BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 16 APRIL 2013
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Dr Adam Sheppard

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 7 March 2013
b Action sheet from the meeting held on 7 March 2013

6.

Matters arising

7.

Chief Officer Briefing

8.

Finance Report Month 11

9.

Quality and Performance Report

10.

Presentation : “Engaging and involving for a positive patient experience”

All present

Jo Webster
Andrew Pepper
Andrew Pepper / Jo
Pollard
Laura Elliott

ESTABLISHMENT BUSINESS
11.

Establishment Pack
i
ii
iii
iv
v
vi
vii

Andrew Pepper

Authorisation Letters
Constitution and associated documents
Operational Scheme of Delegation
Policies List
Corporate Handover
Quality Handover
Approval of Committee appointments by Governing Body
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OPERATIONAL BUSINESS
12.

Register of Interests

Andrew Pepper

13.

Board Assurance Framework

Andrew Pepper

14.

Financial Plan 2013/14

Andrew Pepper

FOR DISCUSSION
15.

Establishment of the Wakefield District Health and Wellbeing Board

16.

Receipt of minutes and items for approval
a Audit and Governance Group meetings held on
21 February 2013 (approved)
b Audit and Governance Group meeting held on 18 March 2013
(unapproved)
c Quality Group meeting held on 14 March 2013
(unapproved)
d Integrated Governance Committee meeting 18 March 2013
(unapproved)

17.

Any other business

18.

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)”.

19.

Date and time of next Public meeting:
Tuesday, 11 June 2013, 1.00 pm, Boardroom, White Rose House
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Lee Beresford

2 : 5a
Agenda item

NHS Wakefield Clinical Commissioning Group
BOARD MEETING
(CLINICAL COMMISSIONING EXECUTIVE)
Minutes of the meeting held on 7 March 2013
Boardroom, White Rose House
Present

Dr Phil Earnshaw
Dr Ann Carroll
Dr Ivan Hanney
Dr Avijit Biswas
Dr Clive Harries
Dr David Brown

Chair and Clinical Leader
GP, Outwood Park Medical Centre
GP, College Lane Surgery
GP, Pinfold Surgery
GP, Chapelthorpe Surgery
GP, Kings Medical Centre
(Minute 13/63 onwards)
Practice Manager, Stuart Road Surgery
Director of Public Health
Independent Nurse Member
Chief Officer
Chief Financial Officer
Lay Member
Lay Member
Lay Member, Public and Patient Involvement
(Minute 13/58 onwards)
Independent Consultant Member, Rotherham
NHS Foundation Trust
Senior Associate Governance and Risk
Communications Manager
Associate Director of Strategy and System
Development
Director of Commissioning and Quality
Medical Director, the Mid Yorkshire Hospitals
NHS Trust
(Minute 12/53 only)
Head of Communications
(Minute 13/56 and 13/57)
Senior Communications Manager
(Minute 13/57 only)
Head of Safeguarding
(Minutes 13/58 – 13/60)

Stephen Bryan
Dr Andrew Furber
Sharon Fox
Jo Webster
Andrew Pepper
Sandra Cheseldine
Rhod Mitchell
Stephen Hardy
Dr Hany Lotfallah
In Attendance

Adam Bassett
Peta Wolstencroft
Lee Beresford
Jo Pollard
Richard Jenkins

Martin Carter
Jayne Beecham
Mandy Sheffield

13/44

Apologies
Apologies were received from Dr Adam Sheppard and Dr Paul Dewhirst.

13/45

Public Questions and Answers

1

Dr Earnshaw requested Board members to introduce themselves to the members of the
public who were in attendance at the meeting. He then invited those present to raise any
questions they had with Board members.
A question was raised regarding the use of private companies for research and
management by the NHS. In response Jo Webster advised that at times private
companies were used when necessary within the NHS, but when this occurred a robust
and proper procurement exercise was undertaken. It was noted that as this was a
complex process Board members would be willing to discuss this further outside of the
meeting.
A further question was raised regarding the provision of self care medication, such as
Warfarin. In response Dr Biswas advised that medicines reviews were undertaken based
on the cost of the medication and the safety of this for patients.
The Board was also asked about quality issues within the NHS in relation to the Mid
Staffordshire Hospitals NHS Trust and also whether it was good practice to employ private
companies. In response Dr Earnshaw advised that quality had been central to the
development of NHS Wakefield CCG and would be so in the future. He advised that the
success of NHS Wakefield would be dependent upon its ability to improve health and
health care services within Wakefield and how passionately the Board felt about this
issue.
An additional question was raised relating to public involvement and the development of
NHS Wakefield CCG and it was acknowledged by Dr Earnshaw that this would form a key
part of how the organisation operated.
Further issues raised related to confidentiality in the NHS when private companies were
involved, where it was noted that NHS Wakefield CCG had a Caldicott Guardian to ensure
this was the case and the use of private companies in the provision of services, where it
was noted that it was NHS Wakefield CCG’s role to ensure that the best provider of
services was in place.
Dr Earnshaw noted that any further questions could be emailed in to the organisation and
he offered further discussion outside of the meeting if this was required.
13/46

Chair’s Opening Remarks
Dr Earnshaw welcomed all present and noted that he was pleased to report that Rhod
Mitchell had appointed as a Lay Member and Deputy Chair of NHS Wakefield Clinical
Commissioning Group.
Dr Earnshaw further noted that at this stage this meeting still had, up to 31 March 2013,
the dual role of Board of NHS Wakefield Clinical Commissioning Group (CCG) and that of
Clinical Commissioning Executive, a sub committee of NHS Calderdale, Kirklees and
Wakefield District Cluster (CKW). This meant that certain decisions made at this meeting
may have to be referred to the Board of NHS CKW.
Dr Earnshaw highlighted that these were important times in the development of NHS
Wakefield CCG and reiterated that the key aim of the organisation was to improve
healthcare and the patient experience for the people of Wakefield.
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13/47

Declarations of Interest
Dr Earnshaw reminded members of the requirement to declare any interests which
related to any items on the agenda. This could either be undertaken at this point or
when the matter was considered on the agenda.
There were no declarations of interest.

13/48

Minutes of the meeting of the NHS Wakefield Clinical Commissioning Executive
Meeting held on 19 February 2013
It was RESOLVED that
i)

13/49

The minutes of the meeting of the NHS Wakefield Clinical Commissioning
Executive Meeting held on 19 February 2013 were agreed as a correct
record.

Matters Arising from the Minutes of the Meeting of the NHS Wakefield Clinical
Commissioning Executive held on 19 February 2013
Adam Bassett updated the Board on progress of the actions discussed at the meeting on
19 February 2013.

13/50

Chief Officer Update
Jo Webster introduced this report noting the following:
a)

South West Yorkshire Partnership NHS Foundation Trust Memory Service

It was highlighted that the South West Yorkshire Partnership NHS Foundation Trust’s
Memory Service had recently undergone an accreditation process through the National
Memory Services Accreditation Programme and had once again received an ‘excellent’
rating.
b)

Primary Care Transformation Scheme

The Board was advised that the Primary Care Transformation Scheme (PCTS) was now at
a stage where further proposals could be considered with a view to implementation. It
was important that this process was managed a sub‐committee of the board made up of
the Lay Members, Independent Consultant and Independent Nurse in order to manage
any potential conflicts of interest associated with the approval of this scheme.
The Board agreed to delegate authority to a sub‐committee made up of the above
members to decide approval of this scheme for 2013/14.
c)

Improvement in Prescribing Plan (ImPP) 2013/14

The Board was informed that the Clinical Cabinet had received a paper on 28 February
2013 which proposed that £425,000 be topsliced from the prescribing budget allocation
to cover the scenario that every practice achieves maximum points on indicators, so as to
minimise risk. The Clinical Cabinet recommended that that the Board formally approve
the ImPP so that a programme of implementation could begin in practices from 1 April
2013. This was agreed by the Board.
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d)

Advanced nurse practitioners in Pinderfields Emergency Department

It was noted that a proposal to extend the use of advanced nurse practitioners in the
Pinderfields Emergency Department for the 2013/14 financial year had been supported
by the Clinical Cabinet with a proposed contract value in the region of £70,000, a saving
of over £70,000 based on the current budget.
It was reported that the use of advance practitioners had commenced in December 2009
where the existing contract for the provision of urgent care services with Local Care
Direct had been varied to include this service.
The use of advanced nurse practitioners would require a separate contract which would
not be renewed beyond 2013/14, as the service does not form part of the long term plans
for the emergency department.
e)

Petition from 38 Degrees

The Board was advised that campaigners against the privatisation of NHS services had
presented a petition of more that 800 names to NHS Wakefield CCG. The action group 38
Degrees met with senior staff and presented the petition on 19 February 2013.
This was noted by the Board and agreed that it would be referred to the Board of NHS
Calderdale, Kirklees and Wakefield District for formal receipt.
Jo Webster read out the covering letter received with the petition at the meeting.
It was RESOLVED that

13/51

i)

delegated authority be provided to a sub‐committee of the Governing Body
to approve the Primary Care Transformation Scheme;

ii)

the changes proposed by the Clinical Cabinet in relation to the Local Care
Direct contract for 2013/14 be supported and approved;

iii)

the recommendation to formally approve the continuation of the
Improvement in Prescribing Plan for 2013/14 be approved;

iv)

the receipt of the petition from 38 degrees be noted and referred to the
Board of NHS Calderdale, Kirklees and Wakefield District.

Finance Report
Andrew Pepper provided a verbal update to the Board on the financial position of NHS
Wakefield Clinical Commissioning Group (CCG).
The Board was advised that due to the short time period since the previous Board
meeting there were not an updated position to report. However the Board was informed
that NHS Wakefield CCG was on target to meet its key financial indicators.
It was also reported that further discussions had taken place regarding NHS Wakefield
CCG’s control total and it had been agreed to increase this by a further £750k to £5.85m
in order to provide an opportunity to carry forward increased resources into future years.
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It was RESOLVED that
i)
13/52

the update be noted.

Quality and Performance Report
Jo Pollard provided a verbal update to the Board on quality and performance. She noted
that due to the short timescale since the previous Board meeting there was not the
opportunity to provide a further update on what had been previously reported.
She noted that the there was a detailed update on quality issues at the Mid Yorkshire
Hospitals NHS Trust later on the agenda but advised that NHS Wakefield CCG was
receiving assurance from providers on the recommendations from the Francis Enquiry
into the concerns raised at the Mid Staffordshire Hospitals NHS Trust. It was further
noted that these recommendations would form the key part of a forthcoming informal
session of the Board.
It was RESOLVED that
i)

13/53

the update be noted

Update on Quality at the Mid Yorkshire Hospitals NHS Trust
Dr Richard Jenkins Medical Director at the Mid Yorkshire Hospitals NHS Trust attended
the meeting and provided a presentation to Board members on quality at the Mid
Yorkshire Hospitals NHS Trust.
Dr Jenkins acknowledged that there had been some issues at the Trust in relation to
quality but the organisation had undertaken a number of actions to address these. He
then outlined the current position of the Trust in relation to the following areas:









Operational performance
Safety
Mortality
Dr Foster patient safety indicators
Healthcare acquired infection
Patient experience
Care Quality Commission
Staffing

The Board was then advised of the impact this had had in significantly increasing quality
at the Trust and was reflected in the key quality indicators relating to the NHS Outcomes
Framework.
Board members noted the work which had been undertaken by the Trust following a
number of visits throughout the year by the Care Quality Commission and the overall
improvement in performance at the Trust. The work which had been undertaken with
regard to dementia services was also highlighted and it was agreed that an item on this
would be considered at the next meeting.
On behalf of the Board Dr Earnshaw thanked Richard Jenkins for attending the meeting
and for the presentation.
It was RESOLVED that
5

13/54

i)

the presentation be noted;

ii)

an update on Dementia services be provided at the next Board meeting.

Receiver Sign Off of Transfer Documentation – Establishment of NHS Wakefield Clinical
Commissioning Group: Arrangements for the Transfer of Staff, Property, Assets and
Liabilities
Andrew Pepper introduced a report which advised that on 1 April 2013 statutory
accountability, functions and responsibilities will be transferred from primary care trusts
to a range of successor organisations including clinical groups (CCGs). The staff, property
assets and liabilities would be transferred to these successor organisations at that time
through the mechanism of a Transfer Scheme.
The report proposed that delegated authority be provided to the Chief Officer and Chair
to confirm that they are content with the transfer documentation.
It was RESOLVED that
i)

13/55

delegated authority be given to the Chief Officer and Chair to confirm that
they are content with the transfer documentation.

NHS Wakefield Clinical Commissioning Group Strategic Plan 2013/14
Lee Beresford introduced a report which presented the NHS Wakefield Strategic Plan for
2013/14. It was highlighted that the plan was required by the NHS Commissioning Board
as a condition of authorisation.
The full development of the plan was attached at appendix 1 and the Strategic Plan was
attached at appendix 2. It was reported that the plan was subject to consultation up until
1 March 2013. Some of the feedback received from this process had been incorporated
into the plan but all of this would be complete by 20 March 2013.
It was highlighted that NHS Wakefield CCG’s local measures for the Quality Premium,
which were required to focus on local issues and priorities, were proposed as follows:




Reducing smoking at time of delivery
Improving access to talking therapies
Improving recovery from stroke with follow up assessment between 4‐8 months
after initial admission

It was reported that these were also subject to consultation with the Health and
Wellbeing Board and approval by the NHS Commissioning Board Local Area Team (LAT).
The Board was advised that the plan was scheduled to be shared with the Wakefield
Health and Wellbeing Board on 14 March 2013. A final version was required to be
submitted to the LAT by 5 April 2013. As the NHS Wakefield Clinical Commissioning
Group (CCG) Board would not meet prior to this date it was recommended that the Chair
and Chief Officer be provided with delegated authority to approve the final version of the
plan before submission to the LAT.
The Board and, in particular, Dr Andrew Furber commended the Plan and noted that it
reflected the priorities of the Joint Strategic Needs Assessment.
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It was RESOLVED that

13/56

i)

the position statement regarding the presented plan be noted;

ii)

the three local quality outcome measures be approved;

iii)

the delegated authority arrangements for the Chair and Chief Officer for
final sign off of the plan prior to submission be approved.

Meeting the Challenge Consultation Update
Martin Carter introduced a report which introduced three documents as follows:




Final consultation document summary which would be distributed to over 240,000
homes over the coming weeks
Final version of the full consultation document
Timeline which outlined the calendar of communications and planned engagement
activity

The Board noted the progress with the consultation programme and that the consultation
plan had been provided with gold standard status from NHS Yorkshire and the Humber.
It was RESOLVED that
i)
13/57

the progress with the consultation programme be noted;

Mid Yorkshire Service Strategy – Pre Consultation Engagement Analysis
Martin Carter and Jayne Beecham introduced a report which advised that from
November 2012 to January 2013 an extensive pre‐consultation exercise had been
undertaken. As part of this work the Campaign Company had been commissioned to
analyse the patient feedback which had been obtained. Their findings were attached to
the report.
It was further reported that the Health Informatics Service had been commissioned to
review existing sources of patient feedback and provide feedback for a number of key
themes which was summarised within the report. This was also attached to the report.
Board members noted that there were a number of public meetings which were due to
take place in the coming weeks which would be attended by Board members and that the
outcome of these would be fed back to a future Board meeting.
It was RESOLVED that
i)

the content of the pre‐consultation analysis report and the actions taken to
address the issues raised be noted;

ii)

the reports be considered by the transformation work streams;

iii)

the report be approved for publication on the Meeting the Challenge
website.
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13/58

Safeguarding Adult’s Board Annual Report 2011/12
Jo Pollard and Mandy Sheffield introduced the annual report for the Local Safeguarding
Adults Board (LSAB) for the year 2011‐12. She advised that this had been submitted to
the Board of NHS Wakefield Clinical Commissioning Group (CCG) for information and for
recognition of the work area, and the CCG responsibility to support the LSAB.
The report requested the Board to consider which clinical lead should be responsible for
safeguarding adults. It was agreed that anyone who was interested in this role would
notify Dr Earnshaw outside of the meeting.
It was RESOLVED that

13/59

i)

the report be noted;

ii)

interested members in the role of Clinical Lead for safeguarding adults
agenda to notify Dr Earnshaw outside of the meeting.

Wakefield and District Safeguarding Children Board Annual Report 2011‐12
Jo Pollard and Mandy Sheffield introduced the Wakefield and District Safeguarding
Children Board Annual Report 2011‐12. The Board was advised that the Local
Safeguarding Children Board (LSCB) was required to produce an annual report on the
effectiveness of safeguarding children in the local area.
The report enabled the Wakefield and District LSCB to provide information on
safeguarding activity in 2011/12 and also to provide an honest appraisal of the
safeguarding of children and young people within the district.
The full annual report was attached as an appendix.
It was RESOLVED that
i)

13/60

the report be noted.

The Health of Looked After Children Annual Report 2011/12
Jo Pollard and Mandy Sheffield introduced a report which provided information on the
looked after population cared for by Wakefield Council. The report provided local data,
outlined commissioning arrangements, described the services provided and gave an
overview progress towards performance measures.
The Board noted that the number of children looked after by Wakefield Council had
continued to rise throughout the year in line with the national picture and considered the
reasons for this. In addition it was acknowledged that Wakefield remained in line with
comparator authorities for key performance indicators.
It was RESOLVED that
i)

the report be noted.
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13/61

Developing Governance Structures for the Committees of the NHS Wakefield Clinical
Commissioning Group Governing Body
Andrew Pepper introduced a report which presented a summary of the main revisions to
the Terms of Reference for three of the four committees of the NHS Wakefield Clinical
Commissioning Group (CCG) Governing Body. These final versions were attached at
appendix 1 and related to:





Clinical Cabinet. It was reported that the Terms of Reference had been revised to
ensure consistency with the main body of the Constitution.
Remuneration and Terms of Service Committee. The Board was advised that the
Terms of Reference had been revised to take account of guidance from the NHS
Commissioning Board (NHSCB) and to ensure consistency with the Constitution.
Audit Committee. These Terms of Reference had been revised to take account of
comments from Internal Audit regarding the CCG’s governance documents and
guidance from the NHSCB and the NHS Audit Committee Handbook.

The Board agreed the revisions to these Terms of Reference but made further revisions to
ensure they related to the ‘Governing Body’ rather than to the Board and referred to the
CCG and its member practices.
It was RESOLVED that
i)

subject to the revisions outlined above, the Terms of Reference presented
for the committees of the Governing Body be approved.

13/62 Minutes of the Finance and Performance Group held on 21 February 2013
Rhod Mitchell introduced these minutes and noted that the Finance and Performance Group
had asked the Board to note and approve the following items which had been considered at
the Finance and Performance Group held on 21 February 2013.



Non‐recurrent spend. The decisions made at this meeting were approved and noted by
the Board.
Intermediate Care Beds. The decisions made at this meeting were approved and noted
by the Board.

The Board also noted that a deep dive of Improving Access to Psychologies Therapies would
be considered at a future Board meeting following a recommendation by the Finance and
Performance Group.
It was RESOLVED that
i)

The proposals made at the Finance and Performance Group held on 21
February 2013 regarding Non‐recurrent spend and Intermediate Care Beds
be approved;

ii)

A deep dive investigation of Improving Access to Psychologies Therapies be
considered at a future Board meeting;

iii)

the minutes of the Finance and Performance Group held on 21 February
2013 be noted.
9

13/63 Minutes of the Quality Group held on 15 January 2013
Jo Webster introduced these minutes.
It was noted that the Quality Group had approved the following items:


Cervical Screening Operational Policy



West Yorkshire Safeguarding Adults Policy and Procedures. This policy had been
acknowledged by the Group with a recommendation for adoption by the Board or
NHS Wakefield Clinical Commissioning Group once approved by Wakefield
Safeguarding Adults Board.

It was RESOLVED that
i)

the minutes of the Quality Group held on 15 January
2013 be noted.

13/64 Decisions for Inclusion in the Legacy Document
The Board agreed that the following item would be included in the legacy document:


Receipt of petition from 38 Degrees

It was RESOLVED that
i)

the above item be included in the legacy document.

13/65 Items for referral to the Cluster Board
Jo Webster advised that the following items would be referred to the Board of NHS
Calderdale, Kirklees and Wakefield District:





Intermediate Tier Beds: Decisions made at the Finance and Performance Group held on
21 February 2013
Improvement in Prescribing Plan
Committees of the Governing Body Terms of Reference
Petition from 38 Degrees

It was RESOLVED that
i)

the above items be referred to the Board of NHS Calderdale, Kirklees and
Wakefield District

13/66 Items for next meeting
Dr Carroll requested that there be an update on HealthWatch Wakefield.
During a discussion of this item Sandra Cheseldine declared an interest due to her
involvement with the Citizens Advice Bureau.
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13/67 Any Other Business
a) Exclusion of Public and Press
It was RESOLVED that
i)

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)

13/68 Date and Time of Next Meeting
Thursday, 16 April 2013, 1.00 pm, Boardroom, White Rose House.
Board members to be available from 12.30 pm to meet with members of the public.
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Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
BOARD MEETING OF THE GOVERNING BODY
Action Points from the Meeting held on Thursday, 7 March 2013
Minute No

Topic

Action required

Who

Date for
completion

Progress

Quality and
Performance
Report
Quality at MYHT



Deep dive into IAPT services to
be presented to Board

Laura Elliott

16 April
2013



Report on Dementia Services

Jo Webster

Pending

13/54

Receiver sign off
of Transfer
Documentation



Jo Webster

16 April
2013

13/55

Strategic Plan



Jo Webster

16 April
2013

Completed

13/58

Safeguarding
Adults



Delegated Authority to Chair and
Chief Executive to confirm they
are content with the transfer
documentation
Delegated Authority to Chair and
Chief Executive to sign off plan
prior to submission
Safeguarding Adults Clinical
Lead. Interested members to
notify Dr Earnshaw

Dr Earnshaw

16 April
2013

13/66

Items for next
meeting



Update on HealthWatch

Jo Pollard

16 April
2013

Completed. Dr
Earnshaw has been
contacted by interested
members
Verbal Update

13/28

13/53

Included as part of
Quality and
Performance Report
Presentation to Clinical
Cabinet prior to being
presented to Board
Agenda item 11v refers

Agenda item : 7

NHS Wakefield Clinical Commissioning Group
Board Meeting of the Governing Body
16 April 2013
Chief Officer Briefing

Authorisation
I am pleased to report that following the national conditions review sub‐committee meeting of 22
March 2013, the NHS Commissioning Board has agreed that our one outstanding condition should be
removed. Accordingly, NHS Wakefield Clinical Commissioning Group is now authorised in full and
without any conditions. Over the next few weeks we will together with the West Yorkshire area team,
begin the process of agreeing a development plan that will guide us towards organisational maturity. A
copy of the decision letter from Ian Dalton is appended to this report.
The new clinical commissioning system is now set up across England, with all 211 new organisations
ready to take up their statutory responsibilities on behalf of local communities. 38 CCGs have been
authorised with conditions. Of these, seven CCGs – NHS Basildon and Brentwood CCG; NHS Croydon
CCG; NHS East Surrey CCG; NHS Enfield CCG; NHS High Weald Lewes Havens CCG; NHS Thurrock CCG;
and NHS Waltham Forest CCG – have also received legal directions, meaning they have higher‐level
support requirements, and that they will receive formal, legally‐underpinned support from the NHS
Commissioning Board.
Meeting the Challenge
The consultation launched on 4 March and is now in full swing. The ‘set piece’ launch events public
meetings in Dewsbury, Wakefield, Pontefract and Morley have now all taken place. The meetings have
been recorded and both the recordings and the written transcripts are now on the Meeting the
Challenge website. All meetings were well attended and lively with numbers present ranging from
around 150 in Dewsbury to approximately 15 in Morley. Meetings in Dewsbury and Morley were
characterised by the expression of pronounced, vociferous and emotionally charged opposition to many
aspects of the proposals. At the meetings in Wakefield and Pontefract, whilst some concerns were
aired, there was far less opposition to the proposals and a much greater willingness to consider the
proposals in the round, rather than focussing on the implications for the local hospital in those areas.
Further information is appended to this report.
NHS West and South Yorkshire and Bassetlaw Commissioning Support Unit
On 12 March 2013, NHS West Yorkshire CSU and NHS South Yorkshire and Bassetlaw CSU joined
together to form one organisation, NHS West and South Yorkshire and Bassetlaw Commissioning
Support Unit. Alison Hughes is to be the Managing Director of the new organisation.
Continuing Care
The independent organisation commissioned to undertake a detailed audit of local Continuing
Healthcare systems and processes is due to issue a final report to both this organisation and the Local
Authority by the end of April 2013.
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The number of requests received to consider continuing health care eligibility for past episodes of care
(following national and local publicity) now totals approximately 360. A team of clinical and
administrative staff has been put in place and screening of cases has commenced. The screening
process is more taking longer than anticipated. This is, in part, due to delays in receiving the necessary
information back from the public.
Patients First and Foremost: the Government’s Initial Response to the Francis Report
On 26 March 2013, the Government set out an initial response to the Mid Staffordshire NHS Foundation
Trust Public Inquiry (Francis Report). It details key actions to ensure that patients are always put first
and people are treated with respect, responding to the five key themes of the Francis Report: values
and standards; openness, transparency and candour; leadership; compassion and care; and information.
The initial response is to be considered as the start of a fundamental change to the system, with further
recommendations to follow.
Headline actions reported in the media include:






New Ofsted‐style ratings for hospitals and care homes overseen by an Independent Chief Inspector
of Hospitals and Chief Inspector of Social Care;
Statutory duty of candour for organisations which provide care and are registered with the Care
Quality Commission;
Review by the NHS Confederation on how to reduce the bureaucratic burden on frontline staff and
NHS providers by a third;
A pilot programme where nurses will work for up to a year as healthcare assistants as a prerequisite
for receiving funding for their degree;
Nurses’ skills being revalidated, like doctors, and healthcare support workers and adult social care
workers having a code of conduct and minimum training standards.

The Government’s response to the Francis report includes a five point plan:
1

PREVENT PROBLEMS: Put in place a culture of zero harm and compassionate care
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New regulatory model under a strong Independent Chief Inspector of Hospitals.
The Chief Inspector will introduce single aggregated ratings for hospitals, and also develop
ratings of hospital performance at department level.
The Chief Inspector of Hospitals will assess hospital complaints procedures.
The CQC will move to a new specialist model based on rigorous peer review. Assessments will
include judgements about hospitals’ overall performance including whether patients are
listened to and treated with dignity and respect, the safety of services, responsiveness, clinical
standards and governance. The CQC will be supported by local Quality Surveillance Groups so
there are effective arrangements to quickly identify where there is a risk to quality.
A new Chief Inspector of Social Care will ensure the same rigour is applied across the Health
and Social Care system. Having a Chief Inspector of Primary Care is also being explored.
NHS Confederation will review how the bureaucratic burden of frontline staff and NHS
providers can be reduced by a third – giving time to care.

DETECT PROBLEMS QUICKLY



A new statutory duty of candour to ensure honesty and transparency for every organisation
registered with the CQC.
Publishing individual speciality outcomes to improve standards; these will include outcomes
for cardiology, vascular and orthopaedic surgery, upper gastro intestinal surgery, colorectal
2



3

DEAL WITH PROBLEMS QUICKLY


4

Standards will be introduced to make explicit the basic rights that anyone should expect of the
NHS. Where these are breached, a new failure regime will ensure that firm action is taken
swiftly.

