BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 17 JANUARY 2017
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence –

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 8 November 2016
b Action sheet from the meeting held on 8 November 2016

6.

Matters arising

7.

Patient Story – Personal Health Budgets

8.

Chief Officer Briefing

9.

Delivery of the 5 Year Forward View Update

10.

Proposed Collaborative Commissioning Arrangements (“Healthy
Futures”) for the West Yorkshire and Harrogate CCGs

11.

West Yorkshire Sustainability Transformation Plan (STP) Diabetes
Prevention Programme – Memorandum of Understanding

12.

Better Care Fund Plan 2017/18 ‐ Presentation

Melanie Brown

13.

Management of Conflicts of Interest Update

Andrew Pepper

14.

NHS Wakefield Clinical Commissioning Group Assurance Framework

Andrew Pepper

15.

Integrated Quality and Performance Summary Report (measuring the
quality and performance of local services)

All present

Jo Pollard
Jo Webster
Pat Keane
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Jo Webster

Dr Andrew Furber

Andrew Pepper/Jo Pollard

16.

2016/17 Finance Report Month 8

Andrew Pepper

17.

Annual Public Health Report 2016

Dr Andrew Furber

18.

Receipt of minutes and items for approval
a Integrated Governance Committee
(i) Minutes of meeting held on 20 October 2016
(ii) Minutes of meeting held on 17 November 2016
b Clinical Cabinet
(i) Minutes of meeting held on 27 October 2016
(ii) Minutes of meeting held on 24 November 2016
c Connecting Care Executive
(i) Minutes of meeting held on 13 October 2016
(ii) Minutes of meeting held on 10 November 2016
d Probity Committee
(i) Minutes of meeting held on 20 October 2016
e Health and Well Being Board
(i) Minutes of meeting held on 22 September 2016
f Decisions of the Chief Officer – verbal update

19.

Any other business

20.

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

21.

Date and time of next Public meeting:
Tuesday, 14 March 2017, 1pm in the Boardroom, White Rose House.
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Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 8 November 2016
Boardroom, White Rose House
Present:
Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Lay Member
Chair and Clinical Leader
Lay Member
GP, Chapelthorpe Medical Centre
GP, Grove Surgery
Secondary Care Consultant
Lay Member
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader
Practice Manager, Northgate Surgery
Chief Officer

Dr Avijit Biswas
Dr David Brown
Sandra Cheseldine
Dr Phil Earnshaw
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
Alison Sugarman
Jo Webster
In attendance:
Esther Ashman
Melanie Brown
Katherine Bryant
Lyndsey Clayton
Michele Ezro

Head of Strategic Planning (Item 16/224)
Programme Director Integrated Care
Governance and Board Secretary
Medicines Safety Officer (item 16/215)
Associate Director – Service Delivery and
Quality
Engagement Manager (item 16/220)
Independent Chair, Wakefield and District
Safeguarding Children Board (item 16/217)
Independent Chair, Wakefield and District
Safeguarding Adult Board (item 16/216)
Minute Taker
Head of Contracting and Performance (item
16/220)
Head of Quality and Engagement (item 16/220
and 16/221)

Dasa Farmer
Edwina Harrison
Bill Hodson
Gemma Reed
Lorraine Chapman
Laura Elliott

16/209 Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed all to the November meeting of the Governing Body, noting that a
positive Annual General Meeting was held in September which involved the voluntary and
community sector. Dr Earnshaw informed the Governing Body that the Sustainability and
Transformation Plan (STP) has been sent to NHS England and will be published on Thursday 10
November 2016. The NHS is under great strain and doing all it can approaching winter.
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16/210 Apologies for Absence
Apologies for absence were received from:
Sharon Fox
Dr Andrew Furber
Dr Deborah Hallott
Pat Keane
Karen Parkin

Governing Body Independent Nurse
Director of Public Health, Wakefield Council
GP, New Southgate Surgery
Chief Operating Officer
Associate Director – Finance, Governance & Contracting

It was noted that Dr Harries would arrive late to the meeting.
16/211 Public Questions and Answers
There were no questions from the public.
16/212 Declarations of Interest
There were no declarations made.
16/213 a. Minutes of the meeting held on 20 September 2016
The minutes of the meeting held on 20 September 2016 were agreed as an accurate record.
b. Action sheet from the meeting held on 20 September 2016
Katherine Bryant confirmed that all actions are complete.
16/214 Matters arising
There were no other matters arising.
16/215 Medicines Safety Officer – Presentation
Lyndsey Clayton presented the Wakefield approach “5afety in Num6ers” regarding incidents,
learning and achievements for medicines, where a national award was won.
Medication incidents can be more serious in certain cohorts of patients and the aim is to
capture incidents when they occur. It is essential to learn from errors and ensure this is
managed positively and there is not a blame culture.
There is a level 3 directive from MHRA and NHS England for organisations to identify a
Medicines Safety Officer and this generally tends to be a pharmacist, however in Wakefield
CCG this is a pharmacy technician and we have made it a dedicated role.
The aim of this approach is to encourage reporting of incidents, raising awareness and
prevention. The role of the Medicines Safety Officer is to identify patients at risk, this is raised
with GPs to address appropriately. There is now one medicines safety champion in each of the
practices across the district and a regional medicines safety group has been established.
Following the launch of this scheme there has been an increase in the number of incidents
which are being reported.
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Governing Body noted the excellent quality work taking place by the Medicines Optimisation
Team.
It was RESOLVED that:
(i) Members noted the presentation
16/216 Local Safeguarding Adult Board Report 2015/16
Bill Hodson outlined that the Safeguarding Adults Board became a statutory organisation a
year ago, however issues remain regarding policies and procedures due to statutory changes
which requires procedures to be changed.
Key points were:
 A more personalised approach – involvement of service users prior to and throughout
the process to ensure outcomes make people feel better and safer.
 National service involved –“making safeguarding personal” has presented a challenge
for health and police.
 A specialist team is in place to ensure that people are asked what they want to
happen, engage with families and individuals and consent is sought where
appropriate.
Following a special case review a year ago a coroner requested clarification on why there isn’t
a MASH for adults. There have been 13 cases since June regarding adult safeguarding. Those
cases where liaison is required teams will work together appropriately.
There has not been a safeguarding adults review since the new legislation has been in place
and a regional conference will take place to develop how this will work.
Concerns were noted regarding care quality and Adult Social Care services and issues regarding
funding. A West Yorkshire survey showed quality of care is below the national average.
However there is a good system in place in Wakefield to prevent cases going into crisis.
Andrew Balchin confirmed that quality in care homes is addressed via formal contractual
arrangements which are in place with the Local Authority. The Council also works closely with
the Care Quality Commission. Challenges remain regarding economics of residential care
where higher proportion of users rely on Local Authority funding within the North of England
than other areas of the country where more people are able to support placements via self‐
funding.
It was RESOLVED that:
(i) Members noted the content of the report
16/217 Local Safeguarding Children Board Report 2015/16
Edwina Harrison presented the Safeguarding Children Annual Reporing highlighting that
partnership in Wakefield is excellent. However following the annual independent chairs
conference significant challenges are ahead.
Wakefield has been commended nationally in how they have tackled the safeguarding charter
for Wakefield. The challenge is to demonstrate how you are listening to the voices and
challenges of young people. There has been no serious case reviews this year, however there
is a robust process is in place to manage this.
3

The recent CQC inspection has been noted. The LSCB is monitoring progress to ensure actions
are embedded in the future across the district.
An Ofsted inspection regarding the Single Inspection Framework (SIF) has taken place and the
judgements were good. The action plan developed following recommendations is outlined
within the annual report. A key issue within this is regarding performance and the
Safeguarding Children Board need to understand if outcomes are improving.
Following the publication of the Wood report, there is the possibility of changes to the role of
Safeguarding Children Board and the regulatory bodies of children’s services. This will present
a challenge and would require legislative change.
It was RESOLVED that:
(i)

Members noted the content of the report

16/218 Chief Officer Briefing
Jo Webster outlined that the NHS planning guidance has been published that outlines
operational management of the CCG over the next two years financial years to provide greater
stability, support transformation and facilitate a different way of working across systems. This
presents a challenge regarding collaboration across a greater footprint (West Yorkshire). It
was noted that all contracts are to be signed by 23 December 2016.
A letter from a group expressing opposition to the West Yorkshire Sustainability and
Transformation Plan, accompanied by a petition containing 82 signatories, was presented to
the Wakefield Clinical Commissioning Group, as host of the Healthy Futures Programme
Management Office) on 21 October for Rob Webster, West Yorkshire and Harrogate STP
lead. A reply from Rob has been sent. This matter will also be raised at the next collaborative
forum to ensure the governing boards of remaining CCGs in the WY STP are briefed about the
petition.
It was noted that Rhod Mitchell will be leaving the Governing Body and will be taking up the
role of Chair Designate at Birmingham and Solihull Health Commissioning Board. Governing
Body expressed its gratitude and thanked Rhod for all the work he has done and he will be
missed.
Sharon Fox has also resigned from the Governing Body and will leave the CCG on 31 January
2017. Work is taking place to consider how the CCG will replace this post.
Concerns were raised regarding the waste medicines strategy and the arrangements in place
for vulnerable patients that don’t find it easy to get to practices or have access to the internet.
Dr Earnshaw confirmed that no one will be disadvantaged and exceptions will be made. There
is no restriction on the delivery of medicines this is only in relation to the ordering of
medicines.
Action: Jo Webster agreed to share the Equality Impact Assessment from the Waste Medicines
Strategy with Sandra Cheseldine, Lay member and a further update will be provided at the next
meeting.
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It was RESOLVED that:
(i) Members noted the content for information and support on‐going developments outlined
in the content of the report.
16/219 NHS Wakefield CCG Committee Terms of Reference
Katherine Bryant presented the annual review of all committee Terms of Reference which is
the basis on which the Governing Body has delegated powers to each committee. There were
no areas of concern noted. Full details of the changes were included within the written report.
It was noted the terms of reference for Nominations and Remuneration Committee had also
been reviewed but no changes were proposed.
It was RESOLVED that:
Members approved the following Committee Terms of Reference:
(i) Integrated Governance Committee terms of reference;
(ii) Clinical Cabinet terms of reference;
(iii) Connecting Care Executive terms of reference;
(iv) Audit Committee terms of reference;
(v) Probity Committee terms of reference.
16/220 Patient and Public Engagement Annual Report
Dáša Farmer presented the Patient and Public Engagement Annual Report, highlighting the key
areas of work which have taken place over the year, this includes:
 Engagement within clinical networks and the consequent roll out of work across other
practices.
 Support and development of our engagement groups, including training for patient
group representatives.
 Public events.
 Continued assurance provided by PIPEC for all engagement work, their support in
taking forward the findings of work such as the Improving Primary Care Access.
 Engagement around commissioning priorities and the development of our plans.
 Engagement within Vanguards.
 Working in partnership with Healthwatch and their contribution and support in various
projects, such as the Connecting Care evaluation.
We welcomed Simon Green to the meeting. Simon is a member of the Patient Reference
Group (PRG) at New Southgate Surgery. Simon shared his experience of being a member of
the PRG with the Governing Body noting that all meetings are well led and give time for
sharing. It allows patient input into health service developments and feedback is provided.
Patient surveys run with guidance and support from the engagement team and a quarterly
newsletter has been developed. Three successful open days have also taken place with direct
support from the CCG.
The Governing Body thanked Simon for his attendance and sharing his experience as a member
of the PRG and also thanked members of the public who attend and contribute to the PRGs,
making them successful.
The challenge in health and social care is to shift from listening and engaging with the public to
giving them much greater influence over the services they receive. There needs to be a
partnership with local communities and enabling the public to be much more involved in their
own care.
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It was RESOLVED that:
(i) Members noted the content of the report
16/221 Integrated Quality and Performance Report
Jo Pollard presented the quality section of the integrated quality and performance report.
Areas of attainment were noted as:





Care Quality Commission: Prospect Surgery, Dr Bance & Partners, Outwood Park
Medical Centre, Homestead Medical Centre, Northgate Surgery and Church Street
Surgery all achieved an overall rating of ‘Good’ from the CQC.
National Reporting & Learning Management System (NRLS): MYHT are in the top 25%
of reporters for acute (non‐specialist organisations), with timeliness of reporting better
than the national average.
National Hip Fracture Database 2016: MYHT had the best regional score for general
anaesthetic and nerve block, and achieved 100% for falls assessments.
Care Homes: Atlee Court in Normanton rated as Good following a re‐inspection
(previous rating of Requires improvement); and Croft House in Ossett rated as
Requires improvement following a re‐inspection (previous rating of Inadequate).

Areas of improvement were noted as:





Never Event: In September 2016 a second Never Event was identified and reported by
MYHT surgical/invasive procedure incident meeting Serious Incident criteria. There
was no patient harm as a result of the incident. A full briefing was given to MYHT
Executive Quality Board in September.
National Hip Fracture Database 2016: MYHT achieved the lowest regional scores for
meeting all criteria for the best practice tariff, patients mobilised out of bed on the day
after surgery, and receiving surgery on the day of, or the day after, admission.
Care Homes: Priory Gardens in Pontefract rated as Inadequate following a re‐
inspection (previous rating of Requires improvement).

Andrew Pepper presented the performance section of the report.
Areas of attainment were noted as:





New constitutional targets: The CCG continues to meet all new constitution targets
introduced in 2016/17. These include referral to treatment standards for Improving
Access to Psychological Therapies (IAPT) and Early Intervention in Psychosis (EIP).
Cancer 62 day NHS referral: Following the decline in performance last month for
cancer maximum 62 day wait from referral from a NHS Screening Service to definitive
treatment, the constitutional target has been met with performance at 100% in August
2016
Diagnostics: For the CCG, July 2016 experienced a significant increase in performance
against the 6 week standard for key diagnostic tests and was only 0.9% below the
constitutional target. MYHT continue to achieve the required STF trajectory.
Recovery trajectories have been submitted by MYHT to NHS Improvement which
predict that the standard will be met by the end of December 2016.
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Areas of improvement were noted as:










Cancer Waits: The CCG and MYHT continue to under‐perform against a number of
cancer wait constitutional targets:
 Cancer 62 day wait from urgent GP referral to first definitive treatment for
cancer, the CCG and MYHT continue to under‐perform against the constitutional
target and STF trajectory.
 Maximum 2 week wait for patients referred with breast symptoms (cancer not
suspected), the CCGs performance has fallen below this constitutional target for
this first time this year
 Maximum 31 day wait from diagnostic to first definitive treatment (all cancers) ‐
performance against this constitutional measure has also slightly dipped below
target this month.
There is a high level Action Plan in place to address issues going forward and the
Yorkshire and the Humber Clinic Networks (Cancer) have organised a number of Inter
Provider Transfer Events with the aim to agreeing a collaborative approach to
improving and sustaining performance in West Yorkshire and to agree a West
Yorkshire response to the national cancer breach allocation guidance.
A&E performance: MYHT has failed to meet the required contractual standard for
August and the monthly STF trajectory. Delayed transfers of care continue to be a
major factor in the underperformance against the 4 hour target. However a number of
actions are in place:‐
 A system wide executive level A&E Improvement Group has been meeting
fortnightly since 22 September 2016 to address A&E recovery.
 MYHT are currently working towards having a 24/7 Ambulatory Care / Clinical
Decision Unit from 1 December 2016, which should prevent some patients from
being admitted and enable more patients to be transferred from Emergency
Department quicker.
 MYHT and Wakefield Council have also successfully piloted a new integrated
discharge model on Gate 41 over a 30 day period and both organisations are
currently reviewing how this model could be rolled out to other wards.
 MYHT will be undertaking a 2 day pilot at Dewsbury Emergency Department
which will consist of having an Emergency Nurse Practitioner triaging patients on
arrival.
18 Week Referral to Treatment (RTT): The CCG has not met the required standard for
the 18 week RTT incomplete pathway and has also failed to meet the STF trajectory for
October. However, this month’s performance remained stable rather than following
the historic downward trend. An Action Plan is in place to improve 18 week
performance. E‐consultation activity from primary care continues to grow and
established patient transfer process continues in dermatology and ophthalmology.
52 Week Breaches: There has been 20 incomplete RTT pathways with a wait longer
than 52 weeks (April 2016 to July 2016 inclusive). Of the two July breaches, one was
for Oral Surgery and one was for plastic surgery. A root cause analysis has been
undertaken by MYHT and the outcome of this will be reported at the next Executive
Contracting Board meeting.
Yorkshire & Humberside 999 Ambulance Performance: The Acute Trust and Ambulance
turnaround targets and Ambulance response times have not met the required
standard. The CCG continues to monitor performance and discussions are ongoing
regarding actions with both MYHT and YAS. At a regional event on 12th August 2016,
hosted by NHS Improvement, suggested outcomes were to have a local turnaround
trajectory. The timeline for the development of the trajectory will be escalated to the
999 Quality Board.
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It was confirmed that there is no real appetite from MYHT to roll out e consultation across all
specialties. This will be an option for some specialities in relation to advice and guidance only.
Concerns were raised regarding the areas of improvement and the actions taken by MYHT to
increase performance. It was noted that rules changed over the winter 2015 which impacted
on the non urgent activity therefore there was a bigger backlog than what was anticipated.
The contracted activity with MYHT has also overtraded to date. Work is taking place and being
led by Clinical Cabinet to address the issues and there needs to be a holistic approach to tackle
this.
It was noted that lots of work has taken place with GP practices to reduce the number of A&E
attendances; however there has been limited impact of this. It was noted that there needs to
be a change in behaviour of the population. A challenge for the city is to better integrate
health and social care services. One area least engaged in this work is primary care.
It was noted that the Integrated Governance Committee review the quality and performance
issues in detail every month.
14.45 Dr Harries arrived.
It was RESOLVED that:
(i)

Members noted the current performance against the CCG strategic objectives and
Quality Premium;
(ii) Approved the actions being taken to address areas of performance; and
(iii) Noted the discussion points from Integrated Governance Committee
16/222 2016/17 Finance Report Month 6
Andrew Pepper presented the finance report confirming that the CCG is forecasting that it will
meet its financial targets.
The risks and mitigations were noted as £12.1m and a number of schemes have been put in
place to address this. There is a risk on the MYHT trading position, this is currently showing a
£2.6m overtrade which is increasing each month. Corrective action is being taken and led by
Clinical Cabinet.
Therefore the net risk position for the CCG is currently £3m. Discussions with staff and NHS
England are taking place and there is scope to close the gap over remainder of year. NHS
England has requested to review the financial estimates of the CCG and this is scheduled for 9
November 2016, this will provide further assurance for the CCG.
It was noted that it is a difficult financial year for the NHS in Wakefield and also across
Yorkshire and Humber.
It was RESOLVED that:
(i)

Members noted the content of the report

16/223 Auditor Panel Appointment
Sandra Cheseldine explained that the CCGs external auditors were previously appointed by the
Audit Commission and KPMG were appointed.
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The CCG is required to appoint new auditors by 31 December 2016 to undertake this role by 1
April 2018.
A Procurement process has taken place, with four responses to bids, three of the four were
invited to present to the Auditor Panel. The CCG applied scoring criteria and recommended
that bidder number two is appointed. The Governing Body approved this and the formal
announcement of the successful bidder will take place following the 10 day standstill.
It was RESOLVED that:
(i)

Members noted the content of the report

16/224 Wakefield Health and Wellbeing Plan
Esther Ashman shared the draft Wakefield Health and Wellbeing Plan and the links to the
West Yorkshire Sustainability and Transformation Plan (STP), noting that there will be one local
plan across the health and social care system.
Wakefield’s local plan is critical to transforming the health and social care economy and to
reducing the health and wellbeing, care and quality and finance and efficiency gaps in
Wakefield whilst also working collaboratively across the West Yorkshire footprint.
In Wakefield it was agreed that our local plan will be owned and accountable to the Health and
Wellbeing Board.
NHS England published operational planning and contracting guidance 2017‐2019 in
September 2016, this will help local organisations plan more strategically and provide greater
stability to support transformation. There is also a requirement to continue to develop an
estates strategy which includes primary care estate.
It was noted that financial rules have changed and that the tariff engagement document has
been replaced. National tariff will be fixed for two years and the health service is awaiting the
release of the autumn statement. There will be challenge regarding the sharing of functions
and access to capital funding. It was noted that joint committees with other CCGs will be
established however accountability will remain local. Further details will be presented in
January 2017.
It was RESOLVED that:
(i)
(ii)
(iii)
(iv)
(v)

Members noted the high level update on the West Yorkshire Sustainability and
Transformation Plan;
Noted the update on the proposed governance and delivery arrangements for the plan;
Noted the summary of the key points for Operational Planning 2017/18 – 2018/19;
Noted the engagement undertaken and plans for ongoing engagement and consultation;
and
Commented and approve the draft Wakefield Health and Wellbeing Plan.

16/225 Minutes of the Audit Committee
Sandra Cheseldine presented the minutes from the Audit Committee.
It was RESOLVED that:
(i)

Members noted the minutes of the Audit Committee meeting held on 28 July 2016
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16/226 Minutes of Integrated Governance Committee
Rhod Mitchell presented the minutes from the Integrated Governance Committee.
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee meetings held on
18 August and 15 September 2016

16/227 Minutes of Clinical Cabinet
Dr Sheppard presented the minutes from Clinical Cabinet.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on
25 August and 22 September 2016

16/228 Minutes of Connecting Care Executive
Mel Brown presented the minutes from Connecting Care Executive.
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meetings held on
11 August and 8 September 2016

16/229 Minutes of Probity Committee
Rhod Mitchell presented the minutes from Probity Committee.
It was RESOLVED that:
(i)

Members noted the minutes of the Probity Committee meeting held on
29 September 2016

16/230 Minutes of Health and Well Being Board
Dr Earnshaw presented the minutes from Health and Wellbeing Board.
It was RESOLVED that:
(i)

Members noted the minutes of the Health and Well Being Board meeting held on
16 June 2016

16/231 Decisions of the Chief Officer
There were no decisions of the Chief Officer to report.
16/232 Any other business
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It was RESOLVED that:
(i)

representatives of the press and other members of the public be excluded from the
remainder of this meeting having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to the public interest” (Section
1 (2) Public Bodi0es (Admission to Meetings) Act 1970).

16/233 Date and time of next Public meeting:
Tuesday, 17 January 2017, 1.00 pm in the Boardroom, White Rose House.

11

Agenda item : 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meeting held on Tuesday 8 November 2016
Minute
No

Topic

16/218

Chief Officer
Briefing

Action Required

Who

Jo Webster/Joanne
Fitzpatrick

Share the Equality Impact Assessment
from the Waste Medicines Strategy
with Sandra Cheseldine, Lay member
and further update will be provided at
the next meeting.

1

Date for Completion

January 2017

Progress

Complete
Document sent to Sandra
Cheseldine. Update
included in Chief Officer
Report, agenda item 8

Paper 7

Patient Story – Personal Health Budgets

Presentation

Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

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

Link to overarching principles
from the strategic plan:

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

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



Not applicable

Not applicable

CCG Leadership Team

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

Reference document(s) /
enclosures:
Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
17 January 2017

Health and Safety Policy
An approved Health & Safety policy to convey information to staff and others about Clinical
Commissioning Group (CCG) obligations for health and safety is a statutory requirement. In October
2016 the Integrated Governance Committee approved revisions to the Health and Safety policy for
NHS Wakefield CCG.
NHS Wakefield CCG acknowledges its duty of care to ensure the health, safety and welfare of staff,
visitors and external contractors to prevent accidents and cases of work‐related ill health, and provide
adequate control of health and safety risks arising from work activities.
In particular, this revision addresses the Health & Safety Executive Guidance (HSG65) that provides
direction on the recommended Health and Safety Management system, based on the model “Plan,
Do, Check & Act”.
The revised policy clearly covers CCG management structures, responsibilities and CCG Health &
Safety arrangements. Key issues such as security, lone working and cash handling are all included, as
are manager and staff responsibilities.
The revised policy ensures that NHS Wakefield CCG Health & Safety management arrangements
reflect the CCG organisation and the over‐arching structures within. The revised policy will also
enable the CCG to comply with the requirements of the Health & Safety at Work etc. Act 1974, the
Management of Health & Safety at Work Regulations 1999, and other relevant legislation.
In accordance with best practice recommended by the Health and Safety Executive, the Governing
Body is invited to endorse the new Health and Safety Policy. Once approved, the new policy will be
communicated to all CCG staff. A copy of the policy is included at Appendix 1 to this report.
Vanguard Transformation Funding
Vanguard transformation funding was announced on 15 December 2016. Wakefield was successful in
receiving £400,000 for Enhanced Care Home vanguards and £3.15 million for the MCP vanguard to
support our system development for enhancing integrated care during 2017‐2018. The new
partnership forum commences on 30 January 2017 to take forward this work.
Wakefield Care Home Vanguard
On 1 December 2016 the NHS England National Models of Care and NHS England Yorkshire and
Humber teams spent the afternoon in Wakefield to receive a progress update about the Care Home
Vanguard. This formal assurance meeting highlighted that in the 15 care settings that formed part of
the vanguard, the interim evaluation led by WMDC Public Health team reported that the following
outcomes, up to October 2016, have been achieved when compared to a baseline position of the
previous year:





28% reduction on the number of hospital emergency admissions
37% emergency bed day reduction
19% reduction of A&E attendances
11% reduction number of ambulance call outs

Care Home setting managers have been extremely positive about the Care Home vanguard, and can a
podcast from Flanshaw Lodge about their experiences of being part of the vanguard can be viewed via
this link:
https://www.youtube.com/watch?v=5WHTmGMToOU
Public Sector Equality Duty Report
As a CCG, we are required under the Equality Act 2010 to demonstrate that we are meeting our legal
obligations relating to equality and diversity. This means that we are required to publish information
annually, on 31 January, and agree and publish equality objectives. We use the national Equality
Delivery System (EDS2) as a framework to support the publication duty and to inform our equality
objectives. Our previous Public sector Equality Duty (PSED) reports are available from the Wakefield
Clinical Commissioning Group website.
The Integrated Governance Committee receives quarterly reports on Equality and Diversity which
include progress with the CCG’s Equality objectives. The PSED report will provide an update of activity
undertaken to embed equality within the CCG during 2016, plus information on national standards
such as the Workforce Race Equality Standard (WRES), Accessible Information Standard (AIS), and the
establishment of an Equality Panel to undertake an assessment of our achievements against the
Equality Delivery System outcomes.
The draft report will be reviewed by the Governing Body Equality and Diversity champions. It will then
be presented to the Integrated Governance Committee on 19 January 2017 for approval prior to
publication by 31 January 2017.
Winterbourne Update
Wakefield CCG continues to closely monitor the use of inpatient beds and develop step down plans
for those patients, in line with Winterbourne View and subsequent Transforming Care guidance.
Wakefield currently has 2 people with a learning disability (LD) and/or Autism placed in an inpatient
setting, which is significantly lower than the estimated for Wakefield’s population size. Both people
have very complex conditions but both have robust care pathways in place to support discharge to
community services, that have been approved by NHS England as the right approach.
In addition, Wakefield is working locally and with other CCGs and Local Authorities as part of the
Transforming Care Partnership (Calderdale, Kirklees, Wakefield, and Barnsley) to develop services to
prevent admission to inpatient settings and improve health outcomes for people with LD and/or
Autism. As the enhanced community service across the area is provided by SWYPFT, the responsibility
for the co‐ordination of the ‘risk register’ sits with them, and work is being carried out over 2016/17
to develop pathways and protocols for the capture of information about people at risk of admission
and appropriate responses to achieve the Transforming Care objective of 10% reduction in
admissions.
Resignation – Governing Body Member: Avijit Biswas
Dr Avijit Biswas has notified the CCG that he will stand down from the Governing Body in March
2017. After 8 years involved with the CCG Dr Biswas felt that this was the right time to focus his
energy on driving innovative change within primary care. On behalf of the people of Wakefield we
would like to thank Dr Biswas for the very valuable continuation he has made to the CCG.
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Medicines Waste Strategy/Repeat Prescription Ordering Update
An Integrated Impact Assessment (IIA) has been developed for the changes to repeat prescription
ordering processes in Wakefield. This is continually reviewed and updated as appropriate throughout
the initial phases of the initiative. The impact has been assessed for those patients who may not be
able to order their own repeat prescriptions, and don’t have anyone else who can order on their
behalf, and mitigations have been recommended to ensure that no patient will be disadvantaged
because of the changes. This principally involves the GP practice identifying such patients in
partnership with the local community pharmacies, and making adjustments that enables the
pharmacy or appliance contractor to continue to order on their behalf. Recommendations have been
provided to GP practices to support them in identification of the patients who may be affected.
Since the changes were implemented on November 1, practices have been identifying and reviewing
patients accordingly, in preparation for the end of the ‘grace’ period on 31 January 2017. The change
to repeat ordering initiative is now well underway and The Medicines Optimisation Team are still
supporting practices, pharmacies and patients where possible by attending meeting and events to
resolve any issues and to promote the medicines waste strategy as a whole.
The next arm of the Medicines Waste strategy is to promote electronic repeat dispensing (eRD)
alongside a big public awareness campaign to reduce the stockpiling of medicines and to let your
health professional know if you’re not taking your medicines as prescribed.
The Prescribing Lead GPs from every practice will be provided with an update on 12 January 2017 at
the Prescribing Leads Event.
Receipt of Petition – King Street Health Centre
The CCG received a petition via Mary Creagh MP on 3 January 2017, which was signed by 1,955
signatures. The petition stated:
‘We the undersigned call on NHS Wakefield CCG to ensure that the King Street Health Centre remains
open, and the current contract is extended to allow Wakefield residents access to health care. It is a
vital service for Wakefield, and helps to ease the pressures on GPs, medical centres and local
hospitals.’
Summary of Quarter 2 Improvement and Assessment Framework meeting
In a letter dated 4 January 2017, the Locality Director for NHSE Yorkshire and Humberside Brian
Hughes provided a summary of the meeting of the Quarter 2 Improvement and Assessment
Framework (IAF) which took place on 23 November 2016. The letter summarised the following issues
discussed at the meeting:
1. Winter Resilience
The CCG reported that the plans from the Trust are robust with a focus on their three sites and how to
use the capacity each offers to its full potential. The Trust is continuing to work on understanding the
new OPEL levels. A hospital re‐set day took place on the week commencing 12 December 2016.
The Trust’s critical area at the moment is elective flow, and the hospital is working on the flow
through the system. The Trust is working with the Emergency Care Improvement Board looking at
ward based discharges, community services and local authority resources.
Plans are being developed for an integrated health and social care hub providing extended access for
a cohort of patients which should complement the current A&E services.
3

2. West Yorkshire Acceleration Zone (WYAZ)
NHS England discussed the progress on WYAZ now the funding has been released. Timescales need to
be reviewed and expectations across the system, not just on providers, needs to be reset and
reaffirmed.
3. RTT
The CCG reported that the first integrated planned care meeting has taken place and an 18 week
profile has been established. Validation with general practices has also started, this has uncovered
some further opportunities. The main focus issues are validation of practices, e‐consultation and
clearing follow‐up activity.
4. Transferring Care
Good progress is being made in this important areas and the strategic resettlement team are
supporting people in the TCP footprint.
5. STP
Challenges remain in moving towards working as one system. The preferred model should have
individual plans with one overarching plan, as per the current model. The CCG is on track to deliver
the GP Forward View Plan and Vision for Primary Care. The review of the Vanguard programme went
well and the CCG is due to receive £1.5 million to expand the Vanguard work.
The next IAF meeting has been scheduled on 15 February 2017.

4
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1

Introduction
NHS Wakefield Clinical Commissioning Group (CCG) acknowledges a duty of care to the
health, safety and welfare of staff, visitors and external contractors, to prevent accidents
and cases of work‐related ill health and provide adequate control of health and safety risks
arising from work activities.
The CCG is also committed to ensure effective arrangements for the personal safety of
commissioned services as far as is reasonably practicable, staff, patients and visitors, of their
property and the property and premises of the organisation.
The CCG recognises the importance of consulting with its workforce on matters concerning
health, safety and welfare as a key part of ensuring the effectiveness of its health and safety
management effort. This includes partnership working with trade union health and safety
support through the Health & Wellbeing Board and Staff Forum.
This policy recognises that all NHS Wakefield CCG staff have a role in the provision of a safe
working environment, and details the responsibilities of staff for producing effective health
and safety management throughout NHS Wakefield CCG.
The Integrated Governance Committee will incorporate the responsibilities for health and
safety and will function as the Health and Safety Committee.
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Purpose
The purpose of this policy is to: ‐
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Ensure NHS Wakefield Clinical Commissioning Group (CCG) Health & Safety management
arrangements reflect the CCG organisation and the over‐arching structures within.
Enable the CCG to comply with the requirements of the Health & Safety at Work etc. Act
1974, the Management of Health & Safety at Work Regulations 1999 and other
associated legislation.
It is a legal requirement for The CCG under section 2 of the Health and Safety at Work
etc. Act 1974, to have a written health and safety policy. This and associated
management structures, policies and procedures fulfil this requirement for the CCG’s
health and safety adviser organisation South West Yorkshire Partnership Foundation
Trust. Where departments are required by this policy to develop local policies, they shall
adopt the HSG65 model.

Definitions and Explanation of Health & Safety Terms
The words in this policy are used in their ordinary sense and technical terms have been
avoided wherever possible.
The Health and Safety Management system adopted by the CCG is based on the Health and
Safety Executive’s model of Plan, Do, Check & Act (detailed in their publication ‘Managing
for health and safety; HSG65).
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Scope
This policy and procedure must be followed by all staff who carry out work for NHS
Wakefield CCG, including while on another organisation’s premises or staff who are
travelling during their working hours. This includes staff on temporary or honorary
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contracts, secondments, pool staff and students. It also applies to volunteers, visitors and
contractors.
Independent Contractors are responsible for the development and management of their
own procedural documents and for ensuring compliance with relevant legislation and best
practice guidelines.
NHS Property Services Ltd as the landlord of NHS Wakefield CCG’s premises are responsible
for the management of building security arrangements and shared areas. Other tenants of
White Rose House are responsible for their own internal security arrangements.
5

Duties / Accountabilities and Responsibilities

5.1

The Governing Body
The Governing Body is responsible for ensuring that the necessary support and resources are
available for the effective implementation of the Health and Safety Policy.
The Governing Body will also be responsible for the establishment of effective control over
property and contents through adequate procedures and management practices, and for
ensuring that all activities meet current legal requirements.
The Governing Body will also receive assurance, via the Integrated Governance Committee,
that Health and Safety procedures are effective within NHS Wakefield CCG.

5.2

Chief Officer
The Chief Officer is the Accountable Officer and is responsible for Health and Safety and
Security within NHS Wakefield CCG.
The Chief Officer is responsible for ensuring that there is expert, up‐to‐date health and
safety and security advice and services available within NHS Wakefield CCG. The Chief
Officer will also be responsible for ensuring that effective systems and practices are in place
to maximise health and safety and security at work and for promoting safe working practice
throughout NHS Wakefield CCG.
The Chief Officer will ensure that the control and co‐ordination of technical requirements in
relation to buildings, fixtures, fittings and equipment is appropriate so as to make certain
there is continued safe use of facilities and equipment in accordance with legislative
requirements, Medicines and Healthcare Products Regulatory Agency (MHRA) and NHS
Estates guidance.
The Chief Officer has the following responsibilities:






manage work in relation to Health and Safety within NHS Wakefield CCG;
ensure that systems and processes are in place for NHS Wakefield CCG to meet statutory
and regulatory health and safety obligations;
lead and co‐ordinate external relations with the Health and Safety Executive;
ensure health and safety reports are presented on a regular basis to the Integrated
Governance Committee;
support staff in carrying out risk assessments, including slip, trip and fall risk and display
screen equipment assessments. Support staff involved in incidents and during the
investigation of incidents;
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support Heads of Service in ensuring that all equipment is purchased, maintained and
disposed of in accordance with best practice;
ensure First Aid Risk Assessments are completed for all locations where NHS Wakefield
CCG staff work on a regular basis. There is no legislation which requires a trained first
aider on work premises. The provision or otherwise of a trained first aider should be the
subject of an informed decision following the completion of a First Aid Risk Assessment.
The minimum requirement is for a person to be nominated to ensure the presence of an
adequately stocked first aid box.

The Chief Officer will obtain specialist advice and support in relation to Health & Safety
requirements as appropriate.
5.3

Chiefs and Associate Directors
Chiefs and Associate Directors have the responsibility within their directorate for ensuring
that safe working practice throughout NHS Wakefield CCG is in place with regard to health
and safety and security. Each Director is also responsible for promoting a culture so that all
staff report incidents, accidents and near misses through the Incident Reporting System.
Health and Safety should also be considered when planning or purchasing services or
equipment for the short, medium and long term.

5.4

Heads of Service
Heads of Service are responsible for ensuring safe working practices, safe systems of work
and acting to remove/reduce as far as possible any risks identified within their areas of
responsibility by carrying out risk assessments in accordance with the Integrated Risk
Management Framework. All corporate risks should be reflected on the Risk Register.
Heads of Service are responsible for ensuring that they and their staff are adequately
trained. This including monitoring attendance at mandatory training courses, particularly the
annual fire lecture; and are familiar with the content of the Health and Safety Policy and
associated procedures.
Heads of Service are responsible for undertaking Control of Substances Hazardous to Health
(COSHH) risk assessments for any substances used within their services, and for completing
risk assessments for all staff, patients and visitors including carers and external contractors,
i.e. young workers, pregnant and nursing mothers in their areas of responsibility, and acting
to remove/reduce as far as possible any health and safety risks identified.
Heads of Service are responsible for devising control strategies for risks identified and for
ensuring their staff report incidents, accidents and near misses.
Heads of Service (with the support of South West Yorkshire Partnership NHS Foundation
Trust) are responsible for reporting work‐related accidents, diseases and dangerous
occurrences in accordance with the Reporting of Injuries, Diseases and Dangerous
Occurrences Regulation 2013 (RIDDOR). This applies to all work activities and is also
applicable for some non‐staff accidents/incidents/sickness. Full details are available
at:http://www.hse.gov.uk/riddor/key‐definitions.htm
Heads of Service are responsible for ensuring as far as possible, the safety of staff who travel
for business reasons. They should ensure that staff who travel as part of their role are aware
of, and comply with, the requirements that the motor vehicle they use is covered by a
6

relevant Insurance Policy with provides cover while the vehicle is on official business
including cover against risk or injury, and that where appropriate, the vehicle has a valid
MOT certificate. The driver should also have an appropriate driving license and is not aware
of any reason why they should not safely and legally drive a vehicle.
Heads of Service are responsible for ensuring that all staff comply with the requirements of
the Display Screen Equipment Policy.
Heads of Service are responsible for promoting security within their areas of responsibility.
In particular they will be responsible for keeping inventories of departmental property.
Specifically, Heads of Service will:‐














5.5

Consult and involve staff when undertaking or reviewing service specific risk
assessments;
Ensure all new employees receive induction training;
Ensure job or activity based risk assessments covering significant risks of their services or
teams are undertaken and shared with staff;
Ensure staff attend/complete mandatory training;
Ensure staff under their control have the competency to safely undertake their role and
review this on a regular basis;
Ensure that all new employees receive a copy of the staff H&S handbook;
Ensure that appropriate action is taken to ensure the workplace is free from H&S risks as
far as reasonably practicable;
Ensure that staff are aware of procedures for reporting incidents, accidents and other
H&S risks;
Ensure the CCG routes of communication are used to engage with staff on Health and
Safety issues;
Ensure the health & wellbeing of staff under their control and actively support
individuals when required;
Investigate and share lesson learned from adverse incidents, or near misses;
Review management arrangements as appropriate to their level of responsibility and
ensure 1:1, team and group meetings are conducted as required to control H&S risks;
Supervise staff and ensure they follow all safety procedures; and
Utilise the services of the health and safety team and/or occupational health where
appropriate to address health and safety issues.

Headquarters Services Manager
The Headquarters Services Manager will be the nominated Health and Safety lead for NHS
Wakefield CCG and will be have delegated responsibility from the Chief Officer for ensuring
that effective systems and practices are in place to maximise health and safety at work and
for promoting safe working practice throughout NHS Wakefield CCG.
The Headquarters Services Manager is the nominated manager for internal security
arrangements relating to NHS Wakefield CCG.
Specifically, the Headquarters Services Manager will:‐
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5.6

Work with the Learning and Development Manager to ensure appropriate staff training
is in place for general health and safety and assist managers in sourcing specific safety
related training when this is identified by services and teams;
Ensure management arrangements are in place for the reporting and reviewing of
incidents and accidents ;
Ensure that appropriate risk assessments covering CCG premises and risks under the
control of the Headquarters Services Manager are conducted and maintained to control
all identified risks;
Work with SWYPFT to implement the detailed Health and Safety Management
Workplan.
Work with the Learning and Development Manager to monitor completion of H&S
training
Instigate appropriate action to address any issues which arise from incidents, near
misses or risks identified by services/managers;
Report to senior management the attendance and/or any training issue that may arise.
Specifically, this will be included in the reports for the integrated governance
committee;
Specifically, health and safety issues will be discussed at the staff forum. The staff
bulletin and staff briefing will also be used to communicate H&S issues;
Review overarching management arrangements with the Health & Safety provider
(SWYPFT) and make recommendations to the Governance & Board Secretary and
provide senior management with assurances that effective systems are in place and
through exception reporting ensure decisive and timely action is taken for any serious
incident or issue.
Prepare regular reports on health and safety for the Integrated Governance Committee.

South West Yorkshire Partnership NHS Foundation Trust
South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) will:‐
•



•
•
•

5.7

Work with the Headquarters Services Manager, monitor completion of H&S training and
instigate appropriate action to address any issues which arise.
Provide expert support to the Headquarters Services manager to complete risk
assessments covering CCG premises on a regular basis.
Work with the Headquarters Services manager to produce a detailed Health and Safety
Management Workplan.
Provide policy support, applicable risk assessments, audits and inspections.
Report to senior management the attendance and/or any training issues that may arise.
Provide advice and support to the Chief Officer and Headquarters Safety Manager on
Health and Safety Issues.
Provision of advice booklets and supporting training as required.

Employees
All employees are responsible for:‐
•
•
•

Attending all mandatory training and other training as appropriate
Complying with all NHS Wakefield CCG policies and procedures.
Co‐operating with any person with health and safety responsibilities
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•

•

•
•
•
•

•
•
•

Ensuring that any slip, trip or fall hazards are removed or isolated as soon as possible
and follow NHS Wakefield CCG incident reporting/risk assessment processes to prevent
injury or re‐occurrence
Ensuring that effective measures are taken to ensure that NHS Wakefield CCG premises,
property and equipment (and leased/rented premises in which NHS Wakefield CCG staff
work for any periods, and property or equipment with which they are working) are
maintained in a safe and secure condition
Ensuring the health, safety, welfare and security of themselves and of those who may be
affected by their actions or omissions
Observing safe methods of work and safety procedures provided in the interests of
health, safety or welfare
Reporting any issues relating to health & safety including illness/disease (including
allergies e.g. latex products);
Reporting to line managers as appropriate in line with the Incident Reporting System,
any incident, accident or near miss observed that could affect health and safety
including slips, trips and falls;
Seeking advice and assistance as required
Taking steps to safeguard against loss of the organisation’s property
Using work equipment as they have been trained and/or in accordance with
manufacturers’ instructions

Specifically, all employees must:‐










Accept responsibility for their own personal security and personal effects in premises
and ensuring any portable equipment if issued is securely held off site.
Ensure that they keep their work areas clean and tidy, not to put others at risk through
their acts or omissions etc. and also to take personal responsibility for their own health,
wellbeing and safety, including use of appropriate clothing/footwear.
Ensure that they read, understand and follow the staff H&S handbook.
Ensure that they understand the CCG’s systems for reporting incidents, accidents and
other H&S risks; that they use these systems to report risks identified.
Ensure the workplace is maintained in a safe and clutter free condition.
Maintain security measures regarding access to premises and security of organisational
assets including fixed and any mobile assets issued to their staff.
Report all hazards, defective equipment or damaged or faulty safety and security
measures (i.e. fire doors, access controls, CCTV etc.).
Report to management any concerns around H&S.
Take responsibility for their own H&S behaviour and report or challenge others who
ignore or work outside of the safety arrangements.

Staff who travel as part of their role must be aware of, and comply with, the requirements
that the motor vehicle they use is covered by a relevant insurance policy with provides cover
while the vehicle is on official business including cover against risk or injury, and that where
appropriate, the vehicle has a valid MOT certificate. The driver should also have an
appropriate driving license and is not aware of any reason why they should not safely and
legally drive a vehicle.
Staff trained in First Aid at work must ensure their training remains in date and with their
manager’s support ensure first aid boxes contain appropriate stock
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5.8

Visitors and Contractors
All visitors and contractors have a general responsibility to give due consideration to health
and safety and security issues and must follow the security procedures of the organisation.
All visitors and contractors have a general responsibility to take all reasonable steps to
ensure security of their own personal possessions.
NHS Wakefield CCG will not accept responsibility or liability for personal property brought
into its premises unless it is handed in for safe custody.

6.

Policy Requirements

6.1

HSG 65 Management System
The Health and Safety Management system adopted by the CCG is based on the Health and
Safety Executive’s model of Plan, Do, Check & Act (detailed in their publication ‘Managing
for health and safety; HSG65).

6.2

Plan
The CCG management system will be delivered as a team approach, involving business and
stakeholder partners.
Measuring health & safety performance will be through regular analysis of:‐
•
•
•
•
•
•

Incident reports
Complaints
Training Needs Analysis
Risk Assessments
Reports from colleagues in Fire, Security, Personal Safety, Manual Handling, Staff
side Representatives, Emergency Planning, Occupational Health
External agencies reports, i.e. HSE, Environment Agency

Training requirements will be directed by asking managers to identify where they think their
service is in regards to Health & Safety, measured against incidents, audits, inspections and
internal policies and their individual action plans.
6.3

Do
The CCG will endeavour to maintain and develop a positive safety culture by underpinning
and consolidating additional safety related policy and procedural documents as necessary,
containing clear information and instruction. This will be backed up with a flexible; safety
related training programme and regular supporting audits and visits to services

6.4

Risk profiling
It is recognised that Health & Safety is just one strand of risk management and that the
health & safety management approach dovetails into other areas where there may also be
risks e.g.
•
•
•
•

Human Resources
Environmental
Financial
Reputational
10

•
•
•
6.5

Fire
Security
Occupational Health

Checking and measuring
CCG Health & Safety performance will be through a planned, systematic approach to enable
the CCG to carry out its statutory and mandatory duties. This will include:‐
•
•
•
•
•
•
•

The investigation of the causes of accidents, incidents or near misses
Formal audits
Inspections
Working with staff side colleagues
Analysis of incident reports
Analysing and reviewing safety alerts from the Department of Health
Liaising with Occupational Health where work related ill health issues are identified.

The Headquarters Services Manager will ensure, with the support of Governance & Board
Secretary, that a pro‐active monitoring & inspection regime is implemented. This will be
balanced against reactive information on incidents, injuries and work‐related ill health, such
as, information on risk assessment completion. Results will be fed back to individual teams
and services in the first instance for action.
6.6

Acting/Reviewing
On all health & safety matters is a firm CCG commitment in order to learn from accidents
and incidents, ill health reports, errors and relevant experience will be taken into account,
including incidents from external sources, where necessary existing plans, policy/procedural
documents and risk assessments will be reviewed to see if these need amendments.
Action will be taken on lessons learned, from audits, inspections and visits to services and
teams by SWYPFT and the Headquarters Services Manager.

6.7

General
NHS Wakefield CCG will as far as is reasonably possible work to ensure the personal security
of all individuals whilst undertaking work on behalf of the organisation or receiving services
from the organisation. It is the responsibility of individuals to take all reasonable steps to
ensure that they do not compromise their own security or that of others.

6.7.1

Lone workers
All reasonable steps will be taken to ensure the safety of employees who, in the carrying out
of their job responsibilities, may be required to work alone. This will be achieved by the
development of appropriate procedures and working practices and ensuring that staff have
the appropriate skills and equipment to enable them to work safely and securely. Ref: “Lone
Worker Policy”.

6.7.2

Violence and aggression
The Health and Safety at Work Act 1974, Management of Health and Safety at Work
Regulations 1999 and the specific requirements of the NHS Security Management Service
requires that employers have a duty to ensure the health, safety and welfare of their staff.
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This policy ensures that NHS Wakefield CCG has a clear strategy to tackle violence and abuse
against its staff as required by the NHS Protect and health and safety legislation.
Any act of violence or aggression, including verbal aggression, should be reported via the
Incident Reporting process. Where the perpetrator is a member of NHS Wakefield CCG staff,
the incident should be reported to the Human Resources team.
NHS Wakefield CCG will report all incidents of physical assault via the Datix incident
reporting system and/or to the Health and Safety Executive under the Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations 2013 (RIDDOR).
Risk assessments should be carried out to identify potential triggers for violence and
aggression.
There are a number of sanctions available to NHS Wakefield CCG in dealing with visitors who
behave in an inappropriate manner. These range from discussion and verbal warnings to an
Acknowledgment of Responsibility Agreement and to implement/take legal actions. Advice
and support on dealing with the aftermath of a violent or aggressive situation should be
obtained from the Headquarters Services Manager.
6.7.3

Crime Prevention
Proactive crime prevention and security awareness will help to ensure a safe, secure
environment. Staff should make every effort to counter the threat of crime, as follows:
•

•
•
•
•
•
6.7.4

All suspicious activity should be reported. If this is happening on NHS Wakefield CCG
premises it is appropriate to report to your Head of Service. An Incident Reporting Form
should be completed electronically
All incidents of crime should be reported, both to the police and to the Finance Team
All property belonging to NHS Wakefield CCG should be clearly marked/labelled
Missing items should be reported to management
Personal valuables should be placed out of sight and secure and should never be left
unattended
Offices and other rooms should always be left secure. Ground floor windows and blinds
should be closed

Assets
The organisation is committed to ensuring the security of all the assets of the organisation
including land, buildings, plant and equipment. It is essential that the maximum amount of
equipment is available for use at all times and therefore all personnel have a responsibility
for ensuring that the organisation’s items that they use during the course of their work are
kept safe and secure and are protected from the possibility of theft.

6.7.5

Security of Cash
Cash from all sources throughout the organisation should be held in a secure place and
should be deposited with the Finance Department.
Petty cash must also be held in a secure place and records must be kept to demonstrate that
any use of petty cash conforms to the organisation’s financial guidance and procedures.
Cash should, wherever possible, be stored in a safe. A safe is available in the Finance office.
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The use of the safe is governed by the Standing Financial Instructions (Section entitled
Security of Cash and Cheques) and the Procedure for Petty Cash.
The Headquarters Services Manager should be consulted to advice on how best to protect
high‐risk and vulnerable areas, such as finance offices, which hold, cash and other valuables
from both opportunist and targeted crime.
6.7.6

Prevention of Fraud
The organisation has an agreed Anti‐Fraud, Bribery and Corruption Policy and all staff have a
responsibility to abide by its requirements. The Local Counter Fraud Specialist should be
consulted as soon as practicable for advice on any matter involving fraud against staff or the
organisation.

6.7.7

Personal Property
Whilst NHS Wakefield CCG does not take responsibility for the security of the personal
property of staff, patients, visitors or contractors reasonable steps will be taken to ensure
that systems and processes are in place to help individuals to take responsibility for their
own possessions.
Staff are advised that valuables and other personal property with high sentimental value are
not brought to work.
In special cases, suitable arrangements will be put in place for taking personal property into
the organisation’s care and for keeping it safe.

6.7.8

ID Cards
All staff are to wear their issued ID cards whilst on NHS Wakefield CCG’s business. Lost or
stolen ID badges must be reported using the electronic incident reporting process as soon as
possible. Lost or stolen ID badges/fobs must be reported immediately to the Headquarters
Services Team for deactivation.
Visitors and contractors must report to the appropriate reception area and collect a
visitors/contractors badge to be identifiable on the premises. For health and safety
purposes, this should be supported by a signing‐in and signing‐out register.
Staff are advised to challenge any unknown individual, who are present within the work
place without the appropriate identification, and to report suspicious behaviour if this is safe
to do so. If not this should immediately be reported to the Headquarters Services Manager.
Identity badges and passes must be recovered by line managers on the termination or
suspension of employment or contract and any records updated accordingly. If the system is
linked to access controls, these should be reviewed and amended as soon as possible and
reported by line managers to the Headquarters Services Manager.

7.

Public Sector Equality Duty
NHS Wakefield CCG aims to design and implement services, policies and measures,
including Health & Safety measures that meet the diverse needs of its service, population
and workforce, ensuring that none are placed at a disadvantage over others.
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8.

Consultation
The Policy has been developed and reviewed by the Headquarters Services Manager in
consultation with the SWYPFT Health and Safety Advisor.

9.

Training
In line with Health and Safety at Work Act etc. 1974, NHS Wakefield CCG will provide health
and safety training to all staff, via South West Yorkshire Partnership NHS Trust ensuring that
staff are aware of their responsibilities for the provision and maintenance of a safe and
healthy environment for staff, patients and visitors. This will enable employees to work
safely and understand their obligations under the Act and associated legislation, including
the Corporate Manslaughter and Corporate Homicide Act 2007.

10.

Monitoring Compliance with Health & Safety
Performance Indicators will include:‐



11.

risk assessments; and
evidence of risk mitigation.

Review
This policy will be reviewed three years from the date of approval or sooner by the
Headquarters Services Manager and SWYPFT if there is a requirement to meet legal,
statutory or good practice standards.

12.

Dissemination
This policy will, following ratification by the Integrated Governance Committee, be
disseminated to staff via the CCG’s intranet Skyline.
This Health and Safety policy will be reviewed on a biennial basis or when procedural,
legislative or best practice changes.

13.

Associated Documentation
The Health and Safety Policy should be read in conjunction with NHS Wakefield CCG’s other
related policies dealing with Health and Safety and security issues.














Integrated Risk Management Framework
Incident reporting policy
Dignity at work policy
Fire safety policy
Lone worker policy
Anti‐fraud, bribery and corruption policy
Display screen equipment policy
Information governance policy
Whistle blowing policy
Alcohol, drug/substance misuse and smoke free policy
Hours of work policy
Management of stress policy
Postal procedure
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The Health and Safety at Work etc. Act 1974.
The Management of Health and Safety at Work (Amendment) Regulations 2006
The Management of Health and Safety at Work Regulations 1999.
The Safety Representatives and Safety Committees Regulations 1977.
The Workplace (Health, Safety and Welfare) Regulations 1992

Appendices

15

Appendix A

Equality Impact Assessment
Title of policy
Names and roles of people completing the assessment
Date assessment started/completed
1. Outline
Give a brief summary of the policy

What outcomes do you want to achieve

Health & Safety
Roland Webb, Health and Safety Adviser.
Sus Allan‐Kirk, Health and Safety
Manager.
5th October 2016 6th October 2016

NHS Wakefield CCG acknowledges a
duty of care to the health, safety and
welfare of its staff, its patients and
visitors, including carers and external
contractors.
Consistent approach to the
management of health and safety within
NHS Wakefield CCG. The policy applies
to all NHS

2.Analysis of impact
This is the core of the assessment, using the information above detail the actual or likely impact on
protected groups, with consideration of the general duty to;
eliminate unlawful discrimination; advance equality of opportunity; foster good relations
What action will be taken to
Are these
Are there any likely impacts?
negative or address any negative
Are any groups going to be
impacts or enhance positive
positive?
affected differently?
ones?
Please describe.
Age
No issues identified, policy
Not
Not Applicable
complies with the Health and
Applicable
Safety at Work Act 1974
Not
Not Applicable
Carers
No issues identified, policy
Applicable
complies with the Health and
Safety at Work Act 1974
Not
Not Applicable
Disability
No issues identified, policy
Applicable
complies with the Health and
Safety at Work Act 1974
Sex
No issues identified, policy
Not
Not Applicable
complies with the Health and
Applicable
Safety at Work Act 1974
Race
No issues identified, policy
Not
Not Applicable
complies with the Health and
Applicable
Safety at Work Act 1974
Religion or belief
No issues identified, policy
Not
Not Applicable
complies with the Health and
Applicable
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Safety at Work Act 1974
No issues identified, policy
complies with the Health and
Safety at Work Act 1974

Not
Applicable

Not Applicable

Gender
reassignment

No issues identified, policy
complies with the Health and
Safety at Work Act 1974

Not
Applicable

Not Applicable

Pregnancy and
maternity

A maternity risk assessment in
place

Not
Applicable

Not Applicable

Marriage and civil
partnership

No issues identified, policy
complies with the Health and
Safety at Work Act 1974

Not
Applicable

Not Applicable

Other relevant
group

No issues identified, policy
complies with the Health and
Safety at Work Act 1974

Not
Applicable

Not Applicable

Sexual orientation

If any negative/positive impacts were identified are
they valid, legal and/or justifiable?
Please detail.
4. Monitoring, Review and Publication

How will you review/monitor the
impact and effectiveness of your
actions

None

Acting/Reviewing; on all health & safety matters is a firm
CCG commitment in order to learn from accidents and
incidents, ill health reports, errors and relevant experience
will be taken into account, including incidents from external
sources, where necessary existing plans, policy/procedural
documents and risk assessments will be reviewed to see if
these need amendments.
Action will be taken on lessons learned, from audits,
inspections and visits to services and teams by SWYPFT and
the Headquarters Services Manager
Complaints

Lead Officer: Sue Allan‐Kirk

Review date:

06/10/2016

Date approved:

20/10/2016

5.Sign off
Lead Officer: Sue Allan‐Kirk
Director: Andrew Pepper
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Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

Delivering the Five Year Forward View Update

Agenda
Item:
Public/Private Section:

Public
Private
N/A

9

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

Purpose (this
Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Esther Ashman, Head of Strategic Planning
Responsible Clinical Lead:



Information



Dr Phil Earnshaw, Clinical Chair Wakefield CCG

Responsible Governing
Pat Keane, Interim Chief Operating Officer
Board Executive Lead:
Recommendation (s):
Governing Body Members are asked to;
 Note the update on the proposed governance and delivery arrangements for the Wakefield
Health and Wellbeing plan and the identified leads for each workstream;
 Note the high level update on the West Yorkshire and Harrogate Sustainability and
Transformation Plan;
 Note the update on the South Yorkshire and Bassetlaw Sustainability and Transformation Plan.
Executive Summary:
The attached report provides a summary of the development of plans both locally and regionally for NHS
Wakefield CCG to contribute to the delivery of the Five Year Forward View. This includes updates on the
governance and accountability for the Wakefield Health and Wellbeing Plan, the latest work underway in the
West Yorkshire and Harrogate Sustainability and Transformation Plan (STP) and how we are working with the
Working Together STP (South Yorkshire and Bassetlaw)

Link to overarching principles
from the strategic plan:

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










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

Public engagement has taken place through the Commissioning Maze events
in 2015/16 alongside presentations and discussions held at patient reference
group meetings and patient involvement and public engagement
consultation group.
Clinical Engagement has been on an individual basis and at clinical Cabinet.

Stakeholder consultation has been undertaken across the health and social
care sector and beyond via individual meetings and through boards and
committees.
Management of Conflicts of
Interest:

None known

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

All departments within the CCG have been consulted throughout the
development of the plan.

Reference document(s) /
enclosures:

Presented at Governing Body in:






March 2016
April 2016
July 2016
September 2016
November 2016

Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21
https://www.england.nhs.uk/wp‐content/uploads/2015/12/planning‐guid‐
16‐17‐20‐21.pdf

Risk Assessment:

Finance/ resource implications:

NHS Operating, Planning and Contracting Guidance 2017/18‐2018/19
https://www.england.nhs.uk/ourwork/futurenhs/deliver‐forward‐view/
The risk register is continually reassessed to account for new planning
guidance.
Not applicable

GOVERNING BODY ‐ TUESDAY 17TH JANUARY 2017
DELIVERING THE FIVE YEAR FORWARD VIEW

1.0

Purpose of the Report

1.1

The purpose of this report is to provide Governing Body with an update on ‘Delivering the
Five Year Forward View’ in Wakefield via;
 The Wakefield Health and Wellbeing Plan;
 The West Yorkshire and Harrogate Sustainability and Transformation Plan (STP); and
 The Working Together STP.

2.0

Wakefield Health and Wellbeing Plan

2.1

Governing Body members approved the draft copy of the Wakefield Health and Wellbeing
Plan at the last meeting on the 8th November subject to ongoing engagement and
consultation with patients and stakeholders. Since the meeting engagement has taken place
with a number of different patient groups and stakeholders, with a further consultation being
held in the public meeting on the 10th January. In addition it has been signed off by the
Health and Wellbeing Board.

2.2

At the last meeting Governing Body members were also asked to approve the proposed plans
for a framework through which the Health and Wellbeing Board can ensure that the plan is
delivered. This will be managed through six workstreams underneath the Health and
Wellbeing Board, each being led by a Health and Wellbeing Board member. Leads for each
have now been agreed and are as follows:

Workstreams
Radical reduction in hospital admissions where appropriate leading to
reinvesting in prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector
an wider social determinant partners
Expanded Health and Wellbeing Board membership to represent
wider determinants
A strong ambitious co‐owned strategy for ensuring safe and healthy
futures for children
A shift towards allocation of resources based upon primary and
secondary prevention and social determinants of ill health

2.3

HWB Lead
Pat Keane
Jo Webster
Linda Harris
Anna Middlemiss
Cllr Pat Garbutt
Andrew Balchin
John Wilson
Cllr George Ayre
Andrew Furber
Martin Barkley

A development session is planned to take place on the 26th January to begin the process of
putting together implementation plans for each workstream. The workshop will begin to
identify what plans are already in place under each area, what gaps there may be and to
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ascertain whether there is a need for a task and finish approach to develop more detailed
plans in each.
2.4

2.5

Templates for the documentation for the programmes of work, including both
implementation plans and highlight reports, will be developed to ensure a consistent
programme management approach. The highlight reports will be considered on a regular
basis as part of the future Health and Wellbeing Board agendas and regular updates will also
be brought to future CCG Governing Body meetings for information and discussion. It is
proposed that a full set of implementation plans for the workstreams are shared with both
Governing Body members and the Health and Wellbeing Board at their meetings in March
for approval.
Operational Plan 2017/18 – 2018/19
At the November meeting of the Governing Body members were advised of the operational
planning process and the planned outline based on it delivering years 2 and 3 of the
Wakefield Health and Wellbeing Plan. In addition the detail of the November draft
submission and subsequent feedback from NHS England was shared with members at a
business session on the 13th December. In terms of the draft narrative only one area was
highlighted as needing more information and this was added prior to the latest submission
on the 23rd December. It is expected further feedback will be provided to CCGs following a
national review of plans in the coming weeks.

3.0

Delivering through the West Yorkshire and Harrogate STP

3.1

Governing Body members will be aware that the Wakefield Health and Wellbeing Plan is a
constituent member of the West Yorkshire and Harrogate STP who have collectively
identified nine priorities for which we will work across a larger area. These are:










Prevention at scale
Primary and community services
Mental health
Stroke
Cancer
Urgent and emergency care
Specialised services
Hospitals working together
Standardisation of commissioning policies

This includes working together on best practice, shared solutions to shared problems and the
delivery of specialised services across the area, for example stroke, cancer and urgent care.
3.2

NHS Wakefield CCG continues to work closely with CCG’s and wider stakeholders through the
Healthy Futures programme both on a leadership level and through strategic planning
groups. An operating model is also being developed to ensure local leads in each of the nine
programmes of work are fully involved in the West Yorkshire wide work.

3.3

Work is happening at pace in a number of different areas both as part of the nine
programmes and in other areas of collaborative working. These include:
2









Work is progressing to establish a West Yorkshire and Harrogate Strategic
Commissioning Function from April 2017.
Conversations are currently underway about how we can realign resources in the
system to ensure capacity is focused at the right‐level.
Following NHS England’s announcement re: non‐recurrent transformation funding
for cancer, mental health, learning disabilities and diabetes, the WY&H STP Core
Team are co‐ordinating an approach with place‐based leads to ensure we capitalise
on this opportunity to secure investment to support delivery against the three gaps
of our STP.
In respect of the Stroke, the Strategic Case for Change is currently under
development and engagement with stakeholders will commence in the next few
months.
In respect of Cancer, a plan for 16/17 NHS England Alliance funding has been
developed, submitted and agreed with £200k successfully released to be managed
through NHS Wakefield CCG.

4.0

Working Together – The South Yorkshire and Bassetlaw STP

4.1

Wakefield CCG is an associate member of the Working Together STP due to the
interdependencies of each areas plans and the patient flow across boundaries. As members
were advised at the November meeting, NHS Wakefield CCG are now represented at the
Commissioners Working Together joint committee. Involvement will however be limited to
hyper‐acute stroke services and children’s services. No commissioning decisions will be
delegated to the committee. In addition to the committee, officers from Wakefield CCG are
also represented at a number of working groups under Working Together such as the
Working Together Senior Management Team and at the Joint West and South Yorkshire
Overview and Scrutiny Committee.

4.2

Working Together currently have two consultations running until the end of January, Hyper
Acute Stroke and Children’s surgery and anaesthesia services. The latter proposes no change
for Wakefield patients however there is the potential for a change to services in Barnsley to
impact on Pinderfields. Similarly with Hyper Acute Stroke any changes to services in Barnsley
could lead to an impact on Pinderfields and the CCG is working closely with Working
Together and MYHT to understand the impact alongside other factors such as workforce.

5.0
5.1

Recommendations
Governing Body Members are asked to;
 Note the update on the proposed governance and delivery arrangements for the
Wakefield Health and Wellbeing plan and the identified leads for each workstream;
 Note the high level update on the West Yorkshire and Harrogate Sustainability and
Transformation Plan;

Note the update on the South Yorkshire and Bassetlaw Sustainability and
Transformation Plan.

Pat Keane
Interim Chief Operating Officer
NHS North Kirklees CCG and NHS Wakefield CCG

Esther Ashman
Head of Strategic Planning
Wakefield CCG
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Information

The Governing Body is asked to consider and endorse:
i. the establishment of the Joint Committee as a committee of the CCG by the CCG’S members;
ii. the terms of reference of the Joint Committee (at Appendix A to this Paper);
iii. the final draft Memorandum of Understanding (“MOU”) to be entered into by the CCGs in relation to
the collaborative commissioning arrangements (at Appendix B to this Paper).
Executive Summary:
The purpose of this paper is to update the Governing Body in relation to the collaborative commissioning
arrangements for West Yorkshire and Harrogate CCGs and to seek the Governing Body’s endorsement for the
establishment by CCG members of a joint committee of the CCGs in West Yorkshire and Harrogate (members of
the Healthy Futures collaborative) (the “Joint Committee”) as a committee of the CCG.
The CCGs established a collaborative commissioning forum (the “Healthy Futures Forum”) in summer 2016 to
reflect the existing collaborative approach of the CCGs, with each CCG delegating authority to make decisions to
its representative on the Healthy Futures Forum, and, where agreed between the CCGs, to a lead commissioner.
The Healthy Futures Forum was the first stage of a two stage process to strengthen collaborative commissioning
arrangements across the CCGs. The establishment of the Healthy Futures Joint Committee represents the
second stage of the process, whereby each CCG delegates authority to the Healthy Futures Joint Committee
(rather than individual representatives) to make decisions on its behalf. The law states that a joint committee of
one or more CCGs must be established as a committee of the participating CCGs, not the relevant governing
bodies, therefore the scope and remit of the Joint Committee will be a matter to be finally approved by the CCG
members (including proposed changes in scope in future), following consideration and input from the
Governing Body.
The establishment of the Joint Committee is a vital component of the West Yorkshire & Harrogate Sustainability
& Transformation Plan (“STP”) and seeks to develop and strengthen joint commissioning on a ‘place’ basis, in
line with national policy and the objectives of the STP.
Although the Joint Committee will discuss and decide matters (within its remit) on behalf of the CCGs, the CCGs
will retain responsibility and accountability in law, and therefore to patients, NHS England and other

stakeholders, for the commissioning decisions of the Joint Committee.
The CCG will need to ensure that as part of the arrangements and the ‘workplan’ approach to the scope of the
Joint Committee’s remit, the CCG members and the Governing Body are consulted on key issues at appropriate
points prior to final decisions being taken by the Joint Committee. The CCG’s representatives on the Joint
Committee ‐ Jo Webster (Chief Officer) and Dr Philip Earnshaw (Chair & Clinical Leader) ‐ will be responsible for
ensuring that the CCG members and the Governing Body are kept informed of the Joint Committee’s work and
progress.
Link to overarching principles
from the strategic plan:

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

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

Not applicable.

Not applicable.

DAC Beachcroft Solicitors
Healthy Futures Forum
CCG Governance Leads – West Yorkshire
Not applicable.

Reference document(s) /
enclosures:

Appendix A ‐ Joint Committee Terms of Reference
Appendix B ‐ Draft Memorandum of Understanding

Risk Assessment:

None identified

Finance/ resource implications:

None identified.











Report to NHS Wakefield Clinical Commissioning Group Governing Body
on
Proposed Collaborative Commissioning Arrangements (“Healthy Futures”)
for the
West Yorkshire and Harrogate CCGs
1.

2.

PURPOSE
1.1

The purpose of this paper is to update the Governing Body in relation to
the collaborative commissioning arrangements for West Yorkshire and
Harrogate CCGs and to seek the Governing Body’s endorsement for the
establishment by CCG members of a joint committee of the CCGs in West
Yorkshire and Harrogate (members of the Healthy Futures collaborative)
(the “Joint Committee”) as a committee of the CCG.

1.2

The Governing Body is asked to consider and endorse:
1.2.1

the establishment of the Joint Committee as a committee of the
CCG by the CCG members;

1.2.2

the terms of reference of the Joint Committee (at Appendix A to
this Paper);

1.2.3

the final draft Memorandum of Understanding (“MOU”) to be
entered into by the CCGs in relation to the collaborative
commissioning arrangements (at Appendix B to this Paper).

