. ACTION: AB and AP to discuss further outside of the meeting.

AP/AB

The CCE agreed they need to understand the principle that some of the
previous agreements need to be changed/rescinded etc. in order to ensure
the right agreements under the BCF Section 75 agreement are in place.
11.

DISCUSSION PAPER: Tackling Health Inequalities Projects:
Due to time constraints this agenda item was not discussed, however AF
noted the paper was for information not discussion, and the only
recommendation was for the CCE to note the contents of the report.

12.

FOR INFORMATION: Decision Making Flowchart:
This agenda item was not discussed; it was an information only paper for
CCE to note.

13.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items were raised.
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14.

FOR INFORMATION: Proposed Work Programme:
This agenda item was not discussed.

15.

Any other Business:
There were not items of other business raised.

16.

Date and Time of Next Meeting:
Thursday 9 July 2015; 9.00am to 11.00am; Seminar Room, White Rose
House.
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Agenda item 18d(iv)

Connecting Care Executive meeting
Thursday 9 July 2015
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Jo Webster (JoW) Chair
Melanie Brown (MB)
Dr Ann Carroll (DrC)
Nichola Esmond (NE)
Andrew Furber (AF)
Neil Hardwick (NH)
Dr Adam Sheppard (DrS)
Helen Sweaton (HS)
Karen Parkin (KP)

In attendance:
Pat Keane (PK)
Ian Holdsworth (IH)
Michelle Domoney (md)
Michele Ezro (ME)

Chief Officer, WCCG
Programme Commissioning Director Integrated Care, WCCG
GP Lead, WCCG
Director, Healthwatch Wakefield
Director of Public Health, WMDC
Finance, Children and Young People, WMDC
Assistant Clinical Chair, WCCG
Interim Service Director, Children’s Services, WMDC
Associate Director of Finance, Governance and Contracting,
WCCG (attending for Andrew Pepper)

Director of Strategy and Organisational Design, WCCG
Senior Commissioning Manager, Children’s Services, WCCG
Minute Taker
Associate Director for Service Delivery and Quality, WCCG
(attending for Jo Pollard)

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Pollard (JoP), Andrew Pepper (AP), Andrew Balchin (AB) and John
Wilson (JW) submitted their apologies.

2.

Minutes from 11 June 2015 meeting:
Minutes were accepted as an accurate record.

3.

Action Log:
Reviewing the action log, the following updates were given:
 20150409‐03: AF advised a date for the dedicated ICES workshop is
still to be confirmed, however AB has a facilitator in mind and is
awaiting details of their availability before confirming;
 20150409‐05: Provider Alliance are considering the ICES review next
week and will share their feedback into the ICES Workshop;
 20150611‐021: A Section 256 agreement for social care investment
into Connecting Care Hubs is underway;
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 20150611‐022: MB to ask AF for an update at the next meeting
following a recent national announcement that Public Health cuts are
to be made from Local Authority 2015/16 budgets;
 20150611028: Dates for the Buurtzorg study visit are still to be
confirmed, though currently looking at October 2015. More
information will be provided once available;
 20150611‐029: A letter was written to the Provider Alliance regarding
a possible future contracting approach. Following consideration, the
Provider Alliance has requested to meet Commissioners in private at
11am today to advise on their response.

MB

Updates for all remaining actions were noted on the action log.
4.

DISCUSSION PAPER: Joint Commissioning between Local Authority and
WCCG
PK advised his supporting paper reflects the continuing commissioning
working relationship of WMDC and WCCG before highlighting the
following:
 There are 3 broad commissioning approaches available:
a) Aligned commissioning;
b) Joint commissioning; and
c) Fully integrated commissioning;
 The supporting paper details some of the changes a fully integrated
commissioning approach would involve; in some cases there would be
significant change and the paper provides proposals of the service
areas where it would make sense to move to an integrated
commissioning approach;
 The paper includes a proposed timeline for integrated commissioning;
with completion by the end of the current financial year;
 The financial position is to make the best use of the resources
available. The challenges for this are recognised;
 A workshop is planned for 22 July 2015; facilitated by Joyce Redfearn.
The CCE discussed the paper, specifically the possible areas for integrated
commissioning and if there were proposals for children’s services. ME
advised conversations regarding children’s integration have already
started and are in line with PK’s paper.
In discussion, JoW advised the scope of this work had been signed off by
JW, AB and herself and categorically does include children’s. In addition,
at a Local Services Board (LSB) meeting yesterday, the following was
advised regarding integration:
 There was an absolute commitment there is to be no separation of
children’s and adults and wherever possible these two areas are to be
brought together. There was recognition that there will be some
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differences, however the partnership agenda is to be streamlined to
enhance the integration of both children’s and adults;
 The LSB recognised the necessity to make sure there is a real narrative
which supports this work with support from all Wakefield District
partners i.e. WMDC, Police, Department of Work and Pensions etc. to
develop a clear district wide mantra letting everyone know we are
working together as public services across children, adults and
vulnerable people.
MB confirmed the CCE would be kept up to date on progress; providing an
update of the key outcomes from the 22 July 2015 workshop at a future
meeting.
The CCE signed off the recommendations noted on the supporting paper.
The CCE briefly discussed attendance at the 22 July 2015 workshop.
ACTION: Workshop attendance to be checked.
5.