ACCOUNTABILITY FOR WRONGDOERS





5

surgery, bariatric surgery, urological surgery, head and neck surgery and thyroid and endocrine
surgery.
Ban on clauses intended to prevent public interest disclosures.

Health and social care professionals will be held more accountable. Where the Chief Inspector
identifies criminally negligent practice, the CQC will refer the matter to the Health & Safety
Executive to consider whether criminal prosecution of providers or individuals is necessary.
Legal sanctions at corporate level for providers who knowingly generate misleading
information or withhold information from patients or relatives will be considered.
GMC, NMC and other professional regulators have been asked to tighten and speed up their
procedures for breaches of professional standards.
Chief Inspector of Hospitals will ensure that hospitals are meeting existing legal obligations to
ensure that unsuitable healthcare assistants are barred.

ENSURING STAFF ARE TRAINED AND MOTIVATED






NHS funded student nurses to spend up to a year working as healthcare assistants as a
prerequisite for receiving funding for their degree. This will ensure that people who become
nurses have the right values and understand their role.
Nurses’ skills will be revalidated, like doctors, to ensure their skills remain up to date.
Healthcare support workers and adult social care workers will have a code of conduct and
minimum training standards
Chief Inspector will ensure that hospitals are properly recruiting, training and supporting
healthcare assistants.
Department of Health will be the first department where every civil servant will gain real and
extensive experience of the front line.

There are important messages in the report for CCGs and their member practices in the way in which
they engage with providers and their commissioning support organisations to uphold and improve the
quality of patient care.



Commissioners will work with hospitals to identify and tackle poor care.
Where normal commissioner engagement with local hospitals has been unable to address
significant concerns about patient care, a new time limited three stage failure regime
encompassing quality will ensure firm action is taken properly and promptly. In the first stage, the
Chief Inspector will require the hospital Board to work with commissioners to improve within a
fixed time period. In the second stage, if the hospital, with commissioners are unable to resolve
problems, the CQC will call in Monitor or the NHS Trust Development Agency to take action. In the
final stage, the Chief Inspector will initiate a failure regime in which the Board could be suspended
or the hospital put into administrations.
3






From April 2013 a network of local and regional Quality Surveillance Groups (QSGs) will bring
together commissioners, regulators, local Healthwatch representatives and other bodies on a
regular basis to share information and intelligence about quality across the system.
Quality Accounts will include comparable data from a set of quality indicators linked to the NHS
Outcomes Framework including the summary hospital level mortality indicator (SHMI), infection
rates and reported levels of patient safety incidents.
New guidance will be issued to employers to strengthen protection and support available to
whistleblowers, including a right to raise concerns within staff contracts.
All hospitals should set out how they intend to respond to the Inquiry before the end of 2013.

As reported to the Board in February, initial actions are being taken to consider the recommendations
of the Francis report, and now the Government’s initial response. The Informal Board session on 25
April 2013 will be focused on quality in the new health system and the implications of the Francis report
recommendations and Government’s initial response.
Primary Care Transformation Scheme
Following further iterations to the proposal for 2013/14 a subcommittee of the CCG board made up of
lay members and the independent clinicians endorsed the proposed structure of the scheme for
2013/14. The outstanding issue within the scheme relates to contractual form within the new
commissioning arrangements. The CCG is in dialogue with representatives of the NHS Commissioning
Board Area Team to understand the mechanism for the CCG to commission the 2013/14 scheme. In the
interim we have proposed to the NHSCB an extension to the existing arrangements and a response is
expected imminently on this.
NHS 111
The NHS 111 ‘soft launch’ phase for the West Yorkshire Region occurred on 5 March 2013. The service,
operated by Yorkshire Ambulance Service (YAS), has been commissioned on a Yorkshire and
Humberside wide basis. Within the West Yorkshire Region this contract arrangement also covers the
Out of Hours (OOH) service which is being provided by Local Care Direct (LCD).
Nationally all implementation plans for roll out are required to be submitted to Dame Barbara Hakin for
consideration and approval and will take into account NHS 111 national resilience. Yorkshire and the
Humber has been requested to produce a plan for an incremental, phased roll out, week commencing
8/4/13. That plan will require Area and Regional Director sign off and will take 7 – 14 days to get full
approval. In addition at time of writing this report it is understood that Dame Barbara Hakin is writing
to CCGs around the need to submit any plans around contract enforcement of penalties so that NHS
England can review the impact on both NHS 111 and NHS Trusts’ resilience.
Counselling Services
From 1 April counselling services will now be provided by Turning Point through the RightSteps service
as part of the national Improving Access to Psychological Therapies model.
Building Health Partnerships
On 27 November 2012, the NHS Commissioning Board, together with NAVCA (National Association of
Voluntary and Community Action) and Social Enterprise UK (SEUK), asked for expressions of interest
from up to 12 CCGs in becoming learning sites for delivering improved health outcomes for their
communities by building effective community involvement in local commissioning systems. NHS
Wakefield CCG together with the Nova Partnership (comprising Voluntary Action Wakefield District,
Wakefield District Wellbeing Consortium, Wakefield Assembly and Young Lives) and Spectrum CIC
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supported the submission of a local expression of interest in the Building Health Partnerships
programme in December 2012.
On 10 January 2013 we were notified of our successful selection as one of the 12 national learning
sites. We are informed that over 150 responses were received and that the quality of applications was
extremely high. The confirmatory letter recorded that this was ‘a real achievement’ for our local
partnership.
The national programme will form a network of learning sites where CCGs are developing constructive
and productive partnerships together with their local communities. A first local ‘diagnostic’ session took
place in Wakefield on 4 March 2013. Three priorities were identified:





develop a consistent approach to VCSE representation on decision‐making boards; bringing a
different perspective and new ideas to ensure the VCSE is not an ‘afterthought’ in local planning.
make the best use of our VCSE resources in Wakefield through: a fuller understanding of the key
local networks; knowing what ‘governs’ and leads these networks; clarifying the lines of
accountability of current ‘partnership’ boards; and clarifying the local ‘landscape’ to be able to
access all relevant networks.
develop a commissioning framework structured around engagement with innovation and
participation as part of the commissioning cycle.

A first partnership development session is currently planned for 29 April 2013. This will include
developing the local objectives into an action plan, and allocating resources from the bursary (a budget
will be agreed with NAVCA and the money will be drawn down to commence the implementation of the
Wakefield programme). Additionally, an ‘expert seminar’ based on the local objectives of the
programme is to be agreed along with the date of the second partnership development session.
NHS England
The NHS Commissioning Board has announced interim arrangements for the post of Chief Operating
Officer and Deputy Chief Executive. Dame Barbara Hakin, currently the Board’s National Director for
Commissioning Development, will take up the role on a temporary basis from the second half of April.
The role includes leadership of the Board’s Operations Directorate. The Directorate, which includes the
Board’s four regional and 27 area teams, is responsible for direct commissioning of some services
including primary care. It is also responsible for the ongoing assurance of CCGs.
Rosamond Roughton, the Board’s Director of Commissioning Systems and Strategy, will serve as interim
National Director for Commissioning Development. Alex Morton will also serve as interim Director of
Commissioning Systems and Strategy.
NHS North of England
Dr Damien Riley has been appointed on a half‐time basis as Deputy Medical Director for NHS North of
England. The appointment is with immediate effect and the West Yorkshire Area Team vacancy will be
advertised.
Public Health England
Dr Jenny Harries has been appointed as Regional Director for the South of England and will take up her
post in April 2013. All appointments to the national team are now complete.
Mid Yorkshire Hospitals NHS Trust
5

Sally Napper has been appointed as the new Director of Nursing for MYHT. Sally is currently Chief Nurse
and Chief Operating Officer at Bradford Teaching Hospitals.
Registration as Data Controller
Under the Data Protection Act 1998 all non‐exempt organisations processing personal information are
required to notify this to the Information Commissioner's Office (ICO). The ICO website makes it clear
that: "Notification is a statutory requirement and every organisation that processes personal
information must notify the Information Commissioner's Office, unless they are exempt".

To meet this obligation, on the 3rd April 2013, the CCG submitted an application to the Office of the
Information Commissioner to be registered under the Data Protection Act as a “Data Controller” with
immediate effect.

Jo Webster
Chief Officer
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MEETING THE CHALLENGE
PUBLIC CONSULTATION EXERCISE – UPDATE APRIL 3 2013
1

Meetings ‐ public

1.1

The consultation launched on 4 March and is now in full swing. The ‘set piece’ launch events
public meetings in Dewsbury, Wakefield, Pontefract and Morley have now all taken place.
The meetings have been recorded and both the recordings and the written transcripts are
now on the Meeting the Challenge website. All meetings were well attended and lively with
numbers present ranging from around 150 in Dewsbury to approximately 15 in Morley.
Meetings in Dewsbury and Morley were characterised by the expression of pronounced,
vociferous and emotionally charged opposition to many aspects of the proposals. At the
meetings in Wakefield and Pontefract, whilst some concerns were aired, there was far less
opposition to the proposals and a much greater willingness to consider the proposals in the
round, rather than focussing on the implications for the local hospital in those areas.

1.2

In addition to the relatively large scale public meetings we are also attending area forums
and neighbourhood network meetings across the Wakefield District – seven have been
attended so far. These are key elements of the Council’s public involvement programme.

1.3

In North Kirklees a different format is followed, with fewer but potentially more formal
meetings of area committees. We have presented at all of them as part of the pre‐
consultation campaign. For the full consultation, so far we have a attended the Dewsbury
Area Committee on 26 March and are making arrangements with Mirfield Town Council and
Spen Area Committee. The Spen and Batley, Birstall and Birkenshaw Area Committees have
declined to give us slots on their programmes, but have taken and distributed consultation
literature.

1.4

We have written to all relevant town and parish councils (mainly in Wakefield District) to
offer more information or to attend meetings. So far, Normanton and Mirfield councils have
accepted our offers to attend their meetings and address members. We are in the process
of arranging these.

1.5

Members of the engagement team are actively working with local groups representing the
nine protected characteristics of the Equality Act to provide information and meeting
opportunities in the format that suits them best. This includes the south Asian community,
particularly in North Kirklees where we have already agreed roadshows and will be attending
an open meeting at the Al‐hikmah Centre in Batley on 25 April

1.6

Wakefield CCG’s quarterly meeting with public and patients to talk about commissioning
intentions took place on March and included a round‐table option. That was attended on
behalf of the Communications and Engagement team by Ruth Unwin.

2

Meetings ‐ key stakeholders

2.1

We are continuing to work with the Joint Overview and Scrutiny Committee and have agreed
a series of evidence gathering sessions to look in more detail at each of the key areas. We
also accepted an invitation to attend the North Yorkshire OSC on 22 March, to present on
both content and process. Unfortunately, this meeting was cancelled at short notice due to

the bad weather and we are in the process of liaising with the OSC to agree how best to take
this forward as they have indicated a desire to make a formal response to the consultation.
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Meetings ‐ focus groups

3.1

These are being planned with invited groups around each of the key areas.
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Roadshows/ drop in sessions

4.1

The roadshow has completed six full days so far and there are already 23 others confirmed
dates, with others being finalised. These are staffed partly by our own engagement staff,
but also with staff supplied through a promotional agency. It should be noted that the
roadshows are about providing information, raising awareness and capturing any feedback
that is given. They are not primarily an opportunity for in‐depth debate or discussion and it
is important that we do not raise false expectations when promoting these events.

4.2

We have agreed dates for our drop in sessions which will take place when the roadshow is
stationed at the three hospitals. These will happen in Pontefract on 9 April and at Dewsbury
on 13 May. We are still negotiating arrangements for the Pinderfields Hospital session with
MYHT. We will be linking these with themed weeks in the local media and plan to have key
clinicians and board members available to do slots throughout the day when they are on the
roadshow and can answer questions.

5

Literature and publicity

5.1

Distribution of the summary document to 240,000 households has been completed and we
have requested a report on the coverage achieved from Royal Mail. It has also been
distributed to libraries, community centres, GP surgeries, pharmacies etc (along with posters
promoting the public meetings).

5.3

The final version of the full consultation document is now on our website and the printed
copies will be delivered this week.
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Website and social media

6.2

We tweet regularly with a planned programme of messages, and we monitor activity. Social
media activity has been comprised of an average three tweets per day (including once daily
at weekends) from the two CCG accounts at times when traffic to Twitter is most likely to be
at its peak. Tweets have been used to advertise public meetings, roadshows, direction to
website content and consultation documents. External Twitter accounts have been
approached to re‐tweet our messages to widen the reach as far as possible.
Average weekly activity so far:
Wakefield CCG:
21 re‐tweets and 3 replies (w/e 28 March)
Average weekly reach of 11,218 accounts
Exposure of 14,859 impressions.
North Kirklees CCG:
19 retweets and six replies (w/e 28 March)
Average weekly reach of 6,444 accounts
Exposure of 13,669 impressions

6.3

All tweets are automatically fed into the CCGs’ Facebook pages – however interactivity from
the public has been very minimal
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Media

7.1

We continue to actively encouraging coverage in the local media which has resulted in radio
interviews and a double page editorial in the Reporter series of papers.

7.2

We are also monitoring media coverage: we are correcting inaccuracies and, where
appropriate, responding to readers’ letters. A recent example of a successful rebuttal is
agreement by the Dewsbury Reporter newspaper to take down an online report which
falsely gave the impression that we were bowing to public pressure to attend and hold
meetings in public when the reality is we have been extremely proactive in this respect and
not at all reticent at accepting invitations to address various public and private meetings.
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Internal

8.1

Communication: Briefing documents have been emailed to all GPs and Practice Staff in
North Kirklees and Wakefield. Articles in Wakefield’s Practice Matters have been printed and
items within weekly e‐bulletins across the CCGs, PCTs and the Cluster have been included.

8.2

Updates have been fed regularly in to internal communications channels at Wakefield
Council, Kirklees Council, SWYFHT and Locala and we are currently working with Voluntary
Action Kirklees and Voluntary Action Wakefield to expand communications channels there.

8.3

Engagement: The consultation was on the agenda at the North Kirklees Local Medical
Council meeting to update them on the process and the issues arising from the consultation
so far. A presentation has recently been made at the NK GP’s Practice Protected Time. The
consultation document was also distributed at the NK Nurses Forum. We are due to attend
Wakefield’s monthly Target meeting and the CCG quarterly meeting to provide a brief
update on consultation activity and are currently aiming to be on the agenda for the Clinical
Network meetings for Practice Managers. The hospital Trust has established its own plan
for internal communication with all its staff, and we are liaising to ensure consistency
of information and messages.
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Advisory group

9.1

The group has asked for a presentation about Care Closer to Home and we currently
arranging this. They will also be involved in the development of decision‐making criteria in
preparation for the end of the consultation period. We expect that The Campaign Company
will facilitate this session.
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Feedback and evaluation

10.1

The volume of traffic to the consultation email address and phone line is beginning to grow,
and within the first ten days we have also had 201 completed surveys on‐line.

10.2

We are working with two external companies to ensure:



that all feedback is recorded and analysed independently (the Campaign Company); and



that our process is robust (the Consultation Institute).

10.3

The Campaign Company is collating all feedback.

10.5

The Campaign Company will be carrying out a telephone survey towards the end of April,
and we continue to have a valuable and flexible arrangement with them to enable us to
respond to feedback as the consultation process continues. This is likely to include
independent facilitation of the focus groups and, as we review the progress of the
consultation, is likely to include a deliberative event at the end of the consultation period to
help facilitate the decision making process.

10.6

The Consultation Institute provided their initial view that:




the summary document is very clear and understandable and;
the plan is very comprehensive.

10.7

We have since had further discussions with the Institute to further strengthen our plan in a
number of areas. They have, in particular, provided extremely helpful and valuable
assessment of our plans to mitigate a significant risk. This risk is the possibility of a legal
challenge (judicial review) of the consultation process on the basis that the time between
close of consultation and making a final decision is too short for meaningful consideration of
consultation output, post consultation discussion with key stakeholders and revision or fine
tuning of plans, if required. We have proposed making a commitment to extend
consultation at the end of the process if evidence emerges which leads us to make
significant changes to the clinical changes planned. The Institute’s view is that provide that
plan is shared and agreed with the Chairman of the JOSC, is will almost certainly eradicate –
or at least significantly mitigate – that risk. That liaison with the JOSC Chair is in hand.
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Equality Impact Assessment

11.1

In response to a request from a member of the public at the Dewsbury public meeting, a
summary, of key highlights, report drawn from the EIA report has been posted on the
website. The intention now is to post the full document on the website as soon as possible.
That report will carry an important caveat to the effect that it is a living document which will
require amending and updating over time as we reach key milestones such as finishing the
formal consultation process, producing a full business case etc.

12

The Consultation Institution

12.1

As part of the assurance and governance process, the Consultation Institute will be
reviewing our progress against the consultation plan via a series of gateway reviews. The
first of these has now been held and early feedback suggests we will have achieved and
exceeded the required standards.

Martin Carter
Head of Communications and Engagement
28 March 2013
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Executive Summary:
This report presents the financial position of Wakefield CCG for February 2012/13 (Month 11) and the forecast
year‐end outturn position based on this.
The revenue surplus remains green mainly due to a combination of increased investment in commissioned
services netted by efficiencies generated both in management costs and the prescribing budget. The forecast
outturn remains on target.
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Recommendation (s):

It is recommended that Wakefield CCG note both the
revenue and capital financial positions at the end of
February 2013.

NHS WAKEFIELD DISTRICT
Finance Report - Month 11 2012/13
1

Introduction
This report shows the financial position at February 2013 and the forecast
year-end outturn position for 2012/13.
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Key Financial Performance Indicators
NHS Wakefield District (NHSWD) is on target to achieve each of its key
financial performance indicators, as detailed below:
January
YTD

February
YTD

January
FOT

February
FOT

Revenue Surplus

£6,185k

£9,807k

£5,100k

£5,850k

Running Costs

£1,216k

£1,337k

£1,459k

£1,459k

Capital

£66k

£84k

£535k

£535k

Cash (at bank)

£41k

£9k

£5k

£5k

BPPC - number Non NHS

95.94%

96.02%

95.00%

95.00%

BPPC - Value Non NHS

95.22%

95.59%

95.00%

95.00%

During February 2013, NHSWD agreed with the NHS Commissioning Board
that it would further increase its revenue surplus in order to provide an
opportunity to carry-forward increased resources into future years.
To date, NHSWD has generated both a year-to-date surplus and is on target
to meet the forecast surplus in line with its control total. The in-year revenue
surplus-to-date is comprised both the original target surplus and a net
underspend on revenue budgets. The underspend is a combination of
increased investment in commissioned services (primarily Specialised
Commissioning) netted by efficiencies generated both in management costs
and the prescribing budget.
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Overall Financial Performance
NHSWD is notified of its resource limit from the Department of Health (DH)
prior to the start of the financial year. These initial resources are adjusted via
resource notifications from the DH. The total resources notified to date are
reconciled in Appendix 1.
A high-level analysis of budget headings and financial performance is
provided in Table 1 below.
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Table 1

Original
Budget
£000
463,542
62,349
13,284
58,325
16,366
3,656
19,091
954
4,652
557
11,300
3,100
657,176
0
657,176

3.1

Commissioned Services
Prescribing
Pharmacy Contract
Primary Medical Services
Dental Services
Opthalmic Services
Headquarters Services
Commissioning Intentions
Contingency
Specific Reserves
2% Non recurrent reserve
Surplus
Allocation
Increase in Surplus
Total

Annual Budget to Expend to Variance to
Date
Budget
date
Date
£000
£000
£000
£000
492,130
451,120
453,046
1,926
62,349
57,305
53,728
(3,577)
13,304
12,228
11,983
(245)
54,642
50,089
49,885
(204)
16,366
15,001
14,681
(320)
(5)
3,656
3,351
3,346
15,925
14,191
12,172
(2,019)
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
3,100
2842
2842
0
661,472
606,127
601,683
(4,444)
2,750
2,521
2,521
0
664,222
608,648
604,204
(4,444)

Forecast
Previous
year-end
month yearvariance end variance
£000
£000
3,422
4,695
(3,887)
(3,906)
(147)
(165)
(222)
(171)
(350)
(262)
10
12
(1,834)
(1,735)
0
0
3,008
1,532
0
0
0
0
0
0
0
0
0
0
0
0

Commissioned Services
Commissioned Services are analysed in more detail in Table 2 below. There
has been an increase in expenditure on commissioned services year-to-date
which is forecast to continue for the remainder of the year.
Key components are:


Increased expenditure at Mid Yorkshire Hospitals NHS Trust (MYHT)
due to an increase in high cost drugs.



Within Specialised Commissioning the number of patients and
associated bed days required has increased in 2012/13. A review has
been undertaken to further analyse the forecast which is reflected in
this report.



Increased activity for the Yorkshire Ambulance Service.



Overtrading contracts in the Independent Sector include PMS Plus,
Patient Choice and Novus due to increased activity as a result of
patients choosing these providers. Patient Choice activity provided by
Spire has increased steadily during the year with Major Knee and Hip
procedures being the main contributor.



Increase in provision at prisons relating to the staffing levels required
for observations.



The significant favourable variances within Other Commissioned
Services and Continuing Care relate to the Primary Care
Transformation Scheme and a revised forecast of Funded Nursing
Care costs respectively.
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Table 2

Month 11 2012/2013 - 28 February 2013
Provider

Mid Yorkshire Hospitals Trust
Mental Health
Specialised Commissioning (SCG)
Leeds Teaching Hospital Trust
Continuing Care and Funded Nursing care
Yorkshire Ambulance Service
Independent sector
Minor NHS Providers
Public health - Local Authority
Public health - Commissioning Board
People with learning Disabilities
Non Contracted Activity
Prisons
Consortia
Other Commissioned services
Reserves
Total

Contract Budget to Expend to Variance to
date
Date
Date
Value
£000
£000
£000
£000
254,044
232,874
233,414
540
42,111
38,602
38,190
(412)
44,288
40,597
43,240
2,643
20,814
19,079
19,813
734
28,589
26,207
25,858
(349)
14,723
13,496
13,635
139
16,327
14,966
16,284
1,318
14,264
13,076
12,927
(149)
14,085
12,912
12,860
(52)
8,457
7,753
7,652
(101)
3,538
3,243
3,243
0
3,527
3,233
2,769
(464)
2,796
2,563
2,768
205
341
312
277
(35)
23,948
21,952
19,862
(2,090)
278
255
254
(1)
492,130
451,120
453,046
1,926

Previous
Forecast
month yearyear-end
variance end variance
£000
£000
962
842
(304)
(409)
2,623
3,026
501
522
(714)
(756)
957
787
1,587
1,809
73
474
2
2
0
0
0
0
(527)
(527)
552
584
(39)
(38)
(2,250)
(1,621)
(1)
0
3,422
4,695

The current contract with MYHT is operating on a risk-share basis. The main
financial performance matters are:


A significant over performance on daycase activity which is offset in
part by an under performance in elective inpatient activity. This reflects
the continued direction of travel to improve daycase rates for elective
activity.



Emergency activity continuing to trade above planned levels both in
terms of attendances and emergency admissions. A health-economy
wide utilisation review is being undertaken to jointly agree how
performance can be managed to improve access and quality.



An overall increase in the number of outpatient procedures and an
overall decrease in the number of first and follow up outpatient
attendances.

The CCG is currently working through a contract negotiation process in order
to secure an appropriate contract with MYHT for 2013/14 which will deliver
the CCGs commissioning intentions within available resources.
3.2 Other expenditure items
Prescribing Costs: A significant favourable variance has been delivered
through good engagement on prescribing schemes with practices and
utilisation of innovative prescribing software.
Pharmacy Contract: Performance is broadly in line with budget.
Primary Medical Services: Performance is broadly in line with budget. A
favourable variance relating to the commencement of expenditure schemes
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on the health inequalities fund on PMS contracts is offset in part due to
increased GMS contract costs relating to locum costs and QOF payments.
Dental Services: Performance is broadly in line with budget. The Primary
Care Team are reviewing whether additional capacity can be delivered in
year.
Ophthalmic Services: Performance is broadly in line with budget.
Headquarters Services: There is a significant favourable variance both yearto-date and forecast in Headquarters Services representing a combination of
efficiencies in property costs, reductions in corporate expenditure items and
vacancy management.
3.3

Other reserves and contingencies
There is a residual forecast underspend which is over and above the planned
surplus. The PCT continues to assess an appropriate level of provisions.
Discussions are being held with Wakefield Metropolitan District Council
regarding strengthening partnership arrangements.
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Surplus
During February 2013, the PCT agreed with the NHS Commissioning Board
that it would further increase its revenue surplus in order to provide an
opportunity to carry-forward increased resources into future years.
NHSWD has generated both a year-to-date surplus and is on target to meet
the forecast surplus in line with its revised control total.
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Cash
A cashflow is provided at Appendix 2 which demonstrates that NHSWD is
forecasting to deliver against the cash limit.
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Statement of Financial Position (SoFP)
A SoFP is provided at Appendix 3. NHSWD will be required to determine
which successor bodies will inherit the constituent elements of the SoFP as
part of the year-end closedown and transition process.
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Capital
The capital programme is provided at Appendix 4. As previously reported, the
forecast outturn of the capital programme is below available resources. This
is materially due to slippage on the Stanley Health Centre investment. The
Strategic Health Authority (SHA) has indicated that schemes-in-progress
which are transferred to NHS Property Service will be prioritised against
future capital allocations.

4
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Better Payment Practice Code
NHSWD has a target of paying 95% of invoices by value within 30 days.
Actual performance against both NHS and non-NHS creditors is shown below
Month 11 2012/2013 - 28 February 2013
Non-NHS Creditors
Total bills paid at the end of month
Total bills paid within target
Percentage of bills paid within target
NHS Creditors
Total bills paid at the end of month
Total bills paid within target
Percentage of bills paid within target
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Number

£000s

10,656
10,232
96.02%

86,551
82,730
95.59%

2,857
2,754
96.39%

377,182
376,591
99.84%

Efficiency Savings
The QIPP programme is on-track to deliver against year-end targets. Key
QIPP schemes relating to Primary Care transformation and planned clinical
thresholds were defunded from the acute-contracts but have not been
matched by the expected level of net activity reduction. This presents a
planning risk for future years in terms of demand management and will need
to be a key focus of future QIPP initiatives.
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Risk
NHSWD faces areas of financial risk which are continually being monitored
and managed. The main areas of potential financial risk are identified below:
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Outturn activity levels with providers including specialised
commissioned services are greater than currently forecast



Non-achievement of the required efficiency schemes



External scrutiny of continuing health care budgets which requires
additional levels of provision against those currently forecast



Change in profile of prescribing expenditure against the current
favourable forecast



Delivery of the approved non recurrent investment in the remainder of
the year.