EXECUTIVE SUMMARY
2.1
The CCGs established a collaborative commissioning forum (the “Healthy
Futures Forum”) in summer 2016 to reflect the existing collaborative
approach of the CCGs, with each CCG delegating authority to make
decisions to its representative on the Healthy Futures Forum, and, where
agreed between the CCGs, to a lead commissioner.
2.2
The Healthy Futures Forum was the first stage of a two stage process to
strengthen collaborative commissioning arrangements across the CCGs.
The establishment of the Healthy Futures Joint Committee represents the
second stage of the process, whereby each CCG delegates authority to
the Healthy Futures Joint Committee (rather than individual
representatives) to make decisions on its behalf. The law states that a
joint committee of one or more CCGs must be established as a committee
of the participating CCGs, not the relevant governing bodies, therefore the
scope and remit of the Joint Committee will be a matter to be finally
approved by the CCG members (including proposed changes in scope in
future), following consideration and input from the Governing Body.
2.3
The establishment of the Joint Committee is a vital component of the West
Yorkshire & Harrogate Sustainability & Transformation Plan (“STP”) and
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2.4

2.5

3.

seeks to develop and strengthen joint commissioning on a ‘place’ basis, in
line with national policy and the objectives of the STP.
Although the Joint Committee will discuss and decide matters (within its
remit) on behalf of the CCGs, the CCGs will retain responsibility and
accountability in law, and therefore to patients, NHS England and other
stakeholders, for the commissioning decisions of the Joint Committee.
The CCG will need to ensure that as part of the arrangements and the
‘workplan’ approach to the scope of the Joint Committee’s remit, the CCG
members and the Governing Body are consulted on key issues at
appropriate points prior to final decisions being taken by the Joint
Committee. The CCG’s representatives on the Joint Committee - Jo
Webster (Chief Officer) and Dr Philip Earnshaw (Chair & Clinical Leader) will be responsible for ensuring that the CCG members and the Governing
Body are kept informed of the Joint Committee’s work and progress.

BACKGROUND
3.1
Guidance published by NHS England in December 2015 asked every
health and care system to come together to create their own plan for the
delivery of NHS England’s Five Year Forward View. These plans, known
as Sustainability and Transformation Plans (STPs), set out a clear vision
for how the challenges presented in the Five Year Forward View will be
met by 2020/21.
3.2
The West Yorkshire and Harrogate STP covers eleven clinical
commissioning groups (who buy care for local people), six local council
boundaries, as well as services provided by a number of health and social
care organisations.
3.3
The vision for West Yorkshire and Harrogate is for everyone to have the
best possible outcomes for their health and wellbeing. The nine priorities
are:
 Prevention
 Primary and community services
 Mental health
 Stroke
 Cancer
 Urgent and emergency care
 Specialised commissioning
 Hospitals working together
 Standardisation of commissioning policies
3.4
Realistic improvements are only achievable if we work together. This
means patients, the public, carers, staff, GPs, hospitals, councils, the
voluntary sector, commissioners and Healthwatch coming together to
improve local services.
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3.5

3.6

4.

1

In order to deliver the STP it has been recognised that CCGs need
establish appropriate governance arrangements to allow commissioners to
work more closely and take certain decisions collectively across West
Yorkshire and Harrogate.
The CCG’s Chair and Accountable Officer have been closely involved in
development of these arrangements. A draft of the Memorandum of
Understanding and Joint Committee terms of reference were shared with
CCGs during October 2016.
The feedback received has been
incorporated within the Memorandum of Understanding which is enclosed.

OVERVIEW OF MODEL
4.1

The CCGs have been working collaboratively through the Healthy Futures
Forum, and its predecessor known as ‘10CC’ for some time, and the
establishment of the Joint Committee represents the further development
of this collaborative working.

4.2

Commissioning through a joint committee represents a key change in the
way collaborative commissioning is undertaken. It is the Joint Committee
taking decisions that bind the CCG, not the CCG's individual
representative. This could result in situations where a CCG
representative's view is overruled by a majority on the Joint Committee
which would nevertheless bind that CCG.

4.3

The potential advantages of collaboratively commissioning through a Joint
Committee (as opposed to a forum model) include:
4.3.1

more efficient decision-making in terms of time and resources;

4.3.2

a reduction in variability of provider performance across the West
Yorkshire/Harrogate area; and

4.3.3

it reflects the overall direction of travel of the STP for effective
system leadership and place based commissioning.

4.4

Each CCG will establish the Joint Committee as a committee of that CCG
(rather than the CCG’s Governing Body). This is because the relevant
section of the NHS Act 2006 which allows CCGs to establish joint
committees for the purpose of jointly exercising their commissioning
functions1 states that this must be a committee of the CCGs themselves.

4.5

To ensure efficient decision-making by the Joint Committee, it is essential
to ensure that each CCG has delegated the same level of authority for the
same matters to the Joint Committee. As such, the MOU sets out a
‘workplan’ approach to the scope of decision-making by the Joint
Committee and to which all CCGs must agree.

Section 14Z3(2A) of the NHS Act 2006
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4.6

The CCGs may delegate the ultimate decision on a matter to the Joint
Committee but can agree that Governing Bodies or members input on
discussions and provide recommendations to the Joint Committee.

Memorandum of Understanding (“MOU”)
4.7

The CCG members will be asked to approve the final draft MOU set out at
Appendix B to this Paper and to delegate authority to the Chief Officer to
finalise the MOU and sign it on behalf of the CCG.

4.8

The MOU sets out the scope of the collaboration and incorporates the
terms of reference of the Joint Committee.

4.9

Key provisions in the MOU include:
4.9.1

the objectives of the collaboration, and roles and responsibilities
of the CCGs involved;

4.9.2

the decision-making
arrangements;

4.9.3

the terms of reference for the Joint Committee (see further below)
and the scope of its decision making;

4.9.4

the arrangements for the establishment of a Programme
Management Office to provide programme management support
to the CCGs and the Joint Committee;

4.9.5

the terms on which the host CCG (currently NHS Wakefield
CCG),will manage the Programme Management Budget on
behalf of the CCGs, the contributions of each CCG to that
Programme Management Budget and the oversight and
monitoring arrangements in relation to this;

4.9.6

how financial contributions and resources will be managed by the
host CCG of the arrangements (NHS Wakefield CCG as at the
commencement date);

4.9.7

how any disputes between the CCGs or ‘deadlock’ situations
(where the Joint Committee cannot reach a decision) will be
resolved; and

4.9.8

the circumstances in which the MOU can be terminated.

structure,

monitoring

and

reporting

Joint Committee Terms of Reference
4.10

The Joint Committee Terms of Reference set out the voting arrangements,
membership, quorum etc of the Joint Committee, including reporting
arrangements as between the Joint Committee, CCG members and
Governing Bodies.
Page 4 of 7

4.11

The Joint Committee will comprise two voting representatives of each
CCG, and three (non-voting) lay representatives appointed by the CCGs
via an open application process.

4.12

The CCG’s representatives on the Joint Committee will be Jo Webster
(Chief Officer) and Dr Philip Earnshaw (Chair & Clinical Leader).

4.13

The role of the lay representatives will be to bring strategic insight and
impartiality to the Joint Committee, acting as ‘critical friends’. The lay Chair
will be independent of any of the CCG members of the collaborative. The
two additional lay representatives will be existing lay members from CCGs
who are members of the collaborative, but will not be gathering views from
their ‘home’ CCGs: they will act independently to provide impartial
challenge to the Joint Committee.

4.14

Each CCG will be entitled to exercise one vote. This means that the two
representatives of each CCG will have to be in agreement when
exercising their CCG’s vote. It will therefore be important for the CCG
representatives to canvass views from their nominating CCGs prior to
meetings of the Joint Committee, and discuss and consider agenda
matters in advance of meetings.

Annual workplan – scope of Joint Committee decision-making

5.

4.15

The MOU provides for an annual ‘workplan’ to be developed by the Joint
Committee for each financial year, which will set out the scope of the Joint
Committee’s work (i.e. matters to be delegated to the Joint Committee or a
lead commissioner / contractor by each CCG) and those matters which
will be reserved to individual CCGs.

4.16

The annual workplan will be recommended to each CCG for approval prior
to the start of the relevant financial year. Each CCG will need to ensure
that the approved annual workplan is reflected in its internal governance
arrangements, including for example ensuring that the scheme of
reservation and delegation is updated accordingly.

NEXT STEPS
5.1

Once the Governing Body resolves to endorse the arrangements as set
out in paragraph 1.2 above:
5.1.1

The CCG members will be asked to establish the Joint
Committee, approve the terms of reference and the draft MOU
and to delegate authority to the Chief Officer to finalise and sign
the MOU on behalf of the CCG; and

5.1.2

it is intended that the Joint Committee will hold its first meeting in
April 2017, subject to establishment of the Joint Committee as a
committee of each other participating CCG.
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APPENDIX A – TERMS OF REFERENCE FOR JOINT COMMITTEE
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HEALTHY FUTURES – WEST YORKSHIRE & HARROGATE
TERMS OF REFERENCE OF THE JOINT COMMITTEE

1. ROLE OF THE JOINT COMMITTEE
The overarching role of the Joint Committee is to take efficient and effective commissioning
decisions on a place basis, where appropriate and in accordance with the delegation of
authority from each Party, and, in doing so, to support the aims and objectives of the STP as
set out in Schedule 7. The Joint Committee shall have regard to the Parties' respective
statutory duties in fulfilling its role and taking Joint Committee Decisions.
2. TERMS OF REFERENCE OF THE JOINT COMMITTEE
Frequency and notice of meetings
2.1.

Meetings shall be held monthly or other such frequency as agreed by the
Parties.

2.2.

Meetings may be held by telephone or video conference. Joint Committee
Members may participate (and count towards quorum) in a face-to-face meeting
via telephone.

2.3.

The Chair shall set the agenda and arrange for the circulation of any papers to
be considered at least five Working Days prior to the meeting.

2.4.

Meetings of the Joint Committee shall be open to the public save where the Joint
Committee resolves to exclude members of the public from any meeting or part
of a meeting on the grounds that publicity would be prejudicial to the public
interest by reason of the confidential nature of the business to be transacted, or
there are special reasons as stated in the resolution and arising from the nature
of the business of the proceedings.

2.5.

The Chair may exclude any member of the public from a meeting of the Joint
Committee if they are interfering with or preventing the proper or reasonable
conduct of that meeting.

2.6.

Members of the public or representatives of the press may not record
proceedings in any manner whatsoever, other than writing, or make any oral
report of the proceedings as they take place, without the prior written agreement
of the Chair.

2.7.

The right of attendance at meetings by members of the public as referred to in
paragraph 2.4 does not give the right to such members of the public to ask
questions or otherwise participate in that meeting, unless invited to do so by the
Chair.

Joint Committee Members and attendees
2.8.

The Joint Committee Members shall comprise:
2.8.1.

two voting representatives appointed by each Party; and

2.8.2.

three non-voting lay representatives (appointed by the Parties via an
open application process) to comprise:
(a)
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one lay representative who is independent of any of the
Parties (the “Independent Lay Representative”); and

(b)

two lay representatives who are existing lay members of a
Party's governing body (provided that the two lay
representatives shall not be lay members of the same Party).

2.9.

The Joint Committee shall invite a representative of NHS England to attend
meetings and may invite other persons to attend meetings as it deems
appropriate.

2.10.

No such persons invited to attend meetings shall be able to vote on a matter.

Quorum
2.11.

Meetings of the Joint Committee shall be quorate when at least 75% of the Joint
Committee Members are present.

2.12.

In circumstances where a Joint Committee Member who is not a lay
representative is unable to attend a meeting, or they have a conflict of interest
which required them to be excluded from a meeting, the nominating Party may
send to a meeting of the Joint Committee a deputy (a "Deputy") to take the place
of the Joint Committee Member. Where a Party sends a Deputy to take the place
of the Joint Committee Member, the references in this paragraph 2 to Joint
Committee Members shall be read as references to the Deputy. Parties must
ensure that a Deputy attending a meeting of the Joint Committee has the
necessary delegated authority.

Voting
2.13.

The Joint Committee Members nominated by each Party (referred to in
paragraph 2.8.1 above) shall have one vote between them, so that there is one
vote per Party. The lay representative Joint Committee Members shall not vote
on any matter.

2.14.

Joint Committee Decisions will be made by 75% majority of those Joint
Committee Members voting and present at the meeting.

2.15.

In circumstances where there is an equality of votes, the Parties agree that the
matter will be referred to dispute resolution.

2.16.

The validity of any act of the Joint Committee shall not be affected by any defect
in its constitution, by any vacancy among the Joint Committee Members or by
any defect in the appointment of any of its Joint Committee Members.

Chair
2.17.

The Independent Lay Representative shall be appointed Chair of the Joint
Committee. The Joint Committee will appoint another of the Joint Committee
Members to act as Deputy Chair.

Administration
2.18.

The Programme Management Office shall provide administrative support and
advice to the Joint Committee including but not limited to:
2.18.1.

taking the minutes and keeping a record of matters arising and issues
to be carried forward;

2.18.2.

maintaining a register of interests for Joint Committee Members; and

2.18.3.

advising the Joint Committee and attendees if relevant as appropriate
on best practice, national guidance and other relevant documents.
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Duties
2.19.

The Joint Committee will:
2.19.1.

make Joint Committee Decisions (as set out in Schedule 4 and/or the
Annual Workplan); and

2.19.2.

undertake actions as set out in this Agreement.

Relationship with the Parties
2.20.

Minutes of meetings of the Joint Committee shall be provided to the members
and/or governing bodies of the Parties.

2.21.

The Joint Committee shall produce, with the support of the Programme
Management Office, an annual report of the work of the Joint Committee which
shall be provided to the members and /or governing bodies of each Party.

Special Meetings
2.22.

Special meetings of the Joint Committee on any matter may be called by any of
the Parties acting through its Joint Committee Member by giving at least fortyeight (48) hours’ notice by e-mail to the other Joint Committee Members in the
following circumstances:
2.22.1.

where that Party has concerns relating to the safety and welfare of
Service Users under any Commissioning Contract(s);

2.22.2.

in response to a quality, performance or financial query by any
Regulatory or Supervisory Body;

2.22.3.

to convene a meeting under Clause Error! Reference source not
found. (Dispute Resolution) of the Agreement; and/or

2.22.4.

for the consideration of any matter which that Party considers of
sufficient urgency and importance that its consideration cannot wait
until the date of the next meeting.

Conflicts of Interest
2.23.

Each Joint Committee Member must abide by all policies of the Party it
represents in relation to conflicts of interest.

2.24.

Where any Joint Committee Member has an actual or potential conflict of interest
in relation to any matter under consideration at any meeting, the Chair (in their
discretion) shall decide, having regard to the nature of the potential or actual
conflict of interest, whether or not that Joint Committee Member may participate
and/or vote in meetings (or parts of meetings) in which the relevant matter is
discussed. Where the Chair decides to exclude a Joint Committee Member, the
relevant Party may send a Deputy to take the place of the conflicted Joint
Committee Member in relation to that matter in accordance with paragraph 2.12.

Review
2.25.

These terms of reference shall be reviewed by the Joint Committee at least
annually and any consequential amendments approved by each Party’s
members.
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THIS AGREEMENT is dated the

day of

[2016]

BETWEEN
(1)

NHS Airedale, Wharfedale and Craven Clinical Commissioning Group whose
principal office is at Millennium Business Park, Station Road, Steeton, West
Yorkshire, BD20 6RB ("Airedale, Wharfedale and Craven CCG");

(2)

NHS Bradford City Clinical Commissioning Group whose principal office is at
Douglas Mill, Bowling Old Lane, Bradford, West Yorkshire, BD5 7JR ("Bradford City
CCG");

(3)

NHS Bradford Districts Clinical Commissioning Group whose principal office is at
Douglas Mill, Bowling Old Lane, Bradford, West Yorkshire, BD5 7JR ("Bradford
Districts CCG");

(4)

NHS Calderdale Clinical Commissioning Group whose principal office is at 5th
Floor, F Mill, Dean Clough Mills, Halifax, West Yorkshire, HX3 5AX ("Calderdale
CCG");

(5)

NHS Greater Huddersfield Clinical Commissioning Group whose principal office
is at Broad Lea House, Dyson Wood Way, Bradley, Huddersfield, West Yorkshire,
HD2 1GZ ("Greater Huddersfield CCG");

(6)

NHS Harrogate and Rural District Clinical Commissioning Group whose principal
office is at 1 Grimbald Crag Court, St James Business Park, Knaresborough, North
Yorkshire, HG5 8QB ("Harrogate and Rural District CCG");

(7)

NHS Leeds North Clinical Commissioning Group whose principal office is at
Leafield House, 107-109 King Lane, Leeds, West Yorkshire, LS17 5BP ("Leeds
North CCG");

(8)

NHS Leeds South and East Clinical Commissioning Group whose principal office
is at 3200 Century Way, Thorpe Park, Leeds, West Yorkshire, LS15 8ZB ("Leeds
South and East CCG");

(9)

NHS Leeds West Clinical Commissioning Group whose principal office is at Suites
2-4, Wira House, Wira Business Park, Leeds, West Yorkshire, LS16 6EB ("Leeds
West CCG");

(10)

NHS North Kirklees Clinical Commissioning Group whose principal office is at 4th
Floor, Empire House, Wakefield Old Road, Dewsbury, West Yorkshire, WF12 8DJ
("North Kirklees CCG"); and

(11)

NHS Wakefield Clinical Commissioning Group whose principal office is at White
Rose House, West Parade, Wakefield, West Yorkshire, WF1 1LT ("Wakefield CCG"),

each a "Party" and together the "Parties".
BACKGROUND
(A)

The Parties wish to enter into an arrangement to collaboratively commission the
delivery of healthcare services across the geographic area covered by the Parties.

(B)

Under ’Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/211
published in December 2015, all health and care systems nationally must produce a
Sustainability and Transformation Plan, setting out how they will accelerate its
implementation of the Five Year Forward View up to 2021.

FINAL STAGE 2 MOU FOR HEALTHY FUTURES 211116

Page 1 of 44

(C)

This Agreement sets out a framework for collaborative decision-making by the Parties
and will play a crucial role in underpinning Sustainability and Transformation Plans
across the West Yorkshire and Harrogate geography.

IT IS AGREED:
1.

DEFINITIONS AND INTERPRETATION
1.1

In this Agreement unless the context otherwise requires the following words
and expressions shall have the following meanings:

"Agreement"

this agreement between the Parties comprising these
terms and conditions, together with the Schedules;

"Annual Contribution"

the annual financial contribution of each Party (as set out
in Schedule 6) to the Programme Management Budget
and such other costs of the Collaborative as the Joint
Committee may agree;

"Annual Workplan"

has the meaning set out in paragraph 2.1 of Schedule 4
and shall mean the annual workplan in force in the
relevant financial year;

"CCG Decisions"

has the meaning set out in Clause 6.1.1;

“Claim”

any legal proceedings or claim including but not limited to:
(a)

pre-action correspondence and claims for judicial
review and any enforcement action brought by the
Information Commissioner; and

(b)

any referral of a dispute to the Secretary of State
for Health in accordance with section 9(6) of the
National Health Service Act 2006;

"Clinical Chair"

the GP chair of a Party;

"Collaborative"

the collaborative commissioning arrangements set out in
this Agreement;

"Commencement Date"

1 April 2017;

"Commissioning Contract"

any agreement with a Provider for any Services listed in
the Annual Workplan;

"Commissioning Contract
Variation Report"

has the meaning set out in Clause 10.8;

"Data Protection
Legislation"

the Data Protection Act 1998, the Data Protection
Directive (95/46/EC), the General Data Protection
Regulation (Regulations (EU) 2016/679 of the European
Parliament and of the Council of 27 April 2016) once in
application, the Regulation of Investigatory Powers Act
2000, the Telecommunications (Lawful Business Practice)
(Interception of Communications) Regulations 2000 (SI
2000/2699), the Electronic Communications Data
Protection Directive (2002/58/EC), the Privacy and
Electronic Communications (EC Directive) Regulations
2003 (SI 2426/2003), the common law duty of
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confidentiality and all applicable laws and regulations
relating to the processing of personal data and privacy,
including where applicable the guidance and codes of
practice issued by the Information Commissioner;
"Defaulting Party"

a Party that commits a persistent or material breach of this
Agreement;

"Deputy"

has the meaning in paragraph 2.12 of Schedule 3;

"First MoU"

the memorandum of understanding entered into by the
Parties dated 14 June 2016 in respect of collaborative
commissioning across West Yorkshire and Harrogate;

"Exiting Party"

has the meaning in Clause 15.1;

“Expiry Date”

31 March 2019;

"FOIA"

the Freedom of Information Act 2000, as amended from
time to time;

"Functions"

the statutory functions of each of the Parties in relation to
the provision of, or making arrangements for the provision
of, the Services;

"Guidance"

any applicable health or social care guidance, guidelines,
direction or determination, framework, code of practice,
standard or requirement to which the Parties and/or a
Provider have a duty to have regard (and whether
specifically mentioned in a relevant Commissioning
Contract or not), to the extent that the same are published
and publicly available or the existence or contents of them
have been notified to the Provider by the Parties and/or
any relevant Regulatory or Supervisory Body;

“Holding”

in relation to each of the Parties, the percentage by value
attributable to it of the annual contract value of the
relevant Commissioning Contract, calculated at the start
of the relevant financial year;

"Host Party"

the Party which hosts the Programme Management Office
from time to time, being NHS Wakefield CCG as at the
Commencement Date;

"Initial Term"

the period beginning on the Commencement Date and
ending on the Expiry Date;

"Joint Committee"

the joint committee established by the Parties for the
purpose of the Collaborative;

"Joint Committee
Decisions"

has the meaning set out in Clause 6.1.2;

“Joint Committee
Member”

means the nominated representative of a Party who is a
member of the Joint Committee, in accordance with the
terms of reference set out in Schedule 3;

"Law"

(a)
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delegated or subordinate legislation or regulation;
(b)

any enforceable EU right within the meaning of
section 2(1) European Communities Act 1972;

(c)

any applicable judgment of a relevant court of law
which is a binding precedent in England and
Wales;

(d)

Guidance;

(e)

National Standards; and

(f)

any applicable code,

in each case in force in England and Wales;
"Lead
Commissioner/Contractor"

in relation to a particular service, the Party listed as the
lead commissioner/contractor in Schedule 4 and/or the
Annual Workplan;

"Lead
Commissioner/Contractor
Decisions"

has the meaning set out in Clause 6.1.3;

"National Standards"

those standards applicable to the Provider under the Law
and/or Guidance as amended from time to time;

"Personal Data"

has the meaning given to it in the Data Protection
Legislation;

“Programme Management
Budget”

the budget for the Programme Management Costs in each
financial year, to be agreed by the Joint Committee in
accordance with Clause 8.3.4;

"Programme Management
Office"

the programme management office providing Programme
Management Support to the Collaborative and the Joint
Committee;

"Programme Management
Support"

the programme management support provided to the
Collaborative and the Joint Committee by the Programme
Management Office as further detailed in Schedule 5;

"Provider"

a provider under any Commissioning Contract as may be
set out in the Annual Workplan;

"Regulatory or
Supervisory Body"

any statutory or other body having authority to issue
guidance, standards or recommendations with which the
relevant Party must comply or to which it must or should
have regard, including:
(a)

Care Quality Commission;

(b)

NHS Improvement (the umbrella name for Monitor
and the NHS Trust Development Authority);

(c)

NHS England;

(d)

the Department of Health;
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2.

(e)

NICE; and

(f)

HealthWatch England;

"Services"

the services described in the Annual Workplan;

"Service Users"

any individual for whose benefit the Services are provided;

“STP”

the Sustainability and Transformation Plan for West
Yorkshire;

"Terminating Party"

a Party exercising its rights to terminate this Agreement in
accordance with Clauses 14.4 or 14.5;

"Variation"

an addition, deletion or amendment in the Clauses of or
Schedules or Appendices to this Agreement, agreed to be
made by the Parties in accordance with Clause 10
(Variations); and

"Variation Report"

has the meaning in Clause 10.3;

"Working Day"

any day other than Saturday, Sunday, a public or bank
holiday in England and Wales.

1.2

References to statutory provisions shall be construed as references to those
provisions as respectively amended or re-enacted (whether before or after
the Commencement Date) from time to time.

1.3

The headings of the Clauses in this Agreement are for reference purposes
only and shall not be construed as part of this Agreement or deemed to
indicate the meaning of the relevant Clauses to which they relate. Reference
to Clauses are clauses in this Agreement.

1.4

References to Schedules are references to the schedules to this Agreement
and a reference to a Paragraph is a reference to the paragraph in the
Schedule containing such reference. References to Appendices are
references to the appendices to this Agreement.

1.5

References to a person or body shall not be restricted to natural persons and
shall include a company, corporation or organisation.

1.6

Words importing the singular number only shall include the plural.

1.7

Where anything in this Agreement requires the mutual agreement of the
Parties, then unless the context otherwise provides, such agreement must be
in writing.

1.8

If there is any conflict between the terms of this Agreement and the terms of
a Commissioning Contract in respect of a particular Service, the terms of the
Commissioning Contract will prevail.

1.9

If there is any conflict between the Clauses of this Agreement and the
provisions of any Schedule or Appendix to this Agreement, the Clauses of
this Agreement will prevail.

DURATION OF THE AGREEMENT
2.1

This Agreement comes into effect on the Commencement Date and shall
remain in force until the Expiry Date, subject to earlier termination in
accordance with Clause 14 (Termination) and any extension agreed in
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accordance with Clause 2.2. The Parties agree that the First MoU is hereby
terminated and this Agreement shall supersede it in accordance with Clause
24.
2.2

3.

The Parties may agree in writing to extend the Initial Term any number of
times but each time by a period of up to twelve (12) months. The Agreement
shall expire automatically without notice at the end of the extended term
(subject to earlier termination in accordance with Clause 14 (Termination)).

PRINCIPLES OF COLLABORATION
3.1

In performing their respective obligations under this Agreement, the Parties
must:
3.1.1

adhere to the principles and objectives set out in Schedule 7;

3.1.2

act in the best interests of Service Users and the public;

3.1.3

at all times act in good faith towards each other;

3.1.4

collaborate and co-operate to work towards ensuring that the
commissioning ambitions and intentions of each of the Parties are
met;

3.1.5

be ambitious for the populations the Parties serve and the staff the
Parties employ;

3.1.6

undertake shared analysis of problems and issues as the basis of
taking action;

3.1.7

act in a timely manner and recognise the time-critical nature of the
Commissioning Contracts and respond accordingly to requests for
support;

3.1.8

be accountable by taking on, managing and accounting to the
other Parties for the performance of their respective roles and
responsibilities set out in this Agreement;

3.1.9

learn from best practice of other commissioning organisations and
seek to develop as a collaborative to achieve the full potential of
the relationship;

3.1.10

share information, experience, materials and skills to learn from
each other and develop effective working practices, work
collaboratively to identify solutions, eliminate duplication of effort,
mitigate risk and reduce cost;

3.1.11

adopt a positive outlook and behave in a positive, proactive
manner;

3.1.12

act in an inclusive manner with regards to collaboration;

3.1.13

adhere to statutory powers, requirements and best practice to
ensure compliance with applicable laws and standards including
those governing procurement, data protection and freedom of
information;

3.1.14

manage internal and external stakeholders effectively;

3.1.15

work toward a reduction in health inequality and improvement in
health and well-being;

3.1.16

focus on quality;
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4.

5.

3.1.17

seek best value for money, productivity and effectiveness;

3.1.18

develop towards a level of commissioning that is equal to best
international practice; and

3.1.19

promote innovation.

OBJECTIVES OF COLLABORATION
4.1

The Parties agree that, with effect from the Commencement Date, the main
objective of the Collaborative is to develop and implement the Sustainability
and Transformation Plan for the people of West Yorkshire and Harrogate and
improve effective governance structures for place based commissioning
through those arrangements to effect such Plan, in line with the principles
and objectives set out in Schedule 7.

4.2

The Parties agree to seek to achieve the main objective of the Collaboration
through:
4.2.1

planning for the provision of the Services to meet the health needs
of the relevant local population on a place basis in accordance
with the Parties' respective commissioning intentions and
ambitions and statutory functions and duties;

4.2.2

agreeing the extent of the
Commissioning Contracts;

4.2.3

managing and maintaining the Commissioning Contracts,
including in respect of quality standards, observance of service
specifications, and monitoring of activity and finance, so as to
obtain best performance, quality and value from the Services; and

4.2.4

managing variations to the Commissioning Contracts in
accordance with national policy, the needs of Service Users and
clinical developments.

Services,

and

procuring

the

ROLES AND RESPONSIBILITIES
5.1

The Parties agree that where a Deputy assumes the role of its nominated
Joint Committee Member for a meeting, all references in this Agreement to a
Joint Committee Member that are relevant to the meeting will be read as
referring to the Deputy.

5.2

Each Party must:
5.2.1

ensure its Joint Committee Members attend every meeting of the
Joint Committee;

5.2.2

ensure its Joint Committee Members have considered all
documentation and are prepared to discuss matters at meetings of
the Joint Committee;

5.2.3

make all reasonable efforts to inform the Chair in advance if its
Joint Committee Member or Deputy is unable to attend meetings
of the Joint Committee;

5.2.4

ensure it engages with all other Parties in matters related to the
Collaborative;

5.2.5

communicate openly and in a timely manner about concerns,
issues or opportunities relating to this Agreement; and
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5.2.6

6.

respond promptly to all requests for, and promptly offer,
information or proposals relevant to the operation of the
Collaborative.

GOVERNANCE AND MONITORING ARRANGEMENTS
6.1

The Parties agree that, for matters relating to the Services, there are three
different levels of decision-making:
6.1.1

those decisions reserved to each Party ("CCG Decisions");

6.1.2

those decisions which are delegated by each Party to the Joint
Committee ("Joint Committee Decisions"); and

6.1.3

those decisions which are delegated to the Lead
Commissioner/Contractor by each Party, if relevant ("Lead
Commissioner/Contractor Decisions").

6.2

Where, in relation to a particular Service, a Lead Commissioner/Contractor is
not appointed, there will be no Lead Commissioner/Contractor Decisions.

6.3

The following diagram illustrates the levels of decision-making:

CCG

CCG

CCG Decisions

Joint Committee Decisions

Joint Committee

Lead
Commissioner/
Contractor

6.4

CCG

Lead
Commissioner/Contractor
Decisions

The Parties agree that matters that are not related to the Services ("NonService Specific Matters") shall be dealt with in accordance with Clause
6.9.3.

CCG Decisions
6.5

Each Party must ensure that the matters set out as CCG Decisions in
Schedule 4 and/or the Annual Workplan reserved to each Party (or governing
body or committee of each Party as appropriate).

6.6

The Parties agree that neither a Lead Commissioner/Contractor nor the Joint
Committee has delegated authority to make CCG Decisions.
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6.7

Each Party shall put in place mechanisms to ensure CCG Decisions are
notified to:
6.7.1

the Lead Commissioner/Contractor (if relevant); or

6.7.2

the relevant Provider,

for action to be taken under the relevant Commissioning Contract, if
appropriate.
6.8

Each Party shall report to the Joint Committee through its Joint Committee
Member any CCG Decisions that affect the Collaborative.

Joint Committee Decisions
6.9

Each Party must:
6.9.1

appoint two representatives to represent it as Joint Committee
Members;

6.9.2

provide the names and contact details of its nominated Joint
Committee Members and Deputy in Schedule 1;

6.9.3

ensure that the matters set out as:
(a)

Joint Committee Decisions in Schedule 4 and/or the
Annual Workplan; and

(b)

the Non-Service Specific Matters set out in Schedule 2,

are delegated effectively and lawfully to the Joint Committee such
that the Joint Committee has the appropriate authority to bind that
Party in relation to Joint Committee Decisions and Non-Service
Specific Matters;
6.9.4

ensure that the relevant Joint Committee Members are sufficiently
appraised of the scope of the delegation by the relevant Party to
the Joint Committee in relation to Joint Committee Decisions
relating to the relevant Service and the Non-Service Specific
Matters; and

6.9.5

ensure the relevant Joint Committee Members are able to give
and receive notices and other communications that relate to the
relevant Service.

6.10

Where a Party sends a Deputy to meetings of the Joint Committee in place of
a Joint Committee Member in accordance with paragraph 1.7 of Schedule 3,
the Parties shall ensure that the Deputy assumes the role of the Joint
Committee Member for that meeting.

6.11

The Parties acknowledge and agree that:

6.12

6.11.1

the terms of reference of the Joint Committee will be as set out in
Schedule 3; and

6.11.2

it is the Joint Committee that makes Joint Committee Decisions
which bind the Parties and not the Joint Committee Members
nominated by each Party.

The Parties agree that a Lead Commissioner/Contractor does not have
delegated authority to make Joint Committee Decisions.
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6.13

The Joint Committee shall implement reporting mechanisms to ensure that
Joint Committee Decisions are notified to:
6.13.1

the Lead Commissioner/Contractor (if relevant); or

6.13.2

the Provider,

for action to be taken under the relevant Commissioning Contract, if relevant;
and
6.13.3

each Party for onward dissemination to its members and
governing body, as each Party deems appropriate.

Lead Commissioner/Contractor Decisions
6.14

Where the Parties have appointed a Lead Commissioner/Contractor for a
Service, each Party must ensure that the matters set out as Lead
Commissioner/Contractor Decisions Schedule 4 and/or the Annual Workplan
are delegated effectively and lawfully to the Lead Commissioner/Contractor.

6.15

Subject to Clause 6.14, the Parties acknowledge that where the Parties have
appointed a Lead Commissioner/Contractor for a Service, the Lead
Commissioner/Contractor is able to:

6.16
7.

6.15.1

make Lead Commissioner/Contractor Decisions and such
decisions will bind all of the Parties in relation to the Service; and

6.15.2

take action under the Commissioning Contracts in relation to Lead
Commissioner/Contractor Decisions without reference to the
Parties or the Joint Committee; and

6.15.3

implement Joint Committee Decisions as directed by the Joint
Committee.

The Lead Commissioner/Contractor shall report to the Joint Committee in
accordance with the reporting requirements set out in the Annual Workplan.

INSPECTION
The Parties shall co-operate with any investigation undertaken by any Regulatory or
Supervisory Body in respect of any of the Services.

8.

COLLABORATIVE COSTS AND RESOURCES
8.1

The Parties agree that payments due under Commissioning Contracts shall
be made in accordance with the provisions of the relevant Commissioning
Contract.

8.2

The Parties agree that the Host Party shall host the Programme Management
Office which shall provide Programme Management Support to the
Collaborative and the Joint Committee as set out in Schedule 5. Such hosting
shall include the employment and/or engagement of staff.

8.3

The Parties agree that:
8.3.1

the Host Party shall manage the Programme Management Budget
on behalf of the Parties;

8.3.2

each Party shall make an Annual Contribution to the Host Party in
respect of the Programme Management Budget in accordance
with this Clause 8 and Schedule 6;
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8.4
9.

8.3.3

the Programme Management Budget shall include (but not be
limited to) costs which fall into the categories set out in Schedule
6;

8.3.4

the Joint Committee may agree that costs which do not fall within
the categories set out in Schedule 6 will be shared between the
Parties and may determine the proportions in which such costs
shall be shared between the Parties; and

8.3.5

at least 30 days prior to the start of each financial year, the Joint
Committee shall agree:
(a)

the Programme Management Budget for the next
financial year; and

(b)

the proportions in which the Parties shall make
Annual
Contributions
to
the
Programme
Management Budget in the forthcoming financial
year.

The provisions of Schedule 6 shall apply in relation to the management of the
Programme Management Budget.

INDEMNITY
9.1

Nothing in this Agreement shall affect the liabilities of the Parties to the
Service Users in respect of their Functions.

9.2

Each Party undertakes to indemnify each other Party against all actions,
proceedings, costs, claims, demands, liabilities, losses and expenses,
whether arising in tort (including negligence) or as a result of default or
breach of this Agreement, to the extent that any loss or claim is due to the
breach of contract, negligence, wilful default or fraud of the indemnifying
Party (or its employees, agents or sub-contractors), except to the extent that
the loss or claim is directly caused by or directly arises from the negligence,
breach of this Agreement, or applicable Law by the indemnified Party or (or
its employees, agents or sub-contractors).

9.3

Each
Party
further
undertakes
to
indemnify
the
Lead
Commissioner/Contractor against any liability, damages, costs, claims or
proceedings arising out of or in connection with any act or omission (which is
not recklessly negligence, fraudulent or involving criminal liability) committed
or omitted by it during the course of performing its obligations under this
Agreement, provided that the liability of each Party under such indemnity will
be limited to the proportion of the total amount from time to time indemnified
under this Clause 9.3 equal to that Party’s Holding.

9.4

In the event that any Party (or Parties) receives a Claim against it which
relates to a decision of the Joint Committee made on behalf of that Party (or
Parties) (the “Receiving Party”) in accordance with this Agreement, then the
Receiving Party shall inform the Joint Committee as soon as reasonably
practicable. Notwithstanding that such Claims shall be responded to by the
Receiving Party, each Party agrees (whether through the Joint Committee or
otherwise) to assist and co-operate with the Receiving Party to enable the
Receiving Party to respond to the Claim.

9.5

Each Party shall bear its own costs and expenses incurred in connection with
responding to any Claims received by it which relate to decisions of the Joint
Committee made on its behalf or otherwise.
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9.6

10.

Each Party shall ensure that it maintains appropriate insurance arrangements
in respect of employer's liability, liability to third parties and all other potential
liability under this Agreement.

VARIATIONS
10.1

If at any time during the term of this Agreement any Party requests in writing
any Variation to this Agreement (which may include changes required as a
result of a change in law), Clauses 10.3 to 10.7 shall apply.

10.2

If at any time during the term of this Agreement any Party requests in writing
any variation to a Commissioning Contract, Clauses 10.8 to 10.10 shall
apply.

Variations to this Agreement
10.3

The Party proposing the Variation shall provide a report in writing to the Joint
Committee (the "Variation Report”) setting out:
10.3.1

the Variation proposed;

10.3.2

the date upon which the Variation is to take effect;

10.3.3

a statement of the impact the Variation will have on, and any
change required to, this Agreement;

10.3.4

a statement on the individual responsibilities of the Parties for any
implementation of the Variation; and

10.3.5

details of any proposed staff and employment implications.

10.4

Following receipt by the Joint Committee of the Variation Report and allowing
twenty (20) Working Days in which to consider the Variation Report, the Joint
Committee shall meet to discuss the proposed Variation and acting
reasonably and in good faith shall use reasonable endeavours to agree the
Variation.

10.5

Where the Joint Committee is unable to agree on the terms of the Variation
then any Party may refer the matter to dispute resolution under Clause 12
(Dispute Resolution).

10.6

All Variations made to this Agreement shall be agreed between the Parties.
Such Variations to this Agreement are only to be effective if made in writing
and signed by all the Parties.

10.7

Variations to this Agreement shall be appended to this Agreement at
Schedule 8 (Variations).

Variations to a Commissioning Contract
10.8

The Party proposing any variation to a Commissioning Contract shall provide
a report (the "Commissioning Contract Variation Report”) in writing to the
Lead Commissioner/Contractor (if relevant) or the Joint Committee (if there is
no Lead Commissioner/Contractor) setting out:
10.8.1

the variation proposed;

10.8.2

the date upon which the variation is to take effect; and

10.8.3

a statement on the individual responsibilities of the Parties for any
implementation of the variation.
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11.

12.

13.

10.9

Following receipt by the Joint Committee or Lead Commissioner/Contractor
(as relevant) of the Commissioning Contract Variation Report and allowing
twenty (20) Working Days in which to consider the Commissioning Contract
Variation Report, the Joint Committee shall meet to discuss the proposed
variation.

10.10

Where the variation is agreed by the Joint Committee, the Lead
Commissioner/Contractor (if relevant) or the Party proposing (if there is no
Lead Commissioner/Contractor) the variation shall put the variation to the
Provider in accordance with the relevant provisions of the Commissioning
Contract.

NOTICES
11.1

Any notices to be given under the Agreement must be in writing and served
on the Parties' first named Joint Committee Member in Schedule 1 either by
hand, post, or e-mail to the address for that Joint Committee Member as set
out in Schedule 1.

11.2

Notices:
11.2.1

by post will be effective upon the earlier of actual receipt, or five
(5) Working Days after mailing;

11.2.2

by hand will be effective upon delivery;

11.2.3

by e-mail will be effective when sent in legible form subject to no
automated response being received.

DISPUTE RESOLUTION
12.1

Where any dispute arises between the Parties including the Lead
Commissioner/Contractor (if relevant) or where the Joint Committee cannot
reach a decision in accordance with its terms of reference, the Parties must
use their best endeavours to resolve that dispute on an informal basis at the
next meeting of the Joint Committee.

12.2

Where any matter referred to dispute resolution is not resolved under Clause
12.1, any Party in dispute may refer the dispute to the Accountable Officers
of the relevant Parties, who will cooperate in good faith to recommend a
resolution to the dispute within ten (10) Working Days of the referral.

12.3

If the dispute is not resolved under Clauses 12.1 and 12.2, any Party in
dispute may refer the dispute to NHS England and each Party will co-operate
in good faith with NHS England to agree a resolution to the dispute within ten
(10) Working Days of the referral.

12.4

Any referral to NHS England under Clause 12.3 shall be to Director of
Commissioning, NHS England.

12.5

Where any dispute is not resolved under Clauses 12.1 to 12.4, any Party in
dispute may refer the matter for mediation arranged by an independent third
party and any agreement reached through mediation must be set out in
writing and signed by the Parties in dispute.

JOINING THE COLLABORATIVE
13.1

A clinical commissioning group that wishes to join the Collaborative may do
so, subject to:
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13.2

14.

13.1.1

that Party agreeing to be bound by the terms of this Agreement
and entering into a Memorandum of Adherence in the form set out
in Schedule 9; and

13.1.2

the agreement of all the existing Parties.

The Parties agree that statutory successor bodies to any one or more of the
Parties shall be deemed to be Parties to this Agreement and the agreement
of the remaining Parties in accordance with Clause 14.1 is not required. For
the avoidance of doubt, this includes an organisation formed as a result of
the merger of two or more Parties.

TERMINATION
Termination of this Agreement
14.1

The Parties may agree in writing at any time to terminate this Agreement
from such date as may be agreed between the Parties.

Termination of a Defaulting Party
14.2

The remaining Parties acting in agreement may, at any time terminate a
Defaulting Party's participation in the Agreement by notice in writing to the
Defaulting Party where such default is not capable of remedy or, where
capable of remedy, has not been remedied within two (2) weeks of the
Defaulting Party receiving notification of such default.

14.3

The Parties agree that a failure of a Party's Joint Committee Member or
Deputy to attend three meetings (whether consecutive or otherwise) of the
Joint Committee in any one financial year shall constitute a default which is
not capable of remedy in accordance with Clause 14.2.

Termination of a Party in relation to a Service
14.4

Where a Party terminates its participation in a Commissioning Contract, that
Party's participation in matters relating to the relevant Service and that
Party's inclusion in the Annual Workplan in relation to the Service shall
automatically terminate on the same date.

Termination of a Party's participation in this Agreement

15.

14.5

Any Party may terminate its participation in this Agreement by giving the
other Parties notice in writing if that Party's fulfilment of its obligations
hereunder would be in contravention of any guidance from any Secretary of
State, regulations or legislation issued or enacted after the Commencement
Date.

14.6

Upon termination in accordance with Clauses 14.2, 14.4 or 14.5, this
Agreement shall partially terminate as between the remaining Parties and the
Defaulting Party or Terminating Party (as the case may be) only. For the
avoidance of doubt, this Agreement shall continue in force as between the
remaining Parties notwithstanding any partial termination in respect of any
one or more Parties and the remaining Parties shall effect such amendments
to this Agreement as may be necessary in accordance with Clause 10
(Variations).

CONSEQUENCES OF EXPIRY, TERMINATION OR PARTY LEAVING
15.1

In the event that this Agreement expires, is terminated (whether in full or in
part) or a Party leaves the Collaborative (the "Exiting Party"), the Parties
agree to co-operate to ensure an orderly wind down of their joint activities as
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set out in this Agreement and the following provisions shall (unless agreed
otherwise by the Parties) have effect:

15.2
16.

17.

18.

15.1.1

each Party shall ensure or procure the continued provision of the
Services related to its Functions;

15.1.2

insofar as it is necessary, each Party shall use its reasonable
endeavours to arrange and ensure the novation of any relevant
contracts which are necessary to be novated from an Exiting Party
to a remaining Party who shall accept such novation; and

15.1.3

reconciliation of the Programme Management Budget against
actual expenditure shall be undertaken in accordance with
Schedule 6.

The Parties shall at all times act in such a manner as not to adversely affect
the delivery of the Services.

SURVIVAL
16.1

The provisions of this Agreement which are expressly stated to survive its
termination or expiry or which are intended by their nature to survive
termination or expiry shall continue in force (including but not limited to
Clauses 7, 8, 9, 12, 15, 16, 17, 18, 19, 28 and Schedule 6 together with those
other Clauses, the survival of which is necessary for the interpretation or
enforcement of this Agreement).

16.2

Termination or expiry of this Agreement does not affect any accrued rights or
remedies under this Agreement or any other agreement between the Parties.

CONFIDENTIALITY
17.1

Except as required by law and specifically pursuant to Clause 19 (Freedom of
Information), each Party agrees at all times during the continuance of this
Agreement and after its termination or expiry to keep confidential any and all
information, data and material of any nature which that Party may receive or
obtain in connection with the operation of this Agreement or otherwise
relating in any way to the business, operations and activities of another Party,
its employees, agents and/or any other person with whom it has dealings. For
the avoidance of doubt this Clause shall not affect the rights of any workers
under section 43 A-L of the Employment Rights Act 1996.

17.2

The Parties agree to provide or make available to each other sufficient
information concerning their own operations and actions to enable the
efficient operation of the Collaborative.

DATA PROTECTION
18.1

The Parties acknowledge their respective duties under the Data Protection
Legislation and shall give all reasonable assistance to each other where
appropriate or necessary to comply with such duties.

18.2

The Parties may share information with each other which may comprise
anonymised and pseudonymised data to support decision-making by the
Collaborative, but will not include any patient identifiable data.

18.3

To the extent that a Party acts as a Data Processor (as such term is defined
in the Data Protection Legislation) on behalf of one or more of the other
Parties, that Party shall, in particular, but without limitation:
18.3.1

only process such Personal Data as is necessary to perform its
obligations under this Agreement, and only in accordance with any
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instruction given by the other Party or Parties under this
Agreement;

18.4

19.

18.3.2

put in place appropriate technical and organisational measures
against any unauthorised or unlawful processing of such Personal
Data, and against the accidental loss or destruction of or damage
to such Personal Data having regard to the specific requirements
in Clause 18.4.3 below, the state of technical development and the
level of damages that may be suffered by a Data Subject (as such
term is defined in the Data Protection Legislation) whose Personal
Data is affected by such unauthorised or unlawful processing or by
its loss, damage or destruction;

18.3.3

take reasonable steps to ensure the reliability of employees who
will have access to such Personal Data, and ensure that such
employees are aware of and trained in the policies and procedures
identified in Clauses 18.4.4, 18.4.5 and 18.4.6 below; and

18.3.4

not cause or allow such Personal Data to be transferred outside
the European Economic Area without the prior consent of the
other Party or Parties (as relevant).

The Parties shall ensure that Personal Data is safeguarded at all times in
accordance with the Data Protection Legislation, which shall include without
limitation the obligation to:
18.4.1

perform an annual information governance self-assessment;

18.4.2

have an information guardian able to communicate with the other
Parties, who will take the lead for information governance and
from whom the other Parties shall receive regular reports on
information governance matters including details of all data loss
and confidentiality breaches;

18.4.3

(where transferred electronically) only transfer essential data that
is (i) necessary for direct care of users of the Services; and (ii)
encrypted to the higher of the international data encryption
standards for healthcare and the National Standards (this
includes, but is not limited to, data transferred over wireless or
wired networks, held on laptops, CDs, memory sticks and tapes);

18.4.4

have policies which are rigorously applied that describe individual
personal responsibilities for handling Personal Data;

18.4.5

have agreed protocols for sharing Personal Data with other NHS
organisations and non-NHS organisations; and

18.4.6

have a system in place and a policy for the recording of any
telephone calls, where appropriate, in relation to the Services,
including the retention and disposal of such recordings.

FREEDOM OF INFORMATION
19.1

Each Party acknowledges that the other Parties are subject to the
requirements of the FOIA and each Party shall assist and co-operate with the
others (at their own expense) to enable the other Parties to comply with their
information disclosure obligations.

19.2

Where a Party receives a "request for information" (as defined in the FOIA) in
relation to information which it is holding on behalf of another Party, it shall
(and shall procure that its sub-contractors shall):
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21.

transfer the request for information to the other Party as soon as
practicable after receipt and in any event within two (2) Working
Days of receiving the request for information;

19.2.2

provide the other Party with a copy of all information in its
possession or power in the form that the other Party requires
within five (5) Working Days (or such other period as may be
agreed) of the other Party requesting that information; and

19.2.3

provide all necessary assistance as reasonably requested to
enable the other Party to respond to the request for information
within the time for compliance set out in section 10 of the FOIA.

19.3

Where a Party receives a request for information which relates to the
Agreement, it shall inform the other Parties of the request for information as
soon as practicable after receipt and in any event within two (2) Working
Days of receiving the request for information.

19.4

If any Party determines that information must be disclosed pursuant to
Clause 19.3, it shall notify the other Parties of that decision at least two (2)
Working Days before disclosure.

19.5

Each Party shall be responsible for determining at its absolute discretion
whether the relevant information is exempt from disclosure or is to be
disclosed in response to a request for information.

19.6

Each Party acknowledges that the other Parties may be obliged under the
FOIA to disclose information:

19.7

20.

19.2.1

19.6.1

without consulting with the other Parties; or

19.6.2

following consultation with the other Parties and having taken their
views into account.

Where the Programme Management Office or the Joint Committee receives a
request for information then the Parties agree that the response to such
request for information may, with the agreement of the Joint Committee, be
co-ordinated by the Programme Management Office on behalf of the Parties
involved, such Parties to assist and co-operate with the Programme
Management Office in this regard.

STATUS
20.1

The Parties acknowledge that they are all health service bodies for the
purposes of section 9 of the NHS Act 2006. Accordingly, this Agreement shall
be treated as an NHS Contract and shall not be legally enforceable.

20.2

Nothing in this Agreement shall create or be deemed to create a legal
partnership under the Partnership Act 1890 or the relationship of employer
and employee between the Parties or render any Party directly liable to any
third party for the debts, liabilities or obligations of any other Party.

20.3

Save as specifically authorised under the terms of this Agreement, a Party
shall not hold itself out as the agent of any other Party.

ASSIGNMENT AND SUB-CONTRACTING
This Agreement, and any right and conditions contained in it, may not be assigned or
transferred by any Party without the prior written consent of the other Parties, except
to any statutory successor to the relevant function.
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22.

THIRD PARTY RIGHTS
The Contracts (Rights of Third Parties) Act 1999 shall not apply to this Agreement
and accordingly the Parties to this Agreement do not intend that any third party
should have any rights in respect of this Agreement by virtue of that Act.

23.

24.

COMPLAINTS
23.1

Any complaints relating to a Party's Functions shall be dealt with in
accordance with the statutory complaints procedure of that Party.

23.2

Insofar as any complaint may relate to the content of this Agreement such
complaints shall be referred to the Joint Committee. The Parties shall cooperate as to the resolution of complaints.

23.3

In the event that a complaint arises about a Commissioning Contract, that
complaint should be dealt with in accordance with the procedure set out in
the relevant Commissioning Contract.

ENTIRE AGREEMENT
This Agreement constitutes the entire agreement and understanding of the Parties
and supersedes any previous agreement between the Parties relating to the subject
matter of this Agreement.

25.

SEVERABILITY
If any term, condition or provision contained in this Agreement shall be held to be
invalid, unlawful or unenforceable to any extent, such term, condition or provision
shall not affect the validity, legality or enforceability of the remaining parts of this
Agreement.

26.

WAIVER
No failure or delay by a Party to exercise any right or remedy provided under this
Agreement or by law shall constitute a waiver of that or any other right or remedy, nor
shall it prevent or restrict the further exercise of that or any other right or remedy. No
single or partial exercise of such right or remedy shall prevent or restrict the further
exercise of that or any other right or remedy.

27.

COSTS AND EXPENSES
Each Party shall be responsible for paying its own costs and expenses incurred in
connection with the negotiation, preparation and execution of this Agreement.

28.

GOVERNING LAW AND JURISDICTION
This Agreement shall be governed by and construed in accordance with English Law
and, subject to Clauses 12.1 (Dispute Resolution) and 20.1 (Status), the Parties
irrevocably agree that the courts of England shall have exclusive jurisdiction to settle
any dispute or claim that arises out of or in connection with this Agreement.

29.

FAIR DEALINGS
The Parties recognise that it is impracticable to make provision for every contingency
which may arise during the life of this Agreement and they declare it to be their
intention that this Agreement shall operate between them with fairness and without
detriment to the interests of any of them and that if in the course of the performance
of this Agreement, unfairness to any of them does or may result then the other shall
use its reasonable endeavours to agree upon such action as may be necessary to
remove the cause or causes of such unfairness.
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30.

COUNTERPARTS
This Agreement may be executed in one or more counterparts. Any single
counterpart or a set of counterparts executed, in either case, by all Parties shall
constitute a full original of this Agreement for all purposes.

This Agreement is effective on the date stated at the beginning of it.
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IN WITNESS OF WHICH the Parties have signed this Agreement on the date shown
below

Signed by _______________________
(print name)

______________________________
(signature)

for and on behalf of NHS Airedale,
Wharfedale and Craven Clinical
Commissioning Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Bradford City
Clinical Commissioning Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Bradford
Districts
Clinical
Commissioning
Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Calderdale
Clinical Commissioning Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)
for and on behalf of NHS Greater
Huddersfield Clinical Commissioning
Group
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Date of signature ________________
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Signed by _______________________
(print name)

______________________________
(signature)

for and on behalf of NHS Harrogate and
Rural District Clinical Commissioning
Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Leeds North
Clinical Commissioning Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Leeds South
and East Clinical Commissioning
Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)

(signature)

for and on behalf of NHS Leeds West
Clinical Commissioning Group

Date of signature ________________

Signed by _______________________

______________________________

(print name)
for and on behalf of NHS North Kirklees
Clinical Commissioning Group
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Date of signature ________________
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Signed by _______________________
(print name)
for and on behalf of NHS Wakefield
Clinical Commissioning Group
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(signature)
Date of signature ________________
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SCHEDULE 1
JOINT COMMITTEE MEMBERS

1. Joint Committee Member details
1.1.

The table below sets out the names and contact details of each Party's
nominated Joint Committee Members.

Name of
Party

Name of Joint
Committee
Members

Contact Details of
Member

Name of
Deputy

Contact Details of
Deputy

Airedale,
Wharfedale
and Craven
CCG

[Insert first Joint
Committee
Member]

Telephone number:

[Insert name
of deputy]

Telephone number:

[Insert second
Joint
Committee
Member]

Bradford City
CCG

[Insert first Joint
Committee
Member]

[

]

[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

]

[Insert name
of deputy]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[
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Name of
Party

Bradford
Districts CCG

Name of Joint
Committee
Members

Contact Details of
Member

Name of
Deputy

Contact Details of
Deputy

[Insert second
Joint
Committee
Member]

Telephone number:

[Insert name
of deputy]

Telephone number:

[Insert first Joint
Committee
Member]

[Insert second
Joint
Committee
Member]

Calderdale
CCG

[Insert first Joint
Committee
Member]

[

]

[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

]

[Insert name
of deputy]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[
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Name of
Party

Greater
Huddersfield
CCG

Name of Joint
Committee
Members

Contact Details of
Member

Name of
Deputy

Contact Details of
Deputy

[Insert second
Joint
Committee
Member]

Telephone number:

[Insert name
of deputy]

Telephone number:

[Insert first Joint
Committee
Member]

[Insert second
Joint
Committee
Member]

Harrogate
and Rural
District CCG

[Insert first Joint
Committee
Member]

[

]

[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

]

[Insert name
of deputy]}

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[
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Name of
Party

Leeds North
CCG

Name of Joint
Committee
Members

Contact Details of
Member

Name of
Deputy

Contact Details of
Deputy

[Insert second
Joint
Committee
Member]

Telephone number:

[Insert name
of deputy]

Telephone number:

[Insert first Joint
Committee
Member]

[Insert second
Joint
Committee
Member]

Leeds South
and East
CCG

[Insert first Joint
Committee
Member]

[

]

[

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name of
deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

Postal address:
[ ]
[Insert second
Joint
Committee
Member]

]

Telephone number:
[ ]

]

Postal address:
[ ]
[Insert name
of deputy]

Telephone number:
[ ]

Email address:
[ ]

Email address:
[ ]

Postal address:
[ ]

Postal address:
[ ]
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Leeds West
CCG

[Insert first Joint
Committee
Member]

[Insert second
Joint
Committee
Member]

North
Kirklees CCG

[Insert first Joint
Committee
Member]

[Insert second
Joint
Committee
Member]

Wakefield
CCG

[Insert first Joint
Committee
Member]

Telephone number:
[

[Insert name
of deputy]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

[Insert name
of deputy]

]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[

]

Telephone number:
[

]

[Insert name
of deputy]

]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[
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[Insert second
Joint
Committee
Member]

Telephone number:
[

]

[Insert name
of deputy]

Telephone number:
[

]

Email address:

Email address:

[

[

]

]

Postal address:

Postal address:

[

[
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SCHEDULE 2
NON-SERVICE SPECIFIC MATTERS

1. The Parties agree that the matters below are Non-Service Specific Matters and shall be
delegated to the Joint Committee in accordance with Clause 6.9.3:
1.1.

consideration of Variation Reports relating to variations of Non-Service Specific
Matters and agreeing such variations in accordance with Clause 10 (Variations);

1.2.

consideration, and agreeing or proposing resolutions to, disputes referred to the
Joint Committee in accordance with Clause 12 (Dispute Resolution);

1.3.

consideration and agreeing the joining of a clinical commissioning group to the
Collaborative in accordance with Clause 13 (Joining the Collaborative);

1.4.

termination of the Agreement or terminating a Defaulting Party's participation in
the Agreement in accordance with Clause 14 (Termination);

1.5.

consideration of, and agreeing resolutions to, any complaint relating to the
content of this Agreement in accordance with Clause 23 (Complaints);

1.6.

agreeing the Programme Management Budget for each financial year and
oversight of management of the Programme Management Budget by the Host
Party;

1.7.

development and communication;

1.8.

engagement events; and

1.9.

engaging with the [provider forum] and the [Healthy Futures Leadership Team]
as appropriate to further the STP objectives as set out in Schedule 7.
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SCHEDULE 3
TERMS OF REFERENCE OF THE JOINT COMMITTEE

1. ROLE OF THE JOINT COMMITTEE
The overarching role of the Joint Committee is to take efficient and effective commissioning
decisions on a place basis, where appropriate and in accordance with the delegation of
authority from each Party, and, in doing so, to support the aims and objectives of the STP as
set out in Schedule 7. The Joint Committee shall have regard to the Parties' respective
statutory duties in fulfilling its role and taking Joint Committee Decisions.
2. TERMS OF REFERENCE OF THE JOINT COMMITTEE
Frequency and notice of meetings
2.1.

Meetings shall be held monthly or other such frequency as agreed by the
Parties.

2.2.

Meetings may be held by telephone or video conference. Joint Committee
Members may participate (and count towards quorum) in a face-to-face meeting
via telephone.

2.3.

The Chair shall set the agenda and arrange for the circulation of any papers to
be considered at least five Working Days prior to the meeting.

2.4.

Meetings of the Joint Committee shall be open to the public save where the Joint
Committee resolves to exclude members of the public from any meeting or part
of a meeting on the grounds that publicity would be prejudicial to the public
interest by reason of the confidential nature of the business to be transacted, or
there are special reasons as stated in the resolution and arising from the nature
of the business of the proceedings.

2.5.

The Chair may exclude any member of the public from a meeting of the Joint
Committee if they are interfering with or preventing the proper or reasonable
conduct of that meeting.

2.6.

Members of the public or representatives of the press may not record
proceedings in any manner whatsoever, other than writing, or make any oral
report of the proceedings as they take place, without the prior written agreement
of the Chair.

2.7.

The right of attendance at meetings by members of the public as referred to in
paragraph 2.4 does not give the right to such members of the public to ask
questions or otherwise participate in that meeting, unless invited to do so by the
Chair.

Joint Committee Members and attendees
2.8.

The Joint Committee Members shall comprise:
2.8.1.

two voting representatives appointed by each Party; and

2.8.2.

three non-voting lay representatives (appointed by the Parties via an
open application process) to comprise:
(a)

one lay representative who is independent of any of the
Parties (the “Independent Lay Representative”); and
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(b)

two lay representatives who are existing lay members of a
Party's governing body (provided that the two lay
representatives shall not be lay members of the same Party).

2.9.

The Joint Committee shall invite a representative of NHS England to attend
meetings and may invite other persons to attend meetings as it deems
appropriate.

2.10.

No such persons invited to attend meetings shall be able to vote on a matter.

Quorum
2.11.

Meetings of the Joint Committee shall be quorate when at least 75% of the Joint
Committee Members are present.

2.12.

In circumstances where a Joint Committee Member who is not a lay
representative is unable to attend a meeting, or they have a conflict of interest
which required them to be excluded from a meeting, the nominating Party may
send to a meeting of the Joint Committee a deputy (a "Deputy") to take the place
of the Joint Committee Member. Where a Party sends a Deputy to take the place
of the Joint Committee Member, the references in this paragraph 2 to Joint
Committee Members shall be read as references to the Deputy. Parties must
ensure that a Deputy attending a meeting of the Joint Committee has the
necessary delegated authority.

Voting
2.13.

The Joint Committee Members nominated by each Party (referred to in
paragraph 2.8.1 above) shall have one vote between them, so that there is one
vote per Party. The lay representative Joint Committee Members shall not vote
on any matter.

2.14.

Joint Committee Decisions will be made by 75% majority of those Joint
Committee Members voting and present at the meeting.

2.15.

In circumstances where there is an equality of votes, the Parties agree that the
matter will be referred to dispute resolution.

2.16.

The validity of any act of the Joint Committee shall not be affected by any defect
in its constitution, by any vacancy among the Joint Committee Members or by
any defect in the appointment of any of its Joint Committee Members.

Chair
2.17.

The Independent Lay Representative shall be appointed Chair of the Joint
Committee. The Joint Committee will appoint another of the Joint Committee
Members to act as Deputy Chair.

Administration
2.18.

The Programme Management Office shall provide administrative support and
advice to the Joint Committee including but not limited to:
2.18.1.

taking the minutes and keeping a record of matters arising and issues
to be carried forward;

2.18.2.

maintaining a register of interests for Joint Committee Members; and

2.18.3.

advising the Joint Committee and attendees if relevant as appropriate
on best practice, national guidance and other relevant documents.
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Duties
2.19.

The Joint Committee will:
2.19.1.

make Joint Committee Decisions (as set out in Schedule 4 and/or the
Annual Workplan); and

2.19.2.

undertake actions as set out in this Agreement.

Relationship with the Parties
2.20.

Minutes of meetings of the Joint Committee shall be provided to the members
and/or governing bodies of the Parties.

2.21.

The Joint Committee shall produce, with the support of the Programme
Management Office, an annual report of the work of the Joint Committee which
shall be provided to the members and /or governing bodies of each Party.

Special Meetings
2.22.

Special meetings of the Joint Committee on any matter may be called by any of
the Parties acting through its Joint Committee Member by giving at least fortyeight (48) hours’ notice by e-mail to the other Joint Committee Members in the
following circumstances:
2.22.1.

where that Party has concerns relating to the safety and welfare of
Service Users under any Commissioning Contract(s);

2.22.2.

in response to a quality, performance or financial query by any
Regulatory or Supervisory Body;

2.22.3.

to convene a meeting under Clause 12.1 (Dispute Resolution) of the
Agreement; and/or

2.22.4.

for the consideration of any matter which that Party considers of
sufficient urgency and importance that its consideration cannot wait
until the date of the next meeting.

Conflicts of Interest
2.23.

Each Joint Committee Member must abide by all policies of the Party it
represents in relation to conflicts of interest.

2.24.

Where any Joint Committee Member has an actual or potential conflict of interest
in relation to any matter under consideration at any meeting, the Chair (in their
discretion) shall decide, having regard to the nature of the potential or actual
conflict of interest, whether or not that Joint Committee Member may participate
and/or vote in meetings (or parts of meetings) in which the relevant matter is
discussed. Where the Chair decides to exclude a Joint Committee Member, the
relevant Party may send a Deputy to take the place of the conflicted Joint
Committee Member in relation to that matter in accordance with paragraph 2.12.

Review
2.25.

These terms of reference shall be reviewed by the Joint Committee at least
annually and any consequential amendments approved by each Party’s
members.
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SCHEDULE 4
SCOPE OF DECISION MAKING
1. INTRODUCTION
Each Party shall ensure that the matters noted as Joint Committee Decisions or Lead
Commissioner/Contractor Decisions below and in the Annual Workplan are properly
and lawfully delegated to the Joint Committee or the Lead Commissioner/Contractor
(as appropriate) in accordance with the NHS Act 2006 and each Party's constitution
and internal procedures.
2. MATTERS WITHIN THE SCOPE OF THIS AGREEMENT
2.1

The Joint Committee will develop a workplan for each financial year (the
"Annual Workplan") of this Agreement which will set out the scope of the Joint
Committee’s work during the relevant period and the extent to which matters
may be reserved to the Parties or delegated to any Lead
Commissioner/Contractor.

2.2

The Annual Workplan will, for each Service, state:
2.2.1

the decisions which are reserved to the individual Parties (CCG
Decisions);

2.2.2

the decisions which are delegated to the Joint Committee (Joint
Committee Decisions); and

2.2.3

the
decisions
which
are
delegated
to
any
Lead
Commissioner/Contractor (Lead Commissioner/Contractor Decisions).

2.3

Once agreed by the Joint Committee, the Annual Workplan will be
recommended to each Party for formal approval no later than 30 days prior to
the end of the relevant financial year. Each Party shall formally approve the
Annual Workplan in accordance with each Party’s respective governance
arrangements prior to the start of the relevant financial year. The approved
Annual Workplan will be appended to this Agreement by way of a variation.

2.4

In the event that the Annual Workplan is not approved by each Party then the
matter will be referred to dispute resolution under Clause 12.2 (Accountable
Officers).

2.5

The Parties agree that the Annual Workplan will be underpinned by a ‘gateway’
approach for the Services which are the subject of the Annual Workplan,
setting out the process and approvals for project initiation, case for change,
options appraisal and final decision making.

CCG Decisions
2.6

The Parties agree that the following matters are CCG Decisions which are
reserved to each Party:
2.6.1

approval of the Annual Workplan; and

2.6.2

matters identified as CCG Decisions as may be set out in the Annual
Workplan.
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Joint Committee Decisions
2.7

2.8

The Parties have agreed that decisions in relation to the matters set out below
shall be Joint Committee Decisions and shall be delegated to the Joint
Committee accordingly:
2.7.1

matters identified as Joint Committee Decisions as may be set out in
the Annual Workplan; and

2.7.2

Non-Service Specific Matters (as set out in Schedule 2).

To avoid doubt, Joint Committee Decisions may be made by the Joint
Committee without reference back to each Party.

Lead Commissioner/Contractor Decisions
2.9

The Parties may agree to delegate decisions in respect of a particular Service
to a Lead Commissioner/Contractor in accordance with each Party’s
constitution and scheme of delegation and shall document such matters in the
Annual Workplan.

2.10 To avoid doubt, Lead Commissioner/Contractor Decisions may be made by the
Lead Commissioner without reference back to each Party or to the Joint
Committee.
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APPENDIX
ANNUAL WORKPLAN
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HEALTHY FUTURES CCG JOINT COMMITTEE WORKPLAN 2017/18
2017
TOPIC

April

2018
May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

Committee administration
Review and approve annual work plan and progress against work plan



Committee self assessment
Review committee terms of reference
Annual committee report to CCG Governing Bodies





Mental Health Workstream
West Yorkshire plan developed for provision of children young people inpatient units
integrated with local pathways. Seeking to eliminate inappropriate placements.
West Yorkshire plan developed for low/medium secure services and associated
pathways.

2017/18 Q1

2017/18 Q1
2017/18 Q2‐Q4

Bed management proposal developed to support reduction in out of area placements.
Proposal developed for standard approach to commissioning acute mental health
services across West Yorkshire.

2017/18 Q2‐Q4

Urgent & Emergency Care
Agree future arrangements for NHS 111 and WY Urgent Care Services.
Agree business case for the Clinical Advice Service.
Uregnt emergency care technology workstream – Agree business case for direct booking
licenses and acute trust telehealth.
Consider recommendations for reconfiguration of services, priority pathways and wider
STP work
Consider ongoing benefits realisation work & return on investment working with YHEC
and the AHSN

2017/18
2017/18
2017/18
2017/18
2017/18

Stroke


Agree Stage 2 NHSE Assurance – Outline Business Case sign off (subject to Stage 1 NHSE
approval to proceed). Approval to proceed to Formal Consultation



Stage 3 Assurance – Formal Consultation completed (Subject to NHSE Stage 2 approval).



Consider outcome of consultation. Agree recommendations (Subject to NHSE Stage 1
and 2 approvals)
Stage 4 Assurance – Delivery Plan prepared and signed off



Cancer
Sign off Alliance Delivery Plan including 5 year diagnostic capacity building plan
Commit to local action plans to deliver Recovery Package & risk stratified post‐treatment
pathways by 2020
Consider option appraisal for service model for strategic diagnostic growth. Where
appropriate consider approval for public consultation.
Agree preferred model for service model for strategic diagnostic growth.
Agree to pilot new strategic approaches to commissioning and provision of cancer care


2017/18
2017/18
2017/18
2017/18

Clinical Thresholds
1

HEALTHY FUTURES CCG JOINT COMMITTEE WORKPLAN 2017/18
2017
TOPIC
Quarterly rolling process of development, agreement and implementation of
commissioning policies. Covering: pre‐surgery optimisation; clinical thresholds and
procedures of low clinical value; eliminating unnecessary follow‐ups; efficient
prescribing. Proposed policies will have been considered through the clinical forum.

April
2017/18

2018
May

June

July

Risk Management Framework
Oversee the development and maintenance of assurance and risk management systems
and processes
Maintain an up to date risk profile by reviewing all significant risks to the achievement of
STP and CCGs' objectives through the development of an Assurance Framework

2

Aug

Sept

Oct

Nov

Dec

Jan

Feb

March

SCHEDULE 5
PROGRAMME MANAGEMENT SUPPORT

SCOPE OF PROGRAMME MANAGEMENT SUPPORT

1.1 The Host Party shall provide Programme Management Support to the Collaborative and
the Joint Committee, to include the following:
1.1.1

secretariat to the Joint Committee, including agendas papers and minutes;

1.1.2

oversight and support to the West Yorkshire and Harrogate collaborative
programmes;

1.1.3

facilitation and co-ordination of West Yorkshire and Harrogate Sustainability
and Transformation Plan activity;

1.1.4

partnership working with the 6 local place based planning units to ensure
alignment and connectivity; and

1.1.5

support to the establishment of more formal governance and decision making
structures to support the STP.
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SCHEDULE 6
COSTS AND RESOURCES OF THE COLLABORATIVE

1.1.