MB

DISCUSSION PAPER: Better Care Fund Progress at Quarter 1:
Referencing her supporting paper, specifically section 3 and baseline
figures, MB advised:
 Performance for quarter 1 (January to March 2015) shows
overachievement following a very difficult winter period;
 When the BCF plan was originally submitted, activity was based on
2013/14 activity assumptions. We achieved less non‐elective
admissions than we anticipated therefore the baseline has reduced as
a result from 42,056 to 40,871. This means we are working to a lower
reduction figure to achieve our BCF plan.
Discussing Children’s Services, it was suggested that an update paper is
written to provide the CCE and Health and Wellbeing Board (HWBB) a
complete view on the Maternity, CYP agendas after it was felt there are
significant things taking place and being discussed at the Children and
Young People’s Partnership Board (CYPPB), which perhaps the CCE and
HWBB are not fully aware off. The CCE agreed a joint paper would be very
beneficial. ACTION: Maternity, Children and Young People agenda
update paper to be written for CCE and HWBB.

ME/DrC

The CCE discussed the CYPPB, the Integration agenda and the connections
between the two. It was suggested that something needs to be presented
to the CCE which brings everything together from a Health and Social Care
perspective and the children’s agenda to understand how things are going
to be interdependent. The CCE also discussed the Governance structure
and who has approval responsibilities. DrC confirmed this can be shared;
however felt clarity is needed for the CYPPB and HWBB on who is doing
what etc. AF advised LSB discussed yesterday the role of the different
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Boards/Groups etc. and it was suggested more of them need to be joint
with a leaner sub group structured in place, a piece of work is already
underway to review this. In this discussion it was also suggested that the
minutes from the CCE are forwarded to the CYPPB for information. The
CCE agreed this would be beneficial whilst the structure is being
considered. ACTION: Future CCE meeting minutes to be forwarded to
CYPPB.
Following a question regarding the status of the Section 75 agreement,
MB advised it is still to be formally signed off (financial sign off regarding
the annex, which is all that remains) however, AB and AP met last week
and significant progress is being made. AF added there could be
implications if the Section 75 was not signed off by the end of July.
ACTION: JoW and KP to pick up outside of the meeting.
8.