Recommendations
Members are asked to note the contents of the report and receive the report.
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Appendix 1
Movement in Resource Allocations

April M01 Allocations
NSCAG defund
Total allocation April M01
budget transfers
MYHT funding
Dispensing Doctors
Total allocation May M02
Exercise on referral
Innovation funding
Adj to DIP anticipated
HPV vaccine
Total allocation June M03
budget transfers/review
Youth Justice & Diversion
Total allocation July M04
budget transfers
DIP (already funded)
Clinical excellence awards
IAPT funding
Central budget defund
Innovation funding
Total allocation August M05
Bowel cancer screening
Family Nursing Practitioner
Budget transfers
Budget review
Total allocation Sept M06
Budget transfers
TCS budget transfer
Community cardiology
Liaison and diversion funding
Total allocation October M07
Budget transfers
LA transition funding
Total allocation November M08
Adj bfwd Planned Surplus
MYHT IAT
IAPT (SWYPFT)
CEOV Gibraltar Adjustment
Clinical excellence awards - MYHT
Winter monies centrally allocated
Refund PCT Collaborative
Short term pertussis funding
Budget transfers
Total allocation December M09
HMP Newhall
Asylum/Migrant Hlth Screen Prog
Budget Transfers
Total allocation January M10
Budget Transfers
Total allocation February M11
SIF Lodgement (Inc in Control Total)
Total + Control Total Movements

Commissioned
Services
Prescribing
£000
£000
463,542
62,349
3,682
467,224

62,349

Pharmacy
Contract
£000
13,284

13,284

Primary
Medical
Services
£000
58,325
(3,682)
54,643

Dental Services
£000
16,366

16,366

Optical
Headquarters
£000
£000
3,656
19,391

3,656

19,391
(300)

Commissioning
Intentions
£000
954

954

Specific
Contingency Reserves
£000
£000
4,352
557
(368)
3,984
300

557

6,700
473,924
100

2% Non -rec
£000
11,300

11,300

Surplus
£000
3,100

3,100

(6,700)
62,349

13,284

54,643

16,366

3,656

19,091

954
(100)

62,349

13,284

53
54,696
57

16,366

3,656

19,128
(800)

854

62,349

13,284

54,753

16,366

3,656

18,328
(24)

62,349

13,284

54,753

16,366

3,656

(23)
4,261

557

4,600

3,100

4,171
1,244

557

4,600

3,100

854

5,415
(24)
669

557

4,600

3,100

854

5,973

557

4,600

3,100

854

1,204
7,177

557

4,600

3,100

37
(90)
474,024
(501)
68
473,591
48
103
139
(87)
473,881
97
62
(1,093)
472,947
337
170
10
473,464
3,600
96
477,160

126
18,430
75
(62)

62,349

(111)
13,173
111

54,753
(111)

16,366

3,656

18,443
(337)

(170)
62,349

13,284

54,642

16,366

3,656

18,106
(2,815)

684

7,177
2815

557

4,600
(3,600)

3,100

62,349

13,284

54,642

16,366

3,656

15,291

684

9,992
-26

557

1,000

3,100

3000
30
-382
73
3173
30
7
6180
489,623

62,349

13,284

54,642

16,366

3,656

15,321

489,623
2507
492,130

62,349

20
13,304

54,642

16,366

3,656

62,349

13,304

54,642

16,366

3,656

824
16,145
-221
15,924

492,130

62,349

13,304

54,642

16,366

3,656

15,924
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-684
0

175

1,000

3,100

175
-175
0

1,000
-1000
0

3,100

0

-5496
4,470
100
135
-2844
1,861
-1861
0

0

0

0

0

0

3,100
2750
5,850

Total
£000
657,176
(368)
0
656,808
0
0
(23)
656,785
0
37
(90)
53
656,785
0
68
656,853
0
669
103
139
(87)
126
657,803
97
75
0
0
657,975
0
0
0
10
657,985
0
96
658,081
(26)
3,000
30
(382)
73
3,173
30
7
0
663,986
100
135
(2,000)
662,221
(750)
661,471
2,750
664,221

Appendix 2
Cashflow 2012/2013

April
Actual
£

May
Actual
£

June
Actual
£

July
Actual
£

August
Actual
£

September
Actual
£

October
Actual
£

November
Actual
£

December
Actual
£

January
Actual
£

February
Forecast
£

March
Forecast
£

Total
£

Receipts
Balance bfwd

5,000

53,434

18,645

28,590

11,298

23,691

13,509

13,221

137,709

20,306

40,618

9,388

NHS Transfers
Credit Card/Banking
BACS
Cash/Cheques
CHAPS
Department of Health Drawdown
Department of Health Drawdown Additional
PPA drawings
Dental drawings
Other
VAT

470,822
700
306,069
27,180
0
51,000,000
0
5,703,000
1,396,000
53,580
83,355

1,083,348
1,700
224,221
85,708
0
47,000,000
0
6,236,000
1,396,000
117,979
59,434

178,649
100
280,532
12,161

267,929
450
85,350
21,047

47,000,000
5,697,000
1,345,000
98,010
65,303

46,000,000
0
6,290,000
1,466,000
86,022
138,832

739,880
2,673
216,119
10,371
0
42,000,000
0
5,820,000
1,274,000
7,161,974
117,205

56,461
300
99,908
16,894
120,880
49,000,000
0
5,808,000
1,449,000
29,988
135,195

170,918
0
101,670
9,253
0
48,000,000
0
5,879,000
1,613,000
37,459
229,507

813,291
4,173
100,896
24,379
171,485
50,000,000
0
5,672,000
1,118,000
4,195
167,563

49,057
0
46,650
1,324
0
47,000,000
0
6,187,000
1,156,000
128,978
179,672

156,723
175
129,530
21,989
0
46,000,000
0
5,545,000
1,385,000
461,788
312,535

1,116,641
5,853
89,828
2,513
0
48,000,000
0
5,643,000
1,301,000
1,104,186
34,312

220,229
0
300,000
25,000
0
58,048,500
0
5,862,000
1,354,000
0
80,000

Total

59,045,706

56,257,824

54,695,400

54,384,220

57,353,520

56,740,317

56,054,316

58,089,203

54,886,390

54,033,046

57,337,951

65,899,117

5,323,948
16,124
1,980,773
257,819
292,365
579,048,500
0
70,342,000
16,253,000
9,284,159
1,602,913
0
684,401,601

Creditors NHS
Creditors BACS
Creditors CHAPS
Creditors PO
Salaries & Wages
Pensions
Tax & NI
PPA
Dental
Standing Orders
Other
WYCSA net payment

34,569,164
8,889,918
0
482,059
480,414
136,503
222,741
5,703,000
1,396,000
19,662
161
7,092,650

33,425,418
7,230,883
1,581,228
325,644
482,397
143,041
211,230
6,236,000
1,396,000
18,806
708
5,187,824

35,117,930
4,776,695
689,512
288,905
477,313
142,380
214,169
5,697,000
1,345,000
18,806
428
5,898,672

35,723,670
5,566,473
0
305,361
478,631
141,766
212,495
6,290,000
1,466,000
18,806
155
4,169,565

30,785,922
6,429,851
0
267,286
474,493
140,729
211,884
5,820,000
1,274,000
18,806
7,133,063
4,773,795

33,223,993
10,707,833
0
161,156
469,459
139,913
210,336
5,808,000
1,449,000
131,641
152
4,425,325

35,108,094
8,020,677
20,754
228,924
467,835
139,196
204,275
5,879,000
1,613,000
18,806
154
4,340,380

36,405,003
7,297,138
1,772,236
120,181
474,143
139,997
203,373
5,672,000
1,118,000
37,612
211
4,711,600

35,999,498
5,105,471
656,057
152,694
481,090
140,449
202,931
6,187,000
1,156,000
37,612
982
4,746,300

34,875,009
6,274,534
0
198,457
517,449
142,760
208,547
5,545,000
1,385,000
37,612
330,360
4,477,700

35,884,534
7,308,855
3,592
134,601
482,862
144,213
214,317
5,643,000
1,301,000
18,807
1,032,106
5,160,676

44,165,925
7,986,050
0
300,000
500,000
150,000
230,000
5,862,000
1,354,000
20,000
0
5,326,142

425,284,160
85,594,378
4,723,379
2,965,268
5,786,086
1,700,947
2,546,298
70,342,000
16,253,000
396,976
8,498,480
60,310,629

Total

58,992,272

56,239,179

54,666,810

54,372,922

57,329,829

56,726,808

56,041,095

57,951,494

54,866,084

53,992,428

57,328,563

65,894,117

684,401,601

53,434

18,645

28,590

11,298

23,691

13,509

13,221

137,709

20,306

40,618

9,388

5,000

Payments

Balance cfwd
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Appendix 3

Statement of Financial Position

The Table below shows the PCTs opening Statement of Financial Position.
Balance
01/04/2012
£k
NON CURRENT ASSETS
Property, Plant and Equipment
Intangible Assets
Trade and Other Receivables
TOTAL Non Current Assets
CURRENT ASSETS
Inventories
Trade and Other Receivables
Cash and Cash Equivalents
Sub Total Current Assets
Non-Current Assets Held for Sale
TOTAL Current Assets
TOTAL ASSETS

Balance
28/02/2013
£k

Forecast
31/03/2013
£k

11,841
0
0
11,841

11,841
0
0
11,841

12,441
0
0
12,441

0
3,254
5
3,259
120
3,379
15,220

0
4,791
10
4,800
4,800
16,642

0
3,254
5
3,259
0
3,259
15,700

(40,679)

(34,849)

(35,941)

(4,192)

(6,930)

(6,930)

(44,871)
(41,492)
(29,651)

(41,779)
(36,978)
(25,137)

(42,871)
(39,612)
(27,171)

0
0

0
0

0
0

Total Non-Current Liabilities
ASSETS LESS LIABILITIES (Total Assets Employed)

0
(29,651)

0
(25,137)

0
(27,171)

TAXPAYERS EQUITY
General Fund
Revaluation Reserve
Donated Asset Reserve
Total

(34,262)
4,611
0
(29,651)

(29,749)
4,612
0
(25,137)

(31,782)
4,611
0
(27,171)

CURRENT LIABILITIES
Trade and Other Payables
Provisions
Total Current Liabilities
NET CURRENT ASSETS/(LIABILITIES)
TOTAL ASSETS LESS CURRENT LIABILITIES
NON-CURRENT LIABILITIES
Trade and Other Payables
Provisions
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Capital

Appendix 4

Allocation
Sale of Knottingley Health Centre
Stanley Development
King Street capital
Backlog maintenance
Prison grants (Newhall £100k/Wakefield £500K)

120
1,000
50
200
0
1,370

Total Allocation

Forecast
Outturn
£000

Year to
Date
£000

Plan
£000

0
1,000
50
200
0
1,250

Proposed areas for investment
South Kirby Dental rooms
Crofton Health Centre
Stanley Development
King Street capital
Backlog maintenance
Prison grants

120
0
1000
50
200
0
1,370

TOTAL

9

0
0
24
36
0

120
10
150
65
190
-

84

535
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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 purpose of the report is to inform CCE members of current performance against the
2012/13 NHS Operating Framework, NHS Outcomes Framework and key quality, safety and experience
measures.
The report reflects indicators that are currently underperforming against target, with an exception report to
highlight the key issues and actions being taken to improve performance.
Key achievements
 Outpatient Improvement Programme: MYHT have made significant improvements for Appointment Slot
Issues
 CQC Reviews: Providers compliant with all outcomes assessed at review for Fountains (Northgate
Endoscopy Unit), Wakefield Hospice, Prince of Wales Hospice and Star House.
Key issues
 High Risk TIA: MYHT is unlikely to meet the full year target for % patients treated within 24 hours
 Cardiology: More patients are waiting longer than 6 weeks for diagnostic intervention at MYHT.
 62 Day Cancer Waits: underachieving at 83.5% for Wakefield patients and 83% for MYHT against a
target of 85%.
 Staff Survey: MYHT and YAS scored below (worse) than average to Trusts of a similar type for staff
engagement score in the 2012 staff survey.

The report has been strengthened to identify a clinical lead, commissioning officer lead and assurance process
for each key issue.
The following improvements have been identified to be reflected in future reports:‐
- Development of local key performance indicators to reflect the CCG strategic priorities;
- Identification of national measures from the NHS Outcomes Framework;
- Include national and local measures for the 2013/14 Quality Premium; and
- A robust process for flagging key risk/concerns and then subsequently integrating them into the CCG
risk register.
Outcome of Equality Impact Assessment:

Not applicable

Risk Assessment

Mitigating actions are included within the report and
risks are reflected in the CCG Assurance Framework and
Corporate Risk Register.
Mitigating actions required to improve performance or
quality are assessed on an individual basis for any
financial implications.
Better health and excellent patient experience are part
of the CCG’s strategic vision. Quality and patient safety
are integral to the five domains of the NHS outcomes
framework covering effectiveness; safety; and
experience. A number of the performance indicators
have been identified as CCG outcome indicators.
Not applicable

Finance/ Resource Implications

Quality/Health Benefits

Legal Implications
Previously presented at committee
Recommendations:

Quality Group – 14 March 2013
Integrated Governance Committee ‐ 18 March 2013
It is recommended that the Board:
i. Note the current performance against key national
and local performance and quality measures; and
ii. approve the actions being taken to address areas of
underperformance.

NHS Wakefield Clinical Commissioning Group
Integrated Quality & Performance Report
March 2013

Introduction & Guide to using this report
Level 1: Key Messages (key achievements & areas of concern)
Level 2: National & Local Key Performance & Quality Indicators
Level 3: Exceptions & Narrative (exceptions, details & remedial actions)
- Cat A (Red 1) 8 Minutes Ambulance
- 4 week smoking quitters
- Choose & Book referrals
- RTT Diagnostics – 6 weeks
- 62 day Cancer waiting times
- MRSA
Deep Dive: (targeted analysis of issues identified by group)
- SWYPFT National Community Mental Health Survey 2012
- Improving Access to Psychological Therapies
- MYHT Patient Safety Walkabout Pinderfields Hospital Jan 2013
In the spotlight (national publications, benchmarks & assessments such as CQC reports, Dr Foster, etc)
- MYHT Paediatric Diabetes Audit 2012
- MYHT Myocardial Ischaemia National Audit Project (MINAP) 2012
- CQC Reviews: Pinderfields Improvement Action Plan
- CQC Reviews: MYHT Monthly Report to CQC
- CQC Reviews: Independent Healthcare Organisations
- CQC Home Care Inspection Programme
- SWYPFT National Staff Survey 2012
- YAS National Staff Survey 2012
- MYHT National Staff Survey 2012
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NHS Wakefield Clinical Commissioning Group
Quality & Performance Report
Introduction & Guide to using this report
This report contains key quality & performance metrics, together with information about actions taken to address areas of under performance.
The report is split into 5 sections:

Level 1

Level 2

Level 3

Deep Dive

Level 1: Key Messages (key achievements and areas of concern)
Level 2: National & Local Key Performance & Quality Indicators
Level 3: Exceptions & Narrative
Deep Dive: Targeted analysis of issues identified by Integrated Governance Committee
In the spotlight: national publications, CQC reports and surveys, Dr Foster etc

This format is based on a model developed by Newark & Sherwood CCG.

2

L e v e l 1

Level 1: Key Messages

Key Achievements
Quality Risk Profiles: there are no risk estimates of non-compliance considered as high or low amber or high or low red for MYHT and SWYPFT.
National Paediatric Diabetes Audit: overall MYHT are better than national average for 8 care processes
CQC Reviews: providers compliant for all outcomes assessed for Fountains (Northgate Endoscopy Unit), Wakefield Hospice, Prince of Wales
Hospice and Star House
Appointment Slot issues (ASIs) – MYHT have made significant improvements in Appointment Slot issues

Key Issues / Concerns
High Risk TIA: Unlikely to hit the full year target for % of patients treated within 24 hours.
Quality Risk Profiles: YAS has high red risk estimate of non compliance against standards relating to staffing.
Yorkshire Ambulance Service: underachieved against the RED 75% standard in December and expecting to not achieve for Jan.
RTT 6 Weeks Diagnostics – Issues within Cardiology have resulted in more patients waiting longer than 6 weeks for diagnostic investigations
62 Day Cancer Waits: underachieving at 83.5% for Wakefield CCG patients and 83% for MYHT against a target of 85%.
MYHT MRSA: annual objective has been breached (8 against an objective of 7).
Staff Survey: MYHT and YAS scored below (worse) than average when compared to Trusts of a similar type for staff engagement score in the
2012 Staff Survey.

Page
7/8
19
25
11

Page
5
7
9
12
13
14
29/30
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L e v e l 2

Level 2a: Key Performance Indicators

Domain 1. Preventing People from Dying Prematurely

NHS Wakefield

Mid Yorks

Reporting
Period

Period
Target/
2012/13 Plan

Actual

YTD

FOT

Cat A (Red 1 & 2) 8 mins Wakefield PCT

Jan

75%

74.7%

74.7%

74.7%

Cat A (Red 1) 8 mins Wakefield PCT

Jan

increase to
80% by year
end

70.7%

72.5%

72.5%

Ref No

Outcome /Measure

PHQ01
PHQ01

Cat A (Red 1) 8 mins YAS

Jan

increase to
80% by year
end

70.2%

72.6%

72.6%

SQU18

Number of 4 week smoking quitters

Dec

222/
2210/3300

94

2091

2788

Jan

<=1%

2.2%

2.2%

2.2%

PHQ26

Mixed Sex Accomodation
Number of unjustified breaches

Jan

0

0

2

2

PHQ26

Mixed Sex Accomodation
Rate of unjustified breaches

Jan

0

0

0.2

0.2
Mid Yorks

PHQ27

MRSA

Jan

0/10

0

9

10

PHQ13
05

Proportion of people with depression who receive
psychological therapies

Jan

2.6%/
10.0%

1.6%

6.7%

8.0%

NHS Wakefield
Proportion of GP referrals to first Outpatient
appointment booked using Choose and Book

Jan

Not available at time of report

NHS Wakefield

Reform
90%

FOT

Mid Yorks

RTT Diagnostics - 6 weeks

5. Treating and Caring for People in a Safe Environment and Protecting them from
Avoidable Harm

YTD

Not applicable to MYHT

NHS Wakefield

PHQ22

PHF08

Actual

Not applicable to MYHT

PHQ01

4. Ensuring People have a Positive Experience of Care

Period
Target/
2012/13
Plan

68%

69%

7

0

8

10

Not applicable to MYHT
Mid Yorks

69%

Not applicable to MYHT
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L e v e l 2

Level 2a: Key Performance Indicators

Watching Brief
Performance is above target this month on the following indicators however they are known to have continued risks.
We will therefore continue to monitor progress;
NHS Wakefield
Ref No

Data
Availability

Outcome/Measure

Reporting
Period

Mid Yorks

Period Target/
2012/13 Plan

Actual

YTD

FOT

Period Target/
2012/13 Plan

Actual

YTD

FOT

80%

93.0%

92.6%

92.6%

80%

Not
available

Qtr 2
92.0%

92%

60%

63.0%

50.5%

50.5%

60%

Not
Qtr 2 62%
available

2. Enhancing Quality of Life for People with Long-Term Conditions
Proportion of people who have had a
stroke who spend at least 90% of their
time in hospital on a stroke unit

SQU06_01

Quarterly

Stroke Indicators

Qtr 3
Proportion of people at high risk of
Stroke who experience a TIA are
assessed and treated within 24 hours

SQU06_02

Quarterly

62%

4. Ensuring People have a Positive Experience of Care
PHQ19
PHQ20

18 Weeks RTT Waiting
Time Standards

PHQ21
PHQ23

A & E 4 Hour Waiting
Time Standard

RTT - Admitted

Monthly

Jan

90%

92.57%

92.13%

92.13%

90%

RTT - Non Admitted

Monthly

Jan

95%

96.65%

97.06%

97.06%

95%

RTT - Incomplete

Monthly

Jan

92%

93.25%

93.25%

93.25%

92%

% of patients who spent 4 hours or less
in A & E

Weekly

w/e 03/03

95%

95.6%

96.5%

96.5%

95%

Not available

95%

96.0%

96.0%
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L e v e l 2

Level 2b: CQC Quality & Risk Profiles

The CQC’s Quality & Risk Profiles bring together a wide range of information about a care provider to identify areas of potential non compliance. These are set out as a set
of ‘risk estimates’ providing an estimate of the risk of potential non-compliance, one for each of the 16 essential standards. They are primarily intended as a tool to
support the day to day work of the CQC inspectors as well as informing the commissioning of services. QRPs do not provide a judgement about services.
This data is based on the latest QRP refresh (February 13).
The risk of non compliance is displayed from High Green (showing low risk of non compliance) increasing to High Red (high risk of non compliance).

SWYPFT
There has been no change on the previous risk estimate other than data now
available for Outcome 2 (Consent to Care & Treatment).
•

The risk of non compliance has fallen throughout the year.

•

Data is now available for Consent to Care & Treatment (Outcome 2). Risk
estimate is High Yellow.

•

No data is available to estimate a risk of non compliance for;
- Complaints (Outcome 17).
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L e v e l 2

Level 2b: CQC Quality & Risk Profiles - continued
Yorkshire Ambulance Service
There has been an improvement on the previous risk estimate.
•

YAS remains at a HIGH RED risk of non compliance against standards relating to
staffing (Outcome 13). This is based on;
Staff working extra hours
This indicator is based on the 2011 national Staff Survey.
- % of healthcare workers with direct patient care that have been vaccinated
against seasonal influenza. This is based on data fed to the DH Seasonal
Influenza Vaccination Programme.

•

Improvement in risk estimate of non compliance over previous month in;
- Cooperating with other providers (Outcome 6).
Improvement from LOW AMBER to HIGH YELLOW.
This has improved for the second month running.
- Cleanliness & Infection Control (Outcome 8).
Improvement from HIGH YELLOW to LOW YELLOW.
- Requirements relating to workers (Outcome 12).
Improvement from HIGH YELLOW to LOW YELLOW.
These changes are based on assessment of NHS LA Risk Management Standard
data.
Data is now available for Consent to Care & Treatment (Outcome 2). Risk estimate is Low Yellow. This is based on assessment of NHS LA Risk Management Standard data.
No data is available to estimate a risk of non compliance for;
- Meeting nutritional needs (Outcome 5).
Assurance from YAS about the actions being taken to address the identified areas of risk was formally requested through the YAS Clinical Review Group (equivalent to
Quality Board) which met on 8 March 2013. The data used in the QRP is based on 2011/12 and assurance was given that there has been improvements in these two areas
for 2012/13. The flu vaccination rate has increased to 37% for 2012/13 and the YAS are better than average compared to other ambulance Trusts.
YAS were subject to an unannounced inspection on 22-24 January 2013 to follow-up to a previous inspection in September 2011. Seven outcomes were assessed, and
although the report has not yet been published, the Trust was compliant with all seven outcomes.
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L e v e l 2

Level 2b: CQC Quality & Risk Profiles - continued

Mid Yorkshire Hospitals
There continues to be slight improvement on the previous risk estimates.

There are no areas considered as HIGH or LOW RED risk of non compliance.
•

Improvement in risk estimate of non compliance over previous month in;
- Safety & suitability of premises (Outcome 10).
Improvement from LOW YELLOW to LOW GREEN.
This is based on assessment of NHS LA Risk Management Standard data for;
Secure Environment, Slips, Trips and Falls, and Moving & Handling which were all
similar to expected.

•

The QRPs give evidence that all dimensions of quality are being measured
(there are no areas of insufficient / no data).
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Level 3: Exceptions & Narrative
L e v e l 3

3.1 Cat A (Red 1) 8 Minutes Ambulance
Key Issues
This still remains a challenge.
Significant extreme weather conditions further impacted on the delivery
model as well as issues within the wider health community, for example
increases in weather related illnesses impacted on bed availability within
Acute Trusts.

Ambulance ( Red 1) 8 mins outturn April 2012 to January 2013
90.0%
80.0%

79.6%

76.4%

70.0%

74.3%

69.0%

74.3%

67.3%

79.0%
71.3%

60.0%

70.7%
64.9%

50.0%
40.0%

Wakefield

Yas

Target

Linear (Wakefield)

Key Actions
A range of performance improvement actions were taken across the entire operational delivery model to ensure a safe and timely service.
These actions included;
Comprehensive adverse weather planning operating Gold and Silver calls
Widespread 'warning and informing' media campaign.
Responsible Clinical Lead: Dr Adam Sheppard
Commissioning Lead: Pete Barnaby
CCG Assurance: YAS Contract Management Board
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Level 3: Exceptions & Narrative - continued
L e v e l 3

3.2 4 week smoking quitters
Key Issues
400

359

300

306

274

259
209

200

205
157

144

100

94

0

Mar-13

Feb-13

Jan-13

Dec-12

Nov-12
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The number of successful quitters in December 2012 was 94. This is 42 quits lower
than December 2011.
However, the latest published data from the NHS Information Centre confirms that in
the year up to March 2012, Wakefield had a higher number of successful 4 week quits
than the regional average (3167 against 2792) and the number of successful 4 week
quits per 100,000 population was higher in Wakefield than the regional average
(1192 against 903).
The percentage of those setting a quit date that go on to quit has increased
significantly in Wakefield from 50.7% in December 2011 to 65.2% in December
2012.

Smoking 4 week quitters April 2012 to December 2012

Linear (Wakefield)

Key Actions
A number of campaigns have been planned over the next few months which all encourage people to stop smoking with a call to action of receiving help and support from
the local stop smoking service or a local pharmacy. It is hoped that all this activity will increase the number of referrals into the service, which should also contribute
positively to Q4 data, whilst it is hoped that it will improve the rate of those setting a quit date who go on to quit.
Campaigns include:
- a January Quit Kit campaign in partnership with local pharmacies
th
- national No Smoking Day on 13 March
- a campaign focusing on smokers with COPD to seek help and support early and ‘take it outside’;
rd
- a Smokefree campaign which raises awareness on the dangers of 3 hand smoke (toxins on clothes, furniture etc).
An electronic referral system has been funded which will allow direct referral into the stop smoking service from any ward or outpatient clinic at PGH and PGI. All
referrals will be picked up within 48 hours.
Responsible Clinical Lead: Dr Andrew Furber
Commissioning Lead: Dianne Lee
CCG Assurance: Integrated Governance Committee
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3.3 Choose & Book Referrals
Key Issues

Percentage of GP referrals to Outpatient services using Choose
and Book April 2012 to January 2013

The PCT’s performance utilisation of Choose and Book (CAB) was 68% for the
month of January 2013 which is 18% above the national average and 15%
th
above the Yorkshire and Humber (Y&H) average and held a position of 4
th
nd
across the Y&H, with only a 2% difference between 4 and 2 .
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70.04%72.23%68.74%
69.86%
69.71%70.96%
66.32%68%
63.08%

70.00%

60.00%
50.00%

Proportion of GP referrals to Outpatient services using Choose and Book
Linear (Proportion of GP referrals to Outpatient services using Choose and Book)

Key Actions
Work continues at MYHT to further improve their CAB performance
including utilisation and Appointment Slot Issues (ASI’s); and with the
introduction of the Outpatient Improvement Programme back in August
improvements to the Trusts ASI’s are demonstrated in the graph below.
th
The lowest ASI recorded was 2.92% week ending 6 January 2013.