The Annual Contribution of each Party shall be determined by agreement of the Joint
Committee in accordance with Clause 8.3.5.

1.2.

The Host Party will issue an invoice to each Party for its respective Annual
Contribution for the relevant financial year within 30 days of the beginning of that
financial year. Each Party shall pay its Annual Contribution to the Host Party within 30
days of receipt of an invoice from the Host Party.

1.3.

The Parties agree that the Annual Contributions may be used to reimburse the Host
Party for costs associated with the Programme Management Support, including (but
not limited to):
1.3.1.

salary and travel costs of Programme Management Office staff; and

1.3.2.

administration costs associated with the Collaborative and Programme
Management Support, including:
1.3.2.1. office and meeting room hire;
1.3.2.2. IT support and telephony costs;
1.3.2.3. printing and stationery costs.

1.4.

The Joint Committee may agree to expand or reduce the scope of the Programme
Management Support provided by the Host Party subject to any additional costs
incurred by the Host Party as a result of such expansion or reduction being
apportioned between the Parties in such proportions as the Joint Committee may
agree. In the case of a reduction in the scope of the Programme Management
Support such additional costs shall include, but not be limited to, redundancy costs
payable by the Host Party as a result of a reduction in the scope of Programme
Management Support.

Reporting to the Joint Committee
1.5.

The Host Party will provide a monthly written report to the Joint Committee setting out
income and expenditure to date in respect of the Programme Management Budget,
including identification of and provision of reasons for, any potential overspend or
underspend against the Programme Management Budget, and any recommended
actions for the Joint Committee to consider.

1.6.

The Host Party will provide an annual written report to the Joint Committee setting out
the final year-end position in respect of the Programme Management Budget,
reconciling expenditure against budget and detailing any overspends or underspends
and the reasons for such.

Overspends and underspends during the term of the Agreement
1.7.

The Parties agree that any overspends against the Programme Management Budget
in any financial year shall be shared between the Parties in the same proportions as
the Annual Contributions to the Programme Management Budget in the relevant
financial year unless otherwise agreed by the Joint Committee. The Host Party shall
issue an invoice to each Party in respect of its share of the overspend within 30 days
of the end of the relevant financial year to which the overspend relates. Each Party
shall pay the Host Party its share of the overspend within 30 days of receipt of the
invoice from the Host Party.
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1.8.

The Parties agree that any underspends against the Programme Management
Budget in any financial year shall be shared between the Parties in the same
proportions as the Annual Contributions to the Programme Management Budget in
the relevant financial year unless otherwise agreed by the Joint Committee. Each
Party shall issue an invoice to the Host Party for its share of the underspend within 30
days of the end of the relevant financial year to which the underspend relates. The
Host Party shall pay each Party its share of the underspend within 30 days of receipt
of the invoice from the relevant Party.

Reconciliation of Programme Management Budget on expiry or early termination of the
Agreement
1.9.

In the event that this Agreement expires or terminates (in whole) in accordance with
its terms, the Host Party shall undertake a reconciliation of the Programme
Management Budget as against actual expenditure and provide a written
reconciliation report to each Party no later than 30 days following the expiry date or
the date of termination (as relevant).

1.10.

Such reconciliation shall set out the balance of any monies owing to each Party (in
the event there has been an underspend as at the relevant date) or the balance of
monies to be paid by each Party to the Host Party (in the event there has been an
overspend as at the relevant date).

1.11.

The Host Party shall issue an invoice to each Party, or each Party shall invoice the
Host Party (as appropriate) and such invoices shall be paid within 30 days of receipt.

1.12.

Where this Agreement terminates partially in respect of one or more Parties only, but
not all of the Parties, then the Host Party shall provide the written reconciliation report
referred to in paragraph 1.9 above to the Joint Committee setting out the balance of
monies owed to or owed by (as the case may be) the Exiting Party (or Exiting Parties)
for the Joint Committee’s approval. Subject to such approval, the Host Party shall
issue an invoice to the Exiting Party (or Exiting Parties) or the Exiting Party (or Exiting
Parties) shall issue an invoice to the Host Party (as appropriate) and such invoice
shall be paid within 30 days of receipt.
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SCHEDULE 7
WEST YORKSHIRE SUSTAINABILITY AND TRANSFORMATION PLAN – PRINCIPLES
AND OBJECTIVES
[Link to published STP to be included here, once available.]
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SCHEDULE 8
VARIATIONS

The Parties will insert agreed variations to this Agreement in this Schedule 8.
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SCHEDULE 9
MEMORANDUM OF ADHERENCE

Dated__________________________________________

MEMORANDUM OF ADHERENCE
FOR THE
COLLABORATIVE COMMISSIONING
BETWEEN
CLINICAL COMMISSIONING GROUPS ACROSS WEST YORKSHIRE AND HARROGATE
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THIS MEMORANDUM is dated is dated the

day of

20{}

BETWEEN
(1)

[insert name of CCG] whose principal office is at [insert principal office address] ("New Party")
and

(2)

The clinical commissioning groups named in the Schedule as the existing parties in the
collaborative commissioning arrangements ("Existing Parties").

BACKGROUND
(A)

This memorandum is entered into under Clause [insert number] of a memorandum of
understanding dated [insert date], made between Existing Parties setting out the terms for
operating the collaborative commissioning as amended from time to time (the "MOU").

(B)

The New Party wishes to join the MOU.

IT IS AGREED:
1.
DEFINITIONS AND INTERPRETATION
1.1

2.

Words and expressions used in this memorandum shall, unless the context expressly
requires otherwise, have the meaning given to them in the MOU. The Effective Date
means the date of this memorandum.
CONFIRMATION AND UNDERTAKING
2.1

3.

The New Party confirms that it has been supplied with a copy of the MOU. The New
Party and each of the Existing Parties undertake with each other that, from the
Effective Date, the New Party shall assume all of the rights and obligations under the
MOU and shall observe, perform and be bound by the provisions of the MOU that
contain obligations on the parties to the MOU as though the New Party was an
original party to the MOU.
COUNTERPARTS
3.1

4.

This memorandum may be executed in any number of counterparts, each of which
when executed and delivered shall constitute a duplicate original, but all the
counterparts shall together constitute the one agreement.
GOVERNING LAW AND JURISDICTION
4.1

The New Party and the Existing Parties acknowledge that they are all health service
bodies for the purposes of section 9 of the NHS Act 2006. Accordingly, this
memorandum shall be treated as an NHS Contract and shall not be legally
enforceable.

4.2

This memorandum shall be governed by and construed in accordance with English
Law and, subject to Clauses 4.1, the New Party and the Existing Parties irrevocably
agree that the courts of England shall have exclusive jurisdiction to settle any dispute
or claim that arises out of or in connection with this memorandum.

This document has been signed and takes effect on the date stated at the beginning of it.

[INSERT NEW PARTY NAME]
AUTHORISED OFFICER

Date

NHS HARROGATE AND RURAL DISTRICT
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CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS NORTH
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS SOUTH AND EAST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS LEEDS WEST
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD CITY
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS BRADFORD DISTRICTS
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS NORTH KIRKLEES
CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS GREATER HUDDERSFIELD
CLINICAL COMMISSIONING GROUP

FINAL STAGE 2 MOU FOR HEALTHY FUTURES 211116

Page 43 of 44

Authorised Officer

Date

NHS AIREDALE, WHARFEDALE AND
CRAVEN CLINICAL COMMISSIONING GROUP
Authorised Officer

Date

NHS CALDERDALE
CLINICAL COMMISSIONING GROUP
Authorised Officer
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Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

West Yorkshire STP Diabetes Prevention Programme‐
Memorandum of Understanding

Purpose (this
Decision
Discussion 
Assurance
paper is for):
Report Author and Job Title: Gill Day, Public Health Manager
Responsible Clinical Lead:

Dr Colin Speers, GP

Responsible Governing
Board Executive Lead:
Recommendation (s):

Andrew Furber, Director of Public Health

Agenda
Item:
Public/Private Section:

Public
Private
N/A

11

Information

It is recommended that the Governing Body consider the Memorandum of Understanding between Wakefield
Council, Wakefield CCG, NHS England and other partnership organisations in the West Yorkshire STP Diabetes
Prevention Programme (North Kirklees, Calderdale, Greater Huddersfield, Harrogate and Rural District, Airedale,
Wharfedale and Craven CCGs and local authorities)
Executive Summary:
Wakefield CCG in partnership with Wakefield Council, North Kirklees, Calderdale, Greater Huddersfield,
Harrogate and Rural District, Airedale Wharfedale and Carven CCGs and local authorities have been accepted as
part of the second wave of implementation of the National Diabetes Programme (NDPP). 75% of the country
will now have access to the NDPP and the remaining areas will be included in wave three therefore we would be
required to take part in the implementation of the NDPP in 2018 2019.
The NDPP is marketed as “Healthier You” and is a joint initiative between NHS England, Public Health England
and Diabetes UK. The aim of the programme is to significantly reduce the four million people in England
otherwise expected to have Type 2 Diabetes by 2025. The majority of Type 2 Diabetes can often be prevented
or delayed and the rise in incidence is being driven by the progressive growth in overweight and obesity: around
two thirds of adults are obese.
NICE guidelines (PH38) – Type 2 diabetes: prevention in people at high risk recommend that GPs offer patients
at high risk of diabetes intensive behaviour change support, but for most GPs such a service is not currently
available. The NDPP will provide this behaviour change intervention and support.
Four providers have been commissioned nationally by NHS England to deliver the programme which consists of
16 hours over a nine month period to increase physical activity, achieve a healthy weight and improve nutrition
in people at high risk of developing Type 2 diabetes – the key steps in reducing the risk of Type 2 Diabetes. The
providers are responsible for delivering the programme, providing the venue and contacting the people who
have been referred. The CCG and LA are responsible for supporting identification and referral of people who at
high risk of developing Type 2 Diabetes (Non‐Diabetic Hyperglycaemia NDH).
Primary Care clinicians are being asked to identify individuals at high risk of developing Type 2 Diabetes, They
have been identified in the past and already are on the register or they may be picked by routine care or
through the NHS Health Check. In the shorter term, finding new patients at high risk may slightly increase GP
Practice workloads but longer term the reduction of the incidence of diabetes has the potential of reducing

clinical workloads.
Governance of the West Yorkshire STP Diabetes Prevention Programme

Memorandum of Understanding
The MoU has been developed by NHS England to clarify the roles and responsibilities of Lead and Partner
Organisations and the National Programme Team in the implementation and delivery of the NHS Diabetes
Prevention Programme (NDPP) within partnership geographies. It provides assurance that Lead and Partner
Organisations are all engaged in resourcing and delivering the work required and sets out the joint commitment
to the NDPP.
The Lead Organisation ( Wakefield Council) will coordinate work across all the Partner Organisations, with
regards to:





establishing governance and delineation of responsibilities;
utilisation of resources from the Authority;
recruitment to the programme; and
development of plans to embed the service long term in the local care pathway.

The MoU will be effective once signed by both parties and will expire 31 March 2019 unless varied in
accordance with Clause 9 or terminated in accordance with Clause 10 of the MoU. (Appendix 1)

To support implementation and fulfilment of obligations the Lead Organisation will be provided with non‐
recurrent funding for the NHS financial year 2017/18. All funding shall be used for the purposes of delivering the
activities outlined in the MoU. Wakefield Council will be required to receipt NHS England for all funding by 31
March 2018.
WHAT THE LEAD ORGANISATION (Wakefield Council) WILL DELIVER





The Lead Organisation will deliver the activities outlined in Schedules 2 and 3 of the MoU and ensure that
sufficient resources are made available to deliver these.
The Lead Organisation will work with the Partner Organisations, to ensure delivery of the NHS DPP across
the Lead and Partner Organisations geographies.
The Lead Organisation will work with the Behavioural Intervention Provider (BIP) to inform and support the
mobilisation, implementation and integration of services.
The Lead organisation will ensure the smooth identification and flow of referrals into the service to enable
the BIP to deliver services in line with the national service specification.

Monthly Referral Figures
Each of the partnership organisations has estimated their referral rates for 2017 2018 and 2018 2019 and the
collective referrals are included within the MoU. The West Yorkshire STP will be monitored on the numbers of
referral received and it will be the Lead Organisations responsibilities to identify reasons for low referral rates.

2017/18
2018/19

Apr
202
516

May
261
478

Link to overarching principles
from the strategic plan:

Jun
240
478

Jul
302
470

Aug
354
471

Sep
456
335

Oct
485
368

Nov
518
414

Dec
471
390

Jan
567
448

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

Feb
653
491

Mar
664
492





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

Not applicable

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

Medicines Optimisation Joanne Fitzpatrick
Clinical lead Dr Colin Speers
Public Health PHMT Dr Andrew Furber, Director of PH, Anna Middlemiss
Deputy Director of PH, Martin Lee, Commissioning Specialist
Shane Mullen, Public Health Intelligence Manager
The MoU has been signed by all partnership organisations and Ian Cameron,
West Yorkshire STP “ Healthy Futures “

Not applicable

Previously presented at
committee / governing body:

ET November 2016

Reference document(s) /
enclosures:

Type 2 Diabetes: prevention in people at high risk NICE PH38 (2012)
https://www.nice.org.uk/guidance/ph38/resources/type‐2‐diabetes‐
prevention‐in‐people‐at‐high‐risk‐1996304192197

Preventing Type 2 Diabetes NICE CG 43 (2008)
https://pathways.nice.org.uk/pathways/preventing‐type‐2‐diabetes
Risk Assessment:

The risk that the level of referrals into the NDPP as stated in the MoU is not
achieved. The MoU will help to ensure that all partnership organisations are
working with Primary Care to raise awareness of the programme and to
encourage referrals. The implementation funding will be used to recruit
project workers to work with primary care across the geography.

Finance/ resource implications:

The NDPP has no direct cost to the CCG or the LA but a robust referral
pathway is required both into and out of the programme linking into existing
lifestyle services.
If 10% of the 10% of the people who will go on to develop Type 2 Diabetes
are prevented from doing so there will be a saving of £ 36,955.80 in
prescribing alone.

Appendix 1
AAAAApAAenA

1.

PARTIES

1.1

The Parties to this Memorandum of Understanding (“MOU”) are:
(A)

NHS Commissioning Board operating as NHS England (the "Authority”)

(B)

Wakefield Council (the "Lead Organisation”)

each a party and together the parties.
1.2

Throughout this MOU the following terms shall refer to the following organisations:

Term
Lead Organisation
Partner Organisation

Behavioural Intervention Provider

Organisation(s)
Wakefield Council
Airedale, Wharfedale and Craven CCG
Bradford Council
Calderdale CCG
Calderdale Council
Greater Huddersfield CCG
Harrogate and Rural District CCG
Kirklees Council
North Kirklees CCG
North Yorkshire County Council
Wakefield CCG
Confirmed separately

National Programme Team

Diabetes UK, Public Health England, NHS England

2.

BACKGROUND TO THE MOU

2.1

This MOU has been developed to clarify the roles and responsibilities of Lead and Partner
Organisations and the National Programme Team in the implementation and delivery of the NHS
Diabetes Prevention Programme (the "NHS DPP") within partnership geographies. It provides
assurance that Lead and Partner Organisations are all engaged in resourcing and delivering the
work required and sets out the joint commitment to the NHS DPP.

NHS Diabetes Prevention Programme Background
2.2

The NHS DPP was announced in the NHS Five Year Forward View, published in October 2014,
which set out the ambition to become the first country to implement at scale a national evidencebased diabetes prevention programme modelled on proven UK and international models, and linked
where appropriate to the new NHS Health Check.

2.3

The NHS DPP is a joint initiative led by NHS England, Public Health England (“PHE”) and Diabetes
UK, together the National Programme Team. The programme aims to deliver services which identify
people with non-diabetic hyperglycaemia who are at high risk of developing Type 2 diabetes and
offer them a behavioural intervention that is designed to lower their risk of onset of Type 2 diabetes.

Purpose of the NHS Diabetes Prevention Programme
2.4

The long-term aims of the NHS DPP are:
2.4.1
2.4.2
2.4.3

to reduce the incidence of Type 2 diabetes;
to reduce the incidence of complications associated with Type 2 diabetes - heart,
stroke, kidney, eye and foot problems related to diabetes; and
over the longer term, to reduce health inequalities associated with incidence of Type 2
diabetes.

2.5

Purpose of Lead Organisations

2.6

The Authority has established a framework of organisations to provide behavioural interventions and
will nationally fund these interventions in Lead and Partner Organisation geographies.

2.7

Sustainability and Transformation Plans (STPs) and their member Clinical Commissioning Groups
and local authorities in England were invited to express interest in being part of 2017/18 roll out, and
working with the providers on the framework to deliver the NHS DPP. Lead Organisations submitted
an expression of interest, in partnership with Partner Organisations as listed in Clause 1.2.

2.8

The interventions provided by Behavioural Intervention Providers will be funded by the Authority, and
the contract with the Behavioural Intervention Providers will sit with the Authority. Upon agreement
of this MOU the Authority will work with the Lead Organisation to support the implementation of the
programme. Once the MOU is signed the Lead Organisation and the Authority are expected to fulfil
their obligations set out in this MOU.

2.9

The Lead Organisation will coordinate work across all the Partner Organisations, with regards to:
2.9.1
2.9.2
2.9.3
2.9.4

establishing governance and delineation of responsibilities;
utilisation of resources from the Authority;
recruitment to the programme; and
development of plans to embed the service long term in the local care pathway.

2.10

Schedule 2 sets out the obligations of Lead Organisations.

3

PURPOSE OF THE MOU

3.1 This MOU sets out the:
3.1.1 Obligations of Lead and Partner Organisations - Schedule 2
3.1.2 KPI and data for assurance purposes – Schedule 3
3.1.3 Schedule for transfer of monies – Schedule 4
4.

COMMENCEMENT AND PERIOD OF OPERATION

4.1

This MOU will be effective once signed by both parties and will expire 31 March 2019 unless varied
in accordance with Clause 9 or terminated in accordance with Clause 10.

4.2

To support implementation and fulfilment of obligations Lead Organisations will be provided with
non-recurrent funding for the NHS financial year 2017/18. There is potential for further funding in
2018/19 but this is not confirmed and sits outside of the scope of this MOU. Lead Organisations will
be required to receipt the Authority for all funding by 31 March 2018.

4.3

All funding shall be used for the purposes of delivering the activities outlined in Schedule 2.

5.

WHAT THE LEAD ORGANISATION WILL DELIVER

5.1

The Lead Organisation will deliver the activities outlined in Schedules 2 and 3 and ensure that
sufficient resources are made available to deliver these.

5.2

The Lead Organisation will work with the Partner Organisations, to ensure delivery of the NHS DPP
across the Lead and Partner Organisations geographies.

5.3

The Lead Organisation will work with the Behavioural Intervention Provider to inform and support the
mobilisation, implementation and integration of services.

5.4

The Lead organisation will ensure the smooth identification and flow of referrals into the service to
enable the Behavioural Intervention provider to deliver services in line with the national service
specification.

6.

PRICING OF THE SERVICE

6.1

The non-recurrent 2017/18 funding allocation to the Lead Organisation is set out in Schedule 4. This
funding is to support the activities set out in Schedule 2.

7.

REVIEW OF THE SERVICE

7.1

Lead Organisations will be expected to attend (either in person or virtually) progress meetings with
the Authority or another organisation acting on behalf of the Authority. These meetings will be
arranged, chaired and minuted by the Authority. These will initially occur monthly and will move to a
quarterly basis as appropriate. Where required, risks and issues will be escalated through the
Authorities governance structures.

7.2

The Authority will arrange a formal programme review meeting every three months, which Lead
Organisations are expected to attend either in person or virtually as required by the Authority.
Progress will be reviewed and assurance sought around delivery. Required mitigations will be jointly
agreed as part of this review, and if required the variation process in Clause 9 will be followed.

7.3

The Lead Organisation is expected to raise risks or issues in a timely manner via their NHS England
Regional Diabetes Lead, and the Authority will support where appropriate the management of these
risks or issues.

7.4

There is also the possibility to increase the number of interventions being commissioned from the
Behavioural Intervention Provider within the Lead and Partner Organisation geographies where
performance warrants further capacity and this is agreed with the Authority.

8.

CONTACT POINTS

8.1

This MoU will be monitored by the Authority.

8.2

The points of contact for the Lead Organisation and the Authority are set out in Schedule 1.

9.

VARIATION

9.1

Subject to clause 10.1 this MOU may be modified in accordance with the change control procedure
detailed in the Appendix A. This will require joint written agreement from both the Authority and the
Lead Organisation.

10.

TERMINATION

10.1

The Authority may immediately terminate or, notwithstanding clause 9, unilaterally vary the funding
set out in schedule 4 or terminate this MOU if the Lead Organisation at any time breach obligations
set out in Schedule 2.

11.

DISPUTE RESOLUTION

11.1

Disputes between Lead and Partner Organisations and Behavioural Intervention Providers are
expected to be resolved locally wherever possible, especially handing issues arising from practical
implementation. Where issues cannot be resolved, or where they could potentially impact on the
delivery of the service, these should be escalated to the Authority in a timely manner as part of the
review process in Clause 7.

12.

CONFIDENTIALITY, FREEDOM OF INFORMATION AND TRANSPARENCY

12.1

Each party agrees to keep confidential all documents relating to or received from the other party
under this MOU that are labelled as confidential. Where a party receives a request to disclose
Information that the other party has designated as confidential, the receiving party shall consult with
the other party before deciding whether the Information is subject to disclosure. The parties agree
that this Clause shall survive the expiry or earlier termination of this MOU. For the purpose of this
Clause, "Information" has the meaning given under section 84 of the Freedom of Information Act
2000.

12.2

The parties shall co-operate with each other in handling and disposing of requests made to either of
them, which are the responsibility under the Freedom of Information Act 2000 of the other.

12.3

Lead Organisations must cooperate with the Authority in its compliance with transparency
requirements.

13.

PUBLICITY

13.1

The parties shall consult with each other before deciding whether to give any publicity to the matters
covered by this MOU.

14.

DATA PROTECTION

14.1

The parties warrant that they shall duly observe all their obligations under the Data Protection Act
1998, Directive 95/46/EC of the European Parliament and any legislation and/or regulations
implementing them or made in pursuance of them and any associated legislation that arises in
connection with the MOU (“Data Protection Requirements”).

15.

INTELLECTUAL PROPERTY RIGHTS

15.1

The parties may use each other’s logos for the purposes of delivering and promoting the services
specified in the MOU provided such use is in line with the owner’s guidelines and the Authority's
branding guidelines.

15.2

Subject to Clause 15.3 any other use of the logo or other intellectual property rights will require
express permission in writing from the owner.

15.3

The Lead Organisation grants the Authority a fully paid-up exclusive perpetual licence to use
any Arising IPR for the purpose of the exercise of the Authority’s functions, including the provision
of the NHS DPP, together with the right for the Authority to grant sub-licences to:

(a) any other organisation for the purpose of delivering services or supporting the delivery of
services (including the delivery of the NHS DPP) to the Commissioner; and/or
(b) any commissioner or provider of health and social care services for the purpose of the
exercise of their respective functions.
For the purpose of this Clause, "Arising IPR" means any intellectual property created or developed
by the Lead Organisation as a result of carrying out the obligations set out in this MOU.
16.

NO PARTNERSHIP OR AGENCY

16.1

Nothing in this MOU shall be construed as creating a partnership.

16.2

No party shall be deemed to be an agent of any other party and no party shall hold itself out as
having authority or power to bind any other party in any way.

16.3

Neither party shall have any liability to the other party for any redundancy costs arising either from
delivery of the services or by the termination of the MOU, whether by the passage of time or any
earlier termination.

17

LAW AND JURISDICTION

17.1

The Parties recognise that the Agreement is not a legally binding contract but nevertheless will
honour, observe and perform as if it was.

Signed for and on behalf of the Authority
Name: ……………………………………………….
Position: ……………………………………………
Signature: ............................................................
Date: ………………………………………………...

Signed by NHS England Regional Delivery & Commissioning Operations
Name: ……………………………………………….
Position: ……………………………………………
Signature: ............................................................
Date: ………………………………………………...

Signed for and on behalf of the Lead Organisation, Wakefield Council by the Senior Responsible
Officer for programme delivery
Name:

Anna Middlemiss

Position:
Signature:

Deputy Director of Public Health

Date:

29 November 2016

Supporting signatures from Partner Organisations agreeing to work with Lead Organisations to
deliver the activities set out in Schedule 2:

Signed for and on behalf of the Partner Organisation - North Kirklees CCG

Name: Richard Parry
Position: Chief Officer
Signature:
Date: 14 December 2016

Signatures have been collated for the purposes of this MOU – the master signatures are held within
the lead organisation NDPP folder

Schedule 1 – Contact points
For the Authority
Name
Office Address

Telephone number
E mail address

Contract Management Team Leader
Medical Directorate
NHS England
Skipton House
London
SE1 6LH
(0113) 82 51967
england.ndppcontracts@nhs.net

For the Lead Organisation
Name
Office Address
Telephone number
E mail address

Gill Day
Wakefield One, Burton Street, Wakefield WF1 2EB
01924 306485
gillday@wakefield.gov.uk

Schedule 2 - Specification
Activity required from the Lead Organisation
Funding
1

The Authority will provide non-recurrent funding in 2017/18 to the Lead Organisation on the
understanding that it is used exclusively for activities relating to deliverables in Schedule 2 of
this MOU.
1.1 All funding provided from the Authority under the terms of this MOU must be spent
in 2017/18 and in line with the Authority's and broader public sector requirements for
regularity, propriety and value for money. Sites may be required to provide access to
the Authority's Internal Audit team to verify this.

Recruitment
2
3

Lead organisations will ensure that referrals are delivered at the specified time and volume set
out in paragraph 3 by all the Partner Organisations.
The partnership, consisting of Lead and Partner Organisations will deliver (Year One – 5223,
Year Two – 5701 = Total 10,924) to the Behavioural Intervention Provider in line with profile
below. Any changes to this profile will be dealt with through the variation process set out in
Clause 9.
Monthly referral figures

2017/18
2018/19
4

5
6

1

Apr
202
516

May
261
478

Jun
240
478

Jul
302
470

Aug
354
471

Sep
456
335

Oct
485
368

Nov
518
414

Dec
471
390

Jan
567
448

Feb
653
491

Mar
664
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A person shall be considered to have been referred to the Behavioural Intervention Provider
where they meet the relevant criteria for referral as outlined in the service specification1, where
consent for referral from the patient has been secured and where sufficient details are provided
to the Behavioural Intervention Provider to enable contact with the individual or when the
individual makes direct contact with the Behavioural Intervention Provider .
Where Lead Organisations are unable to deliver referrals according to paragraph 3 this could
result in termination of the MOU as per Clause 10.
Lead Organisations, will lead the delivery of the NHS DPP, with Partner Organisations through:

Acceptance criteria for the NHS Diabetes Prevention Programme as described in the service specification section 3.4.1.

The Provider must accept the following individuals onto the Service:

Individuals who have already been identified as having non-diabetic hyperglycaemia in the past 12 months via GP
systems and/or who have been included on a GP register of patients with non-diabetic hyperglycaemia; and / or

Individuals who have already been identified as having non-diabetic hyperglycaemia in the past 12 months via the
NHS Health Check programme
The Provider will develop and agree detailed referral protocols with local health economies.
Exclusion criteria - The following individuals must be excluded from the Service:

Individuals with blood results confirming a diagnosis of Type 2 diabetes

Individuals with a normal blood glucose reading on referral to the Service

6.1

Working with general practice, the local NHS Health Check providers and wider
stakeholders to identify and refer individuals identified as having non-diabetic
hyperglycaemia onto the NHS DPP

6.2

Integrating the NHS DPP into the local care pathway

6.3

Implementing local marketing initiatives following all national branding and marketing
guidelines

6.4

Coordinating local communications, including seeking clearance on programme launch
announcements with the Authority

6.5

Co-ooperating with the local Behavioural Intervention Partner to develop and agree a
mobilisation and implementation plan cover all Partner Organisations to inform the
location, number and delivery arrangements of behavioural intervention groups in line
with the national service specification.

6.6

Co-operating with the local Behavioural Intervention Provider to agree and manage the
process of referrals, including appropriate data processing / data sharing agreements
where required

6.7

Developing, implementing and assuring delivery of a programme plan that sets out the
activities, resources and owners of Lead and Partner Organisation’s actions relating to
implementation and delivery of the NHS DPP

6.8

The Lead Organisation and Partner organisations will be expected to attend (either in
person or virtually) regular progress and planning meetings with their behavioural
intervention provider. These meetings will occur as and when required and at least
monthly.

Programme development
7
8
9

10

11
12

13
14

Local evaluations undertaken within the Lead and Partner Organisation geographies will be
shared with the National Programme Team to inform the development of the NHS DPP
Lead Organisations will maintain learning logs around implementation and provide feedback to
the Authority at scheduled review meetings
The National Programme Team will share all available learning and knowledge relating to the
NHS DPP wherever possible and will facilitate an open and transparent exchange of learning
between current and future Lead and Partner Organisations.
Lead Organisations will work with Partner Organisations and wider stakeholders where
required, as well as Behavioural Intervention Providers to ensure signposting and where
appropriate referral to local services for participants completing the NHS DPP
Lead Organisations will lead the development of a robust local strategy, ensuring referrals into
the NHS DPP from Lead and Partner Organisations over the period of the MOU
Lead Organisations will lead the development of local referral pathways that take account for
other available programmes (For instance Tier 2 weight management services or alternative
Type 2 diabetes prevention services)
Lead Organisations will support the Authority in identifying and raising any potential TUPE
implications across all Partner Organisations
Where the NHS DPP will have an effect on existing services which are locally commissioned
the local Partner Organisation must undertake appropriate consultation with its local population
about the proposed changes on behalf of the Authority

Governance
15 Lead Organisations will develop and agree governance structures locally with Partner
Organisations and where appropriate wider stakeholders for example health and wellbeing
boards. These arrangements should integrate with STP governance arrangements, providing
governance across the STPs member organisations.
16 Lead Organisations should consider how to involve Behavioural Intervention Providers locally
within governance structures to support dialogue and partnership working
17 Lead Organisations will implement formal governance agreements with explicit roles,
responsibilities and agreement on the use of resources provided by the Authority for Partner
Organisations
18 Lead Organisations will coordinate and collaborate with Partner Organisations to ensure that
GP practices and NHS Health Check providers are engaged and referring into the NHS DPP
19 Lead Organisations and Partner Organisations with comply with the information provided by
the National Programme Team relating to branding and marketing
20 Lead Organisations and Partner Organisations should have regard to information governance
requirements for case finding and referral along with centrally developed materials
21 Lead Organisations will ensure a robust strategy offering the intervention, seeking consent and
making the referral is designed and implemented across Partner Organisations. This should
generate referrals against the pre agreed profile
22 Lead Organisations will work with Partner Organisations and Behavioural Intervention
Providers to ensure a complaints procedure is in place, that responds to issues relating to but
not limited to equalities, identification, invitation and referral systems
23 Lead Organisations will coordinate completion and approval of provided reporting templates for
the Lead and Partner Organisations that make up the partnership. This will involve monthly
highlight reporting of key performance metrics as per Schedule 3 of this MoU.
24 Lead Organisations will attend the schedule of programme meetings arranged by the Authority
and set out in Clause 7
25 Lead Organisations will provide other information and reports to NHS England as and when
required
Data management
26 Lead and Partner Organisations will comply with data protection and information governance
regulations
27 Lead and Partner Organisations will comply with any requirements relating to patient
confidentiality
28 Lead Organisations will share where appropriate data captured in Lead and Partner
Organisations with the National Programme Team
Planning and Reporting
29 Lead Organisations will develop a programme plan that covers all activity required across Lead
and Partner Organisations that make up the partnership
30 Lead Organisations will provide monthly status reports on delivery against programme plans
31 Lead Organisations will establish appropriate local stakeholder engagement plans to support
implementation of the NHS DPP and identification and referral of eligible patients
32 The Lead organisation will coordinate the completion and return to the Authority of monthly
highlight reports on behalf of all Partner Organisations covered by this MOU.
33 The Lead Organisation will work with Partner Organisations to complete, review and update
local implementation plans to deliver referrals in line with the profile within this MOU.

Working with the Behavioural Intervention Provider
34 Lead Organisations will work to ensure that populations locally can access DPP services
35 Lead Organisations will provide details of any local tailoring required in the prospectus to meet
the socio-economic and cultural needs of local populations
36 Lead Organisations will lead the resolution and management of local issues and challenges
37 The Lead Organisation and Partner organisations will be expected to attend (either in person
or virtually) regular progress and planning meetings with their behavioural intervention
provider. These meetings will occur as and when required and at least monthly.

Schedule 3 – Key performance indicators

Reporting requirements will be monitored closely and need to be met. These are specified in Appendix
B.

Schedule 4 – Pricing and payment
1

Schedule 4 sets out the non-recurrent 2017/18 funding allocation to the Lead Organisation
under the terms of this MOU.
PRICE

2

Non-recurrent payment to Lead Organisation to support
deliverables as outlined in schedule 2 of this MOU.

XXXX

Total

XXXX

Invoice Schedule
Invoice Date

Invoice Amount

April 2017

25%

July 2017

25%

October 2017

25%

January 2018

25%

3

Invoices will need to include a PO number which can only be generated and sent to the Lead
Organisation on receipt of a signed MOU. Invoices must be sent directly to the Authority in
order to be passed for payment.

4

For the Authority

Name
Office Address

Telephone number
E mail address
5

Contract Management Team Leader
Medical Directorate
NHS England
Skipton House
London
SE1 6LH
(0113) 82 51967 CHECK NUMBER
england.ndppcontracts@nhs.net

For the Lead Organisation

Name
Office Address
Telephone number
E mail address

Gill Day
Wakefield Council, Wakefield One, Burton Street, Wakefield WF1 2EB
01924 306485
gillday@wakefield.gov.uk

Appendix A
Change Control Procedure
Contract Change Note (CCN)
Sequential Number

[insert]

Title:

[insert]

Originator:

[insert]

Date change first proposed

[insert]

Number of pages

[insert]

Reason for proposed change

{Please insert, full details of the reason for the change}
{- Continuation of the duration of the period of operation of this MOU, from ____________ to
___________},
{- changes to pricing as follows: ___________________________________________}

Full details of proposed change

{Please insert full details of the proposed change}

Details of likely impact, if any, of proposed change on other aspects of the MOU

{Please insert details or “None”}.

Date of Proposed Change
[insert]
Save as herein amended, all other terms and conditions of the MOU inclusive of any previous
CCNs shall remain in full force and effect.

Signed for and on behalf of [insert]:
Name and Title:
Signature:

Date:

Signed for and on behalf of [insert]:
Name and Title:
Signature:

Date:

Appendix B – Monthly Reporting Requirements
Ref

Who
reports
Lead
Organisation

Reporting
Requirements
Numbers offered
referral to the NHS
DPP

2

Lead
Organisation

Numbers of eligible
individuals
identified

Total number of
individuals eligible for
offer of a place on the
programme

3

BIP

Monitoring of
suitability of
referrals to
Behavioural
Intervention
Provider
(information
provided by BIP)

Total number of
eligible individuals
identified from existing
practice registers that
consent to referral for
whom a referral
notification is sent to
the Behavioural
Intervention Provider

1

Description

Numerator

Denominator

Notes

Total number of
individuals that are
eligible for the NHS
DPP that have
received a
communication
offering them a place
on the intervention

The number of eligible
individuals [>18yrs with
HbA1c 42-47mmol/mol
(6.0%-6.4%) FPG 5.56.9mmol/l] identified from
general practice registers
within the CCG that have
received a communication
offering them a place on the
intervention
The number of eligible
individuals [>18yrs with
HbA1c 42-47mmol/mol
(6.0%-6.4%) FPG 5.56.9mmol/l] identified from
general practice registers
within the CCG
Total number of eligible
individuals identified from
practice registers that
consent to referral for whom a
referral notification is sent to
the Behavioural Intervention
Provider

Total number of
eligible individuals
[>18yrs with HbA1c
42-47mmol/mol
(6.0%-6.4%) FPG
5.5-6.9mmol/l]
identified from GP
practice registers

This reporting requirement simply
measures whether the CCG is actively
informing patients of risk and offering
referral not actually referring. The exact
referral pathway will need to be agreed
locally.

This provides the total number of
individuals eligible for the programme.

Total number of
people identified
from practice
registers that
consent to referral
to the Behavioural
Intervention
Provider

DN - NHS IG are setting out the legal
basis for flowing information for referral as
part of direct clinical care and will provide
national guidance on what can be shared
under implied consent (i.e. where explicit
consent for referral has not been given)

Appendix B - Quarterly Reporting Requirements
4

Lead
Organisation

Capacity to refer

% of Health Check
Providers referring to
the Behavioural
Intervention Provider

The number of NHS
Health Check Providers
actively referring to the
Behavioural Intervention
Provider

Total number of
NHS Health Check
providers in the
Local Authority's
geographical area

5

BIP

Infrastructure to
refer

% of GP practices
referring to the
Behavioural
Intervention Provider

The number of practices
in the CCG actively
referring to the
Behavioural Intervention
Provider

Total number of
GP practices in
CCG geographical
area

Actively referring is defined as those NHS
Health Check providers that are routinely
measuring risk for Type 2 Diabetes and
referring for/ administering blood tests to
confirm risk and either have referral
pathway in place with CCG / Behavioural
Intervention Provider and have referred
minimum of 2 individuals in the previous
month.
Actively referring is defined as those
practices that have an agreed referral
pathway with the CCG / Behavioural
Intervention Provider and have referred
minimum of 2 individuals in the previous
month

Appendix 2

NHS Diabetes Prevention
Programme
Prospectus
West Yorkshire STP

1.0 Partnership Information
STP Name

West Yorkshire and Harrogate Sustainability and Transformation Plan (Healthy Futures)

Prepopulated
Current NDPP sites and
their provider delivering
within your STP footprint

NDPP site
Leeds

Provider
Ingeus

Prepopulated
Partnership Lead

Wakefield Council

Partner Organisations

Clinical Commissioning Group

Local Authority

NHS Wakefield CCG
NHS North Kirklees CCG
NHS Greater Huddersfield CCG
NHS Calderdale CCG
NHS Airedale, Wharfedale and Craven CCG
NHS Harrogate and Rural District CCG

Kirklees Council
Calderdale Council
Bradford Council
North Yorkshire County Council

Prepopulated

Lead contact for partnership
Role, email and phone
details.

Gill Day
Public Health Manager
Wakefield Council

gillday@wakefield.gov.uk
01924 306485
07500890808

Other partner organisations

2.0 Partnership Geography
This information will help providers consider how best to structure their bid to meet your requirements, and key considerations for delivery across your
partnership, for instances rurality, areas with poor access routes to routine services, areas with high or low population density.
Please explain clearly where the geographical borders are, and if there are areas within the STP that are not included in the service delivery area.

Airedale, Wharfedale, Craven
Bradford

2.1
Geographical Spread
AWC CCG geography covers a population
of 156,000 people, across two local
authority boundaries. Approximately two
thirds of the population lives in the
Bradford Metropolitan District Council area
and the remainder in the North Yorkshire
County Council boundary. The localities of
Airedale and Wharfedale fall with the
BMDC area with Craven area in NYCC
boundary. AWC has 16 practices, 12 of
these fall within Airedale and Wharfedale
localities and 4 within Craven locality.
Craven’s outstanding landscape is
reflected in the designation of two thirds of
the District within the Yorkshire Dales
National Park. The District is the most
westerly in North Yorkshire. It is spread
across 1179 square kilometers of land that
extends north from a boundary near
Skipton, with West Yorkshire to the
south‐east, Lancashire to the west and
Cumbria to the north‐west. Craven’s
largest town is Skipton and the majority of
people live in Skipton and the South
Craven area. Craven’s other towns include
Settle and Grassington. The District also
has a number of smaller scattered villages
and hamlets. Outside of urban centres and
market towns Craven is sparsely
populated with 59.5% of the population
living in rural areas and 12.6% of the
population living in areas which are
defined as super sparse (less than 50
persons/km).

2.2
Urban/Rural
The urban areas are contained within
town centres of Keighley, Skipton
and Ilkley. All 3 towns are
surrounded by villages of various
sizes all separated by green belt
land. Outside of urban centres and
market towns Craven is sparsely
populated with 59.5% of the
population living in rural areas and
12.6% of the population living in
areas which are defined as super
sparse (less than 50 persons/km).

2.3
Transport Links
These are difficult between the
valleys. Good links are in place
up the valley from Keighley to
Settle by train and bus and from
Bradford to Ilkley and from Leeds
to Ilkley. However to get between
Wharfedale and Airedale, and
Wharfedale and Skipton there are
no direct rail links and patients
are reliant on bus routes which
often involve more than one
connection.

Calderdale

Harrogate Rural and District
North Yorkshire

2.1
Geographical Spread
Calderdale is a metropolitan district lying
between the cities of Leeds and
Manchester. Halifax is the main
commercial, cultural and administrative
centre of the borough with 80% of the
population living in the eastern third of the
district in the towns of Halifax, Elland and
Brighouse and their associated villages.
The remaining 20% live to the west of
Halifax around the towns of Sowerby
Bridge, Hebden Bridge and Todmorden
within the Upper Calder Valley. Calderdale
is one of the smallest districts in England
in terms of population but one of the
largest in terms of area.

2.2
Urban/Rural
The western two thirds of Calderdale
are predominantly rural in nature and
the east is predominantly urban.
Much of western Calderdale is
dominated by the high Pennine
Moorlands characterised by steep
valleys and high moors with towns
nestling in the valley bottoms.

The district is one of the largest shire
districts in England at 1305 sq. km (505
sq. miles) and lies between the cities of
Leeds/Bradford in the south, the district of
Richmondshire in the north, the city of
York, Hambleton and Selby districts in the
east and the Craven district in the west.

The locality is characterised by being
both urban and rural in nature,
having large, sparsely populated
areas alongside the major
settlements of Harrogate,
Knaresborough and Ripon. In the
west, nearly half of the district
comprises of the relatively sparsely
populated Nidderdale Area of
Outstanding Natural Beauty (AONB)
which covers 233 square miles (603
km2).

The CCG encompasses Harrogate,
Masham, Ripon, Pateley Bridge,
Knareborough Green Hammerton and the
surrounding area. This is the same foot
print as Harrogate Borough Council.
However, the Local Authority (North
Yorkshire County Council) encompasses
all of North Yorkshire except for the city of
York which has its own unity authority
(City of York council).

2.3
Transport Links
Calderdale has direct access to
the motorway network via the
M62 in Elland which provides
trans-Pennine links along the
southern boundary of the district.
The main transport routes across
Calderdale, including the rail and
road networks run along the
valley bottoms. The towns in the
upper valley are connected to the
east of the district by the Calder
valley railway line and the A646.
There is also a comprehensive
bus network linking the main
towns with smaller towns and
villages as well as a developing
network of cycle ways and
footpaths
Harrogate and Rural District has
very good transport links between
the main towns and the majority
of the rural areas with access to
public transport. Harrogate
railway station and Harrogate bus
station, in the town centre,
provide transport connections
throughout the locality and further
afield. Leeds Bradford
International Airport is 10 miles
(16 km) south-west of Harrogate.
The main roads through the town
are the A61, connecting
Harrogate to Leeds and Ripon,
and the A59, connecting the town
to York and Skipton. Harrogate is
also connected to Wetherby and
the A1, by the A661.

2.1

Geographical Spread

North Kirklees
Greater Huddersfield

The CCG and LA split encompasses the
whole of Kirklees, which borders with
Calderdale, Bradford, Leeds, Wakefield,
Barnsley and Oldham, with the two main
towns being Dewsbury and Huddersfield.

Wakefield

Wakefield District covers 350 square
kilometres and forms one of five districts
which make up West Yorkshire. The main
centres of population are Wakefield city;
the five towns of the north east
(Pontefract, Castleford, Knottingley,
Normanton and Featherstone); Ossett
and Horbury in the west; and Hemsworth,
South Elmsall and South Kirkby in the
south-east. There are also scattered
villages in the open countryside mainly in
the west.

2.2

Urban/Rural

Kirklees has a mix of urban and rural
communities with the Dewsbury area
having an ever increasing south
Asian population with a ratio of 1 to
3. Kirklees has rural areas such as
Holmfirth benefiting from moorland
and open spaces between towns,
particularly heading out towards
Marsden.
Less than 20% of Wakefield District
is in a rural setting.

2.3
Transport Links
However, the rural nature of the
locality, particularly in the west,
does have a negative impact on
access to services for those who
rely on public transport.
Kirklees has very good transport
links to all areas with public
transport being effective to cover
major towns and rural areas.
There is also a good rail network
linking Kirklees with major towns
and cities such as Manchester,
Leeds and Wakefield as well as
small towns within Kirklees
Wakefield has good transport
links to the wider region and the
UK, being served by the M1 and
the M62 motorways and and
extensive network of rail and bus
services.

3.0 Partnership Demographics
This provides information to bidders on the scale of service required and the unique considerations in delivering a service within your partnership.
3.1 State the total population numbers
in each age group, by gender and
CCG

CCG

Age Band

NHS Airedale, Wharfedale and Craven CCG

18‐44

23632

23201

46833

45‐64

22322

21403

43725

65+

18768

14859

33627

18‐44

34567

33899

68466

45‐64

28457

28400

56857

65+

20204

16155

36359

18‐44

42431

42824

85255

45‐64

31314

31414

62728

65+

23015

18733

41748

18‐44

22328

22147

44475

45‐64

23138

22159

45297

65+

19254

15249

34503

18‐44

33448

33963

67411

45‐64

22603

23103

45706

65+

16498

13326

29824

18‐44

56284

54496

110780

45‐64

45114

45411

90525

65+

33362

27576

60938

516739

488318

1005057

NHS Calderdale CCG

NHS Greater Huddersfield CCG

NHS Harrogate and Rural District CCG

NHS North Kirklees CCG

NHS Wakefield CCG

Grand Total

Females

Males

ONS midyear estimate LSOA SYOA 2014

Total

3.2 Set out the languages that you
would request services were delivered
in to support your local at risk nonEnglish speaking community.

Please list/describe
Whilst providers have a responsibility to tailor services to meet the needs of local population’s pragmatism is
required in what providers can deliver. We ask that you set out any existing language support that can be
offered?

Max five languages requested.
We would request that services were delivered in the following languages across the partnership:
CCG
Airedale, Wharfedale and Craven*

Calderdale

Greater Huddersfield

Harrogate and Rural District

North Kirklees

Wakefield

Language
94.8% English speaking
1.7% Punjabi
0.8% Urdu
0.7% Bengali
0.5% Polish
95.0% English speaking
1.8% Punjabi
0.8% Urdu
0.7% Polish
93.3% English speaking
1.8% Punjabi
1.2% Urdu
0.8% Polish
96.6% English speaking
1.0 % Polish/Eastern European
0.37% Indian/Pakistani
0.55% Chinese
91.0% English speaking
2.4% Punjabi
1.6% Urdu
1.5% Gujarati
0.7% Polish
96.5% English speaking
1.3% Polish
0.3% Punjabi
0.3% Urdu

*Airedale, Wharfedale and Craven CCG currently commissions interpreting support service from enhable2
which patients may be able to access would need to look into this further to see if any specific support could be
offered for AWC patients for this programme

3.3 Set out the main ethnicities
present within the partnership that
materials may need to be tailored for.

Please list/describe - Whilst providers have a responsibility to tailor services to meet the needs of local
population’s pragmatism is required in what providers can deliver. We ask that you set out any existing support
that can be offered?

3.4 Type 2 diabetes prevalence
CCG
Airedale, Wharfedale and Craven
Calderdale
Greater Huddersfield
Harrogate and Rural District
North Kirklees
Wakefield

Type 2 Diabetes Prevalence (%)

Please indicate if modelled or
known figure

9.2
8.8
8.8
8.1
9.7
8.6

Prevalence estimates from the
National Cardiovascular
Intelligence Network 2016

3.5 Numbers identified at risk of Type
2 diabetes2

CCG

Numbers identified as eligible
for NDPP

2,180

Please indicate if modelled or
known figure
Modelled figure ( figures taken
from the GP Practice clinical
system and estimated for those
who were on a different system)

Calderdale

7,407

Known figure

Greater Huddersfield

4,925

Airedale, Wharfedale and Craven

7,690

Known figure
Prevalence of risk population for
Harrogate and Rural District in the
population of 12/17 practices
extrapolated to the total Harrogate
population

North Kirklees

5,570

Known figure

Wakefield

11,844

Known Figure

Harrogate and Rural District

4.0 Existing local service provision for diabetes prevention and weight management
NHS England does not anticipate that TUPE will apply to transfer staff from any existing service provider to any bidder. However NHS England is not in a
position to give any warranty in respect of TUPE and bidders should rely on their own assessment of the likelihood that TUPE might apply.
Service

Description

4.1 Diabetes Prevention

Please provide a brief description of the service, service provider and contract end dates. If you have an existing service
please indicate the current uptake per annum (total numbers) and current service capacity (total numbers)
Calderdale
X-PERT Health has received funding to run 8 diabetes prevention courses with the capacity to take 120 people in all (15 per
course). Four courses have already taken place. The remainder of the courses will be taking place in early 2017, and XPERT are working with GP practices and other referrers/signposters to maximise uptake of these.

2

To be eligible participants will have a blood test indicating Non-Diabetic Hyperglycaemia within the last 12 months (HbA1c 42-47mmol/mol (6.0%-6.4%) FPG 5.56.9mmol/l)

From October 2016 individuals with NDH have been eligible to attend the exercise referral programme element of the Better
Living Service as well as those with diabetes.
There are no other areas in the partnership with specific diabetes prevention programmes.
4.2 Weight Management

Please provide a brief description of the service, service provider and contract end date.
The partnership would welcome the opportunity to discuss with the provider how the current weight management services
can complement the NDPP and to explore direct referrals from the services where appropriate.
CCG

Service

Airedale, Wharfedale
and Craven

Bradford LA currently commission Tier 2 weight management services from A Better Life (ABL)
for eligible patients in Airedale and Wharfedale localities. This programme offers group and
individual support over period of 10 months; sessions are based in the community and are
identified via Primary Care. The contract is due to run for three years ending in 2019.
North Yorkshire County Council currently provides grant money to Harrogate Borough Council
and Carven District Council to deliver a pilot tier 2 adult weight management programme. The
programme is for those aged 18 years or above with a BMI of 25 or above. Referrals are
accepted both health care professionals or via a self-referral. The programmes delivered are
multi-component to include nutritional advice and support and physical activity, underpinned by
behaviour change strategies. The grant money is available until 30th June 2017. NYCC intend
to formally procure a tier 2 adult weight management service from 1st July 2017 for a 5 year
contract period.

Calderdale

Tier 3 services are currently commissioned from Mid Yorkshire Hospitals Trust. This service
provides group and 1:1 support to patients and tailored exercise programmes and the patients
are referred into the service by Primary Care. The service has a multidisciplinary team
approach with support including consultant with a specialist interest in obesity, dietetic,
psychology and physiotherapy input. Patients currently attend clinics at Dewsbury Hospital.
However work is ongoing to review commissioning arrangements for Tier 3 and Tier 4 services
across STP footprint and in principles agree to adopt consistent approach for referral and
intervention for both Tiers and for a move away from commissioning in Tiers to a whole
pathway approach.
Tier 2 weight management in Calderdale forms part of the Better Living Service, an integrated
wellness service delivered by the Sports Services division of the local authority. As the service
is delivered in house there is no formal contract in place, the current service level agreement
between Public Health and Sports Services ends on 31st March 2018.
Calderdale residents aged 16 or over with a BMI of ≥30 (≥28 with co-morbidities including
diabetes but not NDH or ≥27.5 for those of Black or Asian ethnicity) are eligible to attend the

service. The main model of delivery is a 12 week course covering healthy eating, physical
activity and behaviour change. Drop in sessions and additional Motivation & Support sessions
are also available during and after the completion of a 12 week course to aid longer term
weight maintenance. Other models of delivery such as shorter courses, telephone and online
support are currently in development.
The Better Living Service also has a service level agreement in place with Weight Watchers
and Slimming World so individuals meeting the eligibility criteria outlined above can opt to
attend either of these services free of charge for 12 weeks if they wish.
Referring practitioners (which can be GP’s or other health or social care professionals) can
refer to all elements of the Better Living Service using a single referral form and individuals can
self-refer to any element via a single point of access telephone number or email address.

Harrogate and Rural

Once the DPP begins, the intention is that individuals with an HbA1c result indicating NDH will
be referred into the DPP, with the Tier 2 weight management programme concentrating on
those who are overweight/obese but do not have an HbA1c result indicating NDH.
Tier 2 weight management programme for those aged 18 and above with a BMI of 25 or
above. The programme offered is a group based, 12 week multi-component programme that
covers physical activity, nutrition, and behaviour change strategy. The programme is currently
seeing a significant amount of clients with diabetes (some practices are actively referring to the
tier 2 programmes).
Exercise on referral - ‘Active Health’ - Harrogate BC provide a range of options that GPs and
healthcare professionals can refer in to: ‘Fit for Function’ (falls prevention), Exercise after
Stroke, ‘Strong and Steady’ (Parkinsons), cardiac rehab (phase 3 and 4) exercise on referral
programme to local residents.
Local leisure provision (tier 1 provision in local obesity pathway)
Local community and sports clubs/health walks etc (tier 1 provision in local obesity pathway

North Kirklees and
Greater Huddersfield

Kirklees has a tiered adult weight management service consisting of tiers 1-4. The tiers are
procured through the local authority’s public health team and consist of preventative and
treatment services. Health Trainers, Get Fit with The Giants Programme and Physical Activity
and Leisure Scheme are programmes that offer support with diet and physical activity and act
as signposting services. Weight Watchers and Mid-Yorkshire Hospital offer multi-disciplinary
programmes that support people in losing weight leading to improved management of their
long term conditions. Referrals are received via health professionals and self-referral. Current
scoping work is taking place to encompass all tiers into the new Wellness Model. The model is
in its development phase with a view to piloting it in April 2017 and launching April 2018.

The aim for the model is “to support people to live longer, healthier, happier lives through
greater integration and by moving resources towards a life-course based approach rooted in
prevention and early intervention and away from avoidable treatment and care”. The weight
management services are currently contracted for the next 18 months to then align them with
the commissioning of the Wellness Model.
Wakefield

Wakefield is redesigned its weight management programme. This will be a framework of
providers delivering a programme co-ordinated by Wakefield Council. There is will no more
tiers, instead referrals will get what they need to be successful in losing weight.
These include clinical services, community interventions, online interventions and support with
behaviour change. The new Weight Management programme will start 1 October 2017.
Currently there are several lifestyle interventions of which people can be signposted or referred
to for lifestyle, diet and physical activity advice. This includes tier 2 weight management service
and targeted physical activity which is delivered by Wakefield Council and tier 3 and tier 4
service delivered by Mid-Yorkshire Hospital Trust. Participants will be able to access
mainstream services, self-guided and self-funded, such as leisure centres, parks, slimming
clubs and culture based services at any point. There is a huge capacity within these services
and access is open to all

5.0 Referral generation
Referrals will be generated from the local health economies who will work to mobilise referral pathways; primarily from the NHS Health Check and
Primary Care, but other routes could be explored in conjunction with the provider. Please note that the same referral and eligibility criteria apply, as
detailed in the service specification, regardless of the route into the programme.
5.1 Number of GP
Practices

CCG
Airedale, Wharfedale and Craven

Number of GP Practices

Calderdale

26

Greater Huddersfield

39

Harrogate and Rural District

17

North Kirklees

29

Wakefield

40

Total

168

17

5.2 Number of NHS
Health Check Providers

CCG
Airedale, Wharfedale and Craven

Primary Care

Calderdale

26

Greater Huddersfield

38

Harrogate and Rural District

17

North Kirklees

28
40 (70%)

Local Authority

Other

16

Wakefield

30% community outreach
Total
5.3 Detail the referral
pathways into the
programme and explain
how these will work.

165

West Yorkshire STP DPP implementation board have all agreed to use the national pathway for referral into the programme.
Referrals will be generated into the programme by different methods across the STP. The main method of referral will be via
face to face contact following an NHS Health Check or from Primary Care following an annual review of a long term condition
for example hypertension or review of a previous NDH. Targeted mailshots for those who have been identified on the NDH
register will be used in some areas particularly if the referral numbers are low as the East Midlands experience of using this
method was very positive. Templates will be developed for the GP Practice clinical systems with links to an electronic referral
form which will enable a seamless referral system. We will also explore the use of prompts on the clinical system for those
people at high risk with NDH in order to remind the clinician to discuss referral to the NDPP during the consultation.

5.4 Referral generation
through NHS health
checks

% of total pop
offered HC in
15/16

Overall
uptake rate
for HC in
15/16

Number HC
undertaken
annually in
15/16

18.4%

35%

1,806

13.62%

48%

1,193

Calderdale

20.3%

57.7%

7,277

Greater Huddersfield

5%

3.07%

7,465

Harrogate and Rural

19.7%

42.2%

4,784

North Kirklees

4.3%

2.3%

4,523

Wakefield

13.7%

37.2%

4,490

By CCG or local authority
(please indicate which)
Airedale and Wharfedale
localities covered by Bradford
Local Authority
Craven locality covered by
North Yorkshire County
Council

Known
identification
rate of NDH
from HC in
15/16

Not Known

Estimated
referrals
through HC in
17/18
As NHS Health
Checks
are
performed
in
Primary Care
the
numbers
will be included
in the referral
generation
through
Primary Care –
section 5.6

5.5 Describe support
CCGs will be providing
for PC and GP in
generating referrals;
including incentives.

The partnership approach to support for Primary Care and GP’s in generating referrals is:







To use existing forums such as practice protected time events and clinical network or locality events to promote
awareness and encourage referrals from primary care into the NDPP
To review opportunities within the clinical systems to develop templates, prompts and flags to help health care
professionals to identify people that may be eligible and discuss referral with them
The PRIMIS tool will be shared with practices in some areas, and the CCG’s data quality teams will support practices to
run this, and use the results to identify and refer people who are eligible for the Programme.
The Communications teams within the CCG’s will support the co-ordination of promotion of the Programme through
existing mechanisms such as newsletters and websites as well as tailored communications. Practices will be encouraged
to spread the word about the NDPP through their own communications
The CCGs will work closely with the local commissioners for NHS health checks
The CCGs will also work with community providers to deliver consistent messages of encouragement and support to
people identified as eligible for the NDPP

There will be some bespoke elements of support in the different CCGs which reflects the differnces across the partnership
such as:






Support for practices to maintain the NDH register and to refer to the NDPP programme will be provided by the
community diabetes contract in Wakefield.
The Airedale Partnership ( AGH, YorDales (GP Fed) and BDCT) will be providing Enhanced Diabetes and podiatry
service for AWC from April 2017 and support for the NDPP is included in the new service specification. Support for
engagement with NDPP is also included in self-care programme of work for AWC. Specific plans for this included direct
engagement with health care providers in general practice who currently provide health checks to increase awareness of
NDPP, referral pathways and training in motivational interviewing to support referral conversations and improve uptake.
Calderdale will work with the Better Living Service to deliver consistent messages of encouragement and support to
people identified as eligible for the NDPP.
In Harrogate and Rural District whilst no incentives will be offered to primary care for referrals, it is anticipated there
needs to be an initial phase of support to embed this new service into referral routes to/ from primary care. A precursor to
these actions is ensuring the programme is bought to the attention of referrers and to the general public.

5.6 Referral generation
through primary care

CCG
Airedale,
Wharfedale and
Craven
Calderdale

Number
practices with
NDH registers
and recall
systems for NDH
17
26

Greater
Huddersfield

39

Harrogate and
Rural District

12/17

North Kirklees

29

Wakefield

40

Number of
people on the
managed NDH
registers
4,846 (estimated)

Number of
people on
managed NDH
registers - blood
reading less
than 12 months
old
4,326 (estimated)

7,407( a search
on the clinical
indicator has
indicated this
figure)
4,925 ( a search
on the clinical
indicator has
indicated this
figure)
5,346

5,570( a search
on the clinical
indicator has
indicated this
figure)
11,844

Number people
blood reading
that indicates
NDH more than
12 months old
484 (estimated)

Estimated
referrals through
PC in 17/18
681

7,407( a search
on the clinical
indicator has
indicated this
figure)
4,925 ( a search
on the clinical
indicator has
indicated this
figure)
3,522

Not known

488

Not Known

477

1,824

1,570

5.570( a search
on the clinical
indicator has
indicated this
figure)
6,596

Not Known

477

5,248

1,480

Similar approaches have been used throughout the Partnership with slight differences, these are described at Appendix 1

5.7 Referral generation
through other routes

5.8 Total referral
generation

By CCG or local authority (please indicate which)
Airedale, Wharfedale and Craven

Estimated referrals from other routes in 17/18

Calderdale
Harrogate and Rural District

None
None (direct referrals from Tier 2 weight management
schemes will be explored)

North Kirklees and Greater Huddersfield

None

Wakefield

None

Whole partnership

None

Total estimated referrals
(HC+PC+other) in 17/18
5,173

5.9 Describe current or planned local incentive schemes for referral generation.
CCG

Planned Local Incentive Schemes

Airedale, Wharfedale
and Craven

No specific incentive scheme will be in place to support case finding and referral by primary care into the programme. However
we currently commission enhanced care service from our GP practices through which practices deliver a pro-active model of
care with a focus on promotion of self-management, prevention and care planning. It is our intention to continue to commission
this type of scheme next year and along with extended access schemes engagement with the NDPP programme will be
supported through these programmes. In addition self-care work programme, engagement and awareness planned through
existing forums referenced in section 5.5 will continue to support the referral mechanism.
There are no plans for a specific incentive scheme; however, the approaches described in section 5.5 will be used to generate
and sustain referrals.

Calderdale

Harrogate and Rural
District
North Kirklees and
Greater Huddersfield

As part of the NHS Health Check contract the provider will be required to report to Public Health on the number of individuals
identified with NDH (HbA1c of 42-47) and the number of referrals made to the DPP. This will be monitored as part of the
contract review process and any underperformance in terms of referral generation will be addressed.
Although there would be no financial incentive we would work with NHS Health Checks commissioner (NYCC) to ensure this
was part of the pathway and monitor it.
There are no plans for a specific incentive scheme in either CCG; however, the approaches described in section 5.5 will be
used to generate and sustain referrals. In addition, approval has been given for Public Health to develop a Wellness Model for
the delivery of lifestyle interventions from the Health and Welling Board (HWB); the CCGs have also been consulted.

Wakefield

The model will be tested early next 2017 and commence 2017. The proposed aim is “to support people to live longer,
healthier, happier lives through greater integration and by moving resources towards a life-course based approach rooted in
prevention and early intervention and away from avoidable treatment and care”. The Wellness Model will empower people to
live their lives to the fullest possible potential by enabling people to increase control over their health through making changes
to their lives. It will support the NHS 5 Year Forward View and Sustainability and Transformation Plans by diverting people from
primary and secondary healthcare services towards prevention pathways, helping to contain rising healthcare costs. Pathways
will be streamlined and consideration will be given to self-referral, drop-in and outreach approaches. The NDPP provider will
be kept informed of and involved in the development of the model.
The Community Diabetes Contract for GP Practices managing diabetes in primary care has been reviewed and revised and will
include that GP practices are required to hold a managed register for people with non- diabetic hyperglycaemia and refer into
the NHS DPP. In addition it will be included within the NHS Health Check service.

5.10 Based on an average group size of 20, how will you support a steady flow of referrals within specific geographies to support bringing groups
together?
A place-based implementation plan will be developed by each CCG with the provider, focusing on specific areas at specific points to ensure a critical
mass of referrals. This will be supported by a communication and promotion plan, setting out the roles and responsibilities of the CCGs, the local
authority, community providers and the voluntary sector in ensuring that referrals to the Programme are maximised and people are motivated to take part
in the full Programme.
The local areas will either work in commissioning forums or clinical networks ensure that there are trail blazer practices to promote the programme referral
pathways. There will be specific implementation and engagement plans put in place in each area to ensure that there is a steady flow of referrals
The mobilisation timeline of the programme will be developed by the steering group and will focus on geographical areas to ensure and enable
accessibility to all people who are at high risk of developing diabetes. The programme will commence in one clinical network/locality within geographical
areas and roll out to the remaining networks. Engagement with primary care will take place as each clinical network participates.
In the more rural areas there will be a sufficient concentration of primary care referrers to support an average group size of 20 individuals. The frequency
and location of these events will need to be appropriately scheduled if this resource is utilised effectively and efficiently. A challenge for the service will be
delivery in rural areas where the concentration of potential participants will be relatively low and access may be an obstacle to participation. The local
implementation team would welcome DPP provider input in addressing this issue. Similarly, the local implementation team would be interested in
exploring how the service can be delivered to individuals who have learning disabilities or indeed any disabilities which may result in reduced
opportunities to take up the service offer
5.11 If you are generating referrals from other routes outside of PC or the HC, for example through community outreach, please indicate how the blood
tests confirming eligibility will be undertaken.
No plans in place to generate referrals from other routes over and above primary care and health checks

5.12 Describe your strategy to engage general practice, NHS health check providers and your NDPP provider in developing and agreeing the referral
pathway for the NDPP. STPs should be working towards agreeing an approach to generating referrals across the partnership.
As the prevalence of diabetes continues to rise and predicted to reach 8.5% in 2020 all areas of the STP hold prevention high on the agenda and are
committed to delivering the NDPP.
The boards of all the CCGs within the partnership are enthusiastic to be part of the NDPP and there are a number of GPs who have an interest in
prevention and self-care. CCGs are committed to prevention at scale, highlighted within the Healthy Futures West Yorkshire STP.
Members of clinical leadership and network forums are engaging with GP practices in their area to ensure that there is buy in to the NDPP. The Local
Medical Councils across the partnership have also been consulted and are in support of the programme going forward.
All areas have training and education events where there will be an opportunity to engage with GP Practices regarding the NDPP. There will also be
engagement via the local federation and clinical networks via the chairs of the networks. The NHS Health check service specification which has recently
been revised in some of the areas now also references the NDPP. There will also be regular newsletter communication to primary care which will
demonstrate the number of referrals and uptake of the programme.
There will be a lead for the programme in each area, NDPP steering groups will be held on a monthly basis and will have representation from
stakeholders. The referral process will be agreed with input from GP Practices building on the learning from the wave 1 sites of the programme. All local
authorities and CCGs will work together to encourage promotion of the NHS Health Check programme and referral from primary care.
The steering groups will then feed in to the West Yorkshire STP DPP implementation board which will also have a regular time on the agenda for the
provider of the programme to report any issues and to provide an update of the referral generation and uptake.

6.0 Governance
Describe the governance structure and arrangements that will be in place to support the diabetes programme across your partnership. Include in your
answer:
 How governance will be provided across organisational boundaries
 What delegated authority they have and their roles and responsibilities
 What organisation the SRO will be based in
 Form and function of oversight group / board
 Contributions of each partnership organisation
 How each partnership organisation fits into the overall delivery plan
The Lead organisation is Wakefield Council and the Senior Responsible Officer is the Wakefield Deputy Director of Public Health








All executive boards across the partnership have approved the partnership application and committed to supporting the delivery and local
implementation of the programme.
The Memorandum of Understanding will be in place and signed between partner organisations to define the roles and responsibilities and the
commitment required to implement the NDPP and monitor the referral rates.
Each area has agreed local representation that will be responsible for supporting the roll out in their particular area. They will engage with and
manage the relationships with primary care. All areas will report back to their CCG boards regarding progress and uptake of the NDPP
The WYSTP DPP Implementation Board Terms of Reference will be developed and the frequency of meetings will be agreed, it is envisaged that
they will be more frequent with weekly teleconferences during the intensive mobilisation period to establish implementation.
Representatives will report to the WYDPP Implementation Board and the project manager will attend monthly progress meetings with NHSE,
provide a monthly status report and lead the resolution and management of local issues and challenges. The project manager will also attend the
NHSE formal programme reviews and report back to the partner organisations. The provider will attend the implementation board for an allotted
time to feedback and raise any issues.
The WYDPP Implementation Board will report into the prevention work stream of the West Yorkshire STP – Healthy Futures.

Please see Governance Organogram (Appendix 2)

7.0 Mobilisation
7.1 Plans for roll out
at pace and scale

Attach a mobilisation plan. Include:



Key delivery milestones such as: finalised governance arrangements, stakeholder engagement milestones and
commitment, finalised referral pathway design
Timelines including: which CCGs/areas/GP clinics will commence first, roll out sequencing among remainder of STP area

We would ask that 5 GP practices per CCG are selected as trailblazer sites for referral generation for mobilisation of the service.
Key Deliverables
Governance arrangements confirmed
across the WY STP
Governance arrangements confirmed in
each organisation
Complete the prospectus and the signing of
the MOU.
Selection and recruitment of provider

Finalise reporting arrangements including
information governance
Produce communications plan
Training and engagement plan for primary
care
Arrange promotional launch

Responsible organisation
Wakefield Council please see appendix 1

Time
November 2016

The MOU has been signed by all partner organisations

2 December 2016

Wakefield - a selection panel will be assembled with
representation from each of the partnership organisations.
The panel will evaluate the provider bids and agree the
recruitment of the most appropriate provider for the
partnership
Wakefield will lead the governance arrangements for the
partnership but all areas will be responsible for ensuring
that reporting is timely and complete
Wakefield will lead but all communication departments will
be included to ensure that a consistent message is
delivered across the partnership
A training and engagement plan will be developed for the
whole of the partnership and each organisation will ensure
that this is carried out in their individual area.
Each organisation will be responsible for a promotional
launch in their area

December 2016
6/01/17 to
20/01/17
February 2017
February 2017
February 2017
March 2017

Mobilisation of the DPP Across the West Yorkshire STP
The approach of the West Yorkshire STP to the mobilisation of the DPP will be to start engagement with GP Practices
immediately to raise awareness of the programme and to share the referral process when this has been agreed. All areas
except Airedale, Wharfedale and Craven will be ready to begin to generate referrals from the 1st April 2017

Each partnership will start in geographical areas using clinical networks or localities, focusing on both areas of deprivation
(identified by the JSNA) and commitment from the GP Practices. The DPP will then be rolled out across the partnership areas
within the STP moving to a different clinical network or locality using the learning from the initial trail blazer areas. The initial
sites will test out the templates referral process including the electronic referrals and share experiences with the remaining
areas.
The partnership has considered the element of seasonality and will gradually build up the number of referrals over the first few
months.
Wakefield – Castleford
Calderdale – Central Halifax
North Kirklees – Dewsbury Moor
Greater Huddersfield – Huddersfield
Airedale, Wharfedale and Craven – will look at the three areas using trail blazer practices to lead referrals and engagement.
Harrogate and Rural District – will use the 6 trailblazer practices which have self-selected, the practices are in three areas of the
CCG footprint and will include rural areas the trailblazer practices will generate enough referrals to hold a group in the rural
areas..
The National pathway will be used across the partnership and the referrals will be generated using face to face contact either
during an NHS Health Check or at an opportunistic clinical review appointment. Targeted mailshots for patients, who have had a
blood test within the last three months confirming high risk, may also be used as the experience in East Midlands was positive
and led onto an 80% uptake to the programme.
7.2 STP commitment

State the commitment that the STP has made to the NDPP including:



What the STP will do to ensure site is ready for rapid mobilisation
What resources, staff and financial, will be committed to this.