MB/md

JoW/AP
/AB

DECISION PAPER: Connecting Care Non Recurrent Budget:
MB advised Appendix 1 of her supporting paper outlines how non‐
recurring resources are projected to be spent in 2015/16. MB talked CCE
members through Appendix 1 advising:
 MYHT Workforce:
o There is a contract variation which outlines the projected spend in
this variation;
o The CCG will only be invoiced on the actual expenditure;
o MYHT are currently in the process of recruiting, however the full
amount is expected to be spent.
 WMDC Additional Social Care Capacity:
This provides opportunities to offer a service which at the moment is
not available; i.e. offering weekend and evening services to support the
Connecting Care Hubs.
The CCE discussed the Social Care budget and if it would bridge the gap
between means testing and keeping people out of hospital. MB advised a
small prevention budget has been asked for by the Council which will
allow colleagues in the Connecting Care Hubs to ‘pick up’ people earlier
than if they had been means tested, however this will need evaluating. In
discussion, DrS advised North Kirklees follow a slightly different system
which may be worth investigating further.
Discussing the total workforce costs of £2.7m, MB advised there is a real
challenge within the health economy for next year; MYHT and WMDC
colleagues (as part of the Provider Alliance) are discussing how these
resources will be picked up within the system next year; confirming the
CCG made a commitment to provide non‐recurrent resources for 2014/15
and 2015/16 only and it has been made clear in the MYHT contract
variation they need to remodel services from 2016/17 to sustain services
within the community. MB added these discussions are underway
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however highlighted this is a real risk.to the system.
The CCE also discussed workforce risks. JoW advised the original Care
Closer to Home business case detailed a £2m risk and these assumptions
have continued to be identified as a risk in the BCF partnership agreement
(£2.6m).
The Gateway to Care (G2C) programme was also raised in discussion,
particularly the issue of eligibility criteria (also discussed at the last CCE
meeting and Connecting Care Health and Social Care Partnership (CCHSCP)
time out in May) and a concern that if patients cannot receive ‘urgent care
at home’ GPs will default to admitting patients.
Discussing the G2C Programme and the issues raised, it was suggested a
discussion needs to be held with social care colleagues to understand
some of the logistics and processes. DrS and DrC agreed this was a good
idea; particularly from a resilience perspective. JoW added that following
a conversation with JJ and Alex Farrell yesterday, there is now the option
for a phased approach. Phase One would have access to one telephone
number; hosted via the Social Care Direct (SCD) model which could be
available by October, however this results in callers being connected to
one of 6 options/’spokes’ available. JoW advised this would need further
consideration prior to implementation and suggested a Gateway to Care
summit is arranged to understand where the vision and end point is
together with consolidating the direction of travel, whilst acknowledging
all the challenges (communication, Governance, etc.) which need to be
considered over the coming weeks.
ACTION: A G2C summit is to take place to discuss scope and identify what
needs to happen before October 2015.
6.

MB

DISCUSSION PAPER: ASD Pathway:
Referencing the supporting paper ME advised:
 An ASD Pathway update will be given to CCE every 2 months;
 Following February’s Contract Query Notice, lots of work has been
undertaken including frank and honest conversations between WCCG
and MYHT regarding the issues and what needs to be addressed. The
benefits of these discussions are now being seen;
 In accordance with the action plan:
o updates are received from MYHT and joint meetings (at senior
executive level) are being held to agree action plans, in addition IH
attends weekly MYHT challenge meetings to discuss the issues;
o waiting list figures have been received from MYHT and Matt England
is currently validating these. In parallel, IH is working with Matt to
understand the capacity gap and costing up options to remove the
waiting list and make it sustainable into the future;
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 At the last meeting, MYHT were tasked with becoming NICE compliant
by November 2016 i.e. to have a waiting list no longer than 6 months.
This target will be challenging, however should be achievable with
some investment and is currently being tested. If this target is
achieved the MYHT ASD Pathway will probably be in a much stronger
position than in other parts of the country;
 In parallel, clinicians have been meeting to identify capacity and
efficiency opportunities within the pathway to make it more efficient;
 Additional resources will be required, however the CCE will not be
asked for this;
 The next joint meeting with MYHT is in 2 weeks’ time.
The CCE discussed the ASD update, the position of 18 weeks and how it
compares to other areas. ACTION: A review is to be undertaken to
understand how Wakefield compares to other areas.