MYHT Actual

03/02/2013

27/01/2013

20/01/2013

13/01/2013

06/01/2013

30/12/2012

23/12/2012

16/12/2012

09/12/2012

02/12/2012

25/11/2012

18/11/2012

11/11/2012

04/11/2012

28/10/2012

21/10/2012

14/10/2012

07/10/2012

30/09/2012

23/09/2012

16/09/2012

09/09/2012

02/09/2012

40 38.8
37.536.3
35 33.6
34.28
33.51
32.3
30.01
29.88 30.929.728.5
27.326.1 26.81
27.2627.24
25.87
25.07
24.6 23.68
24.33
21.69 23.1
21.620.1
18.616.5
18.5419.42
17.6919.55
14.412.3
13.5615.21
11.68
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Responsible Clinical Lead: Patrick Wynn
Commissioning Lead: Linda Diver
CCG Assurance: MYHT Executive Contract Board

MYHT Trajectory

19/08/2012

A number of AQP services through CAB are increasing for GP colleagues in
Wakefield to referral patients; which in turn increases patient choice at
point of referral, which supports the 2013/14 Choice Framework Policy
that was prepare and published by the Department of Health in December
2012.

Trajectory -v- Actual : ASI @ MYHT
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3.4 RTT Diagnostics – 6 weeks
Key Issues
The Trust are reporting some HR issues that hadn’t been anticipated which has had
an impact on capacity and performance in December and January. These are confined
to diagnostics within Cardiology.

Percentage of Diagnostic Tests not carried out within 6 weeks of
referral April 2012 to January 2013
3.0%
2.1% 2.2%

2.0%

1.0%
0.0%

0.2%

0.6% 0.7% 0.7% 0.4% 0.5% 0.4% 0.4%

RTT Diagnostics - 6 weeks

Target

Linear (RTT Diagnostics - 6 weeks)

Key Actions
The Trust have put plans in place to ensure;
the appropriate capacity is available and advised that performance should recover for February onwards.
To review the forward planning process in diagnostics to plan for and anticipate capacity issues
To have actions in place to avoid adverse impact on performance
Responsible Clinical Lead: Dr Patrick Wynn
Commissioning Lead: Linda Driver
CCG Assurance: MYHT Executive Contract Board
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3.5 62 day Cancer waiting times
Key Issues
The indicator has remained a major concern throughout 2012/13.
MYHT were requested to submit a report to the Contract Management Group in
Feb 2012, with a review being brought back to the Finance & Performance Group.
On receipt of a very brief report the following was identified:
33 patients identified as breaching the 62 days target during Dec 12 – Jan 13. (20
in December and a further 13 in January).

90.00%
87.89%
86.04%

85.00%

83.78%

83.33%

81.98%

82.99%

81.03%

80.00%

Of the 33 patients;
- 29 patients (87.8%) waited longer than 80 days
- Of those, 65.5% waited longer that 100 days
- 4 patients (12.1%) waited longer than 150 days
- 2 patients waited 205 and 250 days respectively.
The common reasons for breach included;
- Patient declines/defers appointment/diagnostic
- Capacity in first or diagnostic appointments
- Complex pathways/pathway delays

62 day Cancer referral from GP to treatment times June 2011
to December 2012 Wakefield

75.00%
Jun-11

Sep-11

Dec-11

Wakefield

-

Referral sent to LTHT
Industrial action

-

Mar-12

Jun-12

Target

Sep-12

Dec-12

Linear (Wakefield)

MDT meetings
Multiple diagnostics

Key Actions
Commissioners continue to work with the Trust and the data to understand further issues and requirements.
Commissioners have requested that the indicator is part of the Local Quality requirements within the 2013/14 MYHT Contract. MYHT are requested to provide a report
on a monthly basis that provides
Analysis of length of breaches over 62 days and;
Details of all 62 day breaches by tumour site for Wakefield and Kirklees patients. Each breach case to have an individual breach analysis report.
- Analysis to include identification where there are common themes for those patients in the higher waiting times categories together with action plans to support the
reduction of further breaches and the length of time waiting.
Responsible Clinical Lead: Dr Abdul Mustafa
Commissioning Lead: Paul Harding
CCG Assurance: Cancer Locality Group and MYHT Contract Management Group
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Level 3: Exceptions & Narrative - continued

3.6 MYHT MRSA
Key Issues
3 post 48 hour MRSA cases were reported by MYHT in December 2012 meaning
their annual objective has been breached (8 against an objective of 7).
Two of these cases were NHS Wakefield patients, and therefore the trajectory is
at risk of being exceeded for Wakefield should there be any further cases this
financial year – currently 9 cases against a trajectory of 10.
Following Root Cause Analysis the four cases at MYHT during November and
December 2012 were deemed avoidable.
There were no cases reported in January 2013 and unvalidated data for February
indicators no cases reported.

Key Actions
Information presented to the Executive Quality Board in January 2013 outlining the additional actions being taken to reduce cases of MRSA bacteraemia.
The interim Chief Nurse has taken on the Director of Infection Prevention and Control role, and leadership within the infection prevention team has been
strengthened

A monthly HCAI Executive has been established with non-executive director membership
A weekly HCAI Control Group has been set up chaired by the Chief Executive. The Group will continue until there have been no MRSA bacteremia cases for two
consecutive months.
A performance notice for the breach has been served to MYHT.
Responsible Clinical Lead: Dr Andrew Furber
Commissioning Lead:
Jane O’Donnell
CCG Assurance:
MYHT Executive Quality Board
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SWYPFT National Community Mental Health Survey 2012
This national patient experience survey was previously reported in the December 2012 Integrated Quality & Performance Report and has been discussed at the Mental
Health Quality Board in October 2012 where an update on the actions being taken to address the feedback from service users given. Commissioners requested additional
information and assurance about the actions being taken by the Trust. These were reported to the Quality Board in February 2013.
Key Issues
The national survey reported that SWYPFT scored ‘about the same’ as other trusts in the survey for the majority of questions. However, there were no areas where
SWYPFT were considered in the top 20% of Trusts and they were considered in the bottom 20% of Trusts for 3 areas – patient offered copy of care plan; had annual review
meeting; and asked about physical health needs.
Comparative data presented by the Yorkshire & Humber Quality Observatory showed that SWYPFT has both a low score and low improvement on the previous survey and
that there has been a notable decline in scores since the previous survey.
Commissioners requested additional information and assurance about the actions being taken by the Trust. These were reported to the Quality Board in February 2013.

Key Actions
The report to the Quality Board (Feb 2013) outlined the ways in which service user experience information is collected and reviewed by the Trust;
Regular local service user surveys – defined through CQUINs – are undertaken. Q3 data shows that;
88% of inpatients and 94% of community service users think their views were taken into account when deciding what was in their care plan;
70% of inpatients and 87% of community service users have had a care review meeting in the last 12 months;
85% of inpatients and 84% of community service users were asked about their wellbeing needs (physical activity, dietary advice); and
84% of inpatients and 96% of community service users rated the care and treatment they received as excellent or good.
The report also identified progress on workstreams relating to improving care planning and review;
Care review project: workshops with service users, carers and care co-ordinators were held in November/December 2012 to strengthen understanding of care plans and
reviews of care, and develop understanding of good practice and ways of working together to produce care plans and improving the experience of review of care. The
workshop findings will be analysed along with other feedback and used to drive improvement of the service users’ experience of care plans and reviews, including the
strengthening of co-production.
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SWYPFT National Community Mental Health Survey 2012 cont’d

Key Actions cont’d
Visits to other Trusts: who gained the most positive results on the care planning and care review sections of the national survey to provide a positive learning experience.
Recovery star: work continues to develop to understand the benefits and use of the recovery star across all mental health services. The anticipated outcome of using the
recovery star is that the service user experience of care plans will be improved.
Progress against the actions identified will be monitored through the Quality Board. Service user experience continues to be closely monitored, remaining in the CQUIN
scheme for 2013/14.
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Improving Access to Psychological Therapies
The Improving Access to Psychological Therapies (IAPT) programme was launched in May 2006 following a government commitment in the 2005 manifesto. The
programme forms part of the delivery of the Our Health, Our Care, Our Say White Paper and aims to provide better access to a choice of evidence based psychological
therapies for people suffering with common mental health disorders, primarily anxiety and depression. The importance of the IAPT programme has been re-stated and reaffirmed through subsequent publications of the NHS Operating Framework and within the refreshed national mental health strategy No Health Without Mental Health
(DH, 2011).
The IAPT programme is at the heart of the drive towards greater access to talking therapies by ensuring that the right services are available at the right time with the right
results underpinned by service models to support the delivery of NICE guidelines based on a system of stepped care. The NICE guidelines for depression and anxiety have
shown that psychological interventions such as cognitive behavioural therapy and interpersonal therapy are clinically and cost effective and this formed the early part of
the expansion of IAPT compliant capacity. More recently, the national programme has expanded the available training to include counselling as a part of the formal IAPT
service model.
Locally, IAPT services are provided by Turning Point under the name Rightsteps with additional capacity also provided by SWYPFT as a fully integrated part of the service
providing Inter-personal therapy. Counselling interventions have been historically provided by the Well Womens Centre and Mind Matters.
Key Issues
As previously reported, the Improving Access to Psychological therapies (IAPT) initiative is intended to bring about a substantial increase in the availability of evidence based
talking treatments within a primary care environment, primarily increasing the availability of cognitive Behavioural Therapy for the treatment of common mental health
disorders. To monitor the availability of talking treatments, performance indicator SQU16 measures the proportion of people with common mental health disorders (based
on estimated prevalence) who access IAPT services.
The factors affecting performance include:
Referral behaviour / clinical rationing
Through discussion at the mental health Clinical Commissioning Unit (CCU) it has been identified that referrers typically refer the individuals with the greatest need to
services. Given that IAPT services are provided in line with stepped care at steps 2 and 3 (effectively providing a two tier, high and low intensity service) this has resulted
in the high intensity service receiving a greater proportion of the referrals in to the service than anticipated and an under utilisation of step 2. This is being addressed
through ongoing communication with practices by the IAPT service, Rightsteps, to ensure that referrals are made earlier.
Progress
Rightsteps have continued to develop relationships with individual practices and have run a series of workshops within primary care, focussing on medically unexplained
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Improving Access to Psychological Therapies cont’d

Key Issues cont’d
physical symptoms and long term conditions, to engage clinicians and practice staff. Regular updates are provided to practices in the form of electronic and hard copy
newsletters to reinforce the details of the services offered and suitable clients. 17 practices have taken up the offer of powerpoint or poster presentations within the
practice to highlight the service.
Rightsteps also now provide sessions out of 34 community based locations across the district although the cost of accommodation in some GP surgeries does present a
cost pressure to the service that has prevented wider availability.
Clients declining the service / inappropriate referrals
Rightsteps currently receive in excess of 1600 referrals per quarter. Of these referrals over a third choose not to access the service or are not suitable for primary care
talking therapies. For many people this can be as a result of problems that once appeared overwhelming becoming more manageable without treatment, for others,
motivation as a part of their condition or stigma may prove to be barriers to access. Given the significant resource that are used in attempting to engage people not
wishing to access the service, discussions are ongoing within the mental health CCU to develop materials to facilitate guided self referral, ensuring only those motivated
to receive the service (a key indicator to likely recovery through talking treatments) actually do so.
Progress
Materials for practices to support patients in making the choice to access the Rightsteps service have now been developed. Theses materials will explain all of the
therapies and interventions available through Rightsteps, maximising the choice available to patients and promoting the accessibility and acceptability of services.
Booklets are currently being proofed and produced through Turning Point.
Integration of counselling
IAPT, in the first instance, sought to increase the availability of cognitive behavioural therapy (CBT), the talking treatment with the strongest evidence base and
recommended by NICE. This is not though to the exclusion of other talking treatments and subsequent guidance covered the integration of counselling based
interventions within the IAPT definition. Counselling within Wakefield is currently provided by Mind Matters and the Well Women Centre outside the umbrella of
Rightsteps. Proposals are in development to look at the likely training and cost implications of closer integration of counselling within IAPT to ensure the activity
performed by these services contributes to the overall envelope.
Progress
It is essential to note the distinct difference between performance against the IAPT trajectory and performance of Rightsteps, the IAPT service. On commissioning of the
service and through subsequent development of national IAPT policy and guidance, therapies defined within the IAPT model were expanded to include counselling
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Improving Access to Psychological Therapies cont’d

Key Issues cont’d
for depression, couples therapy for depression, interpersonal psychotherapy and brief dynamic interpersonal therapy. These therapies have traditionally been provided
by Mind Matters and the Well Women Centre by therapists who had not undergone IAPT accredited training or with fidelity to the IAPT model. Therefore the activity
performed could not be included in IAPT data returns.
During 2012/13, the possibility and implications of both counselling services becoming IAPT compliant was explored although a successful solution was not found. Mind
Matters subsequently decided they were unable to continue to provide counselling services under the current terms and conditions of their contract.
Reprovision of counselling has been agreed with Rightsteps who will now offer IAPT accredited counselling as a part of the formal IAPT service from 1 April 2013. The
routing of the majority of primary care referrals through the Rightsteps service will now maximise the number of people offered the choice of IAPT accredited therapy at
the first point of contact with the service. Self referral is also being promoted. Both actions will improve performance against the IAPT access standard with no further
intervention.
Revised trajectory sign off criteria
In April 2012, the criteria for trajectory sign off were revised, increasing the expectations of access to 10% of the estimated population during 2012/13. Current
performance is in line with the original trajectory and anticipated performance but falls below the revised figures.
Progress
No action possible. National criteria remain although the integration of counselling above will improve performance. As a consequence the IAPT access performance
standard has been adopted as a local measure for the CCG’s Quality Premium in 2013/14.
Responsible Clinical Lead: Dr Clive Harries
Commissioning Lead:
Phil Smedley
CCG Assurance:
Integrated Governance Committee
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MYHT Patient Safety Walkabout – Pinderfields Jan 2013
A programme of monthly Patient Safety Walkabouts has been planned throughout MYHT sites. Walkabouts involve a small team of clinical and non clinical staff walking
onto ward areas to note their first impressions. The team is accompanied by a MYHT senior nurse / manager. Members of the team also talk to patients and carers during
the visit to listen, understand their experience of care and identify areas for improvement. This summarises findings from a Walkabout that took place at Pinderfields
th
Hospital on the 29 January 2013.
Key Issues
The Walkabout took place on Ward 43, 1A and Discharge Lounge at Pinderfields Hospital. Feedback included;
Areas of good practice
All patients seen had access to buzzers, drinks, tables and walking devices and stated that their buzzers were answered quickly.
All records seen appeared complete and up to date.
Ward staff supported patients to the telephone to contact family who were unable to visit them.
Staff were seen talking with patients in matters other than their care which was positively received by patients.
Patients spoken to were positive about the care they received, complimentary about staff and the general environment.

Key Actions
Verbal feedback is given to a senior manager or clinician once the walkabout is completed.
Recommendations passed to the MYHT Director of Quality include;
Review the induction process for staff that transfer internally between wards.
Review the nursing record keeping to ensure that all allergies are explicit scope the viability of moving to a model of record that allows analysis.
Staff need to be able to describe the criteria for acceptance onto the Discharge Lounge.
Review the staffing levels on Ward 42 against Safer Care methodology.
Analysis of time patients are in control of their drugs on the discharge lounge.
Analysis of waiting times for TTO medications on Discharge Lounge.
Feedback and recommendations following each visit are fed to the MYHT Director of Quality.
MYHT will discuss findings internally at their monthly Quality and Clinical Governance Committee.
MYHT response to recommendations will be tabled at the following MYHT Executive Quality Board.
Quarterly thematic analysis will be undertaken by the Quality Team to identify common themes and trends.
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5.1 MYHT National Paediatric Diabetes Audit 2010/11
The national Paediatric Diabetes Audit, published Sept 2012, provides information on the care of patients under the age of 25 in 180 Paediatric Diabetes Units in England
and Wales. The audit looks at a range of care and outcome measures recommended by NICE. The data is used to provide information to individual hospitals about the
standards of care to benchmark their care and explore methods of driving up quality.
Key Issues

National
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9.2
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Airedale
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36.0

15.9
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8.9

Barnsley

0

31.8

16.8

8.8

8.7

Bradford

4.4

56.5

10.9

9.3

9.1

8.4

8.3

% with missing
HbA1c

The audit findings, overall, are positive.
MYHT are mid table nationally for care processes, and
better than national average.
The 8 care processes are:
- HbA1c
- BMI
- Blood Pressure
- Urinary Albumin
- Blood Creatinine
- Cholesterol
- Eye Screening
- Foot Examination
Pinderfields HbA1c <7.5% is better than the national
average. However, there is variation between the 3
sites, with Pontefract and Dewsbury both worse than
national average.

% with
HbA1c <
7.5%
15.8%

Mean
HbA1c

Median
HbA1c

8.9

8.7

Calderdale (CHFT)

5.4

17.9

28.4
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20.0
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8.7
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8.2

8.8

8.5
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Leeds Teaching

2.0
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York

2.1
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Key Actions
The MYHT Quality Review Group has received a full action plan to improve the care of children and young people with diabetes in September 2012 following peer review
reports. An update on actions shows;
Further improvement in staffing (Dietician) and greater access to psychology support for Dewsbury.
Moving to SystmOne will enable evidence of compliance with Best Practice Tariff criteria to be gathered more easily.
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Key Actions cont’d
Funding for additional dietetic time has been approved but one interview has failed to appoint so alternative approaches to filling gap being pursued.
Out of Hours diabetes advice line extended to Dewsbury patients from 2013.
Funding approved to buy sessional psychology time for Dewsbury patients from a ‘qualified provider’ (yet to be identified).
Develop more intensified therapies for Dewsbury patients. More insulin pump therapy is being introduced already.
Develop routine downloading of patient’s glucose meters.
There will be a new Patient Reported Experience Measure (PREM) implemented in 2012, the results of which will be linked to this audit.
The report was discussed at the MYHT Quality & Clinical Governance Committee (Jan 2013) and at the Quality Review Group (Feb 2013).
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5.2 MYHT National Myocardial Ischaemia Nation Audit (MINAP) 2011/12
The following summarises findings from the Myocardial Ischaemia National Audit Project (MINAP) 2012, published Nov 12. MINAP is a national clinical audit of the
management of heart attack. MINAP provides comparative data to help clinicians and managers monitor and improve the quality and outcomes of their local services. The
audit collected data from hospital trusts for patients with suspected heart attack between April 2011 and March 2012.
Key Issues
Nat
Ave
11/12

Pinders
10/11

Pinders
11/12

Dews
10/11

Dews
11/12

Aspirin

99%

100%
(295)

99%
(398)

98%
(286)

99%
(376)

MYHT use of secondary prevention medication at discharge is very
satisfactory, continuing to exceed the national standards, and there is
little room for further improvement.

Beta Blocker

96%

99%
(286)

99%
(371)

96%
(253)

99%
(336)

Statins

97%

99%
(308)

99%
(406)

97%
(298)

99%
(382)

Specialist involvement for nSTEMI patients has been shown to lead to
better outcomes. Ideally, admission should be to a cardiac facility
where nursing staff have cardiac expertise and there is easy access to
cardiological advice.

ACE inhibitor

95%

96%
(285)

96%
(375)

94%
(278)

97%
(364)

Clopidogrel / Thienopyridine
inhibitor

96%

99%
(289)

98%
(387)

95%
(270)

98%
(370)

Nat Ave
11/12

Pinders
10/11

Pinders
11/12

Dews
10/11

Dews
11/12

Secondary prevention medication improves outcomes for patients,
reducing the risk of death and further heart attack. NICE guidance
recommends that all patients who have had an acute heart attack
should be offered treatment with a combination of the drugs.

MYHT are below national average for nSTEMI patients admitted to
cardiac unit, seen by a cardiologist AND referral for angiography.
nSTEMI patients admitted to a cardiac unit / ward;
18% Pinderfields
39% Dewsbury

nSTEMI patients admitted to
cardiac unit / ward

51%

20%

18%

38%

39%

nSTEMI patients seen by a cardiologist / member of team;
88% Pinderfields
82% Dewsbury

nSTEMI patients seen
by a cardiologist / member of
team

93%

84%

88%

81%

82%

nSTEMI patients referred for or
had angiography

69%

62%

58%

46%

52%

nSTEMI patients referred for or had angiography;
58% Pinderfields
52% Dewsbury
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Key Actions
The MYHT Quality Review Group received an audit summary from MYHT in February 2013 which contained a number of actions;
- continue excellent work on secondary prevention
- improve identification of nSTEMI patients through the specialist nursing team allowing access to specialist.
rd
- improve angiography rates in nSTEMI (improved lab availability & usage with 3 catheter lab and efficiencies).
•

More detailed recommendations by Commissioning Lead include;
- extended hours and roles for Chest pain nurses (24/7)
- extended hours for the Catheter Laboratory
- near patient troponin testing in A&E
These are based on the following considerations;
- Patients tend to be seen in A&E and are then transferred to AAU before going to cardiology. MINAP consider that a more appropriate route would be for patients to
go directly to cardiology. This could be achieved in MYHT if patients were identified earlier, with the nursing team seeing patients in A&E (and possibly using new
patient Troponin testing). This would need to be delivered consistently 24/7, which strengthens the case for chest pain nurses with extended roles and hours.
- Improved access is required to the catheter lab with extended sessions sessions / hours to allow adequate flow of patients.

•

The report was discussed at the MYHT Quality & Clinical Governance Committee (Jan 2013) and at the Quality Review Group (Feb 2013).
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5.3 CQC Reviews: Pinderfields General Hospital (MYHT) Improvement Action Plan
Key Issues
MYHT was judged non compliant with 1 of the 7 outcomes assessed during an unannounced inspection in November 2012 (Outcome 4: Care & Welfare of People who use
services).
04 – Care & Welfare of People who use services

Minor Concern

The CQC found that people did not always experience care, treatment and support that met their needs & protected their rights. They judged that this would have a minor
impact on people who use the service and asked the provider to take action. This was based on observations in the discharge lounge, Gate 12, AAU, Gate 41 Elderly Medicine,
Gate 40 Day Surgery, Gate 43 Coronary Care and Opthalmology.
Key Actions
MYHT has submitted an action plan to the CQC and to the Commissioner at Executive Quality Board in February 2013.
Actions undertaken aim to;
- Ensure that patients on the Surgical Assessment Unit are seen in a timely manner.
- Provide assurance that the standards of patient care and welfare are met.
- Improve patient experience for inpatients.
- Ensure compliance with existing admission criteria for patients admitted to Gate 46a.
- Review staffing for Gate 46a and ensure that the ward is staffed to avoid detriment to patient care and welfare.
- Ensure that the ward is led effectively.
- Ensure that documentation reflects the needs of patients and is completed in a timely manner.
Since the inspection a bespoke discharge lounge has been created, co located on Gate A1 at Pinderfields Hospital. The area that was inspected is now known at Gate 46a and
will provide 12 inpatient escalation beds.
Further Actions
The action plan was presented to the Executive Quality Board in February 2013. Commissioners requested that timescales be added to the action plan and the Trust
confirmed at the next meeting that actions have been completed.
The CQC will undertake an unannounced follow up visit within the next 3 months to ensure that action has been taken to meet essential standards.
During February 2013 two further unannounced inspections were undertaken at Queen Elizabeth House in Wakefield (intermediate care facility) and Ward 9 at
Dewsbury District Hospital. The reports from these inspections have not yet been published, but will be discussed at Quality Board once available and reported to the
Governing Body. MYHT are expecting a minor compliance action against Outcome 16 (Assessing & monitoring the quality of service provision).
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5.4 CQC: MYHT Monthly Report to CQC
Key Issues
MYHT was judged non compliant with 1 of the 7 outcomes assessed during an unannounced inspection in November 2012. In response, the CQC has requested a monthly
report to demonstrate the Trust’s approach to managing quality & governance. Monthly reports will include a specified number of items, detailed below.
Key Actions
Opthalmology Outpatient Department: Progress of action plan and other issues in relation to Outpatient Improvement Programme.
STATUS: an action plan has been developed to address the issues within Opthalmology. Progress updates are received at MYHT Quality and Clinical Governance
Committee, chaired by a non executive director, to provide assurance on implementation.
Discharge Lounge (now Gate 46a): Progress of action plan and other significant issues.
STATUS: an action plan has been developed & submitted to CQC. Progress updates are received at MYHT Quality and Clinical Governance Committee and the Clinical
Executive Group for assurance.
Infection control in relation to the extra beds placed in bays.
STATUS: regular surveillance of infection control issues relating to the additional beds is undertaken and reported to the Chief Nurse / Director of Infection Prevention
and Control. A monthly task force has been established to focus on the HCAI agenda.
Additional pressures in A&E and the acute assessment unit (AAU) and the surgical assessment unit (SAU) ensuring that patient assessment, treatment and transfer to
wards is timely and safe.
STATUS: an action plan has been developed & staff reminded of the escalation policies to ensure compliance.
Staff engagement and communication.
STATUS: The Chief Executive has established monthly briefings for the wider management teams to ensure engagement of staff and delivery of key messages.
MYHT Quality & Clinical Governance Committee’s responses to serious incidents and complaint handling.
STATUS: QCGC receives monthly reports on serious incidents and quarterly reports on complaints in order to receive assurance on the management of such incidents
and the lessons learnt.
Further Actions
Updates are contained in the Director of Nursing and Quality Report shared at Executive Quality Board every month.
The CQC will undertake an unannounced follow up visit within the next 3 months to ensure that action has been taken to meet essential standards.
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5.5 CQC Reviews: Independent Healthcare Organisations
Provider
Date of Inspection
Review Type
Link to Report

Northgate Endoscopy Unit (Pontefract)
15 January 2013
Routine Planned Review
Northgate Endoscopy Unit

Outcomes
Compliant
01 – Respecting and involving people who use services
04 – Care and welfare of people who use services
08 – Cleanliness & Infection control
14 – Supporting Workers
16 – Assessing and monitoring the quality of service provision

Provider
Date of Inspection
Review Type
Link to Report

Patient experience:

Compliant
Compliant
Compliant
Compliant
Compliant

Wakefield Hospice
7 December 2012
Routine Planned Review
Wakefield Hospice

Outcomes
Compliant
02 – Consent to care & treatment
04 – Care and welfare of people who use services
09 – Management of medicines
13– Staffing
17 – Complaints

The CQC were not able to speak to patients using the service because the setting &
procedures meant that patients were not prepared to speak to us. Evidence was
gathered from patient surveys, complaints and incidents log. The CQC found that
patients experienced high satisfaction levels. Comments included,
‘Service is excellent’, ‘Staff were brilliant, they made me feel at ease, I felt able
to ask questions prior to the procedure’, ‘Good friendly and informative
service’.
Patient surveys stated that the clinic was clean and staff always wore protective
clothing when treating them.

What patients said:
The CQC spoke with 4 people who used the service and 2 relatives. They all spoke
positively about how staff involved people in decisions about their treatment and
care and how they acted in accordance with their wishes. For example one person
stated;
Compliant
Compliant
Compliant
Compliant
Compliant

‘Staff always explain things and check out if it’s acceptable. I never feel coerced’.
A relative stated;
‘They explain the choices and involve us in decisions about care’.
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5.4 CQC
5.5 CQC Reviews: Independent Healthcare Organisations cont’d
Provider
Date of Inspection
Review Type
Link to Report

Prince of Wales Hospice (Pontefract)
4 December 2012
Routine Planned Review
Prince of Wales Hospice

Outcomes
Compliant
02 – Consent to care & treatment
04 – Care and welfare of people who use services
09 – Management of medicines
13– Staffing
17 – Complaints

What patients said:

Compliant
Compliant
Compliant
Compliant
Compliant

The CQC spoke with 4 patients and 2 visitors. They all spoke positively about how
the staff involved them in decisions about their treatment and care and how they
acted in accordance with their wishes. For example, one person stated;
‘The staff here have kept me fully informed and involved and have supported me to
make choices about my care and treatment’.
Another person stated;
‘They talk to me about everything. It is really good’.
All staff spoken with were complimentary about the staff. A visitor stated ‘The staff
always make me feel welcome as a visitor at any time or day or night’.