The CCGs and LAs across the partnership will provide input to the implementation of the NDPP in terms of representation on
the steering group. They will also engage with GP practices to embed the programme which will be undertaken within existing
roles and resources. All partnerships have committed staff time to ensure that engagement with Primary Care has taken place to
enable rapid mobilisation.

Organisation
Wakefield CCG and Wakefield Council
North Kirklees
Greater Huddersfield CCG
Kirklees Council
Calderdale CCG
Calderdale Council
Airedale, Wharfedale and Craven
Bradford Council
Harrogate and Rural District
North Yorkshire County Council

Staff Resources across the Partnership
Days per week
3.5 Project Management
0.5 Project Support Manager
0.5 Project Manager – Service Improvement
1.0 Project Manager/ Public Health Manager
0.5 Project Manager – Service Improvement
1.0 Health Improvement Specialist
1 day per month Service Development Manager
1 day per month Public Health
1.5 Commissioning Manager/Service Delivery Lead
0.5 Public Health

All areas in the partnership have a clinical lead for diabetes or long term conditions and were consulted on the application for the
second wave. The clinical leads support the NDPP in both the CCG board arena and also on local networks and are committed
to support and promote the programme to their colleagues. Lead diabetes nurses and GPs responsible for diabetes
management in primary care will promote and support the programme within their own GP practices and networks.
Practice Nurses have been consulted with and are also keen to have a programme to refer those people who at high risk. They
currently give lifestyle advice but would welcome more structured education for this cohort of people.
Education events will take place across the partnership for all stakeholders. The events will launch the pathways and the referral
mechanism including templates agreed READ codes and referral forms.
The CCGs and LAs across the partnership will provide input to the implementation of the NDPP in terms of representation on
the steering group. They will also engage with GP practices to embed the programme which will be undertaken within existing
roles and resources.

8.0 Data

8.1 Please state the
Primary Care data
systems used across
the partnership

The following primary care data systems are used across the partnership, both are integrated with Microsoft Word and both can
take referrals automatically:



systmOne
EMIS

9.0 Additional Information
Please describe any other information not covered elsewhere that would be pertinent to the partnership. (500 words max)
The West Yorkshire STP would like the programme to offer flexibility and choice to those referred to take into account those working full time and also the
different needs of the population for example, diet and exercise advice suitable to meet the needs of the South Asian populations across the area. We
would also require the provider to deliver some single sex sessions where there are areas of high South Asian populations.
We would be interested in the provider exploring innovative ways to overcome the rurality challenges in the different areas across the STP and the
difficulties in transport links when organising group sessions. We would also be interested in exploring the service delivery models which improve access
for vulnerable, hard to reach patients in deprived areas and those insular communities who are reluctant to travel even though there are good transport
links.
We would also like the provider to link with the existing services across the STP for example the current weight management and physical activity
services, the Self-Care Hub which exists in Kirklees and the Better Living Community Hubs in Calderdale and to consider innovative use of technology to
support people to make changes. We would also like the provider to recognise the links with the other prevention work areas such oral health by
emphasising the importance of dental registration and attendance and maintaining good oral health care.

10.0 STP call off volumes. These should be the resultant figures of referrals in the tables above: ie. HC + PC + other.
(These are the referral figures for providers. Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
202
261
240
302
354
456
485
518
471
567
653
664
516
478
478
470
471
335
368
414
390
448
491
492

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

703

176

281

Q2

1112

278

445

Q3

1474

369

590

Q4

1884

471

754

Q1

1472

368

589

Q2

1276

319

510

Q3

1172

293

469

Q4

1431

358

572

5173
5351
10,524

1293
1338
2,631

2069
2140
4,210

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

Airedale, Wharfedale and Craven CCG 1 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
0
32
35
45
45
69
70
77
72
77
77
82
67
65
65
55
55
61
67
57
47
57
57
57

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

67

17

27

Q2

159

40

64

Q3

219

55

88

Q4

236

59

95

Q1

197

49

79

Q2

171

43

68

Q3

171

43

68

Q4

171

43

68

681
710
1,391

171
178
349

274
283
557

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

Calderdale CCG 2 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
27
17
25
33
40
30
30
52
42
60
62
70
50
50
50
50
50
30
30
49
45
65
68
71

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

69

17

28

Q2

103

26

41

Q3

124

31

50

Q4

192

48

77

Q1

150

38

60

Q2

130

33

52

Q3

124

31

50

Q4

204

51

82

488
608
1,096

122
153
275

196
244
440

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

Greater Huddersfield CCG 3 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
23
28
30
35
45
20
20
45
45
50
68
68
47
50
50
50
50
23
23
60
60
52
65
65

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

81

20

32

Q2

100

25

40

Q3

110

28

44

Q4

186

47

74

Q1

147

37

59

Q2

123

31

49

Q3

143

36

57

Q4

182

46

73

477
595
1,072

120
150
270

191
238
429

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

Harrogate and Rural District CCG 4 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
89
92
56
58
59
197
199
153
117
152
200
198
130
88
123
125
126
58
60
48
38
47
61
59

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

237

59

95

Q2

314

79

126

Q3

469

117

188

Q4

550

138

220

Q1

341

85

136

Q2

309

77

124

Q3

146

37

58

Q4

167

42

67

1570
963
2,533

393
241
634

629
385
1,014

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

North Kirklees CCG 5 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
23
28
30
35
45
20
20
45
45
50
68
68
47
50
50
50
50
23
23
60
60
52
65
65

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

81

20

32

Q2

100

25

40

Q3

110

28

44

Q4

186

47

74

Q1

147

37

59

Q2

123

31

49

Q3

143

36

57

Q4

182

46

73

477
595
1,072

120
150
270

191
238
429

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

Wakefield CCG 6 call off volume
(Please ensure the same referral figures here are used in the MoU, and in the monthly referral spreadsheet)

2017/18

2018/19

April
May
June
July
August
September
October
November
December
January
February
March
April
May
June
July
August
September
October
November
December
January
February
March

Referral
Numbers
40
64
64
96
120
120
146
146
150
178
178
178
175
175
140
140
140
140
165
140
140
175
175
175

Total referral

Lower uptake
25%

Upper uptake
40%

Q1

168

42

67

Q2

336

84

134

Q3

442

111

177

Q4

534

134

214

Q1

490

123

196

Q2

420

105

168

Q3

445

111

178

Q4

525

131

210

Y1 TOTAL
Y2 TOTAL
ALL TOTAL

1480
1880
3360

370
470
840

592
752
1344

Appendix I

Models used to estimate the numbers of referrals into the NDPP

Harrogate and Rural District
The referral numbers have been calculated on the following basis:
 NDH prevalence estimated at 4.75% based on prevalence rates of 12 practices.
 This generates a total incidence of c 7690 individuals
 Of this 7690 individuals, 3460 are aligned to the trailblazer sites which will come on stream from April.
 Of the remaining 4210 individuals aligned to the non trailblazer sites, these will come on stream in month 6.
 Numbers from health checks have been included in the calculations.
 We have estimated a 25% referral rate.
 For seasonality, the months of June, July, August and December we have predicted a drop of 30% in referrals.
 This drop in referrals has been adjusted into the totals for the remaining 8 months.
Wakefield, Airedale, Wharfedale and Craven
Have used a similar approach assuming that out of 50% referrals 25% will accept and agree to referral to NDPP, this is based on the Bradford experience
and also the DESMOND programme in Wakefield.
North Kirklees, Greater Huddersfield and Calderdale
The approach is very similar
•
•
•
•
•

Take total number of population eligible for health checks in 2016/17 (from PHE website)
Apply target of 20% to be invited
Assume 60% of those will take up the offer of a health check (based on slight improvement against current performance)
Assume 5% of those will have a blood result within the Programme range
Assume 80% of those will agree to a referral being made

This gives an annual figure once the programme is established (Year 2). The figure for Year 1 is 80% of Year 2.

Appendix 2

Title of meeting:

Governing body

Date of Meeting:

17th January 2017

Paper Title:

Better Care Fund 2017/18 Update

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this
Decision 
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Martin Smith, Programme Manager, Commissioning Strategy & Integrated
Care
Responsible Clinical Lead:

Phil Earnshaw, Clinical Chair Wakefield Clinical Commissioning Group

Responsible Governing
Board Executive Lead:
Recommendations:

Melanie Brown, Programme Commissioning Director Integrated Care

The Governing Body of Wakefield Clinical Commissioning Group are asked to:
i.

agree Wakefield Clinical Commissioning Group will enter into a section 75 agreement with Wakefield
Council in relation to the governance and management of the Better Care Fund for 2017/18;
ii. delegate approval for the Section 75 Agreement to the Chief Officer, Clinical Leader and the Chair of
the Audit Committee;
iii. agree Wakefield Clinical Commissioning Group will continue to host the Better Care Fund pool in 2017/18;
and
iv. delegate approval for the 2017/18 Better Care Fund plan to the Chief officer, Clinical Leader and the Chair
of the Audit Committee if the submission dates are before the formal Governing Body meeting.
Executive Summary:
This paper outlines the proposal for development of the Wakefield’s Better Care Fund plan for 2017/2018. The
2017/18 Better Care Fund Policy and framework guidance have not yet been published from NHS England
therefore the timescale for submission is currently unknown.
NHS England has confirmed it will be a two stage submission process. The first stage to check compliance
against the guidance and the 2nd stage for approval. NHS England have also advised that the National
conditions will be reduced from 8 to 3:
1. Jointly agreed plan;
2. Social Care Maintenance and;
3. NHS commissioned out of hospital services.
The National metrics will remain the same:
1. Non‐Elective Admissions;
2. Admissions to residential care homes;
3. Effectiveness of reablement and;
4. Delayed Transfers of Care.
NHS England has requested a two year plan 2017 ‐2019 with a 2017/18 minimum BCF contribution of
£24.756m. However there is an opportunity for around 6‐10 areas across the country to ‘graduate’ from BCF in
April 2017 and Health and Wellbeing Boards will be invited to enter the graduation process. Graduate areas will
not be required to submit a BCF plan nor do quarterly reporting to NHS England. The application and
requirements are still being developed but are expected to cover;






Shared commitment and vision for integration by 2020;
A sufficiently mature system for health and social care;
A positive trajectory and/or approach to improving performance on BCF national performance metrics
and how graduation will enable the area to accelerate this improvement and;
Pooling above minimum and commitment to greater alignment.

If Wakefield Health and Wellbeing Board pursue graduation an expression of Interest and application will be
required alongside the 2017/19 BCF plan submission.
The intention for the 2017/18 BCF plan is to build upon the 2016/17 Wakefield BCF plan and ensure we echo
the virtual MCP arrangements Wakefield are putting in place for 2017/2018. There has been significant work
underway across the District to develop the scope of the district wide Multi‐speciality Community Provider and
it is important that Wakefield’s Better Care Fund plan is fully aligned to this work for 2017/2018.
System partners at December 2016 Connecting Care Health and Social Care Partnership understood the
rationale for this approach and this will ensure alignment to the West Yorkshire Sustainability and
Transformation Plan and Wakefield’s Health and Wellbeing Plan and out GP Five Year Forward View
Transformation.
Wakefield Clinical Commissioning Group also intends to enter into a section 75 agreement with Wakefield
Council in relation to the governance and management of the Better Care Fund for 2017/18 and will ask
Wakefield Council to agree that WCCG can continue to host the Better Care Fund pool in 2017/18.
Work is underway to develop the BCF narrative for 2017/2018 in lieu of the formal BCF guidance being issued
from NHS England.
Link to overarching principles
from the strategic plan:

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

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

Not applicable

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

WDMC Finance (Angela Nixon)
WDMC Commissioners (Anna Middlemiss, Mark Wakefield)
WDMC Director ‐ Andrew Balchin
CCG – Director Mel Brown
CCG Finance – Adam Robertshaw
CCG Commissioning Leads
Public Health Leads

Not applicable



Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource implications:

To be managed via the Connecting Care Executive.

Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

Management of Conflicts of Interest Update

Purpose (this
Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Gemma Reed, Senior Governance Officer
Responsible Clinical Lead:

Dr Phil Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendations:

Andrew Pepper, Chief Finance Officer

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Information

The Governing Body is asked to:
a. Note updates included within the report;
b. Note the declared interests of members of NHS Wakefield CCG Governing Body, Clinical Leads and
Employees at 25 November 2016.
Executive Summary:
Conflicts of Interest Policy
Following the publication of the statutory guidance regarding conflicts of interest from NHS England, the CCG
has reviewed its conflicts of interest policy in light of this. This was approved by the Integrated Governance
Committee in October 2016.
Register of Interests
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a Register of Interests
to be maintained.
This report presents the formal record of declared interests for members of the NHS Wakefield CCG Governing
Body, Clinical Leads and Employees as at 25 November 2016. This is attached to the report at appendix A. The
revised version includes the annual collation of the signed declarations of interest for NHS Wakefield CCG
Governing Body Members, Clinical Leads and Employees in line with the revised CCG policy. Please note, this
paper does not yet include declared interests for members of the CCG’s networks or primary care staff involved
in commissioning decisions.
Breach
There has been one breach of the standards of business conduct policy. In accordance with the conflicts of
interest policy, following investigation by the Governance Team, full details were provided to the Audit
Committee in December 2016. No areas of concern were established. Those involved were reminded of the
process to follow regarding requests for approval of corporate sponsorship.
Link to overarching principles
from the strategic plan:

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










Organising ourselves to deliver for our patients

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



Not applicable

Not applicable

Not applicable

The register of interests for NHS Wakefield CCG Governing Body Members,
Clinical Leads and Network Members was previously considered by the Audit
Committee in July 2015, September 2015, December 2015, February 2016,
May 2016 and December 2016.

Reference document(s) /
enclosures:

Appendix A ‐ The Register of Interests for Governing Body, Clinical Leads and
Employees is attached to the report.

Risk Assessment:

None identified

Finance/ resource implications:

None identified.

NHS Wakefield CCG – Management of Conflicts of Interest
1. Introduction
NHS Wakefield Clinical Commissioning Group’s (CCG) constitutional arrangements require a Register
of Interests to be maintained.
2. Revised Policy
NHS England published revised statutory guidance for managing conflicts of interest on 28 June
2016. https://www.england.nhs.uk/commissioning/pc‐co‐comms/coi/
Conflicts of interest are inevitable in commissioning and it is how we manage them that matters. The
guidance includes a number of strengthened safeguards to mitigate the risk of real and perceived
conflicts of interest arising in CCGs. The key changes in the revised guidance have been reflected in
the CCG’s Conflicts of Interest Policy which was approved by the Integrated Governance Committee
in October 2016.
The revised policy has been shared with Governing Body, Clinical Leads and all CCG employees.
There is a requirement for all CCG employees, Governing Body and committee members and
practice staff with involvement in CCG business, to complete mandatory online conflicts of interest
training. The CCG is awaiting the roll out of this from NHS England, it is unclear when this will be
available.
Following approval of the Policy, work is taking place to ensure all HR issues are addressed, including
all employees declare secondary employment, confidentiality agreements are in place, new starter
packs include a declaration of interest form, employment contracts to include conflicts of interest
and reference potential disciplinary action.

3. Register of Interests
Section 8.3 of the Constitution requires individuals to:
“declare any interests that they have, in relation to a decision to be made in the exercise of the
commissioning functions of the group, in writing to the Governing Body, as soon as they are aware of
it, and in any event no later than 28 days after becoming aware.”
The updated Register of Interests, taking account of the revised procedures is attached as appendix
A to the report. This also outlines the declared interests of the NHS Wakefield CCG Governing Body,
Clinical Leads, Network Chairs and Employees.
The governance team have liaised with Governing Body members, Clinical leads, Network Chairs and
Employees to review the current register of interests and ensure that this is up to date. This
included submission of the annual signed declaration form. All declarations will be reviewed on a six
monthly basis or when there is a change to an individual’s interests. The register of interests will
therefore be reported to the Audit Committee twice a year.
Please note, unlike previous reports this paper does not include declared interests for members of
the CCG’s networks or those primary care staff involved in commissioning decisions. This is because

the membership of the newly aligned commissioning networks has only recently been confirmed.
The governance team are liaising with the Primary Care Commissioning Development Team to
coordinate preparation of registers of interests for these groups.
Guidance from NHS England also required that all GP partners within Wakefield district should
complete declarations of interest and declare sponsorship. Discussions are ongoing with the LMC
about the most appropriate way to roll this out to GPs within Wakefield.
The register of interests will be published on the CCG’s website.

4. Breach of Policy
In October 2016, one breach of the Joint Working and Sponsorship Policy was detected. This was for
a respiratory network event sponsored by three pharmaceutical companies. There was no
sponsorship application received by the CCG prior to this event taking place.
Following investigation by the Governance Team it was established that this was due to human
error. The member of staff has been reminded of the process to follow regarding sponsorship of
events. As soon as the breach was identified, this was logged as an incident. The sponsorship was
retrospectively approved by the Governance & Board Secretary and Head of Medicines Optimisation
and is included within the governance exceptions report presented to Audit Committee in December
2016. As a result of this all staff will be reminded of the process to follow regarding sponsorship of
events.
The breach will be published anonymously on the CCG’s website and reported to NHS England.
5. Recommendations
The Audit Committee is asked to:
a. Note updates included within the report;
b. Note the declared interests of members of NHS Wakefield CCG Governing Body, Clinical
Leads and Employees at 25 November 2016.

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Strategic Projects
Accountant
Assistant Clinical Chair

None

None

None

a) Financial interest
b) Financial interest
c) Financial interest
d) Financial interest
e) Indirect interest
f) Non-financial personal
interest

a) Partner at Lupset/Safehaven service. CCG cocommissions primary care services
b)Practice member of West Wakfield HWB. Provider
of service
c)Practice member of Novus. Provider of service
d)Director of Revitalate Me. No direct interest
e)Family member works for CCG as MCP Project
Manager. Practice part of MCP
f)Member of Health and Wellbeing Board

Childrens Care
Coordinator
Alison Sugarman Governing Body Board Member
Member

None

None

Financial Interest

Practice Manager at Northgate Surgery

01/07/2015 Present

Alix Jeavons

CCG Employee

Financial

Director of private company that supplies project
and programme management interim support

01/04/2014 Present

Alwyn Varley
Amanda
Sheffield
Amy Byard

CCG Employee
CCG Employee

Head of Safeguarding

None

None

None

None

None

CCG Employee

Communications Officer None

None

None

None

None

Andrea
Hezelgrave

CCG Employee

Nurse Advisor

a) Employed by Lupset
b) Member of RCN
c) Sister works in Grange Surgery
a) President, Association of Directors of Public
Health, UK
b)Employee of Wakefield Council
c)Member, Wakefield district Health and Wellbeing
Board
d)Chair, NOSH Trial Steering Committee, University
of Sheffield
e)Trustee, North to North Health Partnerships

a) 2011
b) 2001
c) 2001
a)15/6/15
b)1/4/13
c)1/4/13
d)6/6/13
e)21/4/08

Present

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Adam
Contractor
Robertshaw
Adam Sheppard CCG Employee

Aleesha Shahzad CCG Employee

Andrew Furber

Senior Commissioning
Manager

None

01/04/2013 Current

None

None

None
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

None
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Ensure appropriate governance and decision
making in place when appointing interim
support

Nil return

a) Financial Interest
b)Indirect Interest
c)Indirect Interest
Governing Body Governing Body Member Non-financial and
Member
professional interest

Andrew Pepper CCG Employee & Chief Financial Officer
Governing Body
Member

Indirect interest

Spouse is employee of NHS Shared Business Services

Present

01/04/2013 Current

None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Andrew
CCG Employee
Singleton
Angela Peatfield CCG Employee
Antony Rider
Bethan Largent

CCG Employee
CCG Employee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Systems Resilience
Manager
Governance Support
Officer
Communications Lead
Administration Assistant
(substantive role)

None

None

None

Indirect interest

Close friend employed by Novus

None
Indirect interest

None
a) Sister works in theatres at MYHT
b)Close family friend is student nurse doing
placement at MYHT
c) Sister works for Turning Point
d) Auntie works as a ward sister at MYHT
e) Auntie works as a district nurse for MYHT
f) Cousin works as a HCA on a ward at MYHT
g) Partner is a dental lab technician in an NHS dentist

None
a) 7/9/15
b) 7/9/15
c)May 2016
d) 7/9/15
e) 7/9/16
f) 7/9/16
g) 7/9/16

None
a) ongoing
b) July 2016
c) ongoing
d) ongoing
e) ongoing
f) ongoing
g) ongoing

None
None

None

18/10/2016 Ongoing

None
None

Bethany Milner CCG Employee

Administration Assistant None

None

None

None

None

Beverley
Mitchell
Brenda Hogan

CCG Employee

CHC Nurse Assessor

None

None

None

None

None

CCG Employee

L&D/OD Manager

None

None

None

None

None

Carly Day

CCG Employee

Primary Care Medicines
Optimisation Lead

Indirect interest

Brother is employee of Roch Diagnostic

Not stated

Ongoing

None

Carol Bell

CCG Employee

Contract Support
Manager

Indirect interest

a) Close friend is Practice Manager at local GP
surgery
b) Friend in business manager at Novus Health

Both prior to April
2016

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Carol Ferguson

Joint Committee Programme Director Member
West Yorkshire and
Harrogate Cancer
Alliance
CCG Employee Admin/Data officer

None

None

None

None

None

None

None

None

None

None

CCG Employee

Non financial personal
interest
None

School Governor

CCG Employee

Locality Manager Primary Care
Nurse Advisor

None

None

None

None

CCG Employee

Clinical Advisor

None

None

None

None

None

Caroline
Andrews
Caroline Foy
Catherine
Simpson
Catherine
Turner

Jun-16 Ongoing

None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Catherine
Wormstone

CCG Employee

Programme Manager – Indirect interest
Primary Care CoCommissioning
Safeguarding children
None
specialist nurse
Contract Support Officer None

Relationship by marriage to Councillor (non-voting
member of Probity Committee)

Clinical Lead GP for
Medicines Optimisation

Financial Interest

GPwSI Dermatology - Work for MYHT in the
outpatients department

None

None

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

None

None

None

None

None

a,b,c) financial interest
d)personal interest
e)financial interest
f)Indirect interest
g) financial interest

a) GP partner at Chapelthorpe Medical Centre
b)GP Practice is a member of West Wakefield Health
& Wellbeing Ltd
c) Chapelthorpe Medical Centre ha entered into a
partnership with Pharmacy2U
d) Co-opted onto the Yorkshire Faculty of the RCGP
e)Provided some clinical input to the ASPIRE project
at Leeds University
f) Close relative is a senior lecturer in nursing at
Leeds Metropolitan University
g) GP Practice holds <5% share in Novus Health Ltd

a) Nov 1999
b) 2014
c) 2014
d) 2015
e) 2014
f) 2001
g) uncertain

a) ongoing
b) ongoing
c) ongoing
d) ongoing
e) 2015
f) ongoing
g) ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
e) not had contact with this project for a year

None

None

None

None

None
Financial interest

None
None
I am 40% owner of HealthBid, a specialist healthcare
Bid Management consultancy based in Ossett. From
time to time, HealthBid may be engaged to provide
Bid Management services to organisations seeking to
bid for Wakefield CCG or LA commissioned tenders.

None

None

None

Chantell Manson CCG Employee
Christine
Gledhill
Christopher
Barraclough

CCG Employee

Claire Manuel

CCG Employee

Clare Dunning
Clive Harries

Danniella
Houston
Dasa Farmer
David
Haslewood

Clinical Lead

Administrator - CHC
Team
CCG Employee Headquarters Service
Support Assistant
Governing Body GP member of the
Member
Governing Board and
clinical lead for digital
and mental health.

CCG Employee

Communications Officer None

CCG Employee Engagement Manager
Joint Committee WWHW MCP Vanguard
Member
Programme Manager

Debbie Garbutt CCG Employee
Dr Abdul-Wahed Clinical Lead
Mustafa

Type of interest

Connecting Care Project
Manager

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

01-Apr Ongoing

None

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

None

None

None

None

Oct-14 Ongoing

None
Nil return

Feb-15

None

None
Mar-17 Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Dr Aly Damji

Network Chair

Network 6 Chair

Financial Interest

a) Salaried GP at Church Street Surgery
a) Sept 2016
b) Extended Hours Service Doctor at West Wakefield b) Sept 2016

Ongoing

Dr Avijit Biswas Governing Body CCG Board member and Financial
Member
clinical lead for long term
conditions
Dr Chris Bolton
Dr Christopher
Jones

Dr Colin Speers

Clinical Lead

Clinical Advisor Urgent
Care
Joint Committee Programme Director,
Financial
Member
West Wakefield MCP
Vanguard. Co-chair
Vanguard Delivery Board.
No CCG appointment

Network Chair

Network Chair

Dr David Brown Governing Body GP board member
Member

Dr Deborah
Hallott

a) non-financial interest
(Professional)
b-f) financial

a&b) Financial interest
c&d) non Financial
professional interest
e) Indirect interest

Governing Body Governing Body Member Financial Interest
Member

a) director and shareholder PSU Ltd
a) 2009
Ongoing
b) director and shareholder EZCT Ltd
b) 2013
c) Shareholder Castleford Pharmacy JV Ltd
c)2014
d) GP partner Dr Bance and Partner
d)2008
No agreement to share information

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

a) GP Church Street Surgery, Ossett
b) Director, West Wakefield Health and Wellbeing
Ltd
c) Director, IQUS Limited
d) Director, IQ Softeware (UK) Ltd
e) Director, 35 Response Ltd
f) Director, Jones Fatchett Ltd
a)Diabetes special interest
b) shareholder (20%) and director of FMC health
solutions Ltd - contract holder for an APMS contract
for Park View Surgery
c) Partner Ferrybridge Medical Centre
d) Partnership held in trust by another for Queen
Street Surgery
e)Hold shares in trust for Ferrybridge Partnership of
Novus Health Ltd - <5%
f) Shares held in trust for Ferrybridge Medical Centre
for Five Towns Health Federation - 20%
a) GP partner - Kings Medical Practice and Kings
Medical Building Partnership
b) GP specialist adviser - care quality commission
c) West Yorkshire GP reference Group
d) Chair Five Towns Health Ltd
e) Spouse employee of MYHT

a) 1990
b)2013
c) 2000
d)1996
e)2012
f)2014

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

a) 2010
b) 2011
c) 2011
d) 1/4/16
e) 2011
f) 1/4/16

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

a) 1984
b) 2014
c) 2016
d) 2016
e) 2002

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

a) Partner at New Southgate Surgery
b) Practice rep at Network Meetings
c) Sessional GP at HMP Newall via Care UK
d) Honorary Lecturer at University of Leeds
e)Sessional work reviewing 0-5 tender at Calderdale
LA
f) Sessional bank doctor at Sexual health for
Spectrum CIC

a)1997
d) Feb 2017
b)2014
rest ongoing
c) Transfer under TUPE
to Care UK 1/9/19
d)2013
e)August 2016
f) April 2015

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
f) only undertaken teaching sessions x2 since
commencement.
No comment for others

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Dr Hany
Lotfallah

Governing Body Secondary Care
Member
Consultant

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Financial Interest

Consultant at Rotherham Foundation Trust

Dr Linda Wright Clinical Lead
Dr Nadim
Nayyar

Network Chair

Dr Patrick Wynn Clinical Lead

Date interest relates to Actions taken to mitigate risk

01/04/2013 Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Apr-07 Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Nil return
Clinical Chair

Financial

shareholder - Novus

Planned Care Lead

Financial Interest

a) GP Partner
b) Minority share holder, Novas

a)2000
b)2007

Ongoing

a-e) financial interest
f & g) non-financial
professional interest
h) Indirect interest

a) senior partner, Ferrybridge Medical Centre
b) Director & shareholder FMC Health Solutions Ltd
(Holder of APMS contract)
c) Practice Member of Novus Health Ltd
d) Director and shareholder of Phillip Earnshaw Ltd
e) Practice is a member of Five Towns Federation
f) Practice is a member of Network 4
g) Vice chare of Wakefield Health & Wellbeing Board
h) Relative works for Spectrum

a) 1/8/1988
b) 1/6/04
c)2008
d) 2010
e) 2016
f) 2015
g) 1/4/13
h) not stated

Ongoing

1a)Feb 09
1b)April 16
1c) April 15
1d) April 13
2) Aug 08

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

02/02/2016 Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Dr Phil Earnshaw Governing Body Clinical Chair
Member

Dr Pravin
Jayakumar

Governing Body GP Board Member
1 Financial interest
Member
Clinical Chair – Network 5 2 non-financial and
GP Board Member
professional interest
Clinical Chair – Network 5

1a)GP Principle Grove Surgery
1b)Director of Trinity Health Group (GP Federation)
1c)Clinical Advisor to Novus Health
1d)Holds <5% Shares in Novus Health
2)Constituent Member of Wakefield LMC

Dr Shakeel
Sarwar

Network Chair

GP Partner - Outwood
non-financial and
Clinical - Chair Network 3 professional interest

Lead GP - Waterton Hub

Dr Soumitra
Dutta

Clinical Lead

Clinical Adviser - Urgent
Care

Dr Tim Dean

Network Chair

GP Partner Ash Grove
a) Novus Health Ltd
Medical Centre - Clinical b) Wakefield Health
Chair Network 2
Alliance (Fed)
c) Ash Grove Pharmacy

a) Director Eggborough Pharmacy Ltd
b) Chairman Wakefield Health Alliance
c) Shareholder Novus Health Ltd
a) Member Shareholder Vasectomy Surgeon
b) Member Shareholder
c) Director - owner. ^15% share

Financial interest

a) June 2006
b) March 2016
c) 2007
a) Jan 2007
b) 20/11/15
c) 2010

Ongoing

Ongoing

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Eamonn May

CCG Employee

None

None

None

None

Elaine Lane

CCG Employee

Corporate Finance
Accountant
Medicines Optimisation
Primary Care Dietician

Financial Interest

Self Employed freelance dietitian offering training
and Close relative Head of Business School at Leeds
Beckett University until 31/8/16

None

Elaine O'Brien

Contractor

Interim Commissioning
Manager

Financial Interest

CQC special advisor - possible information
gain/influence

Elise Ingledew
Elizabeth
Goodson

Administrator
CCG Employee

Commissioning
Accountant

a) non financial/personal
rest indirect

a) Parent Governor Alverthorpe St Pauls
b) Husband employed by NHS England
c)Sister in Law contractor in NHS England
d) Friend works at PWC Accountants

a) Feb 2013
b)1993
c)1993
d)2010

a) Feb 2017
b-d) rest ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Elizabeth
CCG Employee
Uchime Obiorah

Retrospective &
Complaints Manager

None

None

None

None

None

Elliot Wilson
Emma Shaw

CCG Employee
CCG Employee

Finance Assistant
None
Senior Medicines
None
Optimisation Technician

None
None

None
None

None
None

None
None

Esther Ashman

CCG Employee

Head of Strategy

None

None

None

None

None

Fiona Forbes

CCG Employee

Quality Support Manager None

None

None

None

None

Gail Wrangles

CCG Employee

Contract Accountant

a) Son - works in IT at SWYPFT
b) Daughter - Works at 111 (call handler)
c)Daughter in law - ward assistant at MYHT
None

not stated

Ongoing

None required

None

None

None

a) 2014
b)2012
c)2012
None

Ongoing

None

None

None

None

None

None

31/08/2016 None

Jan-15 current

I have not yet worked for CQC and do not offer
to any inspections areas of WCCG
commissioning

Nil return

Indirect interest

Gemma Gamble CCG Employee

Strategy and
None
transformation manager

Gemma Reed

CCG Employee

Senior Governance
Officer

Indirect interest

Gillian (Dena)
Coe
Gillian
Johnstone
Gillian
McDonald

CCG Employee

Business Support

None

a) family member employee at NHS England
b) family member employee at LTHT
c) family member employee att MYHT
None

CCG Employee

Programme
Administrator
Medicines Optimisation
Pharmacist

None

None

Indirect interest

spouse is Deputy Director of Pharmacy, Bradford
Teaching Hospitals NHS Foundation Trust

CCG Employee

None

01/04/2013 Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Gisela Clark
Glynis
McDonnell
Graham Cole

CCG Employee

Dementia Coordinator

None

None

None

None

None

Clinical Lead

Member of Medicines
Optimisation Group

a) 19/1/1998
b) Start of LCD taking
OOH responsibilities
for Wakefield and
Pontefract district

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Greg Connor

Executive
Director

Executive Clinical Advisor Financial Interest

01/04/2013 Ongoing

Hope
Mwatameyi
Ian Holdsworth

CCG Employee

Nil return
Financial interest

a) Prospect Road GP partner
b) Out of Hours GP

Learning Disabilities
Practitioner
CCG Employee Senior Commissioning
Manager
Joint Committee Healthy Futures
Member
Programme Directors

None

None

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

None

None

None

None

None

None

None

None

None

None

Jacqui Williams

CCG Employee

Medicines Optimisation
Technician

None

None

None

None

None

Jane Maskill

CCG Employee

Service Development and None
Transformation Manager

None

None

None

None

Jane Wilson

CCG Employee

Jason Storey

CCG Employee

Daughter works in Dewsbury A&E department as a
sister
None

None

None

I do not undertake patient safety walkabout in
this area
None

Jayne Heley

CCG Employee

Designated Nurse
Indirect interest
Safeguarding Adults
Urgent Care
None
Transformation Lead
Commissioning manager None

None

None

None

None

Jayne Hobman

CCG Employee

Admin Support

Indirect interest

a) Brother works for Werfen UK (who supply medical
devices and scientific instruments to the NHS)
b) 3 close friends wok at SWYFPT

Jayne Kouas

CCG Employee

None

None

None

None

None

Jeanette Miller

CCG Employee

Commissioning Support
Officer
Engagement Lead

None

None

None

None

None

Jenna Oldfield

CCG Employee

Medicines Optimisation
Technician

None

None

None

None

None

Ian Holmes

GP Partner - The Nelson Practice, Doncaster

Apr-13 Ongoing

01/04/2013 Ongoing

None required

Name

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Jennifer Majaha CCG Employee

Nurse Advisor

None

None

None

None

None

Jennifer Raw

CCG Employee

None

None

None

None

None

Jess Weatherill

CCG Employee

Programme Support
Manager
Primary Care Contracts
Manager

Indirect interest

a) friend is employed at NHS England
b) Relative of a close relative is employed at LA
c) Friend is employee at Royal College of Nursing

Jill Holbert

Joint Committee Service Director Strategy None
Member
& Commissioning
Children & Young People
Wakefield MDC

None

None

None

None

Jo Pollard

CCG Employee & chief of Service Delivery
Governing Body & Quality
Member
CCG Employee & Chief Officer
Governing Body
Member

a) Jo Pollard & Associates
b) Close relative employed in Health Service as
Service Manager for RDASH
Previous colleagues in CCG who are supporting
development of MCP OBC

a) 2012
b) 2001

Ongoing

not stated

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Jo Webster

Position within, or
relationship with,
the CCG
and/or joint
committee

a) financial interests
b) non-financial personal
interest
indirect interest

01/01/2015 Ongoing

None required

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Joanne
CCG Employee
Fitzpatrick (part
1)

Head of Medicines
Optimisation

a) non-financial interest
(Professional)
b) non-financial interest
(Professional)
c)non-financial interest
(Personal)
d) non-financial interest
(Personal)

a) Member of PrescQIPP CIC Council of Members
(governing body) and guarantor for the company
with a personal financial liability of up to £1.
PrescQIPP CIC is an entirely non-profit community
interest company (social enterprise) limited by
guarantee which provides services to primary care
commissioning organisations. The CCG subscribes to
the services PrescQIPP provides, which are set out in
detail in the Service Level Agreement and include
clinical guidance, data tools and a range of regular
tailored communications. This is an unpaid,
voluntary, non-transferable position which is
assumed in a personal capacity but with regard to
the benefit that can be bestowed to the organisation
by my professional experience. As a member of the
Council, I will receive no direct payments of any kind,
but will be provided with accommodation and
subsistence for relevant meetings, such as the AGM
and Annual Event. The purpose of the role is to
provide strategic guidance and support to the Board
of Directors, and ensure that the organisation fulfils
the community interest test of providing benefit the
NHS patients and commissioners. The tenure of this
position is 2 years.

Joanne
CCG Employee
Fitzpatrick (part
2)

Head of Medicines
Optimisation

b) non-financial interest
(Professional)
c)non-financial interest
(Personal)
d) non-financial interest
(Personal)

Jocelyn Egan

CCG Employee

Senior Medicines
non-financial personal
Optimisation Technician interest

John North

CCG Employee

HQ Service Support
Assistant

b) Member of the Pharmaceutical Advisers Group:
b) Sept 2016
meet with NHS E Chief Pharmaceutical Officer every c) February 2014
quarter.
d) September 2013
c) Chair of Featherstone Rovers Foundation (reg
charity no 1118452
d) Vice Chair of Outwood Primary Academy
lofthouse Gate Local Academy Council
a) Chair of Governors Mapplewell Primary School,
a) April 2015
Barnsley
b) 1994
b) Operations room manager for a registered charity The International Rescue Corps
None
None

None

Date interest relates to Actions taken to mitigate risk

Sep-16

Sep-18 Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

b) indefinite
c) August 2017
d) August 2019

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

None

None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Jon Parnaby

CCG Employee

Project Manager,
Connecting Care
Senior Analyst, PMO,
Healthy Futures
Nurse Assessor
Associate Director,
Finance & Contracting
Personal Assistant

None

None

None

None

None

None

None

None

None

None

None
None

None
None

None
None

None
None

None
None

None

None

None

None

None

Kate Travelyan CCG Employee
Katherine Bryant CCG Employee

Executive Support/PA
Governance & Board
Secretary

None
Indirect interest

None
a) Family member is employed by Leeds Teaching
Hospitals Trust as a Pharmacy Technician
b) Close friend is employed by Leeds Teaching
Hospital Trust as a Midwife
c)

None
a) 2004
b) 2009

None
Ongoing

None
None required

Keith Bryan

CCG Employee

Performance, Data and
Information Analyst

None

None

None

None

None

Keith Wilson

CCG Employee

None

None

None

None

Kerri Green
Kerry Munday

CCG Employee
CCG Employee

Programme Manager None
Urgent and Emergency
Care Network
Nurse Advisor
None
Interim Head of Primary None
Care Development

None
None

None
None

None
None

None
None

Kevin Dodd

Joint Committee Connecting care
Member
executive - co-optee.
Connecting Care Health
& Social Partnership

None

None

None

None

None

Kieran Lappin

CCG Employee

Interim Head of Finance

a) financial interest
b) personal interest

a) August 2016
b) 1994

a) Dec 2016
b) Ongoing

a) take no part in any decisions on this
contract
b) Distance eliminates most risk. Will notify
WCCG of any associated activity in Wakefield

Kirsty Box
Laura Elliott

CCG Employee
CCG Employee

None
None

None
None

None
None

None
None

Laura Wilson

CCG Employee

Governance Officer
Head of Quality &
Engagement
Medicines Optimisation
Technician

a) Chief Executive of Kieran Lappin Ltd which
contracts with Wakefield CCG
b) Treasurer of Hereford Muheza Link Society - a
health educational link between health workers in
Tanzania and Hereford
None
None

None

None

None

None

None

Jonathan Booker CCG Employee
Julie Gallear
Karen Parkin

CCG Employee
CCG Employee

Karen Whitaker CCG Employee

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Lea-Anne Gill
Leanne
Whittaker

CCG Employee
CCG Employee

None
None

None
None

None
None

None
None

None
None

Lee Oldfield

CCG Employee

None

None

None

None

None

Lesley Carver

CCG Employee

Contracts Accountant
Senior Management
Support to Quality &
Engagement
CHC Mental/LD team
leader
Senior Project Manager Connecting Care

None

None

None

None

None

Linda Chibuzor

CCG Employee

Clinical Quality Manager. Financial Interest
Interim Head of CHC

Board member - Churches Housing Association of
Dudley District (CHADD)

Linda Driver

CCG Employee

Indirect interest

Daughter is an employee at Spectrum

Lisa Murray

CCG Employee

Head of Service
Development &
Transformation
Medicines Optimisation
Pharmacist

Non-financial
professional interest

Employed by NHS Rotherham CCG

Liz Blythe

CCG Employee

Lorraine
Chapman

CCG Employee

Head of primary care
None
commissioning
development
Head of Contracting and a) Non Performance
financial/personal
rest indirect
b) Indirect Interest

Louise Callaghan CCG Employee

Executive Support Officer None

Louise Fletcher

MASH - Specialist
Safeguarding Nurse for
Children
Integration and
Transformation Lead
Nurse
Quality Coordinator Quality Team

CCG Employee

Louise Hodgson CCG Employee

Lucy Hilary
Dyson

CCG Employee

None
None

Indirect interest

None

2009 Ongoing

Jan-15 current

Nov-04 current

None

None

01/12/2015 ongoing

None required

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
none

None

a) Member of a board for a voluntary sector
organisation. Trustee (Non Exec Director) at
Kirkwood Hospice
b) Close friend is an employee of NHS Leeds South
and East Clinical Commissioning Group
None

None

None

None

None

None

None

None

None

None

None

None

both current

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

a) partner works at NHS England in the
both Aug 2016
Commissioning Strategy Directorate - Commissioning
Policy Unit
b) Parent (Mother) works at Fieldhead site - SWYPFT
as an administrative assistant

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Lynda
Heptinstall

CCG Employee

Locality Development
Manager

Indirect interest

a) friend's husband is GP at College Lane GP Practice
b) friend is GP at St Thomas Road GP Practice
c) friend is MYHT employee
d) relative is counsellor at Wakefield Rural

01/04/2013 all current

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

sister/sister in law to directors of a community
physiotherapy service to Wakefield District via Novus

01/04/2013 ongoing

Financial Interest

Chief Executive of Mid Yorkshire Hospitals NHS Trust

01/05/2016 ongoing

None

None

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

None

None

None

None

None

Financial

I am the owner & Managing Director of ABC
Commissioning Consultancy Ltd of which I formally
contract through with WCCG for my above role

Lyndsey Clayton CCG Employee

Medicines Safety Officer Indirect interest

Martin Barkley

Joint Committee Chief Executive of Mid
Member
Yorkshire Hospital NHS
Trust
Martin Smith
CCG Employee Programme Manager,
Connecting Care
Mel Brown
CCG Employee Director of
Commissioning for
Integrated Care
Melanie Turton Consultancy
Interim PMO Lead
(Meeting the Challenge)

Michala James
Michele Ezro

CCG Employee
CCG Employee

Michelle
Ashbridge

CCG Employee

None

Michelle Cogan CCG Employee
Michelle
Domoney

Executive Support Office Indirect interest
PA

My partner works for a car company which is one of
a series of companies owned by the same person;
two of the other companies builds and runs care
homes in the north and midlands

CCG Employee

Michelle Towers CCG Employee

Administrator

Miranda Berry
Morna Cooke

CCG Employee
CCG Employee

Nafula Misiko

CCG Employee

Quality Manager
Senior Commissioning
Manager
Nurse Advisor

01/08/2016 present

Nil return - currently away on sickness absence leave
None

Associate Director of
None
Commissioning and
Integration
Senior Commissioning
None
Manager (Service
Development and
transformation)
Commissioning Manager None

Date interest relates to Actions taken to mitigate risk

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

None

None

None

None

None

None

None

None

None

None

01/04/2013 Ongoing

None: CCG business not discussed and partner
has no involvement with care home or
construction side of the groups businessess

No agreement to share information
None
None

None
None

None
None

None
None

None
None

None

None

None

None

None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Naomi AhfatSmith
Nasim Aslam

CCG Employee

Contracts Accountant

None

None

None

CCG Employee

None

Primary Care
Indirect interest
Commissioning Support
Manager
Natalie Tolson CCG Employee Performance &
None
Intelligence Manager
Nichola Esmond Joint Committee Member of Probity
Financial interest
Member
Committee, Connecting
Care Executive,
Connecting Care HSCP,
Vanguard Delivery Board

Sibling - West Riding CSM Manager

Nicola Davies
CCG Employee
Nicola Reynolds CCG Employee

Contracts Accountant
Business Manager

None
None

None
None

None
None

None
None

None
None

Nicola
Richardson

CCG Employee

performance, Data and
Information Analyst

None

None

None

None

None

Noloyiso Xuba

CCG Employee

Continuing Healthcare
Coordinator
Senior Commissioning
Manager

None

None

None

None

None

a&b) Financial interest
c&d) Indirect interest

a) Director of Mareya Health & Care Ltd
b) Bank Registered Mental Nurse (RMN) for The
Retreat, York
c) Wife is director of K3Care Solutions Ltd
d) wife is employed by LYPFT NHS FT
None

a) Feb 2016
b) Jan 2012
c) Feb 2016
d) Apr 2002

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

None

None

None

Nyasha Mareya CCG Employee

None

Jun-16 Ongoing

None

None

None

Employee of Healthwatch

Pam Howson

CCG Employee

Pamela
Sheppard

CCG Employee

Senior Management
None
Support Officer
Project manager for MCP Indirect interest

Pamela Vaines

CCG Employee

Governance Officer

Indirect interest

Relative employee at LTHT & friend at Yorkshire &
Humber Academic Health Science Network

Patricia Gray

CCG Employee

Support Officer

None

None

Aug-14 Ongoing

Married to Dr Sheppard, Clinical Assistant Chair for
the CCG. As Dr Sheppard is also a provider this COI
also relates to the provision and commissioning of a
new model of care MCP for Wakefield

Jul-16 Current

01/12/2015 Current

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making.
Non Disclosure Confidentiality Agreement in
place
Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Patrick Keane

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Governing Body Interim Chief Operating
Member
Officer
North Kirklees and
Wakefield CCGs

a) non-financial Interest
b) Indirect Interest

a) I have joint accountability to the Chief Officers of
North Kirklees and Wakefield CCGs which requires
judgement regarding balancing the
corporate needs of both organisations
b) Wife is Head of Governance for NHS South Tees
Clinical Commissioning Group

Paula Leung

CCG Employee

None

None

None

None

None

Phil Smedley
Phillip Godfrey

Contractor
CCG Employee

None
None

None
None

None
None

None
None

None
None

Rachael Sharp
Rebecca Wood
Renuka Damle

CCG Employee
CCG Employee
CCG Employee

None
None
None

None
None
None

None
None
None

None
None
None

None
None
None

Rhodri Mitchell Governing Body Vice Chair - Lay Member
Member

Financial Interest

Director - Paradigm Hospitality Ltd
Director - The Liberty Collection Ltd
Justice of the Peace - Birmingham Petty Session
Chair - Birmingham and Solihull Health
Commissioning Board

1/4/13
1/4/13
1/4/13
2016

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Rhona King

CCG Employee

None

None

None

None

None

Richard Main

CCG Employee

Indirect interest

Wife is the treasurer for a voluntary sector
Prior to July 2016
organisation 'riding for the disabled association - dial
wood carriage driving from the disabled'

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Ruth Lindley

CCG Employee

Executive Office PA,
WCCG
Samina Rafique Contractor
Temporary staff - CHC
Coordinator
Sandra
Governing Body Lay Member, Chair of
Cheseldine
Member
Audit Committee

None

None

None

None

None

None

None

None

None

None

Non Financial

a) 2007
b) Sept 2016

Ongoing

Sara King

CCG Employee

Medicines Optimisation
Technician

None

a)Chair of Trustee Board of Wakefield District
Citizens Advice
b) Board member of Yorkshire Audit
None

None

None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None

Sarah Buckle

CCG Employee

Nurse Advisor

None

None

None

None

None

Administrative Assistant
at MASH
Commissioner
Senior Contracts
Manager
Nurse Assessor
Ledger Accountant
Employee - Admin
Support - Commissioning

Headquarters Service
Support Assistant
Information Integration
Lead

Date interest relates to Actions taken to mitigate risk

01/04/2016

31/03/2017 Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

Sarah Deakin

CCG Employee

Public & Patient
Engagement Officer
Contract Manager
Locality Development
Manager
Commissioning Manager

None

None

None

None

None

None
None

None
None

None
None

None
None

None
None

Non-financial/indirect

a) brother is MYHT employee
b) sister in law is MYHT employee

a)2013
b) 2015

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Sarah Hudson
CCG Employee
Sarah Shepherd CCG Employee
Sharon Cook

CCG Employee

Sharon Fox

Governing Body Independent Nurse
Member
CCG Employee Commissioner/Program
me Manager
CCG Employee Project Manager
employed by Wakefield
CCG
CCG Employee Nurse Advisor
CCG Employee Senior Commissioning
Manager

Sharon Wallis

Nil return
None

None

None

None

None

None

None

None

None

None

None
Financial personal
interest

None
None
Research/statistical advisor to Johnson and Johnson

None

None

None

None

None

None

non-financial

a) Member, Wakefield Health and Wellbeing Board
b) Non-voting member, Joint Committee of CCGs
(formerly Commissioners Working Together)
c) Member, Orchard Croft PRG

a) 2013
b)2015
c) not stated

ongoing

None

Head of CHC Contracting None

None

None

None

None

Susan Allan-Kirk CCG Employee

HQ Services Manager

Indirect interest

Husband works for Spectrum CIC

None

None

Tara Trayler
CCG Employee
Terence Mervyn Contractor
Jones

Strategy Manager
Contract Manager
(Interim) WCCG

None
None

None
None

None
None

None
None

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making
None
None

Sian Registe

Sihle Mwal
Simon Rowe

Sophie Shepherd CCG Employee

CHC Administrator

Stephen Hardy

Governing Body Board Member for
Member
Patient and Public
Involvement

Sucha Singh

CCG Employee

Jul-16

None
Jul-17 Declaration of conflict and exclusion from
involvement in related commissioning or
decision making. In accordance with
Standards of Business Conduct, Simon will be
asked to complete outside employment
application.

Name

Position within, or
relationship with,
the CCG
and/or joint
committee

Job Title

Tim Jones

Joint Committee Wakefield District
Member
Commander WYFRS

Type of interest

Description of interest (including for indirect interest, details of Date interest relates from
the relationship with the person wh has the interest)

Date interest relates to Actions taken to mitigate risk

No agreement to share information

Member of CCHSCP
Tracy Morton

CCG Employee

Senior Commissioning
Manager - Planned Care

None

None

None

None

None

Tracy Short

CCG Employee

None

None

None

None

None

Valerie
Aguirregoicoa

CCG Employee

business coordinator
WY&H Cancer Alliance
Quality Manager

a)financial
b) indirect interest

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

Victoria Hoyland CCG Employee

Finance Assistant

None

a) company secretary, Aguirregoicoa Ltd Personal
a)April 2013
and family members. It is possible that the company b) April 2013
could offer services to CCG but to date has never
contracted with NHS
b) sister is community midwife for CHFT
None
None

None

None

Virginia Williams CCG Employee

Nurse Advisor

None

None

None

None

None

Zoe Thurman

Care Home Vanguard
Project Manager

indirect interest

a) Husband is a director of company involved in
public sector research
b) close friend is a practice manager of a Wakefield
Practice

not stated

Ongoing

Declaration of conflict and exclusion from
involvement in related commissioning or
decision making

CCG Employee

Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

NHS Wakefield Clinical Commissioning Group
Assurance Framework

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion 
Assurance
paper is for):
Report Author and Job Title: Gemma Reed, Senior Governance Officer
Katherine Bryant, Governance & Board Secretary
Responsible Clinical Lead:
Not applicable
Responsible Governing
Board Executive Lead:
Recommendations:
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Information

Jo Webster, Chief Officer
Andrew Pepper, Chief Financial Officer

It is recommended that members of the committee:
i) note the development of the new Governing Body Assurance Framework (GBAF) to support the
Wakefield Health and Wellbeing Plan;
ii) approve the updated 2016/17 Assurance Framework for NHS Wakefield Clinical Commissioning
Group.
Executive Summary:
The Assurance Framework is a key mechanism for the Governing Body to seek assurance that the CCG has a
robust process for managing risks to the achievement of its strategic objectives.
The new Assurance Framework (enclosed) has been built to reflect the strategic objectives included within the
new Wakefield Health and Wellbeing Plan (approved by the Governing Body in November 2016). The existing
format for the Assurance Framework has been maintained.
The process to build the new Assurance Framework has been facilitated by the governance team. However lead
directors and managers have been integral to the process. On 29 November 2016 the Governing Body
development session provided an opportunity for all members of the Governing Body to consider the draft
Assurance Framework in detail. In early December 2016 lead directors and managers have been involved in the
process to further strengthen the Assurance Framework. This included consideration of comments and
feedback received from the Governing Body.
This was considered by the Integrated Governance Committee on 15 December 2016 and comments and
feedback have been included in the Assurance Framework.
The risk score regarding the core objectives are outlined below:

Link to overarching principles
from the strategic plan:

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











Outcome of Equality Impact
Assessment:

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

Outline public engagement:

Not applicable.

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

None identified.
Each risk has a nominated Lead Governing Body Member, Lead Director and
Lead Manager and they have been consulted regarding the assurance
framework.
The Assurance Framework was last reviewed by the Governing Body in
March 2016.
Presented to the Integrated Governance Committee on 15 December 2016.

Reference document(s) /
enclosures:

Appendix 1 ‐ Governing body assurance framework

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield CCG.

Finance/ resource implications:

None identified.
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NHS Wakefield Clinical Commissioning Group Assurance Framework – November 2016
5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 1: Early Years: A strong and co-owned strategy for ensuring safe and healthy futures for our children and young people
All children will have timely access to high quality care and support to maximise child health and wellbeing
Threats against the achievement of the characteristic and vision:

early intervention activities not supporting activities which impact on health care demand, including mental health

insufficient workforce capacity with appropriate competencies leading to increasing long waiting times in secondary care

budget constraints across health and Local authority
Risk Rating
(likelihood x consequence)
Initial: 3x3 = 9
Previous: 3x3 = 9
Current: 3x3 = 9
Initial Appetite: 3x3=9
Current Appetite 2x3 = 6

x

Lead Governing Body Member: Dr Debbie Hallott,
Governing Body Member
Lead Director: Melanie Brown, Programme
Commissioning Director – Integrated Care
Lead Manager: Michele Ezro, Associate Director of
Service Delivery and Quality

Date last reviewed: November 2016

25
20
15
10
5
0

Risk Score

Rationale for Current Score
Considerable work in this area has been undertaken in the last year around hospital reconfiguration, Future
in Mind programme and public health interventions however, risk remain the same as paediatric workforce
capacity remains a concern, increasing levels of complexity are being seen in children with disabilities and
mental health needs and impact of public health work / early intervention has yet to be seen

Risk
Appetite

Key controls in place
1. Children & Young People’s Partnership Board with Governing Body level membership from NHS
Wakefield CCG which oversees the work of relevant partners, ensuring they co-operate to improve
outcomes for children and young people.
2. The Health and Resilience Board, jointly chaired by the CCG and Wakefield Council reviews the
C&YP Outcomes framework and ensures that targets are being met. This is reviewed at the
Children’s and Young Peoples Partnership Board.
3. Connecting Care Executive Board seek to improve joint working between Health and Local
Authority services.
4. Mid Yorkshire Contract, underlying service specifications and Key Performance Indicators (KPIs).
5. ASD Strategy Group is addressing the problem with the ASD waiting list
6. Future in Mind Work Programme – National Programme which supports early intervention of
children with mental health
7. Ongoing review of Joint commissioning arrangements with CCG and Wakefield Council.
8. Maternity Quality Partnership group considers key quality data, audits and national
recommendations
9. Transformation of CAMHS service to reduce waiting times and increase capacity
10. Review of children’s community services at MYHT
11. Review of children’s Continuing Health Care process

Internal Assurances
1. CCG clinical lead & commissioning managers meets regularly to consider current issues and risk
2. Action plan from national maternity review in place and reviewed bi-monthly by Maternity Quality
Partnership (MQP) – reports to EQB
3. Reports and briefings are presented to Clinical Cabinet, IGC, Executive Team and Governing Body as
appropriate, resulting in appropriate challenge and sign off as required in accordance with committee
work plans.

External Assurances
1. Reporting to Children’s Partnership Board including report on outcomes framework quarterly.
2. Operation of Connecting Care Executive Board to consider joint / collaborative commissioning
arrangements and use of pooled budgets as required.
3. Health and Well Being Board have oversight of the overall children’s and maternity plan, and have
lead oversight of the mental health and emotional wellbeing transformation programme. The H&WB
Board has key responsibility for maintaining strategic oversight of delivery.
4. Ofsted and CQC inspection of services to challenge and focus improvement (July 2016).

Gaps in controls
1. Agree process and method of complex care review and implement
2. Set clear timescales for the block contract review of MYHT
3. Need to develop service specification for Children’s Continuing Care service

Gaps in assurances
1. Continue reporting of mental health transformation through H&WB Board, in line with national
guidance
2. Feed in to a review of JSNA for maternity, children’s and mental health
3. Awaiting CQC inspection on SEND within two years
Link to risk register:
815 – children’s safeguarding (score 12)
535 – Children’s autism assessment (score 6)

Actions from gaps in controls
1. Develop working groups to plan and deliver the review of complex care and block contract
2. Develop specification for children’s Continuing Care Service once timetable agreed with MYHT.

Actions from gaps in assurances
1. Reporting to continue through the Future in Mind project Board to feed in to H&WB Board and other
strategic planning
2. Working with Wakefield Council for self-assessment for Special Education Needs and Disability (SEND)
by end of Q1 2017/18.

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 2: Mental Health Service Transformation
Vision: To improve and raise awareness of Mental Health and Psychological Wellbeing across Wakefield
Threats against the achievement of the characteristic and vision:
There is a risk that we fail to deliver parity of esteem for mental health.
Due to:

Conflicting demands on financial resources across the health & social care sector
Resulting in:

Disproportionate funding of mental healthcare relative to the scale and impact of mental health problems.

Misconceptions and stigmatisation

Increased numbers of people experiencing mental health co-morbidities

Increased waiting lists and insufficient service provision to deal with demand across all services including primary care, community care and
unplanned hospital care

Poor outcomes for patients

Poor patient experience

Failure to reduce preventable premature deaths
Risk Rating
(likelihood x consequence)
Initial:
Previous: 3 x 4 = 12
Current: 3 x 4 = 12
Appetite: 2 x 4 = 8

25
20
15
10
5
0

Lead Clinician: Dr Clive Harries, Governing Body Member
Lead Director: Melanie Brown, Programme
Commissioning Director – Integrated Care
Lead Manager: Alix Jeavons, Senior Commissioning
Manager

Date last reviewed: November 2016

Risk Score
Risk Appetite

Key controls in place
1. Mental Health is a priority in the Wakefield Sustainability & Transformation Plan
2. Ownership of the ‘approach’ to transforming mental health services owned by the Health and
Wellbeing Board (HWB)
3. Significant investment being made in mental health services as a result of the Mental Health Five
Year Forward View.
4. Public Health Mental Health Plan in place to focus on prevention and early intervention
5. Crisis Care Concordat Plan in place to improve outcomes for people experiencing mental health
crisis
6. Future in Mind Transformation Plan in place to improve outcomes for children and young people
7. West Yorkshire Healthy Futures Mental Health Programme established to; reduce Mental Health
in-patient admissions, eliminate all out-of-area mental health acute placements, reduce
unnecessary attendance at A&E for crisis episodes, reduce all inappropriate emergency service
responses, reduce Mental Health Act detention in Police Cells and reduce number of suicides.
8. Programme of work in place to deliver the new access and waiting time standards for Children and

Rationale for Current Score
Delivering parity of esteem is a complex objective and dependent on a whole system approach to
commissioning and prioritising mental health issues. There are programmes of work underway to deliver
quantifiable improvements in mental health provision for both adults and children; however these are
challenging long established ways of working.
The appetite score is because the approach being taken has inherent risk due to the nature of the change
required.

Internal Assurances
1. Regular reporting to the Mental Health Strategic Programme Group on a 6 weekly basis.
2. Monthly oversight of the national targets by the Integrated Governance Committee
3. Quarterly reporting to the Connecting Care Executive
4. Robust contract management in place to monitor activity and waiting lists
External Assurances
1. Reporting to HWB on progress of implementing the Crisis Care Concordat action plan on a 6 monthly
basis
2. National publication of the Mental Health Dashboard as part of the CCG Improvement & Assessment
Framework

Young People Eating Disorders.
Suicide prevention programme in place which aims to reduce suicides by targeting mental health
stigma in key risk groups and supporting early intervention.
10. Understanding mental health needs through detailed local intelligence about mental health
morbidity.
11. Tackling social isolation and improving resilience through a new social well-being service and small
grant VCS fund.
12. Improving mental well-being via lifestyle interventions delivered by public health services
9.

Gaps in controls
1. Insufficient engagement with primary care as a provider
2. Lack of focus on mental health in the acute trust – service improvement plan needs to be agreed
building on current delivery of Psychiatric Liaison Services
3. No local CQUIN scheme will be in place from April 2017
4. Online resources have a larger part to play in engaging and supporting our young people eg Kooth.
5. Providing access, for those who choose to use it, to online Mental Health services eg
“Minddistrict” (Rightstep 24/7).

Gaps in assurances
1. Role of A&E Improvement Group in assuring activity within the acute trust.

Actions from gaps in controls
1. Engagement with Network Chairs to take place by end of Q4 (2017/18)

Actions from gaps in assurances
1. Commissioner to confirm role of A&E Improvement Group and ensure regular attendance as required.

Link to risk register:
877 – SWYPFT CQC inspection (score 12)
817 – reduction in Elderly Mentally Infirm Nursing beds (score 12)
445 – delay in delivery of Connecting Care (score 9)

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 3: Long Term Conditions
Vision: To improve the management and outcome of individuals with a long term condition
Threats against the achievement of the characteristic and vision:
•
Lifestyle
•
Employment
•
Education
•
Aging Population
•
Associated co-morbidity
•
Too much reliance on a medical model and not on a holistic approach to the individual
Evidenced by:
o The quality of life of carers (health status score) in Wakefield is below both the national and regional average.
o 7% of the population diagnosed with asthma.
o 2.8% of the population has COPD. Premature mortality from COPD is much higher in Wakefield
o premature mortality from stroke is higher in Wakefield
o premature mortality from coronary heart disease is higher in Wakefield
Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: none
Current: 3x4=12
Current Appetite: 2x4=8

5.
6.
7.
8.
9.

Lead Manager: Nyasha Mareya, Senior Commissioning
Manager

Rationale for Current Score

Risk Score

New area of focus for the CCG and a core objective of the Wakefield Health and Wellbeing Plan.

Risk Appetite
Nov-16

Key controls in place

4.

Lead Director: Pat Keane, Chief Operating Officer

Date last reviewed: November 2016
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1.
2.
3.

Lead Clinician: Dr Avijit Biswas, Governing Body Member

Care planning for patients and individual support funding in place.
Vanguard Program – Multi Community Provider (MCP) established.
Person held records and self-care apps will support people with LTC to understand their conditions and
take greater responsibility for self-care. (SystmOne).
Workforce framework - Shaping the future together the Wakefield Connecting Care Integrated Workforce
Framework.
Primary Care Strategy seeks to modernise and transform Primary Care, focusing on self-care.
A shift to early detection and identification of long term conditions, through a skilled primary care
workforce supported by specialists.
Through development of a shared self-care narrative we will ensure that people with LTC are supported
to take responsibility for self-care.
Review clinical care pathways to ensure appropriate management of patients with LTC.
Continue to develop multi-disciplinary teams to underpin new care models in the right place at the right
time by the right person (as outlined in our two Vanguards, the Care Home Vanguard and West Wakefield
Health and Wellbeing Ltd MCP).

Internal Assurances
1. Reduction in the number of Emergency Admissions for urgent care sensitive conditions
2. Monthly Connecting Care Executive oversees programme of development of MCP programme

External Assurances
1. NHS England provide assurance regarding Vanguard
2. National organisations provide assurance regarding specific conditions eg National Diabetic
Society
3. The Planned Care Improvement Group (PCIG) across the Mid Yorkshire locality will have an
overview of names areas of specialty care to ensure that joint working across the local health
economy reporting to the System Oversight and Assurance Executive Group which accounts to
the Health and Well Being Boards.

10. Work with primary and secondary care to implement National recommendations of care for both Asthma
and COPD and rreview respiratory care pathways to ensure appropriate management of patients at all
stages of the disease and including those with acute presentation of respiratory disease
11. Share information across multi-disciplinary teams to underpin new care models in the right place at the
right time by the right person
12. Encourage use of virtual consultations to support people in their own homes
Gaps in controls
Long Term Conditions Care Management
1. Additional support for people out of hospital – prevention strategies and supported discharge
2. initiatives introduced through the Wakefield Premium Practice Contract require to be will need to be built
into a system of internal measures and an assurance process that will fac8ilitate delivery of readily
available dashboards to show the rate of progress and also areas that require further action
3. Investment in integrated hubs may not deliver integrated working at scale

Gaps in assurances
1. Integrated Acute Stroke Service
2. Non-implementation locally of National Cancer Plan

Actions from gaps in controls
1. Implementation of the Implementation Strategy with Public Health
2. A&E implementation plan to be developed by end of Q4
The Planned Care Improvement Programme will ensure that work remains ongoing to deliver the following:

Actions from gaps in assurances
1. Regional and local Acute Strategy
2. Regional and local Cancer Strategy
3. Terms of reference of the new assurance framework for planned care will remain under
ongoing review.

1.
2.
3.
4.

increasingly clarified local needs through continuing analysis of national and local information (this
will include RightCare, health profile, Joint Strategic Needs Assessment, mortality and morbidity data
Engagement with patient, carers and the Wakefield population will inform the local priorities and
actions
increasing clinical appraisal of information to ensure that agreed local priorities meet the identified
local needs across primary and secondary care
continuous review of governance arrangements and resources alignment to ensure ongoing delivery
of improvements across the system

Link to risk register
715 – stroke (score 12)
621 – failure to meet 2 week cancer referral target (score 9)
445 – delay in delivery of Connecting Care (score 9)

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

x

Expanded Health and Wellbeing board membership to represent wider determinants

x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 4: Older People – Healthy, resilient people, living fulfilled lives into older age

Lead Clinician: Dr Ann Carroll, Clinical Lead

Threats against the achievement of the characteristic and vision:
•
Increase in injuries from falls in people aged over 65 and over per 100,000 population
•
Increase in emergency admissions of urgent care sensitive conditions
•
Dementia diagnosis and availability of post-diagnostic support
•
higher number of emergency bed days per 1,000 population
•
Delayed Transfers of Care
•
Premature mortality for stroke
•
Higher than average population with COPD

Lead Director:
Melanie Brown, Programme Commissioning Director –
Integrated Care

Risk Rating
(likelihood x consequence)
Initial: 3x3 = 9
Current: 3x3 = 9
Risk Appetite 1x3 = 3

Lead Manager: Martin Smith, Programme Manager,
Commissioning Strategy & Integrated Care
Date last reviewed: November 2016
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Rationale for Current Score
Wakefield Connecting Care is particularly proud of its integrated care work and rightly so with national recognition
for the Connecting Care programme and integration of health and social care for adults and older people. The
current score represents the ongoing support for older people and recognises that through the Multi-Speciality
Community Provider more can be done to support older people for example through the Dementia Pathway
review and the development of the care coordinator roles within the integrated health and social care hubs.

Nov-16

Key controls in place
1. Develop robust governance arrangements for integrated care for older people. For
example The Better Care Fund and the alignment of budgets and commissioning across
health and social care to give a more seamless service to older people.
2. Review of the dementia pathway with a view to transforming services for patients and
meeting the Prime Ministers challenge on Dementia 2020 and jointly develop a public
health Dementia Health Action Plan by March 2017.
3. Expand the Care Homes Vanguard model to focus on more care homes and expand the
use of NHSmail and SystmOne to better support older people.
4. Expand the Multi-Speciality Community Provider model to a district wide offer including
Physio and Pharmacy.
5. Continue to fund new roles for voluntary and community sector (VCS) organisations who
are working directly in the hubs (currently provided by Age UK Wakefield District and
Carers Wakefield and District) and new health roles such as community-based
pharmacists and Mental Health support workers as integral members of the team.
6. Continue to fund Age UK to provide a variety of services including information and advice,
befriending, hospital to home service.
7. Redesign of intermediate care - Effective and timely intermediate care plays a major part
in reducing hospital admissions and helping older people to recover and return home
sooner
8. Review and redesign of Reablement – Development of enablement service to support
older people.

Internal Assurances
1. Regular reporting to the Connecting Care Executive including Better Care Fund reporting (monthly).
2. Connecting Care Health and Social Care Partnership (monthly).
3. Robust contract management in place to monitor activity(monthly).
4. Probity Committee held quarterly.
5. Governing Body held every 2 months.
6. Vanguard Delivery Board (monthly).
7. Committee in Common (Jan 2017).
8. Dementia Strategy Board (monthly).
External Assurances
1. Connecting Care Workforce Group.
2. Frailty Strategy Group developing new members and an agreed action plan for 2017.
3. NHSE quarterly assurance meeting.
4. Reporting to HWB on progress of implementing the MCP and Care Homes Vanguard.
5. National publication of the MCP and Care Homes Vanguard Dashboard.
6. Aligning work to National Frameworks for MCP and Care Homes Vanguard.
7. Adult Social Care Outcomes Framework (quarterly).
8. Patient interventions from Healthwatch (quarterly).
9. Update to Overview and Scrutiny Committee as required (meets every 2 months)
10. Health and Wellbeing Board (quarterly).
11. CCG Assurance Framework.

9.