IH

The CCE also discussed the NHS Constitution for all pathways regardless of
children’s or adults and noted that although patients are waiting longer
than the constitution details, clinical assessments are carried out in terms
of quality, safety, risk etc. In discussion it was suggested that a Quality
Impact Assessment (QIA), reflecting the risks associated with patients on
the waiting list, is presented to the CCE.
The CCE discussed the suggestion of a QIA further noting:
 A sustainable long term solution needs to be found so that future
commissioning ensures the current situation does not happen again;
 A QIA should take place for all children who have not already had an
QIA carried out before being considered as part of an options
appraisal;
 All possible outcome options require a QIA associated with it;
 The issues are wider than just health and therefore a further
suggestion was made that a group of health, social and educational
professionals should meet to consider the framework as a whole
including how a joint QIA could be produced. It was noted however
that consideration would need to be given to how this could be done
when it cuts across health and social elements of patients’ lives and
how we can understand the impact.
Continuing the discussions, JoW suggested a paper is presented at the
next CCE meeting which includes an options appraisal for resource, noting
joint resource consideration between the local authority and health is
needed in order to clear some of the waiting list or have interventions put
in place. Considering all the discussions which have taken place this week
regarding this pathway, JoW advised all the work needs to draw its
conclusion in August and should not go beyond this date.
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Discussing the ASD Pathway and QIA further, the CCE also discussed
patient engagement, what happens on other waiting lists (orthopaedics
for example) and the QIA processes on these pathways which allows
patients to wait longer than 18 weeks, but only because they have had a
QIA conducted. In discussion, ME advised JoP had requested an ASD QIA
from MYHT. JoW confirmed that QIA together with recommendations
should be presented for the CCE to consider the right intervention to
commission.
The CCE continued to discuss the ASD pathway, particularly the work
already undertaken to improve the service provided. DrC advised:
 This is a good example of where we need real integrated care from the
early help hubs to prevent children waiting on lists;
 When this work began, there was a lot of patient and parent
engagement, however the length of the waiting list was not known;
 All children on the ASD waiting list at MYHT have seen a Consultant
Paediatrician and therefore are not waiting with nothing; some will
already have and EHC plan in place;
 The children who are waiting for the multi‐disciplinary assessment
(which is where the bottle neck is) have a 6 month review with the
Consultant Paediatrician because they are waiting. MYTH are currently
reviewing this;
 The bottle neck is at Clinical Psychology and MYHT have already
increased capacity and with the Clinical Psychologists that the local
authority have employed, DrC feels there is a real opportunity to
streamline the assessment process.
The CCE agreed the longevity of this process cannot continue and a clinical
risk assessment of all children on the waiting list needs to be undertaken
(if not done so already) and an options appraisal is to be presented at
August’s CCE meeting for a decision to be made. ACTION: An options
appraisal is to be written and brought back to August’s meeting. ACTION:
A Quality Impact Assessment on the children on that waiting list is also to
be conducted; for all options available.
7.

ME/IH
ME/IH

DECISION PAPER: Online Counselling (KOOTH):
Referencing his supporting paper, IH talked through the proposals and
funding arrangements following the concerns raised at the 14 May 2015
CCE meeting before asking the CCE to approve the recommendations as
detailed in his paper.
The CCE discussed the proposals, raising concerns regarding capacity and
how (if demand was high) this would be coped with, if other services
(Childline) had been considered and if the September timeline was too
ambitious. Discussing these areas IH and DrC advised:
 KOOTH would advertise emergency access helplines i.e. The
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Samaritans, Childline etc. therefore this proposal is an enhancement to
what is already available;
This service would meet the need of children who would not
necessarily meet a counselling criteria and therefore is keen the service
is open for both access and universal; adding that for CYP it is about
emotional health and wellbeing rather than counselling;
This is a pilot and an opportunity to test, in addition KOOTH will
conduct analysis of what we have on offer and assess the gaps etc. in
addition to providing an evaluation and anonymous feedback on the
numbers using this service;
At the most recent meeting with KOOTH, attendees who had
used/seen this system in use were very positive in their feedback;
1 September 2015 is the proposed date for this pilot to begin due to
funding being available this year and there is an immediate pressure on
the system which the KOOTH online counselling service would offer
support in alleviating.

It was also advised that following the discussions at the last meeting,
Healthwatch conducted a short poll of what young people think about
online counselling. 237 responses were received and overwhelmingly
most advised they would prefer face to face counselling; only 3% would
prefer online counselling in the first instance. However, Healthwatch
acknowledged their poll was framed as a counselling service and note
KOOTH goes wider than this.
As a result of all the discussions:
 The CCE agreed the proposal is a good one in principle, however noted
the concerns raised regarding phasing and the implementation date;
 The CCE agreed the innovation fund and non‐recurrent monies for
mental health can be used to support this service in 15/16;
 JoW suggested DrC, DrS and HS meet to discuss implementation and
the risks identified. Following this meeting a proposal should be
developed. Implementation of the service should not be stopped as all
are in agreement of the need for this service. The risks to be
considered are:
o Ensuring the service is something young people want; noting there
has to be an ongoing evaluation mechanism in place from the
beginning. NE advised Healthwatch can support with this;
o Demand once an initial referral has been made;
o Financial risks and sustainability;
o Capacity of the provider to deal with a potential high demand;
ACTION: Subgroup meeting to be held to discuss implementation and
risks identified and develop the implementation proposal.

DrC/DrS
/HS

IH added that Anna Middlemiss has offered to conduct a full evaluation
throughout the programme and will design that from the front end.
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9.