5.6 CQC Reviews: Wakefield MDC
Star House is a specialist respite care unit which provides nursing care for children with disabilities and life limiting illnesses. The service is run by Wakefield MDC.
Provider
Date of Inspection
Review Type
Link to Report

Star House (Wakefield)
17 December
Routine Planned Review
Star House

Outcomes
Compliant
02 – Consent to care and treatment
04 – Care and welfare of people who use services
07 – Safeguarding people who use services
14 – Supporting staff
16 – Assessing & monitoring the quality of service provision

What patients said:
The CQC spent time with children and they observed staff friendly & warm towards
children. They saw positive relationships between children & staff which was kind
and supportive and had lots of elements of fun. Children appeared relaxed and
comfortable with their surroundings and with staff.
Compliant
Compliant
Compliant
Compliant
Compliant
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5.4 CQC
5.7 CQC Home Care Inspection Programme – not just a number
Key Issues
Between April and November 2012 the Care Quality Commission carried out a themed inspection programme of the quality of care provided to older people in their own
homes – 250 home care services were inspected providing care to more than 26,000 people. The views of more than 4,600 people using care home services and their
relatives were canvassed as part of the review.
What worked well (characteristics of good care) – good written information about services; relatives and carers routinely involved; people encouraged and supported to
express their views; care workers are introduced to people receiving the service and there is continuity of care; people’s views are gathered, and acted on; staff understand
people’s illnesses so are able to provide the right amount of support; and managers carry out systematic quality checks.
What needs to improve – missed or late calls and inconsistent weekend services; lack of staff knowledge and skill, particularly with regard to dementia; lack of co-ordination
of visits requiring two care workers; failures to report safeguarding concerns in line with local policy; staff not understanding safeguarding or whistleblowing procedures; lack
of planned supervision and performance monitoring of staff; staff not being confident in using equipment; and lack of formal quality monitoring processes.
However, where failings were identified, they affected a minority of people, and the issues were familiar to providers and people using the services. The report makes the
following recommendations for consideration by home care service providers:Late and missed visits
Continuity of care workers
Supporting staff
Care planning
Safeguarding and safety
The full report is available at http://www.cqc.org.uk/sites/default/files/media/documents/9331-cqc-home_care_report-web_0.pdf
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5.8 NHS Staff Survey 2012
The annual National Staff Survey was published 28 February 2013. It provides a comprehensive account of how staff experience working in the NHS. Each organisation has
a detailed feedback report of their findings including information on local changes since 2011, a benchmarked analysis against comparable organisations and data by
occupational and demographic groups. Results are primarily intended for use by NHS organisations to help them review and improve staff experience so that staff can
provide better patient care. The Care Quality Commission will use the results from the survey to monitor ongoing compliance with essential standards of quality and
safety. As in previous years the results will be discussed at relevant Quality Boards as there is a direct link between staff experience and patient care and responses will be
included in future reports.

SWYPFT
The report contains 28 key findings and an overall staff engagement score.
430 members of SWYPFT staff took part in the survey (53% response rate). The full report is available here.
Key Issues
Summary of key findings;
SWYPFT scored;
- either better than average or in the highest 20% of similar Trusts for 12 questions
- either worse than average or in the bottom 20% of similar Trusts for 9 questions
SWYPFT were in the bottom 20% of Trusts for;
access to health & safety training and equality & diversity training, staff motivation, and witnessing potentially
harmful errors, near misses or incidents in the last month.

Year
Response Rate
Number of responses
Green (highest 20%)
Green (better than ave)
Amber (average)
Red (worse than ave)
Red (bottom 20%)

2012
53%
430
3 questions
9 questions
7 questions
5 questions
4 questions

SWYPFT were in the top 20% of Trusts for;
staff believing the trust provides equal opportunities for career progression or promotion, work pressure felt by staff, and staff recommendation of
the trust as a place to work or receive treatment.
Overall staff engagement score;
This score shows how the organisation compares with other mental health/learning disability trusts on an overall indicator of staff engagement.
SYWPFT’s score was average when compared with trusts of a similar type. This score is calculated using the findings of 3 questions;
-

Staff ability to contribute to improvements at work
Staff recommendation of the trust as a place to work or receive treatment
Staff motivation at work

Green (better than ave)
Green (highest 20%)
Red (lowest 20%)
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5.9 NHS Staff Survey 2012 - YAS
479 members of YAS staff took part in the survey (58% response rate) – this is above average for ambulance trusts. The full report is available here.
Key Issues
Summary of key findings;
YAS scored;
- either better than average or in the highest 20% of similar Trusts for 6 questions
- either worse than average or in the bottom 20% of similar Trusts for 15 questions
YAS were in the bottom 20% of Trusts for no areas.
YAS were in the top 20% of Trusts for no areas.

Year
Response Rate
Number of responses
Green (highest 20%)
Green (better than ave)
Amber (average)
Red (worse than ave)
Red (bottom 20%)

2012
53%
430
0 questions
6 questions
7 questions
15 questions
0 questions

Overall staff engagement score;
YAS’s score was below (worse than) average when compared with trusts of a similar type.
This score is calculated using the findings of 3 questions;
-

Staff ability to contribute to improvements at work
Staff recommendation of the trust as a place to work or receive treatment
Staff motivation at work

Red (worse than ave)
Red (worse than ave)
Average
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5.10 NHS Staff Survey 2012 - MYHT
397 members of MYHT staff took part in the survey (47% response rate) – this is below average for acute trusts. The full report is available here.
Key Issues
Summary of key findings;
MYHT scored;
- either better than average or in the highest 20% of similar Trusts for 8 questions
- either worse than average or in the bottom 20% of similar Trusts for 14 questions
MYHT were in the bottom 20% of Trusts for;
Feeling satisfied with the quality of work & patient care they are able to deliver, appraisal in last 12 months,
reporting errors, near misses or incidents witnessed in last month, feeling pressure to attend work when
feeling unwell in last month, reporting good communication between senior management

Year
Response Rate
Number of responses
Green (highest 20%)
Green (better than ave)
Amber (average)
Red (worse than ave)
Red (bottom 20%)

2012
53%
430
5 questions
3 questions
6 questions
5 questions
9 questions

& staff, fairness & effectiveness of incident reporting procedures, staff job satisfaction, staff motivation at work, and staff recommendation of the trust as a place to work
or receive treatment.
MYHT were in the top 20% of Trusts for;
Low numbers witnessing potentially harmful errors, near misses or incidents in last month, experiencing physical violence from patients, relatives or public, experiencing
physical violence from staff, experiencing bullying or harassment from staff and experiencing discrimination at work in last 12 months.
Overall staff engagement score;
MYHT’s score was in the lowest 20% when compared with trusts of a similar type.
This score is calculated using the findings of 3 questions;
-

Staff ability to contribute to improvements at work
Staff recommendation of the trust as a place to work or receive treatment
Staff motivation at work

Red (worse than ave)
Red (lowest 20%)
Red (lowest 20%)
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Date of Meeting: 16 April 2013
Paper Title:
Declaration of Interests for Governing Body members of NHS Wakefield Clinical Commissioning Group
FOI Status:

Open

Report Author and Job Title
Responsible Clinical Lead

Andrea McCourt, Senior Associate Governance and
Risk, Commissioning Support Unit
Dr Phil Earnshaw, Chair

Clinical Commissioning Group Executive Lead

Andrew Pepper, Chief Financial Officer

Executive Summary:
NHS Wakefield Clinical Commissioning Group’s (WCCG) constitution arrangements require a register of
members’ interests to be maintained. In particular, Section 8.3 of the Constitution requires Governing Body
Members to:
‘declare interests in relation to a decision to be made in the exercise of the commissioning functions of the
group, in writing to the Governing Body, as soon as they are aware of it, and in any event no later than 28 days
after becoming aware’.
This paper presents the formal record of declared interests for WCCG Governing Body members as at 1 April
2013. Declarations have been received from all but two Governing Body members, as noted in the report.
This information will be published on the CCG website in line with the constitution. Any changes to interests
should be notified as soon as they are known to the Board Secretary.
In line with the constitution, declarations of interests for members of all Governing Body Committees need to
be sought and presented to the Governing Body. Once membership of all Governing Body Committees is
confirmed, these declarations will be sought and presented to a future meeting of the Governing Body.
Outcome of Equality Impact Assessment:
Risk Assessment
Finance/ Resource Implications
Quality/Health Benefits
Legal Implications
Previously presented at

This paper does not require an Equality Impact
Assessment at this time.
Importance of transparency as a public body.
N/A
N/A
There are no legal implications
N/A

Recommendation:

It is recommended that the Governing Body note the
declared interests of Governing Body members of NHS
Wakefield CCG as at 1 April 2013.

2

Appendix 1
NHS Wakefield Clinical Commissioning Group
Declaration of Interests for Members of
NHS Wakefield CCG Governing Body as at 1 April 2013
Name and Title
Dr Phil Earnshaw
Chair, Clinical Lead

Interest
‐ GP Partner, Ferrybridge
‐ Director, FMC Health Solutions Ltd
‐ Shareholder, ONE Medicare LLP
‐ Practice Member of Novus
‐ Wife is employee of Spectrum Community
Health (wef:12/11/12)

Dr Adam Sheppard
Assistant Clinical Leader

- GP Lupset Health Centre, Partner
- Lupset Health Centre is a member of Novus Health
- Lupset Health Centre provides the Safe haven Service for
the district
- Director of Aesthetics Company – Revitalise Me
(Yorkshire) Ltd

Dr Avijit Biswas
Clinician elected by member
practices

‐ GP Partner, Dr Dunphy and Partners, Elizabeth
Court Surgery
‐ GP Representative for Castleford and
Normanton on LMC (co‐opt member)
‐ Practice is a member of Novus Health

Dr Ann Carroll
Clinician elected by member
practices

Nil

Dr Clive Harries
Clinician elected by member
practices

‐ GP partner at Chapelthorpe Medical Centre
‐ Chapelthorpe Medical Centre is a member of
Novus Health

Dr David Brown
Clinician elected by member
practices

‐ GP Partner in Kings Medical Partnership,
Normanton
‐ GP Training Programme Director for the
Dewsbury, Wakefield and Pontefract GP
Specialist Training Scheme
‐ GP Board Member of the Yorkshire and
Humber Education and Training Board
‐ Shareholder in Novus Health

Dr Ivan Hanney
Clinician elected by member
practices

- GP College Lane Surgery
- Shareholder in Novus Health

3

Name and Title
Dr Paul Dewhirst
Clinician elected by member
practices

Interest
‐ GP Principal, Queen Street Surgery,
Normanton

Hany Lotfallah
Secondary care specialist doctor
Sandra Cheseldine
Lay Member – Lead on audit,
remuneration and conflict of
interest matters

To be advised
Vice Chair, Trustee Board for Wakefield District Citizens
Advice Bureau

Rhod Mitchell
Lay Member – Deputy Chair

‐ Director of Paradigm Hospitality Ltd
‐ Director of The Liberty Collection
‐ Justice of the Peace Wakefield Branch

Stephen Hardy
Lay Member – Lead on patient
and public participation matters

Nil

Jo Webster
Chief Officer

Nil

Dr Andrew Furber
Director of Public Health

‐ Trustee, North to North Health Partnership
‐ Honorary Senior Clinical Lecturer, Sheffield
University
- Spouse is employee of NHS Shared Business Services
- Chair of Governors at Methodist J&I School, Wakefield

Andrew Pepper
Chief Financial Officer
Jo Pollard
Interim Director of
Commissioning and Quality
Improvement

To be advised

Members: Non Voting
Name and Title
Stephen Bryan
Practice Manager representative

Interest
‐ Director of Novus Health
Services Ltd
‐ Shareholder and Director of
Medichem (Pontefract) Ltd

Jim Crook
Local Authority Executive

Director Jim Crook Ltd

Sharon Fox
Registered Nurse

Nil
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Paper Title : Board Assurance Framework
FOI Status:

Open

Report Author and Job Title

Andrea McCourt, Senior Associate Governance and
Risk, Commissioning Support Unit
Dr Phil Earnshaw, Chair of Wakefield CCG

Responsible Clinical Lead
Clinical Commissioning Group Executive Lead

Jo Webster
Chief Officer

Executive Summary:
The purpose of this paper is to present to the Governing Body the current Board Assurance Framework (BAF)
for NHS Wakefield Clinical Commissioning Group and note further work required.
Appendix 1 provides a summary of the risks, risk scores and leads for each risk.
Risk Score

Number of risks

Red (16 or above)
Amber (12)
Total

4
6
10

Outcome of Equality Impact Assessment:
Risk Assessment

Where appropriate any item appearing on the BAF may
be subject to specific Equality Impact Assessment.
Risks are assessed using the 5x5 risk scoring matrix which
measures impact and likelihood.

Finance/ Resource Implications

None

Quality/Health Benefits

Good governance practice

Legal Implications

None

Previously presented at committee

Previous Clinical Commissioning Executive Committee
meetings

Recommendations:

It is recommended that the Governing Body:
i) confirm that the ten principles from the Strategic Plan
be used to structure the BAF;

ii) review and approve the current Board Assurance
Framework;
iii) note the plans for further development of the Board
Assurance Framework.

NHS Wakefield Clinical Commissioning Group
BOARD MEETING OF THE GOVERNING BODY
Tuesday, 16 April 2013
Board Assurance Framework

1

Introduction
The purpose of this paper is to provide the Governing Body with a position statement in respect of the
Board Assurance Framework (BAF) and note further development work required on the BAF.

2

Summary
2.1 Purpose of a Board Assurance Framework
The purpose of a Board Assurance Framework is to provide assurance that a Governing Body’s strategic
objectives are identified and managed. The BAF should be a dynamic and living document and should be
a key driver for the Governing Body agenda.
The BAF enables the CCG to focus on those risks that might compromise the achievement of its
objectives by mapping out the key controls to manage risks and ensure that measures of control and
assurance are documented, noting any gaps and actions required.
The Board Assurance Framework, together with the Risk Register, supports the Governing Body in
making a declaration about the effectiveness of their internal controls in an annual governance
statement.
2.2 NHS Wakefield CCG BAF
NHS Wakefield CCG’s BAF currently has ten entries which are summarised in Appendix 1.
The risk profile from the BAF is as follows:



four risks scored as red risks, ie with a risk score of 16 or more.
six risks scored as amber, ie with a risk score of 12

The BAF has been structured around the ten overarching commissioning principles set out in the
strategic plan. Governing Body members are advised to confirm that it wishes to structure the BAF
around these ten principles which are:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

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

2.3 Management and Development of the BAF
It is recognised that the BAF presented reflects the position at the end of March 2013. Further work is
required to update controls and assurances for those risks already identified and to identify new risks,
with input to the BAF from clinical leads. It has been proposed that a Commissioning Support Unit
facilitated workshop with key leads be held to develop the BAF further.
Within the CCG, the Integrated Governance Committee is responsible for managing the process of
population of the BAF. It is usual for the Audit Committee to review the BAF to ensure the appropriate
spread of strategic objectives and risk are identified and that there are no omissions.
2.4 Interaction between the Board Assurance Framework and the Risk Register
The BAF is only one element of a two pronged approach to risk management within the CCG. The BAF is
concerned with long term, strategic potential risks and only those that would prevent achievement of
principal objectives. The risk register addresses the current risks facing the organisation and includes all
risks.
The CCG has an electronic risk register in place, the Risk Register Reporting and Management System,
which records operational risks and is hosted by the Commissioning Support Unit.
To ensure effective interaction between the Board Assurance Framework and the risk register there
needs to be a mechanism in place by which any risks in the risk register which would impact on the
achievement of one of the principal objectives in the assurance framework can be identified and fed
through to the assurance framework. In practice this can be achieved through liaison with the senior
team, identifying any high level risks on the risk register that need to be added to the BAF by asking the
following questions:




Does the risk identified put at risk one of the key strategic objectives in the BAF ?
Does the risk identified bring into question a control identified in the BAF ?
Does the risk identified bring into question any of the assurances identified in the assurance
framework ?

If the answer to any of the above questions is “yes” the risk would need adding to the BAF.
3

Equality Impact Assessment
Where appropriate any item appearing on the BAF may be subject to specific Equality Impact
Assessment.

4

Legal Considerations
No legal considerations.

5

Financial Implications
No financial implications identified.

6

Recommendations
Governing Body members are requested to;
i) confirm that the ten principles from the Strategic Plan be used to structure the BAF
ii) review and approve the current Board Assurance Framework
iii) note the plans for further development of the Board Assurance Framework

Andrea McCourt
Senior Associate Governance and Risk
Commissioning Support Unit
5 April 2013

Appendix 1

NHS Wakefield Clinical Commissioning Group
BOARD ASSURANCE FRAMEWORK
SUMMARY

Risk Area
Principle 6 & 10

Principle 5 & 6

Risks
Failure by MYHT to achieve key performance targets (ie 18 weeks,
cancer, MRSA, C diff, mixed sex accommodation) and impact on patient
care and commissioning targets

Score

20

Clinical Lead

Dr P Wynn (tbc)

Director Lead

Chief Financial Officer

Manager Lead

Risks to patient safety and experience as a result of MYHT failing to
meeting key quality measures/targets
16

Dr D Brown

Jo Pollard

Head of Quality and Engagement

Principle 6, 8 & 10 Risk of MYHT not achieving Foundation Trust status and the implications
of this for the local health economy
16

Principle 7

Principle 5

Principle 3 & 6

Principle 7 & 9

Principle 7 & 10

Principle 8

Principle 10

CCG fails to engage with and secure local support from public, patients,
politicians and other key stakeholders in order to sustain a financially and
clinically viable provider market

Chair of Wakefield CCG

Chief Officer

Associate Director of Strategy and
System Reform

Failure to achieve planned service transformation in the major
transformation areas identified in the Wakefield CCG Strategic Plan:
Prevention, Urgent Care, Care Closer to Home, Older People and
Dementia, Maternity, Children & Young People, Long Term Conditions
and End of Life Care
CCG fails to deliver its financial control totals in 2012/13. Failure to
deliver QIPP plans in 2012/13 will have an impact upon achieving control
totals

Draft NHS Wakefield CCG Board Assurance Framework April 2013

6: Safe and high quality experiences
and clinical outcomes
8:Service transformation through
redesign
10: Financial efficiency, probity and
balance
7: Transparent Clinically Led
Commissioning

16

Chair of Wakefield CCG

Chief Officer

12

Chair of Wakefield CCG

Chief Officer

Head of Quality and Engagement

12

Dr I Hanney

Associate Director of
Strategy and System Reform

System Reform Lead

3: Care provided in the right setting
closer to home
6: Safe and high quality experiences
and clinical outcomes

12

Chair of Wakefield CCG

Chief Officer

Associate Director of Strategy and
System Reform

7: Transparent Clinically Led
Commissioning
9: Improvement through collaboration
and integration

12

Chair of Wakefield CCG

Chief Financial Officer

Head of Finance and Governance

12

Dr A Sheppard / Dr AM Caroll

Chief Officer

Head of Service Development and
Transformation / Head of Childrens
Integrated Commissioning

12

Chair of Wakefield CCG

Chief Officer

Chief Financial Officer

5: Understanding our population and
putting patients at our centre

Risk that practice variation in primary care is not reduced with associated
impact on quality of primary care

Governance: Failure to embed strong governance systems damages
reputation of emerging CCG

5:Understanding our population and
putting patients at our centre
6: Safe and high quality experiences
and clinical outcomes

Associate Director of Strategy and
System Reform

CCG fails to live up to its aim of being 'locally valued' and it perceived
negatively by patients and the public

There is a risk of poor coherence in the local commissioning system that
includes how the CCGs commissioning relationships will work with key
stakeholders as a new statutory NHS organisation

Principle

6: Safe and high quality experiences
and clinical outcomes
Head of Contracting and Commercial 10:Financial efficiency, probity and
Strategy
balance

7: Transparent clinically-led
commissioning
10: Financial efficiency, probity and
balance
8: Service transformation through
redesign

10: Financial efficiency, probity and
balance
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Paper Title: Financial Plan 2013/14
FOI Status:

Open

Report Author and Job Title

Andrew Pepper
Chief Financial Officer
Not applicable

Responsible Clinical Lead
Clinical Commissioning Group Executive Lead

Andrew Pepper
Chief Financial Officer

Executive Summary:
This report presents the current iteration of the financial plan 2013/14 based on a submission to the West
Yorkshire Local Area Team at 5 April 2013.

Outcome of Equality Impact Assessment:
Risk Assessment

Not applicable

Not applicable

Finance/ Resource Implications

As detailed within the report.

Quality/Health Benefits

Not applicable

Legal Implications

Not applicable

Previously presented at committee

Not applicable

Recommendation:

It is recommended that the Governing Body note and
approve the current iteration of the 2013/14 draft
financial plan.

NHS Wakefield Clinical Commissioning Group
16 April 2013
Financial Plan 2013/14
1

Purpose
The purpose of this paper is to summarise the draft financial plan for 2013/14.

2

Summary
Appendix 1 details the draft total Running Costs and Programme budgets for 2013/14 based on a
financial plan submission to the West Yorkshire Local Area Team (LAT) of 5 April 2013.
A previous iteration of the budgets was presented to the Integrated Governance Committee on
18 March 2013.
Appendix 2 provides more detail on the Running Cost budgets.
The information presented here is prior to system‐wide adjustments relating to Specialist
Commissioning items which at the time of writing are being finalised. In addition, QIPP is
showing as a gross target and will be adjusted against contracts as they are agreed.
The LAT continues to engage with the CCG to provide external assurance on the finance plans. A
final CCG financial plan is required to be submitted to the LAT on 17 April 2013.
Budget holders have been identified for the key commissioning budgets and running cost items.

3

Recommendation
The Clinical Commissioning Group is asked to note and approve the current iteration of the
2013/14 draft budget plan.

Marie Bedford
Interim Deputy Chief Finance Officer
16 April 2013

Appendix 1
NHS Wakefield CCG ‐ Financial Plan 2013/14
(Iteration at 5 April 2013)

Description
Commissioning Contracts
Mid Yorkshire Hospitals Trust
Mid Yorks Trust Cat C
Mental Health
Leeds Teaching Hospitals
Minor NHS providers
Non Contract Activity
Yorkshire Ambulance services
Community services MYHT
Community services SWPFT
LA
PLD
Consortia
Continuing Health care
Independent sector
Other Commissioned services
Out of Hours
Prescribing and Primary Care
Primary Medical Services
Oxygen
Prescribing
Other and Reserves
Programme staff
Contingency
Readmissions / Non Elective
Non Elective Threshold
2% NR Balance
B/F Surplus held in non‐rec reserve
QIPP Target
Property services reserve (Programme Costs)
Public Health Overheads Reserve
Transformation Reserve
Commissioning Board ‐ LAT reserve
LA reallocations FORM B re: Dental / Pharm
Other

Budget
£'000
213,284
2,921
36,568
6,530
12,304
2,780
15,365
23,885
4,410
5,777
3,492
234
25,072
16,728
2,357
3,283
374,990
945
424
60,062
61,431
1,145 See Appendix 2
2,251
2,426
80
9,004
4,229
‐10,000
291
308
500
1,221
‐576
1,637
12,516

Programme Budget

448,937

Surplus
Total Programme Budget

5,502
454,439

Running Costs Budget
Total Budget

8,580 See Appendix 2
463,019

Allocation
Programme Allocation
Surplus Brought Forward
Total Programme Allocation
Running Costs Allocation
Total Allocation

450,210
4,229
454,439
8,580
463,019

Appendix 2
NHS Wakefield CCG ‐ Corporate and Running Costs Plan 2013/14
(Iteration at 5 April 2013)

Description

Budget
Holder

Running
Costs

Non Running
Costs

Budget

Admin
£

Programme
£

Total
£

Accountable Officer
Board
CSU
Total

J Webster
J Webster

Chief Financial Officer
Finance
Contracting
Continuing Care ‐ Contracts
Continuing Care ‐ Clinical
White Rose House
Pay Award Reserve
Total

A Pepper
M England
M England
M England
A Pepper
A Pepper

Systems Development
Service Development
Integrated Business Unit
Practice Support Unit
Total

L Beresford
J Webster
L Beresford

Commissioning and Quality Improvement
Quality Improvement
Develop & Transform
Joint Childrens
Medicines Management
Safeguarding
Total

L Elliott
L Driver
I Carr
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Executive Summary
The Health and Social Care Act 2012 requires every upper tier local authority to establish by 1 April 2013 a
Health and Wellbeing Board for its area. The Wakefield District Health and Wellbeing Board will provide the
strategic partnership which will drive forward the reforms arising from the Act.
The purpose of this paper is to describe the detail of the formal establishment the Wakefield District Health and
Wellbeing Board as a statutory committee of the local authority from 1 April 2013 and its implications for NHS
Wakefield CCG.
The paper contains proposals on the representation of NHS Wakefield CCG and the roles and functions to be
undertaken by the Health and Wellbeing Board.
Terms of Reference for the Health and Well‐being Board are detailed at Appendix A.
Outcome of Equality Impact Assessment:

Risk Assessment

Finance/ Resource Implications

Quality/Health Benefits

Part 11 of the Equalities Act 2010 requires the Health
and Wellbeing Board to have due regard to the need to
eliminate discrimination, advance equality of
opportunity and foster good relations between different
people when carrying out their activities.
The establishment of the Board is governed by statute –
delegated roles and functions will require reporting back
to the Governing Body.
There are no specific financial implications associated
with the establishment of the Health and Wellbeing
Board.
The document contains a strong focus upon promoting
and maintaining quality.

Legal Implications

Previously presented at committee

The Council is required to establish a Health and
Wellbeing Board as a statutory committee from 1 April
2013. Section 194 of the 2012 Act provides that the
Board is a Committee of the Local Authority which
established it. The Constitution of the Council will be
amended to reflect the establishment of the Health and
Wellbeing Board.
Health and Wellbeing Board March 2013.

Recommendation (s):

Board members are asked to:
i.

ii.

approve the appointment of Dr Earnshaw to the
role of Deputy Chair of the Health and
Wellbeing Board: and
approve the Health and Wellbeing Board to
undertake the roles, functions and specified
duties listed in this paper.

Establishment of the Wakefield District Health and Wellbeing Board
1.

Introduction
The Health and Social Care Act 2012 requires every upper tier local authority to establish a Health
and Wellbeing Board for its area to promote integration and partnership working between the local
authority, NHS and other local services with a view to improving the local democratic accountability
of health.
The Wakefield District Health and Wellbeing Board will provide the strategic partnership which will
drive forward the reforms arising from the Health and Social Care Act 2012. The Board will assess the
needs of the local population by leading on the development of and monitoring the impact of the
Joint Strategic Needs Assessment (JSNA) and as such will play a leading role in the transformation of
services, in particular for those who are most vulnerable with a view to improving health and
wellbeing outcomes across local communities and to reduce health inequalities throughout the
district.
The Health and Wellbeing Board will work with partners to ensure that the key strategies within the
district which contribute to better health and wellbeing are implemented in a way which maximises
the health and wellbeing of all our communities within the district thereby seeking to reduce health
inequalities. The wellbeing of residents is essential to developing a strong economy and creating
healthier communities.