10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Continue to work with the Rapid Elderly Assessment Care Team (REACT) assessment
model and established an Older Persons Assessment Unit (OPAU) at Pinderfields Hospital,
Wakefield.
Continue to support the Community Mental Health Teams for Older People in the
Wakefield District
Redesign the Integrated Community Equipment Services (ICES)
Improve data sharing and standardise assessments across providers.
Work towards an age friendly district through the development of dementia libraries and
our work on falls. For example:
Developing a Longitudinal research programme with one network using surgery by
surgery EFI reporting
Developed Role Descriptor for Frailty Champions required from each partner organisation
Co-producing an Assisted Living Resilience Road Show to support tenant well-being with
to cover Frailty, Alcohol and Health and Balance checks
Developing Assisted Living Resilience Road Show with Spectrum
Arrangements are being finalised for the provision of a falls exercise programme with
referrals from MY Therapy
Work continues with key partners to promote home safety utilising updated local Staying
Steady resources
Develop of virtual consultations to support people in their own home or in a care home
Distribution strategy in place for Guide to Healthy Ageing across Connecting Care
Attending the Kirklees CCG Frailty meetings to take learning and share experience to date

Gaps in controls
1. No standardised assessment of individuals at risk of falls across the district.
2. Currently no bone health strategy for Wakefield CCG.
3. No risk stratification in general practice
4. No Joint Induction on Frailty for staff
5. No clinical role for Frailty or frailty champions
6. More clarity on role of community geriatrician working with the MDT
7. Currently cannot refer to the Connecting Care hub based on frailty score alone
Actions from gaps in controls

Gaps in assurances

1.

None identified

2.
3.
4.
5.
6.
7.

Falls assessment incorporated as part on the personal integrated care file across the
district (end of Q2 2017/18).
Working with Medicines Optimisation in relation to interventions to improve Bone Health
(end of Q3 2017/18).
Risk stratification in general practice supported via the MCP (ongoing).
Work commenced regarding the Joint Induction Frailty Slides produced and delivered to
Workforce Development (ongoing)
Work commenced to Develop a Frailty clinical role and champions as part of frailty
blueprint (ongoing)
Geriatrician review scheduled for 2017/18 contract year
Frailty referral being explored as part of care coordination new roles (end of Q4 2017/18).

None identified

Link to risk register
None identified
Actions from gaps in assurances

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

x

Expanded Health and Wellbeing board membership to represent wider determinants
A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 5: Cancer
Vision: to assure effective prevention and early presentation associated with cancer
Threats against the achievement of the characteristic and vision:
•
Lower than average rate of people with an urgent GP referral receiving a definitive treatment for cancer within 62 days of referral
•
Lower than average one year survival rate from all cancers, this is a particular challenge for lung cancers.
•
Mining legacy and air pollution
•
Late presentation to GP has a significant impact on outcome
•
Lifestyle choices

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 5x4 = 20
Current: 4x4 = 16
Appetite: 2x4 = 8

Lead Clinician: Dr Abdul Mustafa, Clinical Lead
Lead Director: Pat Keane, Chief Operating Officer

Lead Manager: Michelle Ashbridge, Commissioning
Manager

Date last reviewed: November 2016
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Risk Score
Risk
Appetite
Initial

Apr-16

Rationale for Current Score
Significant monitoring is undertaken by the CCG to identify performance variance in
relation to NHS Constitution elective care measures such as the 2 week cancer waits, 62 day
cancer waits

Nov-16

Key controls in place
1. CCG is committed to delivering the new NHS national cancer strategy – 6 key elements.
2. Co-ordinated approach to delivery through the local cancer steering group.
3. Refreshing the Cancer Locality Group to help support implementation of national cancer strategy.
4. New work stream has commenced to focus on early diagnosis of cancer; working in partnership with the Cancer
Research UK (CRUK) Facilitator.
5. The CCG has established an Early Diagnosis of Cancer Group with key stakeholders from Calderdale, North
Kirklees and Wakefield.
6. Reduction in smoking although remaining above national average
7. Managing growth for non-urgent, non-cancer referrals from primary care
8. Understanding and tackling any unexplained variation in non-urgent, non-cancer referrals from primary care
9. The WY Research and development team continue to work on behalf of all CCGs contributing to several cancer
research studies with the aim of increasing the efficiency of the cancer diagnosis process. In addition they have a
strong collaborative relationship with the Academic Unit of Palliative Care at Leeds University.
10. Mid Yorkshire Hospital NHS Trust Contract in place to ensure delivery of NHS Constitution Cancer Standards.
11. Trust wide Cancer Waiting Time recovery action plan receiving weekly review and updates by the Trust Lead
Cancer Management Team.
12. Cancer is identified as a priority in the West Yorkshire and Wakefield Sustainability and Transformation Plans.
13. The CCG is currently in negotiation with MYHT on the following contract stances:
a. Reviewing diagnostic capacity and demand.
b. Assessing the impact of adopting the Yorkshire and Humber Cancer Clinical Network 'commissioning

Internal Assurances
1. An increase in the percentages of new cancers diagnosed at stages 1&2 as a
proportion of all new cases of cancer diagnosed.
st
2. An increase in the percentage of people with an urgent GP referral who have had a 1
3. CCG involved with the new Cancer Alliance Board (West Yorkshire group) which links
to Healthy Futures programme.
4. Executive Improvement Board for MYHT – the 62 day cancer target is one of the key
priorities for this group.
5. There is an Early Diagnosis of Cancer Group with key stakeholders from Calderdale,
North Kirklees and Wakefield; the purpose being to provide a forum to discuss and
develop plans to support and improve the early diagnosis of cancer. An
implementation plan has been drafted.
6. Cancer Peer Review (Quality Surveillance Programme) process in place.
7.
External Assurances
1. National review of cancer plan and site specific plans to West Yorkshire Cancer Alliance
annually during Q4
2. Wakefield CCG and MYHT are involved in the South Yorkshire Living with and Beyond
Cancer (LWABC) Programme (Phase 3). The programme supports local
implementation; multi-disciplinary teams working locally to develop the plans which

14.
15.
16.

17.

products' (i.e. service specifications and high level pathways for Lung, Breast, Colorectal, Prostate and
Cancer of Unknown Primary) with a view to reducing unwarranted variation (as demonstrated in
RightCare), with the overall aim being to improve both the clinical outcome and the patient experience.
c. Improving performance and considering how best to streamline and optimise diagnostic pathways in
order to achieve the new target which is 'any patient referred for testing is definitely diagnosed/cancer
is excluded AND the result communicated to the patient "within four weeks" by 2020’.
d. Introducing the use of bisphosphonates (specifically oral ibandronate and zoledronic acid infusions) into
the routine management of breast cancer for post-menopausal women.
e. To ensure that every patient with cancer has access to the elements of the Recovery Package from April
1st 2017.
f. To implement stratified follow-up pathways of care for patients treated for breast and colorectal cancer
from April 1st 2017.
g. To make all (where clinically appropriate) suspected cancer referrals (2 week waits) directly bookable
through the e-Referral Service from April 1st 2017.
h. To increase the use of e-consultation within the cancer tumour site specific groups (TSSGs) in order to
provide primary care with better access to specialist advice from April 1st 2017 to optimise referral
pathways.
Two week wait referral forms implemented within Wakefield district in line with NICE guidance (summer 2015).
Prostate risk stratified follow-up pathway commissioned.
As part of the Wakefield Premium Practice Contract, all GP practices undertake significant event audits for every
patient diagnosed with a new cancer which did not arise from a timely 2 week wait referral or national screening
programme. The overall aim being to reduce the number of patients presenting as an emergency with a new
cancer diagnosis.
Development of a local forum with Wakefield and North Kirklees (formally the Cancer Locality Group); taking into
consideration the recent establishment of the West Yorkshire Cancer Alliance and the Healthy Futures
Commissioning Collaborative in West Yorkshire. The priority for this group will be to develop a local action plan
to ensure that the recommendations within the ‘ Achieving World-Class Cancer Outcomes – A Strategy for
England 2015-2020’ are implemented. This plan will also take account the programmes of work identified under
the six recommended work streams of the national cancer strategy and aligned to the West Yorkshire Cancer
programme.

3.

work for local patients, carers and communities. The overall aim of the programme is
to enable every adult living with breast, colorectal or prostate cancer (in the eight CCG
areas involved) to have access to the LWABC model of care from diagnosis onwards by
2020.
The CCG is working in partnership with the Cancer Research UK (CRUK) Facilitator on
Earlier Diagnosis initiatives.

Gaps in controls
1. We will have an initial focus on Lung, Breast, Prostrate and Bowel cancers as above national average.
2. Smoking remains above national average
3. Insufficient engagement with primary care.
4. Cancer Dashboard – providing more up-to-date data on key metrics (in line with the National Cancer Dashboard).
5.

Gaps in assurances
None identified.

Actions from gaps in controls
1. Every Contact Counts continues
2. Reiterate to Providers that they are contractually responsible for ensuring Every Contact Counts
3. Engagement with GP Network Chairs.
4. Further discussions with West Yorkshire and Harrogate Cancer Alliance colleagues - this has already been
identified as a gap which needs addressing.

Actions from gaps in assurances
None identified

Link to risk register
621 – failure to meet 2 week cancer referral target (score 9)
? check 62 day target

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 6: Access to the Highest Quality Urgent and Emergency Care
Threats against the achievement of the characteristic and vision:

Demand for emergency and urgent care services is rising.

Increase in ageing population

Complexity of healthcare need and comorbidities

Patient expectation to be seen ASAP

Patient flow across the health and social care system.

Some of the funding for the urgent and emergency care services is non-recurrent

Not meeting constitutional targets regarding 4 hour A&E

Not meeting constitutional targets regarding 8 mins red ambulance response

System resilience
Risk Rating
25
(likelihood x consequence)
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 5x4 = 20
Current: 4x4 = 16
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Lead Clinician: Dr Adam Sheppard, Governing Body
Member
Lead Director: Jo Pollard, Chief of Service Delivery and
Quality

Lead Manager: Jason Storey, Urgent Care Lead

Date last reviewed: November 2016

Risk Score

Rationale for Current Score
Due to not meeting the A&E 4 hour constitutional and ambulance targets.
Health and social care system service change needs to be implemented

Risk Appetite

Appetite: 2x4 = 8

Key controls in place
1.
2.
3.
4.
5.

Clinical Advisory Service delivery plan, as delivered through the West Yorkshire Urgent and emergency care
vanguard. To increase the number of clinical calls triaged by 111
ED – Emergency department – Integrated ED service specification developed and agreed. Action plan in
development by provider.
Improving urgent care access in Wakefield Primary Care draft business case completed.
A&E Improvement Plan in place
Winter plan in place

Internal Assurances
1. A&E Improvement Board meetings fortnight
2. System oversight and assurance executive established meetings quarterly
3. HST/CAS Board meets monthly
4. MYHT Executive Contract Board meets monthly
5. Executive Quality Board meets monthly
6. Executive Improvement Board meets quarterly – one of the key priorities is 4 hour A&E
7. Regular discussion at Integrated Governance Committee including deep dives
8. IQP with monthly exception reports
9. YAS contract management board
10. 999/111 Joint Quality Board meet quarterly
11. YAS JSCB
External Assurances
1. West Yorkshire selected to trial new “accelerator zone” approach
2. MCP Vanguard
3. NHSE Assurance meetings
4. NHSE & NHSI monthly reports regarding winter plan

Gaps in controls
1. Business case to be completed regarding an integrated ED
2. Approval of Wakefield Primary Care draft business case
3. Implementation of the A&E improvement plan

Actions from gaps in controls
1. Consultation and engagement with Wakefield population regarding available services and how to access them
2. By end of Q4 business case for an integrated Emergency Department to be established

Gaps in assurances
None
Link to risk register
758 – A&E 4hr waiting time (score 16)
426 – YAS red target (score 16)
674 – Integrated Emergency Department (score 10)
880 – 12 hour A&E breach (score 9)
Actions from gaps in assurances
None

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 7: To ensure Specialised Commissioning addresses the local needs of the Wakefield population

Lead Clinician: TBC

Threats against the achievement of the characteristic and vision:

Increasing demand for specialised services which impact on all of our biggest killers – cancer and vascular disease

increase in children & young people, coupled with >65 will be key demographic drivers with impact on neonatal specialist services, CAMHS &
place based STP priorities linked to long term conditions e.g. cardio vascular disease & cancer

The region is more deprived than England with important sub-geography differences & impact on patient flows & sustainability

The ethnically diverse population of West Yorkshire will also impact on specialised services e.g. genetics, cystic fibrosis

Population health risk factors in Wakefield are worse than England average with scope to look at whole pathway approaches where the
greatest benefit can be gained

Variation exists in costs, quality and outcomes across the region

Workforce sustainability challenges

National growth assumption on expenditure will increase on average by 4.7% for each year until 2020/21 and six services account for 50% of
this projected growth (chemotherapy, Secure Mental Health, Neurology, Neonatal Intensive Care & Neurosurgery)

Lead Director: Pat Keane, Chief Operating Officer

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 3x4 = 12
Current: 3x4 = 12
Appetite: 2x4 = 8

Lead Manager: Linda Driver, Head of Service
Development and Transformation

Date last reviewed: November 2016
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Risk Score

Rationale for Current Score
Uncertainty on national strategy for funding and organisation of specialist services

Risk Appetite

Key controls in place
Within the Healthy Futures STP a number of delivery programmes are focussing upon specialised
commissioning , with direction from a steering group of stakeholders drawn from wide range of organisations
and roles, also comprising business support functions such as communications, BI and finance.
This Healthy Futures Forum will have interconnections and support from;
•
Patient engagement and participation groups
•
Other priority workstreams where there is an interdependency (mental health and cancer)
•
Relevant networks, bodies and organisations to the specific programme
•
Direct link with Wakefield HWB Strategy

Internal Assurances
1. Lead manager with accountability for oversight and co – ordination of specialist services at a
regional and local level
2. Monitoring of specialist commissioning expenditure and agreed metrics

Gaps in controls
1. Further clarity required regarding levels of local delegation and management of specialist commissioning

Gaps in assurances
None identified.

External Assurances
1. National assurance framework related tp commissioning of specialist services

Link to risk register
715 – stroke (score 12)
621 – failure to meet 2 week cancer referral target (score 9)
791 – Neuroscience services (score 15)

Actions from gaps in controls
2. Being addressed as a key workstream within the West Yorkshire Healthy Future’s work programme

Actions from gaps in assurances
None identified.

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

x

Expanded Health and Wellbeing board membership to represent wider determinants

x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 8: To ensure compliance with NHS Constitution targets associated with 18 week RTT, A&E waiting times and 62 day
cancer targets

Lead Clinicians: Dr Patrick Wynn, Clinical Lead
Dr Adam Shepherd, Governing Body Member

Threats against the achievement of the characteristic and vision:

Referral to treatment incomplete pathways associated with 18 week RTT remain unsatisfactory

Performance against the A&E waiting time standard of 95% has been poor

Performance against the cancer waiting time standard of maximum 62 days from urgent GP referral to first definitive treatment remains
unsatisfactory (see Cancer objective)

Lead Director:
Pat Keane, Chief Operating Officer (18 week RTT & Cancer)
Jo Pollard, Chief of Service Delivery (4 hr A+E)

Risk Rating
(likelihood x consequence)
Initial: 3x4 = 12
Previous: 3x4 = 12
Current: 4x4 = 16
Appetite: 3x3 = 9
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Lead Manager:
Simon Rowe, Senior Commissioning Manager (18 week RTT)
Jason Storey, Urgent Care Lead (A+E)

Date last reviewed: November 2016
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Risk Appetite

0

Rationale for Current Score
There is a risk that MYHT will fail to meet the required standard for Incomplete 18 week
Referral to Treatment, which would result in the CCG failing to deliver the STF trajectory
and NHS Constitutional standard. The increase in the number of RTT breaches has led
to a worsening of the RTT position. Operational performance at MYHT has had an
adverse impact on the quality of care and patient experience. Performance at the end
of September for the CCG was 83% and 79% for MYHT. The constitutional target is
92%.
Performance against the A&E waiting time standard continues to show no sign of
improvement. Reasons for low performance levels continue to be multi-faceted and
strongly linked to reduced patient flow through the Trust, which causes overcrowding
and pressure in A&E.

Key Controls in Place
Planned Care Implementation Group Programme overseeing
1. Implementation of Clinical threshold management
2. Promoting the use of e-consultation to minimise the need for primary care referrals for face-to-face outpatient
appointments;
3. Supporting secondary care clinicians to initiate e-consultations with primary care, as an appropriate alternative to
an outpatient referral;
4. Re-modelling at services which require provision in a hospital environment and those that do not;
A+E Implementation Group Programme overseeing
5. The potential to minimise hospital face-to-face outpatient follow-ups by primary and secondary care clinicians
adopting shared-care protocols and revised care pathways;

Internal Assurances
1. Increase in referral to treatment pathway performance
2. Monthly Integrated Quality & Performance (IQP) report, details key performance,
activity and quality data and actions to address performance issues. IQP presented
to Integrated Governance Committee (IGC) monthly and summary to Governing
Body.
3. Contract Monitoring Group (CMG) and Executive Contract Board (ECB) monitor
performance at MYHT and related exception reports are internally escalated
through the IQP report, which goes to IGC.
4. Executive Improvement Board for MYHT – two of the priorities are 18 weeks RTT
and A&E.

6.
7.

Increasing Ambulatory Care opening hours and working towards implementing a 24:7 Clinical Decisions Unit for
patients with a length of stay less than 24 hours; and
Increased primary care streaming at Pinderfields Emergency Department. With full streaming from January 2017.

Gaps in controls
1. As lead commissioner for Yorkshire Ambulance Service, we will continue to seek assurance and work with the trust on
the implementation of its actions following their required improvement rating in 2015.
2. We will continue to drive forward improvement through our Quality Premium measures and our constitutional
targets
3. Communication with MYHT does not always highlight 52 week breaches that have occurred. There has been a
notification gap between each breach and communication with the CCG due to reporting restrictions on Unify.
4. Assurance that the current controls will deliver a long term sustainable solution to the pathway capacity issues that
impact on cancer quality and performance.
Technology
5. We will continue to work regionally to develop a PACS programme.
6. We will continue to work regionally to develop a PACS programme.
7. We aim to develop a digital patient record (Shared Care Record) with key data shared and accessible across settings
and providers.
8. We will continue to ensure where appropriate that E-referrals are the primary route to referring in to secondary care.
9. We will continue to expand the number of specialities where e-consultation is available to ensure the best advice at
the right time in the right place.

Actions from gaps in controls
1. The CCG are working, via agreement at the Contract Management Group, to develop a process with MYHT for the
early identification of individuals likely to breach 18 weeks, and for there to be a prompt re-offering of patient choice;
2. The CCG requested that MYHT improve assurance systems in-line with CEO intentions to prevent further 52 week
breaches.
3. Work is being undertaken by MYHT to understand and mitigate the risks in bringing performance back in line to the
STF trajectory and against the constitutional target.

External Assurances
1. A system wide executive level A&E Improvement Group meets fortnight
2. NHSE assurance meetings.

Gaps in assurances
1. Ongoing assurance work through Executive Improvement Board work-streams.

Link to risk register
875 – 52 week breach (score 9)
685 – 18 week RTT (score 16)
758 – A&E 4hr wait (score 16)
880 – A&E 12 hour wait (score 9)
Actions from gaps in assurances.
None identified

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

x

Expanded Health and Wellbeing board membership to represent wider determinants

x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 9: Commissioning quality care and holding providers to account for providing care that is safe; effective; and promotes a positive patient
experience

Lead Clinician: Dr David Brown

Threats against the achievement of the characteristic and vision:

Risk of commissioning poor quality care and unsafe services due to inadequate safety controls, and care non-compliant with evidence based best guidance

Risk of avoidable harm to patients and poor patient experience

Lack of dignity and respect resulting in patient harm, and poor quality of care and outcomes for patients

Risks of reduction of care home provision across the district

Risk of issues around recruitment and retention in provision of all health and social care

Lead Director:
Jo Pollard, Chief of Service Delivery and
Quality

Risk Rating
(likelihood x consequence)
Initial: 4x4 = 16
Previous 4x4 = 16
Current: 4x4 = 16
Appetite: 2x4 = 8

20
Risk Score

10
5

Lead Manager: Laura Elliott, Head of
Quality and Engagement

Date last reviewed: November 2016

25

15

x

Risk
Appetite

0

Key Controls in Place
1. Meeting the Challenge – acute hospital reconfiguration of services at MYHT
2. Monthly CCG Patient Safety Walkabouts at MYHT, 15 steps walkabouts at SWYPFT and regular visits to
Emergency Operations Centre (EOC) at YAS.
3. CCG and providers signed up to national ‘Sign up to Safety’ campaign to reduce avoidable harm to
patients.
4. Adopted NHSE quality review process as part of quality surveillance.
5. Monitoring areas of risk at MYHT – staffing, falls, pressure ulcers, hip fracture, stroke, mortality
6. Quality domain included in new GP Wakefield premium practice contract
7. Additional capacity within quality team to support improving quality of primary care.
8. Package of support for care homes and domiciliary care providers regarding quality
9. CQC Safeguarding and Looked After Children action plan
10. Recruitment and retention programmes in MYHT - improved position for Registered Nurse staffing at
MYHT

Rationale for Current Score
Robust quality assurance arrangements in place for all providers. The Care Quality Commission has
rated our main providers – MYHT, SWYPFT and YAS - as ‘requires improvement’. For MYHT this is
similar to the previous report, although specific service areas moved from ‘requires improvement’ to
‘good’.
The appetite score reflects a reduced risk to quality and patient safety once providers improve their
CQC rating to ‘good’.

Internal Assurances
1. Executive Quality Boards for main providers: MYHT, South West Yorkshire Partnership
Foundation Trust (SWYPFT) and Yorkshire Ambulance Service (YAS).
2. Monthly Integrated Quality & Performance (IQP) report presented to Integrated Governance
Committee (IGC) monthly and summary to Governing Body.
3. Regular IGC Deep Dives on risks to provider safety and quality.
4. Overview of quality in care homes presented at IGC Feb 2016 and Nov 2016
5. CQC Inspection for safeguarding and Looked After Children report (Governing Body Jan 2016)
and action plan (IGC Feb 2016).
6. Executive Improvement Board for MYHT - A&E Improvement Board; Planned Care Improvement
Board and Executive Quality Board responsible for providing assurance and updates on progress
7. Quarterly meetings with CQC (all directorates) and Healthwatch.
8. Risks to quality and safety accurately reflected in corporate risk register.
9. QIG and PIPEC minutes submitted to IGC.

11. Patient Experience Framework and ‘Putting patients first’ workstreams – Quality Intelligence Group
(QIG); quarterly Patient Experience report; and Public involvement and Patient Experience Committee
(PIPEC)
12. Quarterly Patient Experience Network across CKW (commissioners and providers)

Gaps in controls
1. Continue to work with MYHT and other providers rated as Requires Improvement or Inadequate to
implement the findings from the CQC inspections.
2. Unable to recruit to Clinical Quality Manager post with focus on quality in care homes.
3. Lack of provider quality assurance for care homes
4. Actions to be implemented from CQC Safeguarding and looked after children report.

Actions from gaps in controls
1. Monitor implementation of CQC action plans through quality board meetings (ongoing)
2. Re-advertise Clinical Quality Manager post with focus on quality in care homes (Dec 2016).
3. Establish a Care Home quality board (Mar 2017)
4. Confirm improved outcomes of Executive Improvement Board work-streams (Apr 2016).

External Assurances
1. NHSE Quality Risk Profile (QRP) refreshed for MYHT in April 2016. Profile moderated at
Enhanced Quality Review meetings in April and May 2016.
2. West Yorkshire Quality Surveillance Group Provider Surveillance Report (two monthly)
3. CQC Inspection reports – MYHT, YAS, SWYPFT, GP practices. 37/40 GP practices rated as Good
(as at Nov 2016).
4. CQC Inspection report for Safeguarding and Looked After Children (Dec 2015)
5. Internal audit report shows ‘significant assurance’ for the reporting of accurate and relevant
performance information in the IQP.
6. NHS England Excellence in Participation Awards 2014
7. Member of the West Yorkshire Quality Surveillance Group convened by NHS England.
8. Quarterly CCG assurance for NHS England.
Gaps in assurances
1. Revised QRP for MYHT being populated for December 2016 Executive Improvement Board
2. One GP practice and a number of care homes have yet to be inspected under new CQC
methodology.
3. Awaiting outcome of YAS 111 CQC inspection (Oct 2016) and YAS 999/PTS re-inspection (Sept
2016)
4. Actions to be implemented from CQC Safeguarding and looked after children report.
5. Ongoing assurance work through Executive Improvement Board work-streams.
Link to risk register
529 – MYHT CQC (score 12)
688 – risk of falls (score 12)
686 - risk of pressure ulcer (score 12)
715 – stroke (score 12)
716 – YAS CQC (score 8)
773 – delays in treatment of hip fractures (score 12)
862 – health care associated infections (score 12)877 SWYPFT CQC inspection (score 12)
Actions from gaps in assurances.
1. Revised QRP being populated for Executive Improvement Board (Dec 2016)
2. All CQC inspections to be completed by March 2017.
3. Review outcome of YAS 111 CQC inspection and YAS 999/PTS re-inspection once published (Feb
2017)
4. CQC Safeguarding and Looked After Children action plan monitoring to be completed (Mar 2017)
5. Confirm improved outcomes of Executive improvement Board work-streams (Apr 2016)

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

x

Expanded Health and Wellbeing board membership to represent wider determinants

x

A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 10: Delivering the GP Forward View to transform Primary Care to ensure future sustainability

Lead Clinician: Dr Pravin Jayakumar

Nov-16

Feb-16

Sep-15

Feb-15

Jun-14

Initial

Threats against the achievement of the characteristic and vision:
Lead Director: Melanie Brown, Programme Commissioning
Primary Care faces the challenges of:
Director Integrated Care

increasing population and population needs

increasing demand for service

increasing complexity of the problems presented due to age and co-morbidity and
Lead Manager: Catherine Wormstone, Programme

constrained/reduced resources (inadequate funding, increasing workforce shortages and underdeveloped alternatives to traditional models Manager
of care)

existing values, cultures and beliefs of the workforce

independent contractor status of General Practice
Risk Rating
Date identified: November 2016
25
(likelihood x consequence)
20
Rationale for Current Score
Initial: 4 x 4=16
Risk Score
15
Progress has been made in a number of areas including the formation of federations across the
Previous: 3x4 = 12
10
district. The CCG has taken on responsibility for general practice co-commissioning from NHS
Current: 4 x 4 = 16
5
England. This is a key objective for the CCG.
Appetite: 2 x 4 = 8
Risk
0

Appetite

Key Controls in Place
1. Development and delivery of the Primary Care Workforce Plan to identify the information required to
support development of the Primary Care Workforce Strategy.
2. Collaborative Working with the Connecting Care Workforce Programme
3. TARGET sessions, district and network level
4. MCP Consultation and engagement
5. Development of Networks and Federations
6. Practices increasingly engaging with voluntary and social care providers
7. Local contracting arrangements in place with practices which address access, joint working and
effectiveness

Internal Assurances
1. Engagement and consultation with Primary Care
2. Probity Committee updates on a quarterly basis
3. Internships, Apprenticeships and new roles within Primary Care are currently being
developed/offered
4. Mentors and ATP training practices
5. Care Navigation training delivered in Primary Care
6. Primary Care working collaboratively with the connecting Care Workforce Programme
7. Key learning and action plans from Target sessions shared and presented at ET.
External Assurances
1. Wakefield Primary Care and CCG are members of the West Yorkshire Primary Care (GP)
Workforce Reference Group
2. General Practices receive CQC ratings of good or outstanding

Gaps in controls
1. Development of a Wakefield Primary Care Training Academy which aims to ensure the workforce is trained,
supervised and developed.
2. Secondary Care Consultants attachment to Networks
3. Revising the skill mix and increasing the training capacity for the new workforce which these changes will
require across organisations to provide integrated care

Gaps in assurances
None identified
Link to risk register
816 – Continuing Healthcare (score 12)
872 – Home to Hospital service (score 9)

4.

Pooling resources, including estates and staff, with other care providers in order to maximise efficiency and
resilience
5. Using digital technology to provide information, advice and care navigation in order to improve access to
appropriate care.
6. Ensuring the availability of the single care record in the integrated hubs.
7. Establishing sharing of care plans and patient notes.
8. Supporting the Local Estates Forum to ensure forward thinking planning around estates and primary and
community care access.
Actions from gaps in controls
1. Funding requested for development of the Primary Care Training Academy via MCP submission.
2. The Primary Care Workforce Steering Group will oversee the Workforce Transformation Project and
timeless for delivery.
3. Negotiation with MYHT regarding contracts
4. Consultation and engagement with the LMC and General Practices regarding implementation of GP forward
view has commenced

Actions from gaps in assurances
None identified

5 Year Outcomes
Radical reduction in hospital admissions where appropriate leading to reinvesting in
prevention
New Accountable Care Systems to deliver new models of care
Collective prevention resource across the health and social care sector and wider social
determinant partners

Expanded Health and Wellbeing board membership to represent wider determinants
A strong ambitious co-owned strategy for ensuring safe and healthy futures for children
A shift towards allocation of resources based upon primary and secondary prevention and social
determinants of ill health

Characteristic and Vision 11: Transforming to become a sustainable financial economy
Threats against the achievement of the key element:
•
Risk of unmitigated growth and demand in the existing system
•
Risk of efficiency challenge being greater than deliverable through existing approaches including Carter and Rightcare
•
Risk of funding for policy impact affecting system resources eg GP Forward View, Care Act, Public Health
•
Risk of new investment requirements not being affordable in the current environment
•
Risk that current planning assumptions change due to current pace of development

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

Risk Rating
(likelihood x consequence)
Initial: 4x4 = 16
Previous 4x4 = 16
Current: 4x4 = 16
Appetite: 2x4 = 8

Date of last review: November 2016

25
20
15

Risk Score

10

Rationale for Current Score
The overall scale of challenge is of a material scale has been externally assessed and
refreshed via the STP process

Risk Appetite

5
0
Initial Aug-15 Feb-16 Nov-16

Key controls in place
•
A fully integrated model of accountable care for Wakefield and the Connecting Care Programme focussed on wider
system issues including BCF and reducing elective admissions.
•
An optimised back office for Wakefield.
•
Collaboration between acute care providers.
•
Planned introduction of new models of urgent care
•
Mental health on equal footing to maintain parity of esteem with rest of the system, with sustainable models for
community mental health
•
Reduce pressures on key parts of the hospital by better collaboration, for example A&E admissions
•
More control of demand flows into the hospital and rehabilitation after discharge
•
Agreed primary care initiative for e consultation and face to face appointments to deliver efficiencies within primary
care
•
West Yorkshire collaboration regarding single version of the truth, acute, STPs
•
Financial plan in place to prioritise investment
•
Annual budgets, bi-annual contracts and operational plan in place
•
Conclusion of final phase of Meeting the Challenge to work towards reduced bed day occupancy
•
Clinical ownership of Right Care programme
•
Robust financial governance in place including scheme of delegation

Internal Assurances
1. Financial reports to every meeting of the Governing Body provide assurances on
financial delivery and risk.
2. IGC challenges and assures on current financial performance and financial planning
on a monthly basis
3. Clinical Cabinet is supported by new ways of working governance (Better Value
Group)
4. Audit Committee scrutinises and provides guidance on Internal Audit reports.
5. Annual Governance Statement is the Governing Body assessment of how well
governed the organisation is (April/May 2016).
6. Clinical Cabinet is held to account on QIPP delivery.
7. Governing Body approve annual CCG financial budget prior to start of financial
year.
External Assurances
1. CCG continues to use Shared Business Services (SBS) which has previously provided
appropriate assurance (annual).
2. NHS England have the opportunity to review and challenge through monthly
financial reporting including deep dive exercise undertaken in November 2016.
3. External interim audit currently ongoing (annual).

4.

Gaps in controls
1. Establishing the financial case for change in relation to New Models of Care including agree governance structure and
arrangements; develop corporate processes and adopt new governance model
2. Agree financial baseline; due diligence of commercial contracting; transition to new payment model
3. Financial incentives to be agreed to steer the ACO to work on key pressures in the system, for example moving people
out of hospitals and into a more appropriate care setting.
4. Implementation of Urgent Care Model
5. Clinical Cabinet to enhance routine deliberation of Right Care initiatives to deliver cash releasing and quality benefits
6. Ensure all partners have capacity to effect change
7. Negotiate and finalise two year contracts
Actions from Gaps in controls
1. To finalise the business case relating to MCP development
2. Finalise budgeting, contracting and processes
3. Agree risk share processes
4. To commence and review the impact of “system-reset” and work towards ED transformation
5. Right Care to be included on Clinical Cabinet agendas routinely
6. Maintain links with key stakeholders through agreed governance
7. Conclude negotiations
8. Work towards the initiatives described in the Single Version of the Truth being capitalise on the collective estate,
consolidate clinical support services, optimise the workforce and capitalise on digital opportunities

Annual external audit assurance on regularity, growing concern, VFM, true and
fair.
5. Head of Internal Audit opinion regarding systems and control (annual)
6. PWC have developed a single version of the truth (May 2016)
Gaps in assurances
1. Governing Body require detailed assurance of financial plans, risks, opportunities
and the level of commissioning challenge.
2. NHS England review of CCG financial plans through various iterations
3. Need to refresh and conclude annual reporting cycle (including annual accounts).
Link to risk register
852 – overspend (score 16)
100 – Short term plan (score 16)
624 – Quality Premium (score 12)
Actions from Gaps in assurances
1. Audit Committee to oversee audit assurance delivery during year.
2. Need to maintain visibility of QIPP plans, risks and opportunities at Governing Body
level
3. Receive and review provider response to stretch targets in the context of overall
resource and service provision at different layers of the health economy
4. Continue to work in close collaboration with internal and external audit partners
5. Ensure service audit reports (SAR) are received from key third party providers
6. External Audit and Internal Audit to be concluded in 2016/17
7. Outcome of contract negotiations to be reported to Governing Body (Jan 2017)
8. Work to deliver robust Audit outcome
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Recommendation (s):
It is recommended that the Committee:‐
1. Note the current performance against the CCG strategic objectives and Quality Premium
2. Approve the actions being taken to address areas of performance
3. Note the discussion points from Integrated Governance Committee
Executive Summary:
This paper provides an update on the positions in relation to Quality and Performance. The paper provides
reports against the CCG strategic objectives, quality premium and details key exceptions and successes.
Areas of attainment for October:
 Diagnostics: Performance against the maximum 6 week waiting time for diagnostic tests continues to
perform above the constitutional target.
 Cancer maximum 31 day wait from diagnostic to first definitive treatment (all cancers): following a
decline in performance over the last two months, performance has now increased to 98%, achieving the
constitutional target of 93% for the CCG.
 GP Friends and Family Test: In September 2016 100% patients (who responded) from 5 GP practices
were ‘extremely likely’ or ‘likely’ to recommend the practice to friends and family.
 Nurse Staffing: Registered Nurse staffing vacancies across the Trust fell by a further 17.59 WTE in
October. The vacancy position in community nursing has significantly improved to ‐4.8%.
 Care Quality Commission: Orchard Croft Medical Centre and Patience Lane surgery achieved an overall
rating of ‘Good’.
Areas for improvement for October:
 Cancer Waits: The CCG continues to under‐perform against two of the cancer wait constitutional
targets:
 Cancer 62 day wait from urgent GP referral to first definitive treatment for cancer ‐ the CCG and
MYHT continue to under‐perform against the constitutional target and STF trajectory. However a
slight improvement was recognised in this month’s performance.
 Cancer 62 day wait for first definitive treatment following a consultant’s decision to upgrade
the patient – performance this month for the CCG has experienced a significant decline, with
performance falling to 73% (3 patients). MYHT have also reported performance under‐target
against this measure.
 To address under‐performance MYHT continue to maintain a Trust wide Cancer Waiting Time
(CWT) recovery plan and the action plan continues to undergo weekly review by the Trust Lead
Cancer Management Team. CWT recovery actions are expected to start yielding improvement
during Q4.
 A&E performance: MYHT has failed to meet the required constitutional standard and monthly STF
trajectory, with performance showing a 4% decrease in comparison to the previous month. A number
of actions are in place to address underperformance:‐











 The A&E Improvement Group at their meeting held on 30 November outlined their plans for a
Hospital Reset week, which commenced from 12th December.
 MYHT are planning to open Ambulatory Care 24:7 at Pinderfields.
 MYHT and Wakefield Council’s Ward Discharge Model commenced on 12th December.
18 Week RTT: The CCG has not met the required standard for the 18 week RTT incomplete pathway and
has also failed to meet the STF trajectory for October. However, this month’s performance remained
stable rather than following the historic downward trend. An Action Plan is in place to improve 18 week
performance. E‐consultation activity from primary care continues to grow and established patient
transfer process continues in dermatology and ophthalmology.
Yorkshire & Humberside 999 Ambulance Performance: The Acute Trust and Ambulance turnaround
targets and Ambulance response times have not met the required standard with performance showing
a slight decrease in comparison to the previous month. The CCG continues to monitor performance and
discussions are ongoing regarding actions with both MYHT and YAS. From November 2016, MYHT have
started using an emergency care flow nurse at Pinderfields to specifically take ambulance handovers.
November provisional data shows a significant improvement in performance as a result.
Care Quality Commission: Eastmoor Health Centre achieved an overall rating of ‘Requires
improvement’ with ‘Good’ ratings for Caring and responsive. The CCG has offered advice and practical
support in the development of their action plan.
MRSA: In October 2016 an MRSA bacteraemia case was identified at MYHT. This is the first case since
May 2015. The post‐infection review identified learning forward staff and the patient flow team.
2015 National Diabetes Inpatient Audit shows deterioration in the quality of care for inpatients
compared to previous audits. Potential patient harms have increased and management of diabetic foot
has deteriorated. However, the majority of inpatients reported that staff knew enough about diabetes
to meet their needs, and that they were very satisfied or satisfied with their diabetes care.
Hospital Standardised Mortality Ratio (HSMR): In August 2016 the relative risk for all admissions
increased to 128.53 against the <100 target, and for weekend mortality exceeded the target at 115.83
(although the year to date position has marginally improved).

A verbal update on November’s performance will be given at the meeting.
Link to overarching principles
from the strategic plan:

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

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









Not applicable

Further details of Complaints, PALS enquiries and patient feedback mapped
at the Quality Intelligence Group are detailed in the report.
The Friends and Family Test data for GP Practices may present a conflict of
interest for Governing Body GP and Practice Manager members.
A joint report between Performance and Quality Teams.

Integrated Governance Committee – 17 November and 15 December 2016

committee / governing body:
Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource implications:
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Executive Summary
Summary of items covered in the November and December IGC quality and performance reports
•12 hour breach position
• Changes to the NHS Patient Survey Programme following consultation
• Complaints and Compliments
• CQUIN Q2 provider achievement (MYHT)
• Exception Report ‐ MYHT Mortality
• Exception Report ‐ MYHT Sickness Absence Rate
• Exception Report ‐ Never Events

• Exception Report ‐ YAS Sickness Absence Report
• MYHT Patient Experience Reports
• MYHT Urgent Care ‐ Activity Analysis
• National Diabetes Inpatient Audit 2015
• Patient Advice and Liaison Service contacts
• Patient Safety Walkabout Thematic Review – Q1
• Q1 SWYPFT Customer Service Report – Wakefield BDU

• Review of Incidents submitted by GP Practices with WPPC
2016/17 Q1
• Sentinel Stroke National Audit Programme: April ‐ July 2016
• Serious Incidents (SI) Summary
• State of Care Report Summary
• Suicide by Children and Young People in England
• Ward Dashboard – MYHT Safe Staffing

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

IGC – 17 November 2016
•
•

•

•

•

•

•

•
•

It was reported to the Committee that performance against the 6 week waiting time for diagnostic tests continues to show significant signs of improvement, with both CCG and MYHT
performance at the end of September achieving the 99% constitutional target.
The Committee were informed that a number of cancer standards had not achieved the required standard. This includes the 62 day GP referral standards, the 62 day wait for first definitive
treatment following a consultants decision to upgrade the patient and 31 day wait from diagnostic to first definitive treatment (all cancers). Assurance was provided to the Committee regarding
the ongoing work of the Mid Yorkshire Hospitals Cancer Management Team. A high level action plan is in place and the Yorkshire and Humber Clinic Networks (Cancer) had organised a number
of inter provider transfers events with the aim to agreeing a collaborative approach to improving and sustaining performance in West Yorkshire.
The Committee were informed that the 4 hour A&E standard continues to not meet the required standard or the Sustainability and Transformation Fund (STF) trajectory. A system wide
executive A&E Improvement Group has been meeting fortnightly since 22 September to address A&E recovery and the Committee were updated on the 5 mandated initiatives which will be
implemented to support the delivery of the 4 hour standard. This included the work MYHT were undertaking to increase ambulatory care opening hours at Pinderfields and the
implementation of a 24/7 Clinical Decisions Unit for patients with a length of stay less than 24 hours.
The Committee discussed the continuing decline of the Referral to Treatment 18 week pathway standard which continues to not meet the national or STF trajectory. Assurance was provided
regarding the ongoing actions identified to improve performance which are detailed in the Outpatients Improvement Plan. Three specific actions, which were agreed by Clinical Cabinet in
September 2016, were e‐consultation, telephone follow up where clinically appropriate and a proposed review of the CCG commissioning policy. Further to this the Committee were assured
that the Trust continue to work towards implementation of the actions recommended by the Intensive Support Team, which is overseen by the Planned Care Improvement Board.
The Committee were informed that, as of the end of September 2016, there had been 36 patients waiting over 52 weeks for treatment at MYHT, 23 of which were CCG patients. These were in
surgical specialities . Assurance was provided to the Committee detailing that the Trust was currently undertaking full Root Cause Analysis of the breaches with the intention for this to be
discussed at the Executive Contract Board when the results were available.
The Committee were informed that performance against the acute Trust and ambulance turnaround targets and ambulance response times continues to perform below the required standard.
The Committee were assured that the CCG were in discussions with MYHT and YAS regarding ongoing actions and as part of the A&E Improvement Plan, MYHT had employed a Hospital
Ambulance Liaison Officer (HALO) role at Pinderfields to improve the handover process and minimise delays.
Nursing colleagues from MYHT attended the meeting and updated the Committee about the significant progress made with nurse (qualified and unqualified) recruitment over the past 18
months. They flagged ‘hot spots’ for staffing levels in Emergency Departments and Theatres, and confirmed that as a result agency spend is higher in these areas. Future recruitment initiatives
include rotational programmes (acute; non‐acute; community) and apprenticeships . The focus is moving to retention as well as recruitment and colleagues described the career framework for
Bands 1‐9; a new competency framework; nurse induction; skills in practice days; and a badge system for new starters. It was agreed to invite MYHT back in six months to provide an update
that also covered medical staffing.
The Committee were updated about the additional quality improvement support that has been provided to Eastmoor Health Centre following their ‘requires improvement’ rating from the Care
Quality Commission.
3 The Committee were reminded that weekend mortality is one of the five key priorities for the Executive Improvement Board, and an exception report being prepared for the next meeting will
be included in December’s IQP.

Executive Summary
IGC – 15 December 2016
• The Committee were informed that the 6 week waiting time for diagnostic tests continues to perform above target for both the CCG and MYHT.
• The Committee were advised that 7 out of the 9 cancer waiting time measures were now performing above target. The two cancer waiting time measures that continue
to under perform are the 62 day GP referral and 62 day wait following a consultants decision to upgrade the patient, however performance against the 62 day GP referral
measure did show signs of slight improvement at the end of October.
• The Committee were informed that the 4 hour A&E standard continues to show signs of deterioration as monthly performance moved from 84% to 80% at the end of
October. The Committee were reassured that a number of actions were in place to address under‐performance, including the A&E Improvement Groups plan for a
hospital reset week, which commenced on 12th December.
• The Committee were informed that the Referral to Treatment 18 week pathway standard continues to perform below constitutional target and fails to meet the
Sustainability and Transformation Fund (STF) trajectory. However, it was noted that for the first time in 6 months performance had shown signs of stabilisation rather
than deterioration. It was confirmed that MYHT were piloting with the CCG the transfer of patients on the waiting list for first appointments in T&O to community
providers and for triage and assessment in MSK.
• Discussions were held regarding the continuing decline in performance against the Trust and ambulance turnaround targets and response times. Performance against
the 15 minute turnaround target had dropped to 49%, the lowest it has been this year and 15 minute crew clearance performance reported at 80%. The Committee
were advised that as of November MYHT had started using an emergency care flow nurse at Pinderfields to specially take ambulance handovers. Un‐validated data for
the week commencing 21st November reported an improvement in performance and therefore Novembers data is expected to show signs of improvement.
• The Committee discussed the GP Friends and Family Test results for September 2016 and agreed to present 12 months data in future reports to reduce variability of data
between practices.
• It was confirmed that additional quality improvement support would be offered to Patience Lane surgery in response to their ‘requires improvement’ rating for the Safe
domain from the Care Quality Commission.
• The mortality rate (as measured by Hospital Standardised Mortality Ratio (HSMR)) at MYHT continues to be high (YTD 107.67 (all) and 120.84 (weekend)) against a
expected ratio of 100. It was confirmed that this would be further discussed at the commissioner/regulator Executive Improvement Board that afternoon. The
Committee highlighted opportunities including 7 day working for the Macmillan community service; broadening learning from serious incidents/unexpected deaths with
primary care; and improving the quality of discharge information.
• The comparative information for nurse staffing was highlighted which shows a decrease in vacancies between 31.10.15 and 31.10.16 of 104.77 WTE for Registered
Nurses and 8.64 WTE for Healthcare Assistants (HCAs). Following concerns about vacancies in Community Nursing in the September data it was confirmed that by
31.10.16 the position had improved by October (‐7.6 WTE vacancies).
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Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - 2016/17 YTD Position (as at M7-October)

Access to cancer diagnosis and
treatment

Mental health service transformation

Access to the highest quality urgent &
emergency care

System wide quality measures

Citizen participation &
empowerment

Cancer - Max 2 week wait
urgent GP Referral

RTT 18 weeks - Incomplete
pathways

Care Programme Approach

RED 8 minute response
(YAS Total)

Healthcare acquired
infections - MRSA

FFT - A&E

Cancer - Max 2 week wait
breast symptoms

RTT - 52 weeks wait from
referral to treatment

Improving Access to Psychological
Therapies (Prevalent Population
Entering Treatment)

Ambulance to A&E handover

Healthcare acquired
infections – C Diff

FFT - Inpatient

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

Diagnostic test waits - no
more than 6 weeks

Improving Access to Psychological
Therapies (RTT 6 weeks)

Crew clear delays

Mixed Sex Accommodation
(MSA) breaches

FFT - Maternity

Cancelled operations offered
re-admission date within 28
days

Improving Access to Psychological
Therapies (RTT 18 weeks)

A&E waits no more than 4 hrs

Early Intervention in Psychosis

12 Hour Breaches

Cancer - max 31 days for
subsequent treatment where
that treatment is surgery
Cancer - max 31 days for
treatment where that
treatment is a course of
radiotherapy
Cancer - max 31 days for
treatment where that
treatment is an anti-cancer
drug regime
Cancer - max 62 day wait from
urgent GP referral to first
definitive treatment for cancer
Max 62 day wait for first
definitive treatment following a
consultant decision to upgrade
priority of patient
Max 62 day wait from referral
linked to the NHS Screening
Program to start 1st treatment
for all cancers
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A step change in the
productivity of elective care

Quality Premium 2016/17
Data as at Month 7
Domain

Quality Premium Measure

Target

Percentage of
Potential value for
quality
CCG
premium

Current YTD
Performance

Current anticipated eligible QP
Funding based on YTD/FOT
Performance

Awaiting publication
of baseline

£364,553

Demonstrate a 4 percentage point improvement in the
proportion of cancers (specific cancer sites, morphologies
and behaviour*) diagnosed at stages 1 and 2 in the 2016
calendar year compared to the 2015 calendar year or;
Cancer Diagnosed at an
Achieve greater than 60% of all cancers (specific cancer
early stage
sites, morphologies and behaviour*) diagnosed at stages
1 and 2 in the 2016 calendar year.

Increase in the
proportion of GP
referrals made by e‐
referral

Meet a level of 80% by March 2017 (March 2017
performance only) and demonstrate a year on year
increase in the percentage of referrals made by
e‐referrals (or achieve 100% e‐referrals), or;
March 2017 performance to exceed March 2016
performance by 20 percentage points.

4% increase on 2015 calendar year or;
>60% in 2016 calendar year

20%

£364,553

>80% by March 2017 & year on year
increase in e‐referrals
or;
20% increase on March 2016 position at
March 2017 (baseline 60%)

20%

£364,553

≥85% or;
3% increase from July 2016 publication
(baseline 72.1%)

20%

£364,553

a) ≥4% reduction on 13/14 (baseline
1.29%) or;
≤1.161 items per STAR‐PU
b) ≤10% of total antibiotic prescribing for
co‐amoxiclav, cephalosporins and
quinolones or;
≥ 20% reduction from 2014/15 value
(baseline 10%)

10%

£182,276.50

60.9%

£0

Achieve a level of 85% of respondents who said they had
a good experience of making an appointment, or;
A 3 percentage point increase from July 2016 publication
Experience of making a
on the percentage of respondents who said they had a
GP appointment
good experience of making an appointment

Improving antibiotic
prescribing in primary
care
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Part a) reduction in the number of antibiotics prescribed
in primary care.
The required performance in 2016/17 must either be:
a 4% (or greater) reduction on 2013/14 performance
OR
equal to (or below) the England 2013/14 mean
performance of 1.161 items per STAR‐PU
Part b) number of co‐amoxiclav, cephalosporins and
quinolones as a proportion of the total number of
selected antibiotics prescribed in primary care to either:
‐ to be equal to or lower than 10%, or
‐ to reduce by 20% from each CCG’s 2014/15 value

Awaiting publication
of baseline

a)
b)

1.19%
6.90%

£0

£0

Quality Premium 2016/17 (continued)
Domain

Quality Premium Measure

Local Measure –
Maternity; Number of
women known to be
smokers at the time
of delivery per 100
maternities
Local Measure ‐
Trauma and Injury:
Hospital admissions
caused by
unintentional and
deliberate injury for
those aged 0‐24 per
10,000 population
Local Measure ‐
Crosscutting:
Emergency
admissions for
chronic ambulatory
care sensitive
conditions for people
of all ages per
100,000 total
population

165.5 per 10,000 population.

1,769.4/100,000 population

Percentage of quality Potential value
premium
for CCG

≤18%

Maximum of 18% per 100 deliveries.

≤165.5/10,000

≤1,769.4/100,000

Current YTD Performance

10%

£182,276.50

20.8% @ Q2 2016/17

10%

£182,276.50

Awaiting data

10%

2016/17 QTR1 & 2 there has been
816 admissions for ACSC
conditions. Based on the July 2016
registered population, this is a
£182,276.50 crude rate of 222.9 per 100,000,
or an annualised crude rate of
891.7 per 100,000. Therefore we
are on target to meet the required
quality measure.

100%

£1,822,765

Current anticipated eligible QP
Funding based on YTD/FOT
Performance

£0

£182,276.50

£182,276.50

£729,106

NHS Constitution Target

Forecast Outturn (Based on CCG submitted plan at Q4
2016/17)

Percentage of QP Deducted if target not met

Value Deducted

18 Week RTT Waiting Time Standard

92%

25%

£0

A&E 4 Hour Waiting Time Standard

95%

25%

£0

Maximum 62 day wait from GP Referral to First
Definitive Treatment

85%

25%

£0

Cat A (Red 1) 8 Minute Response Time/RED 8
minute response

75%

25%

£0

Total anticipated value available for CCG (QP
measure and Constitution targets)
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Target (Year End)

£0
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Sustainability and Transformation Fund Trajectories & CCG Activity Plan
Note: MYHT submission reflects all MYHT activity; CCG submission only reflects CCG portion of MYHT activity
Cancer 62 day Sustainability Trajectory

MYHT (STF Submission)

Wakefield CCG (Activity Return)

Apr‐16
105
17
83.81%

May‐16
96
15
84.38%

Jun‐16
104
16
85.10%

Jul‐16
124
19
85.08%

Aug‐16
105
16
85.24%

Sep‐16
100
15
85.00%

Oct‐16
101
16
84.65%

Performance Actual

92.0%

86.4%

82.7%

81.0%

76.4%

81.0%

83.3%

Total patients seen
> 62 days wait
Performance Plan

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

Performance Actual

86.8%

83.1%

82.7%

81.7%

73.2%

75.6%

78.7%

Apr‐16
6,790

May‐16
6,560

Jun‐16
6,460

Jul‐16
6,090

Aug‐16
6,050

Sep‐16
6,020

Oct‐16
5,600

Total patients seen
> 62 days wait
Performance Plan

Diagnostics 6 week Sustainability Trajectory

MYHT (STF Submission)

Wakefield CCG (Activity Return)

Total patients waiting
Patients waiting <
6weeks
Performance Plan

Baseline
6,790

Mar‐17
105
14
86.67%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

74
63
85.1%

Nov‐16
5,960

Dec‐16
5,700

Jan‐17
5,610

Feb‐17
5,620

Mar‐17
5,590

420

361

294

258

203

170

120

86

55

55

55

6.40%

5.59%

4.83%

4.26%

3.37%

3.04%

2.01%

1.51%

0.98%

0.98%

0.98%

Performance Actual

5.87%

5.46%

4.61%

1.85%

0.67%

0.38%

0.5%

Total patients waiting
Patients waiting <
6weeks
Performance Plan

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

4,311

43

43

43

43

43

43

43

43

43

43

43

43

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

1.0%

Performance Actual

5.72%

4.84%

4.52%

1.91%

0.55%

0.31%

0.4%

Baseline

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

41,875

41,875

41,540

41,205

40,870

40,535

40,200

39,865

39,530

39,195

38,835

38,835

38,835

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

6,817

6,817

6,439

6,181

5,926

5,675

5,226

4,784

4,348

3,724

3,107

3,107

3,107

83.7%

83.7%

84.0%

84.5%

85.5%

86.0%

87.0%

88.0%

89.0%

90.5%

92.0%

92.0%

92.0%

84.0%

84.1%

82.3%

80.5%

79.7%

78.8%

79.6%

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

26,777

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

24,635

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

92.0%

86.4%

86.7%

85.3%

84.1%

83.7%

82.7%

82.9%

Baseline

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

21,381

22,409

17,701

19,783

19,442

18,942

19,120

19,307

18,997

19,024

19,920

16,696

17,901

4,343
79.69%

4,482
80.0%

3,363
81.0%

3,561
82.0%

3,111
84.0%

2,652
86.0%

2,294
88.0%

1,931
90.0%

1,710
91.0%

1,522
92.0%

1,394
93.0%

1,002
94.0%

895
95.0%

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual
Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual
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Feb‐17
94
14
85.11%

490

4 Hour Urgent Care Sustainability Trajectory

Wakefield CCG (Activity Return)

Jan‐17
81
14
83.33%

7.22%

Performance Actual

MYHT (STF Submission)

Dec‐16
90
16
82.78%

490

Performance Actual

Wakefield CCG (Activity Return)

Nov‐16
116
15
87.50%

7.22%

18 week RTT Sustainability Trajectory

MYHT (STF Submission)

Baseline
271
44
83.76%

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5%

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

17,782

3,557
80.0%

3,379
81.0%

3,201
82.0%

2,845
84.0%

2,489
86.0%

2,134
88.0%

1,778
90.0%

1,600
91.0%

1,423
92.0%

1,245
93.0%

1,067
94.0%

889
95.0%

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5%

Strategic Performance Monitoring
Citizen participation and empowerment
Data validity: All data used in the following dashboards is published nationally and / or locally by the relevant provider.
Trend Information
Provider

MYHT

SWYPFT

Wakefield
CCG
Wakefield
CCG
Wakefield
CCG
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Indicator

Reporting
Period

National
Average

2015/16

Actual

YTD

From
Previous
Commissi
Clinical
Exception
previous months
oning
Lead
Report
Month score card
Lead

Friends and Family
Test (FFT) ‐ A&E

% of patients recommending the service

Sep

86%

93.8%

96.0%

93.3%

↓

••••••

Dr AS

LE

FFT ‐ Inpatient

% of patients recommending the service

Sep

96%

96.3%

97.0%

97.2%

↔

••••••

Dr PW

LE

Sep

96%

95.3%

96.0%

95.5%

↑

••••••

Dr DH

LE

Sep

96%

98.3%

96.0%

97.3%

↔

••••••

Dr DH

LE

FFT ‐ Maternity

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

Sep

94%

94.4%

97.0%

95.7%

↓

••••••

Dr DH

LE

Sep

98%

99.1%

96.0%

96.2%

↑

••••••

Dr DH

LE

FFT ‐ Community

% of patients recommending the service

Sep

95%

97.5%

98.0%

97.5%

↑

••••••

Dr AB

LE

FFT ‐ Outpatients

% of patients recommending the service

Sep

93%

97.2%

97.0%

96.5%

↔

••••••

Dr PW

LE

FFT ‐ Mental Health
Wakefield BDU
(SWYPFT Customer

% of patients recommending inpatient
services
% of patients recommending community
services

Q1

87%

86%

86%

↓

•

Dr CH

LE

Q1

87%

96%

96%

↑

•

Dr CH

LE

Services Report)

FFT Mental Health
(Trust)

% of patients recommending the service

Sep

87%

81.0%

64.0%

71.2%

↓

••••••

Dr CH

LE

Mar

FFT ‐ GP

% of patients recommending the service

Sep

89%

90.2%

91.0%

89.2%

↑

••••••

Dr GC

LE

p.43

Number of complaints received

Nov

23

114

↑

Dr AS

KB

Number of contacts received

Nov

50

258

↓

Dr DB

LE

NHS Wakefield
Complaints
Patient Advice and
Liaison Service

Strategic Performance Monitoring
Elective Care ‐ Cancer
Wakefield CCG

2015/16
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

Cancer Waits ‐ 2
Weeks

Cancer Waits ‐ 31
Days

Cancer Waits ‐ 62
Days

10

YTD

Trend
Informa
tion

MYHT

From
FOT previou Actual
s Month

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

Oct

93%

97.0%

95.7% 96.5%

93%

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

Oct

93%

97.2%

100%

97.2%

93%

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

Oct

96%

98.6%

98.0% 96.6%

Max 31 day wait for subsequent treatment
where treatment is surgery

Oct

94%

97.9%

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

Oct

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

↑

YTD

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

96%

96.3%

97.0%

↑

Dr AM

MA

↑

100%

97.5%

97.7%

↑

Dr AM

MA

96%

↑

97.4% 96.8%

97.2%

↑

Dr AM

MA

97.1% 95.7%

94%

↑

92.0% 89.6%

92.6%

↑

Dr AM

MA

98%

99.5% 100.0% 100.0%

98%

↔

98.2% 99.8% 100.0%

Dr AM

MA

Oct

94%

99.4% 100.0% 100.0%

94%

↔

Not Reported at Provider
Level

Dr AM

MA

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

Oct

90%

91.8%

72.7% 88.5%

90%

Max 62 day wait from referral linked to the
NHS Screening Program to start 1st
treatment for all cancers

Oct

90%

96.3%

94.4% 92.9%

90%

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

Oct

85%

85.2%

78.7% 79.8%

85%

↓

↓

87.5% 91.2%

91.8%

↓

Dr AM

MA

↓

94.1% 94.2%

91.2%

↓

Dr AM

MA

↑

83.3% 83.3%

86.7%

↑

Dr AM

MA

p.19

p.19

Strategic Performance Monitoring
Elective Care – RTT, Diagnostics and Cancelled Operations
Trend
Informa
tion

Wakefield CCG

2015/16
Reporting
CCG
Target
Actual
Period
Perform
ance

Indicator

18 Week RTT Waiting
Time
RTT ‐ Incomplete pathways
Standard

Oct

Number of 52 week
Number of patients on incomplete
Referral to treatment
pathways over 52 weeks
pathways

Oct

0

7

Diagnostic test
waiting times

Oct

99%

97.8%

Aug

0

2

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

All patients who have operations cancelled
Cancelled Operations on/ after admission, should be offered a
date for re‐admission within 28 Days
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92.0% 89.1%

YTD

82.9% 84.5%

0

23

99.6% 97.4%

0

1

MYHT

From
FOT previou Actual
s Month

92.0%

23

↑

↔

99.0%

↓

1

↑

YTD

79.6% 81.3%

0

36

99.5% 97.2%

0

1

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

92.0%

36

↑

↔

Dr PW

PK

Dr PW

PK

99.0%

↓

Dr PW

PK

1

↑

Dr PW

PK

p.20

p.21

11

Strategic Performance Monitoring
Healthcare Associated Infections
Wakefield CCG

Indicator

MRSA
Healthcare
Associated
Infections Clostridium
Difficile

Reporting
Period

Trend
Information
Trend Previous
from
months
Actual
previous
score
card
month

Target

2015/16 CCG
Performance

Actual

YTD

FOT

Oct

0

2

0*

0

0

↔

••••••

Oct

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

90

6

59

101

↔

••••••

Trend Information

MYHT

YTD

FOT

Trend
from
previous
month

Previous
months Clinical
Score
Lead
card

1

1

2

↓

•••••• Dr AF

JO'D

p.23

2

26

45

↑

•••••• Dr AF

JO'D

p.22

Commissioning Exception
Lead
Report

* In July 2016 an MRSA bacteraemia case was provisionally assigned to NHS Wakefield CCG. The arbitration process has been completed and the final assignment is to a
third party.
In September 2016 the CCG were notified of a post‐48 hour MRSA bacteraemia case for a Wakefield district resident at Leeds Teaching Hospitals Trust (LTHT). The Post
Infection review is in progress with assignment likely to be to LTHT.
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Strategic Performance Monitoring
Maternity, children and young people transformation
MYHT
Provider

MYHT

Commissi
Previous
Clinical
Exception
months
oning
Lead
report
Lead
score card

Reporting
Period

Target

2015/16

Actual

YTD

Trend

Nov

<15.2%

15.3%

20.2%

16.7%

↓

••••••

Dr DH

MC

Nov

7.70%

8%

8.9%

8.3%

↓

••••••

Dr DH

MC

Nov

60.0%

73%

71.0%

70.9%

↑

••••••

Dr DH

MC

Proportion of women that had a maternal infection since
the onset of labour or within 10 days of birth

Oct

5.5%
(nat av)

3.4%

2.2%

4.6%

↑

••••••

Dr DH

MC

Proportion of women that had a 3rd/4th degree perineal
trauma

Oct

2.0%
(nat av)

1.6%

2.2%

3.4%

↑

••••••

Dr DH

MC

Oct

3.3%
(nat av)

1.6%

0.0%

1.9%

↔

••••••

Dr DH

MC

Oct

6.4%
(nat av)

9.8%

8.9%

7.6%

↓

••••••

Dr DH

MC

Oct

76.3%
(nat av)

83.3%

88.9%

84.6%

↑

••••••

Dr DH

MC

Indicator

C‐section
(Maternity Dashboard)

Emergency C‐section rate
(%)

Post partum haemorrhage
(Maternity Dashboard)

> 1000 ml as % of women
delivered
% of live births resulting in
Feeding initiation (Babies) –
Breast

Breastfeeding
(Maternity Dashboard)
Maternity Safety Thermometer

MYHT

Proportion of women who reported being left alone at a
time that worried them during labour and birth
Proportion of women who reported they had concerns
about safety during labour and birth that were not taken
seriously
Physical harm free care:
Infection, Perineal Trauma(3rd/4th), PPH >1000mls, Apgar<7 (term only)
OR Transfer (term only)

The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients.

13

Strategic Performance Monitoring
Mental Health Service Transformation
Wakefield CCG
2015/16
Reporting
CCG
Target
Period
Performan
ce

Indicator

Care Programme
Approach (CPA)

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

14

.

Actual

YTD

FOT

98%

96.8%

↓

Not reported at Provider
Level

3.15% 3.18%

↑

Not at Provider Level

95%

96.8%

95.5%

Q2

3.75%
p/qtr

10.8%

3.18%

Patients treated
within 6 weeks of
referral

Oct

75%

‐

99.7% 96.5% 94.2%

↑

Patients treated
within 18 weeks of
referral

Oct

95%

‐

100.0% 98.8% 99.4%

Oct

50%

‐

100%

Maximum 2 week wait
Early Intervention
from referral to
in Psychosis
treatment

Provider

From
previous
Month

Oct

People entering
Improving Access to
psychological therapies
Psychological
from prevalent
Therapies
population

Improving Access
to Psychological
Therapies

Trend
Information

93.7% 94.4%

Actual

YTD

FOT

Trend
Commissi
from
Clinical
Exception
oning
previous Lead
Report
Lead
Quarter

Dr CH

MEz

Dr CH

MEz

Not at Provider Level

Dr CH

MEz

↔

Not at Provider Level

Dr CH

MEz

↑

Not at Provider Level

Dr CH

MEz

n/a

p.24

14

Strategic Performance Monitoring
Mental Health Service Transformation
Provider ‐ SWYPFT

Trend Information
From
Previous
previous
months
Month score card

Reporting
Period

Target

2015/16
Performance

Actual

YTD

% Delayed transfers of care

Aug

<7.5%

2.5%

2.37%

2.6%

↑

••••••

Dr CH

MEz

% Admissions gatekept by CRS teams

Aug

95%

96.8%

100%

97.3%

↑

••••••

Dr CH

MEz

% SU on CPA having formal review within
12 months

Aug

95%

95.4%

100%

97.3%

↑

••••••

Dr CH

MEz

Trust sickness absence rate (YTD)

Jul

<4.4%

4.1%

4.9%

5.02% *

↑

••••••

Dr CH

MEz

SWYPFT Staff FFT

% of staff recommending place of work

Q2

‐

65%

63%

↑

•

Dr CH

MEz

SWYPFT Staff FFT

% of staff recommending care

Q2

‐

79%

77%

↑

•

Dr CH

MEz

3.43%

↓

••••••

Dr CH

MEz

87.2%

↓

••••••

Dr CH

MEz

1.13%

↑

••••••

Dr CH

MEz

9.35%

↑

••••••

Dr CH

MEz

89.6%

↓

••••••

Dr CH

MEz

Indicator
Access
Source: SWYPFT
Access
Source: SWYPFT
Care Programme Approach
(CPA) Source: SWYPFT
Staffing (SWYPFT Wakefield
BDU) Source: SWYPFT

64%
(nat av)
80%
(nat av)
<2.9%
(nat av)
84.1%
(nat av)

Proportion of patients that have self
Oct
3.4%
3.04%
harmed in the last 72 hours
Proportion of patients that report feeling
NHS Safety Thermometer
Oct
86.6%
74.4%
safe at the point of survey
Proportion of patients that have been the
<1.5%
NHS Safety Thermometer victim of violence/aggression in the last
Oct
1.3%
1.1%
(nat av)
72 hours
Proportion of patients that have had an
<13.2%
NHS Safety Thermometer omission of medication in the last 24
Oct
11.4%
10.2%
(nat av)
hours
Proportion of patients with 'harm free'
care (patients that did not self harm, do
87.9%
Oct
90.5%
81.9%
NHS Safety Thermometer not feel unsafe, have not been a victim of
(nat av)
violence or aggression and in Inpatient
settings have not been restrained)
The Safety Thermometer is a point of care survey carried out on a single day each month on all appropriate patients.
NHS Safety Thermometer

*YTD figure is for all SWYPFT staff.
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Clinical
Lead

Commissio Exception
ning Lead Report

July

Strategic Performance Monitoring
Quality Measures
MYHT
Indicator
(Source: MYHT Trust Board Performance Report unless indicated)

Trend Information

Reporting
Period

Target

2015/16
Performance

Actual

YTD

From
previous
Month

Previous
Commissionin
months score Clinical Lead
g Lead
card

Exception
Report

Venous Thromboembolism

% patients risk assessed

Oct

>95%

95.4%

95.2%

95.2%

↓

••••••

Dr PW

LE

Harm free care

% patients receiving harm free
care

Oct

>95%

94.09%

93.6%

93.4%

↑

••••••

Dr PW

LE

p.25

Harm free care

% of patients suffering new harm

Oct

<2.24%

2.52%

1.6%

2.3%

↑

••••••

Dr PW

LE

p.25

Never Events

Number of never events

Nov

0

0

1

3

↓

••••••

Dr PW

LE

Serious Incidents

Number of open serious incidents

Nov

‐

‐

↓

Dr PW

LE

Serious Incidents

Number of new serious incidents
for month

Nov

‐

161

15

65

↑

Dr PW

LE

Patient Safety Incidents
(acute services)

Proportion of patient safety
incidents that are harmful

Oct

<29%

25.2%

23.8%

24.1%

↔

••••••

Dr PW

LE

Patient Safety Incidents
(community services)

Proportion of patient safety
incidents that are harmful

Oct

<50%

59.5%

67.2%

57.1%

↓

••••••

Dr PW

LE

Summary Hospital Mortality
Indicator

SHMI score (Source: Health and
Social Care Information Centre)

Q3
15/16

<100

‐

↔

••••••

Dr PW

LE

Hospital Standardised Mortality
Ratio

HSMR (elective and emergency
admissions)

Aug

<100

‐

128.53

107.67

↓

••••••

Dr PW

LE

Dec

Hospital Standardised Mortality
Ratio

HSMR ‐ weekend

Aug

<100

118.2

115.38

120.84

↑

••••••

Dr PW

LE

Dec

MYHT nurse vacancies

WTE Registered Nurse vacancies
(acute & community)

Oct

<125.7
(10%)

‐

68.88 WTE

↑

‐

Dr PW

JP

p.27

MYHT midwife vacancies

WTE Registered Midwife
vacancies

Oct

<12.5
(10%)

‐

‐2.12 WTE

↑

‐

Dr PW

JP

July

MYHT HealthCare Assistant

WTE Healthcare Assistant
vacancies (acute & community)

Oct

<70.3
(10%)

‐

55.70 WTE

↑

‐

Dr PW

JP

p.28

Sickness Absence

Total sickness rate

Sep

<4.0%

5.0 %

5.0%

4.9%

↓

••••••

Dr PW

JP

Nov

MYHT Staff FFT

% of staff recommending place of
work

Q2

64%

‐

49%

47%

↑

•

Dr PW

LE

MYHT Staff FFT

% of staff recommending care

Q2

80%

‐

58%

58%

↔

•

Dr PW

LE

Feb

95%

‐

Requires improvement

↔

•

Dr PE

JW

CQC Rating

16

70

93.03

Jan

16

Strategic Performance Monitoring
Urgent and Emergency Care
Provider

Provider

MYHT

Indicator

Target

2015/16
Performance

Actual

YTD

FOT

A&E 4 hour waiting time
standard

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

Oct

95%

85.8%

80.5%

84.9%

95.0%

12 Hour Breaches in A&E

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

Oct

0

18

0

1

1

Oct

100%

‐

49.0%

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

Oct

100%

‐

79.9%

RED 8 min (life threatening)

Oct

75%

‐

70.7%

69.3%

75.0%

Amber Resource 19 min
(emergency; potentially serious)

Oct

‐

‐

74.6%

75.8%

Amber Transport 19 min
(emergency; potentially serious)

Oct

‐

‐

61.4%

Amber Face to Face 19 min
(emergency; potentially serious)

Oct

‐

‐

Green Face to Face 60 min
(urgent)

Oct

‐

Green Transport 60 min (urgent)

Oct

Green Hear and Treat 60 min
(urgent)

Oct

All handovers between
Acute Trust ‐ Turnaround Time ambulance and A&E should take
place within 15 mins

Ambulance ‐ Turnaround Time

YAS
Ambulance response times

17

Reporting
Period

Trend from
previous
Month

↓

Clinical
Lead

Commission Exception
ing Lead
Report #

Dr AS

MJ

p.29

↔

Dr AS

MJ

Not reported at
Provider Level

↓

Dr AS

MJ

p.30

Not reported at
Provider Level

↓

Dr AS

MJ

p.31

↑

Dr AS

MJ

p.32

75.4%

‐

Dr AS

MJ

65.8%

66.2%

‐

Dr AS

MJ

64.2%

69.4%

72.9%

‐

Dr AS

MJ

‐

94.9%

94.9%

94.7%

‐

Dr AS

MJ

‐

‐

74.7%

78.3%

77.9%

‐

Dr AS

MJ

‐

‐

100%

99%

98.7%

‐

Dr AS

MJ

Strategic Performance Monitoring
Urgent and emergency care
NHS 111/WYUC data for October only available at
provider actual level – no YTD or CCG information

YAS Out of Hours
Performance

YAS

ST‐elevation
myocardial
infarction
(NHS England)

Cardiac arrest
NHS England)

Stroke
NHS England)

18

Trend

Reporting
Period

Target

2015/16
CCG
Performa
nce

Actual

YTD

From
previous
Month

% of clinical call backs within 2 hours

Sept

95%

86.6%

81.8%

84.3%

↓

% calls answered within 60 seconds

Sept

95%

89.1%
(YAS)

Not reported at CCG Level

% of warm transfers or clinical call backs within 10
minutes

Sept

65%

35.1%

35.0%

36.4%

↓

% Definitive Clinical Assessments in time

Sept

95%

97.9%

100%

99.3%

↔

% Emergency within 1 hour

Sept

95%

58.2%

65.0%

60.0%

↓

% Urgent within 2 hours

Sept

95%

73.3%

77.5%

76.9%

↓

% Less Urgent within 6 hours

Sept

95%

95.9%

94.9%

96.4%

Provider Indicator

YAS 111
Performance

Wakefield CCG

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

June
June

76.9%
82.7%
(nat av)
87.2%
83.9%
(nat av )

Provider
Actual

79.9%
Oct
92.2%
Oct
32.8%
Oct
99.1.%
Oct
47.8%
Oct
60.1%
Oct
90.0%
Oct

YTD

Trend
from
previous
Month

Clinical
Lead

85.2%

↓

Dr AS

SR

p.33

93.5%

↑

Dr AS

SR

p.33

35.6%

↓

Dr AS

SR

p.33

98.8%

↓

Dr AS

JS

52.0%

↓

Dr AS

JS

64.4%

↓

Dr AS

JS

94.8%

↓

Dr AS

JS

Commissi
Exception
oning
Report
Lead

Not reported at CCG Level

83.8%

↓

Dr AS

MJ

Not reported at CCG Level

82.8%

↓

Dr AS

MJ

June

9.3%
(nat av)

10.6%

Not reported at CCG Level

10.3%

↑

Dr AS

MJ

June

53.6%
(nat av)

55.6%

Not reported at CCG Level

43.2%

↓

Dr AS

MJ

Mar

Sept

<5%

5.9%

Not reported at CCG Level

5.5%

(12
months)

Dr AS

MJ

Nov

49%

54%

↓

Dr AS

MJ

82%

87%

↓

Dr AS

MJ

Staff absence
(YAS)

Trust absence rate

Staff FFT (YAS)

% of staff recommending place of work

Q2

64%
(nat av)

‐

Staff FFT (YAS)

% of staff recommending care

Q2

80%
(nat av)

‐

Not reported at CCG Level
Not reported at CCG Level

5.4%

↑

Exception Reporting
Elective Care ‐ Cancer
NHS Constitution Indicator

Cancer Waits
Target

Cancer ‐ max 62 days wait for first
definitive treatment following a
consultant decision to upgrade priority of
patient
Cancer – max 62 days wait from urgent
GP referral to start of 1st treatment for
suspected cancer

CCG

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

YTD 16/17

100%

87.5%

100%

100%

80%

85.7%

72.7%↓

88.5%

95%

88.9%

92%

91%

90.3%

93.3%

87.5%↓

91.2%

86.6%

83.1%

82.7%

81.7%

73.2%

75.6%

78.7% ↑

79.8%

92.0%

86.4%

83%

81%

76.4%

81.0%

83.3% ↑

83.0%

90%
MYHT
CCG
85%
MYHT

Reason for Underperformance
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
Performance has seen a slight increase this month. For WCCG there were 16 breaches, which 10 were at MYHT. Of the 16 breaches, 9 were urological (excluding Testicular), 3 upper gastrointestinal, 2 Gynaecological and 2 lung. The majority
of these breaches were due to complex pathways relating to patient comorbidities or to a diagnosis not following the usual pathway, for example requiring additional biopsies /investigations and other factors such as patient choice, diagnostic
delays or delays in the pathway and theatre capacity.
Max 62 day wait for first definitive treatment following a consultant decision to upgrade priority of patient
This months performance reached its lowest rate, with MYHT’s monthly performance falling below target. There were 3 breaches for WCCG – 1 head and neck and 2 lung. One was a complex case (gynaecological) and two were due to theatre
capacity (urological).