FOR INFORMATION PAPER: Reserves Report as at 30 June 2015:
Referring to the supporting paper, NH advised there are some re‐
ablement funds available, however consideration should be given to the
comments at the bottom of the report before these monies are allocated
elsewhere.
The CCE discussed the paper and the monies available. It was suggested
that there needs to be a principle to not commit everything at this point in
time; noting we are not half way through the year and we are likely to
need resources for areas of pressure such as Integrated Community
Equipment Scheme.

10.

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

11.

FOR INFORMATION PAPER: Proposed Work Programme:
After thanking CCE members for their contributions to meeting agendas,
MB advised on some of the items to be brought to the next meeting
including a risk matrix (following a review of the CCE terms of reference)
to give assurance all statutory functions are being met.
In discussion, it was suggested a joint risk register needs to be developed
for HWBB as part of the CCE’s strategic responsibilities and a process for
this should be presented at a future meeting for approval by the CCE.
The CCE also discussed meeting papers following an observation that the
final version is not always circulated prior to the meeting, and therefore it
was suggested any meeting papers are the final versions.
Following today’s discussions, JoW summarised the items to be brought to
following meetings such as:
 CYP Strategic Summary
 Gateway to Care
 Connecting Care response from Provider Alliance

12.

Any other Business:
No items were raised.

13.

Date and Time of Next Meeting:
Thursday 13 August 2015; 9.00am to 11.00am; Seminar Room, White Rose
House.
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Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Probity Committee held on 14
April 2015.
Executive Summary:
Primary Care Strategy
 Aim is to have a People Centred Primary Care System which is cost effective when resources are restrained.
 Individual practice contracts are being renegotiated under the national Personal Medical Services contract
review.
 Minor changes have been made from 1 April 2015 and negotiations are ongoing until the end of June with
the Local Medical Committee to produce a draft contract, with implementation from 1 October 2015.
Primary Care Co Commissioning
 From 1 April 2015, Wakefield CCG was delegated level 3 responsibility to co commission general practice
services with NHS England, whilst overall accountability remains with NHS England.
 The delegation agreement between the CCG and NHS England has been signed and is available online.
 Wakefield CCG requires established systems and processes to ensure the transfer of functions is safe and
effective transition to the CCG takes place.
Network Development Framework Update
 39 practices have met or exceeded the KPI target for additional clinical activity in Q4.
 1 practice did not carry out additional capacity in Q4 and did not receive payment
 Overall practices have provided 36,860 additional patient contacts in Q4
 Total additional contacts provided over the first year of the NDF were 141,826.
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NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 14 April 2015

Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Hany Loftallah
Sharon Fox
Jo Webster
Andrew Pepper
Greg Connor
Jo Pollard

Lay Member
Lay Member
Secondary Care Specialist
Independent Nurse Member
Chief Officer
Chief Finance Officer
Executive Clinical Advisor
Chief of Service Delivery & Quality

In Attendance:

Nichola Esmond
Gemma Reed
Pat Keane
Martin Smith

Healthwatch Representative
Minute Taker
Interim Director Strategic Projects
Programme Manager

1

Apologies
Apologies were received from Stephen Hardy, Katherine Bryant and Kathryn
Hilliam.

2

Welcome and Introductions
Rhod Mitchell welcomed everyone to the first meeting of the Probity Committee
and introductions were made.

3

Primary Care Strategy Presentation
Dr Greg Connor briefed members on issues facing General Practice taking into
consideration the wider primary care orientation for the health and social care
system. The aim is to have a People Centred Primary Care System which
international evidence indicates is cost effective when resources are restrained.
This is an orientation of perspective, vision, principles and implementation,
ensuring the system is interdependent and based on principles shared by all
commissioners and providers of care services.
There are 5 commissioning domains in developing a People Centred Primary Care
System, these are: staying healthy, community health and social care, specialist
health care, general practice and urgent and emergency health care. They all
need to work together to ensure the best care for the people of Wakefield.
The CCG has received delegated authority from NHS England for the
commissioning of primary care medical services and work is taking place to shape
the future of primary care within the Wakefield District. There are multiple
funding streams for the general practice part of the care system and using these
effectively is key to getting the best service for the people of Wakefield.
1