2.

Background
The Health and Social Care Act 2012 provides a duty on local authorities to take steps to improve the
health of their population with the newly established Health and Wellbeing Boards bringing together
local commissioners of health and social care, elected representatives, and representatives of
Healthwatch to agree an integrated way to improving local health and wellbeing. The Boards have a
high national profile and have already formed part of the authorisation process for Clinical
Commissioning Groups and are expected to be included in Council inspection frameworks.
The primary purpose of the Board is to improve the health and wellbeing for the residents of the
Wakefield Metropolitan District and to reduce inequalities in outcomes. This is a strategic and
critically important role upon which the Boards, Councils and their leadership will be judged. The
Health and Social Care Act assigns specific new functions to the Health and Wellbeing Board including
leading on the Joint Strategic Needs Assessment (JNSA) together with leading on the development of
a joint Health and Wellbeing Strategy.
The Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny 2013)
Regulations make provisions for the disapplication and modification of certain enactments relating to
local authority committees appointed under section 102 of the Local Government Act 1972, insofar
as they are applicable to a Health and Wellbeing Board established under section 194 of the Health
and Social Care Act 2012. The Regulations provide local areas with the flexibility and freedom to
shape their Health and Wellbeing Boards as best fits with local circumstances. In particular:



Health and Wellbeing Boards having the power to establish sub‐committees and delegate
powers to them;
Voting restrictions have been lifted so that non‐elected members of a Health and Wellbeing
Board (i.e. Clinical Commissioning Group representatives, local Healthwatch, Directors of Public
Health, Officers of the Council and any wider members) could vote alongside nominated elected
representatives on the Board;







3.

Political proportionality requirements have also been lifted so that the question of political
proportionality of Health and Wellbeing Board membership is left to local determination;
Disqualification of members being on the Board by virtue of bankruptcy will not apply;
The provisions of the member Code of Conduct will apply to all Board members;
Access to Information rules that apply to Council meetings will apply to the Board;
Existing Provisions that apply to Council committees covering such issues as duties under: the
Equality Act 2010; the Freedom of Information Act 2000; and the Data Protection Act 1998 will
also apply to the Board.

Roles, functions and specified duties
The membership of the Health and Wellbeing Board is set out in Terms of Reference in appendix A.
The Cabinet Member, Adults and Health will continue chairing the Board after 1 April 2013. It is
proposed that the Deputy Chair of the Health and Wellbeing Board be nominated from the Board of
NHS Wakefield Clinical Commissioning Group and that this role be specifically fulfilled by Dr Phillip
Earnshaw.
It is also proposed that the Board be authorised by both the Council and NHS Wakefield Clinical
Commissioning Group to undertake the following roles and functions:











Provide strategic leadership to promote health and wellbeing in Wakefield and ensure that
statutory duties are complied with;
Assess the needs of the local population by leading the development of and monitoring the
impact of the JSNA;
To oversee the development of and monitoring the implementation of a joint Health and
Wellbeing Strategy (JHWS) ensuring that issues highlighted in the strategy are taken forward by
commissioners;
To involve third parties and have regard to the NHS Commissioning Board mandate and statutory
guidance in the preparation of the JSNA and JHWS.
Promote integrated working and partnership working between health and social care, through
joined up commissioning plans.
Ensure health and social care commissioning delivers better outcomes, quality and value for
money;
Build effective relationships with supra‐local structures e.g. NHS Commissioning Board, Public
Health England;
Take a strategic approach and promote integration across health and adult social care, children’s
services, including safeguarding and the wider determinants of health;
Building partnership for service changes and priorities.

In discharging the above, the specific duties of the Health and Wellbeing Board are proposed as
follows:






Ensure joint arrangements are in place to agree priority areas for investment to support health
and social care.
Focus on driving up whole system quality and ensure that opportunities for gains in both
productivity and efficiency that are available across the local economy are maximised.
Apply creativity to ensure the success of well established joint commissioning structures and
processes (through Joint Commissioning Boards) in order to benefit from fuller use of the
available freedoms and flexibilities and to actively enhance the development and delivery of an
integrated commissioning agency.
Consider options to promote the use of freedoms and flexibilities to deliver the core purpose of
the board;








Ensure that commissioning plans produced by all parties are joined up and that in relation to
productivity and efficiency there is a high level of transparency between the NHS and Local
Authority;
Ensure that commissioning plans are consistent and in accordance with the Health and Wellbeing
Strategy;
Conduct an open and equal dialogue with the NHS Commissioning Board highlighting views on
the relationship and effectiveness of national decision‐making to the needs of the local
population as defined in the Joint Health and Wellbeing Strategy;
Review how well commissioning plans have contributed to the delivery of the Health and
Wellbeing Strategy; and
Consider the contributions that NHS Wakefield Clinical Commissioning Group has made to the
successful delivery of the Joint Health and Wellbeing Strategy when conducting its annual
performance assessment of the CCG.

The Health and Wellbeing Board will not be a commissioning body. The accountability for
commissioning decisions will remain with the commissioners.
4.

Board governance and engagement
An effective overview and scrutiny function can be an important feature in helping to improve health
and wellbeing outcomes. Crucially, overview and scrutiny have a history and a wealth of experience
of working with health partners on matters relating to service configuration. Health scrutiny has,
since its introduction, been an effective means of improving the quality of services and the
experience of people who use them. This will be invaluable in providing insights for the Health and
Wellbeing Board as they develop health and wellbeing strategies.
Under the new system, local authorities have greater flexibilities in how they discharge their health
scrutiny functions. There are new obligations on NHS bodies, relevant health service providers and
local authorities around consultations on substantial developments or variations to services to aid
transparency and local agreement on proposals.
There will therefore, be overview and scrutiny of the Health and Wellbeing Board to support local
accountability. Although individual Board members will be held to account in different ways (for
example, Clinical Commissioning Groups are authorised and assessed by the NHS Commissioning
Board) the Health and Wellbeing Board will be collectively held to account for its effectiveness by the
Overview and Scrutiny function.
Health and Wellbeing Board meetings will be held in public and the public and press are able to
attend these meetings unless exempt items are going to be considered. The Council will be required
to give a minimum of five working days notice of these meetings and the press and public can access
reports on the agenda. The law provides for the press and public to be excluded from meetings and
accessing reports in certain circumstances. These include issues such as negotiations on contract
discussions or receiving legal advice. Schedule 12a of the Local Government Act 1972 sets out the
grounds on which the press and public can be excluded from meetings. However, as a general rule,
reports are to be written that provide an opportunity for the public to view papers and attend
meetings whilst they are being discussed.
An Engagement Plan has been developed for the Health and Wellbeing Board to ensure that
providers, commissioners, wider partners and the community are engaged in the process of
developing the JSNA and the Health and Wellbeing Strategy. This includes:


The Health and Wellbeing Board will meet in public bi‐monthly;



5.

Wider engagement with stakeholders such as health and wellbeing commissioners, providers and
community groups annually through a Health and Wellbeing Assembly; and
Citizen engagement as an ongoing process through existing engagement mechanisms.

Recommendations
Board members are asked to:
i.
ii.

Approve the appointment of Dr Earnshaw to the role of Deputy Chair of the Health and
Wellbeing Board: and
approve the Health and Wellbeing Board to undertake the roles, functions and specified duties
listed in this paper.

Lee Beresford
Associate Director of Strategy

Appendix A
WAKEFIELD DISTRICT
HEALTH AND WELLBEING BOARD
Terms of Reference
1

Introduction

1.1

The Health and Social Care Act 2012 requires every upper tier local authority to establish by 1 April
2013, a Health and Wellbeing Board for its area.

1.2

The Act provides a duty on local authorities to take steps to improve the health of their population with
the newly established Health and Wellbeing Boards bringing together local commissioners of health and
social care, elected representatives, and representatives of Healthwatch to agree an integrated way to
improving local health and wellbeing. Most NHS care will be commissioned by Clinical Commissioning
Groups, which will give GP’s and other clinician’s responsibility for using resources to secure high‐quality
services.

1.3

Collaboration is at the heart of Health and Wellbeing Boards providing new opportunities for local
government to work in partnership with the NHS and their communities to understand local need and
develop a shared strategy to address the issues that matter most too local people.

1.4

The Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013
makes provisions for the dis‐application and modification of certain enactments relating to local
authority committees appointed under section 102 of the Local Government Act 1972, insofar as they
are applicable to a Health and Wellbeing Board established under section 194 of the Health and Social
Care Act 1972.

2.

Purpose

2.1

The purpose of the Board is to improve the health and wellbeing for the residents of the Wakefield
Metropolitan District and to reduce inequalities in outcomes. The Health and Social Care Act assigns
specific new functions to the Health and Wellbeing Board including leading on the Joint Strategic Needs
Assessment (JNSA) together with leading on the development of a joint Health and Wellbeing Strategy.

3.

Aims

3.1

The primary aim of the Board is to promote integration and partnership working between the local
authority, NHS and other local services and improve the local democratic accountability of health.

4.

Name

4.1

In accordance with the requirements of the Health and Social Care Act 2012, the Board will be known as
the Wakefield District Health and Wellbeing Board.

5

Role and Functions

5.1

In accordance with the requirements of the Health and Social Care Act 2012, the Wakefield District
Health and Wellbeing Board is a formally constituted Committee of the Council in accordance with the
requirements of the Local Government Act 1972, as amended.

5.2

In accordance with the Act’s explicit policy intention the Wakefield District Health and Wellbeing Board
will act as a forum for collaborative leadership and as such be different to a normal local authority
committee appointed under Section 102 of the Local Government Act 1972 as amended.

5.3

The Board is authorised by Council and the Clinical Commissioning Group to undertake the following
roles and functions as set out below.

5.4

Key Responsibilities
The vision of the new Health and Wellbeing Board is to strengthen the local democratic legitimacy of the
NHS by joining up commissioning across the NHS, social care, public health and other services that the
board agrees are directly related to health and wellbeing, in order to secure better health and wellbeing
outcomes for their whole population, better quality of care for all their patients and care users, and
better value for the taxpayer.
The core purposes of the Wakefield District Health and Wellbeing Board are therefore to:










Provide strategic leadership to promote health and wellbeing in Wakefield and ensure that statutory
duties are complied with;
Assess the needs of the local population by leading the development of and monitoring the impact
of the JSNA;
To oversee the development of and monitoring the implementation of a joint Health and Wellbeing
Strategy ensuring that issues highlighted in the strategy are taken forward by commissioners;
To involve third parties and have regard to the NHS Commissioning Board mandate and statutory
guidance in the preparation of the JSNA and JHWS.
Promote integrated working and partnership working between health and social care, through
joined up commissioning plans.
Ensure health and social care commissioning delivers better outcomes, quality and value for money;
Build effective relationships with supra‐local structures e.g. NHS Commissioning Board, Public Health
England;
Take a strategic approach and promote integration across health and adult social care, children’s
services, including safeguarding and the wider determinants of health;
Building partnership for service changes and priorities; and

The Health and Wellbeing Board will not be a commissioning body. The accountability for commissioning
decisions will remain with the commissioners.
5.5

Duties
In discharging the role above, the specific duties of the Health and Wellbeing Board are as follows:






Ensure joint arrangements are in place to agree priority areas for investment to support health and
social care.
Focus on driving up whole system quality and ensure that opportunities for gains in both
productivity and efficiency that are available across the local economy are maximised.
Apply creativity to ensure the success of well established joint commissioning structures and
processes (through Joint Commissioning Boards) in order to benefit from fuller use of the available
freedoms and flexibilities and to actively enhance the development and delivery of an integrated
commissioning agency.
Consider options to promote the use of freedoms and flexibilities to deliver the core purpose of the
board e.g. pooled budgets, joint commissioning, place based budgets;








Ensure that Commissioning Plans produced by all parties are joined up and that in relation to
productivity and efficiency there is a high level of transparency between the NHS and Local
Authority.
Ensure that Commissioning Plans are consistent and in accordance with the Health and Wellbeing
Strategy.
Conduct an open and equal dialogue with the NHS Commissioning Board highlighting views on the
relationship and effectiveness of national decision‐making to the needs of the local population as
defined in the Health and Wellbeing Strategy.
Review how well commissioning plans have contributed to the delivery of the Health and Wellbeing
Strategy.
Consider the contributions that the Clinical Commissioning Group has made to the successful
delivery of the Joint Health and Wellbeing Strategy when conducting its annual performance
assessment of the CCG.

6.

Membership

6.1

Membership of the Board will comprise:‐
Cabinet Member for Adults and Health (Wakefield MDC)
Cabinet Member for Children and Young People (Wakefield MDC)
Member of Council
Chief Executive (Wakefield MDC)
Corporate Director, Family Services (Wakefield MDC)
Corporate Director, Communities (Wakefield MDC)
Service Director, Strategy and Commissioning (Wakefield MDC)
Director of Public Health
Chair of NHS Wakefield CCG
2 x Clinical Commissioning Group representatives
Accountable Officer, Clinical Commissioning Group
Non‐Executive (Lay) Member of the Clinical Commissioning Group
Clinical Commissioning Group representative – (Regional CCG Champion for Health and Wellbeing
Boards)
National Health Service Commissioning Board representative
Chair of Wakefield Wellbeing Consortia – Healthwatch Provider
Mid Yorkshire NHS Trust Representative
Police and Crime Commissioner Representative
Wakefield District Housing Representative
SWYFT Representative
Voluntary Sector Representative

6.2

Appointments
Appointments to the Health and Wellbeing Board will be recommended by the Board to the Full Council
meeting.

7.

Arrangements for the Conduct of Business

7.1

Conduct of Meetings
Meetings are to be conducted in accordance with the Council’s Procedure Rules.

7.2

Chairing the Meetings

The Cabinet Member, Adults and Health will Chair the Board with a representative from the Clinical
Commissioning Group deputising in his/her absence.
7.3

Quorum
The quorum will be no less than four members of the Board. The quorum must however be constituted
by at least two representatives from Wakefield MDC and at least two representing the Clinical
Commissioning Group.

7.4

Frequency of Meetings / Access to Information
The Wakefield District Health and Wellbeing Board will meet bi‐monthly in public.
The length of the meetings will be no longer than two hours unless agreed by the Board.
The Chair of the Board will be able to call an urgent meeting should this be required.
The agenda for the meeting will be agreed collectively by the Chair of the Board and the Chair of the
Clinical Commissioning Group.
Agenda and connected papers will be made available to the public five clear days before the date of the
meeting at the Council’s main office, County Hall, Wakefield, and online on the Council’s website.
At the request of the Chair, Officers will be invited to present their reports to the Board.
In accordance with the provisions of Part 1 of Schedule 12A to the Local Government Act 1972, as
amended the public and press will be excluded from the meeting during consideration of any item which
is likely to involve the disclosure of exempt information.

7.5

Freedom of Information Act 2000
The Freedom of Information Act is applied to the Health and Wellbeing Board which means that
members of the public will have right of access to information held by the Board. Requests for
information under the Act should be addressed to the Information Management Team, Room 115,
County Hall, Wakefield WF1 2QW or via e‐mail to freedomofinformation@wakefield.gov.uk

7.6

Equalities Act 2010, Part 11
As Part 11 of the Equalities Act 2010 is applied to Health and Wellbeing Boards, the single public sector
equality duty is applied the Wakefield District Board. This requires the Board to have due regard to the
need to eliminate discrimination, advance equality of opportunity and foster good relations between
different people when carrying out their activities.

7.7

Proportionality
The duty to comply with the requirements of Section 15 and 16 of the Local Government and Housing
Act 1989 in the allocation of seats to political groups be disapplied to the Health and Wellbeing Board.

7.8

Disqualifications
In accordance with the Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny)
Regulations 2013:‐

7.9



Section 104(1) of the Local Government Act 1972 (disqualification of membership for
committees and joint committees) does not apply in relation to the Health and Wellbeing Board
or a sub‐committee of the Board.



voting restrictions have been lifted so that non Elected Members of the Health and Wellbeing
Board (ie CCG representatives, Healthwatch, Officers of the Council and wider members) can
vote alongside elected representatives on the Board.

Voting
Any matter will be decided by a simple majority of those members voting and present in the room at the
time the question was put. If there are equal numbers of votes for and against, the Chair will have a
second and casting vote.

7.10

Code of Conduct / Declarations of Interests
The Wakefield District Health and Wellbeing Board as a Committee of the Council is governed by the
provisions of the Council’s Code of Conduct established in accordance with the requirements of Chapter
7 of the Localism Act 2011.
All members of the Board are required to sign up to the Council’s Code of Conduct and to disclose any
Disclosable Precuinary Interest (DPI) that they are aware of. Members declaring a DPI at the meeting,
subject to any dispensations granted under Section 33 of the Act, should leave the meeting room during
the discussion and voting on the item concerned.
If a Board member has a DPI, they must declare the existence and nature of the interest at the start of
the meeting or when the interest becomes apparent during discussions.
Members declaring an interest other than a precuinary interest may stay in the room to speak and vote
on the issue. All disclosed interests will be recorded in the minutes of the meeting.

7.11

Urgent Matters Arising Between Meetings
Any urgent matters arising between meetings will be dealt with by the Chair after agreement between
the Chief Executive of Wakefield Council and the Chair of the Clinical Commissioning Group.

7.12

Secretariat support
Secretariat support for the Health and Wellbeing Board will be provided by Wakefield MDC.

8.

Reporting Arrangements
The Health and Wellbeing Board is free to establish sub‐committees and delegate functions to them
should this be required. The Health and Wellbeing Board may also seek to establish Task and Finish
Groups as the need arises.

9.

Engagement
Engagement and the involvement of various partners and stakeholders is one of the key factors that will
enable an effective Joint Strategic Needs Assessment and Health and Wellbeing Strategy.

The Board will therefore agree and review an Engagement Strategy setting out how the Board will
engage with providers and commissioners of services that impact on the health and wellbeing priorities
within the District and those living in the District.
10.

Governance and Accountability
The Monitoring Officer, Wakefield Council will monitor compliance with the Boards terms of reference.
The Board will be accountable for its actions to its individual member organisations. It is expected that
Members of the Board will have delegated authority from their organisations to take decisions within
the terms of reference and will act in the best interests of the people of the district. The terms of
reference will be reviewed when necessary and recommended to Full Council for approval.

11.

Overview and Scrutiny
An effective overview and scrutiny function is an important feature in helping to improve health and
wellbeing outcomes and will be invaluable in providing insights for the Health and Wellbeing Board as
they develop health and wellbeing strategies.
The 2012 Act provides for the overview and scrutiny of the Health and Wellbeing Board to support
accountability. Although individual Board members will be held to account in different ways (for
example, Clinical Commissioning Groups are authorised and assessed by the NHS Commissioning Board)
the Health and Wellbeing Board can be collectively held to account for its effectiveness by overview and
scrutiny.
Reviewing the activities of the Health and Wellbeing Board provides overview and scrutiny members a
unique democratic mandate to act across the whole health economy providing the checks and balance
which will help ensure that:





The planning and delivery of healthcare reflects the views and aspirations of local communities (by
scrutiny of JSNA, HWB strategy, commissioning plans and delivery strategies, structures and
governance).
All sections of a local community have equal access to health services;
There is effective scrutiny of organisations, service delivery and performance against outcomes.
All sections of a local community have an equal chance of a successful outcome from health
services (by bringing together a wide range of views, examining priorities and funding decisions
across an area to help tackle inequalities and identify opportunities for integrating services)

Council have delegated this power and function to the Social Care and Health Overview and Scrutiny
Committee.
12.

Complaints
Any complaints received will be investigated in accordance with the Council’s Complaints Procedure.

13.

Contact Officer
The lead contact officer for the Board is:
Helen Laird
Engagement & Capacity Building Team Manager
Public Health
helenlaird@wakefield.gov.uk

Wakefield District Health and Wellbeing Board
Members
Wakefield MDC
Cabinet Member for Adults and Health (Chair)

Councillor Pat Garbutt

Cabinet Member for Children & Young People

Councillor Olivia Rowley

Member of Council
Chief Executive

Joanne Roney

Corporate Director Family Services

Jim Crook

Corporate Director, Communities

Andrew Balchin

Service Director, Strategy and Commissioning

Kim Curry

Director of Public Health (NHS Wakefield/Wakefield MDC)

Dr Andrew Furber

Health
Chair of NHS Wakefield CCG

Dr Phil Earnshaw

Regional CCG Champion for Health and Wellbeing Boards

Dr L Kamal

Clinical Commissioning Group Representative

Dr A Sheppard

Clinical Commissioning Group Representative

Dr A Carroll

Accountable Officer Clinical Commissioning Group

Jo Webster

Lay Member of the Clinical Commissioning Group

Steven Hardy

National Health Service Commissioning Board
Other Representatives
Chair of Wakefield Wellbeing Consortia – Healthwatch Provider
Mid Yorkshire NHS Trust Representative
Police and Crime Commissioner Representative
Wakefield District Housing Representative
SWYFT Representative
Voluntary Sector Representative

Alison Haskins

Agenda item : 16a
NHS Wakefield Clinical Commissioning Group
Recommendations from Audit & Governance Group meeting
held on 21 February 2013

Policy/Document

Detail

Recommendation

Conflicts of Interest
Standards of Business Conduct
and Receipt of Hospitality and
Anti‐Bribery
Complaints
Use of Seal
Tender Procedure
Claims
Health and Safety
Security
Incident Reporting

Polices discussed at the Audit and
Governance Group meeting and minor
amendments were agreed.

Recommend policies are
approved by the
Governing Body

Contract Transition

All policies to be amended to refer to
Governing Body rather than Board.

Discussed at Audit and Governance
Group agreed for paper to be
presented to the Governing Body

Paper to be presented at
the 16 April Governing
Body meeting

NHS Wakefield Commissioning Group
AUDIT & GOVERNANCE GROUP
Minutes of the meeting held on Thursday, 21 February 2013
5th Floor Meeting Room, White Rose House

Present

Sandra Cheseldine (Chair)
Rhod Mitchell
Jo Webster
Michelle Marsden
Steve Nicholls
Firoza Ismail
Pam Vaines

Non‐Executive Director
Non‐Executive Associate
Chief Officer, NHS Wakefield CCG
West Yorkshire Audit Consortium
Local Counter Fraud Specialist
KPMG
Risk Manager

In Attendance

Adam Bassett
Marie Bedford
Eamonn May
Rosemary Davison
Gill Eglen
David Warsop
Elizabeth Blythe
Wendy Harrison
Michala Pursglove

Corporate Risk Manager
Interim Deputy Chief Finance Officer
Interim Financial Accountant
Head of Continuing Healthcare
Contract Transition Project Lead
Senior Procurement Manager
Practice Support Unit Manager
Interim Information Governance Manager
Health Protection Manager

13/01

Apologies
Apologies were received from Dr Phil Earnshaw, Dr David Brown, Andrew Pepper.

13/02

Minutes of meetings held on 13 December 2012
The minutes of the meeting held on 13 December 2012 were agreed as a correct record.

13/03

Matters arising from meeting held on 13 December 2012
12/123 – External Audit Progress Report
Confirmation on how the CCG can feed into the consultation process was agreed on 8
February 2013.
12/126 – Q2 Risk Management Report
Pam Vaines to forward the list of those staff whose Fire Safety Training is out of date to Jo
Webster.
12/131 – Asylum Seeker Accommodation Tender Waiver
The value of the contract was confirmed as £175,000 and the tender waiver was noted by
the Cluster Audit Committee.
12/133 – Patient Group Directions (PGDs)
2

It was noted that the future approval route for PGDs will be via the Integrated Governance
Committee.
13/04

Disclosure of interest
None

Audit and Counter Fraud
13/05

Internal Audit Progress Report
Michelle Marsden presented the Internal Audit Progress Report noting that the following
reports have been finalised with management; WD04/2013 IT Contract Management,
WD07/2013 Quality Governance and WD08/2013 Small Value Contracts.
Other areas of work that has been completed:





Legacy
Risk Management
Equality and Diversity
Governance

Performance against the Audit Plan and the progress on outstanding recommendations
from the previous follow up report presented in December 2012 were outlined.
Discussion followed regarding GP IT contracts and Jo Webster requested further assurance
before transfer. It was agreed that a report would be presented at a future meeting.
It was noted that the Non Health Care contract list is now in place.
It was RESOLVED to
i
13/06

note the Internal Audit Progress Report

Counter Fraud Progress Report
Steve Nicolls attended the meeting to present the Counter Fraud Progress Report.
Ongoing proactive work included:




Details of completion of a series of presentations to Pharmacies
Details of Prevention circulations and activities undertaken
Details of ongoing Detection Exercise

The match data for the 2012‐13 National Fraud Initiative has been received. A total of
1223 high quality matches have been identified. Any concerns will be investigated and
dealt with within the next three to four weeks prior to the closure of the PCT to allow any
recovered funds to be returned to the PCT accounts. A full report of actions taken will be
provided at the next meeting.
An update on current investigations was provided. Following discussion Jo Webster
commented that there were three referrals which could be linked to the first investigation
on the Appendix, Internal Audit will pick up this issue.

3

It was RESOLVED to
i
13/07

note the Counter Fraud Progress Report

External Audit Update Report
Firoza Ismail attended the meeting to present the External Audit Update report and noted
that the final audit plan has been issued
External Audit have carried out the detailed audit planning for the financial statements
audit and no new significant risks have been identified. The interim audit had commenced
during the week of 11 February 2013.
The proposed fee for 2013/14 for NHS Wakefield CCG is £99,000. The final work
programme and scale of fees for 2013/14 will be published by April 2013.
It was RESOLVED to
i

note the update report

Accounts
13/08

Annual Accounts 2012/13 Accounting Estimates and Judgements
Review
Eamonn May attended the meeting to present this paper. The preparation of financial
statements under International Financial Reporting Standards requires estimates and
judgements to be made that affect the reported amounts of assets and liabilities.
The paper detailed the 2012/13 specific critical judgements to be considered. The key
sources of uncertainty in the estimations for 2012/13 were outlined and discussed:‐
-

Revaluation of land and buildings
Costs of the closure for the PCT
Prior period adjustments.

It was RESOLVED to
i

13/09

note the processes and procedures in place for the purposes of
determining the appropriate accounting estimates and
judgements to be made within the PCT’s 2012/13 Annual
Accounts.

Annual Accounts 2012/13 Going Concern Review
Eamonn May presented this paper advising that the Financial Statements will be prepared
assuming that the PCT is a going concern which means that the PCT intends to continue its
business and is able to do so.
The Department of Health Guidelines state that as a consequence of the dissolution of
PCTs on 1 April 2013, their functions will be transferred to various new or existing public
sector entities. The Secretary of State has directed that, where Parliamentary funding
continues to be voted to permit the relevant services to be carried out elsewhere in the
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public sector, this is normally sufficient evidence of going concern. This applies to the PCT
and is noted in Chapter 3 of the 2012/13 Manual for Accounts.
It was RESOLVED to
i

13/10

note the processes and guidance in place to support the
preparation of the PCT’s 2012/13 Financial Statements on a
going concern basis.