Actions taken
•
•

•

MYHT demand continues to exceed capacity (across outpatient, diagnostic and treatment) and the Trust are projecting an increase of 3000 referrals for the current year compared to recent years.
Lower GI and Urology remain as key pressure areas.
⁻
Lower GI is continuing to receive a higher number of referrals per month; the projected annual increase is expected to be a total of 900 referrals.
⁻
The manpower issues within Urology are resolved, however, this speciality, as well as receiving an increase in the number of referrals received each month, is also seeing an increase in the number of patients who require additional
biopsies/investigations.
MYHT continue to maintain a Trust wide Cancer Wait Time (CWT) recovery action plan ,as mentioned previously, and the action plan continues to undergo weekly review and updates by the Trust Lead Cancer Management Team.
⁻
MYHT still expect, as reported last month, CWT recovery actions to start yielding improvement during December 2016 but that this will be reflected in Q4 performance.
⁻
MYHT are reporting an increase in the number of patients being treated per month; suggested actions that may be contributing include: reviewing TSSG cancer pathways, increasing clinic capacity and better utilisation of skill‐mix.
⁻
MYHT are continuing to meet with LTHT and other providers to resolve the issues that still remain with the new regional “Breach reallocation” policy which is expected imminently. This is presently expected to give rise to an
approximately 2% dip if current LTHT breaches are re‐allocated to MYHT.

Cancer 62 Day ‐ GP Referral

Clinical Lead

Dr Abdul Mustafa

100.00%
90.00%

Commissioning Lead

80.00%
70.00%
60.00%

Michelle Ashbridge

62 days cancer (Urgent GP to FDT)

50.00%

Target

40.00%

Risk ID

492

30.00%
20.00%

CCG Assurance

10.00%
0.00%
Apr‐15 May‐15 Jun‐15

19

Jul‐15 Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16

Jul‐16 Aug‐16 Sep‐16 Oct‐16 Nov‐16 Dec‐16 Jan‐17 Feb‐17 Mar‐17

MYHT Executive Contract
Board

Exception Reporting
Elective Care – 18 Week RTT
NHS Constitution Indicator

18 Week Referral to Treatment Incomplete Pathway

Indicator

18 Week RTT
Waiting Time
Standard

RTT Incomplete
Pathways

Reporting
Period

Target

Oct

92.0%

Provider/
Trust

Apr‐16

CCG

MYHT

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

YTD 16/17

84.6%

86.7%

85.3%

84.1%

83.7%

82.7%

82.9% ↑

84.5%

84.0%

84.1%

82.3%

80.5%

79.7%

78.8%

79.6% ↑

81.3%

Reason for Underperformance
Underperformance has been reported in a number of specialities at MYHT, with the 92% standard being achieved in 2 specialities (Oral Surgery and Geriatric Medicine). At the end of September, the 92% standard
was achieved in only 1 speciality.

92%
Cardiology
Dermatology
ENT
Gastroenterology
General Medicine
General Surgery
Geriatric Medicine
Gynaecology
Neurology
Ophthalmology
Oral Surgery
Plastic Surgery
Rheumatology
Thoracic Medicine
Trauma & Orthopaedics
Urology
Other

Apr
93.4%
96.4%
75.0%
82.3%
86.6%
84.8%
94.2%
87.4%
77.5%
86.1%
79.6%
70.6%
94.1%
89.8%
77.6%
81.2%
89.0%

May
95.3%
96.2%
74.2%
83.8%
95.1%
84.8%
93.3%
88.4%
76.1%
85.6%
77.7%
71.4%
94.8%
87.5%
77.3%
82.1%
89.5%

Jun
92.6%
92.9%
71.0%
81.0%
91.6%
84.4%
94.9%
88.2%
74.9%
81.6%
73.2%
71.0%
94.1%
85.8%
77.1%
81.8%
88.4%

Jul
92.4%
92.1%
69.1%
78.9%
87.7%
82.5%
95.8%
86.0%
82.6%
77.1%
66.9%
71.9%
92.8%
84.3%
75.3%
79.5%
87.9%

Aug
93.6%
89.3%
67.4%
77.2%
88.3%
81.6%
91.9%
86.6%
89.0%
75.1%
63.6%
72.8%
92.5%
83.4%
74.6%
78.4%
87.6%

Sep
91.9%
86.0%
68.1%
72.6%
83.5%
88.2%
96.3%
85.3%
88.2%
73.6%
64.4%
73.6%
90.2%
83.9%
74.0%
76.9%
86.7%

Oct
90.4%
88.7%
77.2%
75.7%
86.4%
82.8%
95.7%
88.1%
89.8%
77.2%
100.0%
75.2%
88.8%
84.2%
78.4%
78.1%
89.1%

18 Week RTT Incomplete Pathway
↓
↑
↑
↑
↑
↓
↓
↑
↑
↑
↑
↑
↓

94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
76.0%

↑
↑
↑

18 Week RTT Incomplete Pathway

Target

2 per. Mov. Avg. (18 Week RTT Incomplete Pathway)

↑

Actions taken

•
•
•
•
•
•
•
•

System wide assurance arrangements have been finalised.
Discussions with Mid‐Yorkshire has secured the transfer of data for General Practices to review whether patients awaiting follow‐up care can be safely discharged to primary care.
Capacity of consultant‐led community services has been finalised, along with the volume of patients on waiting lists that could transfer to them from Mid‐Yorks.
E‐consultation activity from primary care continues to grow, aside from the intention for it to be used as a primary means of Practices accessing Mid‐Yorkshire outpatient care for 4
specialities.
Established patient transfer process continues in dermatology and ophthalmology.
Dr Patrick Wynn
Clinical Lead
Default offering of telephone follow‐up appointments at Mid‐Yorkshire is being discussed and work through with Mid‐Yorkshire colleagues.
Commissioning
The MYHT Trust Board have received an action plan (September) to improve 18 week performance
Pat Keane
MYHT are piloting with the CCG the transfer of patients on the waiting list for a 1st appointment in T&O to community providers. The same also Lead
applies in MSK for triage and assessment.
Risk ID
685

20

20

CCG Assurance

MYHT Executive
Contract Board

Exception Reporting
Elective Care – Diagnostics
NHS Constitution Indicator

Diagnostic test waiting times

Indicator

Target

Diagnostic Test
waiting times

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

Provider/
Trust

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

YTD 16/17

CCG

94.3%

95.2%

95.5%

98.1%

99.5%

99.7%

99.6% ↓

97.4%

94.1%

94.5%

95.4%

98.2%

99.3%

99.6%

99.5% ↓

97.2%

99%
MYHT

Reason for Underperformance
Monthly performance against the constitutional target has been achieved this month for both the CCG and Mid Yorkshire Hospital Trust.
There were 22 WCCG breaches during October, 10 of which were for cystoscopy and 12 for audiology assessments.

Actions taken
MYHT have submitted final STF trajectories for recovery to NHS Improvement and these have been agreed. The trajectories have been shared with the CCG and show recovery by the end of December 2016.

Diagnostic Test 6 week wait
101.0%

100.0%

99.0%

98.0%

97.0%

96.0%

95.0%

94.0%

93.0%

92.0%

91.0%
Apr‐15

May‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

Diagnostic Test 6 week wait

21

Jan‐16

Feb‐16

Mar‐16

Target

Apr‐16

May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

Action Plan in
Place

Yes

Risk Register ID

734

Clinical Lead
Commissioning
Lead

Dr Patrick Wynn

CCG Assurance

MYHT Executive Contract Board

Pat Keane

3 per. Mov. Avg. (Diagnostic Test 6 week wait)

Exception Report
Healthcare Associated Infections ‐ MRSA
Indicator

Period

Target

2015/16

Month

YTD

FOT

Previous
Performance

MRSA cases: MYHT

Oct 16

0

2

1

1

2

••••••

Reason for underperformance
This is MYHT’s first MRSA bacteraemia case since May 2015. This case was
provisionally assigned to MYHT. A post infection review was lead by Mid Yorkshire
NHS Hospital Trust that involved key clinicians in the patients care . No lapse in patient
care identified in primary care. Learning identified for ward staff. The patient was
inappropriately transferred to a “Clean Ward” when known MRSA +ve at the request
of the Patient Flow Team. This was due to bed pressures across the Trust and he was
identified for transfer to Dewsbury District Hospital.
The case was not submitted to NHS England because of difficulties in the upload to the
national database and therefore automatically assigned to MYHT. The PIR action plan
will be shared with the community IPC team.

Number of MRSA assigned cases

WCCG

MYHT

2

1

0

Actions to be taken
• Positive results were rung through to the ward by a Microbiologist, who advised to
treat with Prontoderm, however the result was not communicated by the ward staff.
This resulted in inappropriate prescribing and a delay of the correct treatment. The
ward are introducing additional IPC training to staff.
• To discuss the sharing of the action plan with the Head of IPC MYHT.

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

22

Yes
Jane O’Donnell
Laura Elliott
Andrew Furber
MYHT Executive Quality Board
862

Exception Report
Healthcare Associated Infections ‐ Clostridium Difficile (CDI)
Indicator

Period

Target

2015/16

Month

YTD

FOT

Clostridium difficile cases: NHS MYHT

Sep 16

<6 month
<72 annual

90/72

9

24

48

Reason for underperformance
All cases have been reviewed.
2 Post 72 hour cases
2 cases from MYHT the outcome of PIR is still to be determined and lesson learnt
agreed. 1 case is deceased. Both cases had recent antibiotics, to be determined if
appropriate. Both cases were from different GPs. One case was on PPI.

Number of MYHT Clostridium Difficile Cases

MYHT cases
Threshold

8
7
6
5
4
3
2
1
0

Actions to be taken
Elderly Medicine Consultants to discuss a change in antibiotic prescribing for urinary
tract infections. This remains an outstanding action due to Consultant Microbiologist
capacity.
Kirklees and Wakefield Infection Prevention Control Team continue to undertake
enhanced surveillance to determine common themes to enable targeted work.
Local Care Direct contacted due to prescribing of Loperamide – a brief circulated by
LCD to all contracted Doctors.
Deep Dive at IGC scheduled for December IGC. A Consultant Microbiologist from
MYHT will be attending.
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Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

Yes
Jane O’Donnell
Laura Elliott
Andrew Furber
MYHT Executive Quality Board
862

Exception Reporting
Mental Health Transformation Scheme
NHS Constitution Indicator
Indicator

Improving Access to Psychological Therapies
Reporting
Period

Target

2015/16 CCG
Performance

Actual

Q1

3.75% per/q

2.25%

3.12%

Q2

3.75% per/q

2.71%

3.18%

People entering
Improving Access to psychological
Psychological
therapies from
Therapies
prevalent
population

Q3

3.75% per/q

2.58%

‐

Q4

3.75% per/q

3.26%

‐

YTD

FOT

3.15%

3.18%

Actual

YTD

FOT

Not at
Not at
Not at
Provider Level Provider Level Provider Level

Reason for Underperformance
Underperformance has occurred due to the following reasons:
Significant staff shortages in particular Psychological Wellbeing Practioner vacancies
Delays in the development of the new model “Talking Shops” being made available across Wakefield

•
•

Actions taken
The following mitigating actions have been put in place:
New Service delivery and online model in place from 1st September 2016 which gives financial incentive to achieve the target.
Wakefield Talking Shop opens 12th December 2016
Community based activity being undertaken in Castleford pending development of Castleford Talking Shop
Community Locations being identified in the south east of the district following issues with Hemsworth Talking Shop developments.
CCG analysing the correlation between access rates, recovery rates and deployment of non IAPT qualified workers as an approach to dealing with the workforce supply issues
Turning Point looking into recruitment and retention of IAPT workforce – exploring avenues of a salary uplift making the service more attractive
Recovery Plan submitted by provider – currently being considered by CCG

•
•
•
•
•
•
•
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Cumulative IAPT ‐ Entering Treatment

15
Performance

10

Target

5
0

Q1 1516 Q1‐2 1516Q1‐3 1516Q1‐4 1516 Q1 1617 Q2 1617

IAPT ‐ Entering Treatment (By Quarter)
4
3.5
3
2.5
2
1.5
1
0.5
0

Action Plan in
Place
Performance
Target

Risk Register ID
Clinical Lead
Commissioning
Lead

Q1 1516 Q2 1516 Q3 1516 Q4 1516 Q1 1617 Q2 1617

CCG Assurance
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Yes
456
Dr Clive Harries
Michele Ezro
Monthly Turning Point
Contract Meeting 24

Exception Report
Quality Measures – NHS Safety Thermometer (Harm Free Care)
Indicator
(Source: MYHT Trust Board Performance Report unless indicated)

Reporting Period

Target

2015/16 Performance

Actual

YTD

From previous Previous months
Month
score card

Harm free care

% patients receiving harm free care

Sept

>95%

94.09%

93%

93.4%

↓

•••••••

Harm free care

% of patients suffering new harm

Sept

<2.24%

2.52%

2.3%

2.5%

↑

•••••••

Description of underperformance: MYHT have met the national 95% harm free care target once in the previous 12 months. Of 1,716 patients surveyed September
2016, harm free care was identified in 1,596 (93.01%). This was a decrease from 94.72% the previous month & from 95.62% in Sept 2015. Harm free care performance
is measured using the monthly Safety Thermometer point prevalence tool. The tool measures the point prevalence of 4 key harms recorded for all patients on a
specified date each month (pressure ulcers, falls, urinary tract infections in patients with a catheter and venous thromboembolism (VTE)). Both existing and newly
acquired harms are captured. It is one of many patient safety measures that, together, present a combined picture of safety within an organisation (e.g. serious
incidents, incident reporting, national audit etc).

Reason for underperformance – harm free care
• The prevalence of harm increased from the previous month for 3 of the 4 harms
monitored (exception = VTEs).
• The biggest increase was in pressure ulcers (old and new).
• Pressure ulcers account for the highest proportion of harm identified, consistent with
national profiles.
• The charts below summarise the prevalence of harm for each of the 4 harms by month,
compared to the MYHT peer group average.

Clinical Lead
Commissioning Lead
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Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Risk Register ID

686/688

Exception Report
Quality Measures – NHS Safety Thermometer (Harm Free Care)
Reason for underperformance – new harms
• This indicator assesses the point prevalence of new harms acquired whilst under the
care of the Trust.
• Prevalence was 2.3%, an increase from 1.92% in August and 1.87% in September 2015.
• Of the 1,716 patients surveyed, new harms were identified in 39 cases (22 in the
community setting, 16 in the acute hospital setting and 1 in the community bedded
units).
• The prevalence of new harm increased from the previous month for 3 of the 4 harms
monitored (exception = VTEs).
• New pressure ulcers account for the highest proportion of harm identified, consistent
with national profiles.
• This is followed by falls with harm.
Actions taken
• MYHT have both Falls and Pressure Ulcer Improvement Groups. Each improvement
group has a bespoke dashboard that correlates all falls and Grade 2‐4 pressure ulcer
data (from Datix) that enables the tracking and highlighting of improvement or areas of
concern.
• Falls Prevention Programme Update: the MYHT Head of Quality and Safety has led a
small group to rapidly roll out practical falls prevention initiatives to assist all staff to
help reduce the risk of falls. The 3 priority interventions are; introduction of a Senior
nurse falls bleep service, use of ‘falling stars’ above bed signage to identify patients at
risk of falling and launch of the falls care bundle. (Exception report in October IQP)
• The Trust has obtained funding for a 12 month secondment for a band 7 ‘falls
prevention practitioner’ to support the delivery of the project.
• Pressure Ulcer Prevention Update: The Trust is planning a Deep Dive on unstageable
ulcers and deep tissue injury. Community Services are being more fully engaged, with
the lead for the improvement group now being Head of Nursing, Care Closer to Home.
Nursing documentation, risk assessment tools and care plans are being reassessed and
a ‘Stop the Pressure’ campaign planned for November.
• The Trust launched a nursing quality governance framework in April 2016. This
includes quarterly matron assurance audits and bimonthly ward manager audits. The
Trust also has a nursing and ward accreditation document. All wards have
improvement plans which are monitored.
• The Trust shares learning following harm events via Patient Safety Bulletin, Risky
Business newsletter, learning from falls panel / pressure ulcer panel monthly
newsletter.
• Both the Trust and CCG triangulate safety thermometer data with incident data etc to
provide a fuller picture of patient safety within the organisation.
• Patient safety is discussed monthly at MYHT Executive Quality Board.
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Exception Reporting
Quality Measures ‐ MYHT Registered Nurse Staffing (acute and community)
Division / Department
Medicine (inpatients)
Surgery (inpatients)
Intermediate Tier
Women’s services (inpatients)

Vacancies WTE (%) at 31.10.16
25.56 WTE (6.2%) ↑
11.39 WTE (4.4%) ↓
3.55 WTE (13.5%) ↓
‐2.19 WTE (‐32.5%)

Source: MYHT Safe Nurse and Midwifery Staffing Report November 2016

Division / Department
Emergency Department
Theatres
Community Nursing
Children’s nursing (inpatient)
TOTAL

Key: ↑ vacancies increasing from previous month

Vacancies WTE (%) at 31.10.16
20.32 WTE (12.1%) ↓
12.96 WTE (14.0%) ↓
‐7.60 WTE (‐4.8%) ↓
4.38 WTE (4.0%) ↓
68.88 WTE ↓

↓vacancies decreasing from previous month

Description of underperformance: Registered Nurse (RN) staffing vacancies across the Trust fell by a further 17.59 WTE in October 2016. Vacancies fell in all areas except
Medicine, where there was an increase of 8.72 WTE. Although reducing ,there continues be higher vacancy rates in Emergency Department and Theatres.
Reason for underperformance
• Nurse staffing is a national issue. MYHT have been monitoring and publishing
nurse staffing information for over 2 years in line with National Quality Board
guidance
• A highly competitive market gives nurses a choice of employer.
• There continues to be a significant risk with staffing (specifically ODPs) within
Theatre Services.
• The number of RN vacancies has significantly reduced in the Division of
Medicine since the inpatient staffing review was implemented (vacancies
peaked at 100.02 WTE in December 2015).
Actions to be taken
• The Trust plans for additional staffing over and above its funded establishment
to ensure sufficient numbers of staff in post to allow for attrition and staff
additional bed capacity on a temporary basis.
• Medicine (inpatient) – 18.13 WTE registered nurses currently progressing
through recruitment and due to commence in post before the end of January.

Graph 1 ‐ Whole Time Equivalent Nurse Vacancies
100
80
60
40
20
0

Medicine

• Emergency Department – 5.00 WTE registered nurses currently progressing through recruitment and due
to commence in post before the end of January.
• Theatres – The combined registered vacancy rate (with Operating Department Practitioners) is 31.91 WTE
(17.8%). 13 new staff have been recruited, and an additional premium is being offered for shifts for NHS
Professionals
• Community Nursing – the vacancy position has significantly improved to reflect the newly configured
community networks and integrated nursing teams.
• Nurse staffing is discussed in‐depth each month at MYHT Executive Quality Board.
• MYHT colleagues attended IGC in Nov 2016 and highlighted that two further medical wards will be added
to the division’s establishment, and a further 27.28 WTE Registered Nurses will be required. This will have
27 an impact on the nurse vacancy level.

Surgery

Emergency Department

Theatres

Risk Register ID

529

Action Plan in Place

Yes

Clinical Lead
Commissioning Lead

Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Reporting
Quality Measures ‐ MYHT Healthcare Assistant (HCA) Staffing (acute and community)
Division / Department
Medicine (inpatients)
Surgery (inpatients)
Intermediate Tier
Women’s services (inpatients)

Vacancies WTE (%) at 31.10.16
18.30 WTE (5.8%) ↓
8.30 WTE (8.0%) ↓
‐2.08 WTE (‐6.6%)
9.28 WTE (17.7%) ↑

Source: MYHT Safe Nurse and Midwifery Staﬃng Report November 2016

Division / Department
Emergency Department
Theatres (unregistered)
Community Nursing
Children’s Nursing (inpatient)
TOTAL

Key: ↑ vacancies increasing from previous month

Vacancies WTE (%) at 31.10.16
4.18 WTE (10.3%) ↓
7.61 WTE (14.5%) ↑
9.00 WTE (11.4%) ↓
1.11 WTE (3.7%) ↑
55.70 WTE ↓

↓vacancies decreasing from previous month

Description of underperformance: Healthcare Assistant (HCA) staffing vacancies across the Trust fell by 14.54 WTE in October 2016. Vacancies fell in all areas except
Women’s services, Theatres and Children’s Nursing. – the former two having vacancy rates of >15% .

Reason for underperformance
• The number of HCA vacancies is falling steadily since the inpatient staffing
60
review was implemented (vacancies peaked at 85.45 WTE in April 2016).
• The vacancy rate is driven by vacancies in the Medicine, Theatres and Women’s
services.
• Vacancies in Medicine are steadily falling, and have fallen markedly in the
40
Emergency Department.
Actions to be taken
• The Trust plans for additional staffing over and above its funded establishment. 20
This is to ensure sufficient numbers of staff in post to allow for attrition and
staff additional bed capacity on a temporary basis.
• Assistant Practitioners – there are 13.96 WTE vacancies. Shifts for these posts 0
are covered by NHS Professional registered nurses until the posts can be
recruited to and/or staff reach Band 4 competencies.
• MYHT colleagues attended IGC in Nov 2016 and highlighted that two further
medical wards will be added to the division’s establishment, and a further 32
WTE HCAs will be required. This will have a marked impact on the vacancy
level. However, 65.33 WTE HCAs are in the recruitment process with an
estimated start date of January 2017.

Graph 2‐ Whole Time Equivalent HCA Vacancies

Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16
Medicine

Surgery

Emergency Department

Risk Register ID

529

Action Plan in Place

Yes

Clinical Lead
Commissioning Lead
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Theatres

Dr Patrick Wynn
Laura Elliott

Executive Lead

Jo Pollard

CCG Assurance

MYHT Executive Quality Board

Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator

A&E 4 hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E

A&E 4 hour
waiting time
standard

Apr

May

Jun

Jul

Aug

Sept

Oct

2016/17
YTD

MYHT

88.4%

86.7%

85.1%

85.9%

83.8%

84.3%

80.5% ↓

84.9%

National

90.0%

90.3%

90.5%

90.3%

91.0%

90.6%

89.0% ↓

90.3%

Target

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

95%

Reason for Underperformance
• In October 2016, 80.5% of patients attending the Trust’s ED services were admitted, transferred or discharged within 4 hours of arrival. Performance was therefore below the ≥95% standard
mandated nationally and the Trust’s agreed Sustainability and Transformation Fund (STF) trajectory for the period of ≥90.0%. This was a decrease in performance from the previous month.
• The reasons for low performance levels continue to be multi‐faceted and strongly linked to reduced patient flow through the acute trust, which causes overcrowding and pressure in A&E.
th
MYHT continues to be one of the busiest type 1 ED in England and is currently ranked 4 highest nationally for number of Type 1 attendances. Of those requiring admission the most
common reason for breach of the 4 hour standard is 'waiting for a bed'.
Actions taken
West Yorkshire has been chosen as an Accelerator Site to improve A&E performance across the region.
Progress against actions – December 2016
A&E Improvement Group : A system wide executive level A&E Improvement Group has started meeting fortnightly from 22 September 2016 onwards, chaired by the MYHT Chief Executive. This
group replaces the Systems Resilience Group and will focus solely on urgent and emergency care. The main objective of the group is to lead A&E recovery by addressing the key factors
contributing to the 4 hour standard not being met..
At the A&E Improvement Group on 30 November 2016 MYHT outlined plans for a Hospital Reset week, which have commenced from 12 December 2016. The week aims to launch a number of
initiatives which then become embedded. The initiatives are centred on reducing ED crowding, improving patient flow out of the ED department and reducing length of stay.
Ambulatory Care : MYHT are planning to open Ambulatory Care 24:7 at Pinderfields. This is intended to reduce the number of patients who need to access ED and support flow out of the
department.
Ward Based Discharge Model: MYHT will be implementing a Ward Based Discharge Model on 12 December 2016. The Model will see a dedicated discharge nurse, discharge officer and health
and social care discharge facilitator based on these wards. The teams will work together to progress discharges. There will be a discharge nurse presence 7 days per week to support discharges.
It is intended that by having a dedicated on these wards focused on discharges will increase the number of discharges taking place each day. This will therefore improve patient flow out of ED.
MYHT are working towards implementing the model on 11 wards by 31 March 2017.
ED streaming: MYHT ran a Plan Do Study Act (PDSA) for one week with Local Care Direct in the Emergency Department at Pinderfields to increase the percentage of patients seen by primary
care practitioners. . MYHT has piloted different triage models at Dewsbury ED, to see if more patients can be directed to the adjacent Walk In Centre.
Identification of delays: Implementation of red and green days to identify patients who have no planned intervention or productive events which will progress their pathway.
A &the
E recoveryTarget
The Mid Yorkshire A&E Improvement Group will monitor progress of the A&E Improvement Plan and provide leadership to support
of 4 hour. Clinical Lead
A&E ‐ 4 Hour Standard

100.0%

Commissioning
Lead

90.0%

Risk ID
80.0%

CCG Assurance
70.0%
Apr‐15 May‐15 Jun‐15
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Jul‐15 Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16

Jul‐16 Aug‐16 Sep‐16 Oct‐16 Nov‐16 Dec‐16 Jan‐17 Feb‐17 Mar‐17

Dr Adam Sheppard
Michala James
758
MYHT Executive
Contract Board

Exception Reporting
Urgent and emergency care – Ambulance handovers
NHS Constitution Indicator

Acute Trust ‐ Turnaround Time ‐ All handovers between ambulance and A&E should take place within 15 mins

Indicator

Target

Apr

May

Jun

Jul

Aug

Sept

Oct

100%

68.3%

56.1%

53%

57%

53.7%

53%

49.0% ↓

Dewsbury

74.3%

71.6%

73.4%

72.7%

70.0%

71.2%

70.2% ↓

Pinderfields

58.6%

49.2%

45.0%

50.0%

46.8%

46.6%

40.7% ↓

Pontefract

90.9%

83.8%

80.0%

90.0%

91.7%

93.8%

93.2% ↓

MYHT
All handovers
between
Acute Trust ‐
ambulance and
Turnaround Time
A&E should take place
within 15 mins

Reason for Underperformance

The individual site performance within MYHT identifies Pinderfields as a significant contributor to the Trust level performance not being achieved. The main reasons for the majority of the
breaches are as follows:
• Reduced patient flow, causing crowding in ED and affecting the availability of staff to take handover or accept responsibility for patient care.
• No available cubicles (specifically in Pinderfields and Dewsbury)
• Resus capacity (specifically in Pinderfields)

Actions taken

During November 2016 MYHT started using an emergency care flow nurse at Pinderfields to specifically take ambulance handovers. The nurse carries out observations until patient moves to
triage. The nurse has a mobile computer, which is enabling more accurate recording of handover times.
Un‐validated data for the week 14/11/2016 – 20/11/2016 shows that 63% of handovers took place within 15 minutes at Pinderfields. This increased to 81% for the week 21/11/2016 ‐
27/11/2016. This level of performance makes Pinderfields on of the best performing hospitals on this measure. Data for November 2016 is therefore expected to show significant improvement.
MYHT are continuing to staff this role from 10am to 10pm 7 days per week at Pinderfields.

Ambulance Handovers within 15 mins

Ambulance Handover within 15 mins

Target

100.0%
80.0%

Action Plan in Place

Yes

40.0%

Risk Register ID

427

20.0%

Clinical Lead

Dr Adam Sheppard

Commissioning Lead

Michala James

CCG Assurance

YAS Contract Board

60.0%

0.0%
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Exception Reporting
Urgent and emergency care – Crew clearance
NHS Constitution Indicator

Indicator

Ambulance ‐ Turnaround Time ‐ All crews should be ready to accept new calls within 15 mins

Target
100%

Ambulance ‐
Turnaround
Time

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

Apr

May

Jun

Jul

Aug

Sept

Oct

MYHT

83.4%

84.1%

84.1%

83.3%

83.1%

81.8%

79.9%↓

Dewsbury

80.2%

82.8%

79.1%

78.5%

76.3%

79.6%

76.9%↑

Pinderfields

84.5%
95.5%

84.6%
89.2%

82.3%
82.5%

82.3%
87.5%

83.3%
77.8%

82.5%
84.4%

80.9%↓
81.8%↓

Pontefract

Reason for Underperformance
See page 30 – Ambulance handovers exception reporting.

Actions taken
See page 30 – Ambulance handovers exception reporting.

Ambulance crew clear within 15 mins
120.0%

100.0%

80.0%

60.0%

40.0%

Ambulance crew clear within 15
mins
Target

20.0%

0.0%

Action Plan in Place

Yes

Risk Register ID

427

Clinical Lead

Dr Adam Sheppard

Commissioning Lead

Michala James.

CCG Assurance

YAS Contract Board

Apr‐15 May‐15 Jun‐15 Jul‐15 Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16 Nov‐16 Dec‐16 Jan‐17 Feb‐17 Mar‐17
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Exception Reporting
Urgent and emergency care – Ambulance Response Times
NHS Constitution Indicator

Ambulance response times – RED 8 min (life threatening) response time

Indicator
Ambulance
response times

RED 8 mIn (life
threatening)

Target

Apr

May

Jun

Jul

Aug

Sept

Oct

2016/17
YTD

75%

73.1%

71.1%

68%

66.5%

70.7%

68.8%

70.7% ↑

69.3%

Reason for Underperformance
The Trust continue to experience increased, unpredicted demand as the main reason for the underperformance against this standard.
YAS have experienced spikes in demand over 1 to 2 hour periods rather than sustained over longer periods.
Poor turnaround achievement is delaying crew clearance and availability time which is impacting on performance further.
• Actions taken
• From 21 April 2016, YAS have been participating in a NHS England sponsored pilot ‐ ARP ‐ to test revised clinical coding and response times. As a result, operational performance since this date cannot be
directly compared with performance data from an earlier time period. For 2016‐17 YAS have been commissioned to meet NHS Constitution requirements and those in the National Standard NHS Contract in
respect of 999 services.
• A Contract Performance Notice (CPN) was issued to YAS in respect of red 8min performance for the months of April – July 2016 against the Schedule 4A Quality Requirements. YAS wrote to commissioners in
response to the CPN saying they were unable to provide an improvement trajectory or a remedial action plan for various reasons including participation in the ARP pilot, however, the following initiatives are
being developed and implemented:
YAS are working on the following initiatives to improve performance.
• 1 – Improving Hear and Treat rates by expanding the number of jobs in the clinical queue which in turn reduces the demands on ambulance staff.
• 2 – Reducing vehicle ratio per incident by reviewing allocation procedures. This will free up ambulances for other jobs.
• 3 – Improving allocation times will speed up the response and reduce the tail of performance. Ambulance computer aided dispatch (CAD ) development ongoing to introduce auto allocation to improve
allocation for high priority incidents.
• 4 –Improving hours on the road by introducing new rotas and putting staff on the road at the right times of day to cope with demand.
• 5– Working with hospitals to improve turnaround which will free up more ambulance hours to respond to increasing demand.
• 6‐ Working with NHS England to review ARP pilot and implement agreed actions
• 7 – Options appraisal ongoing to review the nature of received call s to improve early red predict by 35%. This helps to get ambulances calls for the most critically ill to dispatchers quicker.

RED 8 min response time
80.00%
78.00%
76.00%
74.00%

RED 8 min response time

72.00%
70.00%
68.00%

Target

66.00%

Risk Register ID
Clinical Lead
Commissioning Lead
CCG Assurance
Action Plan in Place
Risk Register ID
Clinical Lead

426
Dr Adam Sheppard
Michala James
YAS Contract Board
Yes
426
Dr Adam Sheppard

64.00%
62.00%
60.00%

Apr‐16
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May‐16

Jun‐16

Jul‐16

Aug‐16

Sep‐16

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17
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Exception Report
Urgent and Emergency Care ‐ YAS 111
Reporting
period

Target

YAS
2015/16

Sept 16

Trend

% of clinical call backs within 2 hours (Wakefield CCG)

Sep

95%

86.6%

81.8%

↓

% calls answered within 60 seconds (YAS)

Oct

95%

89.1%

92.2% Oct

↑

% of warm transfers or clinical call backs within 10 minutes (Wakefield CCG)

Sep

65%

35.1%

35.0%

↓

Indicator

Previous Performance

••••••
••••••
••••••

NHS 111/WYUC data for October only available at provider actual level – no YTD or CCG information

Description of underperformance: The targets pertaining to warm transfers and clinical call backs are locally agreed between the provider and commissioner. The target
for answering calls within 60 seconds is a national target. A warm transfer is when a 111 call handler transfers the call directly to a 111 clinician; the performance targets
are not being achieved and performance is fluctuating. 2016/17 performance at YAS for % calls answered within 60 seconds has been above the national average as
pictured below from March 2016 with the exception of July 2016. YAS calls answered in October was 92.2% and national data is yet to be published. When calls are not
answered within 60 seconds, the call abandonment rate increases, which means patients may choose to access other services; call abandonment rate at YAS in October
2016 was 1.3% against a ≤ 5% target demonstrating access is good.

Reason for underperformance
Overall call volumes 135,002 (answered) for October 2016 were 17% higher than the
October 2015 outturn of 115,257. Call levels for October breached the contract ceiling
level by 4.1% (5308 calls). The overall year to date performance, up to the 31st
October, is 93.3% of calls answered in 60 seconds. Recruiting and retaining clinical
staff to work in a call centre environment continues to be challenging; however,
during the month performance was positively impacted by the planned winter
recruitment and go‐live of new staff. This also allowed the service to commence NHS
Pathways version 12 training across NHS 111 staff for the planned 23rd November
rollout which is reported to have gone smoothly.
Actions to be taken
YAS has an ongoing recruitment campaign for clinical and non‐clinical call centre
staff.
Issues continue to be discussed at the 111 West Yorkshire Quality Group and
111/999 Joint Quality Board (JQB). Three assurance visits have now taken place
from July 2016 to LCD and feedback was positive. The last visit on 26/11/16 has
identified further actions to be taken forward. An additional £750k was invested as
part of the 2016/17 WYUC Contract settlement. Terms of reference for the
independent evaluation of the WYUC model have been agreed and shared with a
potential lead reviewer.
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Clinical Lead
Commissioning Lead

Dr Adam Sheppard
Simon Rowe

Executive Lead

Jo Pollard

CCG Assurance

111 West Yorkshire Quality Group

Risk Register ID

172/323

Care Quality Commission (CQC)
GPs
Provider
Date of Inspection
Review Type
Link to Report

Eastmoor Health Centre
16 August 2016
Announced comprehensive
Eastmoor Health Centre

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement
Requires Improvement

The CQC found:
There were areas where the practice must make improvement:
The practice must re‐instate the system for receiving and acting upon medicines alerts and take steps to ensure that all significant events are recorded, investigated,
analysed and learnt from when appropriate.
The practice must ensure there are effective systems in place to assess, monitor and improve the quality and safety of services provided. Quality improvement activity
was limited and the systems in place to keep patients and staff safe were not always effective.
The Quality Team have been providing support to the practice since their inspection, and are working with them, and other colleagues, to develop an action plan to
address the concerns raised and to help the practice to improve.
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Care Quality Commission (CQC)
GPs
Provider
Date of Inspection
Review Type
Link to Report

Orchard Croft Medical Centre
Comprehensive Inspection
21 September 2016
Orchard Croft Medical Centre

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good
Good

Provider
Date of Inspection
Review Type
Link to Report

Patience Lane Surgery
Comprehensive Inspection
28 September 2016
Patience Lane

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Requires Improvement
Good
Good
Good
Good
Good

The CQC found three areas where the practice must make improvements:
The practice must ensure that Patient Group Directions are properly authorised, and that the authorising manager fully understands the process and gives the necessary
level of scrutiny and oversight to this area of work.
The practice must hold fire drills/evacuations at suitable intervals and must re‐instate weekly tests of the fire alarm system.
The practice must develop a formalised approach to the stocking of emergency medicines. In particular they must carry out a risk assessment with regard to emergency
medicines they had not included in the GP’s bags or within the surgery.
The Quality Support Manager will support the practice, and other colleagues, to help the practice develop the CQC action plan needed for the requirement notice.
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Care Quality Commission (CQC)
Care Homes with Wakefield registered patients
Ashlands, Methley, Leeds
11, 25 July and 05 August 2016
Date of Inspection
Review Type
Unannounced
Ashlands Report
Link to Report
CQC history: At the last inspection in September 2015 the service was rated as overall 'Inadequate' and in
'Special Measures'.
Type of home: Ashlands is registered to accommodate up to 44 older people, most of whom have mental
health and/or dementia related conditions.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Inadequate
Requires Improvement
Requires Improvement
Inadequate
Inadequate

Action: The CQC has requested the provider submits an action plan and the CQC will monitor implementation.
On 3 November Leeds Adult Social Care team were informed by the provider that the home would be closing. The CCG fund three CHC patients in the home and are
working closely with Leeds and Wakefield Local Authority to transfer the residents to appropriate settings.
Manor Park Care Home, Castleford
23 and 31 August 2016
Date of Inspection
Review Type
Unannounced
Manor Park Report
Link to Report
CQC history: The service was last inspected in March 2016 and were found to be inadequate.
Type of home: The service provides accommodation and nursing care for up to 75 people, some of whom may
be living with dementia.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Requires Improvement
Good
Requires Improvement
Inadequate
Inadequate

Action: The CQC has requested the provider submits an action plan and the CQC will monitor implementation.
The report stated regulations were not being met. Regulations breached:
Regulation 13 HSCA RA Regulations 2014 Safeguarding service users from abuse and improper treatment.
Not all valid DoLS authorisations were in place.
The CCG undertook a safety walkabout on 26 October 2016.
The residential and dementia unit was noted to be clean and tidy with no areas of concern. The home had clear leadership in place with the peripatetic manager who
has extensive experience as a turnaround manager. Call bells were answered quickly and residents who were nursed in bed were noted to have access to a call bell.
Staff were observed giving excellent interaction with the residents and the atmosphere on the units was noted to be positive. Staff were also observed approaching
the residents in a calm and sensitive manner and asked residents if they required anything in proactively.
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Audits, Service Reports and Walkabouts
Survey of people who use community mental health services 2016
Background
•
The CQC has published the results of the Community Mental Health Survey for SWYPFT. People aged 18 or over who received care or treatment for a mental health
condition from September 2015 – November 2015 were eligible. People only seen once for an assessment, current inpatients and people receiving treatment for
primary conditions such as drug and alcohol abuse, learning disability services and specialist forensic services were excluded.
•

850 surveys were distributed to SWYPFT service users. 259 responses were received. 32 questions were asked and grouped in the categories listed below.
Category

Score

Compared with other trusts

2014

2015

2016

2014

2015

2016

Health and social care workers

7.9/10

8.0/10

7.8/10

↓

About the same

About the same

About the same

Organising care

8.6/10

8.5/10

8.6/10

↑

About the same

About the same

About the same

Planning care

7.1/10

7.3/10

7.0/10

↓

About the same

About the same

About the same

Reviewing care

7.3/10

7.7/10

7.4/10

↓

About the same

About the same

About the same

Changes in who people see

6.3/10

6.5/10

6.2/10

↓

About the same

About the same

About the same

Crisis care

6.8/10

6.2/10

6.4/10

↑

About the same

About the same

About the same

Treatments

7.5/10

7.4/10

7.6/10

↑

About the same

About the same

About the same

Support and wellbeing

4.9/10

5.3/10

5.1/10

↓

About the same

About the same

About the same

Overall views of care and services

7.7/10

7.7/10

7.5/10

↓

About the same

About the same

About the same

Overall experience

7.5/10

7.3/10

7.3/10

↔

About the same

About the same

About the same

Key messages
• Comparing the scores to previous years, SWYPFT did not perform better than any other trusts. However, this year SWYPFT did achieve a higher overall score for the
following categories:
o Organising care
o Crisis care
o Treatments
• SWYPFT received scores of 5/10 or less on the following questions:
o Help finding support for financial advice or benefits
o Help finding support for finding or keeping work
o Local activities
o Information on support from others who have experience of the same mental health needs
Action
• The survey findings will be discussed at the next SWYPFT Quality Board on 13 January 2017 and at the next Wakefield BDU Contract Management Group.
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Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Pinderfields Hospital on 6 October 2016 and Queen Elizabeth House on the 12 July
2016. Walkabouts involve a small team of clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas
of good practice and areas for improvement. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Gate 18 (Labour Suite, Midwife Led Delivery Unit) – Pinderfields Hospital
There are state of the art facilities on the new Midwife Led Unit. Women that the walkabout team spoke to said they felt well looked after. One Father that the team spoke
to also felt included in the care and well looked after. There was a concern relating to privacy and dignity regarding the location of the new bereavement suite as it opens
out onto a busy corridor. Patients have regular access to snacks and drinks brought round on a trolley. Also, women were seen to be helping themselves to drinks and toast
from the patient’s kitchen.
Gate 32 – Pinderfields Hospital
Nursing and medical staff were friendly, open and honest with all interactions with the walkabout team. The crash trolley was clean, organised and the oxygen cylinder was
full. The crash trolley checks have significantly improved compared to the last visit although there were still gaps in the checks. Overall the Sluice (shared between Gate 32
and 32A) was tidy and clutter free. The ward manager and Sister were professional and open about the issues on this ward. The ward manager shared with the PSW team
what issues she had addressed so far and the improvements she had put in place.
Gate 33 (Surgical) – Pinderfields Hospital
Even though the ward was very busy and there were a number of ward rounds taking place with medical students, staff were extremely welcoming and accommodating to
the walkabout team, giving information and clarifying any queries the team had. Patients commented that medication was not always given in a timely manner but when
questioned did confirm that they were not left without pain relief. All patients were satisfied with the quality and choice of food available. Throughout the ward there was
great use of visual displays and posters promoting good practice of infection prevention and control measures.
Gate 45 (Respiratory) – Pinderfields Hospital
There were many examples of caring interactions with patients observed during the walkabout. Patients spoken to described the staff as ‘caring’, ‘helpful’ and that privacy
and dignity were protected. Due to the layout of the ward, there was not a clear ‘central point’ for newly arrived patients and/or families to orientate themselves. Staff
were clear about the controlled drugs trolley and able to demonstrate compliance with the policy. Patients spoken to stated that they had their medications explained to
them.
Queen Elizabeth House
On the whole the environment was clean, tidy and dementia friendly signs were displayed around the unit. The walkabout team spoke to a number of staff who were
friendly and helpful. Good interaction was noted between staff and patients. Dignity and privacy curtains were in some toilets and bathrooms, but not all. The dining room
was very bare and would benefit from having some pictures. The walkabout team spoke with several patients who felt they were well cared for and stated that food was
very good. Displayed on the wall in the reception area was the Falls Safety poster and the Pressure Ulcer scores; all very positive.
Key Actions: All immediate issues are raised with the ward on the day of the Patient Safety Walkabout. A debrief takes place immediately after the Walkabout with senior
nursing staff and an MYHT Director. The full report and MYHT’s response have been shared at a MYHT Executive Quality Board.
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Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury District Hospital on 2 November 2016. Walkabouts involve a small team of
clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for
improvement. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Midwife Led Unit, Bronte Birth Centre, Dewsbury Hospital
The unit had a welcoming appearance and staff were friendly and knowledgeable. The non‐clinical, homely feel is ideal for labouring mums who want a low intervention
birth with emergency back‐up facilities in case there are problems. The unit was clean, tidy and uncluttered. There is a daily cleaning schedule in every birthing suite
requiring signature of staff upon completion. There is possible risk with the clinical equipment being stored in cupboards that are always left open. Sterile
equipment/sharps bins are kept at a low level which could be a hazard to small children when they are visiting. The resuscitation trolley was clean and tidy, with adequate
stock and all stock was within date.
Ward 8, (Respiratory) Dewsbury Hospital
Staff were very welcoming and professional. They were open and honest with the team and very willing to discuss what working on the ward felt like. Staff morale
appeared very positive on this ward with clear effective leadership. The junior sister informed the walkabout team that their team is very cohesive and works well together
sometimes under difficult circumstances. Food was described as poor quality and patients reported being unable to eat what is served. The ward appeared very cluttered
with notes trolleys, oxygen cylinders and linen trolleys in the corridor creating obstacles. Patients knew what their care plan was and felt that things had been explained to
them.
Key Actions: All immediate issues are raised with the ward on the day of the Patient Safety Walkabout. A debrief takes place immediately after the Walkabout with senior
nursing staff and an MYHT Director. The full report and MYHT’s response are shared at a future MYHT Executive Quality Board.
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Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Hemsworth Park on 22 September 2016, Manor Park on 26 October 2016 (see page 36)
and The Chestnuts Care Home on 2 November 2016. Walkabouts involve a small team of clinical and non‐clinical staff walking into care homes to note their first
impressions and talk to patients and staff to identify areas of good practice and areas for improvement.
Hemsworth Park
On the Dementia Unit the ward was overall very tidy , bathrooms were clean and the corridors were uncluttered. There was good dementia signage on the walls. On the
Residential Unit the corridors were clear and the rooms were clean. The walkabout team observed an activity board, but there did not seem to be much activity. In the
Younger Disabled Unit residents were up and dressed. The dining room was not set as neatly and appealing as other dining areas within the home but it was noted that
residents had access to drinks. The General Nursing Unit was clean, tidy and felt calm throughout the walkabout despite it being a busy time of the day. Call bells were
answered quickly and staff reported that that the Deputy Manager was ‘fantastic’ and approachable.
The Chestnuts Care Home, Normanton
The care home was very clean with no odours. The Care Home Manager and Deputy Manager were very enthusiastic and dedicated, with a wealth of experience, such as, in
end of life care, which is benefitting the residents. Both were keen to improve the home and asked for support and advice. Care records had numerous loose sheets in the
file with crossing out and no signature. Supplementary documentation was in place in residents rooms, however it was not completed robustly, for example, fluid balance
charts had significant gaps . Staff were noted to engage well with the residents, using appropriate language and using face to face contact with those who were seated. The
home had recruited an activities coordinator and there was evidence of some of the residents activities, such as, paintings which were framed in the dining room.
Key Actions: All immediate issues are raised with the ward on the day of the Patient Safety Walkabout. A debrief takes place immediately after the Walkabout with the Care
Home Manager.
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Citizen Participation and Empowerment
Quality Intelligence Group – October 2016
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority and Healthwatch. At each meeting a
template captures and triangulates ‘soft’ intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of
evidence, link with ‘hard’ data sources, and judgement on the level of concern.
97 items of intelligence gathered at 11 October meeting.

Theme Identified

Key actions
Dr R Gupta and Dr H Parikh ‐ a great family service.

Ophthalmology
‐ Waiting times

GP staff attitude
‐ Good and bad
Priory Gardens
Poor care at Pinderfields

1.
2.
3.
4.
5.
1.
2.
3.
1.

Planned care improvement plan.
Visited Eye Clinic on a previous patient safety walkabout.
Utilisation of community ophthalmology providers.
Communication to GP’s re: other providers.
Discuss with commissioning manager.
Review of NHS choices responses.
Healthwatch survey of care navigation service.
Feed into practice visits.
Patient safety walkabout with Local Authority being planned.

1.
2.

Continue to check at patient safety walkabouts.
Review walkabout prompts for hydration, nutrition and
dignity.
Flag at MYHT Patient Experience Strategy Group.

3.
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Ward 12 – a patient left in dirty clothes and had no help with
meals.

The Almshouse Surgery – a great doctors but hard to get an
appointment.

Citizen Participation and Empowerment
Quality Intelligence Group – November 2016
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority and Healthwatch. At each meeting a
template captures and triangulates ‘soft’ intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff
observations (including patient safety walkabouts) and staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of
evidence, link with ‘hard’ data sources, and judgement on the level of concern.
143 items of intelligence gathered at 8 November meeting.

Theme Identified
Maybush
‐ Access for young
people
‐ Appointments
‐ Language barrier
‐ Medicines
Changes to ordering repeat
prescriptions
111
999
Maternity
Trinity Care
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Key actions
1.
2.
3.
1.
2.
3.
4.
1.

Young people interview undertaken in early November –
await outcome.
Visit to Practice manager last week re: quality issues.
Share information with Locality Manager and Quality Support
Manager.
Positive that feedback is coming through about the changes.
Alternative options in place for supporting patients at risk.
All practices given tools/resources to identify patients at risk.
PALS to continue directing people to GP Practice.
Emerging themes review at next meeting.

A husband had excellent service at Pinderfields – Gate 45.

Patients unhappy with changes to repeat prescriptions –
effective November 1st.

Dewsbury walkabout at new midwife led unit – great ethos
within unit.

Citizen Participation and Empowerment
GP – Friends and Family Test
Indicator
GP FFT Score ‐ % recommend
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Reporting period

Target

Sep

89%

% Recommend

National Average that
recommend

GP FFT by % recommend
Reason for underperformance
Analysis of September 2016 data highlights that 16 out of 40 (40%) Wakefield
GP practices did not receive a sufficient amount of feedback from patients and
for some practices no FFT feedback was given.
For the GP practices that did receive patient feedback, 9 out of 24 practices
scored below the national average (89%).
Five GP practices scored 100% recommendation.
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Actions to be taken
• Review monthly report which shows the practices that have submitted their
data.
• Discuss in monthly Practice Manager meetings.
• Monitor in Post Payment Verification visits undertaken by the Primary Care
team in GP practices.
• Ad hoc contact with practices where needed.
• Updates are included in the Primary Care Newsletter.

Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

Finance Report Month 8 2016/17

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

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

Responsible Clinical Lead:

16

Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The CCG is forecasting to meet its financial targets with the exception of QIPP. The MYHT overtrade, reduction
in QIPP, overtrades on other acute contracts and Care Act costs continue to present a significant financial risk to
the CCG.
The risks schedule records the current assessment of risks and mitigations and there is an urgent need to
crystallise mitigations in order to manage residual risk.
A number of additional measures are being progressed at pace to mitigate the impact on the CCG financial
position. However the CCG needs to deliver additional schemes to ensure financial balance.
Additional QIPP has been transacted in month against the opening QIPP challenge.
BPPC remains within the limit of 95% of invoices paid on time.

Link to overarching principles
from the strategic plan:

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

Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

Management of Conflicts of
Interest:

None identified



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

Elements of the Finance Report are also reported to NHS England via
standard template returns. These are Headline Position, QIPP, Non‐
Recurrent Funds and Risks & Opportunities. The plan has been externally
assured by NHSE.
The report is a regular report which is presented to the Governing Body on a
bi‐monthly basis.

Reference document(s) /
enclosures:

Month 8 Finance Report

Risk Assessment:

Risks are identified on the CCG risk register

Finance/ resource implications:

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

Finance Report
Month 8
2016/17
Liz Goodson – Commissioning Accountant
Date : 9th December 2016

Executive Summary
Indicator

Apr‐16

May‐16

June‐16

July‐16

Aug‐16

Sept‐16

Oct‐16

Nov‐16

Var to Plan YTD

0

0

0

0

0

0

0

0

Var to Plan FOT

0

0

0

0

0

0

0

0

QIPP Delivery YTD

1.0m

2.1m

3.1m

2.4m

3.0m

3.7m

4.3m

4.9m

QIPP Delivery FOT

12.4m

12.4m

12.4m

12.4m

12.4m

12.4

9.3m

9.3m

Risk adjusted
surplus FOT

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

5.9m

Running Costs
Delivery FOT

7.6m

7.6m

7.6m

7.5m

7.5m

7.5m

7.5m

7.0m

Dec‐16

Jan‐17

Feb‐17

Mar‐17

The CCG is forecasting to meet its financial targets with the exception of QIPP. The MYHT overtrade, reduction in QIPP, overtrades on other
acute contracts and Care Act costs continue to present a significant financial risk to the CCG.
The risks schedule records the current assessment of risks and mitigations and there is an urgent need to crystallise mitigations in order to
manage residual risk.
A number of additional measures are being progressed at pace to mitigate the impact on the CCG financial position. However the CCG needs to
deliver additional schemes to ensure financial balance.

The issues are discussed regularly at The Executive Team weekly meeting.
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Risks and Mitigations
SYSTEMS RISKS

Pd 7

Emerging risks against MYHT trading position

Pd 8
8,372

7,817

P4 freeze overtrade included in position
1:1 ratios
Enact e‐referral/e‐consultation
FCP testing
Dermatology Nurse care
Transact NEL actions
MYHT Movement back to previously agreed FOT
MYHT Legacy & Transition
Care Act & Medicines Reviews

‐

3,690 ‐

4,135

‐

1,400 ‐

1,400
555
‐
947

Invoice received included in Financial Position Year to date

‐

Financial Impact of ICES

5,400
947
474 ‐

474

100

CONTINUING HEALTHCARE RISKS
Allowable rate increase
FNC uplift 40%
Fully Funded
Domiciliary Care uplift
Untransacted QIPP

387
‐
492
51
602

208
265
27
376

BUSINESS RISKS
Specialist Allocation changes
Specific Mental Health Placement Risk
Single Version of the truth
Property Services ‐ Void charges
Elective care growth in recovery of non‐NHS & NHS.

‐
150
‐
250
1,100

250
1,100

Total Risks

12,287

5,686

3

150

The year to date overtrade ( month 7 flex ) on MYHT
has been included in the financial position. 17/18
contract negotiations have been based on Pd7
forecast out‐turn, therefore the CCG has included an
additional risk to restate to the full value.
The MYHT overtrade risk has been in part assumed
mitigated through delivery of the Non Elective QIPP
schemes and delivery of changes to commissioning
policies which have assumed to deliver a forecast
reduction of £2.1m
The net value of risks has reduced by £6.6m. This
relates to the updated trading position on MYHT,
MYHT Transition and Legacy following a five way
discussion with regulators and stakeholders, reduced
CHC risk and additional identified QIPP.
Risks and Mitigations continue to be discussed
regularly at Executive Team.

Risks and Mitigations ‐ continued
Mitigations
Pd 7

Pd 8

AP
Property services credit note request

250

250

250

250

ET

Freeze on all vacancies commemcing Monday 31st Oct unless signed of by CO
Centralise all non pay expenditure to be only signed off by the CO commencing
Monday 31st Oct ‐ link with M66 & M68
Other tbc

120

120

2,982

2,181

120

120

40

40

300

in position

200
100

200
100

GC

Review of £2 Primary Care Investment
Review the Primary Care PMS transition fund
Over‐achievement of rent rebate QIPP
JP

CHC ‐ high cost packages review
CHC review of policy threshold on home care packages
Review of Complex Care Packages
Reduction in excess bed days

58

58

100

100

500
900
tbc

500
750
50

A number of mitigations have been crystallised into
the financial position to offset the updated MYHT
trading position. The corresponding mitigation for
MYHT Legacy and Transition risk has been removed.
A number of additional schemes have been quantified
will now be progressed.
Mitigations have been categorised into actual, planned
and unidentified which is highlighted in red.
The Better Value Group ( BVG) and Executive Team
continue to progress at pace the remaining schemes.

MB

Vanguard external resource (extended access)
Local Authority ‐ partnership on risk mitigation
Transformation Funding
ME

PK
Clinical Threshold management / Rightcare
Changing Commissioning Policies
Restriction of STP resources
Flu Coding Challenges ( transaction issue PS )
MSK Channel Shift Acute to Community
All Directors

Other Initiative tbc
500
100
100
237

500
100
100
237

17/18 extended shared care approach to prescribing and secondary care

tbc

Ongoing

Review all NDU budgets including clinical backfill and network meetings

tbc

Ongoing

Review OD budget

30

30

12,587

5,686
‐

Non Recurrent Schemes
Total Mitigations
Net Risk

4

Additional external funding, review OD budget, S28a,
vacancy freeze

All

tbc

Additional review of CHC, default AEC and excluded
drugs.

JP

tbc

Review patients on active monitoring, Flu, diabetes,
CVD, frailty

PK

tbc

Key Messages – Financial Position MYHT
Mid Yorkshire Hospitals NHS Trust ( MYHT )
The MYHT trading position continues to present a financial risk.
The position at month 7 flex is showing a £4.1m overtrade which is increasing each month. Discussions with MYHT have
identified that the elective QIPP schemes within the contract will not be cash releasing in year.
The main overtrades are in Non-Elective Geriatric Medicine, Non-Elective Maternity Pathway and Outpatients Dermatology and
Gynaecology.

Cost and volume analysis below shows the overtrade continues to be driven by volume, some of which is related to the
QIPP schemes. The CCG Clinical Cabinet is working to ensure that the remaining non-elective transacted QIPP schemes are
on track to achieve.

Outpatients YTD

Outpatient FA Multi Professional Consultant Led
Outpatient FA Single Professional Consultant Led
Outpatient FA Single Professional Consultant Led Non Face to Face
Outpatient First Attendance Other
. Up Other
Outpatient Follow
Outpatient FUP Multi Professional Consultant Led
Outpatient FUP Single Professional Consultant Led
Outpatient FUP Single Professional Consultant Led Non Face to Face
Outpatient Procedures FA
Outpatient Procedures FUP
Ward Attenders
Total Cost Variance
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Non Elective YTD

‐

‐

‐

Activity
0.02
0.34
0.01
0.00
0.02
0.04
0.64
0.04
0.32
0.43
0.09
1.66

£m Variance
Price
‐
0.00
‐
0.04
0.00
‐
0.00
0.02 ‐
0.01
‐
0.07
‐
0.00 ‐
‐
0.06
0.65
0.05 ‐
0.55

Total
0.02
0.29
0.01
0.00
0.01
0.05
0.58
0.04
0.26
1.08
0.03
2.21

Emergency Short Stay
Non‐Elective
Non‐Elective Same Day Emergency Care
Same Day Acute Assessment

£m Variance
Activity
Price
0.27 ‐
0.08
1.43
0.81
0.27 ‐
0.02
0.08
0.00
2.04
0.71

Total
0.19
2.24
0.25
0.08
2.75

Key Messages – Financial Position Other
Prescribing
NHS Business Services Authority ( NHSBSA ) data is available for month 6 The BSA forecast between month 5 and 6 has moved adversely
due to the notified national impact of Category M price reduction. However a number of prescribing QIPP initiatives are being progressed in
year which are forecast to impact favourably on the forecast out-turn. These include waste reduction and nutritional products which have
been transacted within the budget. These savings are not yet included in the data published by BSA . The CCG has made an assessment of
the additional savings from these initiatives.

Other Providers
Data received to month 7 is showing overtrades to date on some of the other acute contracts. Calderdale and Huddersfield Foundation Trust
is showing a large overspend on IVF and gynaecology outpatients which is being investigated.
Cataract AQP is showing a large overspend. This is due to the CCG actively moving long waiting patients from Acute providers lists to the
community to ensure patients are treated. There has also been an increase in overall activity as there is improved access to services for
patients.
There has been an increase in non contracted activity (NCA) for both Acute and Mental Health services. In previous years the CCG
actively monitored NCA costs with a view to converting to formal contracts where possible. Detailed analysis shows that most of the acute
NCA activity is Elective. Patients have the right to choose where they are treated as long as the provider holds a contract with an NHS
organisation. This freedom allows patients to access care quickly and closer to home.
There is also an increased overspend on Mental Health NCA’s. More detailed analysis is now available and this shows that the costs relate to
complex packages of care.
Running Costs (RCA)
RCA are showing a year to date underspend and forecast out-turn underspend.
.
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QIPP Dashboard
CCG Offer
000s

QIPP 16/17 Progress ( £m )
Target
Reduce Non‐recurrent expenditure

Comments
An additional £226k has been transacted in month 8, this relates to additional
prescribing initiatives and resilience efficiencies

Additional schemes have been identified to reduce the risk to the CCG financial position.
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‐

12,400
2,750

Ways of Working Initiatives ‐ Prescribing
Prescribing Cost Centres include :
∙
Wound care Formulary
∙
SIP feeds
∙
Continence Products
∙
Waste
∙
FYE on Paracetamol

‐

1,100

Category M
Mental Health
∙
Other schemes
∙
Progression Model
∙
FYE of Savile Park
Additional Identified MH
Rightcare

‐

700

‐

RAG

Not
transacted Commissioning Lead Proposed Clinical Lead

‐
‐

550

Andrew Pepper

n/a

179 Joanne Fitzpatrick

Dr Chris Barraclough

Joanne Fitzpatrick

Dr Chris Barraclough
Dr Clive Harries
Dr Clive Harries
Dr Clive Harries

‐

‐

60

Michele Ezro
Michele Ezro
Michele Ezro

‐

350

Jane Cameron

Dr Avijit Biswas

tbc

MYHT Partnership Schemes
∙
Elective care ( prior year agreed
schemes )
∙
Continued reduction in Non‐Elective
Demand
∙
Outpatients first attendance due to e‐
consultations, e‐referral,update DOS,
consultant referrals
∙
Outpatients Follow Up ratios review
Pricing gains

‐

1,395

Jenny Feeley

Dr Adam Sheppard

‐
‐
‐

200
2,600
1,555

Simon Rowe
Simon Rowe
A Pepper

Dr Avijit Biswas
Dr Avijit Biswas
n/a

Total

‐

11,260

Review of STP reserve
MYHT risk share reserve
Other tbc
Revised Total

‐
‐
‐

Up to ‐500
500
140
12,400

‐

198 Pat Keane
Andrew Pepper

‐

377

Tbc
n/a
tbc

Reported Financial Position
Opening
Budget agreed
Change
by Governing
Body
£'000
285,161
44,038
38,315
32,900
65,340
55,204
16,372
2,491
12,400
6,818
5,446
4,888
544,574
7,647
552,221
5,935
558,156

Acute
Mental Health
Community
Continuing Care
Prescribing
Co‐Commissioning
Other Services
SRG & STP
QIPP
‐
Non Recurrent
1% Uncommitted
Contingency
Total Programme Services
Running Costs
Total Programme Services
Surplus
Total Allocation
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‐

‐
‐

‐
‐
‐

Annual
Budget

Budget to
Variance
FOT
Expenditure
Date
to date Variance
to Date

£'000
£'000
£'000
4,670 280,491
186,994
1,781
45,819
30,546
553
38,868
25,912
31,125
20,750
1,775
1,621
63,719
42,787
305
55,510
37,007
11,287
27,659
18,850
300
2,191
1,461
12,023 ‐
377 ‐
251 ‐
5,457
1,361
907
‐
5,446
‐
‐
600
4,288
4,288
11,526 556,100
369,249
0
7,647
5,098
11,526 563,747
374,347
‐
5,935
3,957
378,304
11,526 569,682

£'000
192,109
30,543
26,492
21,512
42,061
36,760
18,884
1,461
251
244
0
0
369,814
4,534
374,347
‐
374,347

‐

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

£'000
5,115
3
579
762
725
247
34
0
0
663
0
4,288
564
564
0
3,957
3,957

‐
‐
‐

‐
‐
‐
‐
‐
‐

£'000
5,648
225
698
1,127
1,083
370
1,293
‐
‐
25
‐
4,288
638
638
0
5,935
5,935

Allocations
564,335 Total Allocation at month 5
Support the Team of teams work in
150 the New Care Models team
564,485 Total Allocation at month 6
Mental Health M7 ‐ NHS Wakefield
82 CCG
Q3 Vanguard Funding ‐ West
519 Wakefield Health & Wellbeing MCP
Q3 Vanguard Funding ‐ Connecting
76 Health Wakefield ECH
Q2 Local Evaluation Funding ‐ West
44 Wakefield MCP
520 Q3 Vanguard Funding ‐ UEC
Q2 Local Evaluation Funding ‐
20 Wakefield Care Homes
Q1&2 Local Evaluation Funding ‐
30 West Yorkshire UEC
565,776 Total Allocation at month 7
‐294 Mth08 CEOV adjustment
Establishment of West Yorkshire &
200 Harrogate Cancer Alliance
4,000 West Yorkshire Accelerator Zone
569,682 Total Allocation at month 8

Anticipated
There are still outstanding allocations
relating to GP Access Fund ( Network 6 )
and residual Vanguard funding

Cash
CASH

Better Payment Practice Code (BPPC)

Month 8 Cash Position
£000
Maximum cash drawdown

P6

P7

P8

Cum YTD

557,153 558,684 563,708

563,708 *

Cash drawdowns from NHSE
CHC risk pool
Total drawdowns from NHSE

43,000

42,000

40,000

43,000

42,000

40,000

319,000
1,231
320,231

Payments made by NHS BSA

4,924

5,056

5,119

40,453

47,924

47,056

45,119

360,684

Balance of MCD left

203,024

Percentage of MCD utilised
Percentage of months
completed in year

8.6%

8.4%

8.0%

64.0%

8.3%

8.3%

8.3%

66.7%

Month 8 2016/17
Year To Date
Non NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target
NHS Creditors
Total bills cumulative
Total bills paid within target cumulative
Percentage of bills paid within target

Sep‐16
Oct‐16
Nov‐16
Number £000's Number £000's Number £000's

5,998
5,923
99%

1,410 168,849
1,394 168,716
99%
100%

* Note

240

379

281

0.56%

0.90%

0.70%

MCD is calculated on Revenue Resource Limit, excluding planned surplus,
1st April Bank balance and technical ajustments
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7,551
7,440
99%

78,639
78,286
100%

1,751 196,794
1,726 196,564
99%
100%

8,522
8,393
98%

88,637
88,314
100%

1,919 226,300
1,894 226,069
99%
100%

AGED DEBTORS and CREDITORS
Payables past their due date

Month 8 Receiveables past their due date

Closing bank balance
Closing bank balance as
percentage of monthly cash
drawdown

65,087
64,754
99%

Year‐end Month 6 Month 7 Month 8
15/16
16/17
16/17
16/17
£000
£000
£000
£000
By up to three months
240
244
153
151
By three to six months
0
42
42
3
By more than 6 months
0
0
0
4
240

286

195

158

By up to three months
By three to six months
By more than 6 months

Sep‐16 Oct‐16 Nov‐16
£000
£000
£000
5,183
4,916
4,159
962
477
2,716
857
1,281
1,188
7,002

6,674

By up to three months ‐ 1,307 relates to Mid yorks
By three to six months ‐ 2,203 relates to Mid yorks

8,063

Co‐Commissioning
Opening Budget
agreed by Governing
Change Annual Budget Budget to Date Expenditure to Date
Body
£'000
£'000
£'000
£'000
£'000
GMS
9,031
‐
9,031
6,021
6,071
PMS
41,765
‐
41,765
27,844
27,563
APMS
860
‐
860
573
571
Health Checks
175
‐
175
117
117
Childhood Imms
‐
‐
‐
‐
‐
Transition Fund
172
‐
172
115
115
Care Homes LES
‐
‐
‐
‐
‐
GP Other
68
142
211
140
189
Other NHS England
963
‐
963
642
620
QIPP Total
‐
446 ‐
271 ‐
717 ‐
478 ‐
478
Reserve for uplifts
286 ‐
286
‐
‐
‐
Dementia recycled
290
‐
290
193
193
Additional Resource
290
‐
290
193
171
DDRB Uplift
658
557
1,216
810
810
GPAF ‐ £6 per Patient
‐
131
131
87
87
Other Costs ‐ APAC £3 per Patient
1,092
‐
1,092
728
710
GP Development
‐
32
32
21
21
55,204
305
55,510
37,007
36,760

Variance to
Date
£'000
50
‐
281
‐
2
‐
‐
‐
‐
49
‐
22
‐
0 ‐
‐
‐
0
‐
22
0
‐
‐
18
‐
‐
247

FOT
£'000
9,106
41,344
857
175
‐
172
‐
284
929
717
‐
290
257
1,216
131
1,065
32
55,140

Variance
£'000
75
‐ 421
‐
3
‐
‐
‐
‐
73
‐
33
‐
0
‐
‐
0
‐
33
0
‐
‐
27
‐
‐ 370

The DDRB ( Doctors and Dentists Review Board )
national pay settlement for GPs effective from 1st April
2016 was higher than planned due to inflationary costs
of CQC inspections, professional indemnity and
employers National Insurance and Superannuation.
This has caused a cost pressure within the co‐
commissioning budget which has been managed by
increasing QIPP and utilising the reserve. All risks and
opportunities within co‐commissioning are reviewed by
the Primary Care Co‐Commissioning Programme
Manager and the Executive Clinical Advisor.
The weighted list sizes are as follows:‐
As at 01.01.16 396,660
As at 01.04.16 397,648
As at 01.07.16 399,408
The QIPP target is £717k. QIPP has been achieved for
2016/17.
The rent rebates have been crystallised into the
position.