Work is required to set strategic objectives for general practice which are derived
from the principles of a People Centred Primary Care System. These can then be
incorporated into contracts. General practice has a unique role in the healthcare
system with its registered patient population and it needs to develop both its
commissioning and service provision functions to meet local needs at network
and district levels.
Individual practice contracts are being renegotiated under the national Personal
Medical Services contract review. Minor changes have been made from 1 April
2015 and negotiations are ongoing until the end of June with the Local Medical
Committee to produce a draft contract, with implementation from 1 October
2015. There may be a need for some changes to be phased. Work is taking place
to ensure the contract monitoring process is as efficient as possible.
The committee wished to see how the strategy would change things in the
coming year and subsequently and this will be the focus of future Probity
Committee discussions.
Action: Dr Connor to bring back an update to the committee.
It was RESOLVED that the:
Probity Committee receives the paper and presentation
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Primary Care Co Commissioning
Pat Keane briefed members on the co commissioning of primary care medical
services. It was noted that this function was originally carried out by PCTs. From
1 April 2013, this function was transferred to NHS England area team where it is
recognised that there has been limited capacity to develop general practice
outwith the contract monitoring and administrative process
From 1 April 2015, Wakefield CCG was delegated level 3 responsibility to co
commission general practice services with NHS England whilst overall
accountability remains with NHS England. The delegation agreement between
the CCG and NHS England has been signed and is available online. The CCG can
influence and discuss enhanced services as there will be opportunities to review
these locally, develop local incentive schemes, establish new practices and
closure of practices, discretionary payments, commissioning urgent care for out
of area registered patients.
The functions which have been delegated at this stage are primary care medical
services not including pharmacy, optometry or dental.
Clarity was sought on whether practices would be required to consult with the
CCG if they wish to merge with other practices. It was noted that consultation
would be required if there were significant changes to service provision as a result
of a practice merger.
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The vision of primary medical services will link to the vision for health and social
care services.
Discussion took place regarding the challenge ahead managing resource
effectively. Therefore the CCG needs to have systems and processes in place to
ensure the transfer of functions is safe and there is an effective transition to the
CCG.
Pat Keane informed members that schedule 7 of the delegation agreement was
used to set the context for delegation to transfer to CCG; this is included in the
transition plan to ensure that due diligence takes place with the Area Team. This
process will ensure internal and external scrutiny and due diligence reporting
progress back to the Probity Committee.
It was confirmed that resource is in place to support this workstream, an interim
senior manager is currently in place until the recruitment of a permanent team is
appointed. Work is taking place to look at systems and processes internally to
support effective co commissioning.
It was noted that functions which are transferred will be reviewed line by line to
identify risks and opportunities to have a more structured and cohesive
mechanism going forward, to bring together the strategy and vision for primary
care.
It was agreed that a communications strategy is needed to ensure the public are
aware of what primary care co commissioning means and is explicit about what
decisions are being made. Action: Jo Webster
It was agreed that public engagement is required to confirm what the public want
from primary care in the future, therefore a process of engagement is required.
Action: Jo Webster
It was RESOLVED that the:
Probity Committee receives the paper and presentation
5

Network Development Framework Update
Dr Greg Connor briefed members on the results of the 2014/15 Network
Development Framework for quarter 4.
It was noted that 39 practices have met or exceeded the KPI target for additional
clinical activity in Q4. 1 practice did not carry out additional capacity in Q4,
therefore did not receive payment as agreed at the Executive Approvals Group in
January 2015. Overall practices have provided 36,860 additional patient contacts
in Q4; the total additional contacts provided over the first year of the NDF were
141,826 and this has been independently verified at practice visits.
Following the approval of the 2015/16 plan, 7 practices applied to amend their
activity plans in relation to a change in patient need or staffing. These
amendments were considered by the NDF Scrutiny Panel to represent value for
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money.
It was noted that the peer review part of the NDF had yielded a lot of useful
proposals for improving clinical pathways and these would be disseminated
across all the networks and fed into planned care commissioning plans. All
practices will be required to pick up cancer, network 7 is to do a different
specialty as they currently do this.
The committee acknowledged the excellent work done to ensure this initiative
was successful and the benefits from the joint work practices are doing in
networks. The investment in practices through the NDF has provided a
considerable amount of additional care for patients.
It was RESOLVED that the:
Probity Committee approves the report of the NDF Scrutiny Panel including the
proposed payments to practices and will consider a report on quarter 1 of the
2015/16 NDF in July 2015.

Any Other Business
Nothing further discussed.
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Date and Time of Next Meeting
Tuesday 9 June, 4pm, Boardroom, White Rose House.
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