Annual Accounts 2012/13 Accounting Policies
Eamonn May presented this paper advising that it is required that the Audit and
Governance Group receive the accounting policies for the PCT’s 2012/13 annual accounts.
The 2012/13 pro‐forma accounting policies issued by the Department of Health form the
basis of the PCT draft policies. Details of any amendments or additions were provided.
There were no new accounting policies to disclose.
It was RESOLVED to
i

ii
13/11

note the processes in place to support the development of the
appropriate accounting policies for the PCT’s 2012/13 Annual
Accounts; and
that the policies will be subject to external audit approval.

Draft Accounts Timetable
Marie Bedford presented this paper outlining the draft accounts timetable for 2012/13. It
was noted that Audit and Governance Group meetings are scheduled for April and May to
enable review of the draft and final accounts.
Following discussion it was noted that following the establishment of the CCG in April 2013
it will be the Audit Committee that will receive the annual accounts. There was a query
regarding some of the names/groups on the timetable and it was agreed that Marie
Bedford would amend the paper and re‐circulate to members.
It was RESOLVED to
i

13/12

note the draft Accounts timetable following the agreed
amendments

Integrated Single Financial Environment (ISFE) and New Banking/VAT
Arrangements
Marie Bedford presented this paper outlining the ISFE timetable to implement a new
accounting system for the commencement of the Clinical Commissioning Group on 1 April
2013.
The ISFE is a national Oracle accounting system run as a shared service by NHS Shared
Business Services (NHS SBS). Wakefield PCT currently use an Oracle accounting system
through NHS SBS. However, the main differences with the new system are:
a

all CCGs will hold individual ledgers and accounts in a single accounting
environment rather than each accounting ledger being entirely separate
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b
c

all CCGs will be using a standardised national chart of accounts to
analyse their income and expenditure
the national chart‐of‐accounts has been designed by the NHS
Commissioning Board with the intent of delivering national reporting through a single
system – thereby reducing the level of local analysis necessary to complete monitoring
returns.

The timetable for the setting up of the ISFE for West Yorkshire identifies tasks for CCGs. It
was also noted that the CCG has signed the Service Level Agreement with Government
Banking Services to provide banking arrangements from 1 April 2013.
Following discussion it was agreed that Marie would add a risk to the Risk Register
regarding this process. Marie gave assurance that the training of the new accounts team
was underway. It was agreed a further update would be provided at the next meeting.
It was RESOLVED to
i
ii
iii
iv

13/13

note the introduction of a new financial system including ledger,
sub‐ledgers and reporting arrangements;
note that CCG staff will require identification and training in
order to properly use the new system;
note that VAT registration and GBS banking arrangements have
taken place and
note the timetable and progress of the ISFE implementation
project.

Continuing Healthcare Provisions
Rosemary Davison attended the meeting to present this paper providing an update on the
external review that is being carried out on continuing Healthcare. It was noted that the
final report is due by the end of March 2013.
Estimates for the level of provisions that the PCT will need to make within the accounts for
2012/13 for restitution cases were provided. The current level of provision has been
estimated at £3.1m based on 300 cases. The number of cases has now increased and the
provisions now required are in the range of £3.6m to £7.4m dependant on the estimate of
the number of claims that are likely to be successful. Marie Bedford confirmed that the
figure of £5.91m has been given to the Strategic Health Authority not the £3.1m as stated
above.
Following discussion it was agreed that Marie would discuss this issue further outside of
the meeting with Andrew Pepper, Sandra Cheseldine, Jo Webster and Rosemary Davison
and a further report would be presented at the next meeting. The Audit and Governance
Group members want to be assured that we will not be under provided.
It was RESOLVED to
i

13/14

note the implications as set out in the paper

Report of Losses and Special Payments as at 31 January 2013
Eamonn May presented this paper which identifies the losses for the PCT as at 31 January
2013. It was noted that there have been no losses and special payments incurred during
6

2012/13. The amounts reported to the December meeting were charged against the
revenue budget in 2011/12.
Following discussion it was agreed that Eamonn will inform Sandra Cheseldine if there are
any further losses and special payments incurred prior to the next meeting.
It was RESOLVED to
i
ii

13/15

note that there have been no losses and special payments
charged against revenue so far in 2012/13; and
acknowledge the possible need to make write offs nearer the
year end. Any such write‐offs will be agreed between the Chief Financial
Officer and the Cluster Director of Finance/Local Area Team Director of
Finance.

Report of irrevocable debts as at 31 January 2013
Eamonn May presented this paper advising that due to the closure of PCTs on 1 April
2013, instructions have been received from the Department of Health that debtor
balances must be managed down so that no debts remain at the year end that are over
one month old. Hence the PCT needs to write some debts off earlier than would usually
be the case.
The value of irrecoverable debts is currently assessed to be £8,775.57. As the year end
approaches it may be necessary to make further write‐offs.
Eamonn tabled an Appendix for information detailing the irrecoverable debts.
Following discussion it was queried how ongoing business relationships and members of
staff are on the list. It was agreed an update will be provided at the next meeting and
Eamonn will keep Sandra Cheseldine informed.
It was RESOLVED to
i
ii

note the write off of the irrecoverable debts, amounting to
£8,775.57, identified in Appendix1; and
acknowledge the possible need for further write offs nearer the
year end, due to the closure of the PCT on 1 April 2013. Such
write‐offs will be agreed between the Chief Financial Officer and
the Cluster Director of Finance/Local Area Team Director of
Finance.

Risk Management
13/16

Q3 Risk Management Report
Adam Bassett and Pam Vaines presented the Q3 Risk Management Report. Pam reported
the only developing pattern of incidents is breach of confidentiality regarding information
received into the organisation, each incident has been raised with the sender. Medication
issues continue to be amongst the most common cause of incidents and continue to be
reviewed individually by the Medicines Management Development Manager. Monitoring
of verbal aggression is currently taking place.
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Pam advised that training sessions have been arranged during in March to provide the
majority of Mandatory Training. Staff are being encouraged to attend Fire, Counter‐fraud
and Information Governance Training. It is intended to combine all mandatory training
into one session rather than having separate sessions on each topic. Counter Fraud have
indicated that they would prefer to keep their training as a separate unit. The view of the
Committee was that Counter Fraud should be included in the one all encompassing
session.
Adam advised that 23 complaints were received in Q3 and quality of care continues to be
the main theme. Timeliness of responses to complaints at Mid Yorkshire Hospitals NHS
Trust is improving following work undertaken by the Trust.
Adam advised that one claim was resolved relating to the Muscuoskeletal Service which
was previously provided by NHS Wakefield District (NHSWD). Damages were agreed of
£439,999.99 of which 80% related to NHSWD.
A discussion followed and Jo Webster requested a breakdown of incidents for quality of
care and information governance. It was suggested that these issues are discussed further
at a future Quality Board meeting. Sandra Cheseldine agreed to look at how the report is
structured in future.
It was RESOLVED to
i
13/17

note the Q3 Risk Management Report

Serious Incidents
Pam Vaines presented this report providing assurance regarding the reporting,
investigating and monitoring of Serious Incidents (SIs) within NHS Wakefield District in
preparation for the transfer of SI responsibilities to NHS Wakefield Clinical Commissioning
Group.
Details of the SI report activity from 1 October 2012 to 12 February 2013 was provided
giving as accurate a position as possible for the transfer of SIs. It has been confirmed that
responsibility for Death in Custody SIs will transfer to the Commissioning Board from 1
April 2013. The transfer process is still to be agreed with members of the Local Area
Team. It is expected that responsibility for any SIs occurring in GP practices together with
Safeguarding SIs will also transfer to the Commissioning Board.
Root Cause Analysis reports for four SIs were produced in this period. Three of these are
to be performance managed within NHSWD and copies of the Executive Summaries and
Action Plans were provided.
Following discussion it was agreed that Pam Vaines would raise with Gill Galdins the issues
regarding Spectrum for the purposes of the transition process.
It was RESOLVED to
i
ii

note the contents of the Serious Incident Report; and
note the executive summaries and action plans.
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Governance
13/18

Audit and Governance Group Self Assessment 2012/13
Adam Bassett presented this paper which details the outcome of a self assessment of the
Audit and Governance Group based on the checklist from the Audit Handbook.
The assessment confirmed that the Audit and Governance Group had been operating in
line with its terms of reference. This self assessment was shared with the Cluster Audit
Committee on 12 February 2013 and provides a positive assurance about the effective
functioning of the Audit and Governance Group in Wakefield.
It was RESOLVED to
i

13/19

note the completed self assessment.

Review of Constitution and Associated Documents
As part of the process of establishment the CCG has developed a range of governance
related documents including:






Constitution
Standing Orders
Prime Financial Policies (SFIs)
Scheme of Reservation and Delegation
Governance body sub‐committee terms of reference

Michelle Marsden presented this report advising that Internal Audit had been asked to
undertake a review of key documents to identify any inconsistencies or anomalies so that
assurance can be provided on their fitness for purpose and identify where there are any
other governance related guidance documents or policies and procedures which need to
be developed.
The review undertaken by Internal Audit has highlighted a number of areas where systems
could be developed. Implementation of the recommendations would the opportunity to:




Ensure that key governance‐related documents are consistent with each other
Ensure that governance arrangements and delegated authorities are clearly set out
and easy for staff to understand
Help to ensure that staff and committees are operating in accordance with their
delegated authorities and terms of reference

Following discussion it was agreed that Jo Webster would include a risk on the Risk
Register regarding the local governance capacity.
It was RESOLVED to
i
13/20

note the review of Constitution and associated documents

Governance Establishment Plan
Adam Bassett presented this report noting that this plan has been developed in order to
ensure that all arrangements are in place for the full establishment of the CCG on 1 April
2013.
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The report outlines the key issues and actions which are to be resolved or undertaken
prior to the full establishment of NHS Wakefield CCG on 1 April 2013.
The plan for the sending and receipt of the transfer documentation is:






Final comments by sender organisations by end of February 2013
7 March 2013 Clinical Commissioning Executive approval for Director review of
receiver information
21 March 2013 NHS Calderdale, Kirklees and Wakefield District Board sign off of
transfer documentation
25 March 2013 CCG receipt of transfer documentation
9 April 2013 Governing Body meeting, formal receipt of transfer information by NHS
Wakefield CCG

A discussion followed and it was agreed that an updated copy of the Establishment Plan
would be presented at the next meeting noting that the plan is also monitored weekly by
the Executive team. Michelle Marsden advised she would examine the Establishment Plan
and provide details of any identified gaps.
It was RESOLVED to
i
ii
13/21

note the content and progress of the Establishment Plan; and
Michelle Marsden to provide details of any identified gaps.

Statutory Responsibilities
Adam Bassett presented this report outlining the list of risk management statutory roles
and responsibilities for NHS Wakefield Clinical Commissioning Group (CCG).
The CCG will be required to identify which staff members will undertake these roles as
part of the establishment of the organisation.
Following discussion it was agreed that Jo Webster and Phil Earnshaw will nominate to the
roles and present at the CCG Board meeting on 16 April for approval.
It was RESOLVED to
i

13/22

note the list of statutory responsibilities

Contracts Transition, Extension and Procurement Update
Gill Eglen and David Warsop presented this paper which summarises the issues and risks of
the transition process in relation to health care services and makes some
recommendations for managing these risks. Gill tabled an updated Appendix detailing the
existing healthcare commissioned contracts for information.
The paper details to which successor organisations existing healthcare and non‐healthcare
contracts will transfer to and the proposal for extending these contracts in line with the
initial Any Qualified Provider and Procurement Plan.
Following discussion it was noted that the non healthcare contract information should be
presented at the next meeting.
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It was RESOLVED to
i

13/23

withdraw the paper at this time and agree that an updated paper
would be presented at the next meeting

Policies
The following policies were presented for approval:












Conflicts of Interest
Standards of Business Conduct and Receipt of Hospitality and Anti‐Bribery
Complains
Use of Seal
Tender Procedure
Claims
Health and Safety
Fire
Security
Incident Reporting
Procurement

It was noted that there seems to confusion between Governing Body and Board. It was
agreed that it is a Governing Body who has a Board meeting. All policies to be amended to
refer to Governing Body.
Following discussion it was agreed that the Audit and Governance Group recommend that
the Conflicts of Interest policy is approved by the Governing Body on the 16 April subject
to the amendments agreed. Prior to this Heather Wells, Interim Governance Manager will
review the policy.
Several changes to the Standard of Business Conduct and Receipt of Hospitality and Anti‐
Bribery policy were agreed, Adam Bassett to make the amendments.
With regard to the Tender Procedure clarification is to be sought as to who physically
receives tenders, CCG or West Yorkshire Commissioning Support Unit.
Amendments were agreed to the Fire Policy and the revised policy will be shared at the
next meeting.
David Warsop gave a verbal update on the Procurement Policy advising that replacement
rules were awaited and the current policy has been approved for adoption by CCG.
It was noted that the policies do not detail the clinical leads where appropriate and this
should be rectified.
It was RESOLVED to
i
13/24

approve all the policies subject to the amendments agreed

Q3 Standards of Business Conduct and Receipt of Hospitality
Adam Bassett presented this paper providing details of the declarations made by
employees of NHS Wakefield District for the period 1 October to 31 December 2012.
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The declarations for Q3 were as follows:
Hospitality and Gifts
2
Sponsorship
1
Outside Employment/Interests
TOTAL

2
5

It was RESOLVED to
i

13/25

note the declarations received during the period 1 October
to 31 December 2012

Use of Seal Report for period 1 November 2012 to 31 January 2013
Adam Bassett presented this paper detailing one instance for the period 1 November 2012
to 31 January 2013.
It was RESOLVED to
i

13/26

note the instance when the seal has been used during the
period 1 November 2012 to 31 January 2013

Productive GP Programme Tender Waiver
Liz Blythe attended the meeting to present this paper requesting approval of waiving the
formal tender process for the Productive General Practice programme.
The NHS Institute’s Productive General Practice is a programme of work which offers
support and guidance to NHS teams in redesigning the way they manage and work.
Implementing the programme will engage all staff within the practice in improving their
work processes; making it possible to release time to invest in improving patient outcomes
and staff wellbeing.
It was noted that confirmation has been received from the NHS Institute stating that
‘Shaping Health International Ltd’ has been appointed as the sole delivery partner for
Productive General Practice in the North, which includes Wakefield.
It was RESOLVED to
i

13/27

note the waiving of the formal tendering process for the
Productive General Practice Programme

Information Governance Report
Wendy Harrison attended the meeting to present this report. As part of the authorisation
process all CCGs were required to carry out a baseline Information Governance
assessment using the Connecting for Health Information Governance Toolkit. The CCG IG
Toolkit contains 28 requirements which cover the following areas:





Information Governance Management
Confidentiality and Data Protection Assurance
Information Security Assurance
Clinical Information Assurance
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The Threshold for Authorisation was to demonstrate “sufficient capacity and capability to
develop the intelligence requirements to support commissioning”.
A work plan has been produced and was shared for information. It was noted that current
arrangements for policies and accountability arrangements are in place at Cluster level. A
key action for CCGs will be to review current policies and procedures and apply them to
CCGs. A robust improvement plan is currently being developed by West Yorkshire
Commissioning Support Unit Information Governance Team and will form part of the
evidence to ensure that a v10 IG Toolkit assessment can be submitted by the 31 March
2013.
Following a full discussion Jo Webster advised she would clarify what service the
Commissioning Support Unit will be providing with regard to information governance.
Jo Webster confirmed that Dr David Brown will be the Caldicott Guardian for the CCG.
It was RESOLVED that
i
ii
iii

13/28

Jo Webster to examine what the Commissioning Support Unit
will be providing to the CCG regarding information governance;
Wendy Harrison to seek assurance that leavers will no longer
have access to the information governance database; and
Andrew Pepper to seek confirmation of Internal Audit’s
assurance regarding the information governance toolkit
submission.

Insurance Arrangements
Adam Bassett presented this paper outlining the proposed insurance arrangement for NHS
Wakefield CCG. At this stage it is not known what level of Property Expenses Scheme (PES)
cover is required due to further clarification of the value of assets held by NHS Wakefield
CCG.
It was noted that the NHS Litigation Authority (NHSLA) have advised that they can provide
appropriate cover to NHS Wakefield CCG. The NHSLA have advised that the CCG will need
cover under Clinical Negligence Scheme for Trusts (CNST) for potential clinical negligence.
However, the NHSLA expect the risk to be low for CNST and this will be reflected in the
cost of contributions.
The NHSLA have further indicated that all PCT liabilities for clinical claims from incidents
arising up to 31 March 2013 will transfer to the NHS Commissioning Board. All PCT
employers, public liability and other claims which are covered under the Liabilities for
Third Parties Scheme (LTPS) will transfer to the Department of Health unless the member
of staff bringing the claim transfers to the CCG.
It was RESOLVED to
i

13/29

note the progress with regards to securing appropriate
insurance arrangements for NHS Wakefield Clinical Commissioning Group

Draft Inaugural Board Agenda
Adam Bassett presented this draft agenda for the Inaugural Board meeting for discussion
and comment.
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Following discussion it was agreed that the meeting would be moved from the 9 April to
16 April. Additional items to be included on the agenda were:





Legacy Document
Transfer of Assets
Scheme of delegation
Board Assurance Framework

It was RESOLVED to
i
13/30

note the Draft Inaugural Board Agenda

Business Continuity Plan for NHS Wakefield District to 31 March 2013
Michala Pursglove attended the meeting to present the Business Continuity Plan for NHS
Wakefield District up to 31 March 2013.
From 1 April 2013 NHS Wakefield CCG will be responsible for developing their own internal
business continuity arrangements and NHS Property Services (NPS) will be responsible for
maintaining the infrastructure arrangements of White Rose House. The Emergency
Planning and Business Continuity Team will be working with the CCG and NPS to develop
the arrangements to be in place from 1 April 2013.
Following discussion it was agreed that the CCG representative for Business Continuity
would be Mandy Sheffield, Head of Safeguarding.
It was RESOLVED to
I

13/31

approve the plan

Emergency Preparedness Committee minutes from 17 January 2013
Michala Pursglove presented the minutes from the 17 January 2013 meeting for
information advising that the last meeting will take place on 6 March 2013 and handover
documents are currently being progressed.
Michala advised that the Health Protection Group will go to the Health and Wellbeing
Group and Mandy Sheffield will represent the CCG.
Jo Webster commented that the CCG need to understand responsibilities as a Category 2
responder and Mandy Sheffield will prepare a report to go to the CCG Board.
It was RESOLVED to
i

13/32

note the Emergency Preparedness Committee minutes from
the 17 January 2013 meeting.

Items for Escalation to Board or other Committees
The following documents to be presented to the CCG Board



Contract Transition
Conflicts of Interest Policy
14

13/33

Any other business
None

13/34

Date and time of next meeting
Monday, 18 March, 1.00 to 2.3 0 pm in the Boardroom, White Rose House
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Agenda item : 16b
NHS Wakefield Clinical Commissioning Group
Recommendations from Audit and Governance Group meeting
held on 18 March 2013
Policy/Document

Detail

Recommendation

Operational Scheme of
Delegation

Discussed at Audit and Governance
Group

Fire Policy
Reimbursement, Reward and
Recognition
Procurement of Healthcare
Service
Attendance Management
Capability
Dignity in the workplace
Disciplinary
Grievance

Polices discussed at the Audit and
Governance Group meeting and minor
amendments were agreed.

To be presented at 16
April Governing Body
meeting and
recommend the
principles of the
Operational Scheme of
Delegation to the
Governing Body
following discussion by
Clinical Cabinet
members
Recommend policies are
approved by the
Governing Body

Unapproved

NHS Wakefield Clinical Commissioning Group
AUDIT & GOVERNANCE GROUP
Minutes of the meeting held on Monday, 18 March 2013
Boardroom, White Rose House
Present

Sandra Cheseldine (Chair)
Rhod Mitchell
Dr Phillip Earnshaw
Jo Webster
Andrew Pepper
Michelle Marsden
Richard Walker
Pam Vaines

Non‐Executive Director
Non‐Executive Associate
NHS Wakefield CCG Representative
Chief Officer, NHS Wakefield CCG
Chief Financial Officer
West Yorkshire Audit Consortium
KPMG
Risk Manager

In Attendance

Adam Bassett
Eamonn May
Keith Geldard
Laura Elliott

Corporate Risk Manager
Interim Financial Accountant
Head of Health Property Management
Head of Quality Improvement and Patient
Experience
Head of Contracting and Commercial Strategy
HR Officer
Interim Head of Governance
Minute Taker

Matt England
Kelly Brook
Heather Wells
Angela Peatfield

13/35

Apologies
Apologies were received from Dr David Brown and Pam Vaines.

13/36

Minutes of meetings held on 21 February 2013
The minutes of the meeting held on 21 February 2013 were agreed as a correct record.

13/37

Matters arising from meeting held on 21 February 2013
13/05 – Internal Audit Progress Report – GP IT contracts
Michelle Marsden confirmed that GP IT contracts are included in the list of contracts for
NHS Wakefield CCG.
13/11 – Draft Accounts Timetable
The amended timetable will be re‐circulated to all members.
13/21 – Statutory Responsibilities
To be discussed by the Executive Team on 19 March 2013.
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13/23 – Policies
Regarding clarification of who physically receives tenders it was agreed the policy will
need to reflect the CSU if they are receiving tenders on behalf of the CCG.
13/27 – Information Governance Report
Andrew Pepper has a meeting arranged later today regarding the future arrangements for
information governance via the CSU.
13/38

Disclosure of interest
None

Audit and Counter Fraud
13/39

Annual Report and Draft Head of Internal Audit Opinion 2012/13
Michelle Marsden presented the Internal Audit Annual Report for 2012/13 which
summarises the internal audit work undertaken in the year and provides a summary of key
findings and confirms completion of the agreed audit plan.
Michelle also presented the draft Head of Internal Audit Opinion for 2012/13 providing a
formal opinion on the effectiveness of the system on internal control. Significant
assurance can be given that there is a generally sound system of internal control, designed
to meet the organisation’s objectives, and that controls are generally being applied
consistently.
Sandra Cheseldine expressed her thanks to all staff for achieving such a good opinion
through this transitional process.
It was RESOLVED to
i

13/40

note the Annual Report and Draft Head of Internal Audit Opinion
for 2012/13

Annual Report of Counter Fraud 2012/13
Michelle Marsden presented this report detailing the key requirements and activity for
2012/13.
It was RESOLVED to
i

13/41

note the Annual Report of Counter Fraud 2012/13

Internal Audit Progress Report
Michelle Marsden presented this report noting that WD11/2013 Commissioning and
Contract Management has now been finalised with management.
Other areas of work that has been completed are:



Legacy/Transition
External Audit Liaison
3



Information Governance Toolkit

A summary of progress made towards completing outstanding recommendations from the
previous follow up report presented in December 2012 was presented as part of the
report.
Sandra Cheseldine queried why the amount paid to Nottinghamshire Healthcare was more
than that detailed on the invoice. Michelle agreed to seek clarification.
Andrew Pepper asked who has been involved in the Information Governance Toolkit and
Michelle confirmed that this work was completed at Cluster level.
It was RESOLVED to
i
13/42

note the Internal Audit Progress Report

Internal Audit and Counter Fraud Services 2013/14 Annual Plan
Michelle Marsden presented this paper advising that meetings were being organised with
both Jo Webster and Andrew Pepper. This was a draft plan and Michelle asked to be
advised if there is anything further to add.
A couple of suggestions were:



Relationship with West Yorkshire Commissioning Support Service and ISFE
implementation
Quality – what the Francis report means to the CCG

It was RESOLVED to
i

13/43

note the Internal Audit and Counter Fraud Services 2013/14
Annual Plan

Provision of an Internal Audit and Local Counter Fraud Specialist
Service
Michelle Marsden presented this paper advising that this related to the provision of
services commencing from 1 April 2013 for a minimum period of two years.
A discussion followed and it was noted that the day rates for 2013/14 had not yet been
agreed by the West Yorkshire Audit Commission Management Board. The contract shows
more days in the first year than the second, this is based on the anticipation that there will
be increased activity in the first year as a new organisation.
Jo Webster asked whether there would be any key performance indicators and Michelle
advised that these could be included. Phil Earnshaw commented that key performance
indicators should be around communication and responsiveness particularly around
counter fraud issues.
Rhod Mitchell asked for the document to be amended to reflect the governing body rather
than the Board.
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It was RESOLVED to
i

13/44

support the Provision of an Internal Audit and Local Counter
Fraud Specialist service

External Audit Update Report
Richard Walker presented this report advising that the detailed audit planning for the
financial statements audit had now been carried out and no new significant risks have
been identified. The review of the integrated governance reporting is approaching
completion and will be completed in time to present at the next meeting.
It was RESOLVED to
i

note the External Audit Update Report

Accounts
13/45

Charitable Funds
Eamonn May attended the meeting to present this paper advising that the Primary Care
Trust’s Charitable Fund is an unrestricted designated fund within the Mid Yorkshire
Hospitals NHS Trust (MYHT) Charitable Fund.
Following consideration of the Department of Health guidance and the funds currently
managed on our behalf by MYHT. MYHT advice is to continue to use the funds for the
services that they have previously been used for following their transfer to the CCG.
The current balance of the staff benefits charitable fund totals £14,727 but expenditure of
£6,336 has been incurred. As this expenditure has already been incurred, it is proposed
that it shall be authorised.
It was RESOLVED to
i
ii
iii

13/46

note the DH guidance on the treatment of charitable funds on
NHS restructuring;
approve the appropriate use of the current fund balance; and
agree to continue to use the funds as previously used.

Integrated Single Financial Environment (ISFE)
Andrew Pepper presented this paper which outlines the progress with the timetable for
the implementation of the ISFE in readiness for the establishment of the NHS Wakefield
CCG.
Training of NHS Wakefield CCG staff will be completed in‐house by Finance staff over the
coming weeks and it is anticipated that the ISFE project will be completed on time for the
start of the NHS Wakefield CCG.
It was RESOLVED to
I

note the progress of the ISFE implementation project
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13/47

Risk Register Reporting Management System
Adam Bassett presented this paper detailing a log of all risks affecting the organisation.
Each risk has been reviewed by the Risk Owner, a Senior Manager and a Director and
signed off as being appropriate and up to date.
There are currently 67 risks on the Risk Register Reporting Management System which
have been identified as having a future destination of NHS Wakefield CCG.
Following discussion it was agreed that Sandra Cheseldine would arrange to meeting with
Pam Vaines to discuss queries.
It was RESOLVED to
i
ii
iii

note all risks reflect in the register;
note the current risk profile for NHS Wakefield District; and
approve the risk profile for transfer to receiver organisations.

Governance
13/48

Draft Annual Governance Statement
Adam Bassett presented this paper advising that annual governance statements record
the stewardship of the organisation and form part of the annual accounts.
The governance statement is usually produced after the financial year end during
April/May, however due to transition and closedown, governance statements are being
drafted currently to allow for review and scrutiny by the current organisations prior to
final sign off by the Audit Committee post April. The statements will be reviewed by both
External and Internal Auditors.
Following discussion it was agreed that Sandra Cheseldine would meet with Andrea
McCourt regarding suggested amendments to the document.
It was RESOLVED to
i
ii
iii

13/49

approve the draft governance statement subject to the agreed
amendments;
note that no significant control issues are identified within the
statement; and
note the draft governance statement will be presented to the
Cluster Audit Committee on 21 March 2013.