10

Additional Information
•

Financial Plan Submission
The next submission on 23rd December is currently being finalised. The submission will require all elements to be completed.

•

•

Annual Accounts Planning
NHS England held an Accounts Planning workshop on 30th November, This outlined the main changes to the 16/17
submission. The submission deadline is 27th April 2017. However a ‘ mini year end ‘ will be completed at month 9 to resolve
any issues

Capital Bids – Estates, Technology and Transformation Schemes.
NHSE has informed the CCG that it has secured agreement in principle for two schemes following their assessment of the
submitted Project initiation Documents. The schemes are as follows:
Northgate Surgery – Enhanced rooms
College Lane Surgery – Enhanced rooms
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BCF
Wakefield Better Care Fund 2016‐17
WCCG
Direct
£'000

Full Year Plan
WMDC WMDC
S75
Direct
£'000
£'000

Total
£'000

Full Year Forecast
WCCG WMDC
Total
Lead
Lead
£'000
£'000
£'000

Full
Year
£'000

BCF Commissioning by scheme
Scheme 1 Proactive Care:
Scheme 2 Prevention & Self Care
Scheme 3 Community Solutions
Scheme 4 Mental Health
Scheme 5 ICES & Wheelchair Service
Scheme 6 Care Homes Vanguard
Scheme 7 MCP Vanguard

26,673
0
474
2,432
0
300
3,150

6,179
1,908
1,584
2,527
2,456
0
0

421
8,347
1,227
70
848
0
0

33,274
10,255
3,285
5,029
3,304
300
3,150

26,674
0
381
2,827
0
303
3,150

6,482
10,114
2,848
2,612
3,653
0
0

33,156
10,114
3,229
5,439
3,653
303
3,150

(118)
(141)
(56)
410
349
3
0

Total BCF Pool Expenditure by scheme

33,030

14,654

10,912

58,596

33,334

25,709

59,043

447

WCCG
Direct
£'000

Full Year Plan
WMDC WMDC
S75
Direct
£'000
£'000

Total
£'000

Full Year Forecast
WCCG WMDC
Total
Lead
Lead
£'000
£'000
£'000

Full
Year
£'000

BCF Commissioning by cost type
MYHT Community Nursing
Other MYHT Community
Mental Health (exc MH social care)
Self care, prevention, social care, DFG, other
ICES & Wheelchairs
Connecting Care commissioning
Social care funding transfer
Reablement services
Care Act Funding
Vanguards

9,776
16,881
2,447
474
0
0
0
3
0
3,450

0
0
0
0
2,456
1,069
7,806
2,375
948
0

0
0
0
9,080
848
0
(466)
1,450
0
0

9,776
16,881
2,447
9,554
3,304
1,069
7,340
3,828
948
3,450

9,776
16,881
2,844
381
0
0
0
(0)
0
3,453

0
0
0
8,931
3,653
1,065
7,285
3,827
948
0

9,776
16,881
2,844
9,312
3,653
1,065
7,285
3,827
948
3,453

0
0
397
(242)
349
(4)
(55)
(1)
0
3

Total BCF Pool Expenditure by type

33,030

14,654

10,912

58,596

33,334

25,709

59,043

447

There are two significant cost increases within the total £447k increased spend above the original plan.
Please see below detail of the mitigations against the cost increases
Scheme 4 / Mental Health expenditure is £0.4m above plan. This is mainly due to the CCG procuring increased IAPT services through Turning Point.
There is no funding issue as the £397k IAPT increase within the BCF is offset against reduced spend on MH service budgets outside the BCF.
ICES budget is now forecast at £0.4m higher than plan and will be disclosed at Connecting Care Executive on Thursday 8 December
There is a mitigation to use £239k of additional funding to offset most of the forecast overspend. £140k underspend on Disabled Facilities Grant
mitigates the balance.
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Title of meeting:

Governing Body

Date of Meeting:

17 January 2017

Paper Title:

Annual Public Health Report 2016

Purpose (this
Decision
Discussion 
Assurance
paper is for):
Report Author and Job Title: Dr Andrew Furber, Director of Public Health
Responsible Clinical Lead:

Dr Andrew Furber, Director of Public Health

Responsible Governing
Board Executive Lead:
Recommendation (s):

N/A

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Information

It is recommended that the Governing Body note the content and recommendations of the report and discuss
how the CCG could respond.
Executive Summary:
The Annual Public Health Report 2016 has been done in partnership with students at Wakefield College. They
were particularly concerned with the challenges of maintaining a healthy weight. Their research along with
supplementary information shows the scale of the challenge as well as some actions that can be taken.
Link to overarching principles
from the strategic plan:

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

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

Not applicable.

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

Not applicable.

Reference document(s) /
enclosures:



Not applicable.

Not applicable.

Due to be formally considered and published by Wakefield Council Cabinet at
their meeting on 24 January 2017.
Summary of the Annual Public Health Report 2016 enclosed.
The full report can be accessed at www.wakefield.gov.uk/dphreport

Risk Assessment:

The risks faced by the population of Wakefield district from rising levels of
obesity are significant.

Finance/ resource implications:

Not applicable.

DIRECTOR OF PUBLIC HEALTH

ANNUAL REPORT 2016

DANGEROUS
WAIST
THE PUBLIC’S VOICE ON
HEALTHY WEIGHT

WHAT IS A HEALTHY WEIGHT?

INTRODUCTION
In deciding the topic for this year’s
annual report I have listened to
what local people have had to
say. I am particularly grateful to
students from Wakefield College
who co-authored this report.
They were especially concerned
about the growing issue of obesity.
The government has recently
published their Plan of Action
to tackle childhood obesity. In
my report I set out the scale
of the issue locally, the views
of young people about how
we should respond, and make
recommendations on actions we
can all take.
I also provide my annual
update on health in the district
more generally. There is still
considerable scope to improve
health for Wakefield residents
despite some encouraging
progress.

I hope you find this report helpful.
You can find the full version of this
report and further information at
http://www.wakefield.gov.uk/
dphreport. I always welcome
any feedback or comments.
You can contact me at:
afurber@wakefield.gov.uk
Wakefield One
Burton Street
Wakefield
WF1 2EB

For adults, the body mass index (BMI) is used to calculate whether
a person is underweight, a healthy weight, overweight or obese.
BMI allows for natural variations in body shape, giving a healthy
weight range for a particular height.
If you know your weight and height you can work out
your own BMI here: http://www.nhs.uk/Tools/Pages/
Healthyweightcalculator.aspx
For most adults, an ideal BMI is in the 18.5-24.9 range. If your
BMI is 25 or more, you weigh more than is ideal for your height:
25-29.9 is overweight. 30 or more is obese.
Your risk of some health problems is affected by where your body
fat is stored, as well as by your weight. Carrying too much fat
around your middle (waist) can increase your risk of developing
conditions such as heart disease, type 2 diabetes and cancer.
You have a higher risk of health problems if your waist size
is:
• more than 94cm (37 inches) if you’re a man
• more than 80cm (31.5 inches) if you’re a woman
Your risk of health problems is even higher if your waist size
is:
• more than 102cm (40 inches) if you’re a man
• more than 88cm (34.5 inches) if you’re a woman
For children, BMI varies with age, whether they are a boy or a
girl, as well as their height and weight. The easiest way to get
an indication whether a child has a healthy weight is to use an
online calculator such as: http://www.nhs.uk/Tools/Pages/
Healthyweightcalculator.aspx

What’s the local picture?
1 out of 10 children in Wakefield district primary schools’ reception
class (age 5 years) are overweight, and a further 1 out of 10 are
obese.

1

OUT OF EVERY

10

CHILDREN IN WAKEFIELD

ARE OBESE IN THE FIRST YEAR OF PRIMARY SCHOOL

This gets worse by Year 6 (aged 11 years) when 1.5 out of 10 are
overweight and 2 out of 10 are obese.

2

OUT OF EVERY

10

CHILDREN IN WAKEFIELD

ARE OBESE WHEN THEY LEAVE PRIMARY SCHOOL

Wakefield’s reception children in the most recent five years has
been significantly better than the England average for children with
excess weight. For children in Year 6 (age 11 years) the pattern is a
similar, however there is an increasing trend over the time period.
Nearly 7 out of 10 adults in Wakefield district are overweight or
obese - that’s more than a quarter of a million people. This is
higher than the equivalent figure for England (62%).
Levels of healthy weight vary considerably throughout the district.
Whilst there are things individuals can do wherever they live, there
is the case for targeted support in wards where the challenge is
the greatest.

The % of children in reception who were measured as having excess weight (BMI ≥ 25)

Outwood

The % of children in year 6 who were measured as having excess weight (BMI ≥ 25)

Airedale
Ferry Fryston

Castleford Central
and Glasshoughton

Outwood

Stanley and Altofts

Wrenthorpe

Whitwood

North Ossett

Flanshaw

Featherstone
Pontefract South

City Centre
Lupset

Rural Area

Ackworth
Badsworth Darrington

Sandal Agbrigg
Kinsley Fitzwilliam
Ryhill Havercroft

Upton South Elmsall

Normanton

21.5% - 23.7%

Pontefract South

City Centre
Lupset

21.5% - 29.2%

Crofton Sharlston

29.2% - 33.9%
Horbury
Crigglestone
Kettlethorpe

23.7% - 29.9%
Hemsworth

Pontefract North

Featherstone

12.2% - 18.4%

Crofton Sharlston

Horbury

Knottingley

Eastmoor

South Ossett

18.4% - 21.5%

Crigglestone
Kettlethorpe

Whitwood

Flanshaw

Normanton

South Ossett

Stanley and Altofts

North Ossett

Pontefract North

Eastmoor

Castleford Central
and Glasshoughton

Wrenthorpe

Knottingley

Airedale
Ferry Fryston

Rural Area

Ackworth
Badsworth Darrington

Sandal Agbrigg
Kinsley Fitzwilliam
Ryhill Havercroft

36.9% - 45.2%
Hemsworth
Upton South Elmsall

South Kirkby

South Kirkby

Source: National Child Measurement Programme

Source: National Child Measurement Programme

Period: 2014/15

Period: 2014/15

33.9% - 36.9%

WHY ARE HIGH LEVELS OF UNHEALTHY WEIGHT A
PROBLEM?
Being overweight can affect your confidence or be a result of
low self-esteem. This is especially true for young people. There
is growing evidence that being obese can lead to mental health
problems such as anxiety and depression.
Obesity is also a major contributing factor to a range of physical
illnesses such as heart disease, high blood pressure, stroke,
diabetes and cancer.
For example, a woman who is obese compared with a woman
of healthy weight is:
• almost thirteen times more likely to develop type 2 diabetes
• more than four times more likely to develop high blood
pressure
• more than three times more likely to have a heart attack.
There is evidence to suggest that levels of obesity are higher in
people with learning disabilities or with mental health problems.
This is one of the factors that mean people with these conditions
die earlier than they should.
There are a growing number of reports of obese children suffering
type 2 diabetes, a condition previously found almost entirely in
adults.
As well as the impact on the lives of individuals and families,
the cost of unhealthy weight to the NHS in Wakefield district is
estimated at £109 million. This does not include personal cost to
the individuals, loss of work productivity or social care costs.
What does the evidence tell us?
Obesity is not just a local challenge but is a global phenomenon.
Numerous reports have been written by experts. The conclusion
is that there is no silver bullet. Success requires a long term
comprehensive approach delivered at scale.
The Foresight report published in 2007, ‘Tackling Obesities:
Future Choices’, looked at how we can respond sustainably to the
prevalence of obesity in the UK over the next 40 years.

The main findings include:
• Most adults in the UK are already overweight. Modern living
ensures every generation is heavier than the last - they called
this `Passive Obesity’.
• By 2050, 60% of men and 50% of women and 25% of
children could be clinically obese. Without action, obesityrelated diseases will cost the UK an extra £45.5 billion per
year.
• The obesity epidemic cannot be prevented by individual action
alone and demands a societal approach.
• Tackling obesity requires far greater change than anything
tried so far, and at multiple levels: personal, family, community
and national.
Unhealthy weight also has impacts on work and health:
• Obese employees take more short and long term sickness
absence than workers of a healthy weight
• Unhealthy weight impacts on businesses due to costs due to
time off work through associated illnesses. For example, for
an organisation employing 1,000 people, this could equate to
more than £126,000 a year in lost productivity due to a range
of issues including back problems and sleep apnoea.
• Individuals may be subject to stigmatisation and discrimination
in the workplace - an issue which must be addressed by
employers.

Promoting healthy choices in the workplace is vital in addressing
these issues in the Wakefield district. Businesses can pledge
to promote healthy choices by signing up and working towards
the Wakefield Workplace Wellbeing Charter. The guide that
supports businesses to achieve the charter details ways in which
businesses can support employees to achieve a healthy weight
through promoting physical activity and healthy eating and can be
found here:
http://www.wakefield.gov.uk/business/health-safety/goodhealth-makes-good-business
Having a healthy weight throughout your life will also contribute
towards reduced risk of dementia and some cancers later in life.
Actions to improve heart health, such as being physically active or
healthy eating, can also contribute to maintaining a healthy brain.
When told this, 40% of people would be more likely to adopt a
healthy lifestyle specifically to lower their risk of dementia.

WHAT CAN YOU DO TO MAINTAIN A HEALTHY
WEIGHT?

INCREASING PHYSICAL ACTIVITY

At its simplest, gaining weight is getting the balance wrong of
energy consumed against the energy we burn off. However this
energy imbalance is driven by a complex web of factors including
our environment and our individual genetics. The evidence does
not allow precise quantification of the contribution of individual
components. It is clear, however, that reducing overall energy
intake is fundamental to losing weight. Increasing physical activity
can also be helpful alongside calorie reduction in achieving weight
loss and sustaining a healthy body weight, as well as improving
overall health.

The Chief Medical Officers’ guidelines provide clear, evidencebased recommendations on appropriate levels of physical activity.
Adults should aim to be active daily and are advised to achieve
150 minutes or more of at least moderate activity each week. For
those adults who are already overweight or obese, physical activity
brings important reductions in health risks - the more activity they
do, the lower their overall risk of poor health.
Babies should be encouraged to be active throughout the day,
every day. Before your baby begins to crawl, encourage them to
be physically active by reaching and grasping, pulling and pushing,
moving their head, body and limbs during daily routines.
Children who can walk on their own should be physically active
every day for at least 180 minutes (three hours). This should be
spread throughout the day, indoors or outside.
Children and young people aged 5 to 18 need to do at least 60
minutes of physical activity every day - this should range from
moderate activity, such as cycling and playground activities, to
vigorous activity, such as running and tennis. On three days a week,
these activities should involve exercises for strong muscles, such
as push-ups, and exercises for strong bones, such as jumping and
running.

“Overweight and obesity are a direct consequence of eating and drinking more calories and
using up too few. We need to be honest with ourselves and recognise that we need to make
some changes to control our weight. Increasing physical activity is important but, for most
of us who are overweight and obese, eating and drinking less is key to weight loss.”
Healthy Lives, Healthy People
Department of Health

THE BEST START TO LIFE
Many people who are overweight and obese have not only a poor
diet and low activity levels (as might be expected) but live in a social
context which makes it very hard to lose weight. For example if
people don’t feel safe to go outside it is hard to take exercise such
as going for a walk. If the easiest food options are convenience
foods then it can be more of a challenge to eat healthily.
For most very young children their food intake and physical activity
levels are governed by the choices their parents or carers make
for them
In my report last year I looked at the importance of the first 1,000
days of a child’s life. Breast feeding as the early choice for infant
feeding can make a real difference as it is linked to long term
healthier outcomes.

LOCAL CHILDREN’S VIEWS ON WHAT THEY EAT AND
HOW ACTIVE THEY ARE
As children progress they begin to make choices about what food
they want to eat and how active they want to be. It is a natural part
of child development to reject or not want to try new food items.
Parents should encourage children to continue to retry food items,
even if at first they have refused it. Research has shown that it
can take up to 10 tries for a child to begin to eat a new food item.
Encouraging young children through games is a recognised way to
get them to try new foods.
Try eating a rainbow
Get children to pick a food item that is each colour of the rainbow
and try and eat something each colour each day. Making this a fun
game can be a good way to get children (and adults) to try new
fruit and vegetables.
Red-tomatoes/red pepper/beetroot
Orange-oranges/orange pepper
Yellow-yellow peppers/ banana
Green-cabbage/spinach/peas/beans

Local surveys of children aged 11-14 years have found the
following:
• Most young people that regularly eat unhealthy foods think
that their diet is healthy
• Most young people that think their diet is unhealthy want to
have a healthier diet
• Levels of awareness of the recommended levels of activity
improve as pupils get older
• Most young people would like to be more physically active
• Young people who are inactive are more likely to see
themselves as being unfit and are less likely to enjoy physical
activity - this attitude increases as pupils get older
• Young people who are inactive are less likely to visit parks,
playgrounds, woodland, countryside/canal side or sports
fields
• Over a third of young people said that if they had more spaces
to play they would be more active
• Around half of young people said that if their friends took part
activities they would be more active
• Young people who are inactive are more likely to have an
unhealthy diet (e.g. eat less fruit and vegetables, more likely
to drink sugary drinks and eat sweets/chocolates).

Hidden sugar and fats
Children are consuming three times more sugar than they should
be and this is contributing to weight gain and tooth decay.
Dental extractions due to decay are now the main reason children
are admitted to hospital.
In young children soft drinks, confectionery and fruit juice are
the main sources of sugar in their diet. In teenagers soft drinks,
including energy drinks, are the largest source of sugar.
The recommended maximum daily amounts of added
sugar are:

4-6 years
5 cubes max
or 19 grams

7-10 years
6 cubes max
or 24 grams

11+ years
7 cubes max
or 30 gram		

1 sugar cube = 4g sugar
Preferences for sweetness start very young so it is really important
that parents and carers are supported to introduce low sugar foods
and drinks when they start weaning.

CASE STUDY
Change4Life
Change4life is a programme to help families be more active and
eat more healthily.
In Wakefield district we launched our Change4Life programme in
2009. The project was initially focussed in three areas where we
knew childhood obesity levels were very high. Our local childhood
obesity figures are still higher than we would like but have reduced
to the national average. Our aspiration is for every child in Wakefield
District to be a healthy weight.
For more information on this national campaign visit www.nhs.
uk/change4life
We have now rolled out the learning from this programme across
the district and have launched our own Change4Life school
programme.
The Wakefield Change4Life Schools Programme is designed
to help promote good health and well-being outcomes through
the whole school community. Schools choose what they want
to focus on based on the areas of greatest need. Schools have
implemented a variety of schemes such as active lunchtimes,
supporting staff health and well-being and helping more children
walk and cycle to school through the WOW (Walk Once a Week)
scheme. 30 Wakefield district primary schools have signed up to
the programme.

WAKEFIELD COLLEGE STUDENTS INVESTIGATE:
Me sized meals
Young children need lots of energy to grow and to be active,
however their bodies are much smaller than adults and it’s
important that children’s food portions are therefore also smaller.
Top tips from NHS choices
A good rule of thumb is to start meals with small servings
and let your child ask for more if they are still hungry.
Try not to make your child finish everything on the plate
or eat more than they want to. And avoid using adult-size
plates for younger children as it encourages them to eat
oversized portions.
It may also help if you encourage your child to eat slowly
and have set mealtimes. You can use mealtimes as an
opportunity to catch up on what’s happened during the
day.

What influences their choices around healthy weight?
In 2016, Wakefield College students asked a sample of their peers
across a range of courses about young people’s attitudes toward
health, fitness and diet. A detailed survey was sent out to the
students and several recorded focus groups were held. Students
came from across the whole district.
What they found
The need for physical activity
25% of respondents said they either did no physical activity at all
or less than one hour a day.
When discussed with the focus groups the percentage of those
who did less than the NHS recommendation exercise was far
greater. This may indicate that either students gave the answer
they thought was expected or took into consideration activities
that did not count as moderate physical activity. This was more
than apparent in the all-female focus group where less than 10%
actually undertook the minimum recommended levels of activity.
The top ten reasons given for not participating in physical
activity were (in order):
1.
Cost
2.
Convenience
3.
Competition
4.
Clash with college timetable
5.
Preferred group activities
6.
Time
7.
Image
8.
Rather sleep
9.
Available choices
10.
Not interested

When questioned on what would make you want to be more
active the top three answers were:
38% - if friends went as well
48% - if I had more self-motivation
58% - if I had more time
The findings indicate that increasing the availability of group
activities may improve student’s physical activity levels. Increasing
activity during to college day e.g. active travel, at lunchtime or after
college will help improve activity levels.
In response to ‘what stops you doing physical activity’, the below
quote highlights consensus of the all-female discussion group:

“It’s the embarrassment isn’t it? I wouldn’t go
to a gym or go running ‘cos it’s just people’s
opinion it’s what people are thinking”?
Issues about food choice
The discussion groups focused on what influences the food
choices that students make. Cost of food was an issue along with
the environment, peer influence, the taste and food choices.
35% of survey respondents brought food from a local shop
or takeaway
• Consumption of the following unhealthy foods on a daily/
almost daily basis was higher in Castleford Campus:
• Crisps - Castleford Campus (55%) than Wakefield Campus
(40%)
• Sweets/chocolate - Castleford Campus (47%) than
Wakefield Campus (36%)
• Fizzy/energy drinks - Castleford Campus (73%) than
Wakefield Campus (54%)
• Castleford students were also more likely to rarely or never
eat fruit or vegetables (42%) compared with Wakefield
students (21%)

Consumption of the following unhealthy foods on a daily/
almost daily basis was higher in females:
• Crisps - Females (47%) than Males (37%)
• Sweets/chocolate - Females (50%) than Males (44%)
However there was very little difference between males and
females when looking at the proportions that are likely to rarely or
never eat fruit or vegetables
When these findings were explored at the discussion groups
the reasons varied, with some students quoting cost and choice
as an influencing factor whilst others did not enjoy the canteen
experience and preferred to eat in an establishment that did not

“feel like college”.

Taste was important as was the food’s appearance.
The sociability of making the right food choice
An important influence was apparent in those students who
could drive or had friends who could drive as they enjoyed the
camaraderie involved in driving away from college and eating in a
fast food outlet that they could have walked to within 5 minutes.
The influence of being able to eat with the social group of choice,
in a location of choice takes priority over convenient and healthy
choices.
Many were unaware of the sugar and fat content in fruit smoothies
and energy drinks which they perceived to be healthy choices.

69% of survey respondents would like to eat
more healthily

Body image quotes
Research indicates that 51% of girls say school sports puts them
off engaging in physical activity and that girls are more prone to
body confidence issues.
What could be done to improve the situation?
Young people (15 - 19 years), who have started to make choices
free from the influence of school, are much more susceptible to
peers’ influence. The discussion highlighted how important the
social influence was and when applied to Maslow’s hierarchy of
needs provides an insight as to why young people will “go with the
flow” to fit in and be accepted by their friends.

The importance of social norms is used by corporations in their
marketing, but can also be used to support students to make
healthier choices.
Schools and colleges could develop areas that are appealing to the
young, offer value for money and social acceptance which mirror
the offer from fast food establishments but with healthier choices.

In practice educational establishments and partner
organisations could:

This might include areas free from teaching staff and not seen as
part of the educational establishment. Students could be involved
in developing the menu. If the healthy offer was more attractive
and cheaper than fast food it could become the social norm.

•

Educational establishments are uniquely placed to be able to
address the two biggest barriers to participation (time and friends).
Public Health England highlight eight principles to support physical
activity in schools and colleges:
1.
2.
3.
4.
5.
6.
7.
8.

Deliver multi-component interventions
Ensure a skilled workforce
Engage student voice
Create active environments
Offer choice and variety
Embed in curriculum teaching and learning
Promote active travel
Embed monitoring and evaluation

•
•

•
•

offer free/discounted sessions for young people during quiet
periods
create an active environment - restrict use of lifts for staff and
pupils, make activity the norm, celebrate activity
all courses to have an element of timetabled physical activity
tailored to students
students trained and upskilled as volunteers to run activities
focus on the social aspects and encourage links with the
community clubs to develop the “outside college” participation
so this becomes a way of life/social norm

ADULT HEALTHY WEIGHT
Healthy places: the importance of creating the
right environment

Developing healthy places is important to creating a Wakefield
district where people are healthy and happy. Examples of work
include:
Planning
• Assessing the potential health and wellbeing impacts of major
planning policy documents to make recommendations around
how the positive impacts of the policy could be enhanced and
the negative impacts minimised. This includes City Fields and
Castleford Delivery Plan Master Plans, the Residential Design
Guide and Urban Planning Framework.
• Supporting developers to conduct health impact assessments
as part of the planning application process.
Transport
• Assessing the potential health and wellbeing impacts of major
new roads to make recommendations to decision makers
around how the positive impacts could be enhanced and the
negative impacts minimised.
• Conducting a Health Impact Assessment (HIA) of 20mph
schemes implemented throughout the Wakefield district.
Workplaces
• The Wakefield Workplace Health and Wellbeing Charter has
been developed to set out a vision for the creation of healthy
and productive workplaces throughout the Wakefield district.
• Through the charter businesses are taking steps to improve
the health and wellbeing of their employees. Early adopters
include DHL Argos, Two Sisters and Haribo.
Green spaces and destination parks
• Installation of a play area within a park setting, improvements
to footpaths and cycle ways, developing trim trails in two parks

are examples of minor changes which increase opportunities
for physical activity. We supplement the physical infrastructure
with other support for people to be active such as mapped
routes, inexpensive bike hire and free play equipment within
parks.
• The new trail at Anglers Country Park is a 2 mile, interactive,
fully accessible, adventure walk for families based on the
popular children’s book ‘Room on the Broom’. Evaluation
after 6 months showed over 187,000 visitors of whom 66%
were first time visitors. 33% reported they would have ‘been
at home’ or ‘doing nothing’ if they hadn’t visited the trail.
Healthy Settings
• We are working with a range of organisations to develop healthy
settings (environments), including libraries, museums, cultural
settings, leisure services, food settings and pharmacies. The
aim of this work is that health and wellbeing is promoted in
these settings so that people can make choices that protect
and promote their health and wellbeing.
Case Study - We supported of our Healthy Living Pharmacies to
set up a pharmacy user group which engages with 30 people in
the local area. One of the things that the group wanted to set up
was a weight management group. This has attracted 220 people
who lost 200lbs collectively and 70lbs in the first 4 weeks.

“Creating healthy, active and sustainable
communities is at the heart of our place
making activities.”
Neville Ford, Service Manager, Planning and Transportation Policy,
Wakefield Council

What is Health Impact Assessment?
The World Health Organisation (WHO) defines HIA as “a practical
approach used to judge the potential health effects of a policy,
programme or project on a population, particularly on vulnerable
or disadvantaged groups. Recommendations are produced for
decision-makers and stakeholders, with the aim of maximising
the proposal’s positive health effects and minimising its negative
health effects.”
Seedlings project case study
Quote ‘it was very interesting for me and my two boys, we enjoyed
tasting new things: peppers, olives and couscous, and our herb
and salad seeds are growing really nicely at home’
Greenhill primary school: children grew vegetables all year, then
harvested, prepared, weighed and priced them for a shop where
their parents could buy the fresh produce at the end of term.
Parents said their children were more willing to try new varieties of
fruit and vegetables.
Environmental improvements
A local school was invited to the official opening of the Southern
Washlands path improvements. The head teacher commented
that he didn’t realise the amount of beautiful and accessible
countryside right on the doorstep of the school, previously he had
organised trips to other parts of the country, but would now bring
the children to the southern washlands for parts of their studies.

Five years younger - improving health in the workplace.
Workers taking time off due to ill health is recognised as a major
cost to businesses and the UK economy. The Confederation of British
Industry estimate around 175 million working days are lost to ill
health each year, which equates to over £12 billion to the economy.
The 5 Years Younger Challenge assesses employees’ blood
pressure and body composition and provides a ‘metabolic’ age
as opposed to a person’s real chronological age. Tailored advice,
toolkits and emails are provided to support employees to reduce
their health risks. Participants are reassessed after 6 weeks with
further support offered up to 12 weeks. By being more active
and eating more healthily employees can improve their body
composition and therefore reduce their risks of ill health.
In January 2016, 323 employees from the NHS, Wakefield District
Housing and Wakefield Council signed up to the challenge.
Sarah from Wakefield District Housing liked the body composition
scales print out and said “seeing the figures in front of me is very
motivational.”
Another employee, Vicky, said, “Even though I didn’t lose much
weight, my mental health improved and I feel so much stronger.”

PEOPLE WITH LEARNING DISABILITIES
AND HEALTHY WEIGHT

GROWING OLD HEALTHILY

In Wakefield there are around 1,900 people with moderate to
severe learning disabilities who have been assessed through
health and social care for support and services. Approximately
6,050 people across the district have some form of learning
disability.
People with learning disabilities have poorer health than the
general population, much of which is avoidable. Many people with
learning disabilities are either underweight or overweight. Obesity
is a major concern as it is more common in people with learning
disabilities than in the general population. 39.3% of women with
a learning disability and 27.8% of men are obese, compared with
25.1% of women and 22.7% of men in the general population.
Nationally over 80% of people with learning disabilities in supported
accommodation do not meet the physical activity minimum level
requirements and have more unhealthy lives in general. It has been
reported that less than 10% of adults with learning disabilities in
supported accommodation eat a balanced diet.

Life expectancy continues to increase in the UK, but this increase
is not necessarily extra years spent in good health and free of
disability. Estimates of life expectancy suggest that, on average,
a man aged 65 in the UK will live a further 17.8 years, but that
will include 7.7 years of poor general health and 7.4 years with
a limiting chronic illness or disability towards the end of their life.
On average, a woman of 65 will live a further 20.4 years, but that
will include 8.8 years of poor general health and 9.2 years with a
limiting chronic illness or disability. For Wakefield men at 65 can
expect 17.7 years of life, but this will include 6.9 years of poor
general health and 10.3 years with a limiting chronic illness or
disability. For Wakefield women at 65 can expect 20.4 years of
life, but this will include 7.8 years of poor general health and 13.0
years with a limiting chronic illness or disability.
Sustained ill health in old age is not inevitable. Individuals can
reduce their risk of dementia, disability and frailty by taking action
to be more physically active, to adopt a healthy diet and to achieve
and maintain a healthy weight. The addressing of such risk factors
can also support the prevention of type 2 diabetes, cardiovascular
disease and some cancers.
Over 67% of females and 77% of males aged 60 and over are
overweight or obese in Wakefield district. For England this is
estimated to be 79% for men and 69% for women aged 65 and
over.
Even modest increases in physical activity, at any age, can be
beneficial. Physical activity reduces the risk of illness in the
short and long term, preserves memory and cognitive ability, and
reduces the risk of falls and lead to a healthier old age improving
wellbeing and quality of life. Physical activity is also enjoyable and
can have many social benefits.

Wakefield is below the national average for the proportion of
people aged over 55 years who participate in at least 30 minutes
of physical activity per week.
Enabling older people to live in a way which supports healthy
weight is vital, however surveys suggest that there may be more
barriers in this group:
Wakefield Lifestyle Survey 2009:
• Inactive people with long term illnesses are less likely to want
to increase their levels of activity as age increases.
• People over 60 years of age eating no fruit and vegetables,
have a greater belief that their diets are ‘very’ or ‘fairly’ healthy
• Those who are cared for by social services or private care
in relation to meals and shopping are more likely to never
partake in physical activity
• People who are cared for by other family members or friends
in relation to their meals or shopping are more likely to eat
fewer portions of fruit and vegetables.
Barriers to Physical Activity Research 2015:
• Inactive older people are less likely to want to be more active
• Lack of time due to work (age 50-64) and illness was more of
a barrier for older people
• People aged 65+ are less likely to be aware of the
recommended levels of activity

Age-appropriate physical activity
When it comes to being physically active, there really is something for everyone. We can all benefit from moving more every day. There is
no need to go to a gym or have special equipment. Taking a walk or chair-based exercises are great things to do if you feel your footballing
days are behind you!
Recommendations 2016
Recommendations

Who needs to take action?

How will we measure
success?

All employers in the district consider adopting the
Wakefield Workplace Wellbeing Charter as a way
of improving the health of employees and increasing
productivity.

All employers

Number of organisations adopting
the Charter

Wakefield Council to work with Wakefield College
to promote the health and wellbeing of their students
including developing the health component of their
curriculum.

Wakefield Council and Wakefield College

Number of courses with improved
health components

Wakefield district develops an annual Walk Fest in May
each year to encourage people to walk more.

Wakefield Council, community groups

Participation in events

Targeted support is directed at wards where the
challenge is the greatest.

Wakefield Council and partner organisations

Participation in programmes in
targeted wards

Developers, planners and decision makers consider Developers, planning agents, planning
consultants, planners and decision makers
the impact on health and wellbeing of development
schemes, plans, policies and proposals to ensure
positive health impacts are maximised and negative
health impacts are minimised.

Proportionate Health Impact
Assessments completed for
development proposals and policies
with appropriate measures put in
place to improve and or protect
health and wellbeing

All schools consider how they can increase levels of
physical activity and promote healthy eating for staff and
students to improve health and educational attainment
e.g. daily mile initiative.

All schools

Number of schools increasing their
opportunities to be active and eat
healthily

Health and social care professionals take
opportunities to promote healthier eating and physical
activity as part of good clinical care, and lead by
example.

Health and social care professionals

Healthier eating and physical activity
as part of care pathways, use of
‘Making Every Contact Count’

Support healthier eating and physical activity for those Health and care professionals, carers, Healthier eating and physical
with poor mental health or with a learning disability. community groups
activity as part of care pathways

Progress on recommendations from 2015 report

Recommendation
Main recommendation
That all of us in Wakefield district
to take action over the next
1,000 days so that the 10,000
babies born during that period
will have the best possible start
in life.

Wakefield district’s Health and
Wellbeing Board (HWB), in
collaboration with the Children
and Young People’s Partnership,
should prioritise support in the
first 1,000 days and set an ambition for improved outcomes.

Who should take
action?

How will we know if it
has worked?

Progress

All individuals,
families, communities
and organisations.

Improved outcomes for
children and young people.

There is positive change in many of the indicators
for Children’s outcomes from last year. Breastfeeding has improved; Initiation 66.2% increasing from
63.9% last year, continuation at 6-8 weeks 35.4%
increasing from 32.8% last year.
Smoking at delivery has improved to 19.1% of
mothers compared with last year’s 19.7% with the
most recent quarter for 15/16 suggesting a further
improvement to around 18.5%.
Children living in poverty in Wakefield district
gradually improving.

Health and Wellbeing Improved outcomes for
Board Early years fea- children and young people.
turing within Health
and Wellbeing Board
work programme.

•

•
•
•
•

Early years identified as one of the HWB
Priorities. Recent discussions regarding the
Sustainability and Transformation Plan have
incorporated early years into the planning
framework which will oversee the development and implementation of the ‘first 1000
days strategy’.
Implementation of the National Stillbirth Care
Bundle
Breastfeeding Friendly Charter and Scheme
launched
Breastfeeding Awareness e-learning opportunities developed
Increased access to specialist help and support for breastfeeding through health visitor
and midwife community clinics supported by
peer supporters.

Further development
of Wakefield district’s
Children’s Services
offer to families with
or expecting young
children by signposting
to universal services and
community groups,
development of
community champions,
quality assurance and
better marketing of these
activities.

Wakefield Council
Children’s
Services and relevant
partners.
Community
champions in place.

Evidence that families
are supported by the
most appropriate
service.

•

There should be an
evaluation of services
provided
within the first 1,000
days to ensure they are
effective and offer value
for money.

Service
commissioners.

Decommissioning of
less effective services
in order to secure
investment in the most
effective services.

There has been evaluation and consultation across a range of
services over the past year.

•

0-19 Public Health Nursing Specification strengthens
integration and the local offer by supporting most
vulnerable as part of the universal offer
0-19 Public Health Nursing Specification specifically
strengthened with regards to breastfeeding promotion
and support; working to UNICEF Baby Friendly standards
to support positive mother-infant attachment behaviours

Oral health promotion service will be recommissioned with
new focus on universal promotion of tooth brushing, improving
fluoride varnish rates, and dentist training in oral health
promotion.
We will re-commission a Breastfeeding Promotion Service
based on review of local and international evidence. The
service will promote breastfeeding within Health Visiting
services, Children Centres and Maternity Services and
establish breastfeeding peer support networks and more
breastfeeding friendly sites.

Reading is a very
effective and
straightforward way
of strengthening early
attachment and language
development. Parents
should be encouraged
to read for at least 10
minutes a day with their
child and to access
library services regularly.

All public sector
services and
community groups
who work with
families including
local libraries,
childminders,
nurseries and
childcare settings.

Bookstart gifting to all
babies.
Increased numbers
of families accessing
Storytimes in
Wakefield Council
libraries.
Increased issues of
books to under 5s in
Wakefield Council.
libraries.

During 2015/16 health professionals across the Wakefield
District have gifted 4,248 Bookstart Baby packs to parents/
carers. This means that every eligible child received not only
the gift of two free books, but also a message about the
importance of sharing books with children and an invitation to
join the library.

afurber@wakefield.gov.uk
www.wakefield.gov.uk/wellbeing
wakefieldwellbeing
MyWakefield
01924 307348

READ THE FULL REPORT AT www.wakefield.gov.uk/dphreport
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Agenda item: 18a (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 20 October 2016
Present:

Rhod Mitchell (Chair)
Dr David Brown
Dr Phil Earnshaw
Sharon Fox
Stephen Hardy
Dr Pravin Jayakumar
Andrew Pepper
Jo Webster

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Nurse Representative
Lay Member
Nominated Clinical Member
Chief Finance Officer
Chief Officer

In Attendance:

Val Aguirregoicoa
Susan Allan‐Kirk

Quality Manager (item 16/279)
Headquarters Service Manager (item
16/275)
Lay Member
Executive Clinical Adviser (item 16/
Head of Quality & Engagement (items
16/278 & 16/280)
Head of Contracting & Performance (item
16/278)
Engagement Manager (item 16/280)
Commissioning Accountant (item 16/282 &
16/283))
Senior Commissioning Manager (item 16/
Associate Director Finance, Governance &
Contracting (item 16/284)
Minute taker
Senior Governance Officer (items 16/272,
16/273, 16/277)
Head of Safeguarding (item 16/285)
Performance & Intelligence Manager (item
16/278)
Governance Officer (item 16/274)
Health & Safety Manager, SWYPFT (item
16/276

Sandra Cheseldine
Dr Greg Connor
Laura Elliott
Lorraine Chapman
Dasa Farmer
Elizabeth Goodson
Ian Holdsworth
Karen Parkin
Angela Peatfield
Gemma Reed
Mandy Sheffield
Natalie Tolson
Pam Vaines
Roland Webb

16/264

Apologies for Absence
Apologies were received from Jo Pollard, Pat Keane, Stephen Hardy, Alison Sugarman,
Katherine Bryant.

16/265

Declarations of Interest
The Chair called for any Declarations of Interest and the following was noted:
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16/279 – Primary Care Quality Dashboard
Dr Phil Earnshaw, Dr Pravin Jayakumar and Dr David Brown declared an interest in
relation to this item as they are all GPs in practices in the Wakefield District. As this is
not a “decision making” item and due to the nature of the interest, the Chair
determined that all three GPs could provide input into the debate of this item.
16/266

Minutes of the Meeting held on 15 September 2016
The minutes of the meeting held on 15 September 2016 were approved as an accurate
record.

16/267

Action Sheet from the Meeting held on 15 September 2016
All actions were noted.

16/268

Matters Arising
There were no matters arising.

16/269

Equality and Diversity Update
The Equality and Diversity Update was noted.
It was RESOLVED that:
i)

16/270

the Committee noted the content of the report

Contracting, Governance and Assurance Report
The Contracting, Governance and Assurance report was noted.
It was RESOLVED that:
i)

16/271

the Committee noted the content of the report

Minutes of meetings
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 18 August 2016
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 18 August 2016
iii) Quality Intelligence Group – minutes of meeting held on 13 September 2016
iv) NHS Wakefield CCG and NHS Greater Huddersfield CCG Joint Quality Board –
minutes of meeting held on 27 July 2016
v) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
17 August 2016
vi) YAS 999 Contract Management Board – minutes of meeting held on 17 August
2016
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It was RESOLVED that:
i)
16/272

the Committee noted the minutes of meetings shared for information

Integrated Governance Committee Terms of Reference Review
Gemma Reed presented the revised Integrated Governance Committee Terms of
Reference confirming that the terms of reference have been reviewed to ensure that
they are up to date and fit for purpose.
It was RESOLVED that:
i)

16/273

the Committee discussed and agreed the amendments to the terms of reference
and recommended them to the Governing Body for approval

Conflicts of Interest Policy
Gemma Reed presented this policy advising that in late June 2016 NHS England
published revised statutory guidance for managing conflicts of interest and the policy
has been revised to reflect this guidance. The policy includes a number of
strengthened safeguards to mitigate the risk of real and perceived conflicts of interest
arising in CCGs.
The policy is to be recommended to all GP partners in the Wakefield district. However,
as the CCG has no authority to require GP practices to follow, it is proposed that an
advisory protocol is developed with GPs for use in 2016/17 and the Local Medical
Committee will be consulted about this approach. It was noted that consideration will
be given to whether this requirement should be included within one of the GP or
Network contracts for 2017/18.
It was RESOLVED that:
i)

the Committee noted the new NHS England Conflicts of Interest guidance and the
implications for all members of the Governing Body;
ii) noted the appointment of Sandra Cheseldine (as chair of the Audit Committee) as
the CCG’s Conflicts of Interest Guardian;
iii) noted delegation from the Governing Body to members of the Integrated
Governance Committee together with the Chair of the Audit Committee to
approve the NHS Wakefield CCG Conflicts of Interest policy; and
iv) approved the NHS Wakefield CCG Conflicts of Interest policy.
16/274

Risk Register Update
Pam Vaines attended the meeting to present this paper advising that as of 6 October
2016 there are 74 risks on the risk register including one never risk. For the first time
this cycle, the high level risk register was presented at Better Value Group for a peer
review and comments have been reflected in the final review.
A discussion followed and Dr Phil Earnshaw questioned whether the Risk Register has
been correlated with the Q2 Assurance received from NHS England. Pam Vaines
agreed to review and compare this information. It was suggested that the results of
this review would be presented and discussed at a future Executive Team Meeting.
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It was agreed that the Executive Team would review the financial and quality risks on
the risk register and provide an update at the November Integrated Governance
Committee.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the Risk Register for NHS Wakefield Clinical Commissioning
Group as a correct reflection of the current position;
supported a detailed review of the assurance section of all risk entries during
cycle 3 2016‐17; and
Following further review an update will be provided at the November IGC
meeting.

Action: Further update to be provided at the November IGC meeting.
16/275

Fire Policy
Susan Allan‐Kirk and Roland Webb attended the meeting to present the revised Fire
Policy and highlighted the changes to the policy.
It was noted that the weekly testing of the fire alarm is carried out by the CCG’s HQ
Services Team which is logged accordingly. Fire drills are now carried out by the HQ
Services team with assistance from the Fire Safety Adviser.
There are currently two fire safety related issues on the risk register which have been
risk assessed and escalated to the landlord. Details are included in the paper.
It was RESOLVED that:
i)

16/276

the Committee approved the updated Fire Policy

Health and Safety Policy
Roland Webb presented the revised Health and Safety Policy advising that the format
of the policy brings it into line with the CCG’s standard policy template.
In line with Health and Safety at Work Act etc. 1974, staff receive health and safety
training via the South West Yorkshire Partnership NHS Trust ensuring that staff are
aware of their responsibilities enabling them to work safely and understand their
obligations under the Act and associated legislation.
It was noted that the Equality Impact Assessment was not fully completed and it was
agreed that this would be actioned.
It was RESOLVED that:
i)

the Committee approved the revised Health & Safety policy

Action: Fully complete the Equality Impact Assessment form
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16/277

Complaints Procedure
Gemma Reed presented this revised procedure for approval. It was noted that
references to HSCIC should be amended to NHS Digital.
A discussion followed and it was suggested that a review of how assurance is gained
on complaints procedures of organisations that we commission is considered,
acknowledging that contracts refer to organisations having these procedures in place.
It was suggested that a ‘sample check’ could be undertaken on a selection of providers
to seek assurance that they have a complaints process in place.
It was RESOLVED that:
i)

the Committee approved the revised Complaints Procedure

Action: Undertake a ‘sample check’ of providers to seek assurance that complaints
processes are in place.
16/278

Integrated Quality and Performance Report
Laura Elliott, Lorraine Chapman and Natalie Tolson presented this report highlighting
areas of attainment and areas for improvement.
A discussion took place regarding the following issues:
 Results of the Care Home Care Quality Commission (CQC) inspections
acknowledging that the CCG continue to support practices and care homes
following the CQC inspections;
 Hip fracture statistics, in particular statistics for weekend results. To be discussed
at the MYHT Executive Quality Board meeting and an update will be included in
the IQP report next month;
 Concerns raised at the number of vacancies for registered nurses both at MYHT
and in the community. These issues continue to be discussed at the MYHT
Executive Quality Board and by the MYHT Trust Board as part of the hospital re‐
configuration;
 Increase in the volume of calls received by YAS 111. Further clarification will be
sought;
 Deteriorating results in respect of cancer targets will be raised at the MYHT
Executive Quality Board;
 A&E performance remains below target. A&E Improvement Plan approved by NHS
England and a number of actions are in place. An Executive Improvement Board
meeting is to take place this afternoon, Thursday, 20 October and the quality,
capability and the capacity of MYHT to deliver against the plan will be raised.
 An update to be provided at the next meeting regarding the revision of the MYHT
Access policy.
 Following the Children and Adolescent Mental Health Services (CAMHS) CQC
inspection an update will be included in the report next month. Lorraine Chapman
agreed to clarify whether there was a standard regarding the 18 week target for
first appointment.
It was RESOLVED that:
i)

the Committee noted the current performance against the CCG strategic
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ii)

objectives and Quality Premium; and
approved the actions being taken to address areas of performance.

Action: Provide update on revision of MYHT Access Policy and clarify if there is an 18
week target for first appointments for CAMHS.
16/279

Primary Care Quality Dashboard
Dr Phil Earnshaw, Dr Pravin Jayakumar and Dr David Brown declared an interest in
relation to this item as they are all GPs in practices in the Wakefield District. As this is
not a “decision making” item and due to the nature of the interest, the Chair
determined that all three GPs could provide input into the debate of this item.
Dr Greg Connor, Laura Elliott and Val Aguirregoicoa attended to present this paper
detailing some background information of the development of the primary care quality
dashboard and its current status. The dashboard is populated and reported against by
practices as part of contractual requirements in the Wakefield Practice Premium
Contract. Since April 2016 eMBED have been developing a solution for a primary care
quality dashboard which will be updated every month. The primary care development
team have been involved in the development and testing of the dashboard prototype
which will have the same indicators across the CCGs in Yorkshire and Humber,
therefore the scope to include local measures is limited.
Each practice is ranked on each indicator and these rankings are combined to give an
overall ranking for each practice. It was noted that specific indicators from the
dashboard have been included in previous Integrated Quality and Performance reports
presented at IGC meetings.
A discussion followed on the rankings and it was noted that there are no set scores,
the main purpose of the dashboard is to record the improvements made by practices
and the rating is there to support practices. It was acknowledged that the CCG provide
support to practices if required.
The proposal for reporting to the Probity Committee against the dashboard as an
assurance and contractual mechanism and as a quality improvement mechanism
through the Integrated Governance Committee was noted.
Members agreed this was a good step forward.
It was RESOLVED that:
i)
ii)
ii)

the Committee noted the progress with the development of an electronic solution
for the Primary Care Quality Dashboard;
noted how the dashboard is being utilised by the CCG as part of the Wakefield
Practice Premium Contract (WPPC); and
approved the proposed reporting arrangements.
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16/280

Patient and Public Engagement Report 2015/16
Laura Elliott and Dasa Farmer attended the meeting to present this report which
includes information on consultations and engagement activities that have been
undertaken and completed during 2015/16. Details of activities started before 1 April
2015 or started during the period of this report but not yet completed and planned
activity for 2016/17 is also included.
A discussion followed acknowledging the difficulty to obtain involvement from the
younger age range of the population suggesting that alternative methods of
communication should be considered, i.e. different media options, visiting local
colleges etc.
Jo Webster agreed that a letter from herself and Dr Phil Earnshaw should be sent to
Healthwatch for their contribution and support in various projects.
It was RESOLVED that:
i)
ii)

the Committee noted the content of the report for information; and
noted public engagement is considered and undertaken for all
commissioning intentions.

Action: A thank you letter to be sent to Healthwatch from Jo Webster and Dr Phil
Earnshaw
16/281

Learning Disabilities Mortality Review (LeDeR) Programme
Laura Elliott gave a verbal update on a new process developed by NHS England which
requires CCGs to notify the University of Bristol of deaths that are not covered by the
Serious Incident review process. The process commences with effect from 1
November 2016 and details will be included in future Integrated Quality and
Performance reports.
Mandy Sheffield advised that this is a joint process with the Local Authority and
further information will be provided once the joint process has been developed.
It was RESOLVED that:
i)

16/282

the Committee noted the verbal update

Finance Report Month 6
Liz Goodson presented this paper providing a year to date position as at 30 September
2016. It was emphasised that the CCG is carrying material risk through increased
activity, delayed impact of QIPP and pricing increases in Continuing healthcare (CHC).
There are a range of additional mitigations in place and these have been shared with
the Executive Team and the Better Value Group. The seriousness of the current
financial position was explained at a recent Staff Briefing where staff were encouraged
to share any suggestions to support the delivery of the CCG’s financial targets and to
discuss the issue regularly at their team meetings. Actions are in place to try and
manage the MYHT overtrade and various options may need to be considered including
Page 7 of 9

the option to de‐commission services which would require a discussion with NHS
England.
The committee’s attention was drawn to the risks and mitigations schedule and the
level of residual risk which is being managed. Discussion followed.
The CCG are doing all that they can to mitigate the current financial position and the
support of all the CCG membership is needed.
Andrew Pepper commented that as well as the financial position the report also
includes additional information on other areas of work including; Financial Planning
2017/19, National Fraud Initiative 2016/17, Agreement of Balance exercise, Year end
accounts preparation and Sustainability and Transformation Plan submissions.
It was RESOLVED that:
i)
16/283

the Committee noted the content of the report

Budgetary Control Policy
Liz Goodson gave a verbal update confirming that this policy is currently being
reviewed and will be presented to a future IGC meeting for approval.
As part of the key planning assumptions, additional this year is a re‐conciliation with
the Sustainability Transformation Plan. Early planning principles are discussed by the
Executive Team and also shared with the Integrated Governance Committee.
There is a plan in place to hold training sessions for budget holders.
It was RESOLVED that:
i)

16/284

the Committee noted the verbal update

Finance Plan 2017/19
Karen Parkin gave a presentation on the Finance Plan for 2017/19 acknowledging that
the plans are continually changing and they assume a 2016/17 balance is achieved.
The update included highlights on the following:




Sustainability and Transformation Plans
Financial Planning deadlines
2017/19 plan – emerging headlines and principles including risks and
opportunities

A discussion followed and it was acknowledged that the timescales are challenging and
there is a need to work at pace. The Governing Body will need to be appropriately
sighted at the meeting being held on 8 November 2016 as all sign‐off deadlines for the
plans are before the next Governing Body meeting in January 2017.
It was RESOLVED that:
i)

the Committee noted the presentation
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16/285

Ofsted inspection of Looked After Children, Children in Need of Care and Protection
and Care Leavers/Review of Local Safeguarding Children’s Board
Mandy Sheffield and Ian Holdsworth presented this paper explaining that this was the
first inspection of these services by OFSTED since 2012. The inspection concluded that
Children’s services in Wakefield Metropolitan District Council (WMDC) require
improvement to be good and the outcome for the Local Safeguarding Children’s Board
is ‘Good’.
With regard to the commissioning of services for children by the CCG the report
highlighted two specific areas:




Waiting time for appointments with the Child and Adolescent Mental Health
Services was subject to some challenge from OFSTED which was mitigated as far as
possible by a coordinated response from the CCG, WMDC and South West
Yorkshire Partnership Foundation Trust acknowledging that progress is underway
to reduce the waiting time.
The health needs of children looked after are considered and met well in the vast
majority of cases. There is a robust system to ensure that there is no delay in
initial health assessment and subsequent reviews.

Whilst the inspection identified areas for WMDC to effect actions, there were no
recommendations for NHS commissioners regarding services commissioned by the
CCG.
A discussion followed and it was acknowledged that this was a good opportunity to
review the commissioning intentions and consider whether the service provided is fit
for purpose.
It was RESOLVED that:
i)
16/286

the Committee noted the content of the report

Consider future topics for Deep Dive
It was suggested that the current list of suggested topics for Deep Dive should be
prioritised and consideration given to whether some of the topics are no longer
appropriate for a deep dive.

16/287

Any other business
None

16/288

Date and time of next meeting:
Thursday, 17 November 2016, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 18a (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 November 2016
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr Pravin Jayakumar
Andrew Pepper
Jo Pollard
Alison Sugarman

Lay Member
Lay Member
Nominated Clinical Member
Chief Finance Officer
Chief of Service Delivery & Quality
Governing Body Practice Nurse
representative
Chief Officer

Jo Webster

In Attendance:

Katherine Bryant
Lorraine Chapman

Governance & Board Secretary
Head of Contracting & Performance (item
16/305)
Lay Member
Head of Quality & Engagement (items
16/300, 16/305 & 16/308)
Deputy Director of Nursing, MYHT (item
16/300)
Commissioning Accountant (item 16/311)
Minute taker
Senior Commissioning Manager (item
16/315)
Head of Safeguarding (item 16/309)
HR Manager (item 16/314)
Senior Information Governance Officer
(item 16/301)
Information Governance Manager (item
16/301)
Performance & Intelligence Manager (item
16/305)
Governance Officer (item 16/303)
Assistant Director of Nursing, MYHT (item
16/300)
Designated Nurse for Safeguarding Adults
(item 16/308)
Assistant Manager, IFR Team (item 16/316)

Sandra Cheseldine
Laura Elliott
Kate Firth
Elizabeth Goodson
Angela Peatfield
Simon Rowe
Mandy Sheffield
Esther Short
James Siddall
Caroline Squires
Natalie Tolson
Pam Vaines
Alison Ward
Jane Wilson
Claire Wood
16/295

Apologies for Absence
Apologies were received from Dr Phil Earnshaw, Dr David Brown, Sharon Fox, Pat
Keane, Karen Parkin.

16/296

Declarations of Interest
No declarations of interest were declared.
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16/297

Minutes of the Meeting held on 20 October 2016
The minutes of the meeting held on 20 October 2016 were approved as an accurate
record.

16/298

Action Sheet from the Meeting held on 20 October 2016
All actions were noted.

16/299

Matters Arising
There were no matters arising.

16/300

Information Governance Update
Caroline Squires and James Siddall attended the meeting to present this update on
information governance.
Caroline advised the information governance shared service hosted by NHS Calderdale
CCG has experienced some difficulties recruiting to the Senior Information Governance
Officer post but was pleased to confirm that an appointment has now been made and
the new officer, James Siddall, commenced in post on 7 November 2016. Due to the
gap in resource and to enable continuation of the IG Work Plan in the lead up to the IG
Toolkit submission, support has been commissioned from The Health Informatics
Service and this has enabled the IG Toolkit requirement to be progressed.
Details of the Freedom of Information requests was included in the report noting that
four exemptions were applied during the period April to September 2016.
Following correspondence from the NHS Digital’s Data Access Request Service
regarding the CCG’s fair processing notice, a number of amendments were requested.
These have now been made and a revised fair processing notice was approved by the
SIRO and Caldicott Guardian. Enhancements have been made to the CCG’s web site to
make the fair processing notice more accessible.
Risk Stratification was highlighted noting that a pack of information including a
template ‘Data Processing Deed’ for use between GP practices has been prepared by
the CCG and issued to each GP practice for signature. The Deed gives permission for
GP Primary Care data to be used for risk stratification purposes by the named data
processer.
Jo Webster sought information about how the CCG can increase the IG toolkit score.
Katherine Bryant agreed to consider this further.
It was RESOLVED that:
i)
ii)
iii)

the Committee noted the content of the Information Governance update;
supported the amended 2016/17 information governance work plan and were
assured of progress made to date; and
received a progress report on the Information Security and Asset Risk
Management Plan 2016/17.
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16/301

Senior Information Risk Owner (SIRO) Report
Katherine Bryant presented this report advising that there are only two information
governance issues open, all the remainder have now been closed.
It was RESOLVED that:
i)

16/302

the Committee noted the report

Incident Report
Pam Vaines attended the meeting to present this report confirming that during
Quarter 2 2016/17 there were 37 reported incidents compared to 31 in Quarter 1.
Jo Pollard referred to the incident regarding the Implementation of Care involving the
Safeguarding Hub and Pam agreed to provide further detail of this incident to Jo
Pollard.
It was noted that an analysis of the incidents had been undertaken and as part of the
follow up, a letter had been sent to the SIRO at the Local Authority highlighting the
number of patient identifiable incidents received and explaining the process to be
followed confirming the CCG are not able to receive patient identifiable data.
It was RESOLVED that:
i)

16/303

the Committee noted the incidents reported during Quarter 2 2016/17 (1 July to
30 September 2016)

Development and Management of Procedural Documents Policy and Template
Katherine Bryant presented the revised Development and Management of Policies,
Procedures and Guidance documents showing track changes of the minor
amendments that have been made including strengthening the section relating to
shared services.
It was RESOLVED that:
i)

16/304

the Committee approved the revised Policy for the Development and
Management of Policy, Procedures and Guidance documents

Mid Yorkshire A&E Improvement Group – Winter Plan and A&E Improvement Plan
Jo Pollard presented the Winter Plan 2016/17 and A&E Improvement Plan advising
that the plans were submitted to NHS England on 30 September 2016 followed by
approval of the A&E Improvement Group on 5 October 2016.
On 25 October 2016 NHS England provided the outcome of the formative assurance
assessment of both plans and this assessment was subject to both regional and
national moderation. On 3 November 2016 a teleconference was held between the
A&E Improvement Group and NHS England to understand the rationale for the
assessment and scores and to identify what further assurance is required. Following
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the provision of further assurance it is anticipated the assurance rating will be
amended to amber.
It was noted that the A&E Improvement Group met for the first time on 22 September
2016 and continues to meet on a fortnightly basis, soon to change to weekly basis, to
ensure effective leadership, monitoring and governance of the plan and recovery of
the A&E 4 hour standard. Work has progressed at pace to respond to West Yorkshire
becoming an A&E Acceleration Zone with additional monies being provided for West
Yorkshire to accelerate schemes including support for recruitment and to help
improve patient flow which is all welcome news. Assurance on the governance
required around the additional monies will be provided through the Executive
Improvement Board.
The Committee were informed that there is now additional scrutiny by NHS England
and NHS Improvement of the actions plans for A&E performance, non‐elective services
and discharge with NHS Improvement contacting providers directly. MYHT are sharing
this information with the CCG to ensure a co‐ordinated response.
A detailed discussion followed and the question was asked when the CCG would
expect to see the gap between trajectory and performance as part of the Sustainability
and Transformation Fund (STF) narrow as currently it is widening? It was noted the
STF trajectories are based on achievement by 31 March 2017 and it is anticipated
performance will have improved by that date.
A discussion took place acknowledging the additional funding received by MYHT is
non‐recurrent money and part of a transitional arrangement for the winter period.
MYHT will need to develop their own sustainability plan to enable A&E to be self‐
financing in the future.
It was RESOLVED that:
i)
ii)
iii)
iv)
16/305

the Committee noted the content of the Winter Plan;
noted the content of the A&E Improvement Plan;
noted the NHS England initial assessment rating of the plans; and
noted the verbal update on progress made by the A&E Improvement Group

Workforce Update
Esther Short attended the meeting to present this report detailing workforce
information and intelligence. Esther referred to the current sickness absence rate
which is currently higher than the 2.5% target noting that anxiety/stress/depression/
other psychiatric illness is the top sickness absence reason since July 2016.
Esther advised that a number of staff have recently completed the Mental Health First
Aiders training course noting that other NHS organisations within the district have also
completed this course. Mental Health First Aiders will be available to provide
additional support to staff where required.
Following a recent review of the Sickness Absence Management policy training for line
managers is being organised which will include guidance on how managers can provide
support to staff on long term sickness absence.
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It was noted that a review is taking place of the mandatory training required to be
completed by Governing Body members.
A discussion followed regarding the current age profile of the organisation and it was
noted that as part of a review of the recruitment process various options are currently
being considered to encourage applicants of all ages. Including offering work
experience opportunities and apprenticeships, further details will be included in the
next report to the Integrated Governance Committee.
It was RESOLVED that:
i)
16/306

the Committee noted the Workforce update

Domestic Abuse Policy
Esther Short re‐presented this policy for approval which provides effective,
confidential and sympathetic support to employees and ensures employees are aware
of the various external organisations that can offer support and guidance. It was
noted that the definition of domestic abuse has been strengthened in the policy.
A detailed discussion took place and it was agreed that additional wording will be
added to the policy referencing other forms of abuse and relevant policies.
It was RESOLVED that:
i)

16/307

the Committee approved the Domestic Abuse Policy subject to the additional
wording referencing other forms of abuse and relevant policies

Enhanced Optical Services
Simon Rowe attended the meeting to present this paper outlining a proposed
approach for the re‐procurement of three enhanced services; the Primary Emergency
and Acute Referral Scheme (PEARs); Intra‐Ocular Pressure checks (IOP) and pre and
post cataract surgery checks.
The paper details the reasons for a proposed approach of an Any Qualified Provider
procurement for the re‐commissioning of three enhanced optical services with a
request to use the same questions as per the procurement run in 2014 with bidders
being specifically asked to state how they will deliver the revised service specification.
A detailed discussion took place with a concern raised regarding offering patient
choice. Simon advised that as part of the contract the CCG agree who the
optometrists sub contract with to ensure that patients receive choice.
It was RESOLVED that:
i)
ii)

the Committee approved an Any Qualified Provider procurement for the re‐
commissioning of three enhanced optical services; and
approved the Any Qualified Provider procurement to use the same questions as
per the procurement run in 2014, with bidders being specifically asked to state
how they will deliver the revised service specification.
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16/308

Individual Funding Requests
Claire Wood attended the meeting to present this paper providing details of the
Individual Funding Requests (IFR) received during the period 1 April to 30 September
2016. It was noted that 258 requests were submitted and 94 were approved at the
Screening Panel. The highest number of IFRs received was for Adult Autism
assessments/follow up therapy sessions.
Claire advised that the IFR Terms of Reference have been revised to better reflect the
IFR screening process and now includes head of service membership to reduce the
likelihood of Panels being cancelled or re‐arranged.
A discussion took place and it was agreed that Jo Webster, Jo Pollard and Sandra
Cheseldine would meet to further discuss the IFR process. It was acknowledged that
the service had much improved following the transfer of the IFR process to NHS
Greater Huddersfield CCG on behalf of the four CCGs covering Calderdale, Kirklees and
Wakefield.
It was RESOLVED that:
i)
ii)

16/309

the Committee noted the NHS Wakefield CCG IFR update report for Quarters 1
and Quarters 2 (2016/17); and
approved the revised terms of reference.

Minutes of meetings
i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 15 September 2016
ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 15 September 2016
iii) NHS111 West Yorkshire Clinical Quality Group – minutes of meetings held on 21
September and 19 October 2016
iv) Quality Intelligence Group – minutes of meeting held on 11 October 2016
v) MYHT System Resilience Group – minutes of meeting held on 28 July 2016
vi) YAS 999 Contract Management Board – minutes of meeting held on 28
September 2016
It was RESOLVED that:
i)
16/310

the Committee noted the minutes of meetings

MYHT Nurse Staffing
Kate Firth and Alison Ward from MYHT attended to give a presentation on the MYHT
nurse staffing position as at September 2016 including details of the divisional in‐
patient ward vacancies, an update on recruitment and retention together with details
of workforce models.
A discussion followed and Jo Webster suggested that further updates should include
information on the community nursing staffing position.
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The query was raised whether exit interviews are held to try and identify trends as to
why staff leave the organisation. Alison Ward confirmed that yes these are
undertaken and the information is analysed to identify trends.
The committee were informed that following receipt of the relevant paperwork for the
overseas nurses who commenced in post last year they have been able to progress
from a band 4 role to a band 5 role.
As part of the recruitment process open days have been held for qualified nurses
where automatic registration to NHS Professionals has taken place. Links with Local
schools and higher education colleges have been established to provide further
information to those students who may be considering a career in nursing. Closer
working between primary care and acute providers to consider apprenticeships across
both sectors was suggested. MYHT are linking up with Bradford University to develop
a school of nursing.
It was agreed that this was a positive approach as part of the acute reconfiguration
and Rhod Mitchell requested that the next report should be a complete aggregate
position with the information that was presented in November last year. It was
suggested that MYHT Executive Quality Board review the community nursing staffing
position and a deep dive in early 2017 is considered regarding the medical workforce.
It was RESOLVED that:
i)
16/311

the Committee noted the presentation

Integrated Quality and Performance Report
Laura Elliott, Lorraine Chapman and Natalie Tolson attended the meeting to present
this report highlighting areas of attainment and areas for improvement.
Laura highlighted the following areas:





Update on the GP Practice incident reporting noting that since its inclusion in the
Wakefield Practice Premium Contract the number of incidents reported by
practices has increased.
In October 2016 a third Never Event was identified and reported by MYHT classed
as surgical/invasive procedure. There was no patient harm as a result of this
incident. An exception report will be included in the December Integrated Quality
and Performance Report.
Eastmoor Health Centre achieved an overall rating of ‘Requires improvement’
from the Care Quality Commission with ‘Good’ ratings for Caring and Responsive.
The CCG is offering advice and practical support to the practice on the
development of their action plan.

The maternity services performance was raised and Jo Pollard confirmed that there is
to be a ‘deep dive’ into maternity services at the MYHT Executive Quality Board on 17
November 2016. Jo Webster referred to the non‐achievement of the mortality
performance indicators and Laura Elliott confirmed that a paper being presented to
the MYHT Executive Quality Board on 17 November 2016 shows some improvement in
this area.
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Alison Sugarman queried whether Eastmoor Health Centre had received any support
from other GP practices. Dr Pravin Jayakumar confirmed that yes the practice had
received support from their local GP Network. Laura advised that she had briefed the
Care Quality Commission of the CCG’s concerns regarding the practice and they
recognised the improvements that had been made acknowledging there was more
work to do.
Natalie Tolson gave an update on the performance section of the report highlighting:




Cancer maximum two week wait for patients referred with breast systems (cancer
not suspected) – following the decline in performance last month against this
measure, performance has now increased to 99%, achieving the constitutional
target of 93%.
The CCG and MYHT continue to under‐perform against three of the cancer wait
constitutional targets (Cancer 62 day wait from urgent GP referral to first
definitive treatment for cancer, Cancer 62 day wait for first definitive treatment
following a consultant’s decision to upgrade the patient and Maximum 31 day wait
from diagnostic to first definitive treatment). Actions are in place to improve
performance.

A discussion followed and Jo Webster advised that the risks regarding Referral to
Treatment (RTT) have been formally raised with NHS England and NHS Improvement.
Deborah Turner, Head of Quality and Patient Safety at North Kirklees is undertaking a
‘deep dive’ into RTT assessing quality and safety and the decision making process. The
information should be available by the end of November 2016.
The Improving Access to Psychological Therapies (IAPT) service performance was
raised and Lorraine Chapman advised that a contract meeting had taken place with
Turning Point Talking Therapies on Wednesday, 16 November 2016 regarding
performance issues. It was noted that the service are to develop a recovery plan over
the next two weeks. The committee queried whether there were penalties for failure
to perform and Lorraine confirmed that penalties that could apply. Jo Webster
requested a further update outside of the meeting and for more detail to be included
in the exception report for next month.
It was RESOLVED that:
i)
ii)
16/312

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

Continuing Health Care Team Progress Report
Jo Pollard presented this report providing details of the action plan following the
Continuing Health Care Internal Audit which was carried out in March 2016. Jo advised
that of the 22 recommendations made 15 have already been completed. It was noted
that new processes have been put in place to consolidate paperwork. Work to embed
the new systems and processes within the team is continuing and a further audit will
be undertaken to check whether the new processes are working. The CCG will be
introducing both national and local key performance indicators and it was noted that
the draft local key performance indicators have been developed and are currently out
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for consultation.
A review of the Continuing Health Care workforce structure has taken place and a
business case has been developed. Additional posts identified will be advertised in
November 2016.
A discussion followed and it was noted that Julie Bolus from J Bolus Consulting is
currently undertaking a review of the Continuing Health Care systems and processes
and details will be shared at a future Integrated Governance Committee.
Jo Pollard commented that if any of the Lay Members have any further questions
following the meeting she would be happy to answer them.
It was RESOLVED that:
i)
ii)
16/313

the Committee noted the content of the CHC Audit action plan; and
discussed the progress made on the CHC Audit action plan to date.

Continuing Health Care Complaints
Jo Pollard presented this paper which provides details of the review of Continuing
Health Care (CHC) complaints noting that 27% of the complaints the CCG received
since April 2016 were linked to CHC services. The committee are asked to note that
this report should be read alongside the CHC audit report and action plan also
presented at this meeting which provides details of the actions taken as part of the
review of the systems and processes.
It was RESOLVED that:
i)

the Committee approved the development of a tracker of applications for
CHC funding to be maintained centrally, with oversight by someone with sole
responsibility for ensuring cases are progressing in a timely manner;
ii) noted the process will define when issues should be escalated and to whom;
iii) noted a process exists for dealing with queries to the service, with a central
recording point and person responsible for monitoring; and
iv) agreed staff should be clear that when a formal complaint is made it should be
referred to the CCG Complaints Manager to record and manage the investigation
but with a named individual within the CHC team responsible for facilitating the
complaint response, ensuring actions including system improvements are
implemented and their impact evaluated.
16/314

Quality Assurance within Care Home & Domiciliary Care provision
Laura Elliott and Jane Wilson attended the meeting referring to an initial paper
presented to the committee in February 2016 which outlined the risks to the local care
home and wider health and social care economy.
This update provides details of the progress made against the actions and the current
position for Care Quality Commission ratings, out of area placements and the Care
Home Vanguard.
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It was noted that as part of the integration with the Local Authority contracts are being
reviewed using a quality monitoring tool. Jane Wilson advised that resident safety
walkabouts are also taking place across both nursing and residential homes.
A discussion took place and it was agreed that part of the next steps to integration
between the CCG and Local Authority will be to consider having one contract. Jane
Wilson commented that from April 2017 there will be a national Commissioning for
Quality and Innovation (CQUIN) for care homes, discussions will take place with the
Local Authority as to how this will be applied as part of commissioning and social care.
It was RESOLVED that:
i)

16/315

the Committee noted the progress since the last update and the strengthened
joint working with the Local Authority

Joint Target Area Inspections on the theme : children living with domestic abuse
Mandy Sheffield attended the meeting to present this paper providing information of
the process of the inspection and the commitment expected of commissioners and
providers in the NHS should Wakefield be selected to be inspected under this
framework. If Wakefield is selected for inspection the Local Authority will be given 48
hours notice.
The NHS will be required to participate fully in the inspection process and there are a
number of documents that the CCG will be required to be presented to the inspectors.
It is proposed that the CCG maintain a library of the relevant documents in the same
way that the documents for the Children Looked after and Safeguarding (CLAS) were
held. This has commenced and requests made to health agencies and GP practices for
any relevant information to populate the library.
Mandy explained that this inspection framework is in addition to the Care Quality
Commission Children Looked after and Safeguarding that Wakefield received in
November 2015 and the OFSTED safeguarding inspection that the council had in July
2016.
A discussion followed and it was suggested that this information should be shared with
the Connecting Care Executive.
It was RESOLVED that:
i)

16/316

the Committee noted the content of the briefing

Finance Report Month 7
Andrew Pepper presented the month 7 Finance Report providing details of a year to
date position as at 31 October 2016. The CCG is forecasting to meet its financial
targets with the exception of QIPP. Discussions with Mid Yorkshire Hospitals NHS
Trust has identified that the elective QIPP schemes will not be cash releasing in year
but will provide productivity improvements. The MYHT overtrade, reduction in QIPP,
additional CHC costs, overtrades on other acute contracts and Care Act costs continue
to present a significant financial risk to the CCG.
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The risks and mitigations page is a key document for controlling, reporting and
managing year end risk. Discussion was held regarding residual risk.
Andrew advised that regular discussions were being held with MYHT, North Kirklees
and NHS England regarding the MYHT overtrade. Following the update on legacy costs
presented at the Governing Body meeting on 8 November 2016, NHS Improvement
have confirmed that MYHT will not be receiving legacy income from CCGs and this
should be reported accordingly.
The next submission of the financial plan for 2016/17 and 2017/18 and the capital plan
is due on 18 November 2016. Following a discussion it was agreed that Andrew
Pepper would meet with Rhod Mitchell and Sandra Cheseldine to go through the detail
of the plan.
It was RESOLVED that:
i)
16/317

the Committee noted the contents of the report

Budgetary Control Policy
Liz Goodson presented the revised Budgetary Control Policy including track changes
detailing the minor changes made. It was noted that an additional sentence has been
added regarding the recruitment of interim/agency staff and the specific NHS England
rules that must be followed.
It was RESOLVED that:
i)

16/318

Consider future topics for Deep Dive


16/319

the Committee approved the changes to the policy

MYHT medical workforce

Any other business
None

16/320

Date and time of next meeting:
Thursday, 15 December 2016, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 18b(i)

NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 27 October 2016
9.00 am – 12.30 pm, Seminar Room, White Rose House

APPROVED MINUTES
Present:
Dr Adam Sheppard
Dr Avijit Biswas
Dr David Brown
Dr Philip Earnshaw
Stephen Hardy
Dr Clive Harries
Andrew Pepper
Jo Pollard
In attendance:
Katherine Bryant
Aly Damji
Linda Driver
Michele Ezro
Martin Lee
Nyasha Mareya
Anna Middlemiss
Dr Nadim Nyyar
Nicola Reynolds
Simon Rowe
Dr Colin Speers
Sharon Wallis
Dena Coe

Chair, GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Wakefield CCG, Board Member
GP, WCCG
Chief Finance Officer
Chief of Service Delivery & Quality

Governance & Board Secretary, Governance
GP, Network Chair
Head of Service Development & Transformation, Service Development and
Transformation
Associate Director, Commissioning & Integration
Commissioning Specialist, Health Weight, WMDC
Senior Commissioning Manager
Wakefield MDC, Public Health
GP, Network 1 Chair
Business Manager
Senior Commissioning Manager
GP, Network 4 Chair
Programme Manager, Integrated Care
WCCG (Minutes)

1 APOLOGIES FOR ABSENCE
Apologies were received from: Dr Pravin Jayakumar, Dr Andrew Furber, Andrea Hezelgrave, Dr
Patrick Wynn, Karen Parkin
2 DECLARATIONS OF INTEREST
Item 12 – Update on Waste Medicines Baseline Data Collection. Dr Biswas declared an interest
but it was agreed he could take part in discussions.
3 MINUTES OF MEETING HELD ON
The minutes from the meeting held on 22 September 2016 were agreed as a true record.
MATTERS ARISING

A. Item 7 ‐ Clarification was requested with regard to the agreed list of treatments,
policy – were they aligned with NICE Guidelines?
Detailed discussion took place on the need to examine each policy to be “lifted and
1

shifted” from the Devon Formulary. It was agreed that Governance was required to
“localise” them.
ACTION: Joint Task and Finish Group (WCCG/MYHT/Public Health) to include Dr
Clive Harries and Dr David Brown to be tasked with reviewing each item prior to
inclusion in policy.
B. To take into consideration the NHSE request to highlight and note any offer of
support or service which could be classed as discriminatory. Any offer of patient
support should first provide advice on lifestyle change in order to improve patient
health and wellbeing. It was requested that NHSE wording needed to be taken into
consideration.
4 ACTION LOG
The Action Log was reviewed and updated accordingly.

5 Terms of Reference
Katherine Bryant attended to outline the proposed changes to the ToR. The two main changes
were the permanent addition of Network Chairs, the Associate Director, Commissioning &
Integration (Michele Ezro) and the Chief Operating Officer, North Kirklees and Wakefield CCGs
(Pat Keane). It was hoped this would assist on the issue of quoracy. The quoracy section had
been amended slightly.
ACTION: It was requested that further definition be added regarding “exceptional
circumstances” under the Quoracy section.
IT WAS RESOLVED:
That subject to the further definitions requested being included that the updated Terms of
Reference were agreed and accepted.
6 Morbid Obesity Services Pathway
Linda Driver and Martin Lee attended to outline the proposed Weight Management
Programme, and specifically the proposed Framework. The background and context were
briefly described (including how the programme would be aligned on a regional basis) and it
was highlighted that the partnership working of Local Authority and CCG was unique. It was
noted that clinical input had been provided by Dr Biswas and Dr Hallott.
The framework and process was described in detail, and the timelines for implementation were
given. It was noted that the data and forecast uptake was based on data from previous Tier 3
services.
Discussion took place on the need to ensure patients take responsibility for their own health
and wellbeing and that self‐motivation was key to success, with self‐referral being the best
indicator of intent. It was recognised that health professionals need to better understand
patient motivation and a culture change was needed to motivate lifestyle changes to avoid
potential acute clinical treatment.
Detailed discussion took place regarding on‐line portals and it was suggested that Turning Point
could provide relevant examples/data and methods of utilisation of web‐based technology e.g.
their. 48hour response provision.
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It was requested that Partners, including community partners were kept informed so that
information could be disseminated appropriately.
It was suggested that support was categorised in order to obtain benefit analysis data and
monitor success. This could also provide an evidence base for future development of the
programme.
It was noted that the service was for adults; family/children issues were not addressed.
Discussion took place around potential knock‐on effect to NHS services .
ACTIONS:
 Michele Ezro to provide key contact at Turning Point to Martin Lee
 Linda Driver and Martin Lee to review link to Children’s Services
 Martin Lee would be happy to receive any feedback directly at
martinlee@wakefield.gov.uk
IT WAS RESLOVED:
That Clinical Cabinet noted the proposed weight management programme, in particular the
Weight Management Framework, which included the clinical aspects of the programme.
These included :
 Dietetic Services
 Psychological Services
 Consultant in Metabolic Medicine
 Physiotherapy Services
7 Information Sharing; consent to share for direct care engagement
Dr Clive Harries outlined the planned public engagement on sharing information for health and
care as part of the wider MCP engagement work. It was clarified that the recommendation was
for pre‐engagement and was an opportunity to highlight any concerns prior to commencement
of full public engagement.
Positive and negative examples of sharing of information were discussed however it was
generally agreed that information sharing was needed. Where less of a consensus was apparent
was with regard to sharing with social care providers.
Discussion took place on lack of consistency of digital systems and methodology of sharing data
and on issues of proportionality of data sharing. The variance of data sharing for the Wakefield
area against national examples was also discussed, with the Lancashire, Bristol and Hampshire
models mentioned as good examples. Variation amongst our member practices for consent to
share in the SystemOne eDSM was also discussed.
The need for education/good practice guidelines for health care professionals prior to
implementation was highlighted. And also the need for consistency of obtaining patient
consent. It was noted that Adult permission should be sought at age 12+ and parental consent
was required for 12 and under.
ACTIONS:
 Detailed costings of public engagement via Healthwatch was requested.
 It was requested that the Caldicott Guardian framework was incorporated in the
3

governance of the engagement proposal.
IT WAS RESOLVED:
That Clinical Cabinet acknowledged and approved the planned public engagement on sharing
information for health and care as part of the wider MCP engagement work.
8 TOP (Termination of Pregnancy) Service
Nyasha Mareya attended to give an update on Termination of Pregnancy Services following a
desktop rapid review. The changes to the recommendation were noted.
The background to the current service provision was outlined, including the issues around the
Marie Stopes International (MSI) CQC inspection and subsequent suspension of service. It was
clarified that the issues have since been satisfactorily resolved by CQC, DH, NHS England and
the Royal College. Services had resumed from 7 October 2016.
It was highlighted that the current and ongoing non‐contractual commissioning status for these
services is clinically and corporately deficient.
Discussion took place regarding the need for clarification about counselling services provided
both prior and post treatment.
The Board were assured that the services remained a continuing necessity for the Wakefield
population and that this proposal for continuation did not in itself pose additional cost or
financial pressure.
ACTION:
 Clarification was requested on pathways; in particular any differences dependant on
method of referral. A “front‐end” analysis of service was therefore requested.
 An update on local sexual health services was requested.
 It was requested that the recommendations were re‐drafted to include support for sign‐
off by Chair’s Action.
IT WAS RESOLVED:
That Clinical Cabinet agreed in principle to support the proposed continuation of the service
once the requested clarification was provided, this to be formally agreed by Chair’s Action.
9 Anticoagulation and Pathology
Simon Rowe and Nyasha Mareya attended to give a verbal update on Anticoagulation and
Pathology.
It was noted that the 2016/17 contract negotiations established uplifted the payment paid to
MYHT for anticoagulation. Work had been on‐going between WCCG and MYHT via contract
management and clinical engagement to review the Bradford Specification on which the
agreement was based. MYHT have confirmed that equivalent or comparable services are
already in place. The next step is to urgently agree and specify service outcomes and
performance indicators based on the service provided at Bradford.
It was recognised that the contract needed to reflect these refreshed and strengthened
monitoring mechanisms to ensure that the appropriate services were provided locally. This
would deliver an opportunity to negotiate and request specific requirements going forward.
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ACTION:
 MYHT to be requested to provide/share data as per NICE Guidance on Time in
Therapeutic Range (TTR) (re: warfarin ) amongst several other measures to encourage
and promote continuing service development.
 This collaborative effort will need to recognise the ongoing wider Pathology review
work
 Dr Earnshaw nominated CCG Clinical Lead for this work
IT WAS RESLOVED:
That Clinical Cabinet noted the update on Anticoagulation and Pathology.
10 Intermediate Care Bed Re‐Categorisation
Sharon Wallis and Jon Parnaby attended to outline the recommendations. It was clarified that
the item was for decision in addition to discussion as stated on the paper.
It was emphasised that the proposals had been practised informally for the past three months
and the proposals were to be effected and formally contracted after the Winter period in order
to give assurance for patient safety. It was highlighted that the proposed changes were not
unconnected or isolated and were intended to positively affect overall patient flow and align
with other initiatives, in particular Home First.
It was noted that a great deal of background work had been undertaken and proposals were
based on robust evidence, including data from previous pilots, and assurance was given that the
system could cope with the planned changes. It was also noted that MYHT were in agreement
with the proposals.
Discussion took place and it was recognised that discharge to assess and ward discharge plans
were critical and that success was predicated on the ability of the Trust to execute the
proposals.
Discussion took place on potential value of savings and possible re‐investment, i.e. into
Vanguard Community models ,and it was suggested a meeting to look at the detail of this was
arranged to include Greg Connor
ACTIONS:
 Further meeting to discuss resilience was requested
 It was requested that the proposals were reflected in the A&E Improvement Plan
 A metric to be agreed in order to measure improvement
 Meeting to discuss detail of re‐investment of cost savings to include Greg Connor to
be arranged
 Clinical threshold to be included on next Informal Clinical Cabinet agenda
IT WAS RESOLVED:
That Clinical Cabinet agreed the recommendations:
 A new model had been designed for commissioning of 26 Intermediate care beds
from April 2017 with the intention of further supporting the ‘home first ‘approach to
discharge planning and to introduce step up care in order to prevent unnecessary
admissions to hospital
 We propose to enable the model to be tried across the winter period and will be
delivered in conjunction with further analysis and monitoring of the demand on
capacity for ‘home first ‘
5







The risk to timely discharge from hospital to intermediate care beds will be minimal
over the winter period whilst MYHT continue to be funded for 78 beds therefore 55
beds will remain available
To request of MYHT that from November 2016 the 26 beds at Wakefield Intermediate
Care Unit are used specifically for those patients meeting the agreed Intermediate
Care Criteria following a professional assessment ruling out the possibility of ‘home
first’
To request of MYHT that staff will ensure strict gatekeeping to the unit will be
supported in their decision not to accept patients which do not meet the criteria
To request of MYHT that all appropriate intermediate care referrals are transferred to
WICU in the first instance and not to Pontefract whilst ever there are vacant beds
available

11 Enhanced Optical Services
Simon Rowe outlined the three recommendations proposed.
The availability of further community services was discussed in order to reduce patient waiting
times; it was noted that provision was available but mechanisms were not in place to refer
patients. It was agreed that active management of referrals was required to improve patient
flow and it was suggested that a pathway could be agreed at Clinical Forum.
ACTION: Clinical Forum Task & Finish Group tasked with drafting a referral pathway to
include costings.
IT WAS RESOLVED: that Clinical Cabinet agreed the recommendations as follows:
 The recommissioning of PEARs;
 Seek to commission the refinement of ocular hypertension (pre‐diagnosis) from
optometrists, and the monitoring of ocular hypertension, with the adoption of the care
pathway detailed in the paper;
 Support the option for community cataract surgery providers to pay for patient follow‐
up care from optometrists, supported by a greater number of patient transfers from
MYHT to these providers.

12 Update on Waste Medicines Baseline Data Collection
DECLARATIONS OF INTEREST: Dr Biswas declared an interest but it was agreed he could take
part in discussions.
Carly Day and Jenna Oldfield attended to give an update, as requested, on the collection of
medicines baseline data.
It was noted that baseline data would not be available until mid‐December 2016 however an
increase had already been observed in on‐line ordering services. It was emphasised that patient
safety, quality and wellbeing would prioritise any potential saving provision but that the waste
management proposals should see cost savings as an expected secondary outcome and it was
anticipated the savings would align with the Luton model.
It was highlighted that all informal engagement feedback from patients and groups (e.g. Age
UK) had been positive.
ACTION:
Guidelines on managing the ordering of appliances (such as Stoma, catheters) by patients were
6

requested.
IT WAS RESOLVED: That the proposed methodology for measuring outcomes of the Waste
Medicines Strategy were agreed.
13 Preparation for Ros Roughton’s attendance at November’s Clinical Cabinet
It was clarified that Ros Roughton is National Director for Primary Care at NHSE and the focus of
discussion would be around the GP Five Year Forward View.
Discussion took place on various potential issues to be raised and also the importance of
maintaining relationships with wider partners. It was highlighted that Ros is a local person and
would be sighted on some of the issues significant to the region.
The suggested areas agreed were :









Delivery of the 5 year forward within the base allocation;
Workforce;
Registration for Physicians Associates;
Potential for a Training Academy in Wakefield;
Paramedics on the ACP course and a route to prescribing;
Digital technology;
Focussing on maximising independence – potential to pilot?; and
Hot topics at NHSE Board level.

ACTION:
 It was agreed to circulate the issues discussed in the meeting and request any further
suggestions in order to collate an agreed list of questions to forward to Ros Roughton
prior to the meeting.
 It was agreed to widen the invitation to attend the first part of the meeting to
Federation Leads and other key WCCG staff.
14 Clinical Networks
Informal discussion took place after closure of the meeting.

15 ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
None.

16 The following items were noted by the Board :





Urgent Care Strategy Update on seven key interventions
MINUTES FROM SUB COMMITTEE TO NOTE : Medicines Optimisation Group minutes
dated August 2016
MINUTES FROM CWT Board to note dated 7 June 2016

17 ANY OTHER BUSINESS





It was requested that QIPP, and in particularly the financial position for 2016/17, was
included on the next agenda.
Discussion took place regarding clinical lead attendance at BVG. It was noted that
attendance by Dr Harries had proved extremely useful and that clinical lead
membership should be mandated. It was agreed that Dr Brown was deputised to
attend in Dr Harries absence.
It was requested that A&E Improvement Board be included on the next agenda.
7

DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 10 November 2016
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 24 November 2016
09.00 – 12.30, Seminar Room, White Rose House
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Agenda item: 18b(ii)

NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday, 24 November 2016, 9.00 am – 12.30 pm
Seminar Room, White Rose House

APPROVED MINUTES
Present:
Dr Adam Sheppard
Dr David Brown
Dr Aly Damji
Dr Tim Dean
Dr Debbie Hallott
Dr Clive Harries
Dr Pravin Jayakumar
Dr Nadim Nayyar
Dr Shakeel Sarwar
Dr Colin Speers
Michele Ezro
Stephen Hardy
Andrew Pepper

WCCG, Associate Director, Commissioning and Integration
WCCG Board Member
WCCG, Chief Finance Officer

In attendance :
Ros Roughton
Rachel Souter
Dr Chris Barraclough
Dr Greg Connor
Dr Andrew Furber
Michelle Ashbridge
Sharon Cook
Simon Dale
Louise Hodgson
Dr Abdul Mustafa
Kerry Munday
Elaine O’Brien
Karen Parkin
Phil Smedley
Jason Storey
Dena Coe

NHSE
NHSE
GP, WCCG
GP, WCCG
Director of Public Health, WMDC
Senior Commissioning Manager, Service Dev & Transformation
Commissioning Manager, Service Development and Transformation
OD Practitioner & Programme Lead – Ways of Working
Integration and Transformation Lead Nurse
GP, WCCG
Interim Head of Network Development, Network Development Unit
Interim Commissioning Project Manager, Integration (Conn. Care)
Associate Director of Finance, Governance and Contracting
Senior Commissioning Manager, Integration (Connecting Care)
Urgent Care Transformation Lead, Service Del & Transformation
WCCG, Minutes

Chair, GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG, Network

GP, WCCG
GP, WCCG
GP, WCCG, Network 5 Chair
GP, WCCG, Network 1 Chair
GP, WCCG,
GP, WCCG, Network 4 Chair

1 APOLOGIES FOR ABSENCE
Apologies were received from: Dr Phillip Earnshaw, Dr Avijit Biswas, Pat Keane, Jo Pollard,
Andrea Hezelgrave, Dr Patrick Wynn
2 DECLARATIONS OF INTEREST
Item 6, Prostate Cancer Shared Care Review : It was agreed all had a potential conflict of
interest for this item, discussion could take place but the decision would be escalated to the
next Probity Committee meeting (December 2016).
Item 7, Urgent Care Transformation: It was agreed all GPs had a potential conflict of
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interest for this item but as the item was for information only this could be discussed.
3 MINUTES OF MEETING HELD ON 27 October 2016 and matters arising
The minutes of the meeting held on 27 October were agreed as a true record.
4 ACTION LOG
There were no matters regarding the Action Log to report.
5 Ros Roughton Discussion

Ros Roughton, Director of NHS Commissioning Medical Directorate and Rachel Souter,
Head of GP Workforce Programme attended the meeting.
Dr Greg Conner introduced the session by setting out the position of WCCG in regard
to various key issues including the GP Forward View, funding issues, transformation
plans and connecting care.
Ros Roughton briefly outlined NHSE support offered since April 2016, including
specific support for GPs which recognised that past proposals had often benefited
acute care at the expense of GP resource and the work being undertaken regarding
support on indemnity.
It was confirmed that WCCG is “on the right track” with the GP Forward View, the
£2.4bn funding does not depend on rightsizing, funnelling of the non‐recurrent
funding streams could potentially be possible should sufficient evidence be presented
and that NHSE are keen to support local initiatives. It was also confirmed there were
currently no proposals to abolish Independent Contractor Status.
*Caveat subsequently provided by Ros Roughton : That some of the money for mental
health therapists based in primary care (one of the commitments in the General
Practice Forward View) is dependent on some shifts in mental health provision.
Detailed discussion took place on indemnity and regulator issues for prescribers, this
included standardisation of job descriptions. Ros Roughton agreed to follow‐up and
respond as soon as possible. It was also suggested that Ros Roughton and Simon
Gregory would attend a future meeting to discuss workforce issues.
Other discussion took place on the value of partnership working, transformation at a
local level, including a potential pilot on maximising independence, digital/IT issues
and NHSI.
It was highlighted that current focus for NHSE included managing the Political
environment, the need to balance future aspirations with current demand, Capita and
also dealing with the current high level of scrutiny being undertaken.
6. Prostate Cancer Shared Care Review ‐ Findings & Recommendations

Declaration of Interest: It was noted that all GPs could potentially have a conflict of
interest with this item and the formal decision would be escalated to the next
scheduled Probity Committee meeting.
2

Dr Abdul Mustafa, Michelle Ashbridge and Sharon Cook attended to outline the paper
which included details of feedback from patients and cost savings achieved. It was
agreed that from a clinical perspective the service provided was valuable and
continuation would benefit patients in the area.
It was emphasised that feedback had been very positive and MYHT were keen to
continue. It was agreed that the service had worked well.
Discussion took place on how the service would also be rolled out for breast cancer
and colorectal cancer, including timelines and how the work and implementation plan
could be undertaken and overseen by groups and boards already in existence aligning
with the Planned Care strategy.
ACTION: Decision escalated to December Probity Committee meeting.
IT WAS RESOLVED:
 That the overall findings of the evaluation were noted.
 It was agreed from a clinical perspective that the service should be continued. The
decision to continue the Prostate Cancer Shared Care Follow Up Service with all GP
practices being offered the opportunity to participate in the service and GP
practices to be issued with a further 1 year NHS Standard Contract (to align with
the Wakefield Premium Practice Contract end date) from 1 April 2017 to be
escalated to the December 2016 Probate Committee meeting.
 To agree to the CCG working with MYHT and primary care to implement stratified
follow‐up pathways of care for patients treated for breast and colorectal cancer.
7. Urgent Care Transformation – Strategic Outline Case with Primary Care Model & ED

Integration
DECLARATION OF INTEREST: It was noted that all GPs could potentially have a conflict
of interest. As this is not a “decision making” item and due to the nature of the
interest the Chair determined that discussion could take place.
Jason Storey and Elaine O’Brien attended to give an update on the SOC (Strategic
Outline Case) with Primary Care Model and ED Integration. It was noted that the ED
case had not yet been received from MYHT.
In essence the aim of the SOC was to connect all urgent and emergency care services
to help patients get the right advice in the right place, first time and to standardise
care throughout the West Yorkshire area to ensure consistent patient care.
Discussion took place on pathways, triage and the ambition to ensure patients were
“seamlessly” connected to the right service. Detailed discussion took place on out of
hours services, including LCD, evidence of capacity and diversity of capacity required,
resilience, potential risks and assurance required. There was also a discussion on
funding and finance.
Whilst it was recognized that Networks had only recently had sight of the options, it
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was emphasised that the current contract was due for renewal imminently and
decisions on the way forward model were critical. It was requested that feedback
from Networks should be collected for presentation at the next Membership meeting.
ACTION:
Network feedback on the clinically preferred model / way forward to be sought in
time for the next Membership meeting in January 2017.
IT WAS RESOLVED: That the presentation was noted for information.
8. Right Care Refresh

Phil Smedley attended to give an update on the Right Care initiative including a quick
recap on what the Right Care approach is, i.e. variation, working in partnership with
innovative approaches to address some of the variation and enable robust sustainable
changes to be made. Examples of how to use the packs and data were given and
additional right Care support available was outlined, this included the Atlas of
Variation.
Discussion took place around lack of confidence in the data and also if it was possible
that data could be scrutinised at Network or individual GP practice level. It was
advised that the data is used for illustrative purposes with variances shown against a
peer group rather than national variances and was intended as starting point for
discussion, with the aim of leading to potential improvements using the data as
intelligence to inform decisions.
It was noted that two further packs were to be published within the next month; STP,
and Turnaround Directors. It was suggested that dedicated resource/capacity was
required in order to fully utilise the Right Care strategy.
It was agreed that attention should be focused on three key pathway areas. Six areas
to be proposed for consideration, with the intention to make an informed decision on
three agreed areas at December 2016 Clinical Cabinet meeting.
ACTION: Six key pathway areas to be proposed (including reasons for suggestion) in
order to agree three focus areas at December 2016 Clinical Cabinet meeting.
IT WAS RESOLVED: That the presentation was noted for information.
9. Finance Position and Next Steps

Andrew Pepper attended to outline the current financial position, including the need
to accelerate schemes already agreed and introduce new schemes.
Discussion took place on various MYHT contract offers and QIPP schemes, including
potential savings for this financial year and impacts for future funding.
Discussion took place on IIA sign off and the need for a consistent comprehensive
work‐plan to ensure sign‐off procedures were followed.
ACTION: Simon Dale to produce an IIA Work‐plan, to include management and clinical
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sign‐off procedures. To be presented at December 2016 Clinical Cabinet.
IT WAS RESOLVED: That the presentation was noted for information.
10 Clinical Networks
An informal meeting took place of members in attendance.

11 ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
It was agreed that the decision to continue the Prostate Cancer Follow‐Up Service was to be
escalated to the next scheduled Probity Committee, December 2016.

12 CHAIR’S ACTION :
TOP (Termination of Pregnancy) to ratify the clinical clarification requested.
IT WAS RESOLVED:
It was confirmed that the continuation of TOP (Termination of Pregnancy) service was ratified
by Chair’s Action.

13 Engagement Annual Report
The Engagement Annual Report was noted for information.

14 MINUTES FROM SUB COMMITTEE TO NOTE
The Medicines Optimisation Group minutes dated 15 September were noted for information.

15 ANY OTHER BUSINESS
It was clarified that the changed of date of the 14 December was for the December 2017
meeting.
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 8 December 2016
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 22 December 2016
09.00 – 12.30, Seminar Room, White Rose House
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Agenda item : 18c(i)

Connecting Care Executive meeting
Thursday 13 October 2016
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (Chair)
Melanie Brown (MB)
Dr Ann Carroll (DrC)
Jo Webster (JoW)
Jill Holburt (JH)
Nichola Esmond (NE)
John Wilson (JW)
Michele Ezro (ME)
Neil Hardwick (NH)
Andrew Furber (AF)

Corporate Director for Adults and Health Communities, WMDC
Director of Commissioning for Integrated Care, WCCG
GP and Clinical Lead for Care Home Vanguard, WCCG
Chief Officer, WCCG
Service Director, Strategy and Children’s, WMDC
Chief Executive, Healthwatch
Corporate Director for Children and Young People, WMDC
Associate Director Commissioning and Integration, WCCG
Group Finance Manager, Children and Young People, WMDC
Director of Public Health, WMDC

In attendance:
Chris Makin (CM)
Lisa Willcox (LW)
Alix Jeavons (AJ)
Sharon Wallis (SW)
David Cockayne (DC)
Donal Sutton (DS)
Mark Wakefield (MW)
Nicola Reynolds
Michelle Domoney (md)

Commissioning Manager, WCCG
Service Manager, WMDC
Senior Commissioning Manager, WCCG
Senior Commissioning Manager, WCCG
Managing Director, Good Governance Institute (GGI)
Team Leader, Service Development, GGI
Commissioning Manager, Adult Services, WMDC
Business Manager, WCCG (Observing)
Minute Taker

Meeting Minutes:
1.

Welcome and Apologies:
Jo Pollard, Andrew Pepper, Kevin Dodd, Angela Nixon and Adam
Robertshaw submitted their apologies.

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 8 September 2016:
The minutes were accepted as an accurate record after the spelling of
Barnett House (on page 6) was corrected to Barnahus House.
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4.

Action Log:
MB talked the CCE through the action log, highlighting the deadline dates
updates are scheduled to be presented.

5.

FOR DECISION: Joint Learning Development Resource Panel Terms of
Reference:
Referencing the supporting paper, CM talked the CCE through the
background and summary; adding once the Terms of Reference (ToR) are
approved by the CCE, a Joint Resource Panel (JRP) for learning disabilities
will be created to speed up the decision making processes (whilst noting
the clinical challenges and challenges to packages of care).
The CCE discussed the information presented; asking if there was a
common application process to compare like with like and if those
making applications will be aware of what the JRP wish to see in order to
make a decision quickly. CM confirmed there will be a set process with
mandatory paperwork which will need to be completed prior to being
presented to the JRP, though an exact consistent approach to be applied
can only be developed overtime.
The CCE also discussed transition from children to adults. LW advised
the Complex Care Needs Panel (CCNP) has responsibility for people in
transition within WMDC and there is an agreement whereby those adults
and embedded workers would use the adult funding panel system. LW
provided more detail on how this would work and the legislative
requirements; advising that children in transition will require a transition
assessment in order for an appropriate care pack to be put into place
(based on new legislation of eligibility).
Discussing linkages to the CCNP, LW confirmed that should involve a
different client group, however acknowledged the right links and sharing
of information was required. LW added, the CCNP is a joint education
and health and social care panel, therefore there should be no
duplication.
Noting the questions raised it was suggested that a ‘sense check’ is
conducted in 6 months time and a further report is given to CCE on the
number of cases which have been through the new arrangement, what
learning has arisen, has the new process identified ways of working
which should be done differently elsewhere etc.
The CCE acknowledged the work which has been undertaken and the
new positive position this arrangements brings, however asked if the
Joint (local authority and health) Learning Disabilities Resource Panel is
to be a decision making group with ToR, how does that panel fit within
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the governance framework and architecture being developed. JoW
noted the importance of recognising the JRP as a decision making group
within the overall governance structure and suggested this required
further consideration if the CCE are to sign off ToR.
The CCE discussed governance arrangements for joint commissioning;
acknowledging this could relate to a number of different areas. AB
suggested a summary of the JRP work (together with any learning) is
conducted in 3 months time whilst simultaneously over the next 6
months, as future commissioning arrangements are considered in more
detail, governance e arrangements are considered to ensure they are
tightened up and in place.
The CCE agreed the ToR required further finessing to ensure robustness
for Learning Disability work areas; one which can be learned from for
other joint commissioning areas. ACTION: CM and LW to formulise the
dispute Appendix to the main ToR and present to CCE as part of a 3
month summary whilst giving consideration to future governance
arrangements.
6.

CM/LW

FOR DECISION: Aftercare on Leaving Hospital (s117 Policy):
Referencing the supporting paper AJ advised:
 The draft policy presented has been developed jointly with WMDC
and WCCG in collaboration with SWYPFT about our public statement
of how we will deal with s117 After Care Responsibilities
 WMDC and WCCG are required to provide aftercare to patients in
order to prevent a readmission to hospital or a deterioration of a
patients mental health and that both WMDC and WCCG have a joint
legal obligation to set out how that responsibility will be met;
 The policy does not detail how we will operationalise and resolve
disputes (just discussed) regarding packages of care, therefore work
on identifying a set off agreed ground rules regarding implementing
the policy will take place as it is a statutory responsibility for WCCG to
publish such a policy;
 The draft policy will also be presented at WCCG Clinical Cabinet and
Governing Body meetings.
AJ highlighted some of the areas covered within the policy; advising
numerous conversations have taken place regarding how the policy will
be implemented operationally; noting there will be challenges ahead. AJ
added the draft policy has gone through a very robust process and has
been reviewed by both WCCG and WMDC legal teams.
Discussing the challenges to be faced, AJ advised one of the biggest will
be the day to day funding of the arrangements and advised a meeting is
to take place tomorrow to consider a number of case scenarios in order
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to understand how each scenario which might occur could be managed.
In discussion, the CCE also discussed organisational responsibilities and if
s117 applies to children and if so, if the CCNP have been sighted on the
policy. LW advised the CCNP Panel have not been sighted on the policy
however noted the policy will provide clarity on responsibility and
accountability. To ensure clarity on responsibility and accountability, it
was suggested that further review and consideration is required. LW
added the Mental Health Act is an all age piece of legislation which does
apply to children, however will check the s117 policy does sight children.
Dementia was also suggested as an area for consideration; adding that
some dementia patient case scenarios should be reviewed to see how
s117 would work for those patients due to the complexities of these
cases.
JoW asked for clarity on statutory responsibilities; Both AJ and LW
confirmed the policy outlined in statutory legislation.
Summarising the discussion, AB noted:
 There is not an agreed policy therefore that represents a risk to both
WCCG and WMDC. The policy presented helps to address that risk
and provide clarity around responsibilities;
 A sense check needs to be conducted regarding Children’s and ensure
CCNP colleagues understand the position;
 Clarifying legislative requirements to make them transparent is one
element. The second element colleagues want to understand in more
detail is the work to be undertaken regarding how the legislation is to
be enacted which would include the reviewing of scenarios.
AB suggested an update on this piece of work should be presented at
a future CCE meeting once the implications and financial impacts
begin to become known; adding there will be a need to understand if
the policy will change any financial dynamics.
Considering the legislative framework, the policy provides a joint
interpretation of future operations. JoW advised there needs to be
complete understanding of any impacts in order to be comfortable
that all risks have been fully mitigated, that funding is sorted and
both organisations can live with the outcome.
AB suggested, if clarity can be obtained outside of CCE whether the
issues and concerns raised are fundamentally about the nature of the
policy or regarding the practical implementation, that allows the option
of continuing to progress the policy through WCCG and WMDC
governance without the need to return to CCE; provided that the
respective organisations and officers who have responsibility, sign it off.
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AB asked if those questions are answered and CCE members are
comfortable with the policy as it stands; would CCE members agree to
JoW, JW and AB approving it for recommendation with respective
organisational Governing Bodies. The CCE agreed to this approach.
7.

FOR DISCUSSION: Progress for Wakefield’s New Model of Care:
Advising the paper presented is for consideration, MB informed the CCE
that the next stage would involve writing and presenting a development
paper for discussion at a future CCE and Connecting Care Health and
Social Care Partnership (CCHSCP) meeting outlining a vision for the next
phase of Wakefield’s Integrated Care journey. This would be followed by
a single paper being presented at a number of governance arrangements
before year end.
MB advised some initial conversations have taken place with colleagues
in the district regarding how to move forward with developing a
Connecting Care district wide model and building on some of the exciting
pilots and transformation areas which are underway.
Today’s paper describes a vision about moving towards an Accountable
Care System. The paper proposes that from April 2017 to March 2018,
the Integrated Care model moves forward through a virtual alliance
arrangement with existing Providers.
The arrangement described is more formal than what is currently in
place with the CCHSCP. There is a Memorandum of Understanding
(MoU) (though not legally binding) which has been signed up to with
some principles, business rules and a vision included. The proposal is to
move towards a legally binding agreement sitting above all existing
contractual arrangements. Following this initial arrangement, the
potential next stage will be to formalise the Integrated Care model.
The paper describes a number of transformation areas (13 in total). It is
recognised some capacity is needed to take these forward, therefore an
application to NHS England (NHSE) for Transformation Resources are
proposed for additional investment. MB added the plan for the next
financial year in terms of leading the Business Case for ‘pump prime
resources’ from NHSE will be that WCCG Commissioners lead on that
process with Partners across the district; therefore ensuring a district
wide approach for next year.
The CCE were asked to approve the development of a single paper which
will go through partner governance arrangements.
In discussion, the CCE asked has consideration been made to give the
Health and Wellbeing Board (HWBB) time to fully understand the scope,
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purpose and implications etc. such a vision implies? MB added from that
MB, Rob Hurren and Anna Middlemiss are meeting with the Chair of the
Health and Well‐being Board on 1st November and the intention is to
discuss this with Cllr Garbutt to ensure we capture this with the Chair’s
advice.
The CCE approved to the development of a single paper to be presented
through governance arrangements.
8.

FOR DISCUSSION: Intermediate Care – Clinical Model presentation:
SW gave a presentation on Intermediate Care; highlighting the journey
so far and the proposal for the coming winter following the recent
review of intermediate care beds.
The CCE acknowledged all the work which has taken place by SW and
colleagues across the system to implement the changes proposed to
ensure these beds are used for the right purpose whilst redesigning the
process and facing challenges in order to work differently and provide
clarity on responsibilities etc.; adding such changes have already had a
positive impact.
From a WMDC view, AB advised he would welcome the thoughts of
Clinical Cabinet on the proposals described before agreeing a final
strategy moving forwards; adding as the system moves into the winter
period (and with the pressures that brings) all parts of the system should
agree how to deliver the proposals.
For WCCG, JoW expressed concern that as commissioners, 78 beds are
being paid for, whilst only 26 are being used for the right reason,
however concern was also expressed regarding Quality and Safety
issues; i.e. moving into the winter period with only 26 beds whilst MYHT
are already experiencing high capacity and demand pressures. JoW
therefore suggested some further quality and assessment work is
conducted in addition to what is already taking place.
AB noted the concerns raised and suggested that although the proposal
may be the right step forward, there needs to be behavioural changes
also; adding a decision can be taken, however there needs to be
confidence that that decision is followed through and that the right
organisation and behavioural change (across the system) will deliver a
safe arrangements for patients.
Concern was also expressed regarding ‘spot purchasing’ as part of the
Care Home Vanguard; DrC noted such a practice presents a risk to all
concern and therefore suggested any intermediate care beds in care
homes should be commissioned in a couple of care homes.
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The CCE suggested a final decision should not be made on the proposals
until the thoughts of Clinical Cabinet are known. Regarding Clinical
Cabinet, JoW asked that Social Care is included as part of the
conversation, advising it is important that Clinical Cabinet understand
the context of what is trying to be achieved overall.
CCE agreed to make a decision on the proposals once feedback from
Clinical Cabinet has been received.
9.

FOR DISCUSSION: GGI Update – MCP Outline Business case:
DC and DS gave a presentation on the current position of the MCP
Outline Business Case (OBC) and provided assurance on the direction of
travel. DC highlighted:
 The Single Version of the Truth highlighted potential savings of over
£3.5m a year, though there was no detail on what those savings
would be. The GGI have been working with WCCG to identify the
granularity on what those savings could be and there is a potential to
show a greater saving;
 A final financial case should be completed in the coming few weeks;
 There are savings which GGI know now which can be quantified,
however to deliver such savings, Partners who enter into the MCP will
be required to behave in a different way;
 Return on investment in years 1 and 2 is currently running a total
financial envelop of £5.2m (in savings to the system) by accelerating
existing schemes already on going but also by bringing in some new
areas. Further savings are expected to crystallise in later years;
 If the preferred model was followed, the system could see a
significant acceleration of some of the programmes;
 The GGI and wider team are confident there is a significant business
rationale for doing this piece of work. This will be presented in the
final OBC.
The CCE discussed the update and acknowledged the value in
understanding what adopting a new model might bring, what
behavioural and organisational changes may need to take place and
where efforts might need to be focused in terms of collectively investing
in the change process and programmes; any financial benefits will follow
these steps.
In discussion, MB advised in terms of determining the possible financial
benefits and implications, work is taking place between CCG Finance
colleagues and the GGI to obtain a clear picture and further discussions
will take place at the next Finance Resource and Business Group
meeting. With a broader aim of getting all the detail through prior to an
STP submission on 21 October 2016.
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JoW expressed some caution to finance colleagues with the figures
quoted today; advising they are as at a certain point in time;
DC and MB confirmed a further update will be given at November’s CCE
meeting where the final version of the OBC will be presented.
10.

FOR DISCUSSION: ICEs Update from 26 September 2016:
This agenda item was deferred to November’s meeting.

11.

FOR DISCUSSION: Home Care Contracts:
Introducing MW, AB advised the purpose for bringing a presentation to
CCE was to introduce members to what is taking place within WMDC in
commissioning Domiciliary Care and asked CCE members to consider the
wider impact of such commissioning.
MW talked the CCE through the commissioning arrangements for
Domiciliary Care including the scale of provision, the approach taken,
quality and safeguarding and outline of a future re‐procurement plan
(existing arrangements expire in 12 months).
The CCE discussed self‐funders. MW advised self‐funders are able to use
any Domiciliary Care Provider and data is collected from WMDC
contracted Providers on the number of self‐funders they have; this data
is collected (with varying degrees of success) because WMDC has a duty
under the Care Act to make suitable arrangements for all individuals if a
Provider fails; these arrangements may not be ongoing, but
arrangements will need to be made in the immediate aftermath.
AB advised he would welcome conversations with colleagues regarding
how details of this work can be shared to ensure the strongest re‐
procurement process possible, without losing all the strong elements
which MW and the team have developed over the years and asked if
there is anything which aligns to other work taking place. In discussion
MB suggested the presentation is shared with WCCG CHC Team.

12.

FOR ASSURANCE: Vanguard Delivery Board Overview – August and
September:
The CCE noted the update from the Vanguard Delivery Board.

13.

FOR ASSURANCE: Monthly BCF Pooled Financial Monitoring Report:
The CCE noted the monthly BCF Pooled Financial Monitoring Report.
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14.

FOR ASSURANCE: Terms of Reference:
The CCE noted the Terms of Reference of the Connecting Care Executive.

15.

FOR INFORMATION: Legacy Resources Update:
The Joint Legacy Resources paper providing an update on the current
position was noted by the CCE for information.

16.

FOR INFORMATION: Connecting Care Project Management
Documents:
The risk log and highlight report were noted by the CCE for information.

17.

Any other Business:
No other items of business were raised.

18.

Date and Time of Next Meeting:
Thursday 10 November, 9.00am to 11.00am, Seminar Room, White Rose
House.
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Agenda item 18c (ii)

Connecting Care Executive meeting
Thursday 10 November 2016
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (Chair)
Melanie Brown (MB)
Dr Ann Carroll (DrC)
Jo Webster (JoW)
Nichola Esmond (NE)
John Wilson (JW)
Anna Middlemiss (AM)
Adam Robertshaw (AR)
Jo Pollard (JoP)
In attendance:
Sharon Wallis (SW)
David Cockayne (DC)
Linda Driver (LD)
Martin Lee (ML)
Karen Parkin (KP)
Martin Smith (MS)
Michelle Domoney (md)

Corporate Director for Adults and Health Communities, WMDC
Director of Commissioning for Integrated Care, WCCG
GP and Clinical Lead for Care Home Vanguard, WCCG
Chief Officer, WCCG
Chief Executive, Healthwatch
Corporate Director for Children and Young People, WMDC
Deputy Director of Public Health, WMDC
Finance Manager, Strategic Projects, WCCG
Chief of Service Delivery and Quality, WCCG

Senior Commissioning Manager, WCCG
Managing Director, Good Governance Institute (GGI)
Head of Service Development & Transformation, WCCG
Commissioning Specialist, Healthy Weight, WMDC
Associate Director Finance, Governance and Contracting,
WCCG
Programme Manager Integrated Care, WCCG
Minute Taker

Meeting Minutes:
1.

Welcome and Apologies:
Andrew Pepper, Kevin Dodd, Angela Nixon and Jill Holbert submitted
their apologies.

2.

Declarations of Interest:
No declarations of interest were noted.

3.

Minutes from 13 October 2016:
The minutes were accepted as an accurate record.

4.

Action Log:
The CCE noted the action log.
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5.

FOR DECISION: Intermediate Care:
SW talked the CCE through the summary of the supporting paper
advising the proposed model, to operate 26 intermediate care beds at
WICU over the winter period (under strict criteria) with the remaining 29
beds at PICU remaining open for assurance purposes to intermediate
care and MYHT Acute hospital flow, was agreed by Clinical Cabinet. The
CCE were asked to give their approval to the model for the winter period.
The CCE discussed the information presented, noting the excellent work
undertaken so far, the progress made and the discussion held at Clinical
Cabinet where members felt more comfortable to have plans in place for
the winter period with mitigation arrangements in place.
Discussing how MYHT have reacted to the proposed model, SW advised
MYHT have been very supportive; though have expressed concern that
patients in the 29 PICU beds are not necessarily medically optimised or
with a discharge plan and therefore further support is required prior to
end of March 2017 to get the process correct to ensure these patients
are not in those beds. SW added there are usually vacancies within
these beds, however, when there is a ‘surge’ and no active discharge
planning on the wards, the beds get filled. Under the A&E plan MYHT
are to support patients in getting home rather than into another bed
elsewhere, whilst discharge planning is happening. MB updated MYHT
Community Services team have jointly developed a model and will take
proposal to MYHT Corporate Management team
The CCE discussed the wider system approach including support from the
Local Authority, re‐ablement teams and Governance arrangements for
approving release of resources to voluntary sector. Following discussion,
the CCE agreed that bullet 4 on page 4 of the supporting paper should
read “To propose to continue to fund supporting the Connecting Care
hub model providing early supported discharge and prevention of
unnecessary admission”. ACTION: Discussion and amendment of bullet MB
4 on page 4 to take place outside of CCE
Discussing the Secondary Care Specialist Offer work also taking place, it
was suggested this should take place in tandem with the intermediate
care model. DrC felt that if the Secondary Care Specialist offer is not
reviewed and reformed, the proposed intermediate care model will not
work; adding there is nothing within the paper which describes the
Specialist Consultant Geriatrician input and suggested MYHT needs to
describe what the different offer is for the intermediate care beds to
prevent vulnerable patients going home earlier without the required
support in place and possibly returning to hospital if there was a
breakdown in care. SW advised on her involvement in the Community
Geriatrician Review (which will include a review of the service
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specification) advising she will be requiring MYHT to describe what their
offer is in terms of specialist services and cost for the intermediate care
beds. SW added the first draft of the service specification for the
2017/18 intermediate care bed model has been completed and is
currently with MYHT.
Regarding the supporting paper, JoW suggested the CCE approves the
winter position and at a future meeting the service specification for
intermediate care and Community Geriatrician are presented for
discussion and sign off before being issued to Providers. Discussing this
suggestion, JoW advised the CCG needs to understand what the current
Geriatrician financial resource is being targeted at. AB agreed the
position required clarifying.
Whose care a patient is under whilst in an intermediate care bed was
also discussed. SW advised MYHT have patient responsibility, though
was also dependant on whether a Geriatrician or medical lead was
involved. The CCE acknowledged further work needs to take place to
improve the infrastructure which sits alongside the intermediate care
beds. JoW suggested the Quality Board raises with MYHT:
 The issue of medical leadership and how MYHT manage medical
cover and assurance through the intermediate care route
 That appropriate patient care is in place over winter; adding the
specification needs to be very clear on what is required in the future
and the purpose of the beds at PICU.
Following discussion, the CCE agreed to the model in principle for the
purpose for this winter, however agreed further clarity was required on
the concerns raised. ACTION: SW to bring back Intermediate Care
Service Specification to CCE
6.

SW

FOR DISCUSSION: Tier 2/3 Weight Management Service:
LD and ML talked the CCE through the proposals for remodelling the
weight management programme. LD explained the wider West
Yorkshire perspective for commissioning Tier 4 services which will
become a WCCG commissioning responsibility from April 2017. ML gave
a presentation on the Wakefield proposals; talking the CCE through the
Weight Management Programme including patient journey, what the
new programme will include, whole system approach, commissioning
framework, complex cases, family weight management and timelines.
During the presentation, ML added:
 Patients will be asked to provide a level of commitment to undertake
a lifestyle change prior to services being offered. AM added Clinical
Cabinet members where very positive with this approach.
 Multiple Providers in multiple areas are to be commissioned to
provide different services to different patients;
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 The minimum length of time a patient will receive support will be 12
months; for more complex cases it will be 24 months;
 Complex case managers will provide access to the Tier 4 service;
 The programme described is for adults only;
 The commissioning process should commence in January 2017;
starting with Dietetic, Psychology, Consultant and Physiotherapy.
Community, online and family weight management will follow at a
later stage.
ML also provided details of a programme called ‘Sporty Mates’ which
targets men between the ages of 30 and 60 who do not engage in weight
management services and healthy living; advising Wakefield rugby clubs
and Wakefield Football Factory are being commissioned to deliver a male
intervention for this programme. Other sporting venues have also been
approached including swimming clubs and gyms. ML added funding for
Sporty Mates ends in December 2016; however within WMDC structures
a targeted intervention officer has been identified who will work with
local sports clubs to engage certain target markets.
JoW advised commissioners at a recent Healthy Futures meeting asked
questions regarding the lack of evidence for funding of Tier 4 services
and timescales after commissioners expressed interest in wanting to
invest more resources into the weight management programme by using
some of the specialist services budget whilst recognising the risks that
would entail. LD advised total Tier 4 activity is being pulled together and
a paper will be presented at December’s Healthy Futures collaborative
forum meeting.
JoW advised Healthy Future commissioners proposed that funding
should be halved to allow reesources to be invested into the service
described by ML. AM advised the local authority have had to reduce
their level of investment into this pathway, however as the Weight
Management team work in such an evidence based way, this evidence
could be reviewed to determine what is working and where the good
outcomes are in order to invest further financial resources and for which
there would be a contractual mechanism to do that. AM added Gill Day
and team have been successful in getting National Diabetes Prevention
Programme which provides a £70k grant (of NHSE resources) for project
management and provide another opportunity and resource coming into
the district.
Discussing the next Healthy Futures meeting, JoW suggested AM
provides recommendations on how resources can be moved around. AM
welcomed this suggestion. ACTION: AM to write a proposal to be
AM
presented to December’s Healthy Futures meeting.
The Wellness checks for1000 staff currently being run by Spectrum and
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Sheffield University were also discussed in terms of how that model fits
with the triage and motivational interviews. JoW suggested connections
need to be made, noting most of the staff are likely to live in the
Wakefield area and if there are weight issues for staff members, it is
likely there will be weight issues for other family members too. ACTION:
Links to the Staff Wellness checks to be made; with possible inclusion in
the Weight Management Programme service specification.
7.

AM/ML

FOR DISCUSSION: Review of Non‐elective Admission Performance:
MS advised the supporting paper relates to the Quarter 1 Better Care
Fund (BCF) performance; adding the BCF target is a stretch target of
3.2%, on top of what was included in the BCF plan. NHSE advised a 2%
increase in planned activity should be added in response to the rate of
admissions across the country with a 3.2% reduction on top. MS advised
this target was always going to be challenging to achieve and Quarter 1
performance reflected target performance was above projection. In
view of this, analysis has been undertaken to review if there areas within
the BCF which can be focused and provide more understanding on the
reasons for being outside of target and the supporting paper details the
results of that analysis. MS advised the data shows progress is being
made with long term conditions managed in the community, however,
the report does not show why patients are still going to A&E in the first
instance (increasing demand within A&E), despite physio first, pharmacy
first, therapy review, intermediate care and urgent care reviews.
In discussion, MB advised the increase in A&E demand has been raised
within WCCG and an emphasis on A&E attendances is to be made at
future GP Target events so that practices have time to reflect on the data
presented. After reviewing the data, DrC suggested there is a clear
picture in terms of weekend attendances at A&E being higher.
The CCE discussed the data presented asking if it advises what we
already know or what we don’t already know and suggested the data is
also discussed at the A&E Improvement Board. Noting the data does
now explain the reasons behind an increased A&E attendance, it was
suggested those patients are spoken to, to see why they attended A&E.
In discussing why, AM advised national data showed a few months ago
that most attendances were by young people (for a variety of reasons)
and suggested that different strategies need to be used by MYHT (social
media was given as an example) to address attendances; noting most
attendances (unless elderly patients) do not result in admission. AB
added previous surveys have always shown attendance is usually 30‐40
age range and therefore asked what strategies should be used to address
and provide for this age group. JoP advised most attendances are not
repeat patients and therefore suggested a behavioural change
programme requires developing (similar to the smoking cessation Public
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Health ran 10 years ago) to push/pull patients into the right services.
Patient flow was also discussed particularly GPs being unable to admit
directly to a ward resulting in every patient going through A&E and being
classed as an A&E attendance whether they are admitted or not and
therefore distort how Wakefield benchmarks its patients. The CCE
agreed that consideration needs to be given into how information is
presented (as a whole system) for Wakefield’s attendances and
admissions rather than continually focusing on GP surgeries. .
The CCE were advised Quarter 2 attendance shows a reduction, however
figures remain higher than detailed in the BCF plan. JoW advised on
current trends, this presents a projected income over‐trade in excess of
£6m which is a significant concern to WCCG; particularly considering
winter pressures as still to be felt. JoW added, following analysis of all
emergency admissions, 70+% stay for less than 24 hours and suggested
for patients who are genuinely admitted, these should be classed as an
ambulatory care response not as an admission, which distorts the
figures. JoW suggested consideration is given on how data can be
presented intelligently to show what needs to be corrected.
The CCE also expressed an interest in knowing the proposition of
patients presenting with conditions who were discharged with no further
action. DrC added the diagnostic list often hides complexity and
suggested the right data is not being collected from the connecting care
hubs i.e. the hub data does not identify those patients who consistently
attend A&E.
The CCE suggested further discussion needs to take place at the A&E
Improvement Group and that data needs to be reviewed and that some
thoughts are collated together in order to work towards obtaining the
right data for the right purposes. JoW also suggested that the CCE asked
the A&E Improvement Board for a report on what is being done to
address the issues raised, what areas are they monitoring and what
further support may be needed; adding the success of the BCF is about
reducing admissions.
8.

FOR DISCUSSION: MCP Vanguard Update on MCP Data and Outcomes:
This agenda item was not discussed.

9.

FOR DISCUSSION: ICES Update from 26 September 2016 Event:
AB gave a presentation outlining the proposals to be carried out prior to
31 March 2017, to get the Integrated Community Equipment Service
(ICES) running correctly; including existing challenges, internal and
external redesign challenges and the longer term adding:
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 Trade Unions are being consulted in terms of discussing possible
changes which will affect the existing workforce;
 Lawyers are reviewing existing lease arrangements to store
equipment in NHS premises; with the aim of getting WMDC out of
those lease arrangements;
 IT systems need urgent change as the current system is not fit for
purpose;
 2 meetings have been held with staff from WMDC and MYHT with
regard to equipment; noting that equipment requirements are not
considered as part of a patients discharge plan until very late in the
discharge process;
 A dedicated Matron will be in place at MYHT for the next 5 months
who will work alongside WMDC in ensuring equipment discussions
take place as part of any discharge plan for patients;
 Discussions are taking place with Kevin Dodd at WDH to link existing
adaptation services provided by WMDC (for major adaptations) and
WDH (for minor adaptations) into one service;
 Options for a possible different way of working in the future will be
presented at a future CCE meeting.
In discussion, DrC advised 3 different organisations employ Occupational
Therapists (OT); MYHT, WMDC and Housing, however noted there is no
communication between the 3 groups, therefore there is the potential
for 3 different OTs to be involved with one patient. In addition, if a
patient requires a specialist bed at home, the OT orders the bed, whilst
the mattress has to be order by the District Nurse in order to do the
assessment. AB advised it is scenarios like DrC has described which has
warranted an in‐depth review and as a result a member of WMDC staff
has been tasked with working on the ICES improvement programme full‐
time for the next 5 months.
Workforce, out of hours and discharge planning were also discussed. AB
advised (in theory) an out of hour’s service should not be required as
patients are not usually discharged from hospital out of hours.
Furthermore, if ICES were involved from the point of admittance,
equipment requirements could be planned and again, eliminate the need
for a full out of hours service. AB would however propose a very minimal
out of hour’s crisis response service only to be used in exceptional
circumstances. These few changes together with a more flexible
workforce to cover weekend and late afternoon/evening referrals to pick
up genuine emergencies could eliminate the out of hour’s service costs.
Recognising the cost pressure to the system, it was suggested Partners
should own equipment services at a strategic level and once the review
has been completed and new pathways are developed, standard
operating procedures should then incorporated into Partner working
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practices.
10.

FOR DISCUSSION: Good Governance Institute (GGI) OBC for
Wakefield’s New Model of Care:
DC gave an update on the Outline Business Case (OBC) for Wakefield’s
New Model of Care; providing information on context, approach,
strategic, economic, commercial, financial and management cases and
next steps.
Discussing the financial case KP advised the figures presented are system
wide numbers and correlate with Wakefield’s STP submission, therefore
the financial case within the OBC describes what took place after the
Single Version of the Truth model and the original PWC review.
Return on Investment (RoI) was also discussed, KP advised the £24m
noted within the presentation is not currently and immediately available
within the system; adding the £24m is reliant on achieving savings from
the MCP model. KP expressed some caution, advising it would not be
easy to find these savings as the majority of what has been predicted is
based on demand management and reducing demand; adding as much
work as possible needs to be done in the implementation phase to
reduce contracts as far as possible in order to get the savings described.
KP added this caveat is described in more detail in the OBC.
Discussing the caveat, KP confirmed most of the £24m is a recurrent
investment. In terms of demand, JoW asked if it would be possible to
demonstrate what percentage of the demand growth would need to be
changed and what equivalent costs savings would this model contribute
to. KP and DC advised some of that work has been done as part of
quantifying the figures presented; advising calculations have been done
from a percentage of admission avoidance, non‐elective admissions,
excess bed day’s avoidance etc. and can be found within the calculation
behind the figures presented. JoW also asked how much of the £51m
(total gross savings over 4 years) Providers have assumed in their CIP and
if there was a possibility of double counting. KP and DC advised this has
not been worked through. MB added a conversation is to take place at
the Finance Resource and Business Intelligence Group meeting on 21
November 2016 with regard to the numbers presented. The CCE
therefore acknowledged that the figures presented, required some
health checks, however noted the detail presented is high level.
Discussing the STP and £237m, JoW advised £170+k of that figure was
going to be delivered by individual organisational efficiencies by
achieving their CIP however despite this there was still a gap. JoW asked
if the gap will be delivered by this model of care or if there was a
potential for some of the gap to be closed. KP confirmed there is a
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potential to close some of the gap. JoW suggested this is made clear to
CCHSCP members in addition to advising:
 How the gap will potentially to be reduced is still to be worked
through as the picture presented is at a point in time;
 An agreement will be required regarding the gross savings and how
KP some of those funds are to be invested into the new model of
care.
In discussion, JoW also asked if there was a system finance lead who
owns the new models of care. KP advised a specific lead has not been
identified. In view of this it was suggested that as part of the next steps
for implementation, such a post should be considered as part of the
discussions on who is leading on what and that further discussion will be
required in terms of Governance arrangements.
JoW advised from the CCHSCP meeting, commitment must be obtained
from each organisation affected by the model to own what the OBC is
saying and to include it within their financial plans along with the
assumptions which are being made even if they may be high level and
being run in shadow form in order to start to contract and transact as
commissioners the assumptions in the business case.
Continuing next steps, it was suggested that a future meeting is
dedicated to the OBC. ACTION: Finance Resource and Business
Intelligence Group meeting to consider the OBC. Following this
discussion at this forum, agree the possibility of dedicated meetings with
Providers regarding the OBC.
DC thanked KP, MB and teams for the work which has gone into the OBC
and the presentation.
11.

FOR ASSURANCE: Vanguard Delivery Board Overview – October:
The CCE noted the update from the Vanguard Delivery Board.

12.

FOR ASSURANCE: BCF Pooled Financial Monitoring Report:
The CCE noted the monthly BCF Pooled Financial Monitoring Report.

13.

FOR INFORMATION: Joint Legacy Resources Update:
MB advised there will be a couple of invoices raised by the CCG
regarding the Welcome Service and s256; both are noted on the legacy
resource paper.

14.

FOR INFORMATION: Connecting Care Project Management Documents:
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The risk log and highlight report were noted by the CCE for information.
15.

Any other Business:
No other items of business were raised.

16.

Date and Time of Next Meeting:
Thursday 8 December 2016, 9.00am to 11.00am, Seminar Room, White
Rose House.
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Agenda item: 18d(i)
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 20 October 2016

Present:

In Attendance:

Sandra Cheseldine
Dr Greg Connor
Rhod Mitchell
Sharon Fox
Pat Keane

Lay Member
Executive Clinical Advisor
Lay Member (Chair)

Nichola Esmond
Cllr Pat Garbutt

Healthwatch Representative
Health and Wellbeing Board
Representative
NHS England Representative
Programme Manager
Minute Taker

Chief Operating Officer

Anna Ladd
Catherine Wormstone
Gemma Reed

16/65

Apologies
Apologies were received from Melanie Brown, Katherine Bryant, Stephen Hardy,
Hany Lotfallah, Jo Pollard, Jo Webster, Andrew Pepper

16/66

Declarations of Interest
The Chair asked for any declarations of interest and none were made.

16/67

Minutes from meeting held on 29 September 2016
The minutes were agreed as an accurate record.

16/68

Actions from meeting held on
All actions are complete.

16/69

Matters Arising
There were no matters arising.

16/70

Network Clinical Commissioning Contract Report
Dr Connor updated members regarding the Network Clinical Commissioning
Contract in place with practices across the Wakefield District which focusses on
quality improvement and clinical commissioning within practices. Dr Connor
highlighted to the committee that this contract will be:


self-funding by cash-releasing savings made by the networks with flexibility
about how this is achieved;
1



payments will be contingent on network level performance.

It was noted that Networks are on track to complete the patient care and effective
clinical commissioning domains although achievement of the patient reference
group and eMBED budgets KPIs will be delayed. The improved cost-effectiveness
domain KPI has not been achieved as it has not been possible to date to obtain the
patient lists from Mid Yorkshire Hospitals NHS Trust due to arrangements in place
to transfer this information safely. Work is taking place to resolve this, it is
therefore anticipated that this KPI will be achieved in Q3.
Concerns were raised regarding Network 5 as they commenced with the lowest
base line and are showing as the furthest behind, work is taking place to improve
performance and Dr Connor is confident that all KPIs will be achieved.
At this point in time the committee were unable to support the recommendation
of the payment to those practices that have not achieved the KPIs as outlined
within the contract.
The committee noted the paper and agreement to be reached by email regarding
the payment to practices.
Post meeting note: the committee supported to implement 30p for all networks
with the exception of Network 5 where this will be 25p. 30p payment is equated
to 60% and 25p payment is equated with 50% of the delivery of the components.
It is suggested that 60% payment (30p) seems reasonable in light of the
achievement or partial achievement of five out of six of the KPIs falling due on 30
September. Given the increased risk of Network 5 failing the e-consultation
element a reduced payment to them of25p is suggested.

It was RESOLVED that the Probity Committee:
a) Noted the update provided
b) 60% payment to all Networks with the exception of Network 5 where
this will be 50%
16/71

Additional Patient Access Contract
Dr Connor updated the committee regarding the additional patient access contract
in place with 38 practices across the Wakefield District. The Scrutiny Panel has
verified that the reimbursed additional capacity has been provided and that 90%
or more of it has been utilised by patients. Any practice that has a utilisation
under 90% will be required to submit a remedial action plan to the Scrutiny Panel
to rectify this in the next quarter and any subsequent underutilisation will see a
pro rata reduction in reimbursement on a sliding scale.
It was noted that two practices are currently amber within the scheme; however
Dr Connor is confident that these practices will deliver in Q3 as these were in
relation to staffing issues which have now been resolved.
It was RESOLVED that the Probity Committee:
2

(i) Support the proposal that there is no requirement for any clawback of the
APAC payment of £0.75 per registered patient for Q2 which was made at the
start of the quarter;
(ii) that Dr Diggle & Partners make up the shortfall of 44 contacts and Eastmoor
Surgery make up the shortfall of 7 contacts making a total of 51 additional
contacts during Q3.

16/72

Community Primary Care Services Contract review
Dr Connor updated members regarding the community primary care services
contract review and it was noted that contracts are in place with practices with
schemes which were previously known as Local Enhanced Services and DMARDs.
NHS planning guidance recently published outlines a shorter timescale for
reviewing contracts. A review group has been established to review contracts. In
light of this, an additional meeting to review the contracts may be required in
November. It was noted that contracts will be in place for one year, as Wakefield
is a MCP area it has the flexibility to have one year contracts in place.
it was RESOLVED that the Probity Committee:
(i) noted the update provided

16/73

Co Commissioning Update
Catherine Wormstone updated members, highlighting:











38 practices are engaged in the delivery of the Wakefield Practice
Premium Contract.
22 % of care plans are complete against an annual target of 90% by 31
March 2017
Practices identified as requiring transitional support are making good
progress.
Post payment verification visits have commenced and will be completed
before 31 December 2016.
Final Contract Documentation has been issued for the Wakefield Practice
Premium Contract
Patient and Stakeholder Engagement has commencement for King Street
Health Centre
Premises - Estates and Primary Care Transformation Fund – work is taking
place with NHS England regarding timescales for bids. Next stage is for
Project Initiation Documents to be developed.
GP Forward View and 2016/17 Planning Guidance. A draft plan is to be
submitted to NHS England by 21 October 2016 and a final version is due by
23 December 2016. This will describe how the GP Forward View will be
implemented in Wakefield and be shared at the next Probity Committee
meeting.
Vulnerable Practice Fund – two practices will be receiving minimal support
from this fund and a further three may potentially benefit
3

it was RESOLVED that the Probity Committee:
(i)
16/74

Noted the report and update provided.

Request for a contract and practice merger for Grove Surgery (B87029) and
Almshouse Surgery (B87017)
Catherine Wormstone updated members regarding the request from Grove
Surgery and Almshouse Surgery that are located together in Trinity Medical Centre
in Wakefield city centre to merge. It was noted that both practices have
undertaken a thorough engagement process highlighting how this will affect
patients, staff, boundaries, buildings. This has worked really well and the patient
reference group has been actively involved.
Both practices have outlined the benefits of a merger, confirming that there is no
impact on boundary or nursing homes and have put in economies of scale
regarding a bid as part of the ETTF to enable premises development.
A patient event was held which addressed any concerns regarding access, parking,
being able to see a GP of your choice etc.
The committee agreed that this was in line with the GP Forward View and this was
a positive step forward.
it was RESOLVED that the Probity Committee:
a) Noted the request for a practice and contract merger between Grove
Surgery (B87029) and Almshouse Surgery (B87017) in Wakefield
b) Noted issues for consideration in a practice and contract merger
c) Approved the formal practice merger between Grove Surgery and
Almshouse Surgery from 1 April 2017
d) Noted that due process has been followed in managing the request for
a practice merger
e) Request that the partners at Grove Surgery give notice on its PMS
contract
f) Monitors the progress of implementation plans particularly the
communication of changes to patients

16/75

Any other Business
Practice Merger Request – Orchard Croft
Following a CQC inspection at Outwood Park Medical Centre, the committee were
informed that the practice had proactively commissioned another health provider
to provide a transport service for patients and this had been funded by the
practice itself. This would provide a useful model for Orchard Croft to refer to with
reference to the Netherton Surgery branch closure request. It was noted that
Orchard Croft were informed that another practice in Leeds had also developed a
service for patients and were encouraged to consider this option.
Reimbursement to GPs
A concern was raised regarding GP attendance at a two day Vanguard Delivery
4

Board meeting for organisational development and clarity was sought regarding
the CCGs policy for reimbursement for GPs for attending sessions. Pat Keane
agreed to share the details with Nichola Esmond. It was confirmed that there are
national rules which CCGs following regarding GP backfill rates of pay.
16/76

Date and Time of Next Meeting
Tuesday 13 December 2016, 11.30am, White Rose House
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