Establishment Plan Update
Adam Bassett presented this paper which outlines the key issues and actions which are to
be resolved or undertaken prior to the full establishment of NHS Wakefield CCG on 1 April
2013.
It was noted that this document is constantly being updated and there are a number of
actions yet to be completed.
Following discussion it was agreed that a further paper should be presented to the Audit
and Governance Group in April 2013.
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It was RESOLVED to
i

13/50

note the updated content and progress of the Establishment
Plan

NHS Wakefield CCG Insurance Arrangements
Adam Bassett presented this report outlining the insurance arrangements for NHS
Wakefield CCG.
Confirmation of cover has now been received from the NHS Litigation Authority and the
quote detailing the cost was shared for information.
It was RESOLVED to
i

13/51

note the quote for NHS Litigation Authority insurance cover for
NHS Wakefield CCG for 2013/14

Draft Operational Scheme of Delegation
Heather Wells presented this paper which sets out an initial draft of a proposed
operational scheme of delegation. The paper defines for key areas how authority is
delegated to individual officers and members.
Following discussion to ensure that the right level of authority is agreed, it was suggested
that with regard to non healthcare expenditure there should be two directors who
authorise any payment between £500,000 and £1M. It was agreed that this proposal
should be shared with Clinical Cabinet members before presentation to the CCG Board.
A discussion took place regarding the competitive quote/tendering process and the
suggestion that as well as the Chief Officer, a lay member could also be involved in this
process.
The process for the opening of tenders by either NHS Wakefield CCG or the Commissioning
Support Unit also requires to be developed.
It was RESOLVED to
i

13/52

recommend the principles of the draft Operational Scheme
of Delegation to the Board following the proposal being
discussed by Clinical Cabinet members

Review of Governance Documents – management response to Internal
Audit report
Heather Wells presented this paper which provides a summary of the main actions taken
by management to respond to the recommendations made by Internal Audit in their
report “Review of Governance Documents” presented at the February 2013 meeting of
this Group.
It was agreed that Sandra Cheseldine would meet with Heather Wells following the
meeting to review the document and highlight any queries.
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It was RESOLVED to
i
ii

iii

13/53

note the main actions taken by management to respond to the
recommendations of Internal Audit;
recommend for approval by the Board the proposed revisions to
the governance documents following amendments agreed by
the Chair of the Audit and Governance Group following the
meeting; and
note the on‐going development of policies and detailed financial
procedures.

Contract Transition, Extension and Procurement
Matt England presented this paper which has been amended to reflect the fact that NHS
Wakefield District has yet to receive the first draft of the Transfer Scheme document that
the legal team at the Department of Health is preparing.
This paper summarises the issues and risks of the transition process in relation to
healthcare services and makes recommendations for managing these risks.
It was RESOLVED to
i

13/54

approve the proposed actions for managing the expiry and
renewal of contracts and the plans for future re‐procurement

Policies
It was noted there is a need to ensure the correct name of the relevant group/committee
is used throughout all policies.
.
a – Fire Policy
The updated Fire Policy was presented for approval, there were a few minor amendments
to be made regarding reference to “Trust” and the flowchart requires amendment to
reflect the changes made to the Policy.
It is RESOLVED to
i

note and recommend CCG Board approve the Fire Policy subject to the
agreed amendments

b – Reimbursement, Reward and Recognition
Laura Elliott presented this policy which sets out the responsibilities for all staff around
Reimbursement, Reward and Recognition. The policy was originally developed in
conjunction with members of the public and includes their ideas about how they would
like to be reimbursed, rewarded and recognised for their contributions.
Following discussion it was noted that this policy will support active engagement,
particularly of traditionally ‘hard to reach’ groups. It was agreed that the budget holder
for this policy will be Laura Elliott on behalf of the CCG.
i

note and recommend CCG Board approve the Reimbursement,
Reward and Recognition Policy
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c – HR Policies
Kelly Brook presented the following HR policies for approval. The policies were all
discussed and it was requested that reference to Board should be replaced with Governing
Body. Agreed amendments as below:
i

Attendance Management Procedure
It was agreed that a review of this procedure should take place in September 2013
and Rhod Mitchell queried whether the use of the ‘Bradford scale’ should be
considered

ii

Capability Policy and Procedure
Ensure the correct name of the relevant group/committee is used throughout the
document.

iii

Dignity in the Workforce Policy
Remove reference to CSU

iv

Disciplinary Policy and Procedure
Remove reference to CSU

v

Grievance Policy
Ensure the correct name of the relevant group/committee is used throughout the
document

vi

Whistleblowing Policy and Procedure
Remove reference to Healthcare Commission. Paragraph 2.1 should be made more
explicit. Remove reference to CSU.

It was RESOLVED to
i
ii
iii
vii

note and recommend the CCG Board approve the policies subject to the
agreed amendments with the exception of the Whistleblowing Policy;
following amendment the Whistleblowing Policy should be presented to the
Integrated Governance Committee; and
review the policies during 2014 over an agreed timeline
Procurement of Healthcare Services Policy and Procedure
This policy is presented with a request that it is adopted by the CCG until such time
as the new principles and rules for procurement are issued by the NHS
Commissioning Board. This was due to take place in the spring; however this has
now been delayed until the summer.
In view of this the revised policy has been developed to recognise the changes in the
commissioning landscape and will be revised following the receipt of the guidance
later in the year.
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It was RESOLVED to
i

viii

note and recommend the CCG Board approve the Procurement
of Healthcare Services Policy and Procedure
Roll‐forward of PCT policies for areas where CCG policies have
yet to be developed
Heather Wells presented this paper advising that in order to ensure that policy
omission does not expose the CCG to unnecessary risk; it is proposed that former
PCT policies are adopted as an interim measure. This will allow a phased
programme of further policy development/ clarification.
It is anticipated that a final list of policies will be presented to the CCG Board for
ratification in April 2013.

It was RESOLVED to
i
ii

iii

iv

13/55

note the areas where new CCG policies have not yet been
developed and submitted for approval by this Group;
adopt PCT policies for potential areas of omission, on an interim
basis, pending the development of a phased programme of
policy review/development;
note that adopted policies should be subject to the application of
new authorisation limits as set out in the CCG’s Draft Operational Scheme of
Delegation, where appropriate; and
recommend that a list of CCG approved and adopted policies is
ratified at the inaugural Board meeting and disseminated across
the organisation.

Information Governance Update and Policies
Following discussion it was agreed to withdraw this document and bring back to the 23
April meeting.

13/56

Price Waterhouse Cooper (PWC) Tender Waiver
Matt England presented this paper requesting a tender waiver for the QIPP assessment
project. The tender waiver is requested under SFI clause 17.11.1 on the basis that the
project links to a previous service procured from PWC.
A full discussion followed where it was highlighted that PWC have already undertaken
transformation work and would be best suited to undertake the QIPP assessment project.
The tender waiver request will be forwarded to Angela Monaghan, Chair of CKW to
request sign off by herself and a Non Executive Director.
It was RESOLVED to
i

support the requested tender waiver
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13/57

Update on Intradoc/Pinbell
Matt England presented this paper summarising the timeline and issues relating to the
contract with PinBell for the Intradoc 247 contract. The most recent contract
documentation with the Provider is dated 4 March 2011. It has not been possible for
either party to find a signed copy of a contract. In the absence of a signed contract it is
assumed that the unsigned contract documentation represents the terms and conditions
agreed between the Provider and Commissioner.
Andrew Pepper advised that he had held a meeting with PinBell to understand the
situation and Jo Webster confirmed that practices have been advised that the CCG will be
going out to tender for this contract and they will be involved in developing the
specification.
The CCG need to bring this matter to a conclusion by:





Recognising the service provided to date by PinBell and settle the outstanding invoice;
Progress the intranet procurement in order to provide certainty of the transition
process for practices and the CCG to be completed by September 2013;
Liaise with PinBell during the transition and
Provide the Audit and Governance Group with regular updates on progress.

It was RESOLVED to
i
13/58

note the Intradoc 247 briefing paper and approve the actions detailed

New South Kirkby Development Tender Waiver
Keith Geldard tabled this paper explaining that at a meeting on 7 December 2010 the NHS
Wakefield District Board approved the financial arrangements for the construction of new
multi occupancy Primary Care premises in South Kirkby. The building is under construction
and is scheduled to open on 20 May 2013.
This paper is seeking approval to order equipment in line with the approved sums. The
total cost of the fit out/equipment is £156,000.
A discussion followed where it was highlighted that the PCT agreed a capital spend of
£120,000 for this work and the new total is now £156,000. It was noted that the
equipment required has to link in with equipment already in use.
It was suggested that the reasons for the specialist equipment and increased cost require
a fuller explanation to ensure value for money prior to the tender waiver being presented
to the Audit Committee for approval.
It was RESOLVED to
i

13/59

support the tender waiver request subject to a full explanation
regarding the increased cost of the specialist equipment to
ensure value for money

NHS North Non‐recurrent Monies and Social Care
It was agreed that this paper would be withdrawn from this meeting and presented to the
Integrated Governance Committee at their meeting today, 18 March 2013.
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13/60

Items for Escalation to Board or other Committees
Draft Operational Scheme of Delegation to shared with Clinical Cabinet members and the
CCG Board.

13/61

Any Other Business
None

13/62

Date and time of next meeting
Tuesday, 23 April 2013, 1.00 to 3.00 pm, Seminar Room, White Rose House.
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Agenda item : 16c
Unapproved

Recommendations from Quality Group
meeting held on 14 March 2013

Policies and documents approved:
Policy/Document

Detail

Recommendation

Patient Group
Directions – Terence
Higgins Trust (THT)

Terence Higgins Trust provides a
targeted community based
sexual health service with hard
to reach groups such as gypsy
and traveller community, sex
workers and asylum seekers.
This service will be
commissioned by the local
Authority from 1 April 2013.
Terence Higgins Trust as a
charitable/voluntary sector
organisation is unable to
approve their own PGDs. The
PGDs have previously been
approved, but had reached their
review date. They have been
taken through the provider’s
internal governance mechanisms
and there were no significant
changes to the PGDs.

Approved

General Commissioning
Policy

To ensure that the policy can be
transferred to and adopted by
the CCG, minor amendments
have been made to reflect the
new organisation, accountability
and governance process.
Timescales have been set to
ensure the Policy and the
specific policies referenced in
the Policy are updated as soon
as practicable.

Adopt the existing General
Commissioning Policy and
task commissioners with the
revision of the Policy and
referenced policies within
the document.

NHS Wakefield Clinical Commissioning Group
CCE QUALITY GROUP
Notes of Meeting Held on Thursday 14 March 2013
Present
Dr David Brown

CCG Quality Lead (Chair)

Lee Beresford

Associate Director of Strategy

Helen Butters

Patient and Public Involvement Manager

Laura Elliott

Head of Quality & Engagement

Sandra Greenwood

Nurse Member, Practice Support Unit Subgroup

Stephen Hardy

CCG Board Lay Member

Sharon Fox

CCG Independent Board Nurse

In Attendance
Jane Wilson

Clinical Assurance Lead

Jo Redding

Practice Development Nurse, Terence Higgins Trust (Item 7.1)

Hakeem Legge

Sexual Health Commissioning Manager, Public Health (Item 7.1)

Lisa Lewis

Secretary

1.

Apologies for Absence
Apologies were received from Avijit Biswas, Jo Pollard, Jane O'Donnell and Mandy
Sheffield.

2.

Notes from Previous Meeting ‐ Tuesday 15 January 2013
Members in attendance agreed the minutes of the previous meeting were an
accurate record.

3.

Matters Arising (not on the Agenda)

3.1.

PIPEC
Helen advised that Local Authority do not have a group equivalent to PIPEC.

4.

Integrated Quality & Performance Report

4.1

February 2013
Members noted the report for information, acknowledging that it had been
presented to the Board on 7 March 2013.

4.2

March 2013
Laura shared the report with the group and pointed out the key highlights:‐




There are no risk estimates of non‐compliance for MYHT or SWYPFT in the CQC
Quality Risk Profiles;
MYHT were overall, better than the national average for 8 care processes in the
National Paediatric Diabetes Audit;
MYHT have made significant improvement in Appointment Slot Issues;

Key issues include:‐






High Risk TIA target is unlikely to be reached;
Yorkshire Ambulance Service underachieved against the Red 75% standard in
December 2012;
Issues within cardiology were raised about RTT 6 Weeks for Diagnostic tests;
The annual objective of 7 MRSA bacteraemias has been breached for MYHT;
Both MYHT and YAS scored below (worse) in the 2012 annual staff survey.

Sharon expressed disappointment at the results of the Staff Survey for MYHT and
this area was discussed in detail. Laura advised that action plans have been
requested through Quality Board arrangements; and confirmed that the report
presents the high level results although MYHT will have access to a more detailed
report by service/team.
Laura also informed members that during February 2013, the CQC have undertaken
two further unannounced visits at Queen Elizabeth House in Wakefield and Ward 9
at Dewsbury.
The report was noted for information and will be presented to the Integrated
Governance Committee prior to the Board in April.
4.3

Quality Handover Process
Laura updated members of the current quality handover position. The Quality
Handover documents have now been finalised, and will be presented to the final
PCT Cluster Board (as sender organisation) on 21 March 2013. There is a Quality
Handover Assembly on 19 March 2013, where sender organisations will present
information to receiver organisations. This is a formal process mandated by the DH.
The CCG Board will then formally receive the Quality Handover documents at their
first meeting as a statutory organisation in April 2013.

5.

Patient Safety

5.1

Safeguarding Children Update
In Mandy's absence, Laura shared the report with the group for information. This
paper will be presented to the Board in April 2013

5.2

Safeguarding Adult Update
Jane gave a verbal update on the actions being taken to address concerns that have
been raised about a number of care homes through the Safeguarding Adults
Governance arrangements with the Local Authority.

5.3

Reporting and monitoring MRSA bacteraemia cases
In Jane O’Donnell's absence, the report was shared and options considered by the
group. Members supported the Executive Team recommendation for the Infection
Prevention team to facilitate the new post infection review process, ensuring the
CCG is appraised of the outcome.

5.4

Q3 Risk Management Report
Laura explained that this report was to note and maybe of interest to members. It
has formally been presented to the Audit and Governance Group.

5.5.

Response to the Francis Report
Laura advised that this report has been developed in response to the Francis Report
and it outlines the initial steps being taken by the CCG.
The following actions were highlighted:‐




Establishment of a time‐limited Francis taskforce with a cross‐representational
group of staff including CCG Quality Lead, Public Health and CSU Colleagues;
Board development session in April to focus on ‘quality in the new health
system’ and the Francis Report; and
Use next CCG public engagement event to gain input to CCG’s response.

6.

Quality Assurance

6.1

2012/13 CQUINs Q3 Exception Report
Laura shared the report with members and it was noted that the MYHT position is
provisional as further evidence of achievement has been requested.

6.2

2013/14 CQUINs Development
Laura shared an update on the development of the 2013/14 CQUIN schemes. The
paper had been shared with Clinical Cabinet at the end of February, and updated to
reflect the current position. The following were highlighted:‐





Pre‐qualification criteria;
Changes to national CQUIN goals/indicators;
Process for developing local goals/indicators; and
Proposed local indicators for MYHT, SWYPFT and YAS.

The paper was noted for information.
6.3

111 Clinical Governance arrangements
Following discussion at the last two meetings, the additional information submitted
to the DH Clinical Governance review following the face to face interview on 5
February 2013 was shared with the group.
Laura informed members that West Yorkshire and the local Clinical Quality Group
across Wakefield and North Kirklees had been authorised to proceed.
It was noted that Elaine Horder, who led the process on behalf of the group, be
commended for her work and commitment.

6.4.

Quality Governance Framework (WD04/2013)
Laura advised that this report was produced following an internal audit of quality
governance arrangements in the CCG undertaken last year. Audit opinion found
significant assurance and areas of good practice as well as recommendations to
address key risks.
The report and action plan were approved by the Group.

7.

Policies & Guidelines

7.1

Patient Group Directions – Terence Higgins Trust (THT)
Members welcomed Jo Redding and Hakeem Legge to the meeting.
Laura explained that this group had delegated authority from the CCE to approve
PGDs. Terence Higgins Trust as a charitable/voluntary sector organisation are
unable to approve their own PGDs. The PGDs have previously been approved, but
had reached their review date. As the service will be commissioned by the Local
Authority from 1 April 2013, the timing was such that the PGDs needed to be
approved by the end of March. It is not clear nationally how PGDs will be approved
for Local Authority commissioned healthcare services in the future. As the CCGs
Medicines Management Team have not been involved in the review of these PGDs, a
provider representative and commissioning lead had been invited to the meeting in
case any clarify or further assurance was needed.
In response to queries raised, Jo confirmed that:‐





The PGDs have been approved through THT’s internal governance processes;
Safeguarding leads had reviewed content including with respect to Fraser
competence;
The PGDs have been in place for two years and the only change is the removal
of the gonorrhoea testing PGD as this is no longer undertaken;
The service provided is a targeted community based sexual health service with
hard to reach groups such as gypsy and traveller community, sex workers and
asylum seekers.

The revised PGDs were approved by the Group.
7.2

General Commissioning Policy
Laura explained that the Group had previously approved an update of the General
Commissioning Policy in August 2012. To ensure that the policy can be transferred
to and adopted by the CCG, minor amendments have been made to reflect the new
organisation, accountability and governance process. Timescales have been outlined
to ensure the Policy and the specific policies referenced in the Policy are updated as
soon as practicable.
Members agreed to adopt the existing General Commissioning Policy and task
commissioners with the revision of the Policy and referenced policies as detailed in
the paper.

8.

Minutes of Meetings

8a
8b
8c
8d
8e

Executive Contract Board (Quality) (MYHT) – 20.12.12
Quality Review Group (MYHT) – 13.12.12 and 10.01.12
West Yorkshire Urgent Care CRG ‐ 30.10.12 ‐& 22.01.13
YAS CRG – 27.11.12
PIPEC ‐ 04.12.12
The minutes were shared with members for information.

9.

Legacy Template
Laura shared a legacy template with the Group which mapped the group’s work
programme against the proposed future governance arrangements. Stephen asked
for PIPEC to be reflected for the Patient Experience responsibility.
With this amendment, the template was approved by the Group.

10.

Any Other Business
No other business was raised.

Unapproved

Agenda Item : 16d
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the meeting held on the 18 March 2013
Present:

In Attendance:

13/01

Rhod Mitchell
(Chair)
Phillip Earnshaw
Jo Webster
Andrew Pepper
Matt England
Sandra Cheseldine
Karen Tooley

Non‐Executive Associate
NHS Wakefield CCG Representative
Chief Officer
Chief Financial Officer
Head of Contracting and Commercial Strategy
Non‐Executive Director
Performance Improvement Manager

Louise Callaghan
Gill Wainwright
Richard Walker
Heather Wells
Paul Wood

Minute Taker
Head of Finance Commissioning
KPMG
Interim Head of Governance
Representative of Price Waterhouse Cooper

Apologies for Absence
Apologies for absence were received from Lee Beresford, Andrew Furber, Emma Jones and
Adam Sheppard.

13/02

Declaration of Interest
Rhod Mitchell requested declarations of interests from members of the Committee
relating to items on the agenda. No interests were declared.

13/03

Draft Integrated Governance Committee Terms of Reference
Heather Wells informed the Committee that there were two main changes to the terms of
reference. The Committee would have the delegated powers to approve policies and
procedures for all areas within its remit. As a consequence the proposed membership had
been changed to omit the lay member with responsibility for Audit to ensure complete
independence between the body that would approve policies and procedures and the
body that would review the effectiveness and adequacy of the organisation’s systems and
internal control. A discussion took place and it was agreed that Stephen Hardy would be
added to the membership for the Integrated Governance Committee and that Sandra
Cheseldine would be removed from the membership of the Integrated Governance
Committee but would continue to attend the meetings in attendance. A discussion took
place around the number of clinicians on the membership and following discussion it was
agreed that “up to four clinicians” would be nominated as members of the Integrated
Governance Committee. It was agreed that Phillip Earnshaw and Jo Webster would discuss
further outside of the meeting and feedback the names of the nominated clinicians to
Angela Peatfield.
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It was RESOLVED that:
i)

Stephen Hardy be added to the membership as the second lay member;

ii)

Sandra Cheseldine would continue to attend the meetings in attendance;

iii) Phillip Earnshaw and Jo Webster would discuss the number of clinicians required for
the membership and feedback the names to Angela Peatfield; and
iv) Subject to the above amendments to the membership, the Committee recommended
the draft terms of reference to the Governing Body for approval.
13/04

KPMG Integrated Governance Report
Andrew Pepper informed the Committee that KPMG had been commissioned to ensure
that the integrated governance framework was fit for purpose to support the CCG as best
practice. A draft report had been produced which detailed examples of good practice
which the CCG could develop to improve the CCG’s integrated governance processes. The
report was still in draft form and further work was still to be undertaken. Rhod Mitchell
queried whether the final report could be prioritised and Richard Walker agreed to discuss
with his colleagues.
It was RESOLVED that:

13/05

i)

Richard Walker would discuss with his colleagues to request that the final report be
prioritised; and

ii)

The Committee noted the content of the draft report.

Finance Report – Month 11 2012/13
Andrew Pepper detailed the finance report to the Committee. Andrew Pepper informed
the Committee of a typing error on the first page of the report, the revenue surplus for
February YTD should read £9,807k. Andrew Pepper informed the Committee that the CCG
is ahead of target, has increased the control total by £750k and has a number of issues that
require finalisation before the end of the financial year which the finance team were
currently reviewing.
It was RESOLVED that:
i)

13/06

The Committee noted the content of the report.

Draft Corporate and Running Costs Budget 2013/14
Andrew Pepper detailed the report to the Committee. The finance team were in the
process of ensuring that budget holders sign off their budget statements for the running
cost allocation. The running cost allocation was £8.58m. There was still an outstanding
issue with regards to the allocation for NHS Property Services and a national process was
taking place to re‐submit returns. Rhod Mitchell queried whether clarification had been
obtained with regards to the clinical teams that were not included as part of the £24.99
running costs and Andrew Pepper agreed to share currently available guidance.
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It was RESOLVED that:

13/07

i)

Andrew Pepper would share currently available guidance regarding the clinical staff
that were not included in the running costs; and

ii)

The Committee noted the content of the report.

Draft Financial Plan 2013/14
Andrew Pepper informed the Committee that the draft financial plan had been submitted
on the 28 February which reflected the level of budget development on the commissioning
budgets at that point in time. Contracts needed to be signed by the 31 March and submit
a final version of the financial plan on the 5 April. It was noted that there was a timing
issue in signing the contracts by the 31 March in advance of the Board on the 19 April. The
Committee agreed that authority be delegated to Phillip Earnshaw, Jo Webster and
Andrew Pepper to sign off the contracts by the 31 March 2013.
It was RESOLVED that:

13/08

i)

Authority was delegated to Phillip Earnshaw, Jo Webster and Andrew Pepper to sign
off contracts by the 31 March 2013; and

ii)

The Committee noted the content of the report.

Non Recurrent Business Cases 2012/13 Update
Karen Tooley detailed the non‐recurrent business cases 2012/13 report to the Committee.
MYHT had not provided some information despite requests. Jo Webster agreed to
escalate.
It was RESOLVED that:

13/09

i)

Jo Webster to escalate the request for information from MYHT; and

ii)

The Committee noted the content of the report.

Non Recurrent Performance Update
The Committee received the report.
It was RESOLVED that:
i)

13/10

The Committee noted the content of the report.

Update on Section 256 Agreements with WMDC
The Committee received the report.
It was RESOLVED that:
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i)

The Committee noted the content of the report.

13/011 QIPP Plans 2013/14
Paul Wood informed the Committee that work had started on looking at the CCGs current
QIPPs, what improvements could be made to their delivery and what needs to be fast
tracked for next year to assist with commissioning intentions and contracted approach.
The work would be undertaken over the next 10 days and a draft update report would be
tabled at the Clinical Cabinet meeting on the 28 March.
It was RESOLVED that:
i)

The Committee noted the work that was being undertaken.

13/012 Integrated Quality and Performance Report
Karen Tooley detailed the integrated quality and performance report to the Committee.
There were nine cases where specialities had failed to hit their targets and MYHT had
confirmed that they had action plans in place to address the cases. YAS had agreed to
attend a future meeting to give assurance on their area. Detail on the two day cancer
waiting times had been received and was being reviewed via the Quality Review Group and
Cancer Review Group. Six week diagnostics had been under performing from the end of
December due to the stress echo testing in cardiology. The IAPT deep dive paper would be
presented to the Governing Body on the 16 April. The staff survey results would be
discussed at forthcoming Quality Boards and reported back. Rhod Mitchell requested that
the minutes of the MYHT and the SWYPFT Quality Boards be brought back to the
Integrated Governance meetings in future.
It was RESOLVED that:
i)

Minutes of the MYHT and SWYPFT Quality Boards be brought to future Integrated
Governance meetings;

ii) The Committee noted the content of the report.
13/13

Revisions of Mid Yorkshire NHS Hospitals Trust Access Policy
The Committee agreed that the access policy would go to the Clinical Cabinet meeting.
It was RESOLVED that:
i)

13/14

The access policy would go to the Clinical Cabinet meeting.

Continuing Care Q3 2013/14 Update
The continuing care Q3 2013/14 update was removed from the agenda.

13/15

Joint Compact Including Shared, Hosted and Collaborative Arrangements
Matt England tabled and detailed two reports to the Committee regarding the
collaborative contracting arrangements in the new system. The CCG would be working
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closely with the CSU who would be acting as an agent on behalf of the CCG for contracts
that could be undertaken on a larger scale across a group of collaborative commissioners.
Some additional providers were added to the list during the discussion. Jo requested that
the SWYPFT contract be reviewed in six months time.
It was RESOLVED that:
i)

Add Calderdale and Huddersfield Foundation Trust to the list;

ii) Arrangement be made for the SWYPFT contract to be reviewed in six months time;
and
iii) The Committee noted the content of the reports.
13/16

Care Homes Liaison and Support Service (CLASS)
The Committee agreed that the CLASS report would go to the Clinical Cabinet meeting. Jo
Webster agreed to speak to Julie Owen regarding the reporting going to the JSCB meeting.
It was RESOLVED that:

13/17

i)

Jo Webster would speak to Julie Owen regarding the report going to the JSCB; and

ii)

The CLASS report would go to the Clinical Cabinet meeting.

Any Other Business

13/17a Future Meetings
Rhod Mitchell requested that Angela Peatfield share the schedule of future meeting dates
with the Committee.
It was RESOLVED that:
i)
13/18

The schedule of future meeting dates would be shared with the Committee.

Date and Time of Next Meeting
Rhod Mitchell queried whether the meeting on the 18 April had been moved to the 23
April along with the Audit Committee meeting as Rhod Mitchell was not available on the
18 April. Angela Peatfield to check the date and confirm the details to the Committee
members.
It was RESOLVED that:
i)

The date of the next meeting would be clarified and circulated to the Committee.